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Preferred Drug List

The Oklahoma Complete Health Preferred Drug Locator Instructions:
Preferred Drug List (PDL) includes . :

a list of medications covered by 1. \é\QT'n the F;EF Cll'.ci ?:r.] tge
your prescription benefit. This list is it menu, then click Find.

updated often and may change. 2. Inthe Find box, type the name of

To get the most up-to-date the medication you want to
information, you may view the locate.

latest PDL on our website:

https://www.oklahomacompletehealth. 3. Click the Next button
com/providers/pharmacy.html or call until you find the drug(s).

1-833-750-3660 (TTY/TDD 711).



https://www.oklahomacompletehealth.com/providers/pharmacy.html
https://www.oklahomacompletehealth.com/providers/pharmacy.html

What is the Oklahoma Complete
Health Preferred Drug
List (PDL)?
The preferred drug list (which is also
called a “formulary”) is a list showing
the drugs that can be covered by your
Oklahoma Complete Health Plan. The
drug listed will be covered as long as
you:
e Have a medical need for the drug
e Fill yourdrugs atanin
network pharmacy
e Follow any other rules that
may apply to you as a member

For more information on how to fill your
drugs, please review your Member
Handbook or call Oklahoma Complete
Health Plan Member Services at 1-
833-752-1664 (TTY/TDD 711).

Will the Preferred Drug List
change?

Yes, it will change weekly, especially if
there is a new drug or there is a less
expensive generic that becomes
available. You will be notified if any
changes are made to the drug list that
may impact you.

Does the plan cover over-the—-

counter (OTC) drugs?

Yes, Oklahoma Complete Health
covers certain OTC drugs.
https://oklahoma.gov/ohca/providers/ty
pes/pharmacy/covered-otc.html All
covered OTC drugs appear in the
PDL. All OTC drugs must be
written on a valid prescription by a
licensed provider in order to be
covered. If the OTC drug you need
is not on the PDL,; please refer to
our OTC value add benefit on our
website

https://www.oklahomacompletehealth.
com/providers/pharmacy.html

How will | know what | will pay?
Children will not have a copay but most
adults will have a $4 copay. There are a
few exceptions to the $4 copay for adults.

How do | use the Preferred Drug
List?

The best way to find your drug is by
going to the back of this book to the
index and looking it up by name. If the
drugisin all CAPITAL LETTERS (EX:
CIPRO TABS) the drug is a BRAND
name drug and if the drug is in all
lower case letters (ex: ciprofloxacin)
the drug is a generic name drug. Next
to your drug, you will see the page
number where you can find coverage
information.

What are brand & generic drugs?
A generic drug is approved by the
Food and Drug Administration
(FDA) as having the same active
ingredient as the BRAND name
drug, but often costs less. BRAND
named drugs are typically newer
and a generic is not available yet.
However, there are some BRAND
name drugs which are preferred
over generic and that list is
maintained here:
https://oklahoma.gov/content/dam/ok/e
n/okhca/docs/providers/types/pharmac
y/drug-lists/2024-lists/02.26.2024%20-
%20Brand%20Required%20List.pdf

Are there any limits on my drug
coverage?

AGE LIMIT (AL):
Some medications are limited to
patients of a certain age.
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PRIOR AUTHORIZATION (PA):

Your provider may need to get approval
from us before you fill some of your
drug orders. Drugs that require prior
authorization are found in the PDL by a
PA in the Additional Information
column. To find out more about this
process, please call Member Services
at 1-833-752-1664 (TTY/ TDD 711)
and a representative will explain the
process to you.

STEP THERAPY (ST):

Certain drugs are noted as being in
different tiers. This usually means you
must try similar medications in the same
class in lower tiers before a higher tiered
medication is approved. If you would like
to request a step therapy exception,
please speak to your provider and have
your provider’s office submit the step
therapy exception form found on our
website:
https://www.oklahomacompletehealth.com
/providers/pharmacy.html

QUANTITY LIMITS (QL):

For certain drugs there are limits to the
amount of a drug that will be covered
for a period of time. You can tell if your
drug needs a QL in

Additional Information column.

e You can also contact your provider
to decide if you should first try a
different drug on our list or different
dose of the drug before you request
an exception.

e Contact Member Services at 1-
833-752-1664 (TTY/TDD 711)
and ask how you or your provider
can submit a quantity limit
exception request.

e There are also quantity limits for
controlled substances. These are
outlined here:
https://oklahoma.gov/ohca/provid
ers/types/pharmacy/maintenance-
drug-list/analgesics-narcotic.html

SPECIALTY PHARMACY (SP)
DRUGS: Specialty drugs are certain
prescription drugs used to treat special
health conditions and often require
special attention. These drugs often
need a prior authorization before a
prescription may be filled. Some
pharmacies can not access specialty
medications. If you are having difficulty
finding a pharmacy to fill your specialty
medication or have other questions
regarding specialty medications,
please contact Member Services at 1-
833-752-1664 (TTY/TDD 711).

MAINTENANCE DRUGS (MP):
Certain medications are eligible for 90
day supplies. If you are an adult,
please ensure your pharmacy is
running these medications for 90 day
supplies so your monthly six fill limit is
extended. The full list of MP’s are kept
here:
https://oklahoma.gov/ohca/providers/ty
pes/pharmacy/maintenance-drug-
list.html

What if my drug(s) is not on the

Preferred Drug List?

Talk to your provider to decide if you
should first try a different drug on the
list before you request an exception.
Member Services will tell you how you
or your provider can ask for an
exception if your drug(s) are not
covered. Contact OKCH Member
Services at 1-833-752-1664
(TTY/TDD 711) for further assistance.
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Which drug categories are not
covered by the Preferred Drug
List?

The following drug categories

are not part of the benefit:

e Fertility drugs
e Weight loss or weight gain

e Drug Efficacy Study
Implementation (DESI). These are
drugs that are not shown to be
safe and effective.

e Bulk chemicals/powders

e Experimental and investigational
drugs

e Drugs and devices not approved
by the FDA

Contacts for Pharmacy
Appeals/Grievances

Members: In the event that a
member disagrees with the decision
regarding coverage of a drug, the
member may request an appeal by

calling Member Services at 1-833-752-

1664 (TTY/TDD 711) or emailing
OKCompleteHealth Appeals@Centene.com.

Providers: In the event that a
provider disagrees with the decision
regarding coverage of a drug, the
provider may request an appeal by
calling:

Medical Appeals: 833-522-2803

Behavioral Health Appeals: 866-714-7991
Pharmacy Appeals: 888-865-6531

After a decision is made, the provider
will receive a response by mail. An
expedited appeal may be requested
at any time the provider believes the
adverse determination might
seriously endanger the life or health

of a member by calling:

Medical Appeals: 833-522-2803
Behavioral Health Appeals: 866-714-7991
Pharmacy Appeals: 888-865-6531

Abbreviations:
e PDL: Preferred Drug List
AL: Age Limit
PA: Prior Authorization
ST: Step Therapy
QL: Quantity Limit
SP: Specialty Medication
MP: Maintenance drug eligible for
90 day supply


mailto:OKCompleteHealth_Appeals@Centene.com

ADHD/ANTI-NARCOLEPSY/ANTI-

Drug Requirements/

OBESITY/ANOREXIANTS - Drugs to Treat ADHD,
Sleep and Eating Disorders

Amphetamines

Drug Name

Drug
Tier

Requirements/
Limits

amphetamine-
dextroamphetamine CP24
3.75 MG-3.75 MG-3.75
MG-3.75 MG, 6.25 MG-
6.25 MG-6.25 MG-6.25
MG

AL(At least 5
yrs old); PA

ADDERALL XR CP24
(Use amphetamine-
dextroamphetamine)

QL(1 ea daily);
AL(At least 5
yrs old); PA

ADDERALL TABS 7.5
MG-7.5 MG-7.5 MG-7.5
MG (Use amphetamine-
dextroamphetamine)

QL(2 ea daily);
AL(At least 5
yrs old); PA

amphetamine-
dextroamphetamine CP24
1.25 MG-1.25 MG-1.25
MG-1.25 MG

QL(1 ea daily);
AL(At least 5
yrs old)

ADDERALL TABS 1.25
MG-1.25 MG-1.25 MG-
1.25 MG, 1.875 MG-1.875
MG-1.875 MG-1.875 MG,
2.5 MG-2.5 MG-2.5 MG-
2.5 MG, 3.125 MG-3.125
MG-3.125 MG-3.125 MG,
3.75 MG-3.75 MG-3.75
MG-3.75 MG, 5 MG-5 MG-
5 MG-5 MG (Use
amphetamine-
dextroamphetamine)

QL(3 ea daily);
AL(At least 5
yrs old); PA

amphetamine-
dextroamphetamine CP24
9.375 MG-9.375 MG-
9.375 MG-9.375 MG

QL(1 ea daily);
PA

amphetamine-
dextroamphetamine CP24
1.25 MG-1.25 MG-1.25
MG-1.25 MG, 2.5 MG-2.5
MG-2.5 MG-2.5 MG, 3.75
MG-3.75 MG-3.75 MG-
3.76 MG, 5 MG-5 MG-5
MG-5 MG, 6.25 MG-6.25
MG-6.25 MG-6.25 MG,
7.5 MG-7.5 MG-7.5 MG-
7.5 MG

QL(1 ea daily);
AL(At least 5
yrs old); PA

ADDERALL TABS 1.25
MG-1.25 MG-1.25 MG-
1.25 MG, 1.875 MG-1.875
MG-1.875 MG-1.875 MG,
2.5 MG-2.5 MG-2.5 MG-
2.5 MG, 3.125 MG-3.125
MG-3.125 MG-3.125 MG,
3.75 MG-3.75 MG-3.75
MG-3.75 MG, 5 MG-5 MG-
5 MG-5 MG (Use
amphetamine-
dextroamphetamine)

QL(3 ea daily);
AL(At least 5
yrs old); PA

amphetamine-
dextroamphetamine CP24
12.5 MG-12.5 MG-12.5
MG-12.5 MG, 3.125 MG-
3.125 MG-3.125 MG-
3.125 MG, 6.25 MG-6.25
MG-6.25 MG-6.25 MG,
9.375 MG-9.375 MG-
9.375 MG-9.375 MG

QL(1 ea daily);
AL(At least 13
yrs old); PA

ADZENYS XR-ODT TBED

QL(1 ea daily);
AL(At least 5

yrs old - Up to
10 yrs old); PA

amphetamine-
dextroamphetamine TABS
7.5 MG-7.5 MG-7.5 MG-
7.5 MG

QL(2 ea daily);
AL(At least 5
yrs old); PA

amphetamine sulfate
TABS

QL(3 ea daily);
AL(At least 5
yrs old); PA

amphetamine sulfate
TABS

QL(3 ea daily);
AL(At least 5
yrs old); PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used

for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
amphetamine- 1 | QL(3 ea daily);| IDYANAVEL XR CHER 2 |QL(1 ea daily);
dextroamphetamine TABS AL(At least 5 AL(At least 5
1.25 MG-1.25 MG-1.25 yrs old); PA yrs old - Up to
MG-1.25 MG, 1.875 MG- 10 yrs old); PA
1.875 MG-1.875 MG- DYANAVEL XR SUER 2 | QL(240 ml per

1.875 MG, 2.5 MG-2.5
MG-2.5 MG-2.5 MG,
3.125 MG-3.125 MG-
3.125 MG-3.125 MG, 3.75
MG-3.75 MG-3.75 MG-
3.75 MG, 5 MG-5 MG-5
MG-5 MG

30 day(s) retail;
240 ml per 30
days mail);
AL(At least 5
yrs old - Up to
10 yrs old); PA

amphetamine-
dextroamphetamine TABS
1.25 MG-1.25 MG-1.25
MG-1.25 MG, 1.875 MG-
1.875 MG-1.875 MG-
1.875 MG, 2.5 MG-2.5
MG-2.5 MG-2.5 MG,
3.125 MG-3.125 MG-
3.125 MG-3.125 MG, 3.75
MG-3.75 MG-3.75 MG-
3.756 MG, 56 MG-5 MG-5
MG-5 MG

QL(3 ea daily);
AL(At least 5
yrs old); PA

EVEKEO ODT TBDP

QL(3 ea daily);
AL(At least 5

yrs old - Up to
10 yrs old); PA

EVEKEO ODT TBDP

QL(3 ea daily);
AL(At least 5

yrs old - Up to
10 yrs old); PA

EVEKEO TABS (Use
amphetamine sulfate)

QL(3 ea daily);
AL(At least 5
yrs old); PA

EVEKEO TABS (Use
amphetamine sulfate)

QL(3 ea daily);
AL(At least 5
yrs old); PA

lisdexamfetamine
dimesylate CAPS

QL(1 ea daily);
AL (At least 5
yrs old); PA

lisdexamfetamine
dimesylate CHEW

QL(1 ea daily);
AL(At least 5

yrs old - Up to
10 yrs old); PA

methamphetamine hcl

QL(1 ea daily);
AL(At least 5
yrs old); PA

DESOXYN (Use 9
methamphetamine hcl)
DEXEDRINE CP24 15 MG| 2 |QL(4 ea daily);
(Use dextroamphetamine AL(At least 5
sulfate) yrs old)
DEXEDRINE CP24 10 MG| 2 |QL(1 ea daily);
(Use dextroamphetamine AL(At least 5
sulfate) yrs old)
dextroamphetamine 2 | QL(4 ea daily);
sulfate CP24 15 MG AL(At least 5
yrs old)
dextroamphetamine 2 | QL(1 ea daily);

sulfate CP24 5 MG, 10

AL(At least 5

MYDAYIS CP24 (Use

amphetamine-

dextroamphetamine)

QL(1 ea daily);
AL(At least 13
yrs old); PA

VYVANSE CAPS

QL(1 ea daily);
AL (At least 5
yrs old); PA

MG yrs old)
dextroamphetamine 1 AL(At least 5
sulfate SOLN yrs old - Up to
9 yrs old); PA
dextroamphetamine 1 | QL(3 ea daily);

sulfate TABS 2.5 MG, 5
MG, 7.5 MG, 10 MG, 15
MG, 20 MG

AL(At least 5
yrs old); PA

VYVANSE CHEW

QL(1 ea daily);

AL(At least 5

yrs old - Up to
10 yrs old)

dextroamphetamine
sulfate TABS 30 MG

QL(2 ea daily);
AL(At least 5
yrs old); PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
XELSTRYM 1 | QL(30 ea per | INTUNIV (Use 1 |QL(1 ea daily);
30 day(s) retail;| | guanfacine hcl (adhd)) AL(At least 5
30 ea per 30 yrs old); MP;
days mail); PA
AL(At least 5 | [KAPVAY TB12 (Use 9
13/63 old -IdU'pFEg\ clonidine hcl (adhd))
: yrs old); PA. [0E| BREE 200 MG 1 |QL(3 ea dalily);
Analeptics AL(At least 6

CAFCIT SOLN IV 60
MG/3ML (Use caffeine
citrate)

yrs old); PA

CAFCIT SOLN IV 60
MG/3ML (Use caffeine
citrate)

QELBREE 100 MG

QL(1 ea daily);
AL(At least 6
yrs old); PA

QELBREE 150 MG

QL(2 ea daily);
AL(At least 6
yrs old); PA

caffeine & sodium
benzoate

caffeine citrate SOLN IV
60 MG/3ML

STRATTERA 80 MG, 100
MG (Use atomoxetine hcl)

QL(1 ea daily);
AL(At least 5
yrs old); PA

Anti-Obesity Agents

STRATTERA 10 MG, 18
MG, 25 MG, 40 MG, 60
MG (Use atomoxetine hcl)

QL(2 ea daily);
AL(At least 5
yrs old); PA

IMCIVREE

QL(9 ml per 30
day(s) retail; 9
ml per 30 days
mail); AL(At
least 6 yrs old);
PA

STRATTERA 10 MG, 18
MG, 25 MG, 40 MG, 60
MG (Use atomoxetine hcl)

QL(2 ea daily);
AL(At least 5
yrs old); PA

Attention-Deficit/Hyperactivity Disorder (ADHD)

Agents

Dopamine and Norepinephrine Reuptake

Inhibitors (DNRIs)

SUNOSI

1

QL(1 ea daily);

atomoxetine hcl 10 MG,
18 MG, 25 MG, 40 MG,
60 MG

QL(2 ea daily);
AL(At least 5
yrs old); PA

atomoxetine hcl 80 MG,
100 MG

QL(1 ea daily);
AL(At least 5
yrs old); PA

PA
Histamine H3-Receptor Antagonist/Inverse
Agonists
WAKIX 1 QL(2 ea daily);

PA

Stimulants - Misc.

clonidine hcl (adhd) TB12

QL(4 ea daily);
AL(At least 5
yrs old); PA

APTENSIO XR CP24
(Use methylphenidate hcl)

QL(30 ea per
30 day(s) retail;
30 ea per 30
days mail);
AL(At least 5
yrs old); PA

guanfacine hcl (adhd) 1 |QL(1 ea daily);
AL(At least 5
yrs old); MP;
PA
INTUNIV (Use 1 |QL(1 ea daily);
guanfacine hcl (adhd)) AL(At least 5

yrs old); MP;
PA

APTENSIO XR CP24
(Use methylphenidate hcl)

QL(30 ea per
30 day(s) retail;
30 ea per 30
days mail);
AL(At least 5
yrs old); PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.

klahoma Complete Health
pdated June 1, 2024




Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
armodafinil 1 |QL(1 ea daily); | IMETHYLIN SOLN (Use 1| QL(600 ml per
AL(At least 18 | | methylphenidate hcl) 30 day(s) retail;
yrs old); PA 600 ml per 30
AZSTARYS 3 [QL(1 ea daily); days mail);
AL(At least 5 AL(At least 5
yrs old); PA yrs old - Up to
CONCERTATBCR 36 MG| 1 |QL(2eadaily); 10 yrs old); PA
(Use methylphenidate hcl) AL(Atleast5 | IMETHYLIN SOLN (Use 1| QL(600 ml per
y : :
yrs old); PA || methylphenidate hcl) 30 day(s) retail;
CONCERTA TBCR 18 1 | QL(1 ea daily); 600 ml per 30
MG, 27 MG, 54 MG (Use AL(At least 5 days mail);
methylphenidate hcl) yrs old); PA AL(At least 5
COTEMPLA XR-ODT 1 |[QL(1 ea daily); 1y68 ?édo-ldlip Ptc,&
TBED AL(At least 5 _ y LA
yrs old - Up to | |methylphenidate hcl 1 | QL(3 ea daily);
10 yrs old); PA | |CHEW AL(At least 5
DAYTRANA PTCH 10 9 AL(A&tj IeasttS 13’63;;(10-' dli_p FE%
'S Old - (0] !
VIS (15’32,"6/ 9HR, 20 Y 0yrs o) | |[methylphenidate hel CP24 | 2 QL(30 ea per
methylphenidate) 30 ?é(?))erre?’g?)l ’
DAYTRANA PTCH (Use 1 | QL(30 ea per days mail);
methylphenidate) 30 day(s) retail; AL(At least 5
3c(i) ea per.|3_0 yrs old); P_A
Jeys mall)._ | \methylphenidate hol CP24 |2 |QL(1 ea daily),
( W SB8L2 | 110 MG, 20 MG, 40 MG, AL(At least 5
yr?ooyrs: o|g) ol l60 MG yrs old); PA
dexmethylphenidate hcl 1 [QL(1 ea daily); | |methylphenidate hcl CP24 | 2 | QL(2 ea daily);
CP24 AL(At least 5 | |30 MG AL(At least 5
yrs old); PA - yrs old); P.A
dexmethylphenidate hcl 1 |QL(2 ea daily); | |methylphenidate hcl 1 (?AI\‘FAe? da'hé)’
TABS AL(At least 5 | |CPCR (At least
yrs old); PA _ yrs old), PA
FOCALIN XR CP24 (Use | 1 | QL(1 ea daily);| | meihylphenidate hcl L S%Légg?sgnr'eﬁ’aeﬁ_
1 AL(At least 5 '
dexmethylphenidate hcl) v é oA 600 mi per 30
FOCALIN TABS (Use 1 |QL(2 ea daily) AR et
dexmethylphenidate hcl) AL(At least 5 ld - Up t
yrs old); PA 10 yrs old). PA
JORNAY PM CP24 3 |QL(1 ea daily); : : QLV3 ). B2
AL(Atleast 5 | |methylphenidate hcl (3 ea daily);
yrs old); PA_||TABS ALALIeast S
METADATE CD CPCR 9 yrs old)

(Use methylphenidate hcl)

methylphenidate hcl TB24
36 MG

QL(2 ea daily);
AL(At least 5
yrs old); PA

methylphenidate hcl TB24
18 MG, 27 MG, 54 MG

QL(1 ea daily);
AL (At least 5

yrs old); PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
methylphenidate hcl 1 | QL(1 ea daily); | |IRELEXXII TBCR 27 MG, 1 | QL(1 ea daily);
TBCR AL(Atleast 5 |45 MG, 54 MG, 63 MG, 72 AL(At least 5
yrs old); PA | IMG yrs old); PA
methylphenidate hcl 1 QL(2 ea daily); RELEXXII TBCR (Use 1 QL(1 ea daily);
TBCR 36 MG AL(At least 5 methylphenidate lgcl) AL(At least 5
1 Q{r(%dd)a F’/l“) yrs old); PA
methylphenidate hcl ea caly):| IRITALIN LACP24 30 MG | 2 |QL(2 ea daily);
TBCR 10 MG, 20 MG 'A)‘,IFé'Ag' (Ije)gI%tAS (Use methylphenidate hcl) AL(Atleag[ A?
; yrs old);
methylphenidate PTCH T QL(30ea per | [RITALIN LA CP24 10MG, | 2 | QL(1 ea daily);
) Jay(s) retail 120 MG, 40 MG (Use AL(At least 5
days Pnail)' methylphenidate hcl) yrs old); PA
AL(At least 5 | [RITALIN LA CP24 10 MG, | 2 |QL(1 eadaily);
yrs old - Up to | |20 MG, 40 MG (Use AL(At least 5
10 yrs old) methylphenidate hcl) yrs old); PA
modafinil 200 MG 1 RITALIN TABS (Use 1 | QL(3 ea daily);
modafinil 1 |QL(1 ea daily);| | methylphenidate hcl) AL(At least 5
AL(At least 5 rs old), PA
Xl ) M- MlALLERGENIC EXTRACTS/BIOLOGICALS MISC
NUVIGIL (Use 1 | QL(1 ea daily); ,
armodaﬁnlg) AL(At least 18 Allergenic Extracts
yrs old); PA | |GRASTEK SUBL 1 | QL(1 ea daily);
NUVIGIL (Use 1 |QL(1 ea daily); AL(At least 5
armodafinil) AL(At least 18 yrs old - Up to
yrs old); PA 65 yrs old); PA
PROVIGIL (Use 1 |QL(1 ea daily);| ODACTRA SUBL 1 |QL(1 ea daily);
modafinil) AL(At least 5 AL(At least 12
yrs old); PA yrs old - Up to
PROVIGIL (Use 1 QL(1 ea daily); 65 yrs old); PA
modafinil) AL(Atleast5 | /ORALAIR SUBL 1 |QL(1 ea daily);
yrs old); PA AL(At least 5
QUILLICHEW ER CHER 1 | QL(1 ea daily); yrs old - Up to
AL(At least 5 65 yrs old); PA
yrs old - Up to | IPALFORZIA INITIAL 1 PA
10 yrs old); PA| |DOSE ESCALATION
QUILLIVANT XR SRER 2 | 60 mL bottle; | |CSPK
QL(60 ml per | (oAl FORZIA LEVEL 10 1 PA
30 day(s) retail; CSPK
60 ml per 30
days mail); PALFORZIA LEVEL 11 1 PA
AL(At least 5 | [(MAINTENANCE) PACK
yrsold - Upto | IpA| FORZIA LEVEL 11 1 PA
: 1£Lvr:t<|>ld),tF’5A (TITRATION) PACK
RELEXXII TBCR 36 MG 1 [QL(2 ea daily); | |[SSPK
AL(At least 5 | |[PALFORZIA LEVEL 2 1 PA
yrs old); PA | |CSPK

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug
Tier

Requirements/
Limits

Drug Name Drug Requirements/
Tier [Limits

PALFORZIA LEVEL 3 1 PA

CSPK

PALFORZIA LEVEL 4 1 PA

CSPK

PALFORZIA LEVEL 5 1 PA

CSPK

PALFORZIA LEVEL 6 1 PA

CSPK

PALFORZIA LEVEL 7 1 PA

CSPK

PALFORZIA LEVEL 8 1 PA

CSPK

PALFORZIA LEVEL 9 1 PA

CSPK

RAGWITEK SUBL 1 |QL(1 ea daily);
AL(At least 5
yrs old - Up to
65 yrs old); PA

AMEBICIDES

Amebicides

SOLOSEC 1 |QL(1 eaper30
day(s) retail; 1
ea per 30 days

mail); PA

AMINOGLYCOSIDES - Drugs to Treat Bacterial

Infections

Aminoglycosides
amikacin sulfate SOLN 1 1
GM/4ML, 500 MG/2ML
ARIKAYCE 1 QL(235.2 ml
per 28 day(s)
retail; 235 ml
per 28 days
mail); PA
BETHKIS NEBU (Use 1 | QL(224 ml per
tobramycin) 55 day(s) retail;
224 ml per 55
days mail); PA
BETHKIS NEBU (Use 9
tobramycin)

gentamicin in saline 0.8
MG/ML-0.9 %, 1 MG/ML-
0.9 %, 1.2 MG/ML-0.9 %,
1.6 MG/ML-0.9 %, 2
MG/ML-0.9 %

gentamicin sulfate IJ

KITABIS PAK NEBU (Use
tobramycin)

QL(280 ml per
55 day(s) retail;
280 ml per 55
days mail); PA

neomyecin sulfate TABS

streptomycin sulfate
SOLR

TOBI PODHALER CAPS

QL(224 ea per
55 day(s) retail;
224 ea per 55
days mail); PA

TOBI NEBU (Use

tobramycin)

TOBI NEBU (Use 1 QL(280 ml per

tobramycin) 55 day(s) retail;
280 ml per 55
days mail); PA

TOBRAMYCIN SULFATE 1

POWD

tobramycin sulfate SOLN 1

IJ

tobramycin sulfate SOLN 1

IJ

tobramycin sulfate SOLR 1

tobramycin NEBU 1 PA

tobramycin NEBU 1 |QL(224 ml per
55 day(s) retail;
224 ml per 55
days mail); PA

ZEMDRI 1 PA

ANALGESICS - ANTI-INFLAMMATORY - Drugs to

Treat Pain, Swelling, Muscle and Joint Conditions

Antirheumatic - Enzyme Inhibitors

OLUMIANT 1 MG, 2 MG

1

QL(1 ea daily);
PA

RINVOQ 15 MG, 30 MG

1

QL(1 ea daily);
PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used

for an FDA approved indication.
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Drug Name

Drug

Requirements/

Drug Name

Drug

Requirements/

Tier [Limits Tier |Limits
RINVOQ 45 MG 1 | QL(28 ea per | [RASUVO SOAJ 20 1 | QL(1.6 ml per
28 day(s) retail;| IMG/0.4ML 28 day(s) retail;
28 ea per 28 2 ml per 28
days mail); PA days mail); PA
XELJANZ XR TB24 1 |QL(1 ea daily); | |RASUVO SOAJ 7.5 1| QL(0.6 ml per
PA MG/0.15ML 28 day(s) retail;
XELJANZ SOLN 1 QL(480 ml per 1 ml per 28
48 day(s) retail; days mail); PA
480 ml per 48 | |RASUVO SOAJ 25 1 |QL(2 ml per 28
days mail); | |MG/0.5ML day(s) retail; 2
AL(At least 2 ml per 28 days
yrs old - Up to mail); PA
10 yrs old); PA| IRASUVO SOAJ 15 1 QL(1.2 ml per
XELJANZ TABS 1 | QL(2 ea daily); | IMG/0.3ML 28 day(s) retail;
PA 1 ml per 28
; ; ; ; days mail); PA
Antirheumatic Antimetabolites RASUVO SOAJ 30 1 QL2.4 m per
METHOTREXATE 1 MG/0.6ML 28 day(s) retail;
OTREXUP SOAJ 10 1 | QL(1.6 ml per 2 ml per 28
MG/0.4ML, 12.5 28 day(s) retail; days mail); PA
MG/0.4ML, 15 MG/0.4ML, g 2ml pe'lr)zlgA Anti-TNF-alpha - Monoclonal Antibodies
ays mail);
|1\/|7G5/o'\./4|1(|%/{842'\4.L5’ 20 y ABRILADA 1-PEN KIT 1 PA
MG/0.4ML, 25 MG/0.4ML AJKT
OTREXUP SOAJ 10 1| QL(1.6 miper | |ABRILADA 2-PEN KIT L PA
MG/0.4ML, 12.5 28 day(s) retail;| |AJKT
MG/0.4ML, 15 MG/0.4ML, g 2ml ber _ZSA ABRILADA PSKT 1 PA
170 NGi-AML, 20 ays mail); PA | [ADALIMUMAB-AACF (2 | 1 PA
MG/0.4ML. 25 MG/0.4ML ZEQ)LQ;"SI\TAAB DA oL E e
RASUVO SOAJ 22.5 1| QL(1.8 ml per ) 28 day il-
.| ISOAJ ay(s) retail;
MG/0.45ML 28 day(s) retail; 2 mi per 28
2 ml per 28 days mail); PA
days mail), PA | /5 IMUMAB-ADAZ 1| QL(1.6 ml per
RASUVO SOAJ 10 1 | QL(0.8 ml per - 28 da o
| |SOSY ay(s) retail;
MG/0.2ML 281d33|/(8) rgtsall, 2 ml per 28
ml per -
days mail): PA days mail); PA

RASUVO SOAJ 12.5
MG/0.25ML

QL(1 ml per 28

day(s) retail; 1

ml per 28 days
mail); PA

ADALIMUMAB-ADBM
CROHNS/UC/HS
STARTER AJKT

QL(6 ea per 28

day(s) retail; 6

ea per 28 days
mail); PA

RASUVO SOAJ 17.5
MG/0.35ML

QL(1.4 ml per
28 day(s) retail;
1 ml per 28

days mail); PA

ADALIMUMAB-ADBM
PSORIASIS/UVEITIS
STARTER AJKT

QL(4 ea per 28

day(s) retail; 4

ea per 28 days
mail); PA

ADALIMUMAB-ADBM
AJKT

QL(4 ea per 28
day(s) retail; 4
ea per 28 days

mail); PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
ADALIMUMAB-ADBM 1 |QL(4 ea per 28| |CYLTEZO AJKT 1 |QL(4 eaper28
PSKT 40 MG/0.8ML day(s) retail; 4 day(s) retail; 4
ea per 28 days ea per 28 days
mail); PA mail); PA
ADALIMUMAB-ADBM 1 |QL(2 ea per 28| |CYLTEZO PSKT 40 1 |QL(4 ea per 28
PSKT 10 MG/0.2ML, 20 day(s) retail; 2 | |IMG/0.8ML day(s) retail; 4
MG/0.4ML ea per 28 days ea per 28 days
mail); PA mail); PA
ADALIMUMAB-FKJP 1 |QL(4 ea per 28| |CYLTEZO PSKT 10 1 |QL(2 ea per 28
AJKT day(s) retail; 4 | IMG/0.2ML, 20 MG/0.4ML day(s) retail; 2
ea per 28 days ea per 28 days
mail); PA mail); PA
ADALIMUMAB-FKJP 1 |QL(2 ea per 28| |HADLIMA PUSHTOUCH 1 | QL(3.2 ml per
PSKT 20 MG/0.4ML day(s) retail; 2 | |ISOAJ 28 day(s) retail;
ea per 28 days 3 ml per 28
mail); PA days mail); PA
ADALIMUMAB-FKJP 1 |QL(4 ea per 28| |HADLIMA PUSHTOUCH 1 | QL(1.6 ml per
PSKT 40 MG/0.8ML day(s) retail; 4 | |ISOAJ 28 day(s) retail;
ea per 28 days 2 ml per 28
mail); PA days mail); PA
AMJEVITA SOAJ 40 1 | QL(3.2 ml per | [HADLIMA SOSY 1| QL(3.2 ml per
MG/0.8ML 28 day(s) retail 28 day(s) retail;
3 ml per 28 3 ml per 28
days mail); PA days mail); PA
AMJEVITA SOAJ 1 PA HADLIMA SOSY 1| QL(1.6 ml per.
AMJEVITA SOSY 40 1| QL(3.2ml per 28 day(s) retail;
MG/0.8ML 28 day(s) retail; m P
3 ml per 28 days mail); PA
days mail); PA | [HULIO AJKT 1 |QL(4 ea pe_r_28
AMJEVITA SOSY 10 1| QL(0.4 ml per day(s) Eeta"’ 4
MG/0.2ML 28 day(s) ea per 28 days
elal) PA HULIO PSKT 40 1 QLEzag;’ ;aAr 28
AMJEVITA SOSY 20 1 | QL(0.8 ml per i
MG/0.4ML 28 day(s) retail;| |MG/0.8ML day(s) retail; 4
ea per 28 days
1 ml per 28 .S
e mail); PA
days mail); PA
AMJEVITA SOSY 20 1 PA HULIO PSKT 20 1 1QL(2 ea per 28
MG/0.2ML, 40 MG/0.4ML MG/0.4ML day(s) fetal: 2
’ ! . ea per ays
CYLTEZO STARTER 1 %L(? ﬁa rierI 2(? mail); PA
PACKAGE FOR CROHNS ay(s) retail; 6 | T{UMIRA PEDIATRIC 2 |QL(2eaper 28
DISEASE/UC/HS AJKT ea per 28 days| | cROHNS DISEASE day(s) retail; 2
mail), PA__|STARTER PACK PSKT ea per 28 days
CYLTEZO STARTER 1 |QL(4 ea per 28 mail)
PACKAGE FOR day(s) retail, 4 | fqyMIRA PEDIATRIC 2 |QL(3 ea per 28

PSORIASIS AJKT

ea per 28 days

mail); PA

CROHNS DISEASE
STARTER PACK PSKT 80

MG/0.8ML

day(s) retail; 3
ea per 28 days

mail)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
HUMIRA PEN-CD/UC/HS | 2 |QL(3 ea per 28| [HYRIMOZ PEDIATRIC 1 PA
STARTER PNKT 80 day(s) retail; 3 | |CROHN'SDISEASE
MG/0.8ML ea per 28 days| |STARTER PACK SOSY
mail) HYRIMOZ PLAQUE 1 | QL(1.6 ml per
HUMIRA PEN-CD/UC/HS | 2 |QL(6 ea per 28 28 day(s) retail;
“°| |PSORIASISSTARTER y ;
STARTER PNKT 40 day(s) retail; 6 | | oA Sk SOA 2 ml per 28
MG/0.8ML ea |oenr1 gi?)days days mail); PA
1 QL(3.2 ml per
HUMIRA PEN-PEDIATRIC| 2 |QL(4 ea per 28 HYRIMOZ SOAJ 80 28 d(a s reF’)[aiI'
MG/0.8ML y(s) ;
UC STARTER PACK day(s) retail; 4 3 ml per 28
PNKT ea per:]gi?)days days mail); PA
1 PA
HUMIRA PEN PNKT 80 2 |QL(3 ea per 28 Hé%'\ﬂf\),,f SOAJ40
MG/0.8ML day(s) retail; 3 .
ea per 28 days | |[HYRIMOZ SOSY 40 1 | QL(1.6 ml per
mail) MG/0.4ML 28 day(s) retail;
HUMIRA PEN PNKT 40 2 |QL(4 ea per 28 2 ml pe_lr ggA
MG/0.4ML day(s) retail; 4 days mail);
ea per 28 days | |[HYRIMOZ SOSY 20 1 | QL(0.4 ml per
mail) MG/0.2ML 22: qle)]yl(i’sp)\
HUMIRA PEN PNKT 40 2 |QL(6 ea per 28 retail);
MG/0.8ML da§/(s) rei?tail; 6 | [HYRIMOZ SOSY 10 1 QL(0.2 ml per
ea per 28 days| |MG/0.1 ML 28 day(s)
mail) retail); PA
HUMIRA PEN-PS/UV 2 |QL(3 ea per 28| |IDACIO (2 PEN) AJKT 1 PA
STARTER PNKT day(s) retail; 3 | [|DACIO (2 SYRINGE) 1 |QL(4 eaper 28
ea per 28 days| |pSKT day(s) retail; 4
mail) ea per 28 days
HUMIRA PEN-PS/UV 2 |QL(6 ea per 28 mail); PA
STARTER PNKT day(s) retail; 6 | [ |[DACIO STARTER 1 PA
ea per 28 days| |IPACKAGE FOR CROHNS
T > QL(2mall) 55 DISEASE AJKT
HUMIRA PSKT 10 ea per 1 PA
MG/0.1ML, 20 MG/0.2ML day(s) retail; 2 | [[DACIO STARTER
ea per 28 days| | PACKAGE FOR PLAQUE
mail) PSORIASIS AJKT
HUMIRA PSKT 40 2 |QL(4 ea per 28| |SIMPONI ARIA SOLN 1 |QL(4 ml per 28

MG/0.4ML, 40 MG/0.8ML

day(s) retail; 4
ea per 28 days

day(s) retail; 4
ml per 28 days
mail); PA

SIMPONI SOAJ 100
MG/ML

QL(1 ml per 28
day(s) retail; 1
ml per 28 days

mail)

HYRIMOZ CROHN'S 1 QL(3.2 ml per
DISEASE AND 28 day(s) retail;
ULCERATIVE COLITIS 3 ml per 28
STARTER PACK SOAJ days mail); PA
HYRIMOZ PEDIATRIC 1 QL (3.2 ml per
CROHNSDISEASE 28 day(s) retail;
STARTER PACK SOSY 3 ml per 28

days mail); PA

mail); PA
SIMPONI SOAJ 50 1 QL(0.5 ml per
MG/0.5ML 28 (_1ay(s)

retail); PA
SIMPONI SOSY 50 1 QL(0.5 ml per
MG/0.5ML 28 Qay(s)

retail); PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
SIMPONI SOSY 100 1 %IL(z r)nl F;erl 218 ACTEMRA SOLN 1 PA
MG/ML ayis) rear | IACTEMRA SOSY 1 | QL(3.6 ml per
ml per 28 days 28 day(s) retail;
mail); PA 4 ml per 28
YUFLYMA 1-PEN KIT 1 PA days mail); PA
AJKT 80 MG/0.8ML KEVZARA SOAJ 1 |QL(2.28 ml per
YUFLYMA 1-PEN KIT 1 |QL(4 ea per 28 28 day(s) retail;
AJKT 40 MG/0.4ML day(s) retail; 4 2 ml per 28
ea per 28 days days mail); PA
mail); PA KEVZARA SOSY 1 |QL(2.28 ml per
YUFLYMA 2-PEN KIT 1 |QL(4 ea per 28 28 day(s) retail;
AJKT day(s) retail; 4 2 ml per 28
ea per 28 days days mail); PA
mail); PA Nonsteroidal Anti-inflammatory Agents (NSAIDs
YUFLYMA 2-SYRINGE 1 |QL(4 ea per 28 Yy Ag ( )
KIT PSKT 40 MG/0.4ML day(s) retail; 4 | ANAPROX DS TABS 9 ST
ea per 28 days| | (Use naproxen sodium)
mail, PA__|IARTHROTEC 50 TBEC | 2 ST
YUFLYMA CD/UC/HS 1 PA (Use diclofenac w/
STARTER AJKT misoprosto/)
YUSIMRY 11 QL(3.2 ml per | [ARTHROTEC 75 TBEC 2 ST
28 da;l/(s) rgtall, (Use diclofenac w/
3miper28 || misoprostol)
days mail); PA
Gold Combounds CALDOLOR SOLN 1 PA
P CELEBREX 50 MG, 100 1
RIDAURA | 1 MG, 200 MG (Use
Interleukin-1 Blockers celecoxib)
CELEBREX 50 MG, 100 1
ARCALYST 1 |QL(4 eaper 28| \\G, 200 MG (Use
day(s) %t%"; 4| | celecoxib)
o iy, PA” | [CELEBREX 400 MG (Use | 1 PA
: : : celecoxib)
Interleukin-1 Receptor Antagonist (IL-1Ra) celecoxib 400 MG 1 PA
KINERET SOSY 2 | QL18.76 ml | 1o e/ecoxib 50 MG, 100 1
per 28 day(s) | |G, 200mMG
retail; 19 ml per ’
28 days mail) | [CHILDRENS ADVIL SUSP| 9 RX/OTC
Interleukin-1beta Blockers ?bou%r'\g%/s)ML (Use
ILARIS SOLN 1 |QL(2 ml per 28| [cHILDRENS MOTRIN 9 RX/OTC
day(s) retail; 2 | |Sysp 100 MG/5ML (Use
mi per.lf_sPdAays ibuprofen)

. — e COMBOGESIC SOLN 1 PA
Interleukin-6 Receptor Inhibitors DAYPRO TABS (Use 2 ST
ACTEMRA ACTPEN 1 PA oxaprozin)

SOAJ

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
diclofenac potassium 1 PA ibuprofen TABS 400 MG, 1
CAPS 600 MG, 800 MG
diclofenac potassium 1 PA INDOCIN SUSP (Use 9
CAPS indomethacin)
diclofenac potassium 2 INDOMETHACIN 1 PA
TABS 50 MG indomethacin CAPS 25 1| QL(8 ea daily)
diclofenac potassium 2 ST MG, 50 MG
TABS 50 MG 1 — indomethacin CPCR 1 PA
diclofenac potassium ; ; 1 PA
TABS 25 MG I'nzomez;ac,'n gggg 1 |AL(Upto 10 yrs
diclofenac sodium TB24 2 inaomethacin old); PA
diclofenac sodium TBEC 1 ketoprofen CAPS 25 MG 1 PA
50 MG, 75 MG , ketoprofen CP24 1 PA
diclofenac sodium TBEC 2 QL2 Géajl_ daily); | I ctorolac tromethamine ]
25 MG SOLN IJ 15 MG/ML, 30
diclofenac w/ misoprostol 2 ST MG/ML
TBEC KETOROLAC 1 | QL(5eaper5
DUEXIS (Use ibuprofen- 1 PA TROMETHAMINE SOLN day(s) retail; 5
famotidine) NA 15.75 MG/SPRAY ea per 5 days
EC-NAPROSYN TBEC 9 . 1 mail); PA
(Use naproxen) ketorolac tromethamine
etodolac CAPS 2 ST TABS
LODINE TABS (Use 9
etodolac TABS 1 etodolac)
etodolac TB24 2 ST meclofenamate sodium 1 PA
etodolac TB24 2 ST CAPS
FELDENE CAPS (Use 2 ST mefenamic acid CAPS 1 PA
piroxicam) meloxicam CAPS 1 | QL(1 ea daily);
fenoprofen calcium CAPS | 1 PA PA
400 MG meloxicam TABS 1
fenoprofen calcium TABS 1 PA nabumetone 1
flurbiprofen TABS 100 MG | 1 NALFON CAPS (Use 1 PA
ibuprofen lysine 1 fenoprofen calcium)
ibuprofen-famotidine 1 PA NALFON TABS (Use [ PA
IBUPROEEN POWD 1 fenoprofen calcium)
- NAPRELAN TB24 500 MG| 9
ibuprofen SUSP 100 11 QL(120 ml per | | (yse naproxen sodium)
MG/5ML fill retail); 7 PA
AL(Up to 20 yrs| INAPRELAN TB24 (Use
old); PA; naproxen sodium)
RX/OTC | [NAPRELAN TB24 (Use 1 PA

ibuprofen TABS 400 MG,
600 MG, 800 MG

naproxen sodium)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug
Tier

Requirements/
Limits

Drug Name

Requirements/
Limits

NAPROSYN SUSP (Use
naproxen)

NAPROSYN TABS 500
MG (Use naproxen)

naproxen sodium TABS
275 MG, 550 MG

ST

Selective Costimulation Modulators

naproxen sodium TABS
275 MG, 550 MG

ST

naproxen sodium TB24

PA

naproxen-esomeprazole
magnesium

PA

ORENCIA CLICKJECT QL(4 ml per 28
SOAJ day(s) retail; 4
ml per 28 days
mail); PA
ORENCIA SOLR PA
ORENCIA SOSY 50 QL (1.6 ml per
MG/0.4ML 28 day(s) retail;
2 ml per 28
days mail); PA

naproxen SUSP

naproxen TABS

ORENCIA SOSY 125
MG/ML

QL(4 ml per 28
day(s) retail; 4
ml per 28 days

naproxen TBEC

NEOPROFEN (Use
ibuprofen lysine)

mail); PA
ORENCIA SOSY 87.5 QL (2.8 ml per
MG/0.7ML 28 day(s) retail;
3 ml per 28
days mail); PA

oxaprozin TABS

ST

piroxicam CAPS

ST

Soluble Tumor Necrosis Factor Receptor Agents

RELAFEN DS

QL(1 ea daily);
PA

sulindac TABS

ENBREL MINI SOCT

QL(8 ml per 28

day(s) retail; 8

ml per 28 days
mail)

tolmetin sodium CAPS

ST

tolmetin sodium TABS
600 MG

ST

ENBREL SURECLICK
SOAJ

QL(8 ml per 28

day(s) retail; 8

ml per 28 days
mail)

VIMOVO (Use naproxen-
esomeprazole
magnesium)

PA

ZIPSOR CAPS (Use
diclofenac potassium)

ENBREL SOLN

QL(4 ml per 28

day(s) retail; 4

ml per 28 days
mail)

Phosphodiesterase 4 (PDE4) Inhib

itors

ENBREL SOSY 50
MG/ML

QL(8 ml per 28

day(s) retail; 8

ml per 28 days
mail)

OTEZLA TABS 2 | QL(2 ea daily)
OTEZLA TBPK 2 QL(55 ea per
28 day(s) retail;
55 ea per 28
days mail)

ENBREL SOSY 25
MG/0.5ML

Pyrimidine Synthesis Inhibitors

QL(4 ml per 28
day(s) retail; 4
ml per 28 days

mail

ANALGESICS - NonNarcotic - Drugs to Treat Pain,

Muscle and Joint Conditions

Analgesic Combinations

ARAVA (Use 1 QL(1 ea daily)
leflunomide)
ARAVA (Use 1 QL(1 ea daily)
leflunomide)

leflunomide

1

QL(1 ea daily)

butalbital-acetaminophen-
caffeine CAPS 40 MG-50
MG-300 MG, 40 MG-50

MG-325 MG

QL(4 ea daily);
AL(At least 10
yrs old); PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.

Oklahoma Complete Health
Updated June 1, 2024
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
butalbital-acetaminophen- | 1 | QL(4 ea daily); | | TYLENOL FOR 9
caffeine TABS 40 MG-50 AL(At least 10 | |CHILDREN/ADULTS
MG-325 MG yrs old) SUSP (Use
butalbital-acetaminophen- | 1 | AL(At least 10 | |acetaminophen)
caffeine TABS 40 MG-50 yrs old) TYLENOL INFANTS 9
MG-325 MG PAIN+FEVER SUSP (Use
butalbital-acetaminophen 1 |QL(4 ea daily); | |acetaminophen)
butalbital-acetaminophen 1 aspirin CHEW 1 | QL(1 ea daily);
TABS 50 MG-325 MG ArLs(ﬁItdle—aSt 1t8
butalbital-acetaminophen 1 %'E(i tela da}[il%/()); Y 50 yrs o|3)
TABS 50 MG-325 MG (yrS %?dS) aspirin TBEC 81 MG 1 (/'it( 2\ ea datil%/());
butalbital-acetaminophen 1 | QL(4 ea daily); yrs(olde—aLsJ;p to
TABS 50 MG-300 MG AL (At llg)aSFt, A 0 50 yrs old)
yrs old); —
butalbital-aspirin-caffeine 1 |QL(4 ea daily); | | @spirin TBEC 8T MG 1 ArLs(ﬁH e_ajé 1tg
CAPS AL(At least 10 e ovrs old)
yrs old) —" 1 Y
ESGIC TABS (Use 1 |QL(4 ea daily); | | d/flunisal TABS
butalbital-acetaminophen- AL(At least 10 | | ECOTRIN ARTHRITIS 9
caffeine) yrs old) PAIN TBEC (Use aspirin)
FIORICET CAPS (Use 1 | QL(4 ea daily); | [ECOTRIN REGULAR 9
butalbital-acetaminophen- AL(Atleast 10 | |[STRENGTH TBEC (Use
caffeine) yrs old); PA | |aspirin)
Analgesics Other ECOTRIN TBEC (Use 9
1 aspirin)

acetaminophen SOLN OR 1
e 1
acetaminophen SUSP 80 1 .
MG/2.5ML ANALGESICS - OPIOID - Drugs to Treat Pain,
clonidine hcl (analgesia) 1 Muscle and Joint Conditions
EP Opioid Agonists
DURACLON EP 100 1 SRe
MCG/ML (Use clonidine ACTIQ LPOP (Use 9 |AL(Atleast 10
hcl (analgesia)) fentanyl citrate) yrs old)
OFIRMEV SOLN IV (Use | 9 ACTIQ LPOP 200 MCG, 1 | QL(120 ea per
acetaminophen) 400 MCG, 600 MCG, 800 3102%613/(8) retéa(l)l;
TYLENOL CHILDRENS | 9 MCG, 1200 MCG (Use cabey

fentanyl citrate days mail);
PAIN +FEVER SUSP y ) AL(AtIo88t 10
(Use acetaminophen) yrs old); PA
TYLENOL CHILDRENS 9 1

SUSP (Use
acetaminophen)

CODEINE PHOSPHATE
POWD

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
codeine sulfate TABS 30 1 | QL(4 ea daily); | |fentanyl citrate SOLN IJ 1
MG AL(Atleast 12 | | 50 MCG/ML, 100
yrs old) MCG/2ML, 250
CODEINE SULFATE 1 | QL(4 ea daily); | |MCG/5ML, 500
TABS AL(At least 12 | |MCG/10ML, 1000
yrs 0|d)_ MCG/20ML, 2500
CONZIP CP24 (Use 1 [QL(1 ea daily);| | MCG/50ML
tramadol hcl) AL(At least 12| [eENTANYL CITRATE 1
Y oldLPA_ISOLN IJ 50 MCG/ML
DEMEROL SOLN IJ (Use fentanyl citrate)
DEMEROL SOLN lJ (Use | 1 FENTANYL CITRATE 9
meperidine hcl) SOLN IJ (Use fentanyl
DEMEROL SOLN IJ (Use | 9 citrate)
meperidine hcl) fentanyl citrate SOSY IJ 1
DEMEROL SOLN lJ (Use | 1 FENTANYL CITRATE 1
meperidine hcl) SOSY IJ (Use fentanyl
DILAUDID LIQD (Use 1 citrate)
hydromorphone hci) FENTANYL CITRATE 9
DILAUDID SOLN 1J 1 SOSY IJ (Use fentanyl
DILAUDID SOLN IJ (Use | 1 citrate)
hydromorphone hcl) FENTANYL CITRATE 1
DILAUDID SOLN IJ (Use | 9 e ey n MCG/0-SML,
hydromorphone hcl) : ] QL(112 ea per
DILAUDID TABS (Use 1 |QL(4 ea daily); | |fentanyl citrate TABS 30 day(s) retail
hydromorphone hcl) AL(At least 10 112 éa per 30
; yrs old) days mail);
fentanyl citrate LPOP 1 | QL(120 ea per AL(At least 10
30 day(s) retall yrs old): PA
days mail), | |fentanyl PT72 12 1| QL(10 ea per
AL(At least 10 | |MCG/HR, 25 MCG/HR, 30 day(s) retail;
vrs old): PA_ | |37.6 MCG/HR, 50 1 g ea per_SO
. . MCG/HR, 62.5 MCG/HR ays mail);
fentanyl citrate LPOP 1 | QL(120 ea per / ’
Y 30 day(s) retail; ;/;JC%%HR’ 7.5 A:,'r(? (t)llg)gsé AO
120 ea per 30 ’
days mail); | |fentanyl PT72 25 1 | AL(Atleast 10
AL(At least 10 | |MCG/HR yrs old); PA
yrs old). PA_| fentanyl PT72 100 1 | QL(20 ea per
fentanyl citrate SOLN IJ 1 MCG/HR 30 day(s) retail;
50 MCG/ML, 100 20 ea per 30
MCG/2ML, 250 days mail);
MCG/5ML, 500 AL(At least 10
MCG/10ML, 1000 yrs old); PA

MCG/20ML, 2500
MCG/50ML

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
FENTORA TABS (Use 1 | QL(112 ea per | |[HYDROMORPHONE 1
fentanyl citrate) 30 day(s) retail;| |HYDROCHLORIDE SOLN
112 ea per 30 | ||J 1 MG/ML, 2 MG/ML, 4
days mail); | IMG/ML, 10 MG/ML
Swsoiipa | YDROMORPHONE @
FENTORA TABS (Use 9 | AlL(Atleast10 |/, (Use hydromorphone
fentanyl citrate) yrs old) hcl)
FENTORA TABS (Use 1 | QL(112 ea per 1
fentanyl citrate) 3101C213y(3) re’%l; Eigggg&ﬁg&gE%OLN
d a;:rﬁgirl); ll:ljcl() Use hydromorphone
AL(At least 10 .
yrs old); PA | |HYSINGLA ER T24A 1  |QL(1 ea daily);
hydrocodone bitartrate 1 %‘di tela d"’;”%/()); Axl/_r(? f)llg ?Sg’,g\o
CP12 eas ;
yrs old); PA |NFUMORPH 200 (Use 1
hydrocodone bitartrate 1 |QL(2 ea daily); | |[morphine sulfate for
CP12 AL(At least 10 | |continuous microinfusion)
yrs old); PA | [INFUMORPH 500 (Use 1
hydrocodone bitartrate 1 | QL(1 ea daily); | | morphine sulfate for
T24A AL(At :3?%&0 continuous microinfusion)
yrs old), 1 |QL(4 ea daily);
hydromorphone hel LIQD ] levorphanol tartrate TABS ALEAt ada %/())
HYDROMORPHONE HCL | 1 yrs old); PA

POWD

hydromorphone hcl SOLN
IJ 1 MG/ML, 2 MG/ML, 4
MG/ML, 10 MG/ML, 50

meperidine hcl SOLN IJ
25 MG/ML, 50 MG/ML,
100 MG/ML

meperidine hcl TABS 50

AL(At least 10

MG/5ML, 500 MG/50ML MG yrs old)
hydromorphone hcl SOLN | 1 methadone hcl CONC 1 |QL(4 ml daily);
IJ 1 MG/ML, 2 MG/ML, 4 PA
MG/ML, 10 MG/ML, 50 methadone hcl SOLN OR | 1 | QL(30 ml per
MG/5ML, 500 MG/50ML 10 MG/5ML 30 day(s) retail;
HYDROMORPHONE HCL | 1 30 mi per 30
days mail);
SUPP
. AL(Up to 1 yrs
hydromorphone hcl TABS | 1 |QL(4 ea daily); old)
AL(;?\I’tSI?)?dS)t 10| [hethadone hel SOLN OR | 1 3615(6(2 r;ﬂ per
. 5 MG/5ML ay(s) retail;
hydromorphone hcl TB24 1 | QL(3 ea daily); 60 rr){l per 30
12 MG AL(At least 10 days mail);
yrs old); PA AL(Up to 1 yrs
hydromorphone hcl TB24 1 | QL(1 ea daily); old)

8 MG, 16 MG, 32 MG

AL(At least 10
yrs old); PA

METHADONE HCL SOLN
1J

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug
Tier

Requirements/
Limits

Drug Name

Drug
Tier

Requirements/
Limits

methadone hcl TABS 10
MG

QL(4 ea daily);
AL(At least 10
yrs old)

morphine sulfate TBCR
200 MG

AL(At least 10
yrs old); PA

methadone hcl TABS

QL(4 ea daily);
AL(At least 10
yrs old); PA

morphine sulfate TBCR
15 MG, 30 MG, 60 MG,
100 MG

QL(3 ea daily);
AL(At least 10
yrs old); PA

METHADOSE SUGAR-
FREE CONC (Use
methadone hcl)

QL(4 ml daily);
PA

METHADOSE CONC
(Use methadone hcl)

QL(4 ml daily);
PA

MS CONTIN TBCR 15
MG, 30 MG, 60 MG, 100
MG (Use morphine
sulfate)

QL(3 ea daily);
AL (At least 10
yrs old); PA

morphine sulfate beads

QL(1 ea daily);
AL(At least 10
yrs old); PA

MS CONTIN TBCR 200
MG (Use morphine
sulfate)

AL(At least 10
yrs old); PA

morphine sulfate beads

QL(1 ea daily);
AL(At least 10
yrs old); PA

MS CONTIN TBCR 15
MG, 30 MG, 60 MG, 100
MG (Use morphine
sulfate)

QL(3 ea daily);
AL(At least 10
yrs old); PA

morphine sulfate for
continuous microinfusion

MORPHINE
SULFATE/SODIUM
CHLORIDE SOLN IV

NUCYNTA ER TB12 50
MG

QL(2 ea daily);
AL(At least 10
yrs old)

morphine sulfate CP24 10
MG, 20 MG, 30 MG, 50
MG, 60 MG, 80 MG, 100
MG

QL(2 ea daily);
AL(At least 10
yrs old); PA

NUCYNTA ER TB12 100
MG, 150 MG, 200 MG,
250 MG

QL(2 ea daily);
AL(At least 10
yrs old); PA

NUCYNTA TABS

QL(4 ea daily);
AL(At least 10
yrs old)

morphine sulfate CP24 10
MG, 20 MG, 30 MG, 50
MG, 60 MG, 80 MG, 100
MG

QL(2 ea daily);
AL(At least 10
yrs old); PA

oxycodone hcl CAPS

QL(4 ea daily);
AL(At least 10
yrs old)

morphine sulfate SOLN IV
4 MG/ML, 8 MG/ML, 10
MG/ML, 50 MG/ML

oxycodone hcl CONC 100
MG/5ML

QL(4 ml daily)

OXYCODONE HCL
POWD

morphine sulfate SOLN
OR 10 MG/5ML, 20
MG/5ML, 20 MG/ML, 100
MG/5ML

oxycodone hcl SOLN

MORPHINE SULFATE
SOLN IV 2 MG/ML, 4
MG/ML, 8 MG/ML, 10
MG/ML, 50 MG/ML

oxycodone hcl T12A 10
MG, 20 MG, 40 MG

QL(100 ea per
50 day(s) retail;
100 ea per 50

morphine sulfate SUPP

days mail);

AL(At least 10
yrs old); PA

oxycodone hcl T12A 80 1 | AL(Atleast 10
MG yrs old); PA

morphine sulfate TABS

QL(4 ea daily);
AL(At least 10
yrs old)

oxycodone hcl TABS

QL(4 ea daily);
AL(At least 10
yrs old)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
OXYCONTIN T12A 10 1 | QL(100 ea per | |tramadol hcl TABS 50 MG | 1 | QL(8 ea daily);
MG, 15 MG, 20 MG 50 day(s) retail; AL(At least 12
100 ea per 50 yrs old)
days mail); | |tramadol hcl TABS 25 1 | QL(4 ea daily);
AL(Atleast 10 | MG, 100 MG AL(At least 12
yrs old) yrs old); PA
OXYCONTIN T12A 30 1 | QL(100 ea per| | tramadol hcl TB24 1 | QL(1 ea daily);
MG, 40 MG, 60 MG 50 day(s) retail; AL(At least 12
100 ea per 50 yrs old); PA
days mail); | |tramadol hcl TB24 1 |QL(1 ea daily);
AL(At least 10 AL(At least 12
yrs old); PA yrs old); PA
OXYCONTINT12A80MG| 1 |[AL(Atleast 10| TRAMADOL 1 | AL(At least 12
yrs old); PA_| |HYDROCHLORIDE SOLN yrs old); PA
oxymorphone hcl TABS 1 |QL(4 ea daily);| | (Use tramadol hcl)
AL(At least 10 9
vrs old); PA_| | 8 8T ORIDE SOLN
oxymorphone hcl TB12 5 1 |QL(2 ea daily); (Use tramadol hcl)
MG, 7.5 MG, 10 MG, 15 AL(At least 10
MG, 20 MG, 30 MG yrs old); PA | [ULTIVA (Use remifentanil | 1
oxymorphone hcl TB1240 | 1 |QL(4 ea daily); hl) _ _
MG AL(At least 10 | |ULTIVA (Use remifentanil | 9
yrs old); PA | |hcl)
oxymorphone hcl TB12 5 1 |QL(2 ea daily); | [ULTRAM TABS (Use 9

MG, 7.5 MG, 10 MG, 15

AL(At least 10

tramadol hcl)

XTAMPZA ER

QL(2 ea daily);
AL(At least 10
yrs old); PA

Opioid Combinations

acetaminophen w/
codeine SOLN

QL (4050 ml per
30 day(s) retail;
4050 ml per 30
days mail); PA

acetaminophen w/

QL (4050 ml per

MG, 20 MG, 30 MG yrs old); PA
QDOLO SOLN (Use 1 AL(At least 12
tramadol hcl) yrs old); PA
remifentanil hcl 1
ROXICODONE TABS 1 |QL(4 ea daily);
(Use oxycodone hcl) AL(At least 10
yrs oId).
ROXICODONE TABS 1 |QL(4 ea daily);
(Use oxycodone hcl) AL(At least 10
yrs oId).
ROXYBOND TABA 1 | QL(4 ea daily);
AL(At least 10
yrs old); PA
sufentanil citrate SOLN IV | 1
50 MCG/ML
SUFENTANIL CITRATE 9

SOLN IV 50 MCG/ML
(Use sufentanil citrate)

codeine SOLN 30 day(s) retail;
4050 ml per 30
days mail); PA

acetaminophen w/ 1 | AL(Atleast 12

codeine TABS 15 MG-300 yrs old)

MG, 30 MG-300 MG, 60
MG-300 MG

tramadol hcl CP24 100
MG, 200 MG, 300 MG

QL(1 ea daily);
AL(At least 12
yrs old); PA

acetaminophen w/
codeine TABS 15 MG-300
MG, 30 MG-300 MG, 60
MG-300 MG

QL(4 ea daily);
AL(At least 12
yrs old)

tramadol hcl SOLN

AL(At least 12
yrs old); PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
acetaminophen-caff- 1 | QL(4 ea daily); | | hydrocodone- 1 | QL(4 ea daily);

dihydrocod CAPS 30 MG-
320.5 MG-16 MG

AL(At least 12
yrs old); PA

butalbital-acetaminophen-
caffeine w/ codeine 30
MG-40 MG-50 MG-325
MG

QL(4 ea daily);
AL(At least 12
yrs old)

acetaminophen TABS 300
MG-10 MG, 300 MG-5
MG, 300 MG-7.5 MG

AL(At least 10
yrs old); PA

hydrocodone-ibuprofen 10
MG-200 MG

QL(4 ea daily);
AL(At least 10
yrs old); PA

butalbital-acetaminophen-
caffeine w/ codeine 30
MG-40 MG-50 MG-300
MG

QL (4 ea daily);
AL(At least 12
yrs old); PA

hydrocodone-ibuprofen 5
MG-200 MG, 7.5 MG-200
MG

QL(4 ea daily);
AL(At least 10
yrs old)

butalbital-aspirin-caffeine
w/cod

QL(4 ea daily);
AL(At least 12
yrs old)

hydrocodone-ibuprofen 5
MG-200 MG, 7.5 MG-200
MG

QL(4 ea daily);
AL(At least 10
yrs old)

FIORICET/CODEINE 30
MG-40 MG-50 MG-300
MG (Use butalbital-
acetaminophen-caffeine
w/ codeine)

QL(4 ea daily);
AL(At least 12
yrs old); PA

NALOCET TABS

QL(4 ea daily);
AL(At least 10
yrs old); PA

hydrocodone-
acetaminophen SOLN
108 MG/5ML-2.5
MG/5ML, 217 MG/10ML-5
MG/10ML, 325 MG/15ML-
7.5 MG/15ML

QL (4560 ml per
30 day(s) retail;
4560 ml per 30
days mail); PA

oxycodone w/
acetaminophen SOLN

QL(1500 ml per,

30 day(s) retail;

1500 ml per 30
days mail)

oxycodone w/
acetaminophen TABS 325
MG-10 MG, 325 MG-2.5
MG, 325 MG-5 MG, 325
MG-7.5 MG

QL(4 ea daily);
AL (At least 10
yrs old)

hydrocodone-
acetaminophen SOLN
325 MG/15ML-7.5

QL (4560 ml per
30 day(s) retail;
4560 ml per 30

oxycodone w/
acetaminophen TABS 325
MG-10 MG, 325 MG-2.5
MG, 325 MG-5 MG, 325
MG-7.5 MG

QL(4 ea daily);
AL(At least 10
yrs old)

MG/15ML days mail);
AL(Up to 14 yrs
old)
hydrocodone- 1 PA

acetaminophen SOLN
325 MG/15ML-7.5
MG/15ML

hydrocodone-
acetaminophen SOLN
108 MG/5ML-2.5
MG/5ML, 217 MG/10ML-5
MG/10ML, 325 MG/15ML-
7.5 MG/15ML

QL (4560 ml per
30 day(s) retail;
4560 ml per 30
days mail); PA

PERCOCET TABS 325
MG-10 MG, 325 MG-2.5
MG, 325 MG-5 MG, 325
MG-7.5 MG (Use
oxycodone w/
acetaminophen)

QL(4 ea daily);
AL(At least 10
yrs old)

hydrocodone-
acetaminophen TABS 325
MG-10 MG, 325 MG-5
MG, 325 MG-7.5 MG

QL(4 ea daily);
AL(At least 10
yrs old)

PROLATE SOLN

QL(1500 ml per
30 day(s) retail;
1500 ml per 30
days mail);
AL(Up to 12 yrs
old); PA

PROLATE TABS

QL(4 ea daily);
AL(At least 10

yrs old); PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits

SEGLENTIS 1| QL(28 ea per || puprenorphine hcl- 1| QL(90 ea per
fill retail); AL(At| | naloxone hcl dihydrate 30 day(s) retail;

least 12 yrs | |FILM SL 0.5 MG-2 MG, 1 90 ea per 30

old); PA MG-4 MG days mail);
tramadol-acetaminophen 1 |QL(6 ea daily); AL(At least 16
AL(At least 12 yrs old); PA

yrs old) buprenorphine hcl- 1 | QL(2 ea daily);
ULTRACET (Use 9 naloxone hcl dihydrate AL(At least 16
tramadol-acetaminophen) FILM SL 3 MG-12 MG yrs old); PA
. : : buprenorphine hcl- 1| QL(3 ea daily);
Opioid Partial Agonists naﬁ)xonephcl dihydrate AL(At least 16
BELBUCA FILM 1 385(60 ea pterl_ SUBL yrs old)
60 22(9‘;{3:63%' '| |buprenorphine hcl SOLN 1
days mail); PA | | buprenorphine hcl SUBL 1 | QL(3 ea daily);
BRIXADI SOSY 16 1 [(QL(1.28 ml per AL (At least 16
MG/0.32ML 28 day(s) retail; yrs old - Up to
1 mi per 28 50 yrs Old)
days mail); PA | |buprenorphine hcl SUBL 2| 1 | AL(At least 16
BRIXADI SOSY 64 1 [QL(0.18 ml per| MG yrs old - Up to
MG/0.18ML 28 day(s) 50 yrs old)
retail); PA buprenorphine PTWK 1 PA
BRIXADI SOSY 8 1 |QL(0.64 ml per| [y, torphanol tartrate NA 1 QL(10 ml per
MG/0.16ML 28 day(s) retail;| | 10 pMG/ML 30 day(s) retail;
1 ml per 28 10 ml per 30
days mail); PA days mail)
BRIXADI SOSY 96 1 1QL(0.27 ml per| [y torphanol tartrate 1J 1 1
MG/0.27ML 28 day(s) | |MG/ML, 2 MG/ML
retail). PA__| 5 JTRANS PTWK (Use 1 |QL(4 ea per 28
BRIXADI SOSY 128 1 QL(0.36 ml per| |/ hi day(s) retail; 4
MG/0.36ML 28 day(s) uprenorphine) y :
retail): PA ea per 2§|3)days
: mai
BRIXADI SOSY 24 1 QL(1.92 ml per :
MG/0.48ML 28 day(s) retail;| |"@/buphine hel !
2 ml per 28 | |nalbuphine hcl 1
days mail), PA | |, on1a-0cine w/ naloxone 1 | QL(8 ea daily);
BRIXADI SOSY 32 1 |QL(2.56 ml per| |} AL(At least 10
MG/0.64ML 28 day(s) retail; yrs old)
3 mlper28 | ISyBLOCADE SOSY 300 | 1 | QL(1.5ml per
days mail); PA | \\G/1.5ML 28 day(s) retail;
BUPRENEX SOLN (Use 9 2 ml per 28
buprenorphine hcl) days mail); PA
buprenorphine hcl FILM 1 | QL(60 ea per | [SUBLOCADE SOSY 100 1| QL(0.5 ml per
150 MCG, 300 MCG, 450 30 day(s) retail;| [MG/0.5ML 28 day(s)
MCG, 600 MCG, 750 60 ea per 30 retail); PA
MCG, 900 MCG days mail); PA | | SUBOXONE FILM SL 3 1 QL(2 ea daily);

buprenorphine hcl-
naloxone hcl dihydrate
FILM SL 2 MG-8 MG

QL(3 ea daily);
AL(At least 16

yrs old); PA

MG-12 MG (Use
buprenorphine hcl-

naloxone hcl dihydrate)

AL(At least 16
yrs old); PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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MG-8 MG (Use
buprenorphine hcl-
naloxone hcl dihydrate)

AL(At least 16
yrs old)

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

SUBOXONE FILM SL 0.5 1 | QL(90 ea per | ANDROGEL PUMP GEL 1| QL(75 gm per
MG-2 MG, 1 MG-4 MG 30 day(s) retail;| |'TD 1.62 % (Use 30 day(s) retail;
(Use buprenorphine hcl- 90 ea per 30 | |testosterone) 75 gm per 30
naloxone hcl dihydrate) days mail); days mail); PA

AL(At least 16 | | ANDROGEL PUMP GEL 9

yrs old); PA_||TD 1.62 % (Use

SUBOXONE FILM SL 2 1 %:g tela dé}[l|1y€)5; testosterone)
MG-8 MG (Use eas 9
buprenorphine hcl- yrs old); PA ?[lj\ls?elz\;gs(t%)ilt_e%?vlé )TD
naloxone hcl dihydrate) AVEED SOLN 7 PA
SUBOXONE FILMSL 0.5 | 9 |AL(Atleast 16
MG-2 MG, 1 MG-4 MG yrs old) | |danazol CAPS !
(Use buprenorphine hcl- danazol CAPS 1
naloxone hcl dihydrate) . FORTESTA GEL TD (Use 1 QL(60 gm per
SUBOXONE FILM SL 3 9 |QL(2 eadaily);| |testosterone) 30 day(s) retail;
MG-12 MG (Use AL(At least 16 60 gm per 30
buprenorphine hcl- yrs old) days mail); PA
naloxone hcl dihydrate) JATENZO CAPS 237 MG 1 QL(2 ea daily);
SUBOXONE FILM SL 2 9 [QL(3 ea daily); AL(At least 18

yrs old); PA

ZUBSOLV SUBL 0.18
MG-0.7 MG, 0.36 MG-1.4
MG, 0.71 MG-2.9 MG, 1.4
MG-5.7 MG

QL(3 ea daily);
AL(At least 16
yrs old); PA

JATENZO CAPS 158 MG,
198 MG

QL(4 ea daily);
AL(At least 18

ZUBSOLV SUBL 2.1 MG-
8.6 MG

QL(2 ea daily);
AL(At least 16
yrs old); PA

ZUBSOLV SUBL 2.9 MG-
11.4 MG

Hormones

Anabolic Steroids

QL(1 ea daily);
AL(At least 16

: PA
ANDROGENS-ANABOLIC - Drugs to Regulate

yrs old); PA
METHITEST TABS 1 PA
methyltestosterone CAPS 1 PA
METHYLTESTOSTERON 1 PA
E POWD
TESTIM GEL TD (Use 1 QL(150 gm per
testosterone) 30 day(s) retail;
150 gm per 30
days mail); PA
testosterone cypionate 1 PA
SOLN IM
testosterone enanthate 1 PA

SOLN IM

oxandrolone 2.5 MG

PA

Androgens

testosterone GEL TD
20.25 MG/1.25GM

QL(37.5 gm per
30 day(s) retail;
38 gm per 30
days mail); PA

ANDRODERM PT24 4
MG/24HR

QL(30 ea per
30 day(s) retail;
30 ea per 30
days mail); PA

testosterone GEL TD 1.62
%, 25 MG/2.5GM, 40.5
MG/2.5GM

QL(75 gm per
30 day(s) retail;
75 gm per 30
days mail); PA

ANDRODERM PT24 2
MG/24HR

QL(1 ea daily);
PA

testosterone GEL TD 1 %,
50 MG/5GM

QL (150 gm per
30 day(s) retail;
150 gm per 30

days mail); PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
testosterone GEL TD 10 1 | QL(60 gm per | [lUCERIS (Use 9
MG/ACT 3g0day(s) regaoﬂ; budesonide (intrarectal))
gm per UCERIS (Use 1 | QL(133.6 gm
ostosterons SOLN ] %al_y(ﬁ é?)allll‘l)[ 5 3 budesonide (intrarectal)) peir _‘|1_21 %23/(5)
30 day(s) retail; r(;:rl 42 da%n
180 ml per 30 mail): PA
days mail); — ;
AL(At least 18 | |Rectal Combinations
- yLrs40Id)(;j P,lA _ |lidocaine-hydrocortisone 1
TLANDO CAPS %Lg Atelaea S&}[I 13% acetate (rectal) CREA EX
yrs old): PA | |lidocaine-hydrocortisone 1 PA
VOGELXO PUMP GEL TD| 9 acetate (rectal) KIT 2.5 %-
[¢)
(Use testosterone) %
VOGELXO PUMP GEL TD| 1 |QL(150 gm per| |PROCTOFOAMHC 1
(Use testosterone) 30 day(s) retail;| |FO
150 gm per 30 | IRectal Steroids
days mail); PA
VOGELXO GEL TD (Use 1 [QL(150 gm per| |[ANUSOL-HC EX (Use 1 | 4 package(s)

testosterone) 30 day(s) retail;
150 gm per 30
days mail); PA

VOGELXO GEL TD (Use 9

testosterone)

XYOSTED SOAJ 1 |QL(2 ml per 28

day(s) retail; 2
ml per 28 days
mail); PA

ANORECTAL AND RELATED PRODUCTS -

Rectal Drugs to Treat Pain, Swelling and ltching

Intrarectal Steroids

budesonide (intrarectal) 1 | QL(133.6 gm
per 42 day(s)
retail; 134 gm
per 42 days
mail); PA
CORTENEMA (Use 1
hydrocortisone
(intrarectal))
CORTIFOAM EX 10 % 1| QL(30 gm per
30 day(s) retail;
30 gm per 30
days mail); PA
hydrocortisone 1
(intrarectal)

per 28 day(s)
retail; 4
package(s) per
28 day(s) mail

hydrocortisone (rectal))

hydrocortisone (rectal) EX | 1 RX/OTC
1%

hydrocortisone (rectal) EX | 1 | 4 package(s)
2.5 % per 28 day(s)

retail; 4
package(s) per
28 day(s) mail

Vasodilating Agents

nitroglycerin (intra-anal) 1
RECTIV (Use 1
nitroglycerin (intra-anal))
ANTACIDS

Antacids - Calcium Salts

calcium carbonate 1 |AL(Up to 20 yrs
(antacid) SUSP old); PA

ANTHELMINTICS - Drugs to Treat Worm

Infections

Anthelmintics

albendazole | 1 ]QL(2eadaily)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used

for an FDA approved indication.
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ivermectin)

ANTIANGINAL AGENTS - Drugs to Treat Chest
Pain

Antianginals-Other

nitroglycerin)

Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
BENZNIDAZOLE 1 | AL(Atleast 2 | |jsosorbide dinitrate TABS | 1
yrsold - Up to | |40 MG
12 yrs old); PA| I . — 7 QL3 ea daily):
BILTRICIDE (Use 1 |QL(6 ea per 30 gsfz}lsgrbé%elvfljg/trate TABS ( °a, y);
praziquantel) day(s) retail; 6 | ——= ,
ea per 30 days| |isosorbide mononitrate 1
mail) TABS
EMVERM CHEW 1 |QL(6 ea per 30| |jsosorbide mononitrate 1 | QL(3 ea daily);
day(s) retail; 6 | | TB24 60 MG MP
ca rp;]earilgopcfys isosorbide mononitrate 1 |QL(6 ea daily);
: , ’ TB24 30 MG MP
ivermectin 1 PA : : _ a—
. isosorbide mononitrate 1 | QL(2 ea daily);
praziquantel 1 |QL(6eaper 30|\ 755,150 MG MP
day(s) retail; 6
ea per 30 days | [NITRO-BID OINT 1
mail) NITRO-DUR PT24 (Use 9 MP
STROMECTOL (Use 1 PA

NITRO-DUR PT24

NITRO-DUR PT24 0.3
MG/HR, 0.6 MG/HR, 0.8
MG/HR (Use nitroglycerin)

ASPRUZYO SPRINKLE
PACK

QL(60 ea per
30 day(s) retail;
60 ea per 30
days mail); PA

NITRO-DUR PT24 0.1
MG/HR, 0.2 MG/HR, 0.4
MG/HR (Use nitroglycerin)

QL(1 ea daily);
MP

nitroglycerin in d5w

RANEXA TB12 500 MG
(Use ranolazine)

QL(3 ea daily);
MP

nitroglycerin PT24 0.6
MG/HR

RANEXA TB12 1000 MG
(Use ranolazine)

QL(2 ea daily);
MP

ranolazine TB12 1000 MG

QL(2 ea daily);
MP

nitroglycerin PT24 0.1
MG/HR, 0.2 MG/HR, 0.4
MG/HR

QL(1 ea daily);
MP

ranolazine TB12 500 MG

QL(3 ea daily);
MP

Nitrates

nitroglycerin SOLN TL 0.4
MG/SPRAY

1 package(s)
per 30 day(s)
retail; 1
package(s) per
30 day(s) mail

ISORDIL TITRADOSE
TABS 40 MG (Use
isosorbide dinitrate)

NITROGLYCERIN SOLN
\Y,

ISORDIL TITRADOSE
TABS 5 MG (Use
isosorbide dinitrate)

QL(3 ea daily);
MP

nitroglycerin SUBL 0.3
MG, 0.4 MG

QL(4.45 ea
daily); MP

nitroglycerin SUBL 0.6
MG

isosorbide dinitrate TABS
10 MG

QL(5 ea daily);
MP

isosorbide dinitrate TABS
20 MG

QL(6 ea daily);
MP

NITROLINGUAL SOLN TL
(Use nitroglycerin)

1 package(s)
per 30 day(s)
retail; 1
package(s) per
30 day(s) mail

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug

Requirements/

Drug Name

Drug

Requirements/

ALPRAZOLAM 1 QL(1 ml daily);
INTENSOL CONC AL(At least 19
yrs old)

Tier [Limits Tier [Limits

NITROSTAT SUBL 0.3 1 QL(4.45ea | |alprazolam TABS 0.25 1 | QL(3 ea daily);
MG, 0.4 MG (Use daily); MP | IMG, 0.5 MG, 1 MG AL(At least 19
nitroglycerin) yrsold) __
NITROSTAT SUBL 0.6 1 alprazolam TABS 2 MG 1 %\tgitelzadse}["%%a
MG (Use nitroglycerin) yrs old)
NITROSTAT SUBL 0.3 1 QL(4.45ea | > 0 TB24 0.5 MG 1 [QL(1 ea daily);
MG, 0.4 MG (Use daily); MP | |\ TS S e AL(At least 19
nitroglycerin) yrs old)
NITROSTAT SUBL 0.4 9 MP alprazolam TB24 2 MG 1 | QL(2 ea daily);
MG (Use nitroglycerin) AL(At le?dSt 19
ANTIANXIETY AGENTS - Drugs to Treat Anxicty [ pmsmmmmemrermppr: - QL(érz: d;"y).
Antianxiety Agents - Misc. MG, 0.5 MG, 1 MG AL(At least 19

: yrs old); PA
buspirone hcl 30 MG 1 alprazolam TBDP 2 MG 1 |QL(2 ea daily);
buspirone hcl 5 MG, 10 1 | QL(3 ea daily); AL(At least 19
MG, 15 MG MP : Q{r(%old)(;j P,IA)

; 1 |QL(2 ea daily): | |@lprazolam TBDP 0.25 €a aaily),
ﬁ/ligplrone hel 7.5 MG, 30 ( ca ily) MG. 0.5 MG, 1 MG A&ﬁﬁéfg)a.sé,lg
droperidol SOLN 2.5 1 ATIVAN SOLN (Use 9 | AL(At Ieést 19
MG/ML [orazepam) yrs Old)
hydroxyzine hcl SOLN 25 1 ATIVAN SOLN (Use 1 QL(60 ml per
MG/ML, 50 MG/ML /orazepam) 30 day(S) retall,
hydroxyzine hcl SOLN 25 1 60 ml per 30
MG/ML, 50 MG/ML days mail)

. AL(At least 19
hydroxyzine hcl SYRP yrs old)
hydroxyzine hcl TABS ATIVAN TABS (Use 1 | QL(3 ea daily);
hydroxyzine pamoate lorazepam) AL(At Ie?dst 19
CAPS 100 MG yrs old)
hydroxyzine pamoate 1 |QL(4 ea daily); | |ATIVAN TABS (Use 1 %\t(iﬁa da}[|I1y 5)9;

’ eas

CAPS 25 MG, 50 MG MP lorazepam) o)
meprobamate 1 chlordiazepoxide hcl 1 | QL(3 ea daily);
meprobamate 1 CAPS AL(At least 19

9 (4 63 dailv): yrs old)
VISTARIL CAPS 50 MG QL( ﬁﬂap Ally). | | Corazepate dipotassium 1 |QL(3 ea daily);
(Use hydroxyzine TABS AL(At least 19

pamoate) . yrs old)
VISTARIL CAPS 25 MG 1 |QL(4 ea daily);| | giazepam CONC 1 |QL(1 ml daily);
(Use hydroxyzine MP AL(At least 19
pamoate) 1 AL XSI o 19

Benzodiazepines ,(\j/',an/gﬁij SOLN OR 5 (yrts %?ds)t

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug
Tier

Requirements/
Limits

Drug Name

Drug
Tier

Requirements/
Limits

diazepam SOLN IJ 5
MG/ML, 10 MG/2ML, 50
MG/10ML

QL(30 ml per
30 day(s) retail;
30 ml per 30
days mail);
AL(At least 19
yrs old)

XANAX XR TB24 0.5 MG,
1 MG, 3 MG (Use
alprazolam)

QL(1 ea daily);
AL(At least 19
yrs old)

diazepam TABS

QL(3 ea daily);
AL(At least 19
yrs old)

XANAX TABS 0.25 MG,
0.5 MG, 1 MG (Use
alprazolam)

QL(3 ea daily);
AL(At least 19
yrs old)

XANAX TABS 2 MG (Use

lorazepam CONC

QL(1 ml daily);
AL(At least 19
yrs old)

lorazepam SOLN

QL(60 ml per
30 day(s) retail;
60 ml per 30
days mail);
AL(At least 19
yrs old)

alprazolam)

QL(2 ea daily);
AL(At least 19
rs old

ANTIARRHYTHMICS - Drugs to treat abnormal

heart rhythms

Antiarrhythmics - Misc.

adenosine SOLN 6
MG/2ML, 12 MG/4ML

lorazepam SOLN

QL (60 ml per
30 day(s) retail;
60 ml per 30
days mail);
AL(At least 19
yrs old)

Antiarrhythmics Type I-A

disopyramide phosphate
CAPS

NORPACE CR CP12

lorazepam TABS

QL(3 ea daily);
AL(At least 19
yrs old)

NORPACE CAPS (Use
disopyramide phosphate)

LOREEV XR CS24

QL(1 ea daily);
AL(At least 19
yrs old); PA

procainamide hcl SOLN
100 MG/ML

quinidine gluconate TBCR

quinidine sulfate TABS

oxazepam CAPS

QL(3 ea daily);
AL(At least 19

quinidine sulfate TABS

Antiarrhythmics Type I-B

lidocaine hcl (cardiac)
SOSY

LIDOCAINE HCL SOLN

lidocaine in d5w 5 %-4
MG/ML, 5 %-8 MG/ML

mexiletine hcl

yrs old)
TRANXENE T TABS 7.5 9 | AL(Atleast 19
MG (Use clorazepate yrs old)
dipotassium)
VALIUM TABS (Use 9
diazepam)
XANAX XR TB24 0.5 MG, | 1 |QL(1 ea daily);
1 MG, 3 MG (Use AL(At least 19
alprazolam) yrs old)
XANAX XR TB24 0.5 MG 9

(Use alprazolam)

Antiarrhythmics Type I-C

flecainide acetate

XANAX XR TB24 2 MG
(Use alprazolam)

QL(2 ea daily);
AL(At least 19
yrs old)

propafenone hcl CP12

propafenone hcl TABS

RYTHMOL SR CP12 (Use
propafenone hcl)

— ] —

Antiarrhythmics Type IlI

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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dofetilide)

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

amiodarone hcl SOLN 50 1 NUCALA SOSY 40 1| QL(0.4 ml per
MG/ML, 450 MG/9ML, MG/0.4ML 28 day(s)
900 MG/18ML retail); AL(At
amiodarone hcl SOLN 50 1 Ieast t?) %rf orlg )
MG/ML, 450 MG/9ML, S
900 MG/18ML old), PA

: NUCALA SOSY 100 1 |QL(3 ml per 28
amiodarone hcl TABS 1 MG/ML day(s) retail; 3
amiodarone hcl TABS 1 mJnF;(?IS 22&;}[/5

. il);
CORVERT (Use ibutilide 1 least 6 yrs old);
fumarate) PA
dofetilide 1 TEZSPIRE SOAJ 1 1QL(1.91 ml per
ibutilide fumarate 1 28 day(s) retail;
] 2 ml per 28

MULTAQ days mail);
TIKOSYN (Use dofetilide) 1 AL(At least 12
TIKOSYN 500 MCG (Use | 9 yrs old); PA

TIKOSYN (Use dofetilide)

ANTIASTHMATIC AND BRONCHODILATOR
AGENTS - Drugs to Treat Lung Conditions

Antiasthmatic - Monoclonal Antibodies

1

TEZSPIRE SOSY

QL(1.91 ml per
28 day(s) retail;
2 ml per 28
days mail);
AL(At least 12
yrs old); PA

FASENRA PEN SOAJ

1

QL(1 ml per 28
day(s) retail; 1
ml per 28 days
mail); AL(At
least 12 yrs
old); PA

XOLAIR SOAJ

AL(At least 6
yrs old); PA

XOLAIR SOLR

AL (At least 6
yrs old - Up to
75 yrs old); PA

FASENRA SOSY

QL(1 ml per 28
day(s) retail; 1
ml per 28 days
mail); AL(At
least 12 yrs
old); PA

XOLAIR SOSY 75
MG/0.5ML, 150 MG/ML

AL(At least 6
yrs old - Up to
75 yrs old); PA

XOLAIR SOSY 300
MG/2ML

AL(At least 6
yrs old); PA

Anti-Inflammatory Agents

cromolyn sodium NEBU

1

NUCALA SOAJ

QL(3 ml per 28
day(s) retail; 3
ml per 28 days
mail); AL(At
least 6 yrs old);
PA

Bronchodilators - Anticholinergics

ATROVENT HFA

1

QL(25.8 gm per|
30 day(s) retail;
26 gm per 30
days mail)

NUCALA SOLR

QL(1 ea per 28
day(s) retail; 1
ea per 28 days
mail); AL(At
least 6 yrs old);
PA

INCRUSE ELLIPTA

1 package(s)
per 30 day(s)
retail; 1
package(s) per
30 day(s) mail

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug
Tier

Requirements/
Limits

Drug Name

Drug

Requirements/

ipratropium bromide
SOLN 0.02 %

SPIRIVA HANDIHALER
CAPS (Use tiotropium
bromide monohydrate)

MP

Tier [Limits
zileuton TB12 1 AL(At least 12
yrs old); PA
ZYFLO TABS 1 AL(At least 12
yrs old); PA

SPIRIVA RESPIMAT
AERS 2.5 MCG/ACT

QL(4 gm per 30
day(s) retail; 4
gm per 30 days
mail); AL(At
least 12 yrs
old)

Selective Phosphodiesterase 4 (PDE4) Inhibitors

DALIRESP 500 MCG
(Use roflumilast)

1

QL(1 ea daily);
PA

DALIRESP 250 MCG

1

QL(2 ea daily);

SPIRIVA RESPIMAT
AERS 1.25 MCG/ACT

QL(4 gm per 30
day(s) retail; 4
gm per 30 days
mail); AL(At
least 6 yrs old)

(Use roflumilast) PA
roflumilast 250 MCG 1 PA
roflumilast 250 MCG 1 |QL(2 ?DaA daily);
roflumilast 500 MCG 1 |QL( %1 daily);

tiotropium bromide
monohydrate CAPS

MP; PA

Steroid Inhalants

TUDORZA PRESSAIR

AL(At least 19
yrs old)

YUPELRI

QL(90 ml per
30 day(s) retail;
90 ml per 30
days mail);
AL(At least 18
yrs old); PA

ALVESCO

QL(6.1 gm per
30 day(s) retail;
6 gm per 30
days mail)

Leukotriene Modulators

ARMONAIR DIGIHALER

QL(1 ea per 30
day(s) retail; 1
ea per 30 days
mail); AL(At
least 12 yrs
old); PA

ACCOLATE 20 MG (Use
zafirlukast)

QL(2 ea daily)

ACCOLATE (Use

QL(2 ea daily)

ARNUITY ELLIPTA

1 package(s)
per 30 day(s)
retail; 1
package(s) per
30 day(s) mail;
AL(At least 5
yrs old)

ASMANEX HFAAERO 50 | 1 | QL(13 gm per
MCG/ACT 30 day(s) retail;
13 gm per 30
days mail);
AL(At least 5
yrs old)
ASMANEX HFA AERO 1 3 package(s)
100 MCG/ACT, 200 per 90 day(s)
MCG/ACT retail; 3

package(s) per

90 day(s) mail;
MP

zafirlukast)

montelukast sodium 1 | QL(1 ea daily)

CHEW

montelukast sodium 1 | QL(1 ea daily);

PACK AL(Upto 2 yrs
old); PA

montelukast sodium 1 | QL(1 ea daily)

TABS

SINGULAIR CHEW (Use 1 | QL(1 ea daily)

montelukast sodium)

SINGULAIR PACK (Use 1 1 QL(1 ea daily);

montelukast sodium) AL(Up to 2 yrs
old); PA

SINGULAIR TABS (Use 1 | QL(1 ea daily)

montelukast sodium)

zafirlukast 1 | QL(2 ea daily)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug

Requirements/

Drug Name

Drug

Requirements/

Tier [Limits Tier [Limits
ASMANEX TWISTHALER | 1 1 package(s) | [FLOVENT HFA 1 | 6 package(s)
120 METERED DOSES per 30 day(s) per 90 day(s)
AEPB retail; 3 retail; 6
package(s) per package(s) per
90 day(s) mail; 90 day(s) mail;
MP MP
ASMANEX TWISTHALER | 1 1 package(s) ||fluticasone propionate 1 MP
14 METERED DOSES per 30 day(s) | | (inhalation) AEPB
AEPB oa ngél(’;) per| | fluticasone propionate hfa 1 |6 pagcgzge(s)
30 day(s) mail: per 90 day(s)
MP retail; 6
ASMANEX TWISTHALER | 1 | 1 package(s) '8?)(3c|1<:;13§](es()Sr)nIff;ﬁI-r
30 METERED DOSES per 3t0 ,tliag(S) MP ’
g%cgg‘)?é()sgngﬁf FLEXHALER AEPB
MP  ||PULMICORT SUSP 0.25 1 | QL(8 ml daily);
ASMANEX TWISTHALER | 1 | 1 package(s) | [MG/2ML, 0.5 MG/2ML AL(Up to 8 yrs
30 METERED DOSES per 30 day(s) | |(Use budesonide old)
AEPB 110 MCG/INH retail; 3 (inhalation))
package(s) per| |PULMICORT SUSP 0.25 1 |QL(8 ml daily);
90 day(s) mail; | |MG/2ML, 0.5 MG/2ML AL(Up to 8 yrs
AL(Atleast 4 | | (Use budesonide old)
1y1r8ygsldoidl;_p |\}|% (inhalation))
ASMANEX TWISTHALER | 1 1 package(s) | |PULMICORT SUSP 1 1 3%L§240 m pe-f-
60 METERED DOSES oer 30 day(s) | |[MG/2ML (Use budesonide ay(s) retail;
AEPB retail: 3 (inhalation)) 24&0 ml pe_rI 30
package(s) per AL(aJS tn(;%' gl,rs
90 day(s) mail; old)
MP
budesonide (inhalation) 1| QL(240 ml per ﬁ\égl/QA%ErDIHALER 80 1 %‘ %zgy(zs?rrgtgﬁ.r
SUSP 1 MG/2ML 30 day(s) retail; 21 gm per 30
240 ml per 30 dayS mall) PA
days mail); ;
AL(Up to 8 yrs | |QVAR REDIHALER 40 1 1QL(21.2 gm per
old) MCG/ACT 3(2)1day(8) rege(\)ll;
- m per
budesonide (inhalation) 1 1 QL(8 ml daily); da%/s r%ail)'
SUSP 0.25 MG/2ML, 0.5 AL(Up to 8 yrs AL(At least 4
MG/2ML old) yrs old); PA
FLOVENT DISKUS AEPB | 1 |12 package(s) e
(Use fluticasone per 90 day(s) Sympathomimetics
propionate (inhalation)) retail; 12 ADVAIR DISKUS AEPB 9 MP

package(s) per
90 day(s) mail;
MP

(Use fluticasone-
salmeterol)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
ADVAIR DISKUS AEPB 1 | 3 package(s) | |albuterol sulfate NEBU 1
(Use fluticasone- per 90 day(s) | |0.083 %, 0.63 MG/3ML,
salmeterol) retail; 3 1.25 MG/3ML, 2.5
ggcgag(e()s) pelr MG/0.5ML
ay(s) mail;
AL(At least 4 albuterol sulfate SYRP 1
yrs old); MP | |albuterol sulfate TABS 1
ADVAIR HFA AERO (Use | 1 | 3 package(s) | IANORO ELLIPTA 1 | 1 package(s)
fluticasone-salmeterol) per 90 day(s) per 30 day(s)
retail; 3 retail; 1
package(s) per package(s) per
90 day(s) mail; 30 day(s) mail;
AL(At least 4 PA
yrs old); MP_| | 5rformoterol tartrate 11 QL(120 ml per
AIRDUO DIGIHALER 1 |QL(1 ea per 30 30 day(s) retail;
113/14 day(s) retail; 1 120 ml per 30
ea per 30 days days mail);
mail); AL(At AL(At least 19
least 12 yrs yrs old); PA
old); PA BEVESPI AEROSPHERE | 1 [QL(10.7 gm per
AIRDUO DIGIHALER 1 |QL(1 ea per 30 30 day(s) retail;
232/14 day(s) retail; 1 11 gm per 30
ea per 30 days days mail);
mail); AL(At AL(At least 18
least 12 yrs yrs old); PA
old); PA BREO ELLIPTA (Use 9

AIRDUO DIGIHALER
55/14

QL(1 ea per 30
day(s) retail; 1
ea per 30 days
mail); AL(At
least 12 yrs
old); PA

fluticasone furoate-
vilanterol)

AIRDUO RESPICLICK
113/14 AEPB (Use
fluticasone-salmeterol)

QL(1 ea per 30

day(s) retail; 1

ea per 30 days
mail); PA

BREO ELLIPTA (Use
fluticasone furoate-
vilanterol)

1 package(s)
per 30 day(s)
retail; 1
package(s) per
30 day(s) mail;
PA

AIRDUO RESPICLICK
232/14 AEPB (Use
fluticasone-salmeterol)

QL(1 ea per 30

day(s) retail; 1

ea per 30 days
mail); PA

AIRDUO RESPICLICK
55/14 AEPB (Use
fluticasone-salmeterol)

QL(1 ea per 30
day(s) retail; 1
ea per 30 days

BREO ELLIPTA 100
MCG/ACT-25 MCG/ACT,
200 MCG/INH-25
MCG/INH

1 package(s)
per 30 day(s)
retail; 1
package(s) per
30 day(s) mail;
PA

BREO ELLIPTA 50
MCG/INH-25 MCG/INH

QL(2 ea daily);
PA

mail); PA
AIRSUPRA 1 PA
albuterol sulfate AERS 1 2 package(s)
per 30 day(s)
retail; 2

package(s) per
30 day(s) mail

BREZTRI AEROSPHERE

3 package(s)
per 90 day(s)
retail; 3
package(s) per
90 day(s) mail;
AL(At least 18
yrs old); PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug
Tier

Requirements/
Limits

Drug Name

Drug
Tier

Requirements/
Limits

BROVANA (Use

AL(At least 19

fluticasone-salmeterol
AEPB 100 MCG/ACT-50
MCG/ACT, 250
MCG/ACT-50 MCG/ACT,
500 MCG/ACT-50
MCG/ACT

3 package(s)
per 90 day(s)
retail; 3
package(s) per
90 day(s) mail;
AL(At least 4
yrs old); MP

fluticasone-salmeterol
AEPB 113 MCG/ACT-14
MCG/ACT, 232
MCG/ACT-14 MCG/ACT,
55 MCG/ACT-14
MCG/ACT

QL(1 ea per 30

day(s) retail; 1

ea per 30 days
mail); PA

fluticasone-salmeterol
AERO

3 package(s)
per 90 day(s)
retail; 3
package(s) per
90 day(s) mail;
AL(At least 4

yrs old); MP
formoterol fumarate 1 | AL(Atleast 19
NEBU yrs old); PA

ipratropium-albuterol
SOLN

arformoterol tartrate) yrs old); PA
BROVANA (Use 9 | AL(Atleast19
arformoterol tartrate) yrs old)
budesonide-formoterol 1 6 package(s)
fumarate dihydrate 80 per 90 day(s)
MCG/ACT-4.5 MCG/ACT retail; 6
package(s) per
90 day(s) mail;
AL(At least 6
yrs old); MP;
PA
budesonide-formoterol 1 6 package(s)
fumarate dihydrate 160 per 90 day(s)
MCG/ACT-4.5 MCG/ACT retail, 6
package(s) per
90 day(s) mail;
AL(At least 12
yrs old); MP;
PA
COMBIVENT RESPIMAT 1 | QL(12 gm per
AERS 30 day(s) retail;
12 gm per 30
days mail)
DUAKLIR PRESSAIR 1 PA
DULERA 100 MCG/ACT-5| 1 6 package(s)
MCG/ACT, 200 per 90 day(s)
MCG/ACT-5 MCG/ACT retail; 6

package(s) per

90 day(s) mail;
AL(At least 4
yrs old); MP

isoproterenol hcl 1
levalbuterol hcl 1 | QL(288 ml per
30 day(s) retail;
288 ml per 30
days mail)

DULERA 50 MCG/ACT-5
MCG/ACT

QL(26 gm per
30 day(s) retail;
26 gm per 30
days mail);
AL(At least 5
yrs old - Up to
11 yrs old); PA

levalbuterol tartrate

QL(30 gm per
30 day(s) retail;
30 gm per 30
days mail); PA

fluticasone furoate-
vilanterol

1 package(s)
per 30 day(s)
retail; 1
package(s) per
30 day(s) mail;
PA

PERFOROMIST NEBU
(Use formoterol fumarate)

QL(120 ml per
30 day(s) retail;
120 ml per 30
days mail);
AL(At least 19
yrs old); PA

fluticasone-salmeterol
AEPB 500 MCG/ACT-50
MCG/ACT

AL(At least 4
yrs old); MP

PROAIR DIGIHALER

2 package(s)
per 30 day(s)
retail; 2
package(s) per
30 day(s) mail;
AL(At least 4
yrs old); PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
PROAIR HFA AERS (Use | 1 | 2 package(s) | |SYMBICORT 80 1 | 6 package(s)
albuterol sulfate) per 30 day(s) | [IMCG/ACT-4.5 MCG/ACT per 90 day(s)
retail; 2 (Use budesonide- retail; 6
package(s) per| | formoterol fumarate package(s) per
30 day(s) mail | | dihydrate) 90 day(s) mail;
PROAIR RESPICLICK 1 | 2 package(s) AL(At least 6
AEPB per 30 day(s) yrs old); MP
retail; 2 SYMBICORT 80 9 AL(At least 6
package(s) per| IMCG/ACT-4.5 MCG/ACT yrs old); MP
30 day(s) mail; | | (Use budesonide-
AL(Atleast 4 | |formoterol fumarate
yrs old) dihydrate)
I(DLI?s(g\QIEbI\LllI;IFoll_fL'IAI\fg‘E)RS 9 terbutaline sulfate SOLN 1
terbutaline sulfate TABS 1 | QL(6 ea daily)
PROVENTIL HFAAERS N p""3°ok 3ge§83 TRELEGY ELLIPTA 1| 1 package(s)
Use albuterol sulfate per ay(s
( - ulate) retail; 2 per 3? _clja1y(s)
package(s) per retail,
30 day(s) mail package(s) per
S2 (Use racepinephrine 1 AL(U%;O PZX yrs 30 daﬁ,ﬁ) mail;
hcl) ola);
VENTOLIN HFA AERS 1 | 2 package(s)
SEREVENT DISKUS 1| 6 package(s) | | (yse aiputerol sulfate) per 30 day(s)
per 90 ."Qay(s) retail; 2
retail; 6 package(s) per
package(s) p.el_r 30 day(s) mail
90 day(s) mail,| [\ SpENEX (Use 9
AL(At least 12 levalbuterol hel
STIOLTO RESPIMAT 1 |QL(4 gm per 30
da(y(sg) retail; 4 | |CONCENTRATE (Use
gm per 30 days| |levalbuterol hcl)
mail), PA | IXOPENEX HFA (Use 1
STRIVERDI RESPIMAT 1 |QL(4 gm per 30| | jevalbuterol tartrate)
day(s) retail; 4 :
gm per 30 days Xanthines
mail); PA : .
: aminophylline SOLN 1
SYMBICORT 160 1 | 6 package(s) noP 2y : 5 1
MCG/ACT-4.5 MCG/ACT per 90 day(s) | |[THEO-24 CP24
(Use budesonide- &etall(; f; theophylline ELIX 1
formoterol fumarate package(s) per :
dihydrate) 90 day(s) mail: | | theophylline SOLN 1
AL(At least 12 | |theophylline TB12 1
SVVBICORT 160 5 AYLF(SA?%);\S'\{"; theophylline TB24 1

(Use budesonide-
formoterol fumarate
dihydrate)

Coumarin Anticoagulants

warfarin sodium TABS

1

Direct Factor Xa Inhibitors

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
ELIQUIS STARTER PACK| 1 | QL(74 ea per ||ARIXTRA 2.5 MG/0.5ML 1| QL(15 ml per
TBPK 30 day(s) retail;| | (Use fondaparinux 30 day(s) retail;
73 ea pe"_i?)o sodium) 1 g ml per_%o
ays mai ays mai
ELIQUIS TABS 1 | QL(2 ea daily) | |enoxaparin sodium SOLN | 1
ELIQUIS TABS 5 MG 1 | QL(74 ea per | |/ 300 MG/GML
30 day(s) retail;| | enoxaparin sodium SOSY | 1
7gaeyas ?ﬁ;iﬁo fondaparinux sodium 10 1 | QL(24 ml per
=~ |MG/0.8ML 30 day(s) retail;
SAVAYSA 1 QL %1 daily); 24 ml per 30
T days mail)
SAVAYSA QL %?Ada”y)’ fondaparinux sodium 2.5 1 38'8(15 ml pter'l'
XARELTO STARTER 1 | QL(51 ea per | | MC/0-SML 15%(2;63%' ’
PACK TBPK 30 day(s) retail; days mail)
5; :yas Fr)r?ar\il:s)o fondaparinux sodium 5 1 38'8(1 2 ml| per
XARELTO SUSR 1| QL(465 mi per | |MC/0-4ML 12 %(E)e;es?)' ’
30 day(s) retail; days mail)
4%2;2'&25)3 O'| [fondaparinux sodium 7.5 1 38“8(18( T' pter'l
X MG/0.6ML ay(s) retail;
AL(UpO’?g)m yrs 18 rr¥| per 30
. days mail)
XARELTO TABS 20 MG QL(1 ea daily) | [FRAGMIN SOLN 10000 1| QL(240 ml per
XARELTO TABS 15 MG QL(42 ea per | |UNIT/4ML 30 day(s) retail;
20 day(s) retail; 240 ml per 30
42 ea per.20 days mail)
days mail) | [FRAGMIN SOLN 95000 1 1QL(22.8 ml per
XARELTO TABS 2.5 MG 1 | QL(2 ea daily) | |UNIT/3.8ML 30 day(s) retail;
XARELTO TABS 10 MG 1 | QL(39 ea per 23 i Per.%o
39 day(s) retail; ays mai
39 ea per 39 | |FRAGMIN SOSY 12500 1 | QL(15 ml per
days mail) | [UNIT/0.5ML 32 gayl(S) re?’ggll;
ml per
Heparins And Heparinoid-Like Agents days Fr)nail)
ARIXTRA 5 MG/0.4ML 1 QL(12 ml per | |[FRAGMIN SOSY 15000 1 QL(18 ml per
(Use fondaparinux 30 day(s) retail;| |UNIT/0.6ML 30 day(s) retail;
sodium) 12 ml per 30 18 ml per 30
days mail) days mail)
ARIXTRA 10 MG/0.8ML 1 QL(24 ml per | |[FRAGMIN SOSY 10000 1 QL(30 ml per
(Use fondaparinux 30 day(s) retail;| |UNIT/ML 30 day(s) retail;
sodium) 24 ml per 30 30 ml per 30
days mail) days mail)
ARIXTRA (Use 9 FRAGMIN SOSY 18000 1 1QL(21.6 ml per
fondaparinux sodium) UNT/0.72ML 3% 2day|(s) res’%n;
ARIXTRA 7.5 MG/0.6ML 1| QL(18 ml per dany;sawe;il)
(Use fondaparinux 30 day(s) retail;
sodium) 18 ml per 30
days mail)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
FRAGMIN SOSY 7500 1 |QL(9 ml per 30| |LOVENOX SOSY 40 1 | QL(24 ml per
UNIT/0.3ML day(s) retail; 9 | IMG/0.4ML (Use 30 day(s) retail;
ml per 30 days | | enoxaparin sodium) 24 ml per 30
mail) days mail)
FRAGMIN SOSY 2500 1 |QL(6 ml per 30| |LOVENOX SOSY 100 1| QL(60 ml per
UNIT/0.2ML, 5000 day(s) retail; 6 | IMG/ML, 150 MG/ML (Use 30 day(s) retail;
UNIT/0.2ML ml per 30 days | | enoxaparin sodium) 60 ml per 30
mail) days mail)
heparin (porcine) in 1 LOVENOX SOSY 100 1 | QL(60 ml per
sodium chloride SOLN 1V MG/ML, 150 MG/ML (Use 30 day(s) retail;
0.9 %-1000 UNIT/500ML, enoxaparin sodium) 60 ml per 30
0.9 %-2000 UNIT/L 1 Q(Ij_?%/g mlall)

; - - 1 LOVENOX SOSY 30 ml per
SOIN 11 2000 UM, MG/0.3ML (Use 30 day(s) retail;
5000 UNIT/0.5ML, 5000 enoxaparin sodium) 18 mi per 30
UNIT/ML, 10000 5| davsmal)
UNIT/ML, 20000 UNIT/ML 'é%gg ‘%’ ESJQ,’LT m( )Use
HEPARIN SODIUM/D5W 1

3 LOVENOX SOSY 80 1 | QL(48 ml per
SODIUM/DEXTROSE MG/0.BML (Use ot s e
i 1 48 ml per 30
25000 UNIT/500ML-5 %, 5 enoxaparin sodium) days mail)
%-25000 UNIT/250ML LOVENOX SOSY 60 1 QL(36 mi per
HEPARIN SODIUM/NACL | 1 MG/0.6ML (Use 30 day(s) retail;
0.45% SOLN IV 0.45 %- enoxaparin sodium) 36 ml per 30
12500 UNIT/250ML, 0.45 days mail)
%-25000 UNIT/250ML LOVENOX SOSY 120 1 QL(1.6 ml
HEPARIN 1 MG/0.8ML (Use daily)
SODIUM/SODIUM enoxaparin sodium)
CHLORIDE 0.9% SOLN 1J Thrombin Inhibitors
(Use heparin (porcine) in
sodium chloride) ANGIOMAX SOLR (Use 9
HEPARIN 1 bivalirudin trifluoroacetate)
SODIUM/SODIUM argatroban 1
CHLORIDE SOLN IV 0.45 1
%-25000 UNIT/250ML, ARGATROBAN 1
0.45 %-25000 ARGATROBAN (USG
UNIT/500ML argatroban)
HEPARIN SODIUM SOLN | 1 ARGATROBAN/SODIUM | 1
IJ 5000 UNIT/ML CHLORIDE
BIVALIRUDIN RTUSOLN | 9

HEPARIN SODIUM SOSY
IJ 5000 UNIT/0.5ML

LOVENOX SOLN 1J 300
MG/3ML (Use enoxaparin
sodium)

(Use bivalirudin
trifluoroacetate)

BIVALIRUDIN RTU SOLN
(Use bivalirudin
trifluoroacetate)

bivalirudin trifluoroacetate
SOLN

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug

Requirements/

Drug Name

Drug

Requirements/

Tier [Limits Tier [Limits

bivalirudin trifluoroacetate 1 DIASTAT ACUDIAL GEL 1
SOLR 10 MG (Use diazepam
dabigatran etexilate 1 |QL(2 ea daily);| |(@nticonvulsant))
mesylate CAPS PA DIASTAT ACUDIAL GEL | 9
PRADAXA CAPS 1 |QL(2 ea dalily);| |20 MG (Use diazepam

PA (anticonvulsant))
PRADAXA CAPS (Use 1 | QL(2 ea daily);| |DIASTAT PEDIATRIC 9
dabigatran etexilate PA GEL (Use diazepam
mesylate) (anticonvulsant))

PRADAXA CAPS (Use
dabigatran etexilate
mesylate)

QL(2 ea daily);
PA

diazepam (anticonvulsant)
EL

PRADAXA PACK 20 MG,
150 MG

QL(60 ea per
30 day(s) retail;

diazepam (anticonvulsant)
GEL

KLONOPIN TABS 0.5 MG,

QL(3 ea daily)

63332 Pnearil:;p 1 MG (Use clonazepam)
AL(Upto 7 y’rs KLONOPIN TABS 2 MG 1 | QL(2 ea daily)
old); PA (Use clonazepam)

PRADAXA PACK 30 MG,
40 MG, 50 MG, 110 MG

QL(120 ea per
30 day(s) retail;
120 ea per 30
days mail);
AL(Upto 7 yrs

old); PA
ANTICONVULSANTS - Drugs to Treat Seizures

AMPA Glutamate Receptor Antagonists

NAYZILAM

QL(10 ea per
30 day(s) retail;
10 ea per 30
days mail)

ONFI SUSP (Use
clobazam)

QL (480 ml per
30 day(s) retail;
480 ml per 30
days mail)

FYCOMPA SUSP

1

ONFI TABS (Use
clobazam)

QL(2 ea daily)

FYCOMPA TABS

1

QL(1 ea daily)

Anticonvulsants - Benzodiazepines

clobazam SUSP

1

QL (480 ml per
30 day(s) retail;
480 ml per 30
days mail)

SYMPAZAN FILM

QL(60 ea per
30 day(s) retail;
60 ea per 30
days mail);
AL(At least 2
yrs old - Up to
6 yrs old); PA

clobazam TABS

QL(2 ea daily)

clonazepam TABS 2 MG

QL(2 ea daily)

clonazepam TABS 0.5
MG, 1 MG

QL(3 ea daily)

VALTOCO 10 MG DOSE
LIQD

QL(10 ea per
30 day(s) retail;
10 ea per 30
days mail)

clonazepam TBDP 2 MG

QL(2 ea daily)

clonazepam TBDP 0.125
MG, 0.25 MG, 0.5 MG, 1
MG

QL(3 ea daily)

VALTOCO 15 MG DOSE
LQPK

QL(10 ea per
30 day(s) retail;
10 ea per 30
days mail)

VALTOCO 20 MG DOSE
LQPK

QL(10 ea per
30 day(s) retail;
10 ea per 30
days mail)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
VALTOCO 5 MG DOSE 1 | QL(10 ea per | [EPRONTIA SOLN 1 | QL(473 ml per
LIQD 30 day(s) retail; 29 day(s) retail;
10 ea per 30 473 ml per 29
days mail) days mail);
Anticonvulsants - Misc. AL(%&;_OIJ A yrs
APTIOM 600 MG, 800 MG | 1 |QL(2 ea daily);| [FINTEPLA 1 | QL(360 ml per
PA 30 day(s) retail;
APTIOM 200 MG, 400 MG | 1 |QL(1 ea daily); 360 ml per 30
PA days mail);
BANZEL SUSP (Use 1 |QL(2400 ml per AL(At least 2
rufinamide) 30 day(s) retail, yrs old); PA
2400 ml per 30| | gabapentin CAPS 300 1 QL(10 ea
days mail); PA | |G daily); MP

BANZEL TABS (Use
rufinamide)

QL(8 ea daily);
PA

BRIVIACT SOLN IV 50
MG/5ML

PA

gabapentin CAPS 100
MG

QL(5 ea daily);
MP

BRIVIACT SOLN OR 10
MG/ML

AL(Up to 12 yrs
old); PA

gabapentin CAPS 400

QL(3 ea daily);

BRIVIACT TABS

QL(2 ea daily);
PA

carbamazepine CHEW

QL(8 ea daily);
MP

carbamazepine CP12

QL(5 ea daily);
MP

carbamazepine SUSP

MP

carbamazepine TABS

QL(8 ea daily);
MP

MG MP
gabapentin SOLN 1 QL(75 ml
daily); MP
gabapentin TABS 600 1 |QL(6 ea daily);
MG, 800 MG MP
KEPPRA XR TB24 500 1 | QL(2 ea daily);
MG (Use levetiracetam) MP
KEPPRA XR TB24 750 1 | QL(150 ea per

MG (Use levetiracetam)

30 day(s) retail;
150 ea per 30
days mail); MP

carbamazepine TB12 100
MG, 200 MG

QL(3 ea daily);
MP

carbamazepine TB12 400

QL(4 ea daily);
MP

KEPPRA SOLN OR 100
MG/ML (Use
levetiracetam)

MP

KEPPRA TABS 250 MG

QL(2 ea daily);

MG . (Use levetiracetam) MP
CARBATROL CP12 (Use | 1 |QL(5eadaily);| [« EPPRA TABS 500 MG 1 |QL(4 ea daily);
carbamazepine) MP 750 MG (Use ’ MP
CARBATROL CP12 (Use 1 | QL(5 ea daily); | |levetiracetam)
carbamazepine) MP KEPPRA TABS 1000 MG 1 |QL(3 ea daily);
DIACOMIT CAPS 1 PA (Use levetiracetam) MP
DIACOMIT PACK 1 PA lacosamide SOLN OR 10 1 %Q 2(20)m| tpell_r
ELEPSIA XR TB24 1 |QL(2 ea daily); | IMG/ML ay(s) retalt
AL(At least 12 1200 ml per 30
yrs old); PA _ days mail)
EPIDIOLEX 1 AL(At least 2 | |lacosamide SOLN OR 10 1
yrs old); PA | |[MG/ML

lacosamide TABS

QL(2 ea daily)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
LAMICTAL CHEWABLE 1 |QL(8 ea daily);| ILAMICTAL TABS 100 MG | 1 |QL(2 ea daily);
DISPERSIBLE CHEW 5 AL(Up to 11 yrs| | (Use lamotrigine) MP
MG (Use lamotrigine) old;MP | [ AMICTALTABS25MG | 1 |QL(6 ea daily);
LAMICTAL CHEWABLE 1 | QL(4 ea daily); | | (Use lamotrigine) MP
DISPERSIBLE CHEW 25 ALUp to 11 y1S| 1o otrigine CHEW 25 MG | 1| QL(4 ea daily);
MG (Use lamotrigine) old); MP AL(Up to 11 yrs
LAMICTAL ODT KIT 1 PA _ old); MP_
LAMICTAL ODT KIT (USG 1 PA Iamotr/g/ne CHEW 5 MG 1 P?LL((US et?) C‘ila'lllyz,s
lamotrigine) oIFc)i)' MP y
LAMICTAL ODT TBDP 25 1 QL(3 ea daily); - 1 P’A
MG, 100 MG, 200 MG AL(Up to 11 yrs /amotrl.g/.ne KIT 25 MG : S
(Use lamotrigine) old); MP lamotrigine TABS 100 MG ( ﬁ/laP aily);
LAMICTALODT TBDP 25 | 1 |QL(3 ea daily); o 1 |QL(4 ea dail
MG, 100 MG, 200 MG AL(Up to 11 yrs lamotrigine TABS 150 MG ( o8 )
(Use lamotrigine) old). MP. lamotrigine TABS 25 MG 1 |QL(6 ea daily);
LAMICTAL ODTTBDP 50 | 1 |QL(2 ea daily); MP
MG (Use lamotrigine) AL(UI?:I)tOI\}I; ¥rs| | lamotrigine TABS 200 MG | 1 |QL(9 ﬁ/lapdany),
ola),

LAMICTAL 1 PA lamotrigine TB24 300 MG | 1 |QL(3 ea daily);
STARTER/NOT TAKING MP; PA
CARBAMAZEPINE KIT lamotrigine TB24 25 MG, 1 QL(1 ea daily);
(Use lamotrigine) 50 MG, 100 MG MP; PA
LAMICTAL 1 PA lamotrigine TB24 200 MG, | 1 | QL(2 ea daily);
STARTER/TAKING 250 MG MP; PA
CARBAMAZEPINE/NOT - TN
TAKING VALPROATE KIT lamoliigine R0 25 MG, 1 ELL(S’pet% ‘16}"3,'2;
(Use lamotrigine) ’ old): MP
LAMICTAL 1 PA lamotrigine TBDP 50 MG 1 | QL(2 ea daily);
STARTER/TAKING AL(Up to 11 yrs
VALPROATE KIT (Use old); MP
lamotrigine) LEVETIRACETAM (Use 9
LAMICTAL XR KIT PA levetiracetam in sodium
LAMICTAL XR TB24 200 QL(2 ea daily); | |chloride)
MG, 250 MG (Use MP; PA LEVETIRACETAM (Use 1
lamotrigine) levetiracetam in sodium

1 QL(1 dailv): Chloride)
LAMICTAL XR TB24 25 (1 ea daily); : : :
MG, 50 MG, 100 MG (Use MP; PA levetiracetam in sodium 1
lamotrigine) chloride
LAMICTAL XR TB24 300 1 |QL(3 ea daily);| |[LEVETIRACETAM/SODIU | 1
MG (Use lamotrigine) MP; PA M CHLORIDE
LAMICTAL TABS 150 MG 1 QL(4 ea daily); | |levetiracetam SOLN IV 1
(Use lamotrigine) MP 500 MG/5ML
LAMICTAL TABS 200 MG | 1 levetiracetam SOLN OR 1 MP

(Use lamotrigine)

QL(9 ea daily);
MP

100 MG/ML, 500 MG/5ML

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
levetiracetam TABS 500 1 | QL(4 ea daily); | INEURONTIN SOLN (Use 1 QL(75 ml
MG, 750 MG MP gabapentin) daily); MP
levetiracetam TABS 250 1 NEURONTIN SOLN (Use 9 MP

MG

QL(2 ea daily);
MP

gabapentin)

levetiracetam TABS 1000

QL(3 ea daily);
MP

NEURONTIN TABS (Use

QL(6 ea daily);

MG gabapentin) MP
levetiracetam TB24 500 1 | QL(2 ea daily); | INEURONTIN TABS (Use 1 | QL(6 ea daily);
MG MP gabapentin) MP
levetiracetam TB24 750 1 | QL(150 ea per | | oxcarbazepine SUSP 1 QL (40 ml
MG 30 day(s) retail; daily); MP

450 ea per 90
days mail); MP

LYRICA CAPS 225 MG
(Use pregabalin)

QL(2 ea daily);
MP

oxcarbazepine TABS 150
MG, 300 MG

QL(3 ea daily);
MP

LYRICA CAPS 50 MG, 75
MG, 100 MG, 150 MG
(Use pregabalin)

MP

oxcarbazepine TABS 600

QL(6 ea daily);

LYRICA CAPS 25 MG, 50
MG, 75 MG, 100 MG, 150
MG, 200 MG, 300 MG
(Use pregabalin)

QL(3 ea daily);
MP

LYRICA CAPS 25 MG, 50
MG, 75 MG, 100 MG, 150
MG, 200 MG, 300 MG

QL(3 ea daily);
MP

MG MP
OXTELLAR XR TB24 600 1 | QL(4 ea daily);
MG PA
OXTELLAR XR TB24 150 1 | QL(1 ea daily);
MG, 300 MG PA
pregabalin CAPS 25 MG, 1 | QL(3 ea daily);
50 MG, 75 MG, 100 MG, MP

150 MG, 200 MG, 300
MG

pregabalin CAPS 225 MG

QL(2 ea daily);
MP

(Use pregabalin)

LYRICA SOLN (Use 1 QL (240 ml per

pregabalin) 30 day(s) retail;
240 ml per 30
days mail); MP

pregabalin SOLN

QL(240 ml per
30 day(s) retail;
720 ml per 90
days mail); MP

MOTPOLY XR CP24 150
MG, 200 MG

QL(2 ea daily);
PA

MOTPOLY XR CP24 100
MG

QL(1 ea daily);
PA

primidone 125 MG

QL(100 ea per
33 day(s) retail;
100 ea per 33

MYSOLINE 50 MG (Use
primidone)

QL(4 ea daily)

MYSOLINE 250 MG (Use
primidone)

NEURONTIN CAPS 100
MG (Use gabapentin)

QL(5 ea daily);
MP

days mail); PA
primidone 250 MG 1
primidone 50 MG 1 | QL(4 ea daily)
QUDEXY XR CS24 25 1 QL(1 ea daily);

MG, 50 MG, 100 MG (Use
topiramate)

PA

NEURONTIN CAPS 300
MG (Use gabapentin)

QL(10 ea
daily); MP

QUDEXY XR CS24 150

QL(2 ea daily);

NEURONTIN CAPS 400
MG (Use gabapentin)

QL(3 ea daily);
MP

MG, 200 MG (Use PA
topiramate)
QUDEXY XR CS24 25 1 | QL(1 ea daily);

MG, 50 MG, 100 MG (Use
topiramate)

PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
rufinamide SUSP 1 |QL(2400 ml per| ITRILEPTAL TABS (Use 9 MP
30 day(s) retail;| | oxcarbazepine)
2400 ml per 30| lrp ' EPTAL TABS 150 1 |QL(3 ea daily);
— days mail), PA|\\5"300 MG (Use MP
rufinamide TABS 1 |QL(8 ?De,lb\ daily); oxcarbazepine)
iv)-| ITRILEPTAL TABS 150 1 | QL(3 ea daily);
SPRITAM TB3D 1 QL2 %1 daily); MG, 300 MG (Use MP
TEGRETOL SUSP (Use | 1 MP oxcarbazepine)
carbamazepine) TRILEPTAL TABS 600 1 |QL(6 ea daily);
TEGRETOL TABS (Use | 1 |QL(8 ea daily);||MG (Use oxcarbazepine) MP
carbamazepine) MP TROKENDI XR CP24 25 1 | QL(1 ea daily);
TEGRETOL-XR TB12400| 1 |QL(4 ea daily);| MG, 50 MG, 100 MG (Use PA
MG (Use carbamazepine) MP topiramate) .
TEGRETOL-XR TB12100| 1 |QL(3 ea daily);| | TROKENDIXR CP24 200 | 1 | QL(2 ea daily);
MG, 200 MG (USG MP MG (USG top/ramate) PA
carbamazepine) VIMPAT SOLN IV 200 1
TOPAMAX SPRINKLE 1 |QL(4 ea daily); | MG/20ML (Use
CPSP (Use topiramate) AL(Up to 11 yrs| |lacosamide)
old); MP VIMPAT SOLN OR 10 1 |QL(1200 ml per
TOPAMAX SPRINKLE 1 |QL(4 ea daily); | IMG/ML (Use lacosamide) 30 day(s) retail;
CPSP (Use topiramate) AL(Up to 11 yrs 1200 ml per 30
old); MP days mail)
TOPAMAX TABS 200 MG | 1 |QL(9 ea daily);| |[VIMPAT TABS (Use 1 | QL(2 ea daily)
(Use topiramate) MP lacosamide)
TOPAMAX TABS 25 MG, 1 | QL(3 ea daily); | |ZONEGRAN CAPS 100 1 |QL(8 ea daily);
50 MG, 100 MG (Use MP MG (Use zonisamide) AL(Up to 20 yrs
topiramate) old); MP; PA
topiramate CP24 25 MG, | 1 |QL(1 ea daily);| |ZONEGRAN CAPS 25 MG| 9 MP
50 MG, 100 MG PA (Use zonisamide)

topiramate CP24 200 MG

QL(2 ea daily);
PA

topiramate CPSP

QL(4 ea daily);
AL(Up to 11 yrs
old); MP

topiramate CS24 150 MG,
200 MG

QL(2 ea daily);
PA

topiramate CS24 25 MG,
50 MG, 100 MG

QL(1 ea daily);
PA

topiramate TABS 200 MG

QL(9 ea daily);
MP

topiramate TABS 25 MG,

QL(3 ea daily);
MP

50 MG, 100 MG
TRILEPTAL SUSP (Use 1 QL(40 ml
oxcarbazepine) daily); MP

ZONISADE SUSP

QL(900 ml per
30 day(s) retail;
900 ml per 30
days mail); PA

zonisamide CAPS 100
MG

QL(8 ea daily);
MP

zonisamide CAPS 25 MG,
50 MG

QL(3 ea daily);
MP

ZTALMY

QL(1100 ml per
30 day(s) retail;
1100 ml per 30
days mail);
AL(At least 2

yrs old); PA

Carbamates

felbamate SUSP

1

PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
felbamate SUSP 1 PA DILANTIN (Use 1| QL(6 ea daily);
felbamate TABS 600 MG | 1 PA phenytoin sodium MP
felbamate TABS 400 MG | 1| QL(8 ea daily); | | Xtended) :
PA DILANTIN INFATABS 1 |QL(6 ea daily);
FELBATOL SUSP (Use | 1 PA CHEW (Use phenytoin) MP
felbamate) DILANTIN-125 SUSP 9
FELBATOL TABS 400 MG| 1 |QL(8 ea daily);| |(Use phenytoin)
(Use felbamate) PA DILANTIN-125 SUSP 1 QL(12 m|
FELBATOL TABS 600 MG | 1 PA (Use phenytoin) daily); MP
(Use felbamate) fosphenytoin sodium 1
XCOPRI TABS 50 MG, 1 | QL(1 ea daily); | | phenytoin sodium 1 | QL(2 ea daily);
100 MG PA extended 300 MG MP
XCOPRI TABS 150 MG, 1 | QL(2 ea daily); | | phenytoin sodium 1 | QL(3 ea daily);
200 MG PA extended 200 MG MP
XCOPRI TBPK 1 | QL(28 ea per | |phenytoin sodium 1 | QL(6 ea daily);
28 day(s) retail;| | extended 100 MG MP
dZa?/Se ?ngﬁ; . 2P8A phenytoin sodium SOLN 1
XCOPRI TBPK 1 QL(56 ea ’per phenytoin CHEW 1 QL(6 ea daily);
28 day(s) retail; _ MP
56 ea per 28 | |phenytoin SUSP 1 QL(12 ml
days mail); PA daily); MP
GABA Modulators Succinimides
GABITRIL 2 MG, 4 MG, 12| 1 CELONTIN (Use 1
MG (Use tiagabine hcl) methsuximide) .
GABITRIL 2 MG, 4 MG, 12 1 ethosuximide CAPS 1 QL(6 ea daily)
MG (Use tiagabine hcl) ethosuximide SOLN 1
GABITRIL 16 MG (Use 9 methsuximide 1
tiagabine hcl) ZARONTIN CAPS (Use 1 | QL(6 ea daily)
SABRIL PACK (Use 1 PA ethosuximide)
vigabatrin) ZARONTIN SOLN (Use 1
SABRIL TABS (Use 1 PA ethosuximide)
o batr
v./ga a. rin) Valproic Acid
tiagabine hcl o 24 500 1 TQL(5 ea daily)
- - PA DEPAKOTE ER TB24 5 ea daily);
w_gabatr/.n PACK A MG (Use divalproex MP
vigabatrin TABS sodium)
Hydantoins DEPAKOTEERTB24250| 1 |QL(3 ﬁﬂapdaily);
CEREBYX (Use 1 2”0%,5‘,{;6 divalproex
fosphenytoin sodium) 9 QL T
ea daily);
CEREBYX (Use 5 DEPAKOTE ER TB24 500 ( y)

fosphenytoin sodium)

DILANTIN 30 MG

1

MG (Use divalproex
sodium)

MP

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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AUVELITY

1

Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
DEPAKOTE SPRINKLES | 1 Ql(12ea | |antidepressants - Misc
CSDR (Use divalproex daily); AL(Up to 2 : :
sodium) 11 yrs old); MP| |APLENZIN 1 |QL(1 %?Ada”y);
1 L(9 ea daily); - :
MG (Use Gvaloromn QO o8 92 | [bupropion hel TABS 1| QL(3 ea daily
sodium) bupropion hcl TB12 1 |QL(2 ﬁ/lapdaily);
1 | QL(3 ea daily); , .
,E)A%P%S),\TA%T(BES 125 ( MP ) bupropion hcl TB24 150 1| QL(1 ea daily)
divalproex sodium) MG, 30_0 MG —
divalproex sodium CSDR 1 QL(12ea | |bupropion hcl TB24 450 1 | QL(1 %aA daily);
daily); AL(Up to| |[MG
11 yrs old); MP| | bupropion hcl TB24 150 1
divalproex sodium TB24 1 |QL(3 ea daily);| |MG, 300 MG
250 MG MP | |FORFIVOXLTB24 (Use | 1 |QL(T ea daily);
divalproex sodium TB24 1 | QL(5 ea daily); | | bupropion hcl) PA
500 MG MP | IWELLBUTRIN SR TB12 1 |QL(2 ea dalily);
divalproex sodium TBEC 1 |QL(3 ea daily); | | (Use bupropion hcl) MP
125 MG, 250 MG MP | IWELLBUTRIN SR TB12 1 |QL(2 ea daily);
divalproex sodium TBEC 1 | QL(9 ea daily); | | (Use bupropion hcl) MP
500 MG MP WELLBUTRIN XL TB24 1| QL(1 ea dalily)
valproate sodium SOLN 1 QL(34 ml (Use bupropion hcl)
OR 250 MG/5ML daily): MP__ | \WELLBUTRIN XL TB24 9
valproate sodium SOLN 1 g(l)-g 350 ml tp(_%l_r (Use bupropion hcl)
MG1 /%%ITG/ML’ 500 1358 )r/r(]?)preer ;a3|0 GABA Receptor Modulator - Neuroactive Steroid
_ days mail) | |zURZUVAE 25 MG 1 |QL(2 ea daily);
valproate sodium SOLN 1 AL(At least 18
OR 250 MG/5ML yrs old); PA
ic aci 1 |QL(7 ea daily); | |ZURZUVAE 30 MG 1 1QL(1 ea daily);
valproic acid CAPS ( °a, y) AL(At loast 18
ANTIDEPRESSANTS - Drugs to Treat Depression yrs old), PA
Monoamine Oxidase Inhibitors (MAQOIs
Alpha-2 Receptor Antagonists (Tetracyclics) ( )

. , . EMSAM 3 QL (30 ea per
mirtazapine TABS 1 | QL(1 ea daily) 30 day(s) retail;
mirtazapine TBDP 1 | QL(1 ea daily) 30 ea per 30

days mail); ST

REMERON SOLTAB 9 TARPLAN - A
TBDP (Use mirtazapine) :
TBDP (Use mirtazapine) sulfate)
REMERON TABS 15 MG, | 1 | QL(T ea daily) | |PARNATE (Use o ST
30 MG (Use mirtazapine) tranylcypromine sulfate)
Antidepressant Combinations phenelzine sulfate > ST

P tranylcypromine sulfate 3 ST

QL(2 ea daily);
PA

N-Methyl-D-aspartic acid (NMDA) Receptor

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
Antagonists fluoxetine hcl CAPS 20 1 |QL(4 ea daily);
1 |QL(8 28 MG MP
SPRAVATO 56MG DOSE AL( (s) retail 8 | | fluoxetine hol CPDR 1 |QL(4 ea per 28
y : day(s) retail; 4
ea per 28 days ea per 28 d
mail); AL(At pe,l)_ P:ys
least 18 yrs - 7 matl),
old); PA fluoxetine hcl SOLN
SPRAVATO 84MG DOSE 1 QL(24 ea per | |fluoxetine hcl TABS 10 1 QL (45 ea per
28 day(s) retail;| |MG, 20 MG 30 day(s) retail;
24 ea per 28 45 ea per 30
days mail); days mail); PA
AL (At least 18 | | fluoxetine hcl TABS 60 1 1 QL(1 ea daily);
yrs old); PA | MG PA
Selective Serotonin Reuptake Inhibitors (SSRIs) | [FLUOXETINE 1 | QL(1 %aA daily);
CELEXA TABS 10 MG, 20 | 1 QL(1.5 ea '(*JSE;F;,E,)SX';'%,,?GR,'?[C’,')E TABS
MG (Use citalopram daily); MP

hydrobromide)

CELEXA TABS 40 MG
(Use citalopram

QL(1 ea daily);
AL(Up to 59 yrs

fluvoxamine maleate
CP24

QL(2 ea daily);
PA

fluvoxamine maleate

QL(3 ea daily)

TABS 100 MG
fluvoxamine maleate 1 |QL(100 ea per
TABS 50 MG 50 day(s) retail;

100 ea per 50
days mail)

fluvoxamine maleate
TABS 25 MG

QL(1 ea daily)

hydrobromide) old); MP

CITALOPRAM 1| QL(1 ea daily);

HYDROBROMIDE CAPS AL(Up to 59 yrs
old); PA

citalopram hydrobromide 1

SOLN

citalopram hydrobromide 1 QL(1.5ea

TABS 10 MG, 20 MG daily); MP

citalopram hydrobromide 1 | QL(1 ea daily);

TABS 40 MG AL(Up to 59 yrs
old); MP

LEXAPRO TABS 10 MG
(Use escitalopram
oxalate)

QL(1.5ea
daily); MP

escitalopram oxalate
SOLN

LEXAPRO TABS 5 MG,
20 MG (Use escitalopram
oxalate)

QL(2 ea daily);
MP

escitalopram oxalate
TABS 5 MG, 20 MG

QL(2 ea daily);
MP

paroxetine hcl SUSP

escitalopram oxalate
TABS 10 MG

QL(1.5ea
daily); MP

paroxetine hcl TABS 20

QL(1 ea daily);

escitalopram oxalate
TABS

MG MP
paroxetine hcl TABS 10 1 QL(1.5ea
MG, 40 MG daily); MP

fluoxetine hcl CAPS 40
MG

QL(2 ea daily);
MP

paroxetine hcl TABS 30
MG

QL(2 ea daily);
MP

fluoxetine hcl CAPS 20
MG

paroxetine hcl TB24 12.5

QL(1 ea daily);

fluoxetine hcl CAPS 10
MG

QL(3 ea daily);
MP

MG, 37.5 MG PA
paroxetine hcl TB24 25 1 | QL(2 ea daily);
MG PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug

Requirements/

Drug Name

Drug

Requirements/

Tier [Limits Tier [Limits
PAXILCRTB24 125 MG, | 1 |QL(1eadaily);| [VIBRYD TABS (Use 3 | QL(1 ea daily);
37.5 MG (Use paroxetine PA vilazodone hcl) ST
hcl) vilazodone hcl TABS 3 |QL(1 eadaily);

PAXIL CR TB24 25 MG
(Use paroxetine hcl)

QL(2 ea daily);
PA

ST

PAXIL SUSP (Use
paroxetine hcl)

Serotonin-Norepinephrine Reuptake Inhibitors

(SNRIs)

PAXIL TABS 20 MG (Use

QL(1 ea daily);
MP

CYMBALTA CPEP (Use

QL(2 ea daily);

paroxetine hcl) duloxetine hcl) MP .
PAXIL TABS 10 MG, 40 1 QL(1.5ea ||DESVENLAFAXINE ER 3 | QL(1 ea daily)
MG (Use paroxetine hcl) daily); MP | DESVENLAFAXINE ER 3 | QL(1 ea daily)
PAXIL TABS 30 MG (Use | 1 |QL(2 ea daily);||desvenlafaxine succinate 2 |QL(1 ea daily);
paroxetine hcl) MP [ STd )
PEXEVA 1 |QL(1 ea daily); | | duloxetine hcl CPEP 20 ea daily);
( PA Y) MG, 30 MG, 60 MG MP
PROZAC CAPS 40 MG 1 |QL(2 ea daily);| | duloxetine hcl CPEP 40 1 |QL(1 ea daily);
(Use fluoxetine hcl) MP MG PA
PROZAC CAPS 10 MG 1 |QL(3 eadaily);| [EFFEXORXR CP24 37.5 | 1 |QL(1eadaily)
(Use fluoxetine hcl) MP MG, 75 MG (Use
PROZAC CAPS 20 MG 1 |QL(4 ea daily); | |venlafaxine hcl)
(Use fluoxetine hcl) MP EFFEXOR XR CP24 150 1 |QL(2 ea daily);
sertraline hcl CONC 1 |QL(10 ml daily)| [MG (Use venlafaxine hcl) MP
' 1 |QL(3 ea daily); | |FETZIMA TITRATION 3 | QL(28 ea per
sertraline hcl TABS ( MP y) PACK C4PK 28 day(S) reta";
SERTRALINE 1 |QL(T ea daiy) gl
HYDROCHLORIDE CAPS =
. 3 |QL(1 ea daily);
ZOLOFT CONC (Use T [QL(T0 mi daily)| | =1 4IMA CP24 ( ST Y
sertraline hcl) . PRISTIQ (Use 2 | QL(1 ea daily);
ZOLOFT TABS (Use 1 |QL(3 ea daily);| |desvenlafaxine succinate) ST
sertraline hcl) MP_ | [PRISTIQ 50 MG (Use 9 ST
ZOLOFT TABS (Use 1 |QL(3 ea daily);| | desvenlafaxine succinate)
sertraline hcl) MP VENLAFAXINE 1 |QL(1 ea daily);
Serotonin Modulators BESYLATE ER - e PAd g
refazodone hel 3 ST Av/cleg/afaxme hcl CP24 150 QL( ea dal y);
nefazodone hcl : ST venlafaxine hcl CP24 37.5 | 1 | QL(1 ea daily)
trazodone hcl TABS 50 1 MG, 75 MG
MG, 100 MG, 150 MG - A venlafaxine hcl TABS 1 | QL(3 ea daily)
;\%Odone hcl TABS 300 venlafaxine hcl TB24 37.5 | 1 | QL(1 ea daily)
MG, 75 MG
TRINTELLIX 3

QL(1 ea daily);
ST

venlafaxine hcl TB24 150
MG

QL(2 ea daily)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug
Tier

Requirements/
Limits

Drug Name

Drug
Tier

Requirements/
Limits

venlafaxine hcl TB24 225
MG

QL(1 ea daily);
PA

SYMLINPEN 120 SOPN

QL(10.8 ml per
30 day(s) retail;

ANTIDIABETICS - Drugs to Regulate Blood Sugar

Alpha-Glucosidase Inhibitors

pioglitazone hcl-
glimepiride)

— 11 ml per 30

Tricyclic Agents days mail);
PRI 1 AL(At least 15
am/tr/pty.l/ne hcl TABS . yrs old): PA
amoxapine SYMLINPEN 60 SOPN 1 |QL(6 ml per 30
amoxapine 1 day(s) retail; 6
ANAFRANIL (Use 1 ALY
clom/.pram/.ne hcl) least 15 yrs
clomipramine hcl 1 old); PA
desipramine hcl TABS 1 Antidiabetic Combinations
deSIpramlne hcl TABS 1 ACTOPLUS MET TABS 3 ST
doxepin hcl CAPS 1 850 MG-15 MG (Use
doxepin hcl CONC 1 pioglitazone hcl-metformin
: hcl)
hcl CON 1
f@(ep/n. ol CONC alogliptin-metformin hcl 3 ST
imipramine hcl TABS 1 ——— T
— : 1 alogliptin-pioglitazone 15 3 S
imipramine pamoate MG-25 MG, 30 MG-12.5
imipramine pamoate 1 MG, 30 MG-25 MG, 45
NORPRAMIN TABS 10 1 MG-25 MG
MG, 25 MG (Use alogliptin-pioglitazone 15 3 ST
desipramine hcl) MG-25 MG, 30 MG-12.5
P MG, 30 MG-25 MG, 45

oo s 5
nortnptyine ne dapagliflozin propanediol- | 2 | QL(2 ea daily);
PAMELOR CAPS (Use metformin hcl 1000 MG-5 ST; MP
nortriptyline hcl) MG
protriptyline hcl 1 dapaglifiozin propanediol- | 2 | QL(1 ea daily);
protriptyline hcl 1 metformin hcl 1000 MG- ST; MP
trimipramine maleate 1 10 MG
CAPS DUETACT (Use 3 ST

acarbose 25 MG, 100 MG

QL(6 ea daily);
MP

glipizide-metformin hcl
500 MG-2.5 MG, 500 MG-
5MG

QL(4 ea daily);
MP

glipizide-metformin hcl

QL(8 ea daily);

acarbose 50 MG 1 1QL@3 ﬁﬂapda”y);
miglitol 3 ST
PRECOSE (Use 9 MP
acarbose)

Antidiabetic - Amylin Analogs

250 MG-2.5 MG MP
glyburide-metformin 250 1 |QL(8 ea daily);
MG-1.25 MG MP
glyburide-metformin 500 1 |QL(4 ea daily);
MG-2.5 MG, 500 MG-5 MP

MG

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
GLYXAMBI 1 | QL(1 ea daily) | |OSENI 15 MG-25 MG, 30 | 3 ST
INVOKAMET XR TB24 1 |[QL(1 ea daily); | MG-12.5 MG, 30 MG-25
500 MG-150 MG, 500 MG- PA MG, 45 MG-25 MG (Use
50 MG alogliptin-pioglitazone)
INVOKAMET XR TB24 1| QL(2 ea daily); | | pioglitazone hl- S ST
1000 MG-150 MG, 1000 PA glimepiride
MG-50 MG pioglitazone hcl-metformin | 3 ST
INVOKAMET TABS 1000 | 3 |QL(2 ea daily);| |hcl TABS _
MG-150 MG, 500 MG-50 ST; MP QTERN 1 | QL(1 ePaA daily);
MG
3 |QL(2 ea daily);| | saxagliptin-metformin hcl 2 | QL(1 ea daily);

QAT TS 199 GRME™" | | 000 -5 MG, 500 MG- STNP
MG ’ 5MG
INVOKAMET TABS 1000 3 |QL(1 ea daily); | | saxagliptin-metformin hcl 2 |QL(2 ea daily);
MG-50 MG, 500 MG-150 ST, MP " | [1000 MG-2.5 MG ST, MP
MG SEGLUROMET 1 QL2 eFr,aA daily);
JANUMET XR TB24 1000 | 2 |QL(2 ea daily);
MG-50 MG (ST; MP ) SOLIQUA 100/33 3 300521 5(Sr;1lr gtzr”_
JANUMET XR TB24 1000 | 2 |QL(1 ea daily); 15 r%/l per 30
MG-100 MG, 500 MG-50 ST; MP days mail)
MG | [STEGLUJAN 1 [QL(1 ea daily);
JANUMET TABS 2 |QL(2 ea dalily); PA

ST; MP STEGLUJAN 1 1 QL(1 ea daily);
JENTADUETO XR TB24 2 | QL(1 ea daily); PA

ST; MP. SYNJARDY XR TB24 2 | QL(2 ea daily);
JENTADUETO TABS 2 | QL(2 ea daily);| [1000 MG-10 MG, 1000 ST

ST, MP MG-12.5 MG, 1000 MG-5
KAZANO (Use alogliptin- 3 ST MG
metformin hcl) SYNJARDY XR TB24 2 | QL(1 ea daily);
KAZANO (Use alogliptin- | 3 ST 1000 MG-25 MG ST
metformin hcl) . SYNJARDY TABS 2 | QL(2 ea daily);
KOMBIGLYZE XR 1000 2 | QL(1 ea daily); ST; MP_
MG-5 MG, 500 MG-5 MG ST, MP TRIJARDY XR 1000 MG- 1 | QL(2 ea daily)
(Use saxagliptin- 2.5 MG-12.5 MG, 1000
metformin hcl) MG-2.5 MG-5 MG
KOMBIGLYZE XR 1000 2 | QL(2 eadaily);| ITRIJARDY XR 1000 MG-5| 1 | QL(1 ea daily)
MG-2.5 MG (Use ST; MP MG-10 MG, 1000 MG-5
saxagliptin-metformin hcl) MG-25 MG
OSENI 15 MG-25 MG, 30 | 3 ST XIGDUO XR 1000 MG-10 | 2 |QL(1 ea daily);
MG-12.5 MG, 30 MG-25 MG, 500 MG-10 MG, 500 ST
MG, 45 MG-25 MG (Use MG-5 MG
alogliptin-pioglitazone) XIGDUO XR 1000 MG-2.5| 2 |QL(2 ea daily);

MG, 1000 MG-5 MG

ST; MP

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug

Requirements/

Drug Name

Drug

Requirements/

Tier [Limits Tier |Limits
XULTOPHY 100/3.6 3 | QL(15 ml per | | GVOKE HYPOPEN 2- 1
30 day(s) retail;| |PACK SOAJ
1 ga”y“'s Fr’ﬁ;iﬁo GVOKE KIT SOLN 1
1
Antidiabetic-Antibodies S TS SOSY T
TZIELD 1 AL(Atleast 8 | [KORLYM (Use 1 | QL(28 ea per
yrs old); PA || mifepristone 28 day(s) retail;
Biguanides (hyperglycemia)) 28 ea per 28
. days mail); PA
GLUMETZA TB24 (Use 1| QL@ eadaily);| [ iobristone 1 PA
metformin hcl) PA | (hyperglycemia)
GLUMETZA TB24 (Use 1 |QL(4 ea daily)| [bROGLYCEM (Use 1
metformin hcl) PA diazoxide)
metformin hcl SOLN 1 PA . ZEGALOGUE SOAJ 1
mgformin hcl TABS 500 1 QL5 ﬁﬂapdally); ZEGALOGUE SOSY 1
metformin hcl TABS 850 1 |QL(3 ea daily); | |Dipeptidyl Peptidase-4 (DPP-4) Inhibitors
MG, 1000 MG MP . alogliptin benzoate 3 ST
metformin hcl TABS 625 1 | QL4 ea daily); | [ JANUVIA 25 MG 2 |QL(4 ea daily);
MG PA ST; MP
metformin hcl TB24 500 1 |QL(4 ea daily);| |[JANUVIA 50 MG, 100 MG | 2 |QL(2 ea daily);
MG MP ST; MP
metformin hol TB24 750 | 1| QL(3 ea daily); | [NESINA (Use alogliptin |3 ST
MG MP benzoate) _
. ] L(4 ea dailv):| IONGLYZA 2.5 MG (Use 2 | QL(2 ea daily);
mgtf%?gg Ii\7/lccl; TB24 500 QL( ea da Y% || saxagliptin h ol ST MP
v 2 |QL(1 ea daily);
RIOMET SOLN (Use 9 ONGLYZA 5 MG (Use :
metformin hcl) ( saxagliptin hcl) ST, MP
liptin hcl 2.5 MG 2 |QL(2 ea daily);
Diabetic Other saxagiiptin ne (ST; )
BAQSIMI ONE PACK 1 saxagliptin hcl 5 MG 2 QL(é_ﬁaN?Sily);
POWD :
SITAGLIPTIN 1 PA
BAQSIMI TWO PACK 1 :
PO%VD TRADJENTA 2 QL(; ea Ncljgny);
diazoxide 1 ZITUVIO 1 [QL(1 ea daily);
GLUCAGEN HYPOKIT 1 PA
glucagon (rdna) 1 Dopamine Receptor Agonists - Antidiabetic
GLUCAGON 9 3

EMERGENCY KIT (Use
glucagon (rdna))

CYCLOSET

QL(6 ea daily);
ST

GLUCAGON
EMERGENCY KIT FOR
LOW BLOOD SUGAR

Incretin Mimetic Agents

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
BYDUREON BCISE AUIJ | 3 | QL(3.4 ml per | I AFREZZA POWD 4 UNIT, | 1 |AL(Atleast 18
28 day(s) retail;| [8 UNIT, 12 UNIT yrs old); PA
10 ml per 84
. ‘a—.| |APIDRA SOLOSTAR 11 QL(135 ml per
days T/ﬁ‘;')’ ST; SOPN 90 day(s) retail;
135 ml per 90
BYETTA SOPN 10 2 | QL(7.2 ml per days mail); MP
MCG/0.04ML 907dr?]>|/(sgrrseatoall, APIDRA SOLN 1 [QL(120 ml per
per oy 90 day(s) retail;
days mail); ST; 120 ml per 90
BYETTA SOPN 5 2 QL(3I\é|Fr)nl per e
. , 1 QL(135 ml per
MCG/0.02ML 90 day(s) retail;| | BASACHAR KWIKPEN A
4 mi per 90 y ’
P T 135 ml per 90
days mail); ST; days mail); MP;
MP PA ’ ’
MOUNJARO 1| QL(@ mipet 28] [RASAGLAR TEMPO PEN | 1| QL(T35 ml per
ay(s) retail; 2 | | s 5 90 day(s) retail;
ml per 28 days 135 ml per 90
OZEMPIC SOPN 2 1 QLr?1a II5)’nE;Ar\Jer R oA
. ! 1 QL (45 ml per
MG/1.5ML 28 day(s) retail; E'S‘Fs,,f} FLEXTOUCH 30 dg (s) ré’tau-
2 mi per 28 y !
per 2o 45 ml per 30
days n;«;"), ST; days mail); PA
1 QL (45 ml per
OZEMPIC SOPN T [QL(3 mi per 28 FIASP PENFILL SOCT - d(ay(s) rgta";
day(s) retail; 3 45 ml per 30
ml p_le)r %@rdg}&s days mail); PA
maill), ;
O 1, T 1 QL (45 ml per
RYBELSUS TABS 3 [QL(1 ca daily) FIASP PUMPCART SOCT - d(a o gta";
ST; PA 45 ml per 30
TRULICITY 2 |QL(6 ml per 84 days mail); PA
d?y(s) ritall, 6| [FIASP SOLN 1 | QL(40 ml per
ml per 84 days 30 day(s) retail;
mail); ST; MP 40 ml per 30
VICTOZA 2 QL(0.2 ml days mail); PA
daily), ST. MP | [t} 5MALOG JUNIOR 1 [ QL(135 ml per
Insulin KWIKPEN SOPN 90 day(s) retail;

ADMELOG SOLOSTAR
SOPN

QL(135 ml per
90 day(s) retail;
135 ml per 90
days mail); MP;
PA

135 ml per 90
days mail); MP

ADMELOG SOLN 1J

QL(120 ml per
90 day(s) retail;
120 ml per 90
days mail); MP;
PA

HUMALOG KWIKPEN
SOPN 100 UNIT/ML

QL(135 ml per
90 day(s) retail;
135 ml per 90
days mail); MP

HUMALOG KWIKPEN
SOPN 200 UNIT/ML

QL(24 ml per
30 day(s) retail;
24 ml per 30
days mail); PA

AFREZZA POWD 4 UNIT,
8 UNIT, 12 UNIT

AL(At least 18
yrs old); PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
HUMALOG MIX 50/50 1 | QL(135 ml per | [HUMULIN R SOLN 1J 1 MP

KWIKPEN SUPN

90 day(s) retail;
135 ml per 90
days mail); MP

HUMALOG MIX 50/50
SUSP

QL(120 ml per
90 day(s) retail;
120 ml per 90
days mail); MP

INSULIN ASPART
FLEXPEN SOPN

QL(135 ml per
90 day(s) retail;
135 ml per 90
days mail); MP

HUMALOG MIX 75/25
KWIKPEN SUPN

QL(135 ml per
90 day(s) retail;
135 ml per 90
days mail); MP

INSULIN ASPART
PENFILL SOCT

QL(135 ml per
90 day(s) retail;
135 ml per 90
days mail); MP

HUMALOG MIX 75/25
SUSP

QL(120 ml per
90 day(s) retail;
120 ml per 90
days mail); MP

INSULIN ASPART
PROTAMINE/INSULIN
ASPART FLEXPEN SUPN

QL(135 ml per
90 day(s) retail;
135 ml per 90
days mail); MP

HUMALOG TEMPO PEN
SOPN

QL(135 ml per
90 day(s) retail;

INSULIN ASPART
PROTAMINE/INSULIN
ASPART SUSP

QL(120 ml per
90 day(s) retail;
120 ml per 90
days mail); MP

INSULIN ASPART SOLN

QL(120 ml per

135 ml per 90 90 day(s) retail;
days mail);, MP | | 120 r¥1(l ;:)>er 90’
HUMALOG SOCT 1| QL(135 ml per days mail); MP
90 day(s) retall] INSULIN DEGLUDEC 1 | QL(45 ml per
q Pl). vp | [FLEXTOUCH SOPN 100 30 day(s) retail;
ays maill); UNIT/ML 45 ml per 30
HUMALOG SOLN 1J 1 MP days mail); PA
HUMULIN 70/30 1 | QL(135 ml per | |INSULIN DEGLUDEC 1 | QL(27 ml per
KWIKPEN SUPN 90 day(s) retail;| [FLEXTOUCH SOPN 200 30 day(s) retail;
135 ml per 90 | [UNIT/ML 27 ml per 30
days mail); MP days mail); PA
HUMULIN 70/30 SUSP 1 | QL(120 ml per | |INSULIN DEGLUDEC 1 | QL(40 ml per
90 day(s) retail;| |[SOLN 30 day(s) retail;
120 ml per 90 40 ml per 30
days mail); MP days mail); PA

HUMULIN N KWIKPEN
SUPN

QL(135 ml per
90 day(s) retail;

INSULIN GLARGINE MAX
SOLOSTAR SOPN

QL(13.5 ml per
30 day(s) retail;

135 ml per 90 14 ml per 30
days mail); MP days mail); PA
HUMULIN N SUSP 1 [ QL(120 ml per | [INSULIN GLARGINE 1 PA

90 day(s) retail;

SOLOSTAR SOPN 300
UNIT/ML

INSULIN GLARGINE
SOLOSTAR SOPN 100
UNIT/ML

QL(135 ml per
90 day(s) retail;
135 ml per 90
days mail); MP

120 ml per 90
days mail); MP

HUMULIN R U-500 1 QL (40 ml per
(CONCENTRATED) 30 day(s) retail;

SOLN SC 40 ml per 30
days mail); PA

HUMULIN R U-500 1 QL(12 ml per
KWIKPEN SOPN SC 30 day(s) retail;

12 ml per 30

days mail)

INSULIN GLARGINE
SOLN

QL(120 ml per
90 day(s) retail;
120 ml per 90
days mail); MP;
PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits

INSULIN GLARGINE- 1 PA LYUMJEV KWIKPEN 1 | QL(24 ml per

YFGN SOLN SOPN 200 UNIT/ML 3% fayl(S) re;gll;

INSULIN GLARGINE- 1 PA m' per

YFGN SOPN days mail); PA

INSULIN LISPRO JUNIOR
KWIKPEN SOPN

QL(135 ml per
90 day(s) retail;
135 ml per 90
days mail); MP

LYUMJEV TEMPO PEN
SOPN

QL(135 ml per
90 day(s) retail;
135 ml per 90
days mail); PA

INSULIN LISPRO
KWIKPEN SOPN

QL(135 ml per
90 day(s) retail;
135 ml per 90
days mail); MP;
PA

LYUMJEV SOLN

QL(120 ml per
90 day(s) retail;
120 ml per 90
days mail); PA

INSULIN LISPRO
PROTAMINE/INSULIN
LISPRO KWIKPEN SUPN

QL(135 ml per
90 day(s) retail;
135 ml per 90
days mail); MP

NOVOLIN 70/30
FLEXPEN RELION SUPN

QL(135 ml per
90 day(s) retail;
135 ml per 90
days mail); MP

INSULIN LISPRO SOLN 1J

QL(120 ml per
90 day(s) retail;
120 ml per 90
days mail); MP;
PA

NOVOLIN 70/30
FLEXPEN SUPN

QL (135 ml per
90 day(s) retail;
135 ml per 90
days mail); MP

LANTUS SOLOSTAR
SOPN

QL(135 ml per
90 day(s) retail;
135 ml per 90
days mail); MP

NOVOLIN 70/30 RELION
SUSP

QL(120 ml per
90 day(s) retail;
120 ml per 90
days mail); MP

LANTUS SOLN

QL(120 ml per
90 day(s) retail;
120 ml per 90
days mail); MP

NOVOLIN 70/30 SUSP

QL(120 ml per
90 day(s) retail;
120 ml per 90
days mail); MP

LEVEMIR FLEXPEN
SOPN

QL(135 ml per
90 day(s) retail;
135 ml per 90
days mail); MP

NOVOLIN N FLEXPEN
RELION SUPN

QL(135 ml per
90 day(s) retail;
135 ml per 90
days mail); MP

LEVEMIR FLEXTOUCH
SOPN

QL(135 ml per
90 day(s) retail;
135 ml per 90
days mail); MP

NOVOLIN N FLEXPEN
SUPN

QL(135 ml per
90 day(s) retail;
135 ml per 90
days mail); MP

LEVEMIR SOLN

QL(120 ml per
90 day(s) retail;
120 ml per 90
days mail); MP

NOVOLIN N RELION
SUSP

QL(120 ml per
90 day(s) retail;
120 ml per 90
days mail); MP

LYUMJEV KWIKPEN
SOPN 100 UNIT/ML

QL(135 ml per
90 day(s) retail;
135 ml per 90
days mail); PA

NOVOLIN N SUSP

QL(120 ml per
90 day(s) retail;
120 ml per 90
days mail); MP

NOVOLIN R FLEXPEN
RELION SOPN IJ

QL(45 ml per
30 day(s) retail;
45 ml per 30
days mail)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
NOVOLIN R FLEXPEN 1 | QL(45 mlper | REZVOGLAR KWIKPEN 1 | QL(45 ml per
SOPN IJ 30 day(s) retail; 30 day(s) retail;
45 ml per 30 45 ml per 30
days mail) days mail); PA
NOVOLIN R RELION 1 [QL(120 ml per | [SEMGLEE SOLN 1 PA
SOLN'IJ 9102%6‘%('%?55" SEMGLEE SOPN 1 PA
days mail); MP| [ TOUJEO MAX 1 QL(13.5 ml per
NOVOLIN R SOLN IJ 1 | QL(120 ml per | [SOLOSTAR SOPN 30 day(s) retail;
90 day(s) retail; 14 ml per 30
120 ml per 90 days mail); PA
days mail); MP| [ TOUJEO SOLOSTAR 1 |QL(13.5 ml per
NOVOLOG FLEXPEN 1 | QL(135 ml per | |[SOPN 3(1)2%(2)8?3’%“;
90 day(s) retail; ;
RELION SOPN 135 r}r/1(l 3er 90 days mail); PA
days mail); MP | |TRESIBA FLEXTOUCH 1 QL(27 ml per
NOVOLOG FLEXPEN 1 | QL(135 ml per | |[SOPN 200 UNIT/ML 30 day(s) retail;
SOPN 90 day(s) retail; 27 ml per 30
135 ml per 90 days mail); PA
days mail); MP | |TRESIBA FLEXTOUCH 1 QL (45 ml per
NOVOLOG MIX 70/30 1 | QL(135 ml per | [SOPN 100 UNIT/ML 30 day(s) retail;
PREFILLED FLEXPEN 90 day(s) retail; 45 ml pc_ar_30
RELION SUPN 135 ml per 90 days mail); PA
days mail); MP| |TRESIBA SOLN 1 QL (40 ml per
NOVOLOG MIX 70/30 1 | QL(135 ml per 30 day(s) retail;
PREFILLED FLEXPEN 90 day(s) retail; 40 ml per 30
SUPN 135 ml per 90 days mail); PA
1 %86/81 ;noall)i MP| |Insulin Sensitizing Agents
ml per .
RELION SUSP. 0 50 dma(s) s [ACTOS 30 MG, 45 MG | 1 |QL(1 ea daily);
120 ml per 90 (Use pioglitazone hcl) MP
days mail); MP| [ACTOS 15 MG (Use 1 |QL(3 ea daily);
NOVOLOG MIX 70/30 1 9%%12? ;nl Lt)e{ pioglitazone hcl) MP
SUSP ay(s) retail;| [ ..~ 1 L iv):
120 ml per 90 pioglitazone hcl 15 MG QL(3 ﬁAanal y);
days mail); MP| - 1 QL Jaivy:
NOVOLOG PENFILL 1 |QL(135 ml per Zg’g,{/’,’gzone hcl 30 MG, ( ea dal y);
SOCT 90 day(s) retail;
d135 ml QSFI\QA(I)D Meglitinide Analogues
ays mail); — __
NOVOLOG RELION 1 [QL(120 ml per | |nateglinide 2 QL(g f_a Ncliglly),
90d tail; , I
SOLNIJ 1 zoa%ﬁsgerfg% repaglinide 1 | QL(8 ea daily);
days mail); MP MP

NOVOLOG SOLN 1IJ

QL(120 ml per
90 day(s) retail;
120 ml per 90

days mail); MP

Sodium-Glucose Co-Transporter 2 (SGLT2)

Inhibitors

dapagliflozin propanediol

1

QL(1 ea daily)

FARXIGA

1

QL(1 ea daily)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug
Tier

Requirements/
Limits

Drug Name

Drug
Tier

Requirements/
Limits

INVOKANA 300 MG

QL(2 ea daily);
ST

INVOKANA 100 MG 3 |QL(1 esql_daily);

JARDIANCE 25 MG 1 QL(1 ea daily)

JARDIANCE 10 MG 1 QL(2 ea daily)

STEGLATRO 1 | QL(1 ea daily);
PA

Sulfonylureas

AMARYL (Use 9 MP

glimepiride)

glimepiride 4 MG 1 QL(2 ﬁ/lapdaily);

glimepiride 1 MG

QL(8 ea daily);
MP

glimepiride 2 MG

QL(4 ea daily);
MP

glipizide TABS 5 MG

QL(8 ea daily);
MP

glipizide TABS 2.5 MG

QL(1 ea daily);
PA

glipizide TABS 10 MG

QL(4 ea daily);
MP

glipizide TB24 5 MG

QL(4 ea daily);
MP

glipizide TB24 10 MG

QL(2 ea daily);
MP

glipizide TB24 2.5 MG

QL(8 ea daily);
MP

GLUCOTROL XL TB24 5
MG (Use glipizide)

QL(4 ea daily);
MP

GLUCOTROL XL TB24 10
MG (Use glipizide)

QL(2 ea daily);
MP

GLUCOTROL XL TB24
2.5 MG (Use glipizide)

QL (8 ea daily);
MP

glyburide micronized 6
MG

QL(2 ea daily);
MP

glyburide micronized 1.5
MG

QL(8 ea daily);
MP

glyburide micronized 3
MG

QL(4 ea daily);
MP

glyburide TABS 1.25 MG,
25 MG

QL(8 ea daily);
MP

glyburide TABS 5 MG

QL(4 ea daily);
MP

GLYNASE 3 MG (Use
glyburide micronized)

1

QL(4 ea daily);
MP

GLYNASE 6 MG (Use

1

QL(2 ea daily);

Antiperistaltic Agents

glyburide micronized) MP
GLYNASE 1.5 MG (Use 1 | QL(8 ea daily);
glyburide micronized) MP

ANTIDIARRHEAL/PROBIOTIC AGENTS - Drugs
to Treat Diarrhea

diphenoxylate w/ atropine
LIQD

QL (400 ml per

12 day(s) retail;

400 ml per 12
days mail)

diphenoxylate w/ atropine
TABS

QL(80 ea per
12 day(s) retail;
80 ea per 12
days mail)

IMODIUM A-D CAPS
(Use loperamide hcl)

RX/OTC

LOMOTIL TABS (Use
diphenoxylate w/ atropine)

QL(80 ea per
12 day(s) retail;

80 ea per 12
days mail)
loperamide hcl CAPS 1 | QL(8 ea daily);
RX/OTC
MOTOFEN 1 QL(16 ea per

fill retail); AL(At
least 3 yrs old);
PA

opium tincture

Antidotes - Chelating Agents

1

ANTIDOTES AND SPECIFIC ANTAGONISTS

CHEMET 1
deferasirox PACK 1 PA
deferasirox TABS 1 AL(At least 3
yrs old); PA
deferasirox TBSO 1 AL(At least 3
yrs old)
deferasirox TBSO 1 AL(At least 3
yrs old)
deferiprone TABS 1 PA
deferiprone TABS 1 PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
EXJADE TBSO (Use 1 AL(At least 3 | | naloxone hcl SOLN 0.4 1
deferasirox) yrs old) MG/ML, 4 MG/10ML
EXJADE TBSO (Use 1 | AL(Atleast 3 | |naloxone hcl SOSY 1 |QL(4 ml per 30
deferasirox) yrs old) day(s) retail; 4
FERRIPROX TWICE-A- 1 PA i per o d2Ys
DAY TABS naltrexone hcl 1
PA

FERRIPROX SOLN NARCAN LIQD (Use 1 |QL(2 ea per 30
FERRIPROX TABS (Use PA naloxone hcl) day(s) retail; 2
deferiprone) ea per 30 days
JADENU SPRINKLE 9 mail); RX/OTC
PACK (Use deferasirox) OPVEE NA 1 |QL(2 ea per 30
JADENU SPRINKLE 1 PA gg’ggr) g%tf,';yzs
PACK (Use deferasirox) mail): AL(At
JADENU TABS (Use 1 | AL(Atleast 3 least 12 yrs
deferasirox) yrs old); PA old)
Antidotes and Specific Antagonists VIVITROL L

ZIMHI SOSY 1 [QL(1 ml per 30

ACETADOTE SOLN (Use
acetylcysteine (antidote))

1

acetylicysteine (antidote)
SOLN

1

BRIDION

1

day(s) retail; 1
ml per 30 days
mail

ANTIEMETICS - Drugs to Treat Nausea and

\omiting
5-HT3 Receptor Antagonists

ANZEMET TABS 50 MG

QL(10 ea per
fill retail); PA

granisetron hcl SOLN IV 1
MG/ML, 4 MG/4ML

PA

granisetron hcl SOLN IV 1
MG/ML

granisetron hcl TABS

QL(20 ea per
10 day(s) retail;

deferoxamine mesylate 1

DESFERAL 500 MG (Use | 9

deferoxamine mesylate)

DESFERAL 500 MG (Use 1

deferoxamine mesylate)

fomepizole 1.5 GM/1.5ML 1

Benzodiazepine Antagonists

flumazenil | 1

Opioid Antagonists

KLOXXADO LIQD 1 |QL(2 ea per 30
day(s) retail; 2
ea per 30 days

mail)

naloxone hcl LIQD 1 |QL(2 ea per 30
day(s) retail; 2
ea per 30 days
mail); RX/OTC

naloxone hcl SOCT 1

naloxone hcl SOLN 0.4 1

MG/ML, 4 MG/10ML

20 ea per 10
days mail); PA
ondansetron hcl SOLN 1
OR 4 MG/5ML
ondansetron hcl SOLN 1 QL(50 ml per
OR 4 MG/5ML 10 day(s) retail;
50 ml per 10
days mail)
ondansetron hcl SOSY 1
ondansetron hcl TABS 4 1 QL (30 ea per
MG, 8 MG 10 day(s) retail;
30 ea per 10
days mail)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
ondansetron TBDP 1 | QL(30 ea per | IAKYNZEO SOLR 1 | QL(1 ea per 7
10 day(s) retail; day(s) retail; 1
30 ea per 10 ea per 7 days
days mail) mail); PA
palonosetron hcl SOLN 1 BONJESTA TBCR 1 %\t(i tela d6}[i|1yc));
eas
palonosetron hcl SOSY 1 PA yrs(ol d- Up to
PALONOSETRON 50 yrs old); PA
HYDROCHLORIDE SOLN DICLEGIS TBEC (Use 1 | QL(4 ea daily);
SANCUSO PTCH 1 |QL(1 ea per 20| |doxylamine-pyridoxine) AL(At least 10
day(s) retail; 1 yrs old - Up to
ea per 20 days 50 yrs old)
mail), PA | |doxylamine-pyridoxine 1 |QL(4 ea daily);
SUSTOL PRSY 1 PA TBEC AL(At least 10
yrs old - Up to
Antiemetics - Anticholinergic 50 yrs old); PA
ANTIVERT TABS 50 MG 9 dronabinol CAPS 1 QL(2 %?A\da"y);
(Use meclizine hcl) 1 MARINOL CAPS 25 MG | 1 |QL(2 ea daily);
[S)gf_llz\lN HYDRINATE (Use dronabinol) PA
1 |AL(Up to 20 yrs
meclizine hcl TABS 12.5 1 RX/OTC SYNDROS SOLN (o%); PA Y
MG, 25 MG "
scopolamine 1 QL(10 ea per Substan.ce P/Neurokinin 1 (NK1) Receptor
30 day(s) retail;| [Antagonists
N Per’ | [APONVIE EMUL 1 PA
TIGAN SOLN 1 aprepitant CAPS 1 [QL(1 ?3?0\ daily);
TRANSDERM-SCOP 9 ; 1 QL(1 ea daily):
(Use scopolamine) aprepitant MISC ( 2, )
TRANSDEI?M—SCOP 1 385(10( e)a pterl CINVANTI EMUL 1 PA
] ay(s) retail;
(Use scopolamine) 10 e)ai\ ser 30 | [EMEND (Use 1 PA
days mail) | |fosaprepitant
trimethobenzamide hcl 1 dimeglumine)
CAPS EMEND (Use 9
. ; fosaprepitant
tCr//Z"lgéhobenzam/de hcl 1 dimeglumine)

: : : EMEND TRIPACK CAPS 1 |QL(1 ea daily);
Antiemetics - Miscellaneous (Use aprepitant) PA
AKYNZEO 1 | QL(1 eaper7 | [EMEND CAPS 80 MG 1 1 QL(1 ea daily);

day(s) retail; 1 | | (Use aprepitant) PA
ea per 7 days | |[EMEND SUSR 1 [QL(1 ea daily);
mail); AL(Up to 6 yrs
AKYNZEO SOLN 1 PA old); PA
fosaprepitant dimeglumine | 1 PA

8 lahoma Complete Health
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ANTIFUNGALS - Drugs to Treat Fungal Infections

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.




Drug Name

Drug
Tier

Requirements/
Limits

Drug Name

Drug
Tier

Requirements/
Limits

Antifungal - Glucan Synthesis Inhibitors

BREXAFEMME

1

QL(4 ea per fill
retail); AL(At
least 10 yrs

old); PA

CANCIDAS (Use
caspofungin acetate)

CRESEMBA CAPS 74.5
MG

QL(140 ea per
28 day(s) retail;
140 ea per 28
days mail);
AL(At least 18
yrs old); PA

CRESEMBA CAPS 186
MG

QL(68 ea per
30 day(s) retail;

caspofungin acetate 1 6(?3?/2 Pnear":;’p
CASPOFUNGIN 1 AL(At least 18
ACETATE yrs old); PA
ERAXIS 1 CRESEMBA SOLR 1 | AL(At Ie?dS)t 18
MICAFUNGIN 1 yrs o
.C J .G - DIFLUCAN SUSR (Use 1
micafungin sodium 1 fluconazole)
MYCAMINE (Use L DIFLUCAN TABS 50 MG | 9
micafungin sodium) (Use fluconazole)
REZZAYO ‘ ALr(ﬁgl'g)?sFt, A8 | [DIFLUCAN TABS 100 1
Y ’ MG, 200 MG (Use
Antifungals fluconazole)
ABELCET 1 DIFLUCAN TABS 150 MG | 9 |QL(7 eta _?er fill
retai
AMBISOME (Use 1 (Use ﬂucona;o/e) ! : )
amphotericin b liposome) fluconazole in nacl 0.9 %-
hotericin b [V 7 200 MG/100ML, 0.9 %-
amphotericin b 400 MG/200ML
amphotericin b liposome 1 FLUCONAZOLE/SODIUM 1
ANCOBON (Use 1 PA CHLORIDE
ﬂucytOS{ne) 1 ok fluconazole SUSR 1
flucytosine fluconazole TABS 50 MG, | 1
griseofulvin microsize 1 100 MG, 200 MG
SUSP fluconazole TABS 150 1 |QL(7 ea per fill
griseofulvin microsize 1 MG retail)
S‘.JSP _ itraconazole CAPS 1
%I\S;gf ulvin microsize L itraconazole SOLN 1
: ; —— ] ketoconazole 1 | AL(At least 3
griseofulvin ultramicrosize yrs old); PA
nystatin TABS 1 MICONAZOLE 1
terbinafine hcl TABS 1 NOXAFIL PACK 1 PA
Imidazole-Related Antifungals NOXAFIL SOLN (Use 1
posaconazole)
NOXAFIL SUSP (Use 1 PA
posaconazole)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
NOXAFIL TBEC (Use 1 cetirizine hcl SOLN OR 1 |AL(Up to 20 yrs
posaconazole) 1 gll_d()1 RXGO'_Il'C;
cetirizine hcl TABS ea daily);
posaconazole SOLN 1 AL(Up to 20 yrs
posaconazole SUSP 1 PA old)
posaconazole TBEC 1 cetirizine hcl TABS 10 MG | 1
SPORANOX PULSEPAK | 9 CLARINEX TABS (Use 9 | QL(1 ea daily)
CAPS (Use itraconazole) desloratadine)
SPORANOX CAPS (Use 1 CLARINEX TABS (Use 1 | QL(1 ea daily);
itraconazole) desloratadine) PA
SPORANOX SOLN (Use 1 CLARITIN ALLERGY 9
itraconazole) CHILDRENS SOLN (Use
TOLSURA CAPS 1 |QL(4 ea daily); | |/oratadine)
PA CLARITIN REDITABS 9
VFEND SUSR (Use 1 JUNIORS TBDP (Use
voriconazole) loratadine)
VFEND TABS (Use 1 CLARITIN REDITABS 9
voriconazole) TBDP 10 MG (Use
VIVJOA 1 QL(18 ea per | |loratadine)
84 day(s) retail;| |CLARITIN SOLN (Use 9
1 é3 ea per.|?4 loratadine)
ays mail); 9
AL(At least 18 %QSC',E';‘)TABS (Use
yrs old); PA i
voriconazole SUSR 1 desloratadine TABS 1 | QL(1 Ie:’?é\ daily);
voriconazole TABS L desloratadine TBDP 1 |QL(1 ea daily);
ANTIHISTAMINES - Drugs to Treat Allergies AL(At least 6
yrs old - Up to
Antihistamines - Ethanolamines 11 yrs old); PA
; : levocetirizine 2 [ QL(150 ml per
carbinoxamine maleate |1 dihydrochioride SOLN 30 day(s) retail,
SOLN 150 mi per 30
carbinoxamine maleate 1 /AL(Up to 20 yrs days mail);
TABS 4 MG old); PA AL(Up to 6 yrs
. 1 PA O|d); ST;
g/\e/llggst/ne fumarate RX/OTC
clemastine fumarate 1 PA levocetirizine 2 ELL(J eta %%"y);
' ' (o] rs
TABS 2.68 MG dihydrochloride TABS (olg); ST y
diphenhydramine hcl 1 RX/OTC
SOLN 50 MG/ML loratadine SOLN 1 AL(Up tlg)ZO yrs
diphenhydramine hcl 1 o
SgLN 5}6 MG/ML loratadine SOLN 1 |AL(Up Eg)ZO yrs
0
Antihistamines - Non-Sedating loratadine TABS 1 QL(1 ea daily);
cetirizine hcl SOLN OR 1 [AL(Up to 20 yrs PLP 10 20 yrs
old); RX/OTC

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Antihistamines - Piperidines

cyproheptadine hcl SYRP

1

cyproheptadine hcl SYRP

1

cyproheptadine hcl TABS

Inhibitors

1

ANTIHYPERLIPIDEMICS - Drugs to Treat High
Cholesterol

Adenosine Triphosphate-Citrate Lyase (ACL)

NEXLETOL

QL(1 ea daily);
PA

Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
loratadine TABS 1 AL(Upo’?g)ZO YIS| | Angiopoietin-like Protein Inhibitors
loratadine TABS 1 |AL(Up to 20 yrs| [EVKEEZA 1 AL(At least 5
old) yrs old); PA
loratadine TBDP 10 MG 1 AQLL((Jpet% %%ilyz:s Antihyperlipidemics - Combinations
old) Y | ezetimibe-simvastatin 1 QL Ie:’i\ daily);
XYZAL ALLERGY 24HR 9 ST; RX/OTC -
CHILDRENS SOLN (Use NEXLIZET 1 1QL(1 ea daily);
levocetirizine 1 QLA PAd iv):
dihydrochloride) VYTORIN (Use ( ?D?A\ aily);
XYZAL ALLERGY 24HR 9 ST. RX/IOTC ezetimibe-simvastatin)
TABS (Use levocetirizine Antihyperlipidemics - Misc.
dihydrochloride ;
ZYéTEC ALLEI)?GY TABS| 9 icosapent ethyl 0.5 GM 1 PA
(Use cetirizine hel) icosapent ethyl 1 GM 1 QL4 |e:>?q daily);
ZYRTEC CHILDRENS 9 RX/OTC LOVAZA (Use ome 1 |QL(4 ea daily);
_ ga-3- (4 ea daily);
?LIJ.Is_EcReGﬁ\rGZIS'n%LhI\:: /?R acid ethyl esters) MP
omega-3-acid ethyl esters | 1 | QL(4 ea daily);
Antihistamines - Phenothiazines MP
(Use promethazine hcl) icosapent ethyl) —
PHENERGAN SOLN LJ 9 VASCEPA 1 GM (Use T QL@ e, daily);
(Use promethazine hcl) icosapent ethyl)
promethazine hel SOLN 1 Bile Acid Sequestrants
OR 6.25 MG/5ML cholestyramine light 1 | QL(2 ea daily)
promethazine hcl SOLN IJ | 1 PACK
25 MG/ML, 50 MG/ML _ cholestyramine light 1
promethazine hcl SUPP 1 | QL(4 eadaily) | | POWD
promethazine hcl SUPP 1 | QL(4 ea daily) | | cholestyramine PACK QL(2 ea daily)
promethazine hcl TABS cholestyramine POWD
colesevelam hcl PACK PA

colesevelam hcl TABS

COLESTID FLAVORED
GRAN (Use colestipol hcl)

COLESTID FLAVORED
PACK (Use colestipol hcl)

COLESTID GRAN (Use
colestipol hcl)

COLESTID PACK (Use
colestipol hcl)

COLESTID TABS (Use

colestipol hcl)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
colestipol hcl GRAN 1 LOPID TABS (Use 1| QL(Z ea daily)
colestipol hcl PACK 1 gemfibrozil)
colestipol hcl TABS 1 TRICOR TABS (Use 1
QUESTRAN LIGHT 1 fenofibrate) .
POWD (Use TRILIPIX 45 MG (Use 1| QL(Z ea daily)
cholestyramine light) choline fenofibrate)
QUESTRAN PACK (Use 9 TRILIPIX 135 MG (Use 2 ST
cholestyramine) choline fenofibrate)
QUESTRAN PACK (Use 1 QL(2 ea daily) | [HMG CoA Reductase Inhibitors
cholestyramine) ALTOPREV TB24 20 MG, | 1 PA
QUESTRAN POWD (Use | 1 40 MG, 60 MG
cholestyramine) ALTOPREV TB24 20 MG, | 1 PA
WELCHOL PACK (Use 9 40 MG, 60 MG
colesevelam hcl) ATORVALIQ SUSP 1| QL(300 ml per
WELCHOL PACK (Use 1 PA 30 day(s) retail;
colesevelam hcl) 300 ml per 30
WELCHOL TABS (Use 1 : , days mail); PA
colesevelam hcl) atorvastatin calcium TABS| 1 | QL(2 ea daily)
—— —— 10 MG, 20 MG, 40 MG

Fibric Acid Derivatives atorvastatin calcium TABS | 1 | QL(1 ea daily);
ANTARA 30 MG 2 ST 80 MG MP
choline fenofibrate 45 MG | 1 | QL(2 ea daily) | |[CRESTOR TABS 40 MG 9 | QL(1 ea daily);
choline fenofibrate 135 2 ST (Use rosuvastatin MP
MG calcium) .

. — ] CRESTOR TABS 5 MG, 11 QL(1 ea daily);
z?,réoﬂgjtﬁ/l g/cron/zed 67 10 MG, 20 MG (Use NP

L - - 5 ST rosuvastatin calcium)

fenofibrate micronized 50 EZALLOR SPRINKLE 1| QL(T ea daily);
MG, 200 MG CPSP
fenofibrate CAPS 2 ST fluvastatin sodium CAPS 1 PA
fenofibrate CAPS 2 ST fluvastatin sodium TB24 1 PA

. 2 ST LESCOL XL TB24 (Use 1 PA
1;e2n00 ZI/l,)Cr;ate TABS 40 MG, fluvastatin sodium)

. ] LIPITOR TABS 80 MG 1 |QL(1 ea daily);
@nﬁgr‘%ﬁgﬁ%‘g 14 680%% (Use atorvastatin calcium) MP

5 ST LIPITOR TABS 20 MG, 40 | 9 |QL(2 ea daily);
I;eigz(‘/?b%_;eD)E TABS (Use MG (Use atorvastatin MP
. calcium)

ibrozi 1 L(2 ea dail :
gemfibrozil TABS QL(zeadaly) ||| \piTOR TABS 10MG, 20| 1 | QL(2 ea daily)
LIPOFEN CAPS (Use 2 ST MG, 40 MG (Use MP
fenofibrate) atorvastatin calcium)
LIPOFEN CAPS (Use 9 ST
fenofibrate)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug

Requirements/

Drug Name

Drug

Requirements/

Tier [Limits Tier |Limits
LIPITOR TABS 10 MG, 80| 9 niacin (antihyperlipidemic) | 1 | QL(3 ea daily);
MG (Use atorvastatin TBCR 500 MG MP
calcium) niacin (antihyperlipidemic) | 1 | QL(2 ea daily);
LIVALO (Use pitavastatin | 1 PA TBCR 750 MG, 1000 MG MP
calcium) ___|[NIASPAN TBCR (Use 9 MP
lovastatin TABS 1| QL(2 ea daily); | | niacin
_ _ _ : MK (antihyperlipidemic))
P /tavastat./n calcf'/um —— |Proprotein Convertase Subtilisin/Kexin Type 9
pravastatin sodium 80 MG | 1 |QL(1 ea daily); o
MP Inhibitors
pravastatin sodium 20 1 |QL(2 ea daily);| [ EqviO 1 [ QL(1.5 ml per
MG, 40 MG MP 180 day(s)
pravastatin sodium 10 MG | 1 | QL(3 ea daily); retail; 2 ml per
MP 180 days mail);
rosuvastatin calcium 1 |QL(1 ea daily); AL(At least 18
TABS MP yrs old); PA
rosuvastatin calcium 1 MP PRALUENT SOAJ L %)Ié§%sgn:ep;girl_2§
TABS '
: ml per 28 days
simvastatin TABS 40 MG 1 |QL(1 ea daily); mail); PA
: : MP____|REPATHA PUSHTRONEX| 1 | QL(3.5mlper
simvastatin TABS 10 MG, | 1 |QL(2 ea daily);| |SySTEM SOCT 28 day(s) retail;
20 MG MP 4 ml per 28
simvastatin TABS 5 MG, 1 days mail); PA
80 MG REPATHA SURECLICK 1 %L(Z ml rie_rl_2§
ZOCOR TABS 10 MG, 20 | 1 |QL(2 ea daily); | [SOAI m%(esr) 28 days
MG (Use simvastatin) MP mail): PA
ZOCORTABS 10 MG, 20 | 1 |QL(2 ﬁﬂapdaily); REPATHA SOSY 1 |QL(2 ml per 28

MG (Use simvastatin)

ZOCOR TABS 40 MG
(Use simvastatin)

QL(1 ea daily);
MP

ZYPITAMAG 2 MG, 4 MG

1

QL(1 ea daily);
PA

Intestinal Cholesterol Absorption In

hibitors

day(s) retail; 2
ml per 28 days
il); PA

mail

ANTIHYPERTENSIVES - Drugs to Treat High

Blood Pressure
ACE Inhibitors

ezetimibe 1| Ql(Teadaly) | (\coupRIL (Use 1 [QL(2 ea daily);
ZETIA (Use ezetimibe) 1| QL(1 ea daily) | | quinapril hel) MP
Microsomal Triglyceride Transfer Protein (MTP) AC'CUP!flLLI)( Use 1 |QL(2 ﬁ/lapdany);
o quinapril hc
Jilifloniene ALTACE CAPS5MG, 10 | 1 |QL(2 ea daily);
JUXTAPID 5 MG, 10 MG, 1 2%5(28 ea perl_ MG (Use ramipril) MP
20 MG, 30 MG ay(s) retaily Iy TACE CAPS 125 MG, | 1 | QL(3 ea daily);
28 ea per 28 P
days mail): PA | |2:5 MG (Use ramipril) MP
S — ’ ALTACE CAPS 1.25 MG, 1 |QL(3 ea daily);
Nicotinic Acid Derivatives 2.5 MG (Use ramipril) MP

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug
Tier

Requirements/
Limits

Drug Name

Drug
Tier

Requirements/
Limits

benazepril hcl 20 MG, 40
MG

QL(2 ea daily);
MP

ramipril CAPS 1.25 MG,
2.5 MG

QL(3 ea daily);
MP

benazepril hcl 10 MG 1 QL3 ﬁﬂapdaily); trandolapril 1 MP
; : VASOTEC TABS 10 MG, 1 QL(2 ea daily);
benazepril hcl 5 MG 1 |QL(6 ﬁﬂapdally); 20 MG (Use enalapril ( MP )
captopril > ST maleate)
. VASOTEC TABS 2.5 MG, 1 QL(3 ea daily);
enalapril maleate SOLN T QL(s mldaily), | |5\ (Use enalapril ( MP )
AL(Up ILO) 6yrs maleate)

o .
enalapril maleate TABS 1 |QL(3 ea daily);| |[VASOTEC TABS 2.5 MG, | 1 | QL(3 ea daily);
25MG. 5 MG MP 5 MG (Use enalapril MP
enalapril maleate TABS 1 |QL(2 ea daily); | [ 1eleate) :

MP ZESTRILTABS 25 MG, 5| 1 |QL(6 ea daily);
10 MG, 20 MG L ; MP
enalaprilat 1 MG (Use lisinopril) T aliEea day)

- ZESTRIL TABS 10 MG ea daily);
EPANED SOLN (Use 1 CAJII:((S mtl dglly); (Use lisinopril) MP
' 06 yrs .
enalapril maleate) o) | |ZESTRIL TABS 30 MG, 40| 1 | QL(2 ea daily);
fosinopril sodium 1 MP MG (Use lisinopril) — 'V'Pd -
lisinopril TABS 2.5 MG, 5 | 1 |QL(6 ea daily); | |ZESTRIL TABS 20 MG (4 ea daly).
MG MP (Use lisinopril)
lisinopril TABS 10 MG 1 QL(8 ea daily); | |Agents for Pheochromocytoma
MP
——— ———- IDEMSER (Use 1
ngopn/ TABS30 MG, 40 | 1 |QL(2 ﬁ/lapdally), metyrosine)
———— -1 |DIBENZYLINE (Use 9
lisinopril TABS 20 MG 1 QL4 ﬁ/lapda”y), phenoxybenzamine hcl)
LOTENSIN 20 MG, 40 MG| 1 |QL(2 ea daily);| |metyrosine 1
(Use benazepril hcl) MP phenoxybenzamine hcl 1
LOTENSIN 10 MG (Use 1 |QL(3 ea daily); | | phentolamine mesylate 1
benazepril hcl) MP SOLR
moexipril hel 1 1aLe (K/Iapdally); Angiotensin Il Receptor Antagonists
perindopril erbumine 1 MP ATACAND 4 MG, 8 MG, 1
perindopril erbumine 1 MP 16 MG (Use candesartan
QBRELIS SOLN QL (5 ml daily); clexett)
AL(Up to 6 yrs | [ATACAND 4 MG, 8 MG, 1

old) 16 MG (Use candesartan
quinapril hcl 1 | QL(2 ea daily); | | Cilexetil)

MP ATACAND 32 MG (Use 2 ST
quinapril hel 1 |QL(2 ea daily); | |candesartan cilexetil)

— MP____|TAVAPRO (Use 1 VP
ramipril CAPS 5 MG, 10 1 |QL(2 ea daily); | |jrpesartan)
MG MP
AVAPRO (Use 1 MP
irbesartan)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.

8 ahoma Complete Health
pdated June 1, 2024




Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
BENICAR 5 MG (Use 9 | QL(6 ea daily); | |telmisartan 80 MG 1 |QL(2 ea daily);
olmesartan medoxomil) MP MP__
BENICAR 40 MG (Use 1 QL(2 ea daily); | | telmisartan 20 MG 1 QL(5 E/lapda")’);
olmesartan medoxomil) MP
. 1 AL(At least 6

BENICAR 20 MG (Use 9 |QL(3 ea dally), | | a/sartan SOLN yrs o Up to
olmesartan medoxomil) MP 10 yrs old): PA
BENICAR 20 MG (Use 1 |QL(3 ea daily);| |valsartan TABS 1 MP
olmesartan medoxomil) MP Antiadrenergic Antihypertensives
BENICAR 5 MG (Use 1 | QL(6 ea daily); 2 s :
olmesartan medoxomil) MP CARDURA 8 MG (Use 1 | QL(2 ea daily);
candesartan cilexetil 32 2 ST doxazosin mesylate) MP :
MG CARDURA 8 MG (Use 9 | QL(2 ea daily);
candesartan cilexetil 4 1 doxazosin mesylate) MP :
MG, 8 MG, 16 MG CARDURA 1 MG, 2 MG 1 [QL(7 ea daily);
COZAAR 50 MG, 100 MG | 1| QL(3 ea daily); | | (Use doxazosin mesylate) MP
(Use losartan potassium) MP CARDURA 4 MG (Use 1 | QL(4 ea daily);
COZAAR 25 MG (Use 1 |[QL(4 ea daily); | |doxazosin mesylate) MP
losartan potassium) MP CATAPRES-TTS-1 (Use 9 dQL(4 ea tpe'lr' %g
DIOVAN TABS (Use 1 VP clonidine) eaayp()se)r rse4ac|j ;12
valsartan) Y

mail); MP
DIOVAN TABS (Use 1 MP CATAPRES-TTS-2 (Use 9 |QL(8 ea per 28
valsartan) clonidine) day(s) retail; 24
EDARBI 3 ST ea per 84 days
hesart 1 VP mail); MP
Irbésartan _ __||ICATAPRES-TTS-3 (Use | 9 |QL(8ea per28
losartan potassium25 MG | 1 |QL(4 ﬁ/lapdaNY), clonidine) day(s) retail; 24

losartan potassium 50
MG, 100 MG

QL(3 ea daily);
MP

ea per 84 days
mail); MP

MICARDIS 40 MG (Use
telmisartan)

QL(3 ea daily);
MP

MICARDIS 20 MG (Use
telmisartan)

QL(5 ea daily);
MP

clonidine 0.2 MG/24HR,
0.3 MG/24HR

QL(8 ea per 28

day(s) retail; 24

ea per 84 days
mail); MP

MICARDIS 80 MG (Use

QL(2 ea daily);
MP

clonidine 0.1 MG/24HR

QL(4 ea per 28
day(s) retail; 12
ea per 84 days

telmisartan) mail); MP
olmesartan medoxomil 20 | 1 | QL(3 ea daily); | |clonidine hcl TABS 1 |QL(8 (R/lapdally);
MG MP
- lonidine hcl TB24 1 PA
/ rt d il 40 1 QL(2 ea daily); c i
ﬁﬂgesa an medsrom! ( MP ) doxazosin mesylate 4 MG 1 |QL¢4 ﬁ/lapdally);
olmesartan medoxomil 5 1 |QLG eadaily),| [y az0sin mesylate sMG | 1 | QL(2 ea daily);
MG MP MP
telmisartan 40 MG 1 |QL(3 ea daily);| | doxazosin mesylate 1 1 | QL(7 ea daily);
MP MG, 2 MG MP

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug
Tier

Requirements/
Limits

Drug Name

Drug
Tier

Requirements/
Limits

guanfacine hcl

QL(4 ea daily)

methyldopa TABS

amlodipine-valsartan-
hydrochlorothiazide

QL(1 ea daily)

MINIPRESS CAPS 1MG | 1 |QL(6 ea daily);| |[ATACAND HCT (Use 3 ST
(Use prazosin hcl) MP gagg:;fgf&hqge’.‘jé’)/'
MINIPRESS CAPS 5 MG | 1 | QL(8 eadaily);| 0" 228 72222 Tl ea daly)
(Use prazosin hcl) MP atenolol & chlorthalidone T Y)i
MINIPRESS CAPS 2 MG T |QL(5 ea daily);| IAvALIDE (Use 1 MP
(Use prazosin hcl) MP irbesartan-
NEXICLON XR TB24 1 PA hydrochlorothiazide)
(Use clonidine hcl) AVALIDE (Use 1 MP
prazosin hcl CAPS 5 MG 1 |QL(@38 ﬁﬂapdaily): Zbcejsarﬁn- thiazide)
. ydrochlorothiazide
prazosin hcl CAPS 1 MG 1 QL6 ﬁﬂapdally); AZOR 5 MG-40 MG (Use 9
. amlodipine besylate-
prazosin hcl CAPS 2 MG 1 QLG ﬁ/lapda”)’)i olmesaprtan meg]/oxomil)
. 7 (19 AZOR (Use amlodipine 1
terazosin hel 1 MG d%il(y); oa besylate-olmesartan
terazosin hcl 2 MG 1 QL4 ﬁﬂapdaily); Zvedoxom;l{g QL@ ea daiy);
enazepri ;
terazosin hcl 5 MG 1 | QL(3 ea daily);| | hydrochlorothiazide MP
: MP BENICARHCT 25 MG-40 | 9 |QL(2 eadaily);
terazosin hcl 10 MG 1 c%li-l(;)?ﬁg MG (Use olmesartan MP
medoxomil-
terazosin hcl 5 MG 1 %_(?A??ez i't"ﬁ); hydrochlorothiazide)
yrs old): MP | [BENICAR HCT (Use 1T QL@ ﬁ/lapdaily);
’ olmesartan medoxomil-
Antihypertensive Combinations hydrochlorothiazide)
ACCURETIC (Use 1 |QL(2 ea daily); | |bisoprolol & 1
quinapril- MP hydrochlorothiazide
hydrochlorothiazide) candesartan cilexetil- 3 ST
amlodipine besylate- 1 QL2 ﬁnapda”y); hydrochlorothiazide
benazepril hcl 10 MG-5 candesartan cilexetil- 3 ST
%g,_ 52%, "é’G'm MG, 20 hydrochlorothiazide
— —— | captopril & 2
amlodipine besylate- 1 QU@ eadally):l|pydrochiorothiazide 15
ﬁ/,egazepr// hcl 10 MG-2.5 MG-25 MG, 15 MG-50
MG, 25 MG-25 MG
amlodipine besylate- 1| QL(T eadaily):| o htopril & 1
benazepril hcl 40 MG-10 MP hydrochlorothiazide 25
MG, 40 MG-5 MG MG-50 MG
amlodipine besylate- 1 DIOVAN HCT (Use 1 MP

olmesartan medoxomil

amlodipine besylate-
valsartan

QL(1 ea daily);
MP

valsartan-
hydrochlorothiazide)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits

EDARBYCLOR 3 ST metoprolol & 1T QL@ ﬁ/lapdaily);

enalapril maleate & 1 QL(2 ea daily); | | hydrochlorothiazide TABS

hydrochlorothiazide MP ?g é\/’ﬁgo MG, 50 MG-

EXFORGE (Use 1 |QL(1 ea daily); T

amlodipine besylate- MP metoprolol & 11 QL(1 ea dally);

valsartan) hydrochlorothiazide TABS MP

EXFORGE HCT 25 MG-5 | 9 MP 2o MG-100 MG

amlodipine-valsartan- telmisartan-

hydrochlorothiazide) hydrochlorothiazide)

EXFORGE HCT 12.5MG- | 1 |QL(T ea daily); | | olmesartan medoxomil- 2 ST

10 MG-160 MG, 12.5 MG- MP amlodipine-

5 MG-160 MG, 25 MG-10 hydrochlorothiazide

MG-160 MG, 25 MG-10 olmesartan medoxomil- 1 MP

MG-320 MG (Use hydrochlorothiazide

amlodipine-valsartan- ; |- 1 | QL(2 ea daily);
, o quinapril Y)

hydrochlorothiazide) hydrochlorothiazide MP

fosinopril sodium & L MP;PA | [TEKTURNA HCT 125 3

hydroch/oroth/aZIde . MG-300 MG, 25 MG-300

HYZAAR (Use losartan 1 1QL(2 ea daily);| MG

gogfrzi%gqrzhiazi de) MP telmisartan-amlodipine 3 ST

ir}t;esa o 1 VP telmisartan- 2 ST

hydrochlorothiazide hydrochiorothiazide -

pri—— 1 [QL( ea daily);| | TENORETIC 100 (Use 1 | QL(1 ea daily);

f’ls’groopcrf’] o othiazide MP | |atenolol & chlorthalidone) MP

IO};artan otassium & 1 QL(2 ea da”y) TENORETIC 50 (U§9 1 QL(1 €a dally)a

hydroch lgro i MP | |atenolol & chlorthalidone) MP

LOTENSIN HCT 125 MG-1 1 |QL(2 ea daily): trandolapril-verapamil hcl 2 ST

10 MG, 12.5 MG-20 MG, MP trandolapril-verapamil hcl 2 ST

25 MG-20 MG (Use TRIBENZOR (Use 2 ST

benazepril & olmesartan medoxomil-

hydrochlorothiazide) amlodipine-

LOTREL 40 MG-10 MG 1 |QL(1 ea daily); | | hydrochlorothiazide)

(Use amlodipine besylate- MP TRIBENZOR 25 MG-10 9 ST

benazepril hcl) MG-40 MG (Use

LOTREL 10 MG-5 MG, 20 | 1 |QL(2 ea daily); | |olmesartan medoxomil-

MG-10 MG, 20 MG-5 MG MP amlodipine-

(Use amlodipine besylate- hydrochlorothiazide)

benazepril hcl) valsartan- 1 MP

metoprolol & 1 hydrochlorothiazide

hydrochlorothiazide TABS
25 MG-50 MG, 50 MG-
100 MG

QL(2 ea daily);
MP

VASERETIC 25 MG-10
MG (Use enalapril
maleate &
hydrochlorothiazide)

QL(2 ea daily);
MP

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/
Tier [Limits
FLAGYL CAPS (Use 1
metronidazole)
LIKMEZ SUSP 1 ‘QL(20 ml
daily); AL(Up to
10 yrs old)

metronidazole CAPS

metronidazole SOLN

aliskiren fumarate)

Drug Name Drug Requirements/
Tier [Limits

ZESTORETIC (Use 1 | QL(4 ea daily);

lisinopril & MP

hydrochlorothiazide)

ZIAC (Use bisoprolol & 1 | QL(2 ea daily);

hydrochlorothiazide) MP

Direct Renin Inhibitors

aliskiren fumarate 3

TEKTURNA (Use 3

METRONIDAZOLE SOLN
(Use metronidazole)

Selective Aldosterone Receptor Antagonists

metronidazole TABS

NEBUPENT IN (Use

ANTI-INFECTIVE AGENTS - MISC. - Drugs to
Treat Bacterial Infections

Anti-infective Agents - Misc.

AEMCOLO

QL(4 ea daily);
PA

bacitracin

(SARAS) pentamidine isethionate)

7 PENTAM 300 IJ (Use 1
eplerenone ] pentamidine isethionate)
g\ﬁggﬁ) n(eLjse pentamidine isethionate IJ | 1
eplerenone) tinidazole 1
Vel s trimethoprim TABS 1

TRIMETHOPRIM TABS 9
hydralazine hcl SOLN trimethoprim)
hydralazine hcl TABS 50 QL(5 ea daily); | | XIFAXAN 550 MG 1 | QL(2 ea daily);
MG MP AL(At least 18
' 1 QL(30 ea yrs old); PA
x/)l/gralazme hcl TABS 10 dail(y); 22 | XIFAXAN 200 MG ] %\tgtela da}[|I1y%;
. eas
hydralazine hcl TABS 100 | 1 |QL(3 ea daily); rs old); PA
MG MP y ;
- Anti-infective Misc. - Combinations
hydralazine hcl TABS 25 1 QL(11 ea
MG daily); MP | IBACTRIM DS TABS (Use | 1
— sulfamethoxazole-
minoxidil 10 MG 1 (%ITI(;)O I\ﬁ?’ trimethoprim)
minoxidil 2.5 MG 1 QL(4 ea daily); | [ BACTRIM TABS (Use 1
MP sulfamethoxazole-

nitroprusside sodium 1 trimethoprim)

sulfamethoxazole-
trimethoprim SOLN

sulfamethoxazole-
trimethoprim SUSP

sulfamethoxazole-
trimethoprim TABS

Antiprotozoal Agents

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug

Requirements/

Drug Name

Drug

Requirements/

Tier [Limits Tier [Limits
ALINIA TABS (Use 9 CUBICIN RF (Use 1
nitazoxanide) daptomycin)
atovaquone 1 CUBICIN RF (Use 9
LAMPIT 120 MG 1 | QL(225 ea per daptomycin)
30 day(s) retail;| | daptomycin 1
2%2;:‘525)3.0 DAPTOMYCIN 1
AL(Up to 17 yrs| [DAPTOMYCIN (Use 9
old); PA daptomycin)
LAMPIT 30 MG 1 1QL(9 ea daily); | DAPTOMYCIN/SODIUM 1
AL(Up to 17 yrs| |CHLORIDE
old); PA :
MEPRON (Use 1 Glycopeptides
atovaquone) DALVANCE 1 QL(3 ea per 7
nitazoxanide TABS 1 | QL(2 ea daily) day(s) retail; 3
ea per 7 days
Carbapenems mail); PA
ertapenem sodium IJ 1 FIRVANQ SOLR OR (Use | 1
imipenem-cilastatin IV 1 vancomycin hcl)
P 5 FIRVANQ SOLR OR (Use | 1
”\;tVANZ J (U‘Zf? vancomycin hcl)
ertapenem sodium) KIMYRSA 1 |QL(1 ea per 30
meropenem 1 day(s) retail; 1
MEROPENEM 1 PA ea per 30 days
MEROPENEM/SODIUM 1 mail); PA
CHLORIDE ORBACTIV 1 |QL(3 ea per 30
day(s) retail; 3
PRIMAXIN IV IV 500 MG- 9 ea per 30 days
500 MG (Use imipenem- mail)
cilastatin) VANCOCIN CAPS (Use 1
RECARBRIO 1 1?&(5? e)a pterI vancomycin hcl)
ay(s) retail; - 1
56 ea per 14 vancomycin hcl CAPS
days mail): PA | [VANCOMYCIN HCL 1
VABOMERE 1 | QL(84 ea per | |[SOLN
14 day(s) retail;| | vancomycin hcl SOLR IV 1
84 eaper14 |11 GM, 1.25GM, 1.5 GM,
days mail); ||5GM, 10 GM, 500 MG,
AL(At qust 18 | | 750 MG, 1000 MG
. yrs old); PA_| \/ANCOMYCIN 1
Chloramphenicols HYDROCHLORIDE/DEXT
. , ROSE 1 GM/200ML-5 %,
chlor_amtphen/col sodium 1 500 MG/100ML-5 %, 750
succinate MG/150ML-5 %
Cyclic Lipopeptides
CUBICIN (Use 9
daptomycin)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
VANCOMYCIN 1 clindamycin palmitate 1
HYDROCHLORIDE SOLN hydrochloride
:\\/I/G5 /Q%SAMGL“?(())%L’ 750 clindamycin phosphate in 1
MG/200ML, 1250 adw
MG/250ML, 1500 clindamycin phosphate 1
MG/300ML, 1750 SOLN 1J 300 MG/2ML,
MG/350ML 600 MG/4ML, 900
VANCOMYCIN 9 MG/6ML, 9000 MG/60ML
HYDROCHLORIDE SOLR CLINDAMYCIN/SODIUM 1
IV (Use vancomycin hcl) CHLORIDE
VANCOMYCIN 1 LINCOCIN (Use 1
HYDROCHLORIDE SOLR lincomycin hcl)
\Y, LINCOCIN (Use 9
VANCOMYCIN 1 lincomycin hcl)
HYDROCHLORIDE SOLR lincomycin hcl 1
IV (Use vancomycin hcl) P
VANCOMYCINSOLN IV | 1 onobactams
VIBATIV 750 MG 1 AZACTAM (Use 1
- aztreonam)
Leprostatics AZACTAM (Use 1
dapsone 1 | aztreonam)
1
Lincosamides aztreonam
CAYSTON 1 QL (84 ml per
CLEOCIN (Use 1 55 day(s) retail;
clindamycin hcl) 84 ml per 55
CLEOCIN PEDIATRIC 1 days mail); PA
GRANULES (Use Oxazolidinones
clindamycin palmitate 7
hydrochloride) LINEZOLID
CLEOCIN PHOSPHATE <) linezolid SOLN 1 |QL(8400 ml per
SOLN 1J 9 GM/60ML, 300 1iday(|3) reta;i,
MG/2ML, 600 MG/4ML, 8400 m per
900 MG/6ML (Use : : days mail)
clindamycin phosphate) linezolid SUSR 1
CLEOCIN PHOSPHATE 1 linezolid TABS 1
SOLN IJ SIVEXTRO SOLR 1 PA
C o | TS
MG/2ML, 600 MG/4ML, %YVOIXdSOLN (Use 9
900 MG/6ML (Use inezolid)
clindamycin phosphate) ZYVOX SOLN (Use 1 1Q4|f_(dg40(0)mltpelr
i i linezolid ay(s) retail;
clindamycin hcl 1 ) 8406 i por 14
clindamycin hcl 1

days mail)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
ZYVOX SOLN 1 |QL(2800 ml per| | nitrofurantoin 1
14 day(s) retail;| | macrocrystal
ZSggyr:Irrp])aeirl)M nitrofurantoin monohyd 1
ZYVOX SUSR (Use T QL(150 Ml per |
linezolid) (OCEVOIGCEIRBANTIMALARIALS - Drugs to Treat Malaria
15(,%;2' r%%rn; 0 (Parasitic Infections)
ZYVOX TABS (Use 1 | QL(28 ea per | |Antimalarial Combinations
linezolid) 14 day(s) retail; : ]
28 ea per 14 | |atovaquone-proguanil hcl
days mail) ||COARTEM 1
Polymyxins MALARONE (Use 1
colistimethate sodium 1 atovaquone-proguanil hci)
MALARONE (Use 1
- 1 .
(c:cgl)ilg,‘;i(ml\g;(‘;ltg sl\g d%?ss atovaquone-proguanil hcl)
polymyxin b sulfate SOLR | 1 Antimalarials
Urinary Anti-infectives chlorgquine phosphate L
fosfomycin tromethamine 1 DARAPRIM (Use 1 QL(63 ea per
HIPREX (Use 1 pyrimethamine) 20 day(s) retail;
methenamine hippurate) d63 ea p%r 2F9A
MACROBID (Use 1 ays marl),
nitrofurantoin monohyd DARAPRIM (Use ®
macro) pyrimethamine)
MACRODANTIN (Use 1 hydroxychloroquine 1
nitrofurantoin sulfate .
macrocrystal) KRINTAFEL 1 QL(2le_a per fill
MACRODANTIN (Use 1 rletallt),1,gL(At
nitrofurantoin eas Id) yrs
macrocrystal) - 0
—— mefloquine hcl 1
methenamine hippurate 1
methenamine mandelate 1 PLAQUENIL (Use ?
hydroxychloroquine
0.5 GM, 1 GM : sulfate)
methenamine mandelate ; ;
primaquine phosphate 1
0.5GM, 1 GM TABS
MONUROL (Use 9 PRIMAQUINE 1
fosfomycin tromethamine) PHOSPHATE TABS (Use
nitrofurantoin 1 primaquine phosphate)

NITROFURANTOIN

QL(300 ml per
7 day(s) retail;
300 ml per 7
days mail);
AL(Up to 10 yrs

pyrimethamine

QL(63 ea per
20 day(s) retail;
63 ea per 20

days mail); PA

old); PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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quinine sulfate)

METHYLSULFATE SOSY
(Use neostigmine
methylsulfate)

Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
QUALAQUIN CAPS (Use 9 NEOSTIGMINE 9

MG

QUALAQUIN CAPS (Use 1 PA
quinine sulfate)
quinine sulfate CAPS 324 1 PA

pyridostigmine bromide
SOLN OR

SOVUNA

1

ANTIMYASTHENIC/CHOLINERGIC AGENTS

Antimyasthenic/Cholinergic Agents

pyridostigmine bromide
TABS 60 MG

pyridostigmine bromide
TABS 30 MG

PA

BLOXIVERZ SOLN IV
(Use neostigmine
methylsulfate)

1

pyridostigmine bromide
TBCR

BLOXIVERZ SOLN IV
(Use neostigmine
methylsulfate)

FIRDAPSE

QL(8 ea daily);
PA

REGONOL SOLN IV
ANTIMYCOBACTERIAL AGENTS - Drugs to Treat

Tuberculosis (Bacterial Infections)

Antimycobacterial Agents

MESTINON TIMESPAN
TBCR (Use
pyridostigmine bromide)

cycloserine

ethambutol hcl TABS

MESTINON SOLN OR
(Use pyridostigmine
bromide)

isoniazid SOLN

isoniazid SYRP

isoniazid TABS

MESTINON TABS (Use
pyridostigmine bromide)

MYAMBUTOL TABS 400
MG (Use ethambutol hcl)

— ] | ]

neostigmine methylsulfate

MYCOBUTIN (Use

MG/10ML

NEOSTIGMINE
METHYLSULFATE SOLN
V5 MG/10ML, 10
MG/10ML

SOLN IV 5 MG/10ML, 10 rifabutin)

MG/10ML PRIFTIN 1

neostigmine methylsulfate 1 pyrazinamide 1

SOLN IV 5 MG/10ML, 10 rifabutin 1
1

RIFADIN SOLR (Use
rifampin)

rifampin CAPS

—

neostigmine methylsulfate
SOSY

rifampin SOLR

SIRTURO 20 MG

AL(At least 5
yrs old)

NEOSTIGMINE
METHYLSULFATE SOSY
(Use neostigmine
methylsulfate)

SIRTURO 100 MG

QL(188 ea per
168 day(s)
retail; 188 ea
per 168 days
mail); AL(At
least 5 yrs old)

TRECATOR

1

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits
ANTINEOPLASTICS AND ADJUNCTIVE CYCLOPHOSPHAMIDE 1
THERAPIES - Drugs to Treat Cancer TABS
: EVOMELA 1
Alkylating Agents GLEOSTINE 10 MG, 40 1 |AL(Upto 20 yrs
ALKERAN (Use 9 MG, 100 MG old); PA
melphalan) GLIADEL WAFER 1
AUfEhR'/A\N h( l{SG 9 ifosfamide SOLN 1
" ehoPLAT SO |
LEUKERAN 1
bendamustine hcl SOLR 1 melphalan 1
BENDAMUSTINE 1 iohalan hol 7
HYDROCHLORIDE SOLN meiphaian ne
BICNU (Use carmustine) | 1 oxa//:p/at/:n SOLN ;I
BICNU (Use carmustine) | 9 'T'E‘T’\AhgaDTRSgAL\gS - 5
busulfan SOLN 1
MG, 140 MG, 180 MG,
BUSULFEX SOLN (Use 9 250 MG (Use
busulfan) temozolomide)
EUS%LF)EX SOLN (Use 1 temozolomide CAPS 1
usulfan - 7
carboplatin SOLN 50 1 f;fgmdeCAPS 1
MG/5ML, 150 MG/15ML, e (Use
450 MG/45ML, 600 iotepa)
MG/60ML, 1000 thiotepa 1
MG/100ML TREANDA SOLR (Use 1
carmustine 1 bendamustine hcl)
CARMUSTINE 1 TREANDA SOLR (Use 1
cisplatin SOLN 50 1 bendamustine hcl)
MG/50ML, 100 VIVIMUSTA SOLN 1
%gggg%ﬁ 200 ZEPZELCA 1 PA
CISPLATIN SOLR 1 Antimetabolites
CYCLOPHOSPHAMIDE 1 ALIMTA SOLR (Use 1
MONOHYDRATE SOLN pemetrexed disodium)
cyclophosphamide CAPS 1 ARRANON (Use 1
CYCLOPHOSPHAMIDE | 1 nelarabine)
SOLN 1 GM/5ML, 2 azacitidine SUSR 1
. . 1
cyclophosphamide SOLR 1 c/adr/b/n.e 10 MG/10ML :
17 clofarabine

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
CLOLAR (Use 1 ONUREG TABS 1| QL(14 ea per
clofarabine) 223 fay(s) reégll;
, ea per
cytarabine SOLN 1 days mail)
DACOGEN (Use 1 AL(At least 18
decitabine) yrs old); PA
decitabine 1 PEMETREXED 1
fludarabine phosphate 1 pemetrexed disodium 1
SOLN SOLR
FLUDARABINE 1 PEMETREXED SOLN 1
PHOSPHATE SOLN PEMFEXY 1 PA
gtgflr?abine phosphate 1 PEMRYDI RTU SOLN 1 PA
fluorouracil 1 pralatrexate 1 PA
1 |AL(Upto 10

COLOTYN ] PA PURIXAN SUSP ( polg) yrs
gemcitabine hcl SOLN 1 TREXALL TABS 5 MG, 1
gemcitabine hcl SOLR 1 7.5 MG, 10 MG, 15 MG
GEMCITABINE 1 VIDAZA SUSR (Use L
HYDROCHLORIDE SOLN azacitidine)
(Use gemcitabine hcl) XATMEP SOLN 1 |AL(Up tlg)10 yrs
GEMCITABINE 1 °
HYDROCHLORIDE SOLN XELODA (Use L
GEMCITABINE 1 capecitabine)
HYDROCHLORIDE SOLN Antineoplastic - Angiogenesis Inhibitors
JYLAMVO SOLN 1 | AL(Atleast 18 | IALYMSYS 1

yrs Old).. PA_{ FenZAQLA 5 MG 1 PA
mercaptopurine TABS 1 T QLE ea daiy)
methotrexate sodium 1 FRUZAQLA 1 MG PA yh

SOLN 1 GM/40ML, 50
MG/2ZML, 250 MG/10ML,
1000 MG/40ML

INLYTA

methotrexate sodium
SOLN 1 GM/40ML, 50
MG/2ML, 250 MG/10ML,
1000 MG/40ML

LENVIMA 10 MG DAILY

QL(1 ea daily);

methotrexate sodium
SOLR

methotrexate sodium
TABS 2.5 MG

nelarabine

DOSE PA
LENVIMA 12MG DAILY 1 | QL(3 ea daily);
DOSE PA
LENVIMA 14 MG DAILY 1 | QL(2 ea daily);
DOSE PA
LENVIMA 18 MG DAILY 1 | QL(3 ea daily);
DOSE PA
LENVIMA 20 MG DAILY 1 | QL(2 ea daily);
DOSE PA
LENVIMA 24 MG DAILY 1 | QL(3 ea daily);
DOSE PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug
Tier

Requirements/
Limits

Drug Name

Drug
Tier

Requirements/
Limits

LENVIMA 4 MG DAILY
DOSE

QL(1 ea daily);
PA

VENCLEXTA TABS 10
MG

QL(14 ea per
fill retail); PA

LENVIMA 8 MG DAILY
DOSE

QL(3 ea daily);
PA

VENCLEXTA TABS 100
MG

QL(4 ea daily);
PA

VENCLEXTA TABS 50
MG

QL(7 ea per fill
retail); PA

Antineoplastic - EGFR Inhibitors

erlotinib hcl

1

QL(1 ea daily);
PA

EXKIVITY 1 |QL#4 %i\ daily);
gefitinib 1 QL(1 ea daily
GILOTRIF 1 [QL(1 %a'la\ daily);
IRESSA (Use gefitinib) 1| QL(1 ea daily)
PORTRAZZA 1
TAGRISSO 1

QL(1 ea daily);
PA

TARCEVA (Use erlotinib

QL(1 ea daily);

hcl) PA
VIZIMPRO 1 | QL(1 ea daily);
PA

Antineoplastic - Gene Therapy Agents

ADSTILADRIN

1

AL(At least 18
yrs old); PA

Antineoplastic - Hedgehog Pathway Inhibitors

DAURISMO

1

QL(28 ea per
28 day(s) retail;
28 ea per 28
days mail); PA

MVASI 1
VEGZELMA 1

ZALTRAP 100 MG/4ML 1

ZIRABEV 1
Antineoplastic - Antibodies

BLINCYTO 1 PA
ELAHERE 1 PA
ENHERTU 1 PA
JEMPERLI 1 PA
LIBTAYO 1 PA
LOQTORZI 1 PA
PADCEV 1 PA
SARCLISA 1 PA
TIVDAK 1 PA
UNITUXIN 1 QL(5 ml daily)
ZYNLONTA 1 PA
Antineoplastic - Anti-HER2 Agents
HERCEPTIN 150 MG 1 PA
HERZUMA 1 PA
KANJINTI 1 PA
MARGENZA 1 PA
OGIVRI 1 PA
ONTRUZANT 1 PA
TRAZIMERA 1 PA
TUKYSA 150 MG 1

QL(4 ea daily);
PA

ERIVEDGE

QL(28 ea per
28 day(s) retail;
28 ea per 28
days mail); PA

TUKYSA 50 MG

-_—

QL(2 ea daily);
PA

ODOMZO

1

QL(1 ea daily);
PA

Antineoplastic - BCL-2 Inhibitors

Antineoplastic - Hormonal and Related Agents

VENCLEXTA STARTING
PACK TBPK

1

QL(42 ea per
28 day(s) retail;
42 ea per 28
days mail); PA

abiraterone acetate 250

1

QL(4 ea daily);

MG PA

abiraterone acetate 500 1 | QL(2 ea daily);

MG PA

AKEEGA 1 | QL(2 ea daily);
PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
anastrozole 1 LUPRON DEPOT (3- 1
ARIMIDEX (Use 1 MONTH) KIT IM 22.5 MG
anastrozole) LUPRON DEPOT (4- 1
AROMASIN (Use 1 MONTH) IM
exemestane) LUPRON DEPOT (6- 1
bicalutamide 1 MONTH) IM
CASODEX (Use 1 megestrol acetate SUSP 1
bicalutamide) megestrol acetate TABS 1
ELIGARD SC 1 NILANDRON (Use 9
EMCYT 1 nilutamide)
ERLEADA 240 MG QL(T ea daily); | |nilutamide L
PA NUBEQA 1 QL(4 ea daily);
ERLEADA 60 MG 1 |QL(4 ea daily); PA __
PA ORGOVYX 1 QL(1 ea daily);
exemestane 1 PA__
FARESTON (Use 1 ORSERDU 86 MG T 1aLE e, daily);
toremifene citrate) TN
ORSERDU 345 MG 1 QL(1 ea daily);
FASLODEX SOSY (Use 1 ( PA Y)
fulvestrant) SOLTAMOX SOLN 1 | QL(300 ml per
FEMARA (Use letrozole) 1 3gO%ay(IS) ret3acl)l;
ml per
FIRMAGON 1 days mail)
fulvestrant SOSY 1 tamoxifen citrate TABS 1
hydroxyprogesterone 1 AL(A;‘ dleajt 1t0 toremifene citrate 1
' ' rs old - o
caproate (antineoplastic) %/0 r oId);pPA TRELSTAR MIXJECT ]
letrozole 1 XTANDI CAPS 1 QL4 ePaA daily);
1 -
,L,EJUPROL'DE ACETATE XTANDI TABS 80 MG 1 QL2 %aA daily);
leuprolide acetate KIT IJ 1 1 XTANDI TABS 40 MG 1 |QL(4 ea daily);
MG/0.2ML ( PA Y)
LUPRON DEPOT (1- 1 |QL(1 ea per 28| [YONSA 1 |QL(4 ea daily);
MONTH) KIT IM 7.5 MG day(s) retail; 1 PA
ea per 28 days| |ZYTIGA 500 MG (Use 1 |QL(2 ea daily);
o mail) -” abiraterone acetate) PA
LUPRON DEPOT (1- ea per 1 QL(4 ea daily);
MONTH) KIT IM 3.75 MG day(s) retail; 1| |2/ TIGA 250 MG (Use ( PA 2

ea per 30 days
mail); PA

abiraterone acetate)

LUPRON DEPOT (3-
MONTH) KIT IM 11.25 MG

QL(1 ea per 84

day(s) retail; 1

ea per 84 days
mail); PA

Antineoplastic - Hypoxia-Inducible Factor

Inhibitors

WELIREG

QL(3 ea daily);
PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug
Tier

Requirements/
Limits

Drug Name

Requirements/
Limits

Antineoplastic - Immunomo

dulators

POMALYST

1

QL(21 ea per
28 day(s) retail;
21 ea per 28
days mail)

doxorubicin hcl SOLR 10
MG, 50 MG

IDAMYCIN PFS (Use
idarubicin hcl)

Antineoplastic - PDGFR-alpha Inhibitors

idarubicin hcl

mitomycin SOLR IV

AYVAKIT

1

QL(1 ea daily);
PA

mitoxantrone hcl 2 MG/ML

Antineoplastic - XPO1 Inhibitors

valrubicin

XPOVIO 40 MG, 60 MG

1

QL(4 ea per 28

day(s) retail; 4

ea per 28 days
mail); PA

VALSTAR (Use
valrubicin)

Antineoplastic Combination

XPOVIO 40 MG, 50 MG

QL(8 ea per 28

day(s) retail; 8

ea per 28 days
mail); PA

HERCEPTIN HYLECTA

PA

XPOVIO 60 MG TWICE
WEEKLY

QL (24 ea per
28 day(s) retail;
24 ea per 28
days mail); PA

INQOVI

QL(5 ea per 28
day(s) retail; 5
ea per 28 days
mail); AL(At
least 18 yrs
old); PA

XPOVIO 80 MG TWICE
WEEKLY

QL(32 ea per
28 day(s) retail;
32 ea per 28
days mail); PA

KISQALI FEMARA 200
DOSE

QL (49 ea per
28 day(s) retail;
49 ea per 28
days mail); PA

KISQALI FEMARA 400
DOSE

QL(70 ea per
28 day(s) retail;

; : it 70 ea per 28
Antineoplastic Antibiotics days mail): PA
bleomycin sulfate 1 KISQALI FEMARA 600 1 QL(91 ea per
COSMEGEN (Use 1 DOSE 28 day(s) retail;
dactinomycin) 91 ea per 28
dactinomycin 1 days mail); PA

actinomyct : LONSURF 1 PA
daunorubicin hcl SOLN PHESGO 1 PA
DAUNORUBICIN 9 : : "
HYDROCHLORIDE SOLN Antineoplastic Enzyme Inhibitors
(USG daunorubicin hC/) AFINITOR DISPERZ 9
DAUNORUBICIN 1 TBSO (Use everolimus)
FYDROCHLORIDE SOLN AFINITOR DISPERZ 1 | QL(28 ea per
(Use daunorubicin hcl) TBSO (Use everolimus) 28 day(s) retail;
DAUNORUBICIN 1 28 ea per 28
HYDROCHLORIDE SOLN 1 dgly_/(szrgall); PA
DOXIL (Use doxorubicin 1 AFINITOR TABS (Use caper

i everolimus 28 day(s) retail;

hcl I/posclar.nal) . ) 28 ea per 28
doxorubicin hcl liposomal 1 days mail); PA
doxorubicin hcl SOLN 1

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
AFINITOR TABS (Use 9 CALQUENCE 1 | QL(2 ea daily);
everolimus) PA
AFINITOR TABS (Use 1 2(8)|(_j(28£ e)a pte[l'l CALQUENCE 1 QL(2 %?A\dany);
li ay(s) retail;
everolimus) 58 e)é oer 28 | |CAPRELSA ]
days mail); PA | [ COMETRIQ KIT 1 QL(84 ea per
ALECENSA 1 | QL(8 ea daily); 28 day(s) retail;
PA 84 ea per 28
ALIQOPA 1 1 Qlija)qszmall)
ilv):| ICOMETRIQ KIT ea per
ALUNBRIG TABS 180 MG | 1| QL(T ea daily); 28 day(s) retail
ALUNBRIG TABS 30 MG, | 1 |QL(2 ea daily); 112 ea per 28
90 MG PA 1 Q?_?%/g mail)
. METRIQ KIT ea per
ALUNBRIG TBPK 1 1 QL(1 ea daily); co A 28 day(s) rgtail;
PA 56 ea per 28
AUGTYRO 1 Qu8iafmwx days mail)
COPIKTRA 1 QL (56 ea per
BALVERSA 5 MG 1 | QL(28 ea per 28 day(s) retail;
28 day(s) retail; 56 ea per 28
dZa?/se?ngﬁ)r' ZPSA days mail); PA
: COTELLIC 1 QL(63 ea per
BALVERSA 3 MG 1 | QL(84 ea per 20 day(s) retail;
28 day(s) retail; 63 ea per 20
84 ea pgar_28 days mail); PA
days mail), PA | foorolimus TABS 1 QL (28 ea per

BALVERSA 4 MG

QL(56 ea per
28 day(s) retail;

28 day(s) retail;
28 ea per 28
days mail); PA

everolimus TABS 5 MG,
10 MG

PA

56 ea per 28
days mail); PA
BELEODAQ 1 PA
BORTEZOMIB SOLN 1
bortezomib SOLR IJ 1
1

BORTEZOMIB SOLR IJ 1
MG, 2.5 MG

everolimus TBSO

QL(28 ea per
28 day(s) retail;
28 ea per 28
days mail); PA

BOSULIF CAPS 100 MG

QL(5 ea daily);
PA

BOSULIF CAPS 50 MG

QL(1 ea daily);
PA

FOTIVDA

QL(21 ea per
28 day(s) retail;
21 ea per 28
days mail); PA

BOSULIF TABS

QL(1 ea daily);
PA

FYARRO

AL(At least 18
yrs old); PA

BRAFTOVI 75 MG

QL(6 ea daily);
PA

BRUKINSA

QL(4 ea daily);
PA

GAVRETO

QL(4 ea daily);
AL(At least 18
yrs old); PA

CABOMETYX TABS

QL(1 ea daily);
PA

GLEEVEC 100 MG (Use
imatinib mesylate)

QL(3 ea daily)

GLEEVEC 400 MG (Use
imatinib mesylate)

QL(2 ea daily)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
IBRANCE CAPS 1 | QL(21 ea per | [KISQALI 1 | QL(42 ea per
20 day(s) retail; 20 day(s) retail;
21 ea per 20 42 ea per 20
days mail); PA days mail); PA
IBRANCE TABS 1 | QL(21 ea per | [KISQALI 1 | QL(21 ea per
20 day(s) retail; 20 day(s) retail;
21 ea per 20 21 ea per 20
days mail); PA days mail); PA
ICLUSIG 10 MG, 30 MG, 1 |QL(1 ea daily); | |[KOSELUGO 10 MG 1 QL(10 ea
45 MG PA daily); AL(At
ICLUSIG 15 MG 1 [QL(2 ea dalily); least 2 yts old)
PA
iv)-| IKOSELUGO 25 MG 1 |QL(4 ea daily);
IDHIFA 1 jaLd ea. daily); AL(AL |e)ast 5
- — yrs old); PA
imatinib mesylate 1 | KRAZATI 1 [QL(G ea daily);
imatinib mesylate 100 MG | 1 | QL(3 ea daily) PA
IMBRUVICA CAPS 140 QL(4 ea daily); | [KYPROLIS 10 MG, 30 MG | 1
MG PA lapatinib ditosylate 1 | QL(150 ea per
IMBRUVICA CAPS 70 MG| 1 | QL(28 ea per 30 day(s) retail;
28 day(s) retail; 150 ea per 30
28 ea per 28 days mail); PA
days mail); PA | [LORBRENA 100 MG 1 | QL(1 ea daily);
IMBRUVICA SUSP 1 | QL(216 ml per PA__
35 day(s) retail;| |LORBRENA 25 MG 1 |QL(3 ea daily);
216 ml per 35 PA
days mail); | |LUMAKRAS 120 MG 1 | QL(8 ea daily);
AL(Up to 10 yrs PA
old); PA LUMAKRAS 320 MG 1 | QL(3 ea daily);
IMBRUVICA TABS 1 | QL(28 ea per PA__
28 day(s) retail;| [LYNPARZA TABS 1 QL(4 ea daily);
28 ea per 28 PA
days mail); PA | [|LYTGOBI 1 QL (84 ea per
INREBIC 1 | QL(4 ea daily); 28 day(s) retail;
PA 84 ea per 28
ISTODAX SOLR (Use 1 PA days mail);
romidepsin) AL(At Ilg)asl;[) A 8
1 |QL(2 ea daily); yrs 01d),
KAACE(AZ? I\1/IOGMG’ 15 MG, 20 ( > y) NTGOBI ] 2%L(§14? ?a Ft)e'lr
! ; ay(s) retall,
JAKAFI 5 MG 1 | QL(2 ea daily) 140 o per 28
JAYPIRCA 50 MG 1 | QL(1 ea daily); days mail);
PA AL(At least 18
JAYPIRCA 100 MG 1 yrs old); PA

QL(2 ea daily);
PA

KISQALI

QL(63 ea per
20 day(s) retail;
63 ea per 20

days mail); PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
LYTGOBI 1 |QL(112 ea per| IRETEVMO 40 MG 1 |QL(2 ea daily);

28 day(s) retail;
112 ea per 28

AL(At least 12
yrs old); PA

days mail); | RETEVMO 80 MG 1 | QL(4 ea daily);
AL(At least 18 AL(At least 12
yrs old); PA yrs old); PA

MEKINIST SOLR

QL(1170 ml per
29 day(s) retail;
1170 ml per 29
days mail);
AL(At least 1
yrs old - Up to
10 yrs old); PA

MEKINIST TABS

QL(1 ea daily);
PA

MEKTOVI

QL(6 ea daily);
PA

NERLYNX

QL(6 ea daily);
PA

NEXAVAR (Use
sorafenib tosylate)

QL(4 ea daily)

NINLARO

QL(3 ea per 28

day(s) retail; 3

ea per 28 days
mail); PA

REZLIDHIA 1 |QL(2 %‘1 daily);
romidepsin SOLR 1 PA
ROZLYTREK CAPS 200 1 | QL(3 ea daily);
MG PA
ROZLYTREK CAPS 100 1 | QL(1 ea daily);
MG PA
ROZLYTREK PACK 1 QL(12 ea
daily); AL(Up to
10 yrs old); PA
RUBRACA 1 |QL#4 %?A daily);
RYDAPT 1 QL(112 ea per

14 day(s) retail;
112 ea per 14
days mail)

SCEMBLIX 40 MG

QL(10 ea
daily); PA

OGSIVEO 50 MG

QL(6 ea daily);
PA

SCEMBLIX 20 MG

QL(2 ea daily);
PA

sorafenib tosylate

QL(4 ea daily)

OJJAARA 1 | QL(1 ea daily);
PA
pazopanib hcl 1
PEMAZYRE 1 | QL(14 ea per
20 day(s) retail;
14 ea per 20
days mail); PA

SPRYCEL 70 MG, 80 MG,
100 MG, 140 MG

QL(1 ea daily);
PA

SPRYCEL 20 MG, 50 MG

QL(2 ea daily);
PA

PIQRAY 200MG DAILY
DOSE

QL(28 ea per
28 day(s) retail;
28 ea per 28
days mail); PA

SPRYCEL 20 MG, 50 MG

QL(2 ea daily);
PA

PIQRAY 250MG DAILY
DOSE

QL(56 ea per
28 day(s) retail;
56 ea per 28
days mail); PA

STIVARGA

QL(112 ea per
28 day(s) retail;
112 ea per 28
days mail); PA

sunitinib malate

SUTENT (Use sunitinib
malate)

PIQRAY 300MG DAILY
DOSE

QL(56 ea per
28 day(s) retail;
56 ea per 28
days mail); PA

TABRECTA

QL(112 ea per
28 day(s) retail;
112 ea per 28
days mail); PA

QINLOCK

QL(3 ea daily);
PA

TAFINLAR CAPS

QL(4 ea daily);
PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
TAFINLAR TBSO 1 |QL(840 ea per| VONJO 1

28 day(s) retail;
840 ea per 28
days mail);
AL(At least 1
yrs old - Up to
10 yrs old); PA

QL(4 ea daily);
PA

VOTRIENT (Use
pazopanib hcl)

XALKORI CAPS

QL(2 ea daily);

TALZENNA 0.25 MG

QL(3 ea daily);
PA

TALZENNA 0.1 MG, 0.35
MG, 0.5 MG, 0.75 MG, 1
MG

QL(1 ea daily);
PA

TASIGNA 1 | QL(4 ea daily);
PA

TASIGNA 1 | QL(4 ea daily);
PA

TAZVERIK 1 | QL(8 ea daily);
PA

temsirolimus

TEPMETKO QL(2 ea daily);

AL(At least 18
yrs old); PA
TIBSOVO 1

QL(2 ea daily);
PA

TORISEL (Use

PA
XALKORI CPSP 150 MG 1 |QL(6 eg; daily);
XALKORI CPSP 20 MG, 1 | QL(4 ea daily);
50 MG PA
XOSPATA 1 |QL(3 %aA daily);
ZEJULA CAPS 1 |QL(3 eFr,aA daily);
ZEJULA TABS 1 QL1 %1 daily);
ZELBORAF 1 |QL(8 %1 daily);
ZOLINZA 1 | QL(4 ea daily);
PA
ZYDELIG 1 | QL(2 ea daily);
PA
ZYKADIA TABS 1 | QL(84 ea per
28 day(s) retail;
84 ea per 28
days mail); PA

Antineoplastic Enzymes

ASPARLAS

AL(Up to 21 yrs

temsirolimus)

TRUQAP 1 PA

TURALIO 125 MG 1 QL4 %aA daily);

TYKERB (Use lapatinib 1 | QL(150 ea per

ditosylate) 30 day(s) retail;
150 ea per 30
days mail); PA

VANFLYTA 1 | QL(56 ea per
28 day(s) retail;

56 ea per 28

days mail); PA

VELCADE SOLR IJ (Use 1

bortezomib)

VELCADE SOLR IJ (Use 9

bortezomib)

VERZENIO 50 MG, 150 1 | QL(2 ea daily);

MG, 200 MG PA

VERZENIO 100 MG 1 |QL¢4 %e; daily);

VITRAKVI CAPS 1 PA

VITRAKVI SOLN 1 PA

old); PA
ONCASPAR 1 PA
RYLAZE 1 PA
Antineoplastics Misc.
ACTIMMUNE 1
arsenic trioxide 1
BESREMI 1 |QL(2 ml per 28
day(s) retail; 2
ml per 28 days
mail); AL(At
least 18 yrs
old); PA
bexarotene 1
dacarbazine SOLR 200 1
MG
HYDREA (Use 1
hydroxyurea)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
hydroxyurea 1 DOCETAXEL CONC 20 1
1 MG/ML, 80 MG/4ML, 160
I\NAI?DTELIJ\II:I'ANE 1 MG/8ML
docetaxel SOLN 1
SYNRIBO 1 PA
DOCETAXEL SOLN (Use 1
TARGRETIN (Use 1 docetaxel)
fe)t(-arqtem;) i 1| QL(3 ea daily) | |- 0P OPHOS 1
{;(g;gg( eTjo erapy. ) 1 etoposide CAPS 1
e (Use arsenic etoposide SOLN 1 1
trioxide)
, GM/50ML, 100 MG/5ML,
TRISENOX (Use arsenic 9 500 MG/25ML
trioxide) -
paclitaxel 1
Chemotherapy Adjuncts paclitaxel 1
ELITEK paclitaxel protein-bound 1

KEPIVANCE 5.16 MG

PA

Chemotherapy Rescue/Antidote/Pr

otective Agents

dexrazoxane hcl

1

IWILFIN

1

QL(8 ea daily);
PA

particles

PACLITAXEL PROTEIN-
BOUNDPARTICLES

vinblastine sulfate SOLN

vincristine sulfate

KHAPZORY 175 MG 1 PA vinorelbine tartrate
leucovorin calcium SOLN 1 Topoisomerase | Inhibitors
IJ 100 MG/10ML, 500
’ CAMPTOSAR (Use 1
MG/50ML irinotecan hcl)
Ieucovor/:n caICI:um SOLR 1 HYCAMTIN CAPS 1
leucovorin calcium TABS 1 HYCAMTIN SOLR (Use 9
levoleucovorin calcium 1 topotecan hcl)
SOLN irinotecan hcl 40 MG/2ML, | 1
levoleucovorin calcium 1 100 MG/5ML, 300
SOLR MG/15ML
mesna SOLN 1 topotecan hcl SOLN 1
MESNEX SOLN (Use 1 TOPOTECAN HCL SOLN 1
mesna) (Use topotecan hcl)
MESNEX TABS 1 topotecan hcl SOLR 1
PEDMARK 1 AL(U||C(>j ;o Fj 2 yrs| I TRODELVY 1 PA
— — o) ANTIPARKINSON AND RELATED THERAPY
Mitotic Inhibitors : .
AGENTS - Drugs to Treat Parkinson's Disease
ABRAXANE 1 " -
docetaxel CONC 20 1 Antiparkinson Adjunctive Therapy

MG/ML, 80 MG/4ML, 160
MG/8ML

carbidopa

1

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug

Requirements/

Drug Name

Drug

Requirements/

Tier [Limits Tier [Limits
LODOSYN (Use 1 carbidopa-levodopa- 1 | QL(4 ea daily)
carbidopa) entacapone 100 MG-25
NOURIANZ 1 |QL(1 ea daily); | [MG-200 MG ,
PA carbidopa-levodopa- 1 QL2 ﬁﬂapdally);
. i i i i entacapone 200 MG-50
2nt|p:1rk|rlwson Antllcr;ollnerglcs : MG-200 MG
enztropine mesylate - 3
SOLN carbidopa-levodopa TABS | 1 (%'I—l(;)1 I\ﬁlaD
benztropine mesylate 1 carbidopa-levodopa 1 | QL(4 ea daily);
TABS TBCR MP
trihexyphenidyl hcl SOLN 1 carbidopa-levodopa TBDP | 1
trihexyphenidyl hcl TABS 1 carbidopa-levodopa TBDP | 1
Antiparkinson COMT Inhibitors DHIVY TABS 1 (%ly)? &2
COMTAN (Use 1 DUOPA SUSP 1 |QL(2800 mi per
entacapone) 28 day(s) retail;
entacapone 1 %800 ml E?;ar PZA?
1 L(1 ea daily); ays mar).
ONGENTYS %LﬁAt a daly): | GoCOVRI CP24 1 [QL(2 ea daily);
: PA
yrs old); PA 1 5 package(s)
TASMAR (Use 1 INBRIJA CAPS p g
tol per 30 day(s)
olcapone) retail; 5
tolcapone 1 package(s) per
Antiparkinson Dopaminergics 30 da;lg(z) mail;
amantadine hcl CAPS 1 | QL(4 eadaily) | MIRAPEX ER TB24 0.375 | 1 |QL(1 %‘1 daily);
: 1 MP MG, 0.75 MG, 2.25 MG, 3
amantad/.ne hcl SOLN MG. 3.75 MG. 4.5 MG
amantadine hcl SOLN QL(33.34 ml || /)se pramipexole
, S : QE&"& gﬂaﬁ’l 71 |dihydrochioride)
amantadine hcl TAB Y| IMIRAPEX ER TB24 0.375 | 1 |QL(1 ea daily);
APOKYN SOCT 1 MG, 0.75 MG, 2.25 MG, 3 PA
apomorphine 1 MG, 3.75 MG, 4.5 MG
hydrochloride SOCT (Use pramipexole
— 1 dihydrochloride)
bromocriptine mesylate -
CAPS MIRAPEX ER TB24 1.5 9 | QL(1 ea daily)

bromocriptine mesylate
TABS 2.5 MG

MG (Use pramipexole
dihydrochloride)

carbidopa-levodopa-
entacapone 125 MG-
31.25 MG-200 MG, 150
MG-37.5 MG-200 MG, 50
MG-12.5 MG-200 MG, 75

MG-18.756 MG-200 MG

NEUPRO

QL(30 ea per
30 day(s) retail;
30 ea per 30
days mail);
AL(At least 18
yrs old); PA

OSMOLEX ER TB24 129
MG, 193 MG

QL(1 ea daily);
PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug
Tier

Requirements/
Limits

Drug Name

Drug
Tier

Requirements/
Limits

PARLODEL CAPS (Use
bromocriptine mesylate)

PARLODEL TABS (Use
bromocriptine mesylate)

pramipexole
dihydrochloride TABS 1
MG

QL(4.67 ea
daily); MP

pramipexole
dihydrochloride TABS 0.5
MG

QL(9 ea daily);
MP

pramipexole 1 QL(20 ea
dihydrochloride TABS daily); MP
0.125 MG

pramipexole 1

dihydrochloride TABS 1.5

MG

pramipexole 1 QL(10 ea
dihydrochloride TABS daily); MP

0.25 MG

pramipexole
dihydrochloride TABS
0.75 MG

QL(8 ea daily);
MP

pramipexole 1 | QL(1 ea daily);
dihydrochloride TB24 PA
pramipexole 1 (QL(1 %:j\o\ daily);

dihydrochloride TB24

ropinirole hydrochloride
TABS 4 MG, 5 MG

QL(3 ea daily);
MP

ropinirole hydrochloride
TABS 0.25 MG, 1 MG, 2
MG

ropinirole hydrochloride
TABS 0.5 MG

QL(7 ea daily);
MP

ropinirole hydrochloride
TABS 3 MG

QL(6 ea daily);
MP

ropinirole hydrochloride
TB24

PA

RYTARY CPCR

QL(3 ea daily);
PA

SINEMET TABS 100 MG-
10 MG, 100 MG-25 MG
(Use carbidopa-levodopa)

QL(11 ea
daily); MP

STALEVO 100 (Use
carbidopa-levodopa-
entacapone)

QL(4 ea daily)

STALEVO 125 (Use
carbidopa-levodopa-
entacapone)

STALEVO 150 (Use
carbidopa-levodopa-
entacapone)

STALEVO 200 (Use
carbidopa-levodopa-
entacapone)

QL(2 ea daily);
MP

STALEVO 50 (Use
carbidopa-levodopa-
entacapone)

STALEVO 75 (Use
carbidopa-levodopa-
entacapone)

Antiparkinson Monoamine Oxidase Inhibitors

AZILECT (Use rasagiline
mesylate)

QL(1 ea daily)

rasagiline mesylate

QL(1 ea daily)

selegiline hcl CAPS

selegiline hcl TABS

XADAGO

QL(1 ea daily);
PA

ZELAPAR TBDP

QL(100 ea per
50 day(s) retail;
100 ea per 50
days mail

ANTIPSYCHOTICS/ANTIMANIC AGENTS - Drugs

to Treat Mood Disorders

Antimanic Agents

lithium

lithium carbonate CAPS

lithium carbonate TABS

lithium carbonate TBCR

LITHOBID TBCR (Use
lithium carbonate)

— | e

Antipsychotics - Misc.

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
CAPLYTA 3 |QL(1 ea daily); | [FANAPT 2 | QL(2 ea daily);
ST AL(At least 5
EQUETRO 200 MG, 300 1 | QL(4 ea daily) yrs old); ST
MG FANAPT TITRATION 2 | QL(2 ea daily);
EQUETRO 100 MG QL(3 ea daily) | |[PACK ALLL st
GEODON (Use QL(2 ea daily);| [NVEGA 6 MG (Use 2 | QL(100 ea per
Ziprasidone hcl) AL(Atleast5 || - idone 50 day(s) retail;
yrs old); MP_| |P#"P ) 100 ea per 50
GEODON (Use 9 days mail);
Ziprasidone mesylate) AL(At least 5
GEODON 60 MG, 80 MG 9 | AL(Atleast5 yrs old); ST
(Use ziprasidone hcl) yrs old); MP | |INVEGA 3 MG, 9 MG 2 C?AI\_L“A?? daltl)é);
GEODON (Use 1 (Use paliperidone) yré olde)?SS :
ziprasidone mesylate) __|INVEGA 1.5 MG (Use 9 |QL(1 ea daily);
LATUDA 20 MG, 40 MG, 2 QALL((1A<te'T\ daltlxé), paliperidone) ST
60 MG, 120 MG (Use eas
lurasidone hcl) yrs old); ST :\Té%//%GA HAFYERA 1092 1 QI1' é%% mi per
S 5ML 0 day(s)
LATUDA 80 MG (Use 2 | QL(2 ea daily); retail; 4 ml per
lurasidone hcl) AL(At least 5 180 days mail)

_ yrs old); ST | [|NVEGA HAFYERA 1560 | 1 | QL(5 miper

lurasidone hcl 80 MG 2 |QL(2 eadaily);| (mc/5ML 180 day(s)
AL(At least 5 retail; 5 ml per
yrs old); ST 180 days mail)
lurasidone hcl 20 MG, 40 2 | QL(1 eadaily);| [[NVEGA SUSTENNA 78 1 | QL(0.5 ml per
MG, 60 MG, 120 MG AL(Atkljte)asStTS MG/0.5ML 28 day(s) retail)
yrs old);

. INVEGA SUSTENNA 39 1 |QL(0.25 ml per
lurasidone hcl | AHRUSESS | MGI0.25ML 28 day(s) retail)
NUPLAZID CAPS 1 [QL(1 ea daily); | [INVEGA SUSTENNA 117 | 1 |QL(0.75 ml per

PA MG/0.75ML 28 day(s) retail;
NUPLAZID TABS 10MG | 1 |QL(1 ea daily); 1 ml per 28
PA days mail)
VRAYLAR CAPS 3 |QL(1 eadaily);| INVEGA SUSTENNA 156 1 |QL(1 ml per 28
AL(At least 5 | [MG/ML day(s) retail; 1
yrs old); ST ml per 28 days
VRAYLAR CPPK 3 |QL(1 ea daily); mail)
AL(Atleast5 | INVEGA SUSTENNA234 | 1 | QL(1.5 ml per
yrs old); ST | |[MG/1.5ML 28 day(s) retail;
Ziprasidone hcl 1 | QL(2 ea daily); 2 ml per 28
AL(At least 5 days mail)
yrs old); MP_ | INVEGA TRINZA 819 1 |QL(2.63 ml per
ziprasidone mesylate 1 MG/2.63ML 84 day(s) retail;
3 ml per 84
Benzisoxazoles days mail)
2 | QL(2 ea daily); | |INVEGA TRINZA 273 1
FANAPT AL A oaat’ | MG/0.88ML, 410
MG/1.32ML

yrs old); ST

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Requirements/
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Drug

Requirements/
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INVEGA TRINZA 273 1 risperidone TBDP 3 MG 1 | QL(100 ea per
MG/0.88ML, 410 50 day(s) retail;
MG/1.32ML 100 ea per 50
INVEGA TRINZA 546 1 |QL(1.75 mi per days mail)
MG/1.75ML 84 day(s) retail, AL(At least 5
2mlper84 || —— yrsold)
days mall) | e T 2o, | | AL(Atloasts
iperi 2 AL(At least 5 , U. ) ) )
paliperidone 6 MG yré et | |4Me yrs old): MP
paliperidone 1.5 MG, 3 2 | QL(1 eadaily);| [RYKINDO SRER 3 |QL(2 eaper 28
MG, 9 MG AL(At least 5 day(s) retail; 2
yrs old); ST ea per 28 days
paliperidone 6 MG 2 | QL(100 ea per mail); AL(At
50 day(s) retail; least 5 yrs old)
100 ea per 50 | [UZEDY SUSY 250 1 QL(0.7 ml per
days mail); | IMG/0.7ML 55 day(s) retail;
AL(At least 5 1 ml per 55
yrs old); ST days mail);
PERSERIS PRSY 1 |QL(1 eaper28 AL(At least 5
day(s) retail; 1 yrs old)
ea per 28 days| |UZEDY SUSY 125 1 [QL(0.35 ml per
mail); AL(At | IMG/0.35ML 28 day(s)
least 5 yrs old) retail); AL(At
RISPERDAL CONSTA 9 AL(At least 5 least 5 yrs old)
(Use risperidone yrs old) UZEDY SUSY 50 1 |QL(0.14 ml per
microspheres) MG/0.14ML 28 day(s)
RISPERDAL CONSTA 3 |QL(2 ea per 28 otai AL(Alé)
(Use risperidone day(s) retail; 2 1 SESO 21yrs lo
microspheres) ea per 28 days | [UZEDY SUSY 75 (0.21 ml per
mail); AL(At | [MG/0.21ML 28 day(s)
least 5 yrs old) Iergé?lg’ypr\sl_(cﬁ\é)
1 QL(8 ml daily);
5;?556%%} SOLN (Use AL((At Ieast}g UZEDY SUSY 200 1 |QL(0.56 ml per
yrs old); MP | [MG/0.56ML 55 day(s) retail;
RISPERDAL TABS 0.5 1 [QL(2 ea daily); i per 05
MG, 1 MG, 2 MG, 3 MG, 4 AL(At least 5 AR oot
MG (Use risperidone) yrs old); MP vrs old)
risperidone microspheres | 3 | AL(Atleast5 |[jZEDY SUSY 150 1 |[QL(0.42 ml per
yrs old) __}nMG/0.42ML 55 day(s)
risperidone SOLN 11 QL(8 mi daily); retail); AL(At
AL(At least 5 least 5 yrs old)
yrs old), MP_| [,,7Epy Susy 100 1 |QL(0.28 mi per

risperidone TABS

QL(2 ea daily);
AL(At least 5
yrs old); MP

MG/0.28ML 28 day(s)
retail); AL(At
least 5 yrs old)
Butyrophenones

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
HALDOL DECANOATE 1 quetiapine fumarate TB24 | 1 | QL(1 ea daily);
100 (Use haloperidol 150 MG, 200 MG AL(At least 5
decanoate) 1 Q}I/_r(SZOId);dMIP)
1 quetiapine fumarate TB24 ea aaily);
?@;D,gbo,?f,%’g,“ OATE 50 50 MG, 300 MG, 400 MG AL(At least 5
decanoate) yrs old); MP
: ; SAPHRIS (Use 9 ST
haloperlldol decanoate asenapine maleate)
haloperidol lactate CONC | 1 SAPHRIS (Use 2 |QL(2 ea daily);
haloperidol lactate SOLN 1 asenapine maleate) AL(AtI le?SSth
haloperidol TABS 1 yrs old); ST_
SAPHRIS (Use 2 | QL(2 ea daily);
Dibenzapines asenapine maleate) AL(At least 5
; 5 L(2 ea dailv): yrs old); ST
asenapine maleate QA I_((A?Elleazlt )é), SECUADO 1| QL(30 ea per
) 30 day(s) retail;
yrs old); ST 30 ea per 30
clozapine TABS 1 AL&?\Q |Oe|3§t 5 days mail); PA
. SEROQUEL XRTB24 150| 1 |QL(1 ea daily);
clozapine TBDP 1 'i‘,';é%:ﬁ?f:t A? MG, 200 MG (Use AL(AtI é?af/} F§
. ; tiapine fumarate) yrs ola);

/ TBDP 1 AL(At least 5 | [94¢€ .
clozapine yré old): PA | [SEROQUEL XRTB2450 | 1 |QL(2ea daily);
CLOZARIL TABS 50 MG, | 9 | AL(Atleast5 ||MG, 300 MG, 400 MG AL(AL least 5
200 MG (Use clozapine) yrs old) (Use quetiapine fumarate) yrs old); MP
CLOZARILTABS 25 MG, | 1 | AL(Atleast5 ||SEROQUEL TABS (Use | 1 | UL(3 ea daily)
100 MG (Use clozapine) yrs old) quetiapine fumarate) @Ir_s(%tklga l?/}I:?
loxapine succinate - SEROQUEL TABS (Use 1 |QL(3 ea daily);
olanzapine SOLR 1 quetiapine fumarate) A'—(Atk;?alf/’lf P5

- QL(1 ea daily); yrs 0'd),
olanzapine TABS AL A oaet Y| [VERSACLOZ SUSP 1| QL(600 ml per
yrs old); MP 380%33/('3) rete%l;
olanzapine TABS 10 MG, | 1 oV o
15 MG, 20 MG ays mail)
) . AL(At least 5
olanzapine TBDP 1 | QL(1 ea daily); yrs old); PA
AL(At least 5 1
< ZYPREXA RELPREVV
yrs old); MP ] QL Jaivy;
quetiapine fumarate TABS | 1 | QL(3 ea daily); | [£YPREXA ZYDIS TBDP AL( A?? a![%)’
25 MG, 50 MG, 100 MG, AL(At least 5 | |(Use olanzapine) e e
rs old); MP ;
ﬁ/?g MG, 300 MG, 400 y ) ZYPREXA ZYDIS TBDP 9 MP
— —— |(Use olanzapine)
quetiapine fumarate TABS | 3 |QL(2 ea daily);

150 MG

AL(At least 5

ZYPREXA SOLR (Use

yrs old) olanzapine)
quetiapine fumarate TABS| 1 |QL(3 ea daily);| |ZYPREXA TABS (Use 1 1 QL(1 ea daily);
200 MG MP olanzapine) AL(At least 5

yrs old); MP

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug
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Drug Name

Drug
Tier

Requirements/
Limits

ZYPREXA TABS (Use
olanzapine)

QL(1 ea daily);
AL(At least 5
yrs old); MP

Dihydroindolones

molindone hcl 56 MG, 25
MG

ABILIFY MAINTENA
PRSY

QL(1 ea per 28
day(s) retail; 1
ea per 28 days
mail); AL(At
least 5 yrs old)

Phenothiazines

chlorpromazine hcl CONC

N

AL(Up to 10 yrs

ABILIFY MAINTENA
SRER

QL(1 ea per 28
day(s) retail; 1
ea per 28 days
mail); AL(At
least 5 yrs old)

old) ABILIFY MYCITE 1 1QL(1 ea daily);
chlorpromazine hcl SOLN 1 MAINTENANCE KIT AL(At least 5
hl ine hel SOLN | 1 yrs old), PA
chiorpromaziné hc ABILIFY MYCITE 1 |QL(1 ea daily);
chlorpromazine hcl TABS 1 STARTER KIT AL(At least 5
fluphenazine decanoate 1 ABILIFY TABS (U ] Q{r(s1 Oelg)(;j ;ﬁ‘,).
. Se ’
fluphenazine hcl CONC 1 aripiprazole) AL(At least 5
fluphenazine hcl ELIX 1 yrs old); MP
fluphenazine hcl SOLN 1 aripiprazole SOLN OR 1 AL(At least 5
- 3 yrs old - Up to
fluphenazine hcl TABS 10 yrs old)
perphenazine TABS 1 aripiprazole TABS 1 | QL(1 ea daily);
rochlorperazine 1 AL(At least 5
P " perazi P yrs old); MP
prochlorperazine edisylate ini 1 |QL(1 ea daily);
G gr;\,c/),/grazole TABS 2 MG, ( o y)
PROCHLORPERAZINE 1 iDi 1 | QL(1 ea daily);
MALEATE POWD arpiprazole TEDP AL((At ot
prochlorperazine maleate 1 yrs old); PA
TABS ARISTADA 1064 1| QL(3.9 ml per
thioridazine hcl 1 MG/3.9ML O] e
thioridazine hcl 1 days mail);
trifluoperazine hcl TABS 1 AL(At least 5
trifluoperazine hcl TABS 1 yrs old)
p ARISTADA 882 MG/3.2ML| 1 | QL(3.2 ml per
Quinolinone Derivatives 28 day(s) retail;
3 ml per 28
ABILIFY ASIMTUFII PRSY| 1 | AL(Atleastd days mail);
960 MG/3.2ML yrs old) AL(At least 5
ABILIFY ASIMTUFII PRSY| 1 | QL(2.4 ml per yrs old)
720 MG/2.4ML 55 day(s) retail;| | ARISTADA 441 MG/1.6ML| 1 QL(1.6 ml per
2 ml per 55 28 day(s) retail;
days mail); 2 ml per 28
AL(At least 5 days mail);
yrs old) AL(At least 5
yrs old)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
ARISTADA 662 MG/2.4ML| 1| QL(2.4 ml per | | COMPLERA 1
28;%}'%2 rrgtsall, darunavir TABS 1
days mail); ||darunavir TABS 1
ALS?\; Ioeﬁ?t 9 | IDELSTRIGO 1 QL(1 ea daily)
ARISTADA INITIO 1 [ QL{2.4 mI per | [DESCOVY 1| QL1 ea daly)
fill retail) DOVATO 1| QL(1 ea daily)
REXULTI 3 |QL(1 eadaily); 1
AL(At least 5 EDU.RANT ]
yrs old): ST | |efavirenz CAPS
Thioxanthenes efavirenz-emtricitabine- 1
tenofovir disoproxil
thiothixene 1 fumarate
ANTIVIRALS - Drugs to Treat Viral Infections efavirenz-lamivudine- 1|1 QL(1 ea daily)
} ) tenofovir disoproxil
Antiretrovirals fumarate

lamivudine-zidovudine)

abacavir sulfate- 1 efavirenz TABS 1
lamivudine emitricitabine CAPS 1
abacavir sulfate SOLN 1 emtricitabine-tenofovir 1| QL(1 ea daily)
abacavir sulfate TABS 1 disoproxil fumarate
APRETUDE QL(3 ml per 28| [EMTRIVA CAPS (Use 1
d?y(s) ggtzll; 3 | |emtricitabine)
ml per 28 days
mail); AL(At EMTRIVA SOLN 1
least 12 yrs | |EPIVIR SOLN (Use 1
old) lamivudine)
APTIVUS CAPS 1 EPIVIR TABS (Use 1
atazanavir sulfate CAPS 1 lamivudine) _
atazanavir sulfate CAPS 1 EPI?tC?M .(UZ‘? abacavir !
BIKTARVY 1| QL(1 ea daily) | |Sufate-lamivudine) :
CABENUVA 900 MG/3ML-| 1 |QL(6 mi per 30| |Eavirne .
600 MG/3ML day(s) retail; 6 | |[EVOTAZ 1 | QL(1 eadaily)
ml per 30 days | | fosamprenavir calcium 1 QL(2.95 ea
|ma”);1AéL(At TABS daily)
%2 &) /" | [FUZEON SOLR 1| QL(300 ea per
CABENUVA 600 MG/2ML-| 1 |QL(4 ml per 30 retail; 3%yo(se)a
400 MG/2ML day(s) retail; 4 per 102 days
ml per 30 days mail)
o 13 | [GENVOYA 1| QL(1 ea daily)
old) INTELENCE (Use 1
CIMDUO 1 QL(1 ea daily) | | etravirine)
COMBIVIR (Use 1 INTELENCE 25 MG 1 QLéZ._|95) ea
aily

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits

INTELENCE (Use 1 PREZISTATABS 800 MG | 1 | QL(1 ea daily)
etravirine) (Use darunavir)
ISENTRESS HD TABS 1| QL(2 ea daily) | \PREZISTATABS 600 MG | 1 | QL(2 ea daily)
ISENTRESS CHEW 1 | AL(Atleast 2 | |(Use darunavir)

yrs old - Up to | |PREZISTA TABS 75 MG, 1 QL(2.95 ea

11 yrs old) 150 MG daily)

ISENTRESS PACK 1 AL(At least 2

yrs old - Up to ggmovm IV INFUSION | 1

11 yrs old)
ISENTRESS TABS 1 R.ETR%V'Fj CAPS (Use L
: ovuaine
JULUCA 1 QL(1 ea daily) 2l
RETROVIR SYRP (U 1
KALETRA SOLN (Use 1 Zidovudine) (Use
lopinavir-ritonavir)
REYATAZ CAPS 200 MG, | 1
KALETRA TABS (Use 1 300 MG (Use atazanavir
lopinavir-ritonavir) sulfate)
KALETRA TABS (Use 9 REYATAZ PACK 1 |AL(Upto 10 yrs
lopinavir-ritonavir) old)
lamivudine SOLN 1 ritonavir TABS 1
lamivudine TABS 1 RUKOBIA 1 | QL(2 ea daily)
lamivudine-zidovudine 1 SELZENTRY SOLN 1 |QL(60 ml daily)
LEXIVA SUSP 1 SELZENTRY TABS (Use | 1 |QL(4 ea daily)
LEXIVA TABS (Use 1 | QL(2.95ea ||maraviroc) _
fosamprenavir calcium) daily) SELZENTRY TABS 150 1| QL(2 ea daily)
lopinavir-ritonavir SOLN 1 MG (Use maraviroc) - TR
lopinavir-ritonavir TABS 1 SELZENTRY TABS 25 (4 ea daily)
_ 1 QL@ ea daiy) MG, 75 MG, 300 MG

maraV{roc TABS 300 MG : QL(2 — dally) STRIBILD 1 QL(1 ea dally)
maraviroc TABS 150 MG Y) | ISUNLENCA SOLN 1 QL(3 ml per
nevirapine SUSP 1 180 day(s)

— 1 retail; 3 ml per
nev:lrap/.ne TABS 1 180 days mail)
nevirapine 7824 SUNLENCA TBPK 1 [QL(4 ea per fil
nevirapine TB24 1 retail)
NORVIR PACK 1 QL(12ea ||SUNLENCA TBPK 1 | QL(5 ea per8

daily); AL(Up to day(s) retail; 5

6 yrs old) ea per 8 days
NORVIR TABS (Use 1 mail)
ritonavir) SUST'VA CAPS (Use €
ODEFSEY 1|1 ea dally) gﬁ;IﬁCi)TABS (U 9
; se

PIFELTRO 1 th ea Sa!:y) efavirenz)
PREZCOBIX QL(1 ea daily) | IsymFI (Use efavirenz- 1 | QL(1 ea daily)
PREZISTA SUSP 1 lamivudine-tenofovir

disoproxil fumarate)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
SYMFILO (Use 1 | QL(1 ea daily) | [FOSCAVIR 6000 9
efavirenz-lamivudine- MG/250ML (Use foscarnet
tenofovir disoproxil sodium)
fumarate) ___| |ganciclovir sodium SOLR 1
SYMTUZA 1| QL(1 eadaily) | |G ANCICLOVIR SOLN 1
tenofovir disoproxil 1| QL(1 ea daily) | [ VvTENCITY 1 | QL(112 ea per
fumarate TABS 28 day(s) retail;
TIVICAY PD TBSO 1 QL(6 ea daily) 112 ea per 28
days mail);
TIVICAY TABS 1 | AL(At least 12
TRIUMEQ PD TBSO 1| QL(6 ea daily) yrs old); PA
TRIUMEQ TABS 1 | QL(1 ea daily) | [PREVYMIS SOLN 480 1 | QL(672 ml per
TRIZIVIR 7 MG/24ML 28 day(s) retail;
672 ml per 28
TROGARZO 1 days mail); PA
TRUVADA (Use 1 | QL(1 ea daily) | [PREVYMIS SOLN 240 1| QL(336 ml per
emtricitabine-tenofovir MG/12ML 28 day(s) retail;
disoproxil fumarate) ngsrmapisr gi
TYBOST 1 |Qt(Teadally) | ioREvymIS TABS 1 | QL(28 ea per
VIRACEPT TABS 1 28 day(s) retail;
VIRACEPT TABS 1 28 ea per 28
] days mail); PA
VIREAD POWD __||VALCYTE SOLR (Use 1
VIREAD TABS 1| QL(1 ea daily) | | valganciclovir hcl)
VIREAD TABS (Use 1 | QL(1 eadaily) | [VALCYTE TABS (Use 1
tenofovir disoproxil valganciclovir hcl)
fumarate) : valganciclovir hcl SOLR 1
ZIAGEN SOLN (Use valganciclovir hcl TABS 1
abacavir sulfate) —
ZIAGEN TABS (Use 1 Hepatitis Agents
abacavir sulfate) adefovir dipivoxil 1
zidovudine CAPS 1 BARACLUDE SOLN 1
zidovudine SYRP 1 BARACLUDE TABS (Use | 1
zidovudine TABS 1 entecavir)
Antiviral Combinations entecavir TABS 1 o
EPCLUSA PACK 37.5 ea per
PAXLOVID 100 MG-150 T |AL(Atleast 12 ||\ e "G 28 day(s) retail;
MG yrs old) 28 ea per 28
days mail);
Sl AGETiE AL (At least 3
cidofovir 1 yrs old - Up to

foscarnet sodium 6000
MG/250ML

10 yrs old); PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug
Tier

Requirements/
Limits

Drug Name

Drug
Tier

Requirements/
Limits

EPCLUSA PACK 50 MG-
200 MG

QL(56 ea per
28 day(s) retail;
56 ea per 28
days mail);
AL(At least 3
yrs old - Up to
10 yrs old); PA

LEDIPASVIR/SOFOSBUV
IR TABS

QL(28 ea per
28 day(s) retail;
28 ea per 28
days mail);
AL(At least 7
yrs old); PA

EPCLUSA TABS 50 MG-
200 MG

QL(28 ea per
28 day(s) retail;
28 ea per 28
days mail); PA

MAVYRET PACK

QL(168 ea per
28 day(s) retail;
168 ea per 28
days mail)

EPCLUSA TABS 100 MG-
400 MG

QL(28 ea per
28 day(s) retail;
28 ea per 28
days mail);
AL(At least 18
yrs old); PA

MAVYRET TABS

QL(84 ea per
28 day(s) retail;
84 ea per 28
days mail); PA

PEGASYS SOLN

PEGASYS SOSY

EPIVIR HBV SOLN

EPIVIR HBV TABS (Use
lamivudine (hbv))

ribavirin (hepatitis c)
CAPS

HARVONI PACK 45 MG-
200 MG

QL (56 ea per
28 day(s) retail;
56 ea per 28
days mail);
AL(At least 3
yrs old - Up to
6 yrs old); PA

ribavirin (hepatitis c)

TABS 200 MG
SOFOSBUVIR/VELPATA 1 QL (28 ea per
SVIR TABS 28 day(s) retail;
28 ea per 28
days mail);
AL(At least 18
yrs old); PA

HARVONI PACK 33.75
MG-150 MG

QL(28 ea per
28 day(s) retail;
28 ea per 28
days mail);
AL(At least 3
yrs old - Up to
6 yrs old); PA

SOVALDI PACK 200 MG

QL(56 ea per
28 day(s) retail;
56 ea per 28
days mail);
AL(At least 3
yrs old - Up to
6 yrs old); PA

HARVONI TABS

QL(28 ea per
28 day(s) retail;
28 ea per 28
days mail);
AL(At least 7
yrs old); PA

HARVONI TABS

QL(28 ea per
28 day(s) retail;
28 ea per 28
days mail);
AL(At least 7
yrs old); PA

SOVALDI PACK 150 MG

QL(28 ea per
28 day(s) retail;
28 ea per 28
days mail);
AL(At least 3
yrs old - Up to
6 yrs old); PA

HEPSERA (Use adefovir
dipivoxil)

9

SOVALDI TABS

QL (28 ea per
28 day(s) retail;
28 ea per 28
days mail);
AL(At least 7
yrs old); PA

lamivudine (hbv) TABS

1

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Requirements/
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Drug Name

Drug Requirements/
Tier |Limits

SOVALDI TABS

QL(28 ea per
28 day(s) retail;
28 ea per 28
days mail);
AL(At least 7
yrs old); PA

TAMIFLU CAPS 75 MG
(Use oseltamivir
phosphate)

1 QL(20 ea per
10 day(s) retail;
20 ea per 10
days mail)

TAMIFLU CAPS 30 MG,
45 MG (Use oseltamivir

VEMLIDY QL(1 ea daily) | | phosphate)
VOSEVI QL(28 ea per | I TAMIFLU SUSR (Use 1
23 gaY(S) rezt%”; oseltamivir phosphate)
ea per XOFLUZA 40 MG 1 |QL(2 ea perfil
days mail); PA retail); AL(At
ZEPATIER 1| QL(28 ea per least 5 yrs old)
28 day(s) retail; Iy e uzA 80 MG 1 [QL(1 ea per il
2(?332 fne;ig? retail); AL(At
AL(At least 18 _ — least 5 yrs old)
yrs old); PA | |Respiratory Syncytial Virus (RSV) Agents
Herpes Agents ribavirin 1
acyclovir sodium SOLN 1 VIRAZOLE (Use ribavirin) | 1
acyclovir CAPS 1 BETA BLOCKERS - Drugs to Treat High Blood
acyclovir SUSP 1 AL(Uplth) 7 yrs | (SR
0
acyclovir TABS OR 1 Alpha-Beta Blockers
famciclovir 1 carvedilol 3.125 MG, 6.25 | 1 |QL(8 ﬁ/lapdaily);
SITAVIG TABS BU 1 |QL(1 ea per 30| |MG .
day(s) retail; 1 | | carvedilol 12.5 MG, 25 1 | QL(4 ea daily);
ea per 30 days| |MG MP
ovelovir hal 3 mail); PA__| [ carvedilol phosphate 1
\‘;i iiﬁE‘;‘(’” UC 1 COREG (Use carvedilol) | 9 MP
(Use COREG 3.125 MG, 6.25 | 1 |QL(8 ea daily);
valacyclovir hcl) : MP
ZOVIRAX SUSP (Use 9 |AL(Upto7yrs MG (Use carvediol) -
acyclovir) old) COREG 125 MG, 25 MG | 1 |QL(4 ea daily);
(Use carvedilol) MP
Influenza Agents COREG CR (Use 1
oseltamivir phosphate 1 carvedilol phosphate)
CAPS COREG CR (Use 9
oseltamivir phosphate 1 carvedilol phosphate)
SUSR labetalol hcl SOLN 1
RELENZA DISKHALER 1| QL(20 ea per | |/apetalol hcl TABS 100 1 QL(24 ea
fill retail) MG daily); MP
rimantadine hydrochloride L labetalol hcl TABS 200 1 QL(12 ea
MG daily); MP

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
labetalol hcl TABS 300 1 BYSTOLIC 2.5 MG, 5 MG 9

QL(8 ea daily);
MP

MG (Use nebivolol hcl)
LABETALOL 1 esmolol hcl-sodium 1
HYDROCHLORIDE/DEXT chloride
ROSE 5 %-200

esmolol hcl SOLN 100 1
LABETALOL 1
HYDROCHLORIDE/SODI ESMOLOL

UM CHLORIDE 0.72 %-
100 MG/100ML, 0.72 %-
200 MG/200ML, 0.72 %-
300 MG/300ML

HYDROCHLORIDE
INWATER DOUBLE
STRENGTH SOLN

LABETALOL
HYDROCHLORIDE SOSY
10 MG/2ML

Beta Blockers Cardio-Selective

ESMOLOL 1
HYDROCHLORIDE

INWATER SOLN

KAPSPARGO SPRINKLE 1 | QL(1 ea daily);
CS24 PA
LOPRESSOR TABS 50 1 |QL(6 ﬁﬂapdaily);

MG (Use metoprolol
tartrate)

acebutolol hcl CAPS 200 1 | QL(6 ea daily);
MG MP
acebutolol hcl CAPS 400 1 | QL(4 ea daily);
MG MP

atenolol TABS 100 MG

1

QL(2 ea daily);
MP

LOPRESSOR TABS 100
MG (Use metoprolol
tartrate)

QL(5 ea daily);
MP

atenolol TABS 25 MG

QL(8 ea daily);
MP

atenolol TABS 50 MG

QL(4 ea daily);
MP

metoprolol succinate 1 | QL(3 ea daily);
TB24 25 MG, 50 MG MP
metoprolol succinate 1 | QL(2 ea daily);
TB24 100 MG, 200 MG MP

betaxolol hcl

bisoprolol fumarate

metoprolol tartrate SOLN
IV 5 MG/5ML

BREVIBLOC (Use
esmolol hcl-sodium
chloride)

metoprolol tartrate TABS

QL(5 ea daily);

BREVIBLOC PREMIXED
(Use esmolol hcl-sodium
chloride)

37.5 MG, 75 MG, 100 MG MP
metoprolol tartrate TABS 1 | QL(6 ea daily);
25 MG, 50 MG MP

nebivolol hcl

BREVIBLOC PREMIXED
DOUBLESTRENGTH
(Use esmolol hcl-sodium
chloride)

TENORMIN TABS 100

QL(2 ea daily);

BREVIBLOC SOLN 100
MG/10ML (Use esmolol
hcl)

BYSTOLIC (Use
nebivolol hcl)

MG (Use atenolol) MP
TENORMIN TABS 25 MG 1 | QL(8 ea daily);
(Use atenolol) MP
TENORMIN TABS 50 MG 1 | QL(4 ea daily);
(Use atenolol) MP
TOPROL XL TB24 25 MG,| 1 |QL(3 ﬁﬂapdaily);

50 MG (Use metoprolol
succinate)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits

TOPROL XL TB24 100 1 | QL(2 ea daily); | | propranolol hcl SOLN OR 1

MG, 200 MG (Use MP 20 MG/5ML, 40 MG/5ML

metoprolol succinate) propranolol hcl SOLN OR 1

Beta Blockers Non-Selectiv

BETAPACE AF 160 MG
(Use sotalol hcl (afib/afl))

QL(4 ea daily);
MP

BETAPACE AF 120 MG
(Use sotalol hcl (afib/afl))

QL(6.67 ea
daily); MP

BETAPACE AF 80 MG
(Use sotalol hcl (afib/afl))

QL(8 ea daily);
MP

BETAPACE TABS 160
MG (Use sotalol hcl)

QL(4 ea daily);
MP

BETAPACE TABS 120
MG (Use sotalol hcl)

QL(6.67 ea
daily); MP

BETAPACE TABS 80 MG

QL(8 ea daily);
MP

(Use sotalol hcl)

CORGARD TABS 40 MG 1 | QL(4 ea daily),

(Use nadolol) MP

CORGARD TABS 80 MG 9 MP

(Use nadolol)

CORGARD TABS 20 MG 1

(Use nadolol)

HEMANGEOL SOLN OR 11 QL(120 ml per
30 day(s) retail;
120 ml per 30
days mail); .PA

INDERAL LA CP24 120 1 |QL(3 ea daily);

MG (Use propranolol hcl) MP

INDERAL LA CP24 60 1 |QL(2 ea daily);

MG, 80 MG, 160 MG (Use MP

propranolol hcl)

INDERAL XL 1

INNOPRAN XL 1

nadolol TABS 40 MG, 80 1 |QL(4 ea daily);

MG MP

nadolol TABS 20 MG 1

pindolol TABS 1

propranolol hcl CP24 60
MG, 80 MG, 160 MG

QL(2 ea daily);
MP

propranolol hcl CP24 120

MG

QL(3 ea daily);
MP

20 MG/5ML, 40 MG/5ML

propranolol hcl TABS 40

QL(6 ea daily);

MG MP
propranolol hcl TABS 60 1 | QL(4 ea daily);
MG, 80 MG MP
propranolol hcl TABS 10 1 | QL(8 ea daily);
MG, 20 MG MP

sotalol hcl (afib/afl) 80 MG

QL(8 ea daily);
MP

sotalol hcl (afib/afl) 160
MG

QL(4 ea daily);
MP

sotalol hcl (afib/afl) 120
MG

QL(6.67 ea
daily); MP

sotalol hcl TABS 80 MG

QL(8 ea daily);
MP

sotalol hcl TABS 160 MG

QL(4 ea daily);
MP

sotalol hcl TABS 240 MG

QL(2 ea daily);
MP

sotalol hcl TABS 120 MG

QL(6.67 ea
daily); MP

SOTYLIZE SOLN OR

QL(1920 ml per,
30 day(s) retail;
1920 ml per 30
days mail); PA

timolol maleate TABS

1

timolol maleate TABS

1

CALCIUM CHANNEL BLOCKERS - Drugs to Treat
High Blood Pressure

Calcium Channel Blockers

amlodipine besylate TABS
2.5 MG, 5 MG

amlodipine besylate TABS

QL(6 ea daily);

2.5 MG MP
amlodipine besylate TABS | 1 | QL(4 ea daily);
5 MG MP
amlodipine besylate TABS | 1 | QL(2 ea daily);
10 MG MP

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug

Requirements/

Drug Name

Drug

Requirements/

Tier [Limits Tier |Limits
CALAN SR TBCR 120 9 | QL(2 ea daily); | | diltiazem hcl coated 1 | QL(4 ea daily);
MG, 180 MG (Use MP beads CP24 120 MG MP
verapamil hel) diltiazem hcl extended 1 |QL(1 ea daily);
CALAN SR TBCR 240 MG| 9 release beads 300 MG, MP
(Use verapamil hcl) 360 MG, 420 MG
CARDENE IV SOLN 0.83 | 1 diltiazem hcl extended 1 | QL(3 ea daily);
%-40 MG/200ML, 0.86 %- release beads 180 MG MP
20 MG/200ML ___| | diltiazem hcl extended 1 |QL(4 ea daily);
CARDIZEM CD CP24 240 | 1 |QL(2 ea daily);| |release beads 120 MG MP
MG (Use diltiazem hcl MP diltiazem hcl extended 1 | QL(2 ea daily);
coated beads) QL5 ea ) release beads 240 MG MP
CARDIZEM CD CP24 180 €a dally), e 2 ST
MG (Use diltiazem hcl MP diltiazem hcl CP12 ___
coated beads) diltiazem hcl CP24 240 1 QL2 (R/lapdally),
CARDIZEM CD CP24 120 | 1 |QL(4 ea daily); | |MC T
MG (Use diltiazem hcl MP diltiazem hcl CP24 120 1 |QL(4 ea daily);
coated beads) MG MP _
CARDIZEM CD CP24 300 | 1 | QL(1 ea daily); | | diltiazem hcl CP24 180 1 [QL(3 ﬁ/lapdally);
MG (Use diltiazem hcl MP MG
coated beads) diltiazem hcl SOLN 1
CARDIZEM CD CP24 360 | 1 PA DILTIAZEM HCL SOLR 1
MG (Use diltiazem hcl "y Y-
coated beads) Ad/lllctéaéeoligl TABS 30 1 QL6 ﬁ/lapdally),
CARDIZEM LA TB24 2 ST - o)
(Use diltiazem hcl) diltiazem hcl TABS 90 MG | 1 |QL(3 ﬁ/lapdally),
CARDIZEM LA TB24 2 ST diltiazem hcl TABS 120 1 |QL(8 ea daily);
(Use diltiazem hcl) MG MP
CARDIZEM TABS 120 MG| 1 | QL(8 eadaily);| | gjitiazem hcl TB24 2 ST
(Use diltiazem hC/) MP . felodipine 1 QL(1 ea dally),
CARDIZEM TABS 30 MG, | 1 |QL(6 ea daily); MP
60 MG (Use diltiazem hcl) MP isradipine CAPS 2 ST
CLEVIPREX 25 MG/50ML,| 1 KATERZIA 1 QL(300 ml per
50 MG/100ML 30 day(s) retail;
CONJUPRI (Use 9 332;;'5:5){50
le‘vgmlodlp/ne maleate) AL(At least 5
diltiazem hcl coated 1 PA yrs old - Up to
beads CP24 360 MG 10 yrs old): PA
diltiazem hcl coated 1 | QL(3 ea daily); | | )evamlodipine maleate 1 | QL(1 ea daily);
beads CP24 180 MG MP PA
diltiazem hcl coated 1 |QL(1 ea daily); | | nicardipine hcl CAPS 2 ST, MP
beads CP24 300 MG MP nicardipine hcl SOLN 1
diltiazem hcl coated 1 | QL(2 ea daily); | INJCARDIPINE 1
beads CP24 240 MG MP HYDROCHLORIDE SOLN

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug

Requirements/

Drug Name

Drug

Requirements/

Tier [Limits Tier [Limits
nifedipine CAPS 1 MP TIAZAC 300 MG, 360 MG, | 1 |QL(1 ea daily);
nifedipine TB24 1 MP 420 MG (USG diltiazem hcl MP

- odioine CAPS 1 QL(252 ea per extended release beads)

nimodip 20 day(s) retail;| | verapamil hcl CP24 2 ST

252 ea per 20 | | verapamil hcl SOLN 2.5 1

days mail) | |MG/ML
nisoldipine 2 ST verapamil hcl TABS 40 1 | QL(3 ea daily);
NORLIQVA SOLN 1 3%L(§30? ;nl rt)e'T MG MP
ay(s) retail; - —
300 mi per 30 | | verapamil hel TABS 80 1 QL4 ﬁ/lapdally),
days mail); MG, 120 MG

AL(At least 6 | |verapamil hcl TBCR 240 1

yrs old - Up to | |[MG

10 yrs old); PA| |verapamil hcl TBCR 120 1 |QL(2 ea daily);
NORVASC TABS25MG | 1 |QL(6 eadaily);| | MG, 180 MG MP
(Use amlodipine besylate) MP VERAPAMIL 2 ST
NORVASC TABS 10 MG 9 MP HYDROCHLORIDE ER
(Use amlodipine besylate) CP24 (Use verapamil hcl)
NORVASC TABS 10 MG 1 | QL(2 ea daily); | [VERELAN PM CP24 (Use | 2 ST
(Use amlodipine besylate) MP verapamil hcl)
NORVASC TABS 5 MG 1 |QL(4 ea daily); | [VERELAN CP24 (Use 2 ST
(Use amlodipine besylate) MP verapamil hcl)
NYMALIZE SOLN 6 1 CARDIOTONICS - Drugs to Treat Heart Failure
MG/ML and Abnormal Heart Rhythm
PROCARDIA XL TB24 1 MP Y
(Use nifedipine) Cardiac Glycosides
PROCARDIA XL TB24 1 MP digoxin SOLN OR 0.05 1 [ QL(900 ml per
(Use nifedipine) MG/ML 90 day(s) retail;
SULAR 8.5 MG, 17 MG, 2 ST 900 m per 90
34 MG (Use nisoldipine) _ 1 days mail); MP
TIAZAC 240 MG (Use 1 |QL(2 ea daily); | |digoxin SOLN 1J 0.25

A VP MG/ML

diltiazem hcl extended
release beads) digoxin TABS 0.125 MG, 1 %L(F»?‘Ilvl %a
TIAZAC 300 MG, 360 MG, | 1 | QL( ea daily); | | 125 MCG aily),
420 MG (Use diltiazem hcl MP digoxin TABS 0.0625 MG, 1
extended release beads) 62.5 MCG
TIAZAC 180 MG (Use 1 QL(3 ea daily); | | digoxin TABS 250 MCG 1 QL(2.22 ea
diltiazem hcl extended MP daily); MP

release beads)

TIAZAC 120 MG (Use
diltiazem hcl extended
release beads)

QL(4 ea daily);
MP

LANOXIN PEDIATRIC
SOLN IJ

LANOXIN SOLN IJ (Use
digoxin)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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dextrose
CARDIOVASCULAR AGENTS - MISC. - Drugs to

Treat Heart and Circulation Conditions

Cardiac Myosin Inhibitors

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

LANOXIN TABS 62.5 9 MP CADUET 10 MG-10 MG, 2 ST
MCG, 125 MCG, 250 10 MG-20 MG, 10 MG-40

MCG (Use digoxin) MG, 10 MG-80 MG, 5 MG-

| 10 MG, 5 MG-20 MG, 5

notropes MG-40 MG, 5 MG-80 MG

dobutamine hcl 12.5 1 (Use amlodipine besylate-

MG/ML, 250 MG/20ML atorvastatin calcium)

DOBUTAMINE HCL/D5W | 1 CADUET 10 MG-10 MG, | 9 ST
DOBUTAMINE 1 10 MG-20 MG, 10 MG-40
HYDROCHLORIDE/DEXT MG, 10 M-S0 Me. > MG-

ROSE 5% ’ ’

MG-40 MG, 5 MG-80 MG

dopamine hcl 40 MG/ML 1 (Use amlodipine besylate-

DOPAMINE 1 atorvastatin calcium)

HYDROCHLORIDE (Use ENTRESTO 1 | QL(2 ea daily);
dopamine hcl) PA
DOPAMINE 9 isosorbide dinitrate- 1
HYDROCHLORIDE (Use hydralazine hcl

dopamine hcl) Cardiovascular Sodium-Glucose Co-Transporter 2
DOPAMINE L Inhibitors

HYDROCHLORIDE/DEXT :
ROSE INPEFA 1 C}it& tela da}ll%%;

eas

DOPAMINE/DSW 1 V7S old): PA
milrinone lactate 1 INPEFA 1 QL(1 ea daily);
milrinone lactate in 1 AL(At least 18

yrs old); PA

Impotence Agents

CIALIS 5 MG (Use
tadalafil)

QL(1 ea daily);
PA

CAMZYQOS

QL(1 ea daily);
AL(At least 18
yrs old); PA

CIALIS 2.5 MG, 10 MG, 20
MG (Use tadalafil)

Cardioplegic Solutions

tadalafil 5 MG

QL(1 ea daily);

PA

cardioplegic soln

Peripheral Vasodilators

PLEGISOL (Use
cardioplegic soln)

papaverine hcl SOLN

Prostaglandin Vasodilators

Cardiovascular Agents Misc. - Combinations

epoprostenol sodium

amlodipine besylate-
atorvastatin calcium

2

ST

FLOLAN (Use
epoprostenol sodium)

BIDIL (Use isosorbide
dinitrate-hydralazine hcl)

1

ORENITRAM TITRATION
KIT MONTH 1 TEPK

QL(168 ea per
28 day(s) retail;
168 ea per 28
days mail); PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug
Tier

Requirements/
Limits

Drug Name

Drug
Tier

Requirements/
Limits

ORENITRAM TITRATION
KIT MONTH 2 TEPK

QL (336 ea per
28 day(s) retail;
336 ea per 28
days mail); PA

Pulmonary Hypertension - Endothelin Receptor

Antagonists

ORENITRAM TITRATION
KIT MONTH 3 TEPK

QL (252 ea per
28 day(s) retail;
252 ea per 28
days mail); PA

ambrisentan

bosentan TABS

ORENITRAM TBCR

QL(6 ea daily);
PA

LETAIRIS (Use
ambrisentan)

REMODULIN SOLN IJ

OPSUMIT

QL(1 ea daily);
PA

TRACLEER TABS (Use

1

treprostinil SOLN 1J bosentan)

TYVASO DPI PA TRACLEER TBSO 1

INSTITUTIONALKIT

POWD Pulmonary Hypertension - Phosphodiesterase

TYVASO DPI 1 QL(112 ea per| |Inhibitors

D ANCE KIT g ) e |ADCIRCA TABS (Use 1 |QL(2 ea daily).
days mail): PA | | fadalafil (pulmonary PA

TYVASO DPI 1 |QL(224 ea per | |[Wpertension))

MAINTENANCE KIT 35 day(s) retail;| |[LIQREV SUSP 1 AL(At least 18

POWD

224 ea per 35
days mail); PA

yrs old); PA

TYVASO DPI TITRATION
KIT POWD

QL (252 ea per
35 day(s) retail;
252 ea per 35
days mail); PA

REVATIO SOLN (Use
sildenafil citrate
(pulmonary hypertension))

TYVASO DPI TITRATION
KIT POWD

QL (196 ea per
35 day(s) retail;
196 ea per 35
days mail); PA

TYVASO REFILL SOLN
IN

QL(324.8 ml
per 28 day(s)
retail; 325 ml
per 28 days
mail)

REVATIO SUSR (Use
sildenafil citrate
(pulmonary hypertension))

QL (224 ml per
30 day(s) retail;
224 ml per 30
days mail);
AL(Up to 6 yrs
old); PA

REVATIO TABS (Use
sildenafil citrate
(pulmonary hypertension))

QL(3 ea daily);
PA

TYVASO STARTER
SOLN IN

QL(324.8 ml
per 28 day(s)
retail; 325 mli
per 28 days
mail)

sildenafil citrate
(pulmonary hypertension)
SOLN

TYVASO SOLN IN

QL(11.6 ml per
7 day(s) retail;

sildenafil citrate
(pulmonary hypertension)
SUSR

AL(Up to 6 yrs
old); PA

sildenafil citrate
(pulmonary hypertension)
TABS

QL(3 ea daily);
PA

12 ml per 7
days mail)
VELETRI (Use 1
epoprostenol sodium)
VENTAVIS 1

sildenafil citrate
(pulmonary hypertension)
TABS

PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
ﬁ/%aelftzln (S%Lo’%oﬂ\agé QL@ ?D?Adally); Vasoactive Soluble Guanylate Cyclase Stimulator
TADLIQ SUSP 1| QL(300 mi per | |(8GC)
30 day(s) retail;| \VERQUVO 1 [QL(1 ea daily);
300 ml per 30 AL(At least 18
days mail); rs old); PA
AL(LCJ)%PQX UENCEPHALOSPORINS - Drugs to Treat Bacterial
Pulmonary Hypertension - Prostacyclin Receptor Infections
Agonist Cephalosporin Combinations
UPTRAVI TITRATION 1 [QL(200 ea per | |AVYCAZ 1 151’“8(:2( Se)ar per,
PACK TBPK 30 day(s) retail; 4 y 19
200 ea per 30 da?g Pnegil)'
days mail); ,
AL(Xt Ieast)1 8 AL(At least 18
yrs old): PA yrs old), PA
UPTRAVI SOLR 1 | QL(60 ea per | |[£ERBAXA 1 1511'8(84 oa per
30 day(s) retail; ay(s) retail;
60 ea per 30 84 ea per 14
days mail); days mail);
AL(At least 18 AL(At least 18
yrs old): PA yrs old), PA
UPTRAVI TABS 1 QL(2 ea daily); | [Cephalosporins - 1st Generation
Ayll_r(? é:g ?SFt; AS cefadroxil CAPS 1
Pulmonary Hypertension - Sol Guanylate Cyclase | |c€7adroxil SUSR 1
Stimulator cefadroxil TABS 1
___| |CEFAZOLIN 1
ADEMPAS 1 |QL(3 ea daily); | | SODIUM/DEXTROSE
PA SOLR
Septal Agents CEFAZOLIN SODIUM 1
ABLYSINOL 1 JAL(Up to 20 yrs| [SOLN 4 %-1 GM/50ML
old); PA cefazolin sodium SOLR IJ | 1
i ibi 1GM, 2 GM, 3 GM, 10
Sinus Node Inhibitors : S G, 500 MG
CORLANOR SOLN 28 éay(s;n re‘?:itl.' cefazolin sodium SOLR IJ | 1
560 ml per 28 | | 1.GM. 2 GM, 3 GM, 10
days mail); PA | | M. 500 MG
CORLANOR TABS 1 QL(2 ea daily); | |CEFAZOLIN SODIUM 1
PA SOLR IV 2 GM
Transthyretin Stabilizers CEFAZOLIN SOLN 1
VYNDAMAX 1 [QL(1 ea daily); | [CEFAZOLIN SOLR IV 1
PA cephalexin CAPS 250 1
VYNDAQEL 1 |QL(4 ea daily); | |MG, 500 MG
PA cephalexin CAPS 750 MG | 1 PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used

for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
cephalexin SUSR 1 CEFTAZIDIME/DEXTROS | 1
cephalexin TABS 1 PA E
: : ceftriaxone sodium IJ 1 1
Cephalosporins - 2nd Generation GM. 2 GM. 250 MG. 500
CEFACLOR ER TB12 1 MG
cefaclor CAPS 1 ceftriaxone sodium in 1
cefaclor SUSR 125 1 dextr.ose p—
MG/5ML, 375 MG/5ML ceftriaxone sodium in 1
CEFOTAN IJ (Use 1 dextrose
Cefotetan disodium) CEFTRIAXON E/DEXTRO 1
cefotetan disodium IJ 1 1 SE
GM, 2 GM Cephalosporins - 4th Generation
cefoxitin sodium 1V 1 cefepime hcl SOLR IJ 1 1
CEFOXITIN SODIUM 1 GM
cefprozil SUSR 1 CEFEPIME/DEXTROSE 1
cefprozil SUSR 1 CEFEPIME SOLN 1
cefprozil TABS 1 Cephalosporins - 5th Generation
cefuroxime axetil TABS 1 TEFLARO | 1 |
cefuroxime sodium IJ 750 1 , :
MG Cephalosporins - Siderophores
Cephalosporins - 3rd Generation FETROJA [ ALr(éA‘ éllga_slg ,2\8
cefdinir CAPS 1
cefi{'lir sgjgs 1 QL(10 6a por || BUlk Chemicals - A's
cefixime
10 day(s) retail;| |ACYCLOVIR 1
d1a?/ s gﬁ)r 1 FQA ALBENDAZOLE 1
2 1
cefixime SUSR 1 [QL(100 mi per AMLODIPINE BESYLATE
1 100%ar>r/1(|8) er'lretf\cl)l: Bulk Chemicals - B's
days mail), | |IBENZOCAINE 1 | RXOTC
AL(Up to 12 yrs| I BETHANECHOL 1
old); PA CHLORIDE
cefixime SUSR 200 1 |AL(Up to 12 yrs : :
MG/5ML old); PA Bulk Chemicals - C's
cefpodoxime proxetil 1 CHLORPROMAZINE HCL | 1
SUSR CHOLESTYRAMINE 1
cefpodoxime proxetil 1 CHOLESTYRAMINE 1
TABS RESIN
ceftazidime IJ 1 GM, 6 1 CLINDAMYCIN 1
GM PHOSPHATE POWD

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug
Tier

Requirements/
Limits

Drug Name

Drug
Tier

Requirements/
Limits

Bulk Chemicals - D's

Bulk Chemicals - N's

DEXAMETHASONE 1 NALTREXONE HCL 1
DEXAMETHASONE 1 NALTREXONE 1
SODIUM PHOSPHATE HYDROCHLORIDE
DIAZEPAM 1 NIFEDIPINE 1
Bulk Chemicals - E's Bulk Chemicals - O's
ENALAPRIL MALEATE 1 OMEPRAZOLE 1 |
ESTRADIOL 1 Bulk Chemicals - P's
,\EA?JSSB:(ZJED . PHYTONADIONE LIQD 1 RX/OTC
PROGESTERONE 1
ESTRIOL 1 MICRONIZED
ESTRIOL MICRONIZED PROGESTERONE 1
Bulk Chemicals - G's MICRONIZED (SOY)
1 PROGESTERONE 1
GLYCOPYBROLATE | MICRONIZED (YAM)
Bulk Chemicals - H's PROGESTERONE 1
HYDROCODONE 1 MILLED POWD
BITARTRATE CRYS PROGESTERONE 1
HYDROCODONE 1 ULTRA MICRONIZED
BITARTRATE POWD PROGESTERONE 1
HYDROXYUREA 1 WETTABLE (SOY) POWD
HYDROXYZINE HCL 1 PROGESTERONE 1
: : WETTABLE (YAM) POWD
LANSOPRAZOLE 1 RX/OTC WETTABLE POWD
LIDOCAINE BASE POWD | 1 PROGESTERONE POWD| 1
LIDOCAINE HCL 1 PROMETHAZINE HCL 1
LIDOCAINE HCL 1 POWD
MONOHYDRATE Bulk Chemicals - T's
LIDOCAINE POWD 1 MICRONIZED (SOY)
LORAZEPAM POWD
) ) TESTOSTERONE 1 PA
Bulk Chemicals - M's MICRONIZED SOY
METFORMIN HCL POWD 1
METRONIDAZOLE TESTOSTERONE PA
MICRONIZED YAM CRYS
METRONIDAZOLE
BENZOATE TESTOSTERONE 1 PA
MUPIROCIN 3 MICRONIZED POWD

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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drospirenone-ethinyl
estradiol-levomefolate
calcium)

MIRCETTE (Use
desogestrel-ethinyl

Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
TESTOSTERONE 1 PA drospirenone-ethinyl 1
PROPIONATE estradiol
TESTOSTERONE POWD | 1 PA drospirenone-ethinyl 1
TOPIRAMATE 1 gg;‘g?:,;'?l-le vomefolate
TRIAMCINOLONE L drospirenone-ethinyl 1
R-/IIIQ(EAI\?MO% II}EBONEUSP’ 1 estradiol-levomefolate
calcium
TRICHLOROACETIC 1 RX/OTC ethynodiol diacet & eth 1
AClD CRYS estrad
Bulk Chemicals - U's GENERESS FE (Use 9
norethindrone & ethinyl
URSODIOL 1 | estradiol-fe)
Solids levonorgestrel & eth 1
levonorgestrel-eth 1
EI(!)_\?VCDARPINE HCL L estradiol (triphasic)
levonorgestrel-ethinyl 1
EEEEEEESBEE estradiol (91-day) 0.03
MG-0.15 MG
MICRONIZED levonorgestrel-ethinyl 1
CONTRACEPTIVES - Drugs to Prevent Pregnancy QR IR (el (sl [elIF),
Combination Contraceptives - Oral /ees‘?r)gé')ig %3}952 el-ethinyl 1| QL(1 ea daily)
BALCOLTRA (Use 9 1
levonorgestrel-ethinyl LO LOESTRIN FE TABS
estradiol-iron) |I—OS EASOT'?UE) ( Lfse 1
BALCOLTRA (Use 1| QL(1 ea daily) | |'Svonorgesireletiiiny
levonorgestrel-ethinyl estradiol (91-aay))
estradiol.jron) M'NASTR'N 24 FE CHEW 1
BEYAZ (Use 1 (Use norethin acet &
drospirenone-ethinyl estrad-fe)
estradiol-levomefoiate MINASTRIN 24 FE CHEW | 9
calcium) (Use norethin acet &
BEYAZ (Use 9 estrad-fe)

desogestrel & ethinyl
estradiol

desogestrel-ethinyl
estradiol (biphasic)

desogestrel-ethinyl
estradiol (triphasic)

estradiol (biphasic))

NATAZIA 1

NEXTSTELLIS 1 |QL(1 epi daily);
norethin acet & estrad-fe 1 | QL(1 ea daily);
CAPS PA

norethin acet & estrad-fe
CHEW

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
norethin acet & estrad-fe 1 YASMIN 28 (Use 1
TABS 1 MG-20 MCG-75 drospirenone-ethinyl
MG, 1.5 MG-30 MCG-75 estradiol)
MG YASMIN 28 (Use 9
norethindrone & eth 1 drospirenone-ethinyl!
estradiol estradiol)
norethindrone & ethinyl 1 YAZ (Use drospirenone- 9
estradiol-fe ethinyl estradiol)
norethindrone acet & eth 1 YAZ (Use drospirenone- 1
estra ethinyl estradiol)
norethindrone acetate- 1 Combination Contraceptives - Transdermal
ethinyl estradiol-fe : _
norethindrone-eth 1 norelgestromin-ethinyl 1
estradiol (triphasic) estradiol i
norgestimate-ethinyl 1 TWIRLA
estradiol Combination Contraceptives - Vaginal
norgestimate-ethinyl ! ANNOVERA 1 | 1 package(s)
estradiol (triphasic) per 365 day(s)
norgestrel & ethinyl 1 retail; 1
estradiol 30 MCG-0.3 MG package(s) per
QUARTETTE (Use 1 | QL(1 ea daily) : - 365 day(s) mail
levonorgestrel-ethinyl etonogestrel-ethinyl
estradiol (91-day)) estradiol
QUARTETTE (Use 9 NUVARING (Use 9
levonorgestrel-ethinyl etonogestrel-ethinyl
estradiol (91-day)) estradiol)
SAFYRAL (Use 1 NUVARING (Use L
drospirenone-ethinyl etonogestrel-ethinyl
estradiol-levomefolate estradiol)
calcium) 5 Copper Contraceptives - IUD
SAFYRAL (Use
drospirenone-ethinyl INTRAUTERINE COPPER 1 i
estradiol-levomefolate CONTRACEPTIVE T380A
calcium)
SEASONIQUE (Use 1 Emergency Contraceptives
levonorgestrel-ethinyl 1
estradiol (91-day)) I/ELLA o=y ]
TAYTULLACAPS (Use | 9 ooy &
norethin acet & estrad-fe) I(emergenc;; OIC) 1.5 MG ]
TAYTULLA CAPS (Use 1 |[QL(1 ea daily); | |'2vonorgestre
norethin acet & estrad-fe) PA f&f\fgggﬁ EOCS)T1E5PM(S 8
- se

TYBLUME CHEW L levonorgestrel

(emergency oc))

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits

Progestin Contraceptives - Implants éIIE’EIPNDI SPRINKLE L AL(éfg)Fongrs
NEXPLANON L AL(A;[dIeaSt 1t0 betamethasone sod 1 |

ggsyc:s o-Id);p pg\ glszss,ghate & acetate
Progestin Contraceptives - Injectable budesonide CPEP 1
DEPO-PROVERA 1 ' 1 |QL(1 ea daily);
CONTRACEPTIVE SUSP budesonide 1524 (1 95 daily
IM (Use CELESTONE SOLUSPAN | 1
medroxyprogesterone SUSP (Use
acetate (contraceptive)) betamethasone sod
DEPO-PROVERA 1 phosphate & acetate)
CONTRACEPTIVE SUSY CORTEF TABS (Use 1
IM (Use hydrocortisone)
medroxyprogesterone ]
acetate (contraceptive)) %%RTEZTABS (Use
DEPO-SUBQ PROVERA | 1 ydrocortisone) :
104 SUSY SC $AO§ST|SONE ACETATE
medroxyprogesterone 1 TN
acetate (contraceptive) deflazacort TABS [ %\LL( 1A?? da%)’
SUSP IM ( eas

yrs old); PA
medroxyprogesterone L DEPO-MEDROL SUSP 1
gﬁé&;ﬁemgcontracept/ve) DEPO-MEDROL SUSP 80| 9
: : MG/ML (Use
Progestin Contraceptives - IUD methylprednisolone
KYLEERA 1 ia ;CEeFigeKAEDROL SUSP 1
PA -
LILETTA 20.1 MCG/DAY 1 (Use methylprednisolone
MIRENA 1 PA acetate)
SKYLA 1 PA DEXAMETHASONE 1
Progestin Contraceptives - Oral S\ITENSgL CONC pr ]
examethasone sodium
' 1
?gggi‘ggggotﬂz) phosphate SOLN IJ
dexamethasone sodium 1

OPILL . phosphate SOSY IJ
SLYND QL( %aAdally); dexamethasone ELIX 1
CORTICOSTEROIDS - Steroid Hormone Drugs to dexametzas"”e ‘:%N 1
Treat Systemic Swelling Conditions Zzizzz:hzzzgz B PIS< 7
Glucocorticosteroids dexamethasone TBPK 1 PA

AGAMREE

AL(At least 2
yrs old); PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
dexamethasone TBPK 1 1 package(s) | |PEDIAPRED SOLN (Use 1
per 7 day(s) | |prednisolone sodium
&etall(; 1) phosphate)
packagels) Per | pPREDNISOLONE 1
7 day(s) mail: || SopjuM PHOSPHATE
EMFLAZA SUSP 1| QL(30 mi per | [-OWD .
30 day(s) retail;| | prednisolone sodium 1 PA
30 ml per 30 | |phosphate SOLN 10
days mail); MG/5ML, 20 MG/5ML
AL(Atleast 5 | | prednisolone sodium 1
yrs old); PA || phosphate SOLN 5
EMFLAZA TABS (Use 1 |QL(1 ea daily);| |MG/5ML, 6.7 MG/5ML, 15
deflazacort) AL(Atklje)asF;t A5 MG/5ML, 25 MG/5ML
yrs old); : :
prednisolone sodium 1| QL(10 ea per
EOHILIA SUSP 1 A)Il_r(?é llg)a_sFt) A T| |breatot Toop N fl,J" r?ta1,|());
HEMADY TABS 1 | AL(At llg)asFt) 18 ( Py
yrs old); :
hydrocortisone TABS 1 prean.so;one ?_gég 1 PA
KENALOG-10 SUSP 1T |QL(10 ml per 7| |PEEINISOONE
day(s) retail; 10| [PREDNISONE INTENSOL 1
ml per 7 days | [CONC
3 aLd Bnalll) - PREDNISONE POWD 1
KENALOG-40 SUSP (Use mi per ;
triamcinolone acetonic(ie) day(s) retail; 10| |Prednisone SOLN 1
ml per 7 days | |prednisone TABS 1
mail) prednisone TBPK 1
KENALOG-80 SUSP RAYOS TBEC 1
TBPK (Use o K RAYOS TBEC 1
methylprednisolone) SOLU-CORTEF 1
MEDROL TABS 1 SOLU-MEDROL (Use 1
MEDROL TABS (Use 1 methylprednisolone sod
methylprednisolone) ZUOCLCiJ MEDROL (U 1
. - se
g?;g;g) (Se 5@';0/ one L methylprednisolone sod
succ)
methylprednisolone sod 1
succ 40 MG, 125 MG, 500 SOLU-MEDROL ! |
MG, 1000 MG TARPEYO CPDR 1 C/it(i-\ tela delll%%;
methylprednisolone TABS | 1 yr(s olgiSP A
methylprednisolone TBPK | 1 triamcinolone acetonide 1 |QL(10 ml per 7
ORAPRED ODT TBDP & SUSP 40 MG/ML, 400 day(s) retail; 10

(Use prednisolone sodium
phosphate)

MG/10ML ml per 7 days
mail)

UCERIS TB24 (Use 1 | QL(1 ea daily);

budesonide) PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
UCERIS TB24 (Use 9 adapalene GEL 0.3 % 1
budesonide) AVAR LS CLEANSER 9
Mineralocor‘ticoids LlQD (Use SUlfacetamide
_ 3 sodium w/ sulfur)
fludhocortisone acetate CLEOCIN-TLOTN (Use | 1 [AL(Upto20yrs
clindamycin phosphate old)
COUGH/COLD/ALLERGY - Drugs to Treat Cough, RJee=1});
Cold and Allergy Symptoms CLINDAGEL GEL (Use 1 |AL(Up to 20 yrs
clindamycin phosphate old); PA
Expectorants (topical))
SSKI SOLN (Use 1 |AL(Up to 20 yrs| | clindamycin phosphate 1 |AL(Up to 20 yrs
potassium iodide old); PA (topical) FOAM old); PA
(expectorant)) clindamycin phosphate 1 |AL(Up to 20 yrs
Misc. Respiratory Inhalants (topical) FOAM : AL(ljld?t’ F;'g
clindamycin phosphate p 10 £Uyrs
HYPERSAL NEBU (Use 9 (topical) GEL old); PA
sodium chloride g :
(inhalant)) clindamycin phosphate 1 |AL(Up to 20 yrs
: —— 1 (topical) GEL old)
sodium chloride (inhalant) g -
NEBU 0.9 %, 3%, 10 % clindamycin phosphate 1 |AL(Up tlg 20 yrs
' o)
sodium chloride (inhalant) | 1 |AL(Up to 21 yrs (tqp ical) LQTN )
NEBU 7 % old) clindamycin phosphate 1 |AL(Up to 20 yrs
- (topical) SOLN old)
Mucolytics clindamycin phosphate 1 JAL(Up to 20 yrs
ACETYLCYSTEINE 1 (topical) SWAB old)
POWD clindamycin phosphate 1 |AL(Up to 20 yrs
acetylcysteine SOLN 1 (topical) SWAB old)
acetylcysteine SOLN 1 dapsone (topical) 7.5 % 1 AL(% Ieast?
DERMATOLOGICALS - Drugs to Treat Skin 30 yrs old). PA
Conditions dapsone (topical) 5 % 1 AL(UIF&;O PZX yrs
old);
Acne Products dapsone (toplca/) 59 1 AL(Ulpd;.OPz'g\) yrs
ABSORICA (Use 1 | QL(2 ea daily); old);
isotretinoin) ( AL (Up to 20 yrs| |DIFFERIN GEL 0.3 % 9
old) (Use adapalene)
ABSORICA (Use 9 |AL(Up to 20 yrs| [ERYGEL GEL (Use 1 JAL(Up to 20 yrs
isotretinoin) old) erythromycin (acne aid)) old); PA
ABSORICA (Use 1 |QL(2 ea daily);| | erythromycin (acne aid) 1 |AL(Up to 20 yrs
isotretinoin) AL(Up t|3)20 yrs| | GEL old); PA
o) , .
erythromycin (acne aid) 1 |AL(Up to 20 yrs
ABSORICA LD 1 Qré(éfégajé 1tg SOLN old)
20 yrs old); PA | [EVOCLIN FOAM (Use 9
ACZONE (Use dapsone 9 clindamycin phosphate
(topical)) (topical))

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used

for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
isotretinoin 1 |QL(2 ea daily);| INEO-SYNALAR 1| QL(60 gm per
AL(Up to 20 yrs 30 day(s) retail;
old) 60 gm per 30
KLARON (Use 1 |AL(Up to 20 yrs days mail); PA
sulfacetamide sodium old) TETRACYCLINE HCL 1
(acne)) XEPI 2
RETIN-A CREA 0.025 %, 9 Antif Is - Topical
0.05 % (Use tretinoin) ntifungals - Topica
sulfacetamide sodium 1 |AL(Up to 20 yrs| | ciclopirox olamine CREA 1
(acne) : old) ciclopirox olamine SUSP 1
sulfacetamide sodium w/ 1 |AL(Up to 20 yrs| [ oiciopirox GEL 2
sulfur CREA 10 %-5 % old) s el
_ : ciclopirox SHAM 2
sulfacetamide sodium w/ 1 |AL(Up to 20 yrs| ———— ] PA
sulfur LIQD 10 %-2 %, 9 old) ciclopirox SOLN
%-4 %, 9 %-4.5 % clotrimazole (topical) 1 JAL(Up to 20 yrs
sulfacetamide sodium w/ 1 |AL(Up to 20 yrs| | CREA old), RX/OTC
sulfur SUSP 8 %-4 % old) clotrimazole (topical) 2 RX/OTC
SUMADAN WASHLIQD | 1 |AL(Up to 20 yrs| |SOLN
(Use sulfacetamide old) clotrimazole w/ 1
sodium w/ sulfur) betamethasone CREA
tretinoin CREA 0.025 %, 1 |AL(Up to 20 yrs| | clotrimazole w/ 2
0.05 % old); PA betamethasone LOTN
WINLEVI 1 AL(AltdleaSt 1t2 econazole nitrate CREA 1
yrs old - Up to
20 yrs old); PA| [ERTACZO S
Agents for External Genital and Perianal Warts E;(tyc%azg//'e\'\?tggig/) )
VEREGEN 1| QL(30 gm per | [JUBLIA 1 PA
30 day(s) retail; 9
days mail) tavaborole)
Antibiotics - Topical ketoconazole (topical) 1
5 CREA
CENTANY AT KIT ketoconazole (topical) 2
CENTANY OINT 1 FOAM
gentamicin sulfate 1 ketoconazole (topical) 11 QL(120 ml per
(topical) CREA SHAM 2 % 30 day(s) retail;
gentamicin sulfate 1 120 mi per 30
(topical) OINT days mail)
— . 5 LAMISIL AT JOCK ITCH 9 |AL(Up to 20 yrs
mupirocin calcium CREA (Use terbinafine hcl old)
( tOP’?a/)_ (topical))
mupirocin OINT L LAMISIL AT CREA (Use | 9 |AL(Upto 20 yrs
terbinafine hcl (topical)) old)
LOPROX SHAMPOO 9

SHAM (Use ciclopirox)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
LOPROX CREA (Use 1 terbinafine hcl (topical) 1 |AL(Up to 20 yrs
ciclopirox olamine) CREA old)
LOPROX SUSP (Use 1 TINACTIN CREA (Use 9
ciclopirox olamine) tolnaftate)
LOTRIMIN AF JOCK ITCH| 9 RX/OTC tolnaftate CREA 1 |AL(Up to 20 yrs
CREA (Use clotrimazole old)
(topical)) tolnaftate CREA 1 |AL(Up 38)20 yrs
LOTRIMIN AF CREA 9 RX/OTC =
(Use clotrimazole VUSION (Use z
(topical)) miconazole-zinc oxide-
luliconazole 2 | QL(60 gm per white petrolatum)
30 day(s) retail;| |Anti-inflammatory Agents - Topical
60 gm per 30 - -
days mail) | |diclofenac epolamine 1 1(535(30 ea pterl'
LUZU  (Use luliconazole) |2 | QL(60 gm per || PTCH EX 30 as) reta
50 g%(sgerref(‘)' : days mail); PA
days mail) | |diclofenac sodium 1 RX/OTC
miconazole-zinc oxide- 2 (topical) GEL EX
white petrolatum diclofenac sodium 1 PA
naltline ol REA . FLEGTOR PTOHEX (Uss | 1| QLE0eaper
naft/' f/'n 6 hel CREA diclofenac epolamine) 15 day(s) retail;
naftifine hcl GEL 2 % 2 30 ea per 15
NAFTIN GEL 2 : day;&nall)
NAFTIN GEL (Use 2 LICART PT24
natftifine hcl) PENNSAID SOLNEX2 % | 1 ?%Lg 1% g)}m {)elr
. - Use diclofenac sodium ay(s) retaly
nystatin (topical) CREA 1 ?topicall) ) o 112 gm per 30
nystatin (topical) OINT 1 days mail); PA
nystatin (topical) POWD 1 VOLTAREN ARTHRITIS 9 RX/OTC
EX PAIN GEL EX (Use
nystatin-triamcinolone 2 diclofenac sodium
C};? = (topical))
nystatin-triamcinolone 2 Antineoplastic or Premalignant Lesion Agents -
OINT Topical
oxiconazole nitrate CREA | 2 bexarotene (topical) 1
OXISTAT CREA (Use . CARAC CREA (Use 1 PA
oxiconazole nitrate) , fluorouracil (topical))
OXISTAT LOTN diclofenac sodium (actinic | 1 PA
tavaborole 1 1 package(s) ||keratoses) EX

per 30 day(s)
retail; 1
package(s) per
30 day(s) mail;
PA

EFUDEX CREA (Use
fluorouracil (topical))

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
fluorouracil (topical) 1 calcipotriene SOLN 1| QL(300 ml per
CREA 5 % 30 day(s) retail;
fluorouracil (topical) 1 PA 3%03 rr;l r%%r"\;so
CREA 0.5 % Icitriol (topical) 1 '
fluorouracil (topical) SOLN | 1 carct p
, , COSENTYX 1 QL(10 ml per
fluorouracil (topical) SOLN | 1 SENSOREADY PEN 28 day(s) retail;
TARGRETIN (Use 1 SOAJ 10 ml per 28
bexarotene (topical)) days mail); PA
VALCHLOR 1 | QL(60 gm per | [COSENTYX UNOREADY | 1 QL(2 ml per 28
30 day(s) retail;| |[SOAJ day(s) retail; 2
60 gm per 30 ml per 28 days
, mail); PA
days mail)
Antipruritics - Topical COSENTYX SOLN ! PA
£ P COSENTYX SOSY 75 1 |QL(1 ml per 28
doxepin hcl (antipruritic) 1 1 package(s) ||MG/0.5ML day(s) retail; 1
per 8 day(s) ml per 28 days
retail; 1 mail); AL(At
package(s) per least 6 yrs old -
8 day(s) mail; Up to 18 yrs
PA old); PA
PRUDOXIN (Use doxepin| 1 1 package(s) | |[COSENTYX SOSY 150 1| QL(10 ml per
hcl (antipruritic)) per 8 day(s) | IMG/ML 28 day(s) retail;
retail; 1 10 ml per 28
package(s) per days mail); PA
8 day(s) mail; | [ DOVONEX CREA (Use 9
ZONALON (Use doxepi 1 11 paci/;ge(S) caloipolriene)
Se aoxepin 1 L(1 ml 84
hcl (antipruritic)) per ? dlaﬁ(s) ILUMYA 333(,(33“@‘125. 1
retail; ’
’ ml per 84 days
package(s) per rE]aiI)' PA
8 day(s) mail; ; 1 ’
PA methoxsalen rapid
: " SILIQ 1 QL(4.5 ml per
Antipsoriatics 28 day(s) retail:
acitretin 1 QL(2 ea daily) éclj ml per %)8
ays mail);
BIMZELX SOAJ L PA AL(At least 18
BIMZELX SOSY 1 PA yrs old); PA
calcipotriene CREA 1 SKYRIZI PEN SOAJ 1 |QL(1 ml per 84
day(s) retail; 1
CALCIPOTRIENE FOAM 1 |QL(120 gm per

30 day(s) retail;
120 gm per 30
days mail);
AL(At least 12
yrs old); PA

ml per 84 days
mail); PA

calcipotriene OINT

SKYRIZ| SOSY

QL(1 ml per 84

day(s) retail; 1

ml per 84 days
mail); PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
SORILUX FOAM 1 |QL(120 gm per| | TREMFYA SOSY 1 |QL(1 ml per 55
30 day(s) retail; day(s) retail; 1
120 gm per 30 ml per 55 days
days mail); mail); AL(At
AL(At least 12 least 18 yrs
yrs old); PA old); PA
SOTYKTU 1 |QL(1 ea daily);| [VECTICAL (Use calcitriol | 9
AL(At least 18 (topica/))
yrs old); PA 1 | QL(60 gm per
SPEVIGO SOLN T |AL(Atleast 18 | |V TAMA 30 d(ay(g) reaail;
yrs old); PA 60 gm per 30
STELARA SOLN 45 1 | QL(0.5 ml per days mail);
MG/0.5ML 84 day(s) AL(At least 18
1 Q[%ag): FI’A yrs old); PA
STELARA SOSY 45 5 mlper | [;ARVVE 1 | QL(60 gm per
MG/0.5ML 84 day(s) 30 day(s) retail;
retail); PA 60 gm per 30
STELARA SOSY 90 1 |QL(1 ml per 55 days mail);
MG/ML day(s) retail; 1 AL(At least 12
ml per 55 days yrs old); PA
mail); PA : .
TALTZ SOAJ 1 [QL(4 ml per 28 Antiseborrheic Products
day(s) retail; 4 | | sejenjum sulfide LOTN 1
ml per 28 days| |2 5 9
mail); PA -
TALTZ SOSY 1 |QL(4 ml per 28| |ZORYVE B ety

day(s) retail; 4
ml per 28 days
mail); PA

AL(At least 9
yrs old); PA

tazarotene CREA

QL (60 gm per
30 day(s) retail;

Antivirals - Topical

acyclovir topical CREA

PA

acyclovir topical OINT

QL(30 gm per
30 day(s) retail;
30 gm per 30
days mail); PA

acyclovir topical OINT

QL(30 gm per
30 day(s) retail;
30 gm per 30
days mail); PA

60 gm per 30
days mail)
tazarotene GEL 1 |AL(Up to 20 yrs
old); PA

TAZORAC CREA (Use 9

tazarotene)

TAZORAC GEL (Use 9

tazarotene)

TREMFYA SOPN 1 |QL(1 ml per 55

day(s) retail; 1
ml per 55 days
mail); AL(At
least 18 yrs

old); PA

DENAVIR (Use

QL(5 gm per 30

penciclovir) day(s) retail; 5
gm per 30 days

mail); PA
penciclovir 1 |QL(5 gm per 30

day(s) retail; 5
gm per 30 days
mail); PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug
Tier

Requirements/
Limits

Drug Name

Drug
Tier

Requirements/
Limits

XERESE

QL(5 gm per 30

day(s) retail; 5

gm per 30 days
mail); PA

betamethasone
dipropionate (topical)
OINT

ZOVIRAX CREA (Use
acyclovir topical)

QL(5 gm per 30
day(s) retail; 5
gm per 30 days

betamethasone
dipropionate augmented
CREA

mail) betamethasone 1 PA
ZOVIRAX OINT (Use 1 QL(30 gm per | |dipropionate augmented
acyclovir topical)( 30 day(s) retail;| | GEL 0.05 %
30 gm per 30 | |petamethasone 1 PA
days mail); PA | | dipropionate augmented
Burn Products LOTN :
: betamethasone
mafenide acetate PACK 1 dipropionate augmented
SILVADENE (Use silver | 1 OINT
sulfadiazine) betamethasone valerate 1
silver sulfadiazine 1 CREA
SULFAMYLON CREA 1| QL(113.4 gm | | petamethasone valerate 1 PA
per _1 4 day(s) | |FOAM
retail; 113 gm
per 14 days | |betamethasone valerate 1 PA
mail) LOTN
SULFAMYLON PACK 5 % 9 betamethasone valerate 1
(Use mafenide acetate) OINT
. 1 1 package(s
Cauterizing Agents BRYHALILOTN peF; A7 d%y((s))
SILVER NITRATE SOLN 1 retail; 1
0.5% package(s) per
30 day(s) mail;
Corticosteroids - Topical }II:’(A)
alclometasone 1 PA calcipotriene- 1 PA
dipropionate CREA betamethasone
alclometasone 1 PA dipropionate OINT
dipropionate OINT calcipotriene- 1 PA
alclometasone 1 PA betamethasone
dipropionate OINT dipropionate OINT
- 1 PA calcipotriene- 1 PA
amcinonide CREA betamethasone
amcinonide CREA 1 PA dipropionate SUSP
APEXICON E CREA 1 PA calcipotriene- 1 PA
betamethasone 1 betamethasone
dipropionate (topical) dipropionate SUSP
CREA clobetasol propionate 1
betamethasone 1 emollient base 0.05 %
dipropionate (topical) clobetasol propionate 1 PA
LOTN emulsion

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
clobetasol propionate 1 PA DERMA-SMOOTHE/FS 1 | QL(118.28 ml
emulsion BODY OIL (Use petr _1|51d168y(sl)
; 1 fluocinolone acetonide) retall, m
CREAGOS S per 16 days
_ mail);
olobetasol propionate L DERMA-SMOOTHE/FS | 9
SCALP OIL (Use
clobetasol propionate 1 1 package(s) | |fluocinolone acetonide)
GEL 0.05 % perrgt(; i-llqa1y(8) DERMA-SMOOTHE/FS 1 QL(11 15 8dzs(m)|
; SCALP OIL (Use per 15 day(s
ggcgage(s) P | |fluocinolone acetonide) retail; 118 ml
a;lg(z) mail; per 15 days
mail); PA
clobetasol propionate 1 PA desonide CREA 1
LIQD desonide LOTN 1 PA
clobetasol propionate 1 PA : ]
LOTN desonide OINT
clobetasol propionate 1 DESOWEN CREA (Use ¢
OINT 0.05 % desonide)
clobetasol propionate 1 PA gezsg)g/imetasone CREA 1
SHAM . o
clobetasol propionate 1 1 package(s) | |desoximetasone CREA ! PA
SOLN 0.05 % per 30 day(s) | [0-05 %
retail; 1 desoximetasone CREA 1
%%cgag(e()S) pelr 0.25 %
ay(s) mai :
CLOBEX LIQD (Use 9 deSOX{metasone GEL 1 o 10F())A |
clobetasol propionate) desoximetasone LIQD 30 d(a (S;nre?aeirl.-
CLOBEX LOTN 0.05 % 9 100 7 per 30
(Use clobetasol days mail); PA
propionate) desoximetasone OINT 1 PA
CLOBEX SHAM (Use 9 0.05 %
clobetasol propionate) desoximetasone OINT 1 PA
clocortolone pivalate 1 PA 0.05 %
clocortolone pivalate 1 PA desoximetasone OINT 1
CLODAN KIT 1 [QL(1 eaper 30| 025 %
day(s) g%t%"; 1| |diflorasone diacetate 1 PA
ea per 30 days| | CREA
mail); PA : -
CLODERM (Use 1 BA ((jTII’Z’()Erf\SO”e diacetate 1 PA
clocortolone pivalate) aif Jiacelal 1 PA
CORDRAN CREA (Use | 9 T he araceiate
flurandrenolide) DIPROLENE OINT (U 1
CORDRAN LOTN (Use 9 DIPROLENE OINT (Use
flurandrenolide)

dipropionate augmented)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
DUOBRII 1 |QL(100 gm per| | fluticasone propionate 11 QL(120 ml per

30 day(s) retail;

LOTN

30 day(s) retail;

100 gm per 30 120 ml per 30
days mail); PA days mail); PA
ENSTILAR FOAM 1 | QL(60 gm per | |fluticasone propionate 1
30 day(s) retail;| |OINT
60 gm per 30 .
days mail); halcinonide CREA 1 PA
AL(At least 18 | | halobetasol propionate 1
yrs old); PA | |CREA
EPIFOAM FOAM 1 halobetasol propionate 1 AL(At least 18
fluocinolone acetonide 1 PA FOAM yrs old); PA
CREA halobetasol propionate 1
fluocinolone acetonide 1 PA OINT
OIL HALOG CREA (Use 1 PA
fluocinolone acetonide 1 PA halcinonide)
OINT HALOG OINT 1 PA
fluocinolone acetonide 1 HALOG SOLN 1 PA
SOLN hydrocortisone (topical) 1 RX/OTC
fluocinonide emulsified 1 |1 pa30(l)<zge(8) CREA 1 %, 2.5 %
base perreta”-a1y (s) hydrocortisone (topical) 1
’ 0,
package(s) per LOTN 2.5 %
30 day(s) mail; | | hydrocortisone (topical) 1 RX/OTC
PA OINT 1 %, 2.5 %
fluocinonide emulsified 1 1 package(s) | |[HYDROCORTISONE 1
base per 30 day(s) | ACETATE MICRONIZED
retail; 1 POWD
package(s) per
20 1. | |[HYDROCORTISONE 1
Ay mall:| | \CETATE POWD
fluocinonide CREA 1 hydrocortisone butyrate 1 PA
fluocinonide CREA 1 hydrophilic lipo base
P hydrocortisone butyrate 1 PA
ﬂuoa.non/'de GEL 1 PA CREA
ﬂuoc:lnon/.de OINT hydrocortisone butyrate 1 PA
fluocinonide SOLN 1 CREA
flurandrenolide CREA 1 |QL(120 gm per| | hygrocortisone butyrate 1 PA
30 day(s) retail;| [ OTN
;ggsgmaﬁt)a;rg 2 hydrocortisone butyrate 1 PA
flurandrenolide LOTN 1 [QL(120 miper|[ONT___
30 day(s) retail;| | hydrocortisone butyrate 1 1 package(s)
120 ml per 30 | | SOLN per 30 day(s)
days mail); PA retail; 1

fluticasone propionate
CREA 0.05 %

package(s) per
30 day(s) mail;
PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
hydrocortisone butyrate 1 1 package(s) | |SYNALAR CREA (Use 1 PA
SOLN per 3t0 Flja1y(3) fluocinolone acetonide)
retail;
/ SYNALAR OINT (Use 1 PA
ggcg :}g/j(es()sr)ngﬁ_r fluocinolone acetonide)
PA ||SYNALAR SOLN (Use 1
HYDROCORTISONE 1 fluocinolone acetonide)
MICRONIZED TACLONEX OINT (Use 1 PA
hydrocortisone valerate 1 PA calcipotriene-
CREA ggtamethal:s%ne
A —r loral 7 PA ipropionate
GINT Ceone valerale TACLONEX SUSP (Use | 1 PA
calcipotriene-
HYDROCORTISONE 1 betamethasone
POWD dipropionate)
KENALOG AERS (Use 9 TEMOVATE CREA (Use | 9
Z?;g/?c%hl}?lone acetonide clobetasol propionate)
TEMOVATE OINT (Use 9
LEXETTE FOAM : S%Ld(gy(/)(g)n;er’zgirl' clobetasol propionate)
50 gm per 30 | [TEXACORT SOLN25% | 1 | QL(30 mlper
AL(At least 18 30 ml per 30
LOCOID LIPOCREAM 1 PA TOPICORT CREA0.25% | 1
Use desoximetasone)
LOCOID LOTN (Use 1 PA (
hydrocortisone butyrate) TOPICORT CREA 0.05 % 9
LUXIQ FOAM (Use 9 (Use desoximetasone)
betamethasone valerate) TOPICORT GEL (Use 1 PA
mometasone furoate 1 desoximetasone)
CREA TOPICORT LIQD (Use 9 | QL(100 ml per
desoximetasone) 30 day(s) retail;
mometasone furoate 1 100 ml per 30
OINT days mail)
mometasone furoate 1 TOPICORT OINT (Use 9
SOLN desoximetasone)
OLUX-E (Use clobetasol 9 triamcinolone acetonide 1 PA
propionate emulsion) (topical) AERS
OLUX FOAM (Use 9 triamcinolone acetonide 1 PA
clobetasol propionate) (topical) AERS
PANDEL 1 PA triamcinolone acetonide 1
prednicarbate OINT 1 PA (topical) CREA
SYNALAR CREAM KIT 1 PA triamcinolone acetonide 1
(topical) LOTN
SYNALAR OINTMENT 1 PA
KIT
SYNALAR TS 1 PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
triamcinolone acetonide 1 DUPIXENT SOSY 100 1 |QL(1.34 ml per
(topical) OINT 0.025 %, MG/0.67ML 28 day(s) retail;
0.1 %, 0.5 % 1 ml per 28
: ; : 1 PA days mail); PA
.y T AL{A oot 1
- yrs old);
TRIAMCINOLONE 1 : :
ACETONIDE POWD Emollient/Keratolytic Agents
TRIAMCINOLONE 1 urea CREA39%,40% | 1 | RXOTC
ACETONIDEUSP, .
MICRONIZED POWD Sl elliEris
TRIDESILON CREA 0.05 9 lactic acid (ammonium 1 RX/OTC
% (Use desonide) lactate) CREA 1 —
ULTRAVATE LOTN 1 QL(60 ml per | |/actic acid (ammonium
30 day(s) retail;| |lactate) LOTN 12 %
6(?3?; Ene;ig;o Hair Growth Agents
AL(Atleast 18 | |LITFULO 1 QL (28 ea per
yrs old); PA 28 day(s) retail;
VANOS CREA (Use 1 28 ea per 28
fluocinonide) days mail);
AL(At least 12
Eczema Agents yrs old - Up to
ADBRY 1 |QL(4 ml per 28 20 yrs old); PA
day(s) retail; 4 | |Immunomodulating Agents - Topical
ml per 28 days | ———
mail); AL(At | |imiquimod 3.75 % 1 | AL(At least 13
least 18 yrs | |——— yrs old); PA
old): PA imiquimod 5 % 1 QLd(O_-I4)ea
1 [QL(1 ea daily); aily
CIBINGO AL(Atloast 13 | [imiquimod & % | QLO4ea
yrs old); PA daily)
DUPIXENT SOPN 200 1 [QL(2.28 miper| [ZYCLARA (Use i AL (At least 13
MG/1.14ML 28 day(s) retail;| |imiquimod) yrs old); PA
2mlper 28 ||ZYCLARA PUMP (Use 1 AL(At least 13
1 gaLx(/z mi'sul); P2Aé imiquimod) yrs old); PA
DUPIXENT SOPN 300 ml per
MG/2ML day(s) retail; 4 ZYCLARA PUMP 1 geeasc(;(?jga?/(é))
ml per 28 days retail: 1

mail); PA

package(s) per

30 day(s) mail;

AL(At least 13
yrs old); PA

DUPIXENT SOSY 200 1 |QL(2.28 ml per

MG/1.14ML 28 day(s) retail;
2 ml per 28

days mail); PA

DUPIXENT SOSY 300 1 1QL(4 ml per 28

MG/2ML day(s) retail; 4

ml per 28 days
mail); PA

Immunosuppressive Agents - Topical

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug
Tier

Requirements/
Limits

ELIDEL (Use
pimecrolimus)

1 package(s)
per 30 day(s)
retail; 1
package(s) per
30 day(s) mail;
AL(At least 2
yrs old)

HYFTOR

QL(30 gm per
35 day(s) retail;
30 gm per 35
days mail);
AL(At least 6
yrs old - Up to
20 yrs old); PA

pimecrolimus

1 package(s)
per 30 day(s)
retail; 1
package(s) per
30 day(s) mail;
AL(At least 2

Drug Name Drug Requirements/
Tier [Limits
lidocaine hcl CREA 3 % 1
lidocaine hcl PRSY 1
lidocaine hcl SOLN 1
lidocaine OINT 1 1 package(s)
per 30 day(s)
retail; 1
package(s) per
30 day(s) mail
lidocaine-prilocaine CREA | 1 1 package(s)
per 30 day(s)
retail; 1
package(s) per
30 day(s) mail
lidocaine PTCH 5 % 1
LIDODERM PTCH (Use 9

lidocaine)

yrs old)
tacrolimus (topical) OINT 1 1 package(s)
0.03 % per 3t0 _clia%/(S)

retail;

package(s) per
30 day(s) mail

LIDODERM PTCH (Use
lidocaine)

QL(90 ea per
30 day(s) retail;
90 ea per 30
days mail)

ZTLIDO PTCH

QL(90 ea per
30 day(s) retail;
90 ea per 30
days mail); PA

tacrolimus (topical) OINT
0.03 %

1 package(s)
per 30 day(s)
retail; 1
package(s) per
30 day(s) mail;
AL(At least 2

Misc. Topical

XERAC AC

1

AL(Up to 20 yrs
old)

Phosphodiesterase 4 (PDE4) Inhib

itors - Topical

yrs old)
tacrolimus (topical) OINT 1 | AL(Atleast 15
0.1% yrs old)

Keratolytic/Antimitotic/Vesicant Agents

EUCRISA

1

1 package(s)
per 30 day(s)
retail; 1
package(s) per
30 day(s) mail;
PA

Rosacea Agents

BENSAL HP OINT 1 PA; RX/OTC
CONDYLOX GEL (Use QL(3.5 gm per
podofilox) fill retail)
podofilox GEL 1
podofilox SOLN 1 QL (3.5 ml per
fill retail)
SALICYLIC ACID OINT 1 PA; RX/OTC
SALYCIM CREA 1 |AL(Up 53)20 yrs
o

brimonidine tartrate
(topical)

QL(30 gm per
30 day(s) retail;
30 gm per 30
days mail);
AL(At least 18
yrs old - Up to
20 yrs old); PA

Local Anesthetics - Topical

doxycycline (rosacea)

PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
METROCREAM CREA 9 |AL(Up to 20 yrs| INATROBA (Use 1 | 1package(s)
(Use metronidazole old) spinosad) per 7 day(s)
topical retail;
(topical)) tail; 1
METROGEL GEL 1 % 9 p;gkage(S) p_?r
(Use metronidazole ay(s) mail;
(topical)) AL(At Ielzc;;\;,t 1
yrs o
METROLOTION LOTN 9 |AL(Up t0 20 yrs| [Njx CREME RINSE LIQD | 9
?%i)?cgl)e)tr onidazole old) EX (Use permethrin)

1 9 1 k
metronidazole (topical) 1 |AL(Up to 20 yrs OVIDE  (Use malathion) pg? g c?ag&(ssa)
CREA old) retail; 1
metronidazole (topical) 1 |AL(Upto 20 yrs package(s) per
GEL 0.75 % old) 7 day(s) mail
metronidazole (topical) 1 |AL(Up to 20 yrs| |permethrin CREA 1 pagkc?ge(s)
GEL 1% old); PA perfeta”?%(S)
metronidazole (topical) 1 |AL(Up to 20 yrs package(s) per
LOTN old) 7 day(s) mail
MIRVASO (Use 9 permethrin LIQD EX 1 2 package(s)
brimonidine tartrate per 7 day(s)
(topical)) Iietall, 2
NORITATE CREA 1 |AL(Up to 20 yrs p;gaage(S) p_?r

old); PA y(s) mail;
ORACEA (Use 9 AL(Up tlg)zo yrs
. )
doxycycline (rosacea)) SKLICE (Use ivermectin | 1 | PA;RX/OTC
Scabicides & Pediculicides (pediculicide))
i ] 1 package(s)
crotamiton LOTN 1 1 package(s) | |spinosad 1 packag
per 30 day(s) per 7 day(s)
retail; 1 lzetall(, 1)
package(s) per package(s) per
30 day(s) mail; Z\Eax(?) mal1l,
AL(A least 18 (At least
yrs old); PA yrs old); PA
ivermectin (pediculicide) PA, RX/OTC | |VANALICE GEL 1 AL(UPOES)m yrs
i 1 k
malathion pg? ? (?3&(33)) Wound Care Products
acli?atacial(;s; er FILSUVEZ 1 PA
p7 days(;s) m:fil' VASHE WOUND 1 |AL(Up to 20 yrs
AL(At least 6 || THERAPY SOLN old); PA;
yrs old); PA RX/OTC
VYJUVEK 1 PA

Diagnostic Biologicals

DIAGNOSTIC PRODUCTS

APLISOL

1

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug
Tier

Requirements/
Limits

Drug Name

Drug
Tier

Requirements/
Limits

Diagnostic Drugs

adenosine (diagnostic)

CORTROSYN SOLR

-_—

CLINITEST RAPID
COVID-19ANTIGEN
SELF-TEST KIT

QL(2 ea daily;
2 ea per fill
retail); AL(At
least 2 yrs old)

(Use cosyntropin) CONTOUR NEXT BLOOD | 1 PA; RX/OTC
- GLUCOSE TEST STRP
cosyntropin SOLR 1 __
diovri : : ] COVID-19 AG TEST KIT 1 | QL(2 ea daily;
ipyridamole (diagnostic) 2 ea per fill
GLUCAGON 1 retail); AL(At
least 2 yrs old)
GLUCAGON HCL 1 -
DIAGNOSTIC COVID-19 AT-HOME 1 QL(2 ea daily);
TEST KIT KIT AL(At least 2
LEXISCAN (Use 1 yrs old)
regadenoson) EASYMAX TESTSTRIPS | 1 | PA;RX/OTC
METOPIRONE STRP
regadenoson ELLUME COVID-19 1 Q|2-(2 ea d?.i|||y;
HOME TEST KIT ea per fi
R-GENE 10 retail); AL(At
Diagnostic Tests least 2P}XS old);
ACCU-CHEK GUIDE 1 PA; RX/OTC
EVERLYWELL COVID-19 | 1 | AL(Atleast2
TEST STRIPS STRP TESTHOME yrs old); PA
ACCU-CHEK GUIDE 1 PA; RX/OTC | |COLLECTION KIT DTC

STRP

ADVIN COVID-19
ANTIGEN HOME TEST
KIT

QL(2 ea daily);
AL(At least 2
yrs old)

FASTEP COVID-19
ANTIGEN HOME TEST
KIT

QL(2 ea daily);
AL(At least 2
yrs old)

BD VERITOR AT-HOME
COVID-19 TEST KIT

QL(2 ea per fill
retail); AL(At

FLOWFLEX COVID-19
ANTIGEN HOME TEST
KIT

QL(2 ea per fill
retail); AL(At
least 2 yrs old)

GENABIO COVID-19
RAPID SELF TEST KIT 1-
PACK KIT

QL(2 ea daily;
2 ea per fill
retail); AL(At
least 2 yrs old)

least 2 yrs old);
PA
BD VERITOR SYSTEM 1 PA
FOR RAPID DETECTION
OF SARS-COV-2&FLU
A+B
BINAXNOW COVID-19 1 | QL(2 ea daily;
AG CARD HOME TEST 2 ea per fill

KIT

retail); AL(At
least 2 yrs old)

GENABIO COVID-19
RAPID SELF TEST KIT 2-
PACK KIT

QL(2 ea daily;
2 ea per fill
retail); AL(At
least 2 yrs old)

CARESTART COVID-19
ANTIGEN HOME TEST

QL(2 ea per fill
retail); AL(At

GOTOKNOW COVID-19
ANTIGENRAPID TEST
KIT

QL(2 ea daily);
AL(At least 2
yrs old)

ID NOW COVID-19

PA

KIT least 2 yrs old)
CELLTRION DIATRUST 1 QL(2 ea daily;
COVID-19 AG HOME 2 ea per fill
TEST KIT retail); AL(At
least 14 yrs
old)

IHEALTH COVID-19
ANTIGENRAPID TEST
KIT

QL(2 ea per fill
retail); AL(At
least 2 yrs old)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/

Tier [Limits Tier |Limits
INDICAID COVID-19 1 | QL(2 ea daily; | [SOFIA2 FLU/SARS 1 PA
RAPID ANTIGEN AT- 2 ea per fill ANTIGEN FIA

HOME TEST KIT

retail); AL(At
least 2 yrs old)

INTELISWAB COVID-19
RAPID TEST KIT

QL(2 ea daily;
2 ea per fill
retail); AL(At

least 2 yrs old)

KETONE TEST STRIPS
STRP

KETONE STRP

KETOSTIX STRP

LUCIRA CHECK IT

QL(2 ea daily);

SPEEDY SWAB RAPID
COVID-19 ANTIGEN
SELF-TEST KIT

QL(2 ea daily);
AL(At least 2
yrs old)

TRUE METRIX BLOOD
GLUCOSETEST STRIPS
STRP

RX/OTC

DIETARY PRODUCTS/DIETARY MANAGEMENT
PRODUCTS

Dietary Management Products

COVID-19TEST KIT KIT AL(At least2 | [DEPLIN 7.5 1 [QL(1 ea daily);
yrs old); PA; AL(Up to 20 yrs
RX/OTC old); PA
ON/GO COVID-19 1 |QL(2 ea per fill| I NEOPHE POWD 1 RX/OTC
ANTIGEN SELF-TEST KIT retail); AL(At | [NEOPHE TABS 1 RX/OTC
least 2 yrs old);
PA URE-NA 1 AL(UI%tQPZAO yrs
ON/GO ONE COVID-19 1 | QL(2 ea daily; old)
ANTIGEN HOME TEST 2 ea per fill Infant Foods
KIT retail);, PA | [oERIFLEX INFANT 1
ONETOUCH ULTRA 1 RX/OTC POWD
STRP PHENYL-FREE 1 POWD 1
ONETOUCH VERIO TEST| 1 RX/OTC —
STRIPS STRP Nutritional Supplements
PILOT COVID-19 AT- 1| QL(2 ea dalily; | |CAMINO PRO 1 RX/OTC
HOME TEST KIT 2 ea perfill | |COMPLETE/GLYTACTIN
retail); AL(At | I BAR
least 2 yrs old) ] RXIOTC
PIXEL COVID-19 PCR 1 AL(AtchSaSF;t A2 EﬁéKS UPPLEMENT
TEST HOME rs old);
COLLECTION KIT y FLAVOR PACKETS PACK| 1 |AL(Up t|3)20 yrs
0
PRODIGY NO CODING 1 | PARXIOTC | I5 YTACTIN 1 RX/OTC
BLOOD GLUCOSE TEST
STRIPS STRE BETTERMILK 15 PACK
—— |GLYTACTIN 1 RX/OTC
QUICKVUE AT-HOME 1 | QL(2 ea daily; | |SETTERMILK DE-LITE
COVID-19 TEST KIT 2 ea per fill c
retail); AL(At | [PACK
least 2 yrs old) | [GLYTACTIN 1 RX/OTC
RELION KETONE TEST 1 BETTERMILK POWD
STRIPS STRP GLYTACTIN BUILD 10PE | 1 RX/OTC
RELION TRUE METRIX 1 RX/OTC PACK
BLOODGLUCOSE TEST GLYTACTIN BUILD 20/20 | 1 RX/OTC
STRIPS STRP PKU PACK

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier Limits Tier |Limits

GLYTACTIN BUILD 20/20 | 1 RX/OTC PHENYLADE ESSENTIAL| 1 RX/OTC

PACK DRINK MIX PACK

GLYTACTIN BURST 1 RX/OTC PHENYLADE ESSENTIAL| 1 RX/OTC

PACK DRINK MIX POWD

GLYTACTIN COMPLETE | 1 RX/OTC PHENYLADE GMP 1 RX/OTC

10PE BAR DRINK MIX/DHA/FIBER

GLYTACTIN RESTORE 1 RX/OTC POWD

10 LIQD OR PHENYLADE GMP MIX- 1 RX/OTC

GLYTACTIN RESTORE5 | 1 RX/OTC IN PACK

PACK PHENYLADE GMP MIX- 1 RX/OTC

GLYTACTIN RESTORE 1 RX/OTC IN POWD

LITE 10 LIQD OR PHENYLADE GMP 1 RX/OTC

GLYTACTIN RESTORE 1 RX/OTC READY LIQD OR

LITE 10PE PACK PHENYLADE GMP 1 RX/OTC

GLYTACTINRTD 10 LIQD| 1 RX/OTC ULTRA PACK

OR PHENYLADE GMP PACK | 1 RX/OTC

GLYTACTINRTD 15 LIQD| 1 RX/OTC PHENYLADE GMP 1 RX/OTC

OR POWD

GLYTACTINRTDLITE 15| 1 RX/OTC PHENYLADE RTD PKU 1 RX/OTC

LIQD OR 10 LIQD OR

GLYTACTIN SWIRL 15 1 RX/OTC PHENYLADE60 DRINK 1 RX/OTC

PACK MIX PACK

GLYTACTIN SWIRL 15PE | 1 RX/OTC PHENYLADE60 DRINK 1 RX/OTC

PACK MIX POWD

LANAFLEX PACK 1 RX/OTC PHENYL-FREE 2HP 1 RX/OTC

LOPHLEX LQ 20 LIQD 1 RX/OTC POWD

OR PHENYL-FREE 2 POWD 1 RX/OTC

LOPHLEX PACK 1 RX/OTC PHLEXY-10 PACK 1 RX/OTC

PERIFLEX ADVANCE 1 RX/OTC PKU 2 POWD 1 RX/OTC

POWD PKU 3 POWD 1 RX/OTC

PERIFLEX JUNIOR 1 RX/OTC | I5KU AIR20 GOLD LIQD 1 RX/OTC

POWD OR

PHENEX-1 POWD 1 RX/OTC PKU AIR20 GREEN LIQD | 1 RX/OTC

PHENEX-2 POWD 1 RX/OTC OR

PHENYLADE DRINK MIX RX/OTC PKU AIR20 YELLOW 1 RX/OTC

POWD LIQD OR

PHENYLADE ESSENTIAL| 1 RX/OTC PKU COOLER 10 LIQD 1 RX/OTC

DRINK MIX/FLAX/FIBER OR

PACK PKU COOLER 15 LIQD 1 RX/OTC

PHENYLADE ESSENTIAL| 1 RX/OTC OR

DRINK MIX/FLAX/FIBER PKU COOLER 20 LIQD 1 RX/OTC

POWD

OR

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/

Tier [Limits Tier [Limits
PKU EASY MICROTABS 1 PKU EXPRESS 20 PLUS+| 1 RX/OTC
TBEC PACK
PKU EASY SHAKE & GO 1 RX/OTC PKU GEL PACK 1 RX/OTC
POWD PKU GO PACK 1 RX/OTC
PKU EASY TABS 1 RX/OTC PKU LOPHLEX LQ 20 1 RX/OTC
PKU EXPLORE10 PACK 1 RX/OTC LIQD OR
1.09 GM/25GM-0.43 1 RX/OTC
GM/25GM-0 49 PKU PERIFLEX JUNIOR

PLUS POWD

GM/25GM-1.1 GM/25GM-
0.78 GM/25GM-0.28 PKU SPHERE 15 PACK 1 RX/OTC
GM/25GM-0.25 PKU SPHERE 20 LIQD 1 RX/OTC
MG/25GM-5.2 OR
Mgggggm:ﬁg PKU SPHERE 20 PACK 1 RX/OTC
GM/25GM-1.17 PKU START POWD 1 RX/OTC
GM/25GM-0.21 PKU TRIO POWD 1 RX/OTC
MG/22GM 6 MCG/25GM- TYR EASY TABS 1 RX/OTC
0.82 MCG/25GM-0.43 XPHE MAXAMAID POWD 1 RX/OTC
GM/25GM-0.86 - 1 RXIOTC
GM/25GM-0.76 )Fggl\-/IVEDXTYR MAXAMAID
GM/25GM-0.24
GM/25GM-0.75 DIGESTIVE AIDS - Drugs to Treat Low Digestive
GM/25GM-0.69
GM/25GM-0.35 Enzymes
MG/25GM-101 MG/25GM- Digestive Enzymes
1.5 MG/25GM-22
Mg/zf%l\?ﬁ 17 CREON CPEP 1
MCG/25GM-1.6 PERTZYE CPEP 1 PA
MG/25GM-20 MG/25GM- 1 |AL(Up to 20
0.78 GM/25GM-70 SUCRAID AT
MG/25GM-0.18 ’
MG/25GM-11 MG/25GM- VIOKACE TABS 1 PA
2.5 MG/25GM-35 ZENPEP CPEP 105000 1
MG/25GM-0.06 UNIT-79000 UNIT-25000
MG/25GM-0.86 UNIT, 14000 UNIT-10000
GM/25GM-112 MG/25GM- UNIT-3000 UNIT, 168000
50 MG/25GM-275 UNIT-126000 UNIT-40000
MG/25GM-9 MCG/25GM- UNIT, 24000 UNIT-17000
33 MCG/25GM-2.2 UNIT-5000 UNIT, 252600
MG/25GM-3.5 MG/25GM- UNIT-189600 UNIT-60000
162 MG/25GM-30 UNIT, 42000 UNIT-32000
MG/25GM-7 MCG/25GM- UNIT-10000 UNIT, 63000
6 MCG/25GM-112 UNIT-47000 UNIT-15000
MG/25GM-6.7 MCG/25GM UNIT, 84000 UNIT-63000
PKU EXPLORE5 PACK | 1 RX/OTC | |(INIT-20000 UNIT
PKU EXPRESS 15 PLUS+| 1 RX/OTC DIURETICS - Drugs to Treat Heart, Circulation

PACK

Conditions and Blood Pressure

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
Carbonic Anhydrase Inhibitors FUROSCIX CTKT 1 | AL(Atleast 18
yrs old); PA
acetazolamide sodium 1 furosemide SOLN 1J 10 1
acetazolamide CP12 1 MG/ML
acetazolamide TABS 1 furosemide TABS 40 MG 1 é)l_l( 1)5 ﬁ%

- ; T ainy),
dichiorphenamide 1 QL ea dail)i] ) osemide TABS 20 MG | 1 QL(30 ea
KEVEYIS (Use 1 |QL(4 ea daily); - 1 QLngW);c'jVI Fi
dichlorphenamide) PA furosemide TABS 80 MG ( ea dal y);
methazolamide TABS 50 1 |QL(6 ea daily);| [ ASIX TABS 80 MG (Use | 1 |QL(8 ea daily);
MG PA furosemide) MP
methazolamide TABS 25 1 QL(12ea | ASIX TABS 20 MG (Use | 1 QL(30 ea
MG daily); PA | |furosemide) daily); MP
Diuretic Combinations LASIX TABS 40 MG (Use | 1 QL(15 ea
ALDACTAZIDE (Use 9 MP furosemide) daly); MP
spironolactone & S%DIUM EDE%RIN (Use | 1
hydrochlorothiazide) et acry nate sodium) 1 a0
amiloride & 1 torsemide TABS 5 MG, 10 -(10 ea
hydrochlorothiazide MG, 20 MG daily); MF’
MAXZIDE-25 TABS (Use 9 torsemide TABS 100 MG 1 QL(Z ea dally);
triamterene & T MP
hydrochlorothiazide) Osmotic Diuretics
MAXZIDE TABS (Use 1 mannitol 10 %, 20 %, 25 1
triamterene & %
hydrochlorothiazide) Potassium Sparing Diuret
spironolactone & 1 MP otassium Sparing Diuretics
hydrochlorothiazide ALDACTONE TABS (Use | 1 MP
triamterene & 1 spironolactone)
hydrochlorothiazide CAPS ALDACTONE TABS (Use 1 MP
25 MG-37.5 MG spironolactone)
triamterene & 1 amiloride hcl TABS 1
hydrochlorothiazide TABS CAROSPIR SUSP (Use 1 ?%|_(§47? ;nl E[)e{

i i spironolactone ay(s) retail;
Loop Diuretics 1 ) 473t per 30
bumetanide SOLN 0.25 1 days mail); PA
MG/ML DYRENIUM CAPS (Use 9
bumetanide TABS 1 triamterene)
BUMEX TABS 0.5 MG 9 SPIRONOLACTONE 1
(Use bumetanide) POWD
EDECRIN (Use 1 spironolactone SUSP 1
ethacrynic acid) spironolactone TABS 1 MP

ethacrynate sodium

ethacrynic acid

1

triamterene CAPS

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
triamterene CAPS 1 ACTONEL TABS 35 MG 2 QdL(4(1 ?a F;erl 248
' ' ay(s) retail;
Thiazides and Thiazide-Like Diuretics (Use risedronate sodium) ea por 28 days
chlorothiazide sodium 1 mail)

- 1 alendronate sodium 1 | QL(300 ml per
chlorthalidone 25 MG, 50 SOLN 28 day(s) retail;
MG 300 mi per 28
DIURIL SUSP : dagf(gl?g) PA

jazi L(3 ea daily);| |alendronate sodium TABS 15 ea
hydrochlorothiazide CAPS QL( (I?/IaP aily); gl daily)
hydrochlorothiazide TABS | 1 | QL(3 ea daily);||alendronate sodium TABS | 1 | QL(1 ea daily)
25 MG, 50 MG MP 10 MG
hydrochlorothiazide TABS | 1 alendronate sodium TABS | 1 | QL(12 ea per
12.5 MG 35 MG 84 day(s) retail;
indapamide TABS 1.25 1 |QL(2 ea daily); 12 2a per 84
MG, 2.5 MG MP ays mail)
- ATELVIA TBEC (Use 1 |QL(4 ea per 28
metolazone risedronate sodium) day(s) retail; 4
SODIUM DIURIL (Use 9 ea per 28 days
chlorothiazide sodium) mail); PA
THALITONE 1 BINOSTO TBEF 1 PA
BONIVA TABS (Use 9 | 1package(s)
ENDOCRINE AND METABOLIC AGENTS - MISC. ibandronate sodium) per 84 day(s)
- Drugs to Treat Bone Disease and Regulate retail; 1

Hormones
Adrenal Steroid Inhibitors

package(s) per
84 day(s) mail

ISTURISA 1 MG

QL(8 ea daily);
PA

ISTURISA 5 MG

QL(2 ea daily);
PA

calcitonin (salmon) NA

QL(3.7 ml per
30 day(s) retail;
4 ml per 30
days mail)

calcitonin (salmon) IJ

ISTURISA 10 MG

QL(6 ea daily);
PA

RECORLEV

QL (250 ea per
30 day(s) retail;
250 ea per 30
days mail);
AL(At least 18
yrs old); PA

EVENITY

QL(2.34 ml per
30 day(s) retail;

Bone Density Regulators

ACTONEL TABS 150 MG
(Use risedronate sodium)

QL(1 ea per 30
day(s) retail; 1
ea per 30 days

mail)

2 ml per 30

days mail); PA
FORTEO SOPN (Use 1 | QL(2.4 ml per
teriparatide 28 day(s) retail;
(recombinant)) 2 ml per 28

days mail); PA
FOSAMAX PLUS D 1 PA
FOSAMAX TABS 70 MG 1 QL(0.15 ea
(Use alendronate sodium) daily)

ibandronate sodium
SOLN

QL(3 ml per 90

day(s) retail; 3

ml per 90 days
mail); PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
ibandronate sodium TABS | 1 1 package(s) ||zoledronic acid SOLN 1
Per & §24() | ZOLEDRONIC ACID 1

package(s) per
84 day(s) mail

SOLN

MIACALCIN IJ (Use
calcitonin (salmon))

Corticotropin

pamidronate disodium
SOLN 30 MG/10ML, 90
MG/10ML

PAMIDRONATE
DISODIUM SOLN

PROLIA SOSY

QL(1 ml per
180 day(s)
retail; 1 ml per
180 days mail);
PA

ACTHAR 1 PA
CORTROPHIN 1 PA
Fertility Regulators

CHORIONIC 1 AL(At least 4

GONADOTROPIN IM

yrs old - Up to
10 yrs old); PA

NOVAREL IM 5000 UNIT

AL(At least 4
yrs old - Up to
10 yrs old); PA

RECLAST SOLN (Use
zoledronic acid)

PREGNYL IM

AL(At least 4
yrs old - Up to
10 yrs old); PA

risedronate sodium TABS
30 MG

QL(1 ea daily);
PA

PREGNYL W/DILUENT
BENZYLALCOHOL/NACL
IM

AL(At least 4
yrs old - Up to
10 yrs old); PA

GnRH/LHRH Antagonists

ORILISSA 150 MG

QL(1 ea daily);
AL(At least 18
yrs old); PA

risedronate sodium TABS | 3 | QL(1 ea daily)
5MG
risedronate sodium TABS | 2 |QL(4 ea per 28
35 MG day(s) retail; 4
ea per 28 days
mail)
risedronate sodium TABS | 2 |QL(1 ea per 30

150 MG

day(s) retail; 1
ea per 30 days
mail)

ORILISSA 200 MG

QL(2 ea daily);
AL(At least 18

risedronate sodium TBEC

QL(4 ea per 28

day(s) retail; 4

ea per 28 days
mail); PA

teriparatide (recombinant)
SOPN

PA

TERIPARATIDE SOPN

QL(2.48 ml per
28 day(s) retail;

2 ml per 28
days mail); PA
TYMLOS 1 |QL(1.56 ml per
30 day(s) retail;
2 ml per 30
days mail); PA
zoledronic acid CONC
zoledronic acid SOLN

yrs old); PA
Growth Hormone Receptor Antagonists
SOMAVERT | 1]
Growth Hormones
GENOTROPIN 1 PA
MINIQUICK PRSY
GENOTROPIN CART SC 1 PA
HUMATROPE CART IJ 1 PA
NGENLA 1 PA
NORDITROPIN FLEXPRO| 1 PA
SOPN
NORDITROPIN FLEXPRO| 1 PA
SOPN
NUTROPIN AQ NUSPIN 1 PA

10 SOPN

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
NUTROPIN AQ NUSPIN 1 PA LUPRON DEPOT-PED (6-| QL(1 ea per
20 SOPN MONTH) IM :8|0 <1jay(s)
retail; 1 ea per
glg'FI;EOPIN AQNUSPIN5| 1 PA 180 days mail)
PA
OMNITROPE SOCT 1 PA SYNAREL 1 | QL(40 ml per
OMNITROPE SOLR SC 1 PA 2%18)/'(8) reztgll;
ml per
SAIZEN IJ 5 MG 1 PA days mail);
SEROSTIM SC 4 MG, 5 1 PA AL(Up to 16 yrs
MG, 6 MG old); PA
SKYTROFA 1 PA TRIPTODUR 1 Q1Ié(81 dea E)e)r
ay(s
SOGROYA E PA retail; 1 ea per
ZOMACTON SOLR SC PA 1 28L c;lﬂxfs m?g);
Hormone Receptor Modulators yrs (old _e?Jsp to
EVISTA (Use raloxifene 9 14 yrs old); PA
hcl) Menopausal Symptoms Suppressants
EVISTA (Use raloxifene 1 VEOZAH 1 [QL(1 ea daily);
hcl) AL(At least 18
raloxifene hcl 1 yrs old); PA
Insulin-Like Growth Factor Receptor Inhibitors Metabolic Modifiers
TEPEZZA | 1] PA betaine 1
1 PA
Insulin-Like Growth Factors (Somatomedins) BRINEURA
BUPHENYL POWD (Use 1
INCRELEX 1] PA sodium phenylbutyrate)
LHRH/GnRH Agonist Analog Pituitary BUPHENYL TABS (Use 1
Suppressants sodium phenylbutyrate)
PP 3 QL(1 ea per calcitriol CAPS 1
FENSOLVISC 180 day(s) | |calcitriol SOLN OR 1
retail; 1 ea per | |CARBAGLU (Use 1 PA
180 days mail);| | carglumic acid)
'i‘);épgl (Ije)glgtAZ carglumic acid 1 PA
LUPRON DEPOT-PED (1-| 1 PA CARNITOR SF SOLN OR | 1
MONTH) (Use levocarnitine
LUPRON DEPOT-PED (1-| 1 PA (metabolic modifiers))
MONTH) CARNITOR SOLN OR 1 1
1 PA GM/10ML (Use

LUPRON DEPOT-PED (3-
MONTH)

levocarnitine (metabolic
modifiers))

CARNITOR TABS (Use
levocarnitine (metabolic
modifiers))

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
cinacalcet hcl 1 OLPRUVATHPK3GM, 4 | 1 385(9(2 6)8 pterI
1 AL(At least 1 | |IGM, 5 GM, 6 GM, 6.67 ay(s) reiail;
CRYSVITA yré S | |GM 0ea per 30
1 ays mail);
betaine) o (V%€ OPFOLDA T | AL east T2
yrs old);
doxercalciferol CAPS 1 PA ORFADIN CAPS (Use 1
doxercalciferol SOLN 1 nitisinone)
ELFABRIO AL(At llg)aslg A 8 | |ORFADIN SUSP 1
yrs old); 1 |QL(7 ml per 28
GALAFOLD 1 | QL(14 ea per PALYRZIQ 10 MG/0.5ML day(/(s) reerail; 7
28 o) e miper 5
er mail);
days mail), PA| fpA) YNZIQ 20 MG/ML 1| QL(60 ml per
HECTOROL SOLN (Use 1 30 day(s) retail;
doxercalciferol) 60 ml per 30
HECTOROL SOLN (Use 9 days mail); PA
doxercalciferol) PALYNZIQ 2.5 MG/0.5ML | 1 %L(% r)nl rierl 253
9 ay(s) retail;
i proK e i
; . mail);
dihydrochioride) paricalcitol CAPS 1 |QL(1 ea daily);
KUVAN PACK (Use 1 PA AL(At least 10
sapropterin yrs old); PA
dihydrochloride) paricalcitol SOLN 5 1 AL(At least 10
KUVAN TABS (Use 1 PA MCG/ML yrs old); PA
Zafff gptefr’ Iln d paricalcitol SOLN 1
L’A |\};| nggEO’ ide) A PARSABIV 1 PA
I - bl PHEBURANE PLLT 1 PA
evocamiine (metzbol T AL east 8
GM/10ML. yrs old); PA
” , RAVICTI 1 QL(525 ml per
levocarnitine (metabolic 1 30 day(s) retail;
modifiers) TABS 525 ml per 30
LUMIZYME 1 PA days mail); PA
MEPSEVI| 1 PA RAYALDEE 1 QL %i\ daily);
MYALEPT QL(30 ea per | [REvCOVI 1 PA
30 day(s) retail;
days mail); PA | | calcitriol)
NEXVIAZYME 1 PA ROCALTROL SOLN OR 1
nitisinone CAPS 1 (Use caicitriol)
1 sapropterin 1 PA
NITYR TABS dihydrochloride PACK
NULIBRY 1 PA :
sapropterin 1 PA

dihydrochloride TABS

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug
Tier

Requirements/
Limits

desmopressin acetate
spray

QL(5 ml per 25

day(s) retail; 5

ml per 25 days
mail)

desmopressin acetate
spray refrigerated 0.1
MG/ML

desmopressin acetate
spray refrigerated 0.01 %

QL(5 ml per 25

day(s) retail; 5

ml per 25 days
mail)

desmopressin acetate
SOLN IJ

desmopressin acetate
TABS

Drug Name Drug Requirements/
Tier [Limits

SENSIPAR 60 MG (Use 9

cinacalcet hcl)

SENSIPAR 30 MG, 90 MG| 1

(Use cinacalcet hcl)

sodium phenylbutyrate 1

POWD

sodium phenylbutyrate 1

TABS

STRENSIQ 1 PA

XENPOZYME 1 PA

XPHOZAH 1 | QL(2 ea daily);

AL(At least 18

yrs old); PA

ZEMPLAR CAPS 1 MCG, | 1 |QL(1 ea daily);

2 MCG (Use paricalcitol) AL(At least 10
yrs old); PA

ZEMPLAR SOLN 5 1 AL(At least 10

MCG/ML (Use paricalcitol) yrs old); PA

ZEMPLAR SOLN 2 9

MCG/ML (Use paricalcitol)

Mineralocorticoid Receptor Antagonists

KERENDIA

1

QL(1 ea daily);
AL(At least 18
yrs old); PA

Natriuretic Peptides

VOXZ0GO

QL(30 ea per
30 day(s) retail;
30 ea per 30
days mail);
AL(At least 5
yrs old); PA

Posterior Pituitary Hormones

DDAVP SOLN 1J 4
MCG/ML (Use
desmopressin acetate)

DDAVP TABS 0.2 MG
(Use desmopressin
acetate)

QL(6 ea daily)

DDAVP TABS 0.1 MG
(Use desmopressin
acetate)

NOCDURNA SUBL 1 jQL( %aA daily);

VASOPRESSIN/SODIUM 1

CHLORIDE SOLN 0.9 %-

20 UNIT/100ML, 0.9 %-40

UNIT/100ML

VASOSTRICT SOLN IV 1

VASOSTRICT SOLN IV 9

(Use vasopressin)

Prolactin Inhibitors

cabergoline 1 |

Somatostatic Agents

LANREOTIDE ACETATE 1| QL(0.5 ml per
28 day(s) retail)

MYCAPSSA CPDR 1 |QL(112 ea per
28 day(s) retail;
112 ea per 28
days mail); PA

octreotide acetate SOLN 1

octreotide acetate SOLN 1

octreotide acetate SOSY 1

SANDOSTATIN LAR 1 |QL(1 ea per 28

DEPOT KIT 10 MG, 30
MG

day(s) retail; 1
ea per 28 days
mail)

SANDOSTATIN LAR
DEPOT KIT 20 MG

QL(2 ea per 28
day(s) retail; 2
ea per 28 days

mail)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used

for an FDA approved indication
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
SANDOSTATIN LAR 1 %L(1( ia ;ie_rI 218 ANGELIQ 1
DEPOT KIT 10 MG, 30 ay(s) retaijj V)
MG ea por 28 days| |BWUVA 1 QL %aA daily);
mail) 1 |QL(4 ea per 28
SANDOSTATIN SOLN 50 | 1 CLIMARA PRO da§,(s) il
MCG/ML, 100 MCG/ML, ea per 28 days
500 MCG/ML (Use mail)
octreotide acetate) COMBIPATCH PTTW 1 |QL(8 ea per 28
SANDOSTATIN SOLN 50 9 day(s) retail; 8
MCG/ML, 100 MCG/ML, ea per 28 days
500 MCG/ML (Use mail) _
octreotide acetate) DUAVEE 1 | QL(1 ea daily);
SIGNIFOR 1 QL(60 ml per : : PA
30 day(s) retail;| | estradiol & norethindrone 1
60 ml per 30 ||acetate TABS
days mail) | IMYFEMBREE 1 | QL(28 ea per
SIGNIFOR LAR 1 PA 28 day(s) retail;
SOMATULINE DEPOT 90 | 1 | QL(0.3 mi per 28 ea per 28
MG/0.3ML 28 day(s) retail) : 1 days mail); PA
SOMATULINE DEPOT 60 1 QL(0.2 mi per norethindrone acetate-
ethinyl estradiol
MG/0.2ML 28 day(s) retail)
ORIAHNN 1 QL (56 ea per
SOMATULINE DEPOT 1 | QL(0.5 ml per 28 day(s) retail:
120 MG/0.5ML 28 day(s) retail) 56 ea per 28
Vasopressin Receptor Antagonists days mail), PA
| IPREFEST 1
JYNARQUE TABS 1| QL(2 ea daily) 1
JYNARQUE TBPK 1| QL(56 ea per PREMPRASE
28 day(s) retail;| |PREMPRO 1
56 ea per 28
days mail); PA | |E5109€NS
SAMSCA TABS (Use 1 | QL(2 ea daily) | |CLIMARA PTWK (Use 1 |QL(4 eaper28
tolvaptan) estradiol) day(s) retail; 4
. ea per 28 days
SAMSCA TABS (Use 1 QL(2 ea daily) mail)
tolvaptan) | |CLIMARA PTWK (Use 1 |QL(4 ea per 28
tolvaptan TABS 1| QL(2 ea daily) | | estradiol) day(s) retail; 4
VAPRISOL 1 e per 20 days
ESTROGENS - Hormone Replacement/Modifying RISV YNNI 9

Drugs

Estrogen Combinations

estradiol)

ACTIVELLA TABS 1 MG-
0.5 MG (Use estradiol &
norethindrone acetate)

DELESTROGEN (Use
estradiol valerate)

DELESTROGEN (Use
estradiol valerate)

ANGELIQ

DEPO-ESTRADIOL

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
DIVIGEL GEL 1.25 1 |QL(37.5 gm per [ MENOSTAR PTWK 1 |QL(4 ea per 28
MG/1.25GM (Use 30 day(s) retail; day(s) retail; 4
estradiol) 38 gm per 30 ea per 28 days
days mail) mail)
DIVIGEL GEL 0.25 1 | QL(30 ea per | MINIVELLE PTTW (Use 9
MG/0.25GM, 0.75 3% gay(S) re:g%ll; estradiol)
MG/0.75GM, 1 MG/GM capet Y | [MINIVELLE PTTW (Use | 1 |QL(8 ea per 28
(Use estradiol) days mail) estradiol) ( day(s) retail; 8
DIVIGEL GEL 0.5 1 | QL(30 ea per ea per 28 days
MG/0.5GM (Use estradiol) 30 day(s) retail; mail)
30 ea per 30 | IMINIVELLE PTTW (Use 1 |QL(8 ea per 28
days mail); estradiol) day(s) retail; 8
AL(At least 1 ea per 28 days
yrs old) mail)
DIVIGEL GEL 0.25 1 385(30( E;a |oter,I PREMARIN SOLR 1
MG/0.25GM, 0.75 ay(s) retail; ]
MG/0.75GM. 1 MG/GM 30 ea per 30 | |[PREMARIN TABS
(Use estradiol) days mail) | |VIVELLE-DOT PTTW 0.1 1 %L(S ea gerl 288
1 ay(s) retall;
ELESTRIN GEL 1| QL(52 gm per MG/24HR (Use estradiol) g }E)(er) D8 eys
30 day(s) retail; mail)
553%2 r%%r”io VIVELLE-DOT PTTW 9
AL(Up to 65 yrs (Use estradiol)
old)

ESTRACE TABS (Use
estradiol)

estradiol valerate

Fluoroquinolones

FLUOROQUINOLONES - Drugs to Treat Bacterial
Infections

estradiol GEL 0.5
MG/0.5GM

AL(At least 1
yrs old)

estradiol GEL 0.25
MG/0.25GM, 0.75

BAXDELA SOLR

QL(2 ea daily);
PA

BAXDELA TABS

QL(28 ea per
14 day(s) retail;

MG/0.75GM, 1 MG/GM, (25 ea per 1
1.25 MG/1.25GM ys mail);
. 1 ciprofloxacin hcl TABS 1
estradiol PTTW 250 MG, 500 MG, 750
estradiol PTWK 1 |QL(4 ea per 28| |IMG
g:%(gr) E%t%'gyi ciprofloxacin hcl TABS 1 PA
mail) 190 MG _
estradiol TABS 1 ciprofloxacin in d5w 1
1 | QL(8.1 ml per | |ciprofloxacin SUSR 5 1 |AL(Upto 6 yrs
EVAMIST SOLN 55 d(ay(s) rotail)| | GM/100ML, 500 MG/5ML old)
8 ml per 55 ||CIPRO SUSR 1 AL(Up to 6 yrs
days mail) old)
MENEST 1 CIPRO TABS 250 MG, 1
MENEST 1 500 MG (Use

ciprofloxacin hcl)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug
Tier

Requirements/
Limits

Drug Name

Drug
Tier

Requirements/
Limits

levofloxacin in d5w

ursodiol TABS

1

levofloxacin SOLN OR

AL(Up to 6 yrs
old)

Gastrointestinal Antiallergy

Agents

levofloxacin TABS 250
MG, 500 MG

cromolyn sodium
(mastocytosis)

1

levofloxacin TABS 750
MG

QL(1 ea daily)

moxifloxacin hcl in sodium
chloride

GASTROCROM (Use
cromolyn sodium
(mastocytosis))

1

moxifloxacin hcl TABS

QL(21 ea per
20 day(s) retail;
21 ea per 20
days mail)

GASTROCROM (Use
cromolyn sodium

MOXIFLOXACIN
HYDROCHLORIDE SOLN
400 MG/250ML

ofloxacin 300 MG, 400
MG

QL(2 ea daily);
PA

GASTROINTESTINAL AGENTS - MISC. -

Miscellaneous Gastrointestinal Drugs

5-HT4 Receptor Agonists

(mastocytosis))

Gastrointestinal Chloride Channel Activators

AMITIZA (Use 9

lubiprostone)

AMITIZA (Use 1 | QL(100 ea per

lubiprostone) 50 day(s) retail;
100 ea per 50
days mail); PA

lubiprostone 1 PA

MOTEGRITY

1

QL(1 ea daily);
PA

lubiprostone

QL(100 ea per
50 day(s) retail;
100 ea per 50
days mail); PA

Agents for Chronic Idiopath

ic Constipation (CIC)

Gastrointestinal Stimulants

TRULANCE

1

QL(1 ea daily);
AL(At least 18
yrs old); PA

Bile Acid Synthesis Disorder Agents

CHOLBAM

1

QL(4 ea daily);
PA

GIMOTI SOLN NA

QL(9.8 ml per
28 day(s) retail;
10 ml per 28
days mail);
AL(At least 18
yrs old - Up to
65 yrs old); PA

Farnesoid X Receptor (FXR) Agonists

METOCLOPRAMIDE HCL
MONOHYDRATE

OCALIVA

1

QL(1 ea daily);
PA

METOCLOPRAMIDE HCL
POWD

Gallstone Solubilizing Agen

ts

CHENODAL

metoclopramide hcl SOLN
IJ 5 MG/ML

RELTONE CAPS

PA

metoclopramide hcl TABS

URSO 250 TABS (Use
ursodiol)

METOCLOPRAMIDE
HYDROCHLORIDE
POWD

URSO FORTE TABS
(Use ursodiol)

1

REGLAN TABS (Use
metoclopramide hcl)

1

ursodiol CAPS

lleal Bile Acid Transporter (IBAT) Inhibitors

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits

BYLVAY (PELLETS) 1 PA INFLECTRA SOLR 2

CPSP INFLIXIMAB 1 PA

BYLVAY CAPS 1 QL(9§A | LIALDA TBEC (Use 1 | QL(4 ea daily)

LIVMARLI mi per | '\ mesalamine)

2952 (5) o2 | [LIALDA TBEC (Use 9
days mail); PA mesalamine)
Inflammatory Bowel Agents mesalamine w/ cleanser L PA
i 1 QL(4 ea dail

APRISO CP24 (Use T QL4 ea daily) | |1esalamine CP24 ( )

mesalamine) mesalamine CPCR 1 QL8 ?:e,‘a\ daily);

ASAC/OL HD TBEC (Use 9 mesalamine CPDR 1 | QL(6 ea daily)

Z\fgaoi’: ine) 1 - mesalamine ENEM 1

AZULFIDINE EN-TABS 1 mesalamine SUPP 1 385(30( e)a pterl

- ay(s) retail;

TBEC (Use sulfasalazine) 30 ea per 30

AZULFIDINE TABS (Use 1 days mail)

sulfasalazine) mesalamine TBEC 1.2 1

AZULFIDINE TABS (Use | 9 GM .

sulfasalazine) mesalamine TBEC 1.2 1 | QL(4 ea daily)

balsalazide disodium 1 |QL(9 ea daily); | |CM .

CAPS AL(At |elg§t 5 | |mesalamine TBEC 800 1 |QL(6 epi daily);

yrs o MG

CANASA SUPP (Use 1 385(30( e)a pterl OMVOH SOAJ 1 PA

] ay(s) retail;

mesalamine) 30 on per 30 | [OMVOH SOLN 1 PR

days mail) | IPENTASA CPCR250 MG | 1 |QL(16 ea daily)

CIMZIA STARTERKIT 1 %5%5?5:5-432 PENTASA CPCR (Use 1 | QL(8 ea daily)

PSKT ea )E)er 42 d éys mesalamine)

mail); PA REMICADE 1 PA

CIMZIAKIT 1 |QL(1 ea per 28| |RENFLEXIS 1 PA
Sayis) el | RowASA. (Use A

mail): PA mesalamine w/ cleanser)

CIMZIA PSKT 1 |QL(3 ea per 42| |SFROWASA ENEM 1 QL(1800 ml per
day(s) retail; 3 30 day(s) retail;
ea per 42 days 18(?0 ml pe_1)30

mail); PA ays mai

COLAZAL CAPS (Use 1 |QL(9 ea daily); | |[SKYRIZI SOCT 180 1 QL(1.2 ml per

balsalazide disodium) AL(At least 5 | |[MG/1.2ML 55 day(s) retail;

yrs old) d 1 ml pe-|r)5|§>A

DELZICOL CPDR (Use 1 | QL(6 ea daily) ays mar),

mesalamine) ( SKYRIZI SOCT 360 1 5(glzj(2.4 ! p;e.rl _

DIPENTUM 1| QL{4 ea daily) || M&/24ML 2 r?ﬁ/(pse),rr?,g? "

ENTYVIO SOPN 1 PA days mail); PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
SKYRIZI SOLN 1 PA RELISTOR SOLN 12 1 | QL(18 ml per
STELARA 130 MG/26ML | 1 PA MG/0.6ML 30 ger%(z)e';e;g";
SULFASALAZINE POWD 1 days mail);
sulfasalazine TABS 1 A:/-r(?to:g)a_SéAS
. 1 ]
sulfasalazine TBEC . RELISTOR SOLN 8 1 QL(12 ml per
VELSIPITY 1 | QL(1 ea daily); | \mMG/0.4ML 30 day(s) retail;
PA 12 ml per 30
ZYMFENTRA 1-PEN 1 PA days mail);
AJKT AL(At least 18
ZYMFENTRA 2-PEN 1 PA yrs old); PA
AJKT RELISTOR TABS 1 %t('?& tela de}ll1y£)3;
eas
ZYMFENTRA 2-SYRINGE | 1 PA yr(s old): PA
PSKT SYMPROIC 1 %t& oa deiil%/f)s;
Intestinal Acidifiers : vrs old): PA
lactulose .
(encephalopathy) Phosphate Binder Agents
lactulose 1 AURYXIA 1 3%Lé36? Saa ;t)e_;'
ay(s) retail;
(encephalopathy) 360 ea per 30
Irritable Bowel Syndrome (IBS) Agents days mail);
alosetron hcl 1 | QL(2eadally) A:/'r(? L:Sisé,lg
IBSRELA 1 1QL(2 ea daily); | [ calcium acetate 1
AL(Atleast 18 | | ihhosphate binder) CAPS
7 yLrs1 Old)c;j P]A\ calcium acetate 1 RX/OTC
LINZESS QAL(( \adal);\ | (phosphate binder) TABS
yrs old); PA | [FOSRENOL CHEW (Use 1
LOTRONEX (Use 1 QL(2 ea daily) | |lanthanum carbonate)
alosetron hcl) FOSRENOL CHEW (Use 1
VIBERZI 1 QL(2 ea daily); | | lanthanum carbonate)
AL(At least 18 | [EOSRENOL CHEW (Use | 9
yrs old); PA_|\/2nthanum carbonate)
Live Fecal Microbiota FOSRENOL PACK 1
VOWST 1 | QL(4 ea daily); | | Janthanum carbonate 1 PA
AL(Atleast 18 | |CHEW
yrs old); PA_| 'RENAGEL (Use 9
Peripheral Opioid Receptor Antagonists sevelamer hcl)
MOVANTIK 1 | QL(1 ea daily);| |RENVELA PACK (Use 1
PA sevelamer carbonate)
RENVELA PACK (Use 9
sevelamer carbonate)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug
Tier

Requirements/
Limits

Drug Name

Drug
Tier

Requirements/
Limits

RENVELA TABS (Use
sevelamer carbonate)

sevelamer carbonate
PACK

sevelamer carbonate
TABS

sevelamer hcl

1

PA

VELPHORO

2

ULTANE (Use
sevoflurane)

GENITOURINARY AGENTS - MISCELLANEOUS -

Miscellaneous Drugs to Treat Reproductive
Organs and Urinary System

Acidifiers

Short Bowel Syndrome (SB

S) Agents

K-PHOS NO 2

GATTEX

1

GENERAL ANESTHETICS
Anesthetics - Misc.

QL(1 ea per fill

retail); PA

Alkalinizers

ORACIT

ORAL CITRATE

AMIDATE (Use
etomidate)

potassium citrate
(alkalinizer) TBCR 15
MEQ, 540 MG, 1080 MG,
1620 MG

AMIDATE (Use
etomidate)

potassium citrate-citric
acid SOLN

PA; RX/OTC

DIPRIVAN EMUL (Use
propofol)

potassium citrate-citric
acid SOLN

PA; RX/OTC

DIPRIVAN EMUL

sodium citrate & citric acid

RX/OTC

DIPRIVAN EMUL (Use
propofol)

etomidate

UROCIT-K 10 TBCR (Use
potassium citrate
(alkalinizer))

propofol EMUL 200
MG/20ML, 500 MG/50ML,
1000 MG/100ML

UROCIT-K 15 TBCR (Use
potassium citrate
(alkalinizer))

Barbiturate Anesthetics

BREVITAL SODIUM
SOLR 500 MG

UROCIT-K 5 TBCR (Use
potassium citrate
(alkalinizer))

Volatile Anesthetics

Cystinosis Agents

CYSTAGON CAPS

desflurane

PROCYSBI CPDR

PA

FORANE (Use
isoflurane)

PROCYSBI PACK

PA

isoflurane

Genitourinary Irrigants

sevoflurane

acetic acid 0.25 %

SUPRANE (Use
desflurane)

glycine (gu irrigant) SOLN
1.5 %

SUPRANE (Use

desflurane)

sodium chloride (gu
irrigant) 0.9 %

SORBITOL 3 %

1

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
SORBITOL/MANNITOL 1 RAPAFLO (Use 2 ST
IRRIGATION silodosin)
Hyperoxaluria Agents silodosin 2 ST _
OXLUMO 7 BA tamsulosin hcl 1 QL2 EAana"y)’
RIVFLOZA SOLN 1 AL(Aktj least? UROXATRAL (Use 9 MP
yrs old - Up to i
11 yrs old): PA alf.uzosm hcl)
RIVFLOZA SOSY 1 AL(At least 9 | |Urinary Stone Agents
yrs Old); PA_| | THOSTAT 1
IgA Nephropathy (IgAN) Agents THIOLA EC TBEC (Use 1
FILSPARI 1 | QL(1 ea daily); | | tiopronin)
AL(At least 18 | [TH|0LA TABS (Use 1 | QL(3 ea daily)
yrs old); PA | +iopronin)
Interstitial Cystitis Agents tiopronin TABS 1 |QL(3 ea daily);
PA
ELMIRON CAPS 1
RIMSO-50 7 tiopronin TBEC

Prostatic Hypertrophy Agents

alfuzosin hcl

QL(1 ea daily);
MP

AVODART (Use

Gout Agent Combinations

GOUT AGENTS - Drugs to Treat Gout

colchicine w/ probenecid |

—

QL(1 ea daily);

dutasteride) MP Gout Agents
AVODART (Use 9 MP allopurinol 1
dutasteride) ALLOPURINOL 1 PA
CARDURA XL 2 ST colchicine CAPS 1 | QL(2 ea daily)
dutasteride 1 colchicine TABS 1 | QL(2 ea daily)
dutasteride-tamsulosin hcl | 2 ST COLCRYS TABS (Use 1 | QL(2 ea daily)
ENTADFI 1 |QL(1 ea daily); | |colchicine)

PA febuxostat 1 |QL(1 ea daily);
finasteride 1 | QL(1 ea daily); PA

MP___|/GLOPERBA SOLN OR 1| QL(300 ml per
FLOMAX (Use 1 |QL(2 ea daily); 30 day(s) retail;
tamsulosin hcl) MP 3%0 ml per_l?o
JALYN (Use dutasteride- & ST ays mail
tamsu/os(insﬁc/)u astena® MITIGARE CAPS (Use 1 | QL(2 ea daily)

T Ichicine)

PROSCAR (U 1 |QL(1 ea daily); | [¥° _
finasteride) (Use ( MP v) ULORIC (Use febuxostat) | 1 |QL(1 ?DE'IA\ daily);
RAPAFLO (Use 2 ST ULORIC (Use febuxostat) | 1 |QL(1 ea daily);
silodosin) PA
RAPAFLO 8 MG (Use 9 ST 9

silodosin)

ZYLOPRIM (Use
allopurinol)

Uricosurics

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug
Tier

Requirements/
Limits

Drug Name

Drug
Tier

Requirements/
Limits

probenecid

KOGENATE FS KIT

—

HEMATOLOGICAL AGENTS - MISC. - Drugs to KOVALTRY 1
Treat Blood Disorders NOVOEIGHT 1
1
Aminolevulinate Synthase 1-Directed siRNA NOVOEIGHT
NOVOSEVEN RT 1 PA
GIVLAARI | 1] PA NUWIQ KIT 1
Antihemophilic Products NUWIQ KIT 1
ADVATE 1 OBIZUR 1 PA
ADYNOVATE 1 PA PROFILNINE 1
AFSTYLA 1 PA REBINYN 1 PA
AFSTYLA 1 PA RECOMBINATE SOLR 1
ALPHANATE SOLR 1 RIASTAP 1
ALPHANINE SD 500 1 RIXUBIS SOLR 1
UNIT, 1000 UNIT, 1500 ROCTAVIAN 1 AL (At least 18
UNIT yrs old); PA
ALPROLIX 1 PA SEVENFACT 1 PA
ALTUVIIO 1 PA TRETTEN 1 PA
BENEFIX KIT 1 VONVENDI 1
COAGADEX 1 PA WILATE KIT 1
CORIFACT 1 PA XYNTHA 1
ELOCTATE 1 PA XYNTHA SOLOFUSE 1
ELOCTATE 1 EQ Bradykinin B2 Receptor Antagonists
ESPEROCT . i FIRAZYR SOSY (Use 1 PA
FEIBA icatibant acetate)
FEIBA 1 PA icatibant acetate SOLN 1 PA
FIBRYGA 1 icatibant acetate SOSY 1 PA
HEMGENIX L A)I,‘r(ﬁé:g)a;ségg Complement Inhibitors
HEMLIBRA 1 PA BERINERT KIT 1 PA
HEMOFIL M SOLR 250 1 CINRYZE SOLR IV 1 QL(16 ea per
UNIT, 500 UNIT, 1000 28 day(s) retail;
UNIT, 1700 UNIT d16 ea p%r 2I38A
HUMATE-P SOLR 1 ays mail);
EMPAVELI 1 | QL(160 ml per
IDELVION 1 PA 28 day(s) retail;
IXINITY SOLR 1 16(310 ml pe_rI )28
ays mail);
JIVI L PA AL(At least 18
KCENTRA 1 yrs old); PA
KOATE SOLR 1 ENJAYMO 1 AL(At least 18
yrs old); PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
FABHALTA 1 |QL(2 ea daily);| ITAKHZYRO SOLN 1 |QL(4 ml per 28
AL(At least 18 day(s) retail; 4
yrs old); PA ml per 28 days
HAEGARDA SOLR SC PA mail); AL(At
RUCONEST QL(1 ea per 28 leafg _1% yrs
day(s) retail; 1 old);
ea per 28 davs | |[TAKHZYRO SOSY 300 1 |QL(4 ml per 28
p y .
" MG/2ML day(s) retail; 4
mail); PA I 28 d
TAVNEOS 1 | QL(6 ea daily); m p{%Ir_ AL 2}{/8
AL(At least 18 mai % o (
yrs old); PA east 12 yrs
ULTOMIRIS PA old). PA
TAKHZYRO SOSY 150 1 |QL(2 ml per 28
VEOPOZ AL(Atleast 1 | |pG/ML day(s) retail; 2
yrs old); PA ml per 28 days
ZILBRYSQ 1 | AL(Atleast 18 mail); AL(At
yrs old); PA least 2 yrs old -
Hemataologic - Tyrosine Kinase Inhibitors U%;‘g)_1 ;er
1 L(2 ea daily); : ’
TAVALISSE QL %} aily) Plasma Proteins
Hematological Enzymes - Misc ALBUKED 25 1
ADZYNMA T PA ALBUKED 5 1
. ALBUMIN HUMAN 1
Hematorheologic Agents
ALBUMINEX 1
Human Protein C ALBUTEIN 1
CEPROTIN | 1 | FLEXBUMIN 1
Plasma Expanders KEDBUMIN ;'
dextran 40 in d5w 1 QC L AS BLOOD
HESPAN (Use hetastarch| 1 GROUP B
(hes /0.7 or /0.75) in PA
sodium chloride) RYPLAZIM ?I
hetastarch (hes /0.7 or 1 THROMBATE Il
/0.75) in sodium chloride Platelet Aggregation Inhibitors
HEXTEND L AGGRASTAT 3.75 1
Plasma Kallikrein Inhibitors MG/15ML

ORLADEYO

QL(28 ea per
28 day(s) retail;
28 ea per 28
days mail);
AL(At least 12

yrs old); PA

AGGRASTAT (Use
tirofiban hcl in sodium
chloride)

AGRYLIN 0.5 MG (Use
anagrelide hcl)

1

anagrelide hcl

1

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
anagrelide hcl 1 PYRUKYND TAPER 1 QL§7,|e)a E&rAftill
aspirin-dipyridamole 1 |QL(2 ea daily);| PACK TBPK retar),
P Py AL(At least 18 least _18 yrs
IS Old)EA PYRUKYND TAPER 1 QL?I1d4) ’eF;A;Der
BRILINTA 60 MG QL2 ea dally) ||\ S TeBK 14 day(s) retail:
BRILINTA 90 MG QL(61 ea per 14 ea per 14
30 day(s) retail; days mail);
61 ea per 30 AL(At least 18
days mail) yrs old); PA
CABLIVI 1 | QL(30 ea per | [BYRUKYND TABS 1 | QL(56 ea per
30 day(s) retail; 28 day(s) retail;
30 ea per 30 56 ea per 28
days mail); PA days mail);
cilostazol 1 AL(At least 18
clopidogrel bisulfate 1 | QL(1 ea daily); yrs old); PA
dovrid I 3 QL@ g/lapdail ) Thrombolytic Enzymes
lpyriaamore vp | [ACTIVASE IV 1
dipyridamole 1 QL4 ﬁ/lapdaily); CATHFLO ACTIVASE IJ 1

EFFIENT (Use prasugrel 9 QL(35 ea per HEMATOPOIETIC AGENTS - Drugs to Treat
hcl) KN ENSNCIEIREBI00d Disorders
35 ea per 30 ;
days mail) Agents for Gaucher Disease
EFFIENT (Use prasugrel | 1 | QL(35eaper | [cERDELGA 1 | QL(56 ea per
hcl) 30 day(s) retail; 28 day(s) retail;
35 ea per 30 56 ea per 28
days mail) days mail); PA
eptifibatide 1 ELELYSO 1 PA
PLAVIX 75 MG (Use 9 MP alustat 1 | QL(3 ea daily);
clopidogrel bisulfate) migiista ( PA V)
PLAVIX 75 MG (Use 1 |QL(1 ea daily);| VPRIV 1 PA
clopidogrel bisulfate) MP ZAVESCA (Use 9
prasugrel hcl 1 QL(35 ea per | |miglustat)
30 day(s) retaily [7AvESCA (Use 1| QL(3 ea daily);
35 eaper30 | |\ iostat) PA
days mail)
tirofiban hcl in sodium 1 Agents for Sickle Cell Disease
chloride ADAKVEO 1 PA
Protamine DROXIA CAPS 1
protamine sulfate | 1 ENDARI 1 | AL(Atleast 5

Pyruvate Kinase Activators

yrs old); PA

OXBRYTA TABS 500 MG

QL(3 ea daily);
PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug

Tier

Requirements/
Limits

Drug Name

Drug
Tier

Requirements/
Limits

OXBRYTA TABS 300 MG 1

QL(3 ea daily);
AL(At least 4

yrs old - Up to
11 yrs old); PA

ARANESP ALBUMIN 1 QL (1.6 ml per
FREE SOSY 10 28 day(s) retail;
MCG/0.4ML, 40 2 ml per 28
MCG/0.4ML, 200 days mail); PA
MCG/0.4ML
ARANESP ALBUMIN 1 |QL(1.68 ml per
FREE SOSY 25 28 day(s) retail;
MCG/0.42ML 2 ml per 28
days mail); PA
ARANESP ALBUMIN 1 QL(1.2 ml per
FREE SOSY 60 28 day(s) retail;
MCG/0.3ML, 150 1 ml per 28
MCG/0.3ML days mail); PA

ARANESP ALBUMIN
FREE SOSY 100

QL(2 ml per 28
day(s) retail; 2

OXBRYTA TBSO 1 QL(150 ea per
30 day(s) retail;
150 ea per 30
days mail);
AL(At least 4
yrs old - Up to
11 yrs old); PA
SIKLOS TABS 1 AL(At least 2
yrs old); PA
Cobalamins
cyanocobalamin SOLN IJ 1 |AL(Up to 20 yrs
1000 MCG/ML old)
hydroxocobalamin acetate | 1 |AL(Up to 20 yrs
SOLN old)
Folic Acid/Folates
folic acid SOLN
folic acid TABS 1 MG RX/OTC

Hematopoietic Growth Factors

ALVAIZ 1 AL(At least 6
yrs old); PA
ARANESP ALBUMIN 1 QL(4 ml per 28

FREE SOLN 25 MCG/ML,
40 MCG/ML, 60 MCG/ML,

day(s) retail; 4
ml per 28 days

100 MCG/ML, 200 mail); PA
MCG/ML
ARANESP ALBUMIN 1 |QL(4 ml per 28

FREE SOSY 500 MCG/ML

day(s) retail; 4
ml per 28 days

mail); PA

ARANESP ALBUMIN 1 QL (2.4 ml per
FREE SOSY 300 28 day(s) retail;
MCG/0.6ML 2 ml per 28

days mail); PA
ARANESP ALBUMIN 1 QL (1.2 ml per
FREE SOSY 60 28 day(s) retail;
MCG/0.3ML, 150 1 ml per 28
MCG/0.3ML days mail); PA

MCG/0.5ML ml per 28 days
mail); PA
DOPTELET 1 PA
EPOGEN 2000 UNIT/ML, 1 PA
3000 UNIT/ML, 4000
UNIT/ML, 10000 UNIT/ML,
20000 UNIT/ML
EPOGEN 2000 UNIT/ML, 1 PA
3000 UNIT/ML, 4000
UNIT/ML, 10000 UNIT/ML,
20000 UNIT/ML
FULPHILA 1
FYLNETRA 1 QL (0.6 ml per
20 day(s) retail;
1 ml per 20
days mail)
GRANIX SOLN 300 1 QL (30 ml per
MCG/ML 30 day(s) retail;
30 ml per 30
days mail)
GRANIX SOLN 480 1 QL (48 ml per
MCG/1.6ML 30 day(s) retail;
48 ml per 30
days mail)
GRANIX SOSY 480 1 QL (24 ml per
MCG/0.8ML 30 day(s) retail;
24 ml per 30
days mail)
GRANIX SOSY 300 1 QL(15 ml per
MCG/0.5ML 30 day(s) retail;
15 ml per 30
days mail)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used

for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
JESDUVROQ 8 MG 1 |QL(3 eadaily);| INPLATE 125 MCG, 500 1
AL(Atleast 18 | MCG
yrs old), PA 1| QL(0.6 ml per
JESDUVROQ 6 MG 1 [QL(2 ea daily); | |NYVEPRIA 20 d(ay(s) reaan;
AL(At least 18
1 ml per 20
yrs old); PA s
. days mail); PA
JESDUVROQ 1 MG, 2 1 1QL(1 ea daily);| [bRoCRIT ] PA
MG, 4 MG AL(At least 18
yrs old); PA | |[PROCRIT 1 PA
LEUKINE SOLR IJ 1 PROCRIT 1 PA
MULPLETA 1 | QL(7 ea per fill| |[PROMACTA PACK 1 QL(30 ea per
retail); PA 30 day(s) retail;
NEULASTA SOSY 1 | QL(0.6 ml per 30 ea per 30
20 day(s) retail; days mail)
d1 mi pelr)ZgA PROMACTA TABS 1| QL(1 ea daily)
ays mail); 1 PA
NEUPOGEN SOLN 300 | 1 | QL(30 mi per | {REBLOZYL
MCG/ML 30 day(s) retail;| [RELEUKO SOLN 300 1 QL (30 ml per
30 ml per 30 | |MCG/ML 30 day(s) retail;
days mail) 30 ml per 30
NEUPOGEN SOLN 480 1 QL (48 ml per days mail); PA
MCG/1.6ML 30 day(s) retail;| |RELEUKO SOLN 480 1 QL (48 ml per
48 ml per 30 | IMCG/1.6ML 30 day(s) retail;
days mail) d48 mi pgﬁi)r 3F(’)A
NEUPOGEN SOSY 480 1 QL(24 ml per ays mail);
MCG/0.8ML 30 day(s) retail;| [RELEUKO SOSY 300 1 QL(15 ml per
24 ml per 30 | |[MCG/0.5ML 30 day(s) retail;
days mail) d; ?/smrlngﬁ)r- 3F9A
NEUPOGEN SOSY 300 1 | QL(15 ml per ;
MCG/0.5ML 30 day(s) retail;| [RELEUKO SOSY 480 1 QL(24 ml per
15 ml per 30 | IMCG/0.8ML 30 day(s) retail;
days mail) 24 ml per 30
NIVESTYM SOLN 480 1 QL(48 ml per days mail); PA
MCG/1.6ML 30 day(s) retail;| |[RETACRIT 1 PA
48 mi per 30 | IROLVEDON 1 [ QL(0.6 mi per
days mail); PA 20 day(s) retail;
NIVESTYM SOLN 300 1 QL(30 ml per 1 ml per 20
MCG/ML 30 day(s) retail; days mail): PA
30 ml per 30 | |STIMUFEND 1 [ QL(0.6 ml per
days mail); PA 20 day(s) retail;
NIVESTYM SOSY 300 1 QL(15 ml per 1 ml per 20
MCG/0.5ML 30 day(s) retail; days mail): PA
15 ml per 30 | [UDENYCA SOAJ 1 [ QL(0.6 ml per
days mail); PA 20 day(s) retail;
NIVESTYM SOSY 480 1 QL(24 ml per 1 ml per 20
MCG/0.8ML 30 day(s) retail; days mail): PA
24 ml per 30
days mail); PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
UDENYCA SOSY 1 | QL(0.6 mlper | |[LYSTEDA TABS (Use 9
201da3|/(s) rgtoa”; tranexamic acid)
ml per
ZARXIO 300 MCG/0.5ML | 1 QL(15 ml per | fop ‘ARIDE  (Use
3(1) 5der1r)]/|(s)e:e?t)(a)|l, tranexamic acid-sodium
days Fr)n ail) chloride)
ZARXIO 480 MCG/0.8ML 1 QL(24 ml per | |tranexamic acid-sodium 1
30 day(s) retail;| | chloride
24 ml per 30 | | tranexamic acid SOLN 1
days mail) || 1000 MG/10ML
ZIEXTENZO L zgla(gyf(isr)n:eptgirl_ tranexamic acid TABS 1
1 mlper20 | |Hemostatics - Topical
days mail)
Iron ARTISS KIT 1
FER-IN-SOL SOLN (U 9 ARTISS SOLR 1
-1IN- se _ 1
ferrous sulfate) -SFBIESMBIN JMI DILUENT
ﬁg(/)/\L/’lsL sulfate SOLN 15 1 AL(éJlg)_toPi Y1S | [ THROMBIN-JMI 1
i EPISTAXIS KIT
Stem Cell Mobilizers THROMBIN-JMI 1
APHEXDA 1 PA SYRINGE SPRAY KIT KIT
1 QL(1.2 ml THROMBIN-JMI W/DIL 1
;I\J/llgrlzxgll?olrl) (Use daify): PA SPRAYPUMP
: ACTUATORKIT
plerixafor 1 QL(1.2 ml
daily); PA

HEMOSTATICS - Drugs to Stop Bleeding/Treat

Blood Disorders

Hemostatics - Systemic

AMICAR SOLN OR (Use
aminocaproic acid)

AMICAR TABS (Use
aminocaproic acid)

aminocaproic acid SOLN
OR 0.25 GM/ML

aminocaproic acid TABS

CYKLOKAPRON SOLN
(Use tranexamic acid)

CYKLOKAPRON SOLN
(Use tranexamic acid)

HYPNOTICS/SEDATIVES/SLEEP DISORDER
AGENTS

Barbiturate Hypnotics

AMYTAL SODIUM

AL(At least 19
yrs old)

NEMBUTAL SODIUM
SOLN (Use pentobarbital
sodium)

pentobarbital sodium 1 | AL(Atleast 19
SOLN yrs old)
phenobarbital sodium 1

SOLN

phenobarbital ELIX 1

phenobarbital TABS

Hypnotics - Tricyclic Agents

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug

Requirements/

Drug Name

Drug

Requirements/

Tier [Limits Tier |Limits
doxepin hcl (sleep) 1 |QL(1 ea daily); | [LUNESTA (Use 1 | QL(1 ea daily);
AL(At least 19 eszopic/one) AL(At least 19
yrs old); PA yrs old)
SILENOR (Use doxepin 9 | QL(1 ea daily) | |midazolam hcl SOLN 1J 1
hel (sleep)) midazolam hcl SOLN 1J 1
Non-Barbiturate Hypnotics midazolam hcl SYRP 1
AMBIEN CR TBCR (Use 2 | QL(1 ea daily); | |midazolam hcl SYRP 1
zolpidem tartrate) AL(At least 19 | [\iDAZOLAM/SODIUM 9
yrsold) __||cHLORIDE (Use
AMBIEN TABS (Use 1 |QL(1 ea daily); | | midazolam-sodium
zolpidem tartrate) AL(At Ie'T\ds)t 19 || chioride )
yrs o
dexmedetomidine hcl in 1 E:A|I—|D|_A(\)ZFS|I:_)éM/ SODIUM L
sodium chloride SOLN 0.9
%-80 MCG/20ML MIDAZOLAM/SODIUM 1
— 1 CHLORIDE (Use
g%(ﬂ\le detomidine hcl midazolam-sodium
chloride)
DEXMEDE TOMIDINE L midazolam-sodium 1
g(E:)L(I\jIgIISETOMIDINE 1 chioride
HYDROCHLORIDE/DEXT PRECEDEX SOLN (Use | 1
ROSE MONOHYDRATE exmedetomidine hel in
1 [QL(1 ea daily); sodium chloride)
DORAL (Use quazepam) AL(At loast 1)/9, PRECEDEX SOLN 1
yrs old); PA | |PRECEDEX SOLN (Use 9
DORAL (Use quazepam) 9 dexmedetomidine hcl in
AL(At least 19 | |quazepam 1 | QL(1 ea daily);
yrs old); PA AL(At least 19
estazolam 1 |QL(1 ea daily); yrs old); PA
AL(At least 19 | |[RESTORIL 15 MG, 30 MG| 1 |QL(1 ea daily);
yrs old) (Use temazepam) AL(At least 19
eszopiclone 1 | QL(1 ea daily); yrs old)
AL(At least 19 | |[RESTORIL 15 MG, 30 MG| 1 |QL(1 ea daily);
yrs old) (Use temazepam) AL(At least 19
flurazepam hcl 1 | QL(1 ea daily); yrs old)
AL(At least 19 | |RESTORIL 7.5 MG, 22.5 1 | QL(1 ea daily);
yrs old) MG (Use temazepam) AL(At least 19
HALCION 0.25 MG (Use | 9 yrs old); PA
triazolam) temazepam 15 MG, 30 1 %t(l\tela dat"%ls));
HALCION 0.25MG (Use | 1| QL(T ea daily):| |MC s o)
triazolam) (At leas temazepam 7.5 MG, 22.5 | 1 |QL(1 eadaily);
yrsold) e AL(At least 19
LUNESTA (Use 9

eszopiclone)

yrs old); PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug
Tier

Requirements/
Limits

Drug Name Drug Requirements/
Tier [Limits
triazolam 1 | QL(1 ea daily);
AL(At least 19
yrs old)
zaleplon 1 | QL(2 ea daily);

AL(At least 19
yrs old)

CLENPIQ SOLN 12
GM/175ML-3.5
GM/175ML-10 MG/175ML

QL (350 ml per
fill retail); PA

ZOLPIDEM TARTRATE
CAPS

QL(1 ea daily);
AL(At least 19
yrs old); PA

GOLYTELY SOLR (Use
peg 3350-kcl-sod bicarb-
sod chloride-sod sulfate)

QL(4000 ml per
fill retail)

zolpidem tartrate SUBL

QL(1 ea daily);
AL(At least 19
yrs old); PA

MOVIPREP (Use peg
3350-kcl-nacl-na sulfate-
na ascorbate-ascorbic
acid)

zolpidem tartrate TABS

QL(1 ea daily);
AL(At least 19

MOVIPREP (Use peg
3350-kcl-nacl-na sulfate-
na ascorbate-ascorbic
acid)

QL(1 ea per fill
retail)

NULYTELY (Use peg
3350-potassium chloride-
sod bicarbonate-sod
chloride)

QL(4000 ml per
fill retail)

peg 3350-kcl-nacl-na
sulfate-na ascorbate-
ascorbic acid

QL(1 ea per fill
retail)

yrs old)
zolpidem tartrate TBCR 2 | AL(Atleast 19
yrs old)
Orexin Receptor Antagonists
BELSOMRA 3 | QL(1 eadaily);
AL(At least 19
yrs old)
DAYVIGO 3 |QL(1 eadaily);
AL(At least 19
yrs old)
QUVIVIQ 1 |QL(1 ea daily);
AL(At least 19
yrs old); PA
Selective Melatonin Receptor Agonists

peg 3350-kcl-sod bicarb-
sod chloride-sod sulfate
SOLR 6.72 GM-2.98 GM-
5.84 GM-22.72 GM-240
GM

HETLIOZ LQ SUSP

1

AL(At least 3
yrs old - Up to
15 yrs old); PA

HETLIOZ CAPS (Use

QL(1 ea daily);

peg 3350-kcl-sod bicarb-
sod chloride-sod sulfate
SOLR 6.74 GM-2.97 GM-
5.86 GM-22.74 GM-236
GM

QL(4000 ml per
fill retail)

tasimelteon) AL(At least 19
yrs old); PA
ramelteon 1 | QL(1 ea daily);

AL(At least 19
yrs old); PA

peg 3350-potassium
chloride-sod bicarbonate-
sod chloride

QL(4000 ml per
fill retail)

ROZEREM (Use
ramelteon)

QL(1 ea daily);
AL(At least 19
yrs old)

PLENVU 1 |QL(3 ea per fil
retail); PA
sodium sulfate-potassium 1 PA

sulfate-magnesium sulfate

tasimelteon CAPS

QL(1 ea daily);
AL(At least 19

rs old); PA

LAXATIVES - Bowel Treatment Drugs

Laxative Combinations

SUFLAVE

QL(2 ea per fill

retail); PA
SUPREP BOWEL PREP 1| QL(354 ml per
KIT (Use sodium sulfate- fill retail); PA

potassium sulfate-
magnesium sulfate)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug
Tier

Requirements/
Limits

SUPREP BOWEL PREP
KIT (Use sodium sulfate-
potassium sulfate-
magnesium sulfate)

SUTAB

QL (24 ea per
fill retail); PA

Drug Requirements/
Tier |Limits

LOCAL ANESTHETICS-Parenteral - Drugs for
Numbing

Local Anesthetic Combinations

Laxatives - Miscellaneous

KRISTALOSE PACK

QL(30 ea per
30 day(s) retail;
30 ea per 30
days mail); PA

bupivacaine w/ 1
epinephrine SOLN 1
:200000-0.25 %, 1
:200000-0.5 %

KRISTALOSE PACK

QL(30 ea per
30 day(s) retail;

lidocaine w/ epinephrine 1
SOLN 1 :100000-1 %, 1
:100000-2 %, 1 :200000-
0.5 %, 1:200000-1.5 %, 1
:200000-2 %

lidocaine w/ epinephrine 1
SOLN 1 :100000-1 %, 1
:100000-2 %, 1 :200000-
0.5 %, 1:200000-1.5 %, 1
:200000-2 %

MARCAINE/EPINEPHRIN 9
E SOLN 1 :200000-0.25
%, 1:200000-0.5 % (Use
bupivacaine w/
epinephrine)

MARCAINE/EPINEPHRIN 1
E SOLN 1 :200000-0.25
%, 1:200000-0.5 % (Use
bupivacaine w/
epinephrine)

SENSORCAINE- 1
MPF/EPINEPHRINE
SOLN

XYLOCAINE/EPINEPHRI 1
NE SOLN (Use lidocaine
w/ epinephrine)

XYLOCAINE/EPINEPHRI 9
NE SOLN (Use lidocaine

30 ea per 30
days mail); PA
lactulose SOLN 1
lactulose SOLN 1
MIRALAX MIX-IN PAX 9
PACK (Use polyethylene
glycol 3350)
MIRALAX PACK (Use 9
polyethylene glycol 3350)
MIRALAX POWD (Use 9
polyethylene glycol 3350)
polyethylene glycol 3350 1 |AL(Up to 20 yrs
PACK old)
polyethylene glycol 3350 1 QL(1581 gm
POWD per 30 day(s)
retail; 1581 gm
per 30 days
mail); AL(Up to
20 yrs old)
polyethylene glycol 3350 | 1 |AL(Up to 20 yrs
POWD old)
Stimulant Laxatives
FLEET BISACODYL 1 |AL(Up to 20 yrs
ENEM old); PA
Surfactant Laxatives
benzocaine-docusate 1 |AL(Up to 20 yrs
sodium ENEM old); PA
docusate sodium ENEM 1 | QL(150 ml per
283 MG/5ML 30 day(s)

retail); AL(Up to

w/ epinephrine)

XYLOCAINE- 1
MPF/EPINEPHRINE

SOLN

XYLOCAINE- 1

MPF/EPINEPHRINE
SOLN (Use lidocaine w/
epinephrine)

20 yrs old); PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
XYLOCAINE- 9 XYLOCAINE-MPF SOLN 9
MPF/EPINEPHRINE 0.5%,1%,1.5%,2%
SOLN (Use lidocaine w/ (Use lidocaine hcl (local
epinephrine) anesth.))
Local Anesthetics - Amides XYLOCAINE-MPF SOLN 1
0.5%,1%,1.5%,2%
BUPIVACAINE 1 (Use lidocaine hcl (local
FISIOPHARMA SOLN IJ anesth.))
bupivacaine hcl SOLN IJ XYLOCAINE SOLN 0.5 %,| 9
bupivacaine hcl SOLN IJ 1%, 2 % (Use lidocaine
bupivacaine in dextrose hel (local anesth.))
SgLN XYLOCAINE SOLN 1 %, 2| 1
. . % (Use lidocaine hcl (local
lidocaine hcl (local 1 anesth. )
anesth.) SOLN .
MARCAINE SPINAL 1 Local Anesthetics - Esters
'SOdLNt( Use bupivacaine chloroprocaine hcl IJ 1
;\CI,A;)(()ZJISNGE) SPINAL 9 CLOROTEKAL IT 1
SOLN (Use bupivacaine NESACAINE IJ L
in dextrose) NESACAINE-MPF |J (Use 9
MARCAINE SOLN IJ (Use | 1 chloroprocaine hcl)
bupivacaine hcl) NESACAINE-MPF IJ (Use 1
MARCAINE SOLN IJ (Use | 1 chloroprocaine hcl)
bupivacaine hcl) MACROLIDES - Drugs to Treat Bacterial Infections
MARCAINE SOLN IJ (Use| 9 Azithromvein
bupivacaine hcl) : y :
mepivacaine hcl SOLN 1 | 1 azithromycin PACK 1
%, 1.5 %, 2 % azithromycin SOLR 1
NAROPIN SOLN IlJ (Use 1 azithromycin SUSR 100 1 | QL(45 ml per
ropivacaine hcl) MG/5ML fill retail)
NAROPIN SOLN IJ 2 9 azithromycin SUSR 200 1 |QL(12 ml daily)
MG/ML, 5 MG/ML, 10 MG/5ML
%ACCIB)/ML (Use ropivacaine azithromycin TABS 1
ZITHROMAX TRI-PAK 1
NAROPIN SOLN 1J 2 9 : .
MG/ML, 5 MG/ML, 10 TABS (Use azithromycin)
MG/ML (Use ropivacaine ZITHROMAX Z-PAK 1
hcl) TABS (Use azithromycin)
ropivacaine hcl SOLN 1J 1 Z'T';ROMAX PACK (Use 1
ropivacaine hcl SOLN IJ 1 azithromycin)
, ine hol SOLN 1 1 ZITHROMAX SOLR (Use 9
ropivacaine nc aZithromyCin)
ZITHROMAX SOLR (Use 1
azithromycin)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits

ZITHROMAX SUSR 200 1 |QL(12 ml daily)| | erythromycin 1
MG/5ML (Use ethylsuccinate SUSR
azithromycin) erythromycin 1
ZITHROMAX SUSR 100 1 QL(45 ml per | | ethylsuccinate SUSR
MG/5ML (Use fill retail) erythromycin 7
azithromycin) : ethylsuccinate TABS
ZITHROMAX TABS 250 ; ; 1
MG, 500 MG (Use g%‘hl\rﬂ%nycm lactobionate
azithromycin) " —— : 7
ZITHROMAX TABS 250 | 1 A
MG, 500 MG (Use
azithromycin) Fidaxomicin
ZITHROMAX TABS 500 9 DIFICID SUSR 1 | QL(136 ml per
MG (Use azithromycin) 12 day(s) retail;
Clarithromycin 1%%{2' r%%r“; 2
clarithromycin SUSR 1 DIFICID TABS 1| QL(20 ea per
clarithromycin TABS 1 128?;‘%);9}%”’
clarithromycin TB24 1 1?'(-1(28( e)a Ptefl days mail

ay(s) retail; ﬁ

28 ea per 14 MEDICAL DEVICES AND SUPPLIES
days mail) | |Contraceptives
Erythromycins CAYA DPRH 1
E.E.S. GRANULES SUSR 1 FANTASY 1
(Use erythromycin LUBRICATED/SPERMICI
ethylsuccinate) DE MISC
ERYPED 200 SUSR (Use | 1 FANTASY LUBRICATED 1
erythromycin MISC
Eté’{(’;‘écg’;’g;e)s SR U 1 FC2 FEMALE CONDOM | 1
se
erythromycin KIMONO COLORS DEVI 1
ethylsuccinate) KIMONO LUBRICATED 1
ERYTHROCIN 9 MISC
LACTOBIONATE (Use KIMONO MAXX/LARGE 1
erythromycin lactobionate) FLARE MISC
ERYTHROCIN 1 KIMONO MICRO THIN 1
LACTOBIONATE (Use PLUS SPERMICIDE
erythromycin lactobionate) LUBRICATED MISC
erythromycin base CPEP 1 KIMONO MICRO THIN 1
erythromycin base TABS 1 MISC :
: 1 KIMONO PLUS

erythromyCI.n base TBEC SPERMICIDE
erythromycin base TBEC 1

LUBRICATED MISC

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
KIMONO SENSATION 1 1ST TIER UNILET 1 | PA;RX/OTC
LUBRICATED MISC COMFORTOUCH
KIMONO SENSATION 1 LANCETS 28G
PLUS SPERMICIDE 1ST TIER UNILET 1 | PA;RX/OTC
LUBRICATED MISC COMFORTOUCH
KIMONO SPECIAL DEVI 1 LANCETS 30G 1
7 ACCU-CHEK FASTCLIX
Mfg&x LUBRICATED LANCETDEVICE KIT KIT
EXTRALARGE MISC LANCETS 1
1 ACCU-CHEK MULTICLIX
Eﬁ?&,{&%ﬁ,&‘g}m?& LANCET DEVICE KIT KIT
TRUSTEX 1 ACCU-CHEK SAFE-T- 1 PA; RX/OTC
LUBRICATED/RIBBED/ST PRO LANCETS
UDDED MISC ACCU-CHEK SAFE-T- 1 | PA;RX/OTC
TRUSTEX 1 PRO PLUSLANCETS
LUBRICATED/SPERMICI ACCU-CHEK SOFTCLIX 1
DE EXTRA LARGE MISC LANCETDEVICE KIT KIT
TRUSTEX 1 ACCU-CHEK SOFTCLIX 1 | PA;RX/OTC
LUBRICATED/SPERMICI LANCETS
DE EXTRA STRENGTH ACTI-LANCE LANCETS | 1 | PA/RX/OTC
MISC 586
TRUSTEX 1 ACTI-LANCE LITE 1 | PA;RX/OTC
DE MISC ACTI-LANCE SPECIAL 1 | PA;RX/OTC
IA'I?SUgTEX LUBRICATED | 1 SAFETY LANCETS 17G
) 1 | PA RX/OTC
TRUSTEX NON- ; ACTI-LANCE SPECIAL
SAFETYLANCETS 17G
LUBRICATED MISC :
ACTI-LANCE UNIVERSAL| 1 | PA;RX/OTC
TRUSTEX WITH 1
SAFETY LANCETS 23G
NONOXYNOL- :
9/RIBBED/STUDDED ADVANCED MOBILE 1 | PAJRX/IOTC
MISC LANCET 30G
TRUSTEX/RIA 1 ADVOCATE LANCETS 1 PA; RX/OTC
LUBRICATED ADVOCATE LANCETS 1 PA; RX/OTC
SPERMICIDE MISC 30G
TRUSTEX/RIA 1 ADVOCATE LANCING 1
LUBRICATED/SPERMICI DEVICE MISC
DE MISC ]
ADVOCATE RAPID-SAFE
TRUSTEX/RIA 1 LANCING DEVICE MISC
LUBRICATED MISC ADVOCATE SAFETY 1 | PA;RX/OTC
TRUSTEX/RIA NON- 1 LANCETS
LUBRICATED MISC ADVOCATE SAFETY 1 | PA/RX/OTC

Diabetic Supplies

LANCETS 26G

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/

Tier [Limits Tier |Limits
AGAMATRIX ULTRA- 1 PA; RX/OTC | |CLEVER CHEK LANCETS| 1 PA; RX/OTC
THIN LANCETS 33G ULTRATHIN
AQUALANCE LANCETS 1 PA; RX/OTC | |CLEVER CHEK LANCETS| 1 PA; RX/OTC
ULTRA THIN 30G ULTRATHIN 30G
ASSURE COMFORT 1 PA; RX/OTC | |CLEVER CHOICE 1 PA; RX/OTC
LANCETS ULTRA THIN COMFORT EZLANCETS
28G 23G
ASSURE LANCE 1 PA; RX/OTC | |CLEVER CHOICE 1 PA; RX/OTC
LANCETS COMFORT EZLANCETS
ASSURE LANCE SAFETY| 1 | PA;RX/OTC ||28G
LANCET 28G COAGUCHEK LANCETS 1 PA; RX/OTC
AUTO-LANCET MINI 1 COMFORT ASSURED 1 PA; RX/OTC
MISC LANCETS MICRO THIN
AUTOLET IMPRESSION | 1 33G
LANCING DEVICE MISC COMFORT ASSURED 1 PA; RX/OTC
AUTOLET LANCING 1 LANCETS SUPER THIN
DEVICE MISC 28G _
AUTOLET PLUS MISC 1 COMFORT LANCETS :]I Eﬁ, E))Zglg

1 PA; RX/OTC | |[COMFORT TOUCH ;
BD MICROTAINER LANCETS ULTRA THIN
LANCETS 31G
1
CANCINGDE e WS COMFORT TOUCH PLUS| 1 | PA;RX/OTC
- SAFETY LANCETS

CAREONE LANCET 1| PAYRX/OTC | |pRESSURE ACTIVATED
SUPER THIN/30G 30G
CAREONE LANCET THIN 1 PA; RX/OTC CVS LANCETS 21G 1 PA; RX/OTC
CARESENS LANCETS 1 PA; RX/OTC | [cyS LANCETS MICRO 1 PA; RX/OTC
CARETOUCH CONTROL 1 THIN 33G
SOLUTION LEVEL 2 LIQD CVS LANCETS THIN 26G 1 PA; RX/OTC
CARETOUCH SAFETY 1 | PA;RX/OTC | [cys LANCETS ULTRA 1 | PA,RX/OTC
LANCETS/26G THIN 30G
CARETOUCH SAFETY 1 PA; RX/OTC CVS LANCING DEVICE 1
LANCETS/28G MISC
CARETOUCH TWIST 1 PA; RX/OTC | [cvsS ULTRA THIN 1 PA; RX/OTC
LANCETS 28G LANCETS
CARETOUCH TWIST 1 PA; RX/OTC | [DEXCOM G6 RECEIVER 1 |QL(1 ea per 30
LANCETS 30G day(s) retail; 1
CARETOUCH TWIST 1 | PA;RX/OTC ea per 30 days
LANCETS 33G 1 QLrga"): PA -
CARETOUCH TWIST 1 | PA;RX/OTC | |[DEXCOM G6 SENSOR VN
LANCETS MULTI YN
COLOR/30G

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
DEXCOM G6 1 |QL(1 ea per 90| [EASY MINI LANCING 1
TRANSMITTER day(s) retail; 1 | | DEVICE MISC
ea f;]ear”‘)a_op‘fys EASY TOUCH INSULIN 1 | PA;RX/OTC
DEXCOM G7 RECEIVER | 1 PA ‘E’JEENSOEC%E ,V'TLE ',\‘A?SC
DEXCOM G7 SENSOR 1 1QL(3 eaper 30| [EASY TOUCH LANCETS 1 PA; RX/OTC
day(s) retail): |121G/PRESSURE
ACTIVATED
DIASCREEN 1K STRP L EASY TOUCH LANCETS | 1 PA; RX/OTC
DROPLET GENTEEL 1 PA 23G/PRESSURE
LANCING DEVICE MISC ACTIVATED
DROPLET LANCETS 1| PAYRXIOTC | [EASY TOUCHLANCETS | 1 | PA;RX/OTC
ULTRA THIN 30G 26G/PRESSURE
DROPLET LANCING 1 ACTIVATED
DEVICE MISC EASY TOUCH LANCETS 1 PA; RX/OTC
DROPLET PERSONAL 1 PA; RX/OTC | |26G/PULL-TOP
LANCETS30G EASY TOUCH LANCETS 1 PA; RX/OTC
DRUG MART 1 28G/PRESSURE
ADJUSTABLE LANCING ACTIVATED
DEVICE MISC EASY TOUCH LANCETS 1 PA; RX/OTC
DRUG MART LANCETS 1 PA; RX/OTC | |28G/PULL-TOP
THIN EASY TOUCH LANCETS 1 PA; RX/OTC
DRUG MART ON-THE- 1 PA; RX/OTC ||28G/TWIST
GO LANCETS GENTLE EASY TOUCH LANCETS | 1 PA; RX/OTC
30G 30G/PRESSURE
DRUG MART UNILET 1 PA; RX/OTC | |ACTIVATED
LANCETSSUPER THIN EASY TOUCH LANCETS 1 PA; RX/OTC
30G 1 S RYOTC 30G/PULL-TOP
DRUG MART UNILET ; 1 PA; RX/OTC
LANCETSULTRA THIN EQS%JV?SUTCH LANCETS
28G
EASY TOUCH LANCETS | 1 PA; RX/OTC
DRUG MART UNILET 1 PA; RX/OTC 32G/PRESSURE
MICRO THIN LANCETS ACTIVATED
33G
1 PA; RX/OTC
EASY COMFORT 1 | PARXIOTC | |Sho b OuSHIANCETS
LANCETS
EASY TOUCH LANCET 1 PA; RX/OTC
EASY COMFORT 1 PA; RX/OTC 32§/TW(|)SL!|'C CETS
LANCETS 30G/PULL TOP
EASY TOUCH LANCET 1 PA; RX/OTC
EASY COMFORT 1 | PARXIOTC | |Shormnnsy T HANCETS
LANCETS 30G/THIN TOP | EASY TOUCH LANGING 1
EASY COMFORT 1| PAARXIOTC |\ pEVICE/EJECTOR MISC
LANCETS TWIST TOP 1 EASY TOUCH SAFETY | 1 [ PA/RX/OTC
EASY MINI EJECT LANCETS21G/PRESSUR
LANCING DEVICE MISC E ACTIVATED

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits

EASY TOUCH SAFETY 1 PA; RX/OTC | |FIFTY50 SAFETY SEAL 1 PA; RX/OTC

LANCETS23G/PRESSUR LANCETS 30G

E ACTIVATED FIFTY50 SAFETY SEAL 1 PA; RX/OTC

EASY TOUCH SAFETY 1 PA; RX/OTC | [LANCETS 32G

ACTIVATED LANCETS 33G

LANCETS26G/PRESSUR :

E ACTIVATED FINGERSTIX LANCETS 1 PA; RX/OTC

EASY TOUCH SAFETY 1 PA; RX/OTC | |[FORA LANCETS 1 PA; RX/OTC

LANCETS28G/BUTTON FORA LANCING 1

ACTIVATED DEVICE/CLEARCAP

EASY TOUCH SAFETY 1 PA; RX/OTC | [MISC

LANCETS28G/PRESSUR FORA LANCING DEVICE 1

E ACTIVATED MISC

EMBRACE LANCETS 1 PA; RX/OTC | [FREDS PHARMACY 1

ULTRA THIN 30G AUTOLET LANCING

EMBRACE LANCING 1 DEVICE MISC

DEVICE WITH EJECTOR FREDS PHARMACY 1 PA; RX/OTC

MISC UNILET LANCETS

EMBRACE PRESSURE 1 PA; RX/OTC | |SUPER THIN 30G

ACTIVATED SAFETY FREDS PHARMACY 1 PA; RX/OTC

LANCET/21G UNILET LANCETS

EMBRACE PRESSURE 1 PA; RX/OTC ||ULTRA THIN 28G

ACTIVATED SAFETY FREESTYLE CONTROL 1

LANCET/28G SOLUTION HIGH/LOW

EQL COLOR LANCETS 1 PA; RX/OTC | |LIQD

21G FREESTYLE LANCETS 1 | PA;RX/OTC

EQL SUPER THIN 1 PA; RX/OTC | |[FREESTYLE LIBRE 14 1 PA

LANCETS 30G DAY/READER/FLASH

EQL THIN LANCETS 26G | 1 PA; RX/OTC | |MONITORING SYSTEM

E-Z JECT LANCETS 1 PA. RX/OTC | |[FREESTYLE LIBRE 14 1 QdL(Z( e)a pter_ﬁ8
: DAY/SENSOR/FLASH ay(s) retail);

E-ZJECTLANCETS 21G | 1 | PA/RXIOTC |IMoNITORING SYSTEM PA

E-Z JECT LANCETS 1| PARXIOTC | [FREESTYLE LIBRE 1 PA

COLO 2/READER/FLASH

E-Z JECT LANCETS 1 PA; RX/OTC | GLUCOSE MONITORING

SUPER THIN 30G SYSTEM

E-Z JECT LANCETS THIN| 1 PA; RX/OTC | [FREESTYLE LIBRE 1 |QL(2 ea per 28

26G 2/SENSOR/FLASH day(s) retail);

E-ZJECT LANCETS 1 PA; RX/OTC | |GLUCOSE MONITORING PA

MICRO-THIN 33G SYSTEM

EZ-LETS LANCETS 26G | 1 | PA,RX/OTC ||FREESTYLE LIBRE 1 PA

SUPER-SOFT

3/READER/GLUCOSE
MONITORING SYSTEM

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
FREESTYLE LIBRE 1 |QL(2 ea per 28| | GOODSENSE LANCETS 1 PA; RX/OTC
3/SENSOR/GLUCOSE day(s) retail); | |ULTRA-THIN 26G
MONITORING SYSTEM PA UNIVERSAL
FREESTYLE 1 PA GOODSENSE LANCETS 1 PA; RX/OTC
LIBRE/READER/FLASH ULTRA-THIN 30G
MONITORING SYSTEM GOODSENSE LANCETS | 1 | PA;RX/OTC
FREESTYLE UNISTICK Il | 1 PA; RX/OTC | |ULTRA-THIN 30G
LANCETS UNIVERSAL
GENTEEL BUTTERFLY 1 PA; RX/OTC | [GOODSENSE LANCING 1
TOUCH LANCETS DEVICE MISC
GLOBAL INJECT EASE 1 PA; RX/OTC | |[HEALTH CARE LANCING | 1
LANCETS 28G DEVICE MISC
GLOBAL INJECT EASE 1 PA; RX/OTC | |[HEALTHY ACCENTS 1
LANCETS 30G AUTOLET IMPRESSION
DEVICE MISC HEALTHY ACCENTS 1 PA; RX/OTC
7 PA RX/OTC | |UNILET LANCETS
%gCOCOM LANCETS SUPER THIN 30G
1 PA: RX/OTC | |H-E-B INCONTROL 1
:?oL(l;J COCOMLANCETS ADVANCEDLANCING
DEVICE MISC
1 PA: RX/OTC
g COCOMLANCETS H-E-B INCONTROL 1| PA RXIOTC
: LANCETS MICRO THIN
GNP LANCETS 21G 1 PA; RX/OTC | |33
GNP LANCETS THIN 26G| 1 PA; RX/OTC | |H.E-B INCONTROL 1 PA; RX/OTC
GNP LANCING SYSTEM 1 LANCETS SUPER THIN
DEVICE MISC 30G
GNP STERILE LANCETS 1 PA: RX/OTC ||H-E-B INCONTROL 1 PA; RX/OTC
33G LANCETS ULTRA THIN
GOJJI LANCING 1 28G
DEVICE/CLEAR CAP HYPOLANCE AST 1
MISC LANCING KIT KIT
GOJJI STERILE 1 PA; RX/OTC | |KINNEY LANCETS 1 PA; RX/OTC
LANCETS 30G KINNEY THIN LANCETS 1 PA; RX/OTC
GOODSENSE COLOR 1 PA; RX/OTC | [kROGER AUTOLET 1
éégl%iTl\S/El\ggEE-THlN LANCING DEVICE MISC
KROGER HEALTHPRO 1 PA; RX/OTC
ﬁ%%%SEHE\]Eg%gNCETS 1| PARXIOTC | |\T\w|ST LANCETS/26G
GOODS'ENSE CANCETS 1 PA RXOTC KROGER LANCETS 21G 1 PA; RX/OTC
UNIVERSAL MICRO THIN33G
KROGER LANCETS THIN| 1 PA; RX/OTC

26G

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits

KROGER LANCETS 1 | PA;RX/OTC | [LONGS LANCETS 1 | PA;RX/OTC
ULTRATHIN30G STANDARD
KROGER LANCING 1 LONGS LANCETS THIN 1 | PA;RX/OTC
DEVICE MISC LONGS LANCETS ULTRA| 1 | PA/RX/OTC
LANCET DEVICE WITH 1 THIN
EJECTOR MISC MEDLANCE PLUS 1 | PA/RX/OTC
LANCETS PA; RX/OTC | |EXTRA LANCETS 21G
LANCETS 30G PA; RX/OTC | |MEDLANCE PLUS 1 | PA;RX/OTC
LANCETS 30G TWIST PA; RX/OTC | |LANCETS
TOP MEDLANCE PLUS 1 | PA;RX/OTC
LANCETS 30G/TWIST 1 | PA;RX/OTC | |[LANCETS LITE 25G
TOP MEDLANCE PLUS LITE 1 | PA;RX/OTC
LANCETS 33G EXTRA 1 | PAJRX/OTC | |LANCETS 25G
FINE MEDLANCE PLUS 1 | PA;RX/OTC
UNIVERSAL DESIGN &E“S?"ANCE e e —
IééglCETS MICRO THIN 1| PAIRXIOTC | M N E 206
LANCETS SUPERTHIN | 1 | PA;RX/OTC | [MEDLANCE PLUS 1| PARXOTC
258G SUPERLITE
CNCETS THIN T PARYOTE | [30G/COMFORT MAX

: MEDLANCE PLUS 1 | PA;RX/OTC
LANCETS ULTRA THIN 1 PA; RX/OTC UNIVERSAL LANCETS
LANCETS ULTRA THIN 1 | PA;RX/OTC ||21G
30G MEDLANCE PLUS/LITE 1 PA; RX/OTC
LANCING DEVICE MISC | 1 25G
LANZO MISC 1 MEDLANCE/LITE 1 PA; RX/OTC
LEADER ADVANCED MEDLANCE/UNIVERSAL 1 PA; RX/OTC
LANCING DEVICE MISC MEIJER LANCETS 1 PA; RX/OTC
LITE TOUCH LANCETS 1 PA; RX/OTC | [MEIJER LANCETS THIN 1 PA; RX/OTC
LITE TOUCH LANCING 1 MEIJER LANCETS 1 PA; RX/OTC
PEN MISC UNIVERSAL33G
LITETOUCH LANCETS 1 | PA;RX/IOTC | EIJER SUPER THIN 1 | PA; RX/OTC
MICRO THIN 33G LANCETS
LIVE BETTER 1 MICROLET LANCETS 1 PA; RX/OTC
é%ﬁ;NEC,\E%EANC'NG MICROLET NEXT MISC 1
LIVE BETTER LANCET 1 | PA/RX/OTC | [MINILANCING DEVICE | 1
SUPERTHIN 30G MISC
LIVE BETTER LANCET 1 | PA; RX/OTC ||MM LANCING DEVICE 1
ULTRATHIN 28G MISC

MM TWIST LANCETS 1 | PA;RX/OTC

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
MONOLET LANCETS 1 PA; RX/OTC |  ONETOUCH ULTRASOFT| 1 PA; RX/OTC
MULTI-LANCET DEVICE | 1 2 LANCETS FINE 30G
2KIT ONETOUCH ULTRASOFT| 1 PA; RX/OTC
MULTI-LANCET DEVICE | 1 LANCETS
MISC ONETOUCH VERIO FLEX| 1 %LU( ia per 310
1 PA; RX/OTC | |BLOOD GLUCOSE ay(s) retail;
g"gSTLtJA(,;\,%'EELAAL,\TngﬁgH MONITORING SYSTEM ea per 3,(|) days
30G DEVI mail)
1 PA: RX/OTC | |ONETOUCH VERIO FLEX| 1 |QL(1 eaper 30
Dy A SAFETY LANCETS BLOOD GLUCOSE day(s) reta; |
MONITORING SYSTEM ea per 30 days
NOVA SAFETY LANCETS| 1 PA; RX/OTC | kT mail); RX/OTC
28G
ONETOUCH VERIO 1
NOVA SUREFLEX 1 PA; RX/OTC LEVEL 3 CONTROL
LANCETS SOLUTION LIQD
NOVA SUREFLEX 1 ONETOUCH VERIO 1
LANCING DEVICE MISC LEVEL 4 CONTROL
ONETOUCH DELICA 1 PA; RX/OTC | |SOLUTION LIQD
PLUS LANCETS EXTRA PC LANCETS SUPER 1 PA; RX/OTC
FINE 33G THIN 30G
ONETOUCH DELICA 1 PA; RX/OTC | [BHARMACIST CHOICE 1 PA; RX/OTC
PLUS LANCETS FINE SELECTLANCETS/ULTR
30G A THIN
ONETOUCH DELICA 1 PHARMACIST CHOICE 1 PA; RX/OTC
PLUS LANCING DEVICE ULTRA THIN LANCETS
MISC
PHARMACIST CHOICE 1 PA; RX/OTC
ONETOUCH DELICA 1| PARX/IOTC | |yLTRA THIN LANCETS
SAFETY LANCING 28G
DEVICE PHARMACIST CHOICE | 1 | PA;RX/OTC
ONETOUCH DELICA 1| PALRX/OTC | |yLTRA THIN LANCETS
SAFETY LANCING 30G
DEVICE 30G PHARMACIST CHOICE 1 PA; RX/OTC
ONETOUCH SURESOFT 1 PA ULTRA THIN LANCETS
LANCING DEVICE/28G 31G
MISC PHARMACIST CHOICE | 1 | PA RX/OTC
ONETOUCH ULTRA2KIT| 1 |QL(1eaper30||_TRA THIN LANCETS
day(s) retail; 1 | |335
ea per 30 days
) RX/OTG | |PIP LANCETS/30G 1 | PA,RX/OTC
ONETOUCH ULTRA 1 PREFERRED PLUS 1 PA; RX/OTC
CONTROL SOLUTION LANCETS COLORED
LIQD 21G
ONETOUCH ULTRA 1 PREFERRED PLUS 1 PA; RX/OTC

CONTROL LIQD

LANCETS SUPER THIN
30G

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
PREFERRED PLUS 1 PA; RX/OTC | |RA E-ZJECT LANCETS 1 PA; RX/OTC
LANCETS THIN 26G THIN 28G
PRO COMFORT 1 PA; RX/OTC | |RA E-ZJECT LANCETS 1 PA; RX/OTC
LANCETS 30G ULTRATHIN 30G
PRO COMFORT 1 PA; RX/OTC | |[READYLANCE SAFETY 1 PA; RX/OTC
LANCETS 31G LANCETS/23G/1.8MM
PRO COMFORT SAFETY | 1 PA; RX/OTC | |[READYLANCE SAFETY 1 PA; RX/OTC
LANCETS 30G LANCETS/26G/1.8MM
PRESSURE ACTIVATED READYLANCE SAFETY 1 | PA;RX/OTC
PRODIGY AUTOCODE 1 %L(1( <§a ;ie_rI 310 LANCETS/28G/1.8MM
BLOOD GLUCOSE ay(s) retail; 1 PA; RX/OTC
MONITORING SYSTEM ea |oe,rI )?»OP dAayS Bfﬁgg'fé%gg,%mﬂY
KIT mail); PA; :
RX/OTC RELION 2-IN-1 LANCET 1 PA; RX/OTC
PRODIGY LANCING 1 DEVICES 30G
DEVICE MISC RELION LANCETS 1 PA; RX/OTC
PRODIGY PRESSURE 1 | PA;RX/OTC | MICRO-THIN33G
ACTIVATED SAFETY RELION LANCETS THIN 1 PA; RX/OTC
LANCETS 26G
PRODIGY TWIST TOP 1 PA; RX/OTC | IRELION LANCETS 1 PA; RX/OTC
LANCETS ULTRA-THIN30G
PURE COMFORT 1 PA; RX/OTC | |RELION LANCING 1
LANCETS 30G DEVICE KIT
PX ADVANCED LANCING| 1 RELION LANCING 1
DEVICE MISC DEVICE MISC
PX LANCETS 1 PA; RX/OTC | IRELION TRUE METRIX 1 |QL(1 ea per 30
MICROTHIN 33G AIR BLOOD GLUCOSE day(s) 5%&2;!; 1
1 PA: RX/OTC | [METER/BLUETOOTH KIT ea per 30 days
_IP_)H(|INANCETS ULTRA ; RXIOTC mal). RIOTC
1 PA; RX/OTC
PX LANCETS ULTRA 1 PA; RX/OTC BEHCOENrg/%B%A THIN
THIN 28G :
] RELION ULTRA THIN 1 PA; RX/OTC
QC ADVANCED LANCETS30G
LANCING DEVICE MISC RELION ULTRA THIN ] PA RX/OTC
QC LANCETS SUPER 1 PA/RX/IOTC | |5is L ANCETS 326 ;
THIN
1 PA; RX/OTC
QC UNILET LANCETS 1 PA; RX/OTC ELEL']!S?{\'AL,\JJ'@TERT%Q;'(';\'
28G/ULTRA THIN
1
QC UNILET LANCETS 1 PA; RX/OTC E,'\?\,HCTEETDEB%JQ MISC
RA E-ZJECT LANCETS 1 PA;RXIOTC || ANCETS ’
28G
T- 1 PA; RX/OTC
RAEZJECTLANCETS | 1 | PARXOTC | |35 aaNcE oW

THIN 26G

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits

SAFE-T-LANCE NORMAL| 1 | PA;RX/OTC ||SMART DIABETES 1

FLOW21G VANTAGE LANCING

SAFE-T-LANCE PLUS 1 | PA/RX/OTC | |DEVICE MISC

SAFETYLANCET HIGH SMARTEST LANCETS 1 | PA;RX/OTC

FLOW 28G

SAFE-T-LANCE PLUS 1 | PA;RX/OTC |[SOLUS V2 LANCING 1

SAFETYLANCET LOW DEVICE MISC

FLOW SOLUS V2 PRESSURE 1 | PA;RX/OTC

SAFE-T-LANCE PLUS 1 | PA;RX/OTC ||ACTIVATED SAFETY

SAFETYLANCET LANCETS 28G

NORMAL FLOW SOLUS V2 TWIST 1 | PA;RX/OTC

SAFETY LANCET 1 | PA;RX/OTC ||LANCETS 30G

30G/PRESSURE STERILANCE PA MISC 1 PA

ACTIVATED STERILANCE TL 1 | PA, RXJOTC

SAFETY LANCETS I | PA RXIOTC | e e COMFORT | PA RXIOTC

SAFETY LANCETS 21G 1| PARXIOTC | |PANCETS 18G ’

SAFETY LANCETS 23G 1 | PA/RXIOTC | [SURE COMEORT 1 | PA RX/OTC

SAFETY LANCETS 28G 1 | PA;RX/OTC ||LANCETS 21G

SAPS HEALTH CARE 1 | PA;RX/OTC ||SURE COMFORT 1 | PA; RX/OTC

TWIST TOP LANCETS LANCETS 23G

SAPS HEALTH PLUS 1 | PA;RX/OTC ||SURE COMFORT 1 | PA;RX/OTC

TWIST TOP LANCETS LANCETS 28G

30G SURE COMFORT 1 | PA;RX/OTC

SAPS HEALTH TWIST 1 | PA;RX/OTC | |LANCETS 30G

TOP LANCETS 30G SURE COMFORT 1

SAPSCARE TWIST TOP 1 | PA;RX/OTC ||LANCING PEN MISC

LANCETS 30G : TECHLITE LANCETS 1 PA; RX/OTC

SELECT-LITE LANCING TODAYS HEALTH 1

DEVICE MISC ADVANCED LANCING

SHOPKO AUTOLET 1 DEVICE MISC

SHOPKO ON-THE-GO 1 | PA;RX/OTC ||SUPER THINLANCETS

COMFORTLANCETS 30G 30G

SHOPKO UNILET 1 | PA;RX/OTC ||[TODAYS HEALTHULTRA| 1 | PA;RX/OTC

LANCETS SUPER THIN THINLANCETS 28G

30G TOPCARE LANCETS 1 | PA;RX/OTC

SHOPKO UNILET 1 | PA;RX/OTC ||MICRO-THIN 33G

LANCETS ULTRA THIN TRAVEL LANCETS 30G 1 | PA; RX/OTC

286G TRUE COMFORT 1 | PA, RXJOTC

SIMPLE DIAGNOSTICS 1 ’

SAFETY LANCETS/30G
LANCING DEVICE MISC —~UE COMEORT TwisT T 1 | PARXIOTC
SM MICRO THIN 1 | PA;RX/OTC ’

LANCETS 33G

TOP LANCETS 30G

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier Limits Tier |Limits
TRUE METRIX AIR 1 |QL(1 eaper30| |lULTRA THIN LANCETS 1 PA; RX/OTC
BLOOD GLUCOSE day(s) g%tzll; 11131G
METER/BLUETOOTH ea per ays ;
SMART KIT mail); RXIOTC | | JLTRA-CARE LANCETS |1 PA; RXIOTC
TRUE METRIX BLOOD 1 |QL(1 ea per 30 R 1 PA; RX/OTC
GLUCOSEMETER KIT day(s) g%t%n; 1 gsLCT;RA THIN I LANCETS ’
ea per ays
mail): RX/OTC | [ULTRA-THIN Il LANCETS | 1 | PA;RX/OTC
TRUE METRIX CONTROL| 1 30G
SOLUTION LEVEL 1 UNILET COMFORTOUCH| 1 | PA;RX/OTC
SOLN LANCET
TRUE METRIX CONTROL 1 UNILET EXCELITE 1 PA; RX/OTC
ggtHT'ON LEVEL 2 UNILET EXCELITE Il 1 | PA;RX/OTC
1 | PA RX/OTC
TRUE METRIX coNTROLER UNILET G.P. SUPERLITE ;
LANCET
SOLUTION LEVEL 3
SOLN UNILET GP 28 ULTRA 1 | PA; RX/OTC
TRUEPLUS LANCETS 1 | PA;Rx/OTC | | THIN
26G UNILET LANCETS 1 | PA;RX/OTC
TRUEPLUS LANCETS 1 | PA; RX/OTC | |[MICRO-THIN33G
28G UNILET LANCETS 1 | PA; RX/OTC
TRUEPLUS LANCETS 1 | PA; RX/OTC ||SUPER-THIN30G
28G SUPER THIN UNILET LANCETS 1 | PA; RX/OTC
TRUEPLUS LANCETS 1 | PA;RX/OTC | |[ULTRA-THIN 28G
30G UNISTIK 2 NORMAL 1 PA
TRUEPLUS LANCETS 1 | PA;RX/OTC | MISC
30G ULTRA THIN UNISTIK 3 COMFORT 1 PA
TRUEPLUS LANCETS 1 | PA;RX/OTC | MISC
33G UNISTIK 3 EXTRA MISC 1 PA
TRUEPLUS LANCETS 1 | PA; RXJOTC | |UNISTIK 3 GENTLE 1 | PA;RX/OTC
33G MICRO THIN UNISTIK 3 NORMAL 1 PA
TRUEPLUS SAFETY 1 | PA;RX/OTC ||MISC
LANCETS 28G UNISTIK CZT COMFORT | 1 PA
TWIST TOP LANCETS 1 | PA; RX/OTC ||MISC
30G UNISTIK CZT NORMAL 1 PA
ULTI-LANCE 1 MISC
AUggMAT'C/ CLEARTIP UNISTIK NORMAL MISC | 1 PA
M .
UNISTIK PRO SAFETY 1 | PA;RX/OTC
ULTILET CLASSIC 1| PAIRXIOTC | | ANCET 21G
UNISTIK PRO SAFETY 1 | PA;RX/OTC
ULTILET LANCETS 1 | PA/RXIOTC || ANCET 25G
ULTILET LANCETS 33G 1 | PA/RX/OTC | [yNISTIK PRO SAFETY 1 | PA;RX/OTC
ULTILET SAFETY 1 | PA; RX/OTC | |LANCET 28G
LANCETS 23G

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits

UNISTIK SAFETY 1 PA; RX/OTC | |VIDA MIA AUTOLET 1
LANCETS 28G LANCINGDEVICE MISC
UNISTIK SAFETY 1 PA; RX/OTC | [VIDA MIA UNILET 1 PA; RX/OTC
LANCETS 30G LANCETS SUPER THIN
UNISTIK TOUCH SAFETY| 1 PA; RX/OTC |[30G
LANCETS 21G VIDA MIA UNILET 1 PA; RX/OTC
UNISTIK TOUCH SAFETY| 1 PA; RX/OTC | [LANCETS ULTRA THIN
LANCETS 23G 28G '
UNISTIK TOUCH SAFETY| 1 | PA;RX/OTC ||VIVAGUARD LANCETS 1 | PA/RX/OTC
LANCETS 28G VIVAGUARD LANCING 1
UNISTIK TOUCH SAFETY| 1 PA; RX/OTC | |DEVICE MISC
LANCETS 30G WALGREENS 1 PA; RX/OTC

1 | PA;RX/OTC | |ADVANCED
LTJ,'_\"|',§,/2E§C§AL 1LANCETS TRAVELLANCETS 28G
UNIVERSAL 1 LANCETS | 1 PA; RX/OTC | |WALGREENS COMFORT | 1 PA; RX/OTC
ULTRA THIN 30G ASSUREDLANCETS
VALUE PLUS LANCETS | 1 | PA;R}OTC | [MICRO THIN/33G
STANDARD 21G ’ WALGREENS COMFORT | 1 PA; RX/OTC

: ASSUREDLANCETS
paLIE PLLS LANCING SUPER THIN/28G
VALUMARK LANCET T PARYOTC | | WALGREENS LANCETS | T | PA RX/OTC
SUPER THIN 30G ’ WALGREENS THIN 1 PA; RX/OTC
VALUMARK LANCET 1 | PA,RXOTC | |[-ANCETS
ULTRA THIN 28G WALGREENS ULTRA 1 PA; RX/OTC
VERIFINE SAFETY 1 | PA rxoTC | LHINLANCETS
LANCET MINI 21G X ' ZEVRX TWIST TOP 1 | PA;RX/IOTC
2 4AMM LANCETS 30G
VERIFINE SAFETY 1 PA; RX/OTC | |Parenteral Therapy Supplie
'{%’,\\'ACMET MINI23G X 1ST TIER UNIFINE 1 PA: RX/OTC

: : SARxGTC | [PENTIPS/MINI31GX5MM
X,E,Z*(';FE#EM?QFZ%TGYX ’ 1ST TIER UNIFINE 1 PA: RX/OTC
1.8MM PENTIPS29GX12MM
VERIFINE SAFETY 1 | PA,RX/OTC | |1ST TIER UNIFINE 1| PA RXIOTC
LANCET MINI 30G X PENTIPS31GX6MM
1.8MM 1ST TIER UNIFINE 1 PA; RX/OTC
VERIFINE UNIVERSAL 1 | PA;RX/OTC | |[PENTIPS31GX8MM
LANCETS 28G 1ST TIER UNIFINE 1 PA; RX/OTC
VERIFINE UNIVERSAL 1 | PA; RX/OTC | |[PENTIPS32GX4MM
LANCETS 30G 1ST TIER UNIFINE 1 PA
VERIFINE UNIVERSAL 1 | PA;RX/OTC | |[PENTIPS32GX6MM
1ST TIER UNIFINE 1 PA

LANCETS 33G

PENTIPS33GX4MM

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits

1ST TIER UNIFINE 1 PA; RX/OTC | [ADVOCATE INSULIN 1 PA; RX/OTC
PENTIPSPLUS 31GX8MM SYRINGE/U-
PENTIPSPLUS 32GX4MM ADVOCATE INSULIN 1 PA; RX/OTC
1ST TIER UNIFINE 1 PA SYRINGE/U- .
PENTIPSPLUS 33GX4MM 100/0.5ML/29GX1/2
PENTIPSPLUS/MINI/31G SYRINGE/U- \
MM 100/0.5ML/30GX5/16
PENTIPSPLUS/ORIGINAL SYRINGE/U- )
129GX12MM 100/0.5ML/31GX5/16
PENTIPSPLUS/ULTRA SYRINGEMJ-
SHORT/31GX6MM 100/1ML/29GX1/2
NEEDLE 32GX 5/32" SYRINGE/U- .
ABOUTTIME PEN ; BA 100/1ML/30GX5/16

T PA RYOTC | |SYRINGE/U-
QE@BEISMBE (PBEXN3/16" ’ 100/1ML/31GX5/16"

3 PARXIOTC AQ INSULIN 1 PA; RX/OTC
ABOUTTIME PEN ’ SYRINGE/0.5ML/30G X
NEEDLES 31G X 5/16" 5/16"
ADVOCATE INSULIN 1 PA; RX/OTC | [AQ INSULIN 1 PA; RX/OTC
PEN NEEDLE/32GX4MM SYRINGE/1ML/29G X 1/2"
ADVOCATE INSULIN 1 PA AQ INSULIN 1 PA; RX/OTC
PEN NEEDLES SYRINGE/1ML/31G X
ADVOCATE INSULIN 1 PA 5/16"
PEN NEEDLES AQINJECT PEN 1 PA; RX/OTC
29GX12.7MM NEEDLE/31G X 3/16"
ADVOCATE INSULIN 1 PA; RX/OTC AQINJECT PEN 1 PA; RX/OTC
gFgXI\éEAIIE\ADLES NEEDLE/32G X 5/32"

- 5A RXOTC | [ASSURE ID SAFETY PEN 1 PA
égl\\l/?\l%/ETDﬂI\ISSUUN ; NEEDLES 30G X 5/16"
31GX8MM AUM MINI INSULIN PEN 1 PA; RX/OTC
ADVOCATE INSULIN 1 | PA, RXOTC | [NEEDLE/S2GX4MM .
SYRINGE/U- AUM MINI INSULIN PEN 1 PA; RX/OTC
100/0.3ML/29GX1/2" NEEDLE/32GX5MM 1 -

1 PA: RX/OTC | |AUM MINI INSULIN PEN
QQ\F{RI%AET/E_'NSU“N NEEDLE/32GX6MM
100/0.3ML/30GX5/16" AUM MINI INSULIN PEN 1 PA

NEEDLE/32GX8MM

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier Limits Tier |Limits

AUM MINI INSULIN PEN 1 PA BD INSULIN SYRINGE 1 | PA;RX/OTC
NEEDLE/33GX4MM SAFETYGLIDE/1ML/29G
AUM MINI INSULIN PEN 1 PA X1/2
NEEDLE/33GX5MM BD INSULIN SYRINGE 1 | PA; RX/OTC

7 BA ULTRAFINE HALF-
QEEAD'\&%%%WAPEN UNIT/0.3ML/31G X 5/16"

7 BA BD INSULIN SYRINGE 1 PA
QE'E/'DSLAE',:3E1Tg ; E,\'\,ﬂM ULTRAFINE/0.3ML/30G X

1/2"

1 | PA;RX/OTC

QEEADSL/E%EJ(; ; E,\'\,ﬂM BD INSULIN SYRINGE 1 PA
: ULTRA-FINE/0.3ML/30G
AURORA PEN NEEDLES | 1 | PA;RX/OTC ||y 12 7MM
29GX12MM
: BD INSULIN SYRINGE 1 | PA;RX/OTC

AURORA PEN NEEDLES | 1 | PA RXOTC ||y TRAFINE/0.3ML/31G X
31G X6MM 516"
AURORA PEN NEEDLES | 1 | PA;RX/OTC | [Bp INSULIN SYRINGE 1 | PA; RX/OTC
31G X8MM ULTRA-FINE/0.3ML/31G
AURORA UNIFINE 1 | PA;RX/OTC ||X 8MM
PENTIPS/32GX5/32" BD INSULIN SYRINGE 1 PA; RX/OTC
AURORA UNIFINE 1 | PA; RX/OTC | |ULTRAFINE/0.5ML/30G X
PENTIPS/MINI/31GX3/16" 1/2"
BD LO-DOSE INSULIN 1 | PA; RX/OTC ||BD INSULIN SYRINGE 1 | PA;RX/OTC
SYRINGE MICROFINE ULTRA-FINE/0.5ML/30G
IV/0.5ML/28G X 1/2" X 12.7MM
BD 1/2ML TUBERCULIN 1  JAL(Up to 20 yrs| [BD INSULIN SYRINGE 1 PA; RX/OTC
SYRINGE/PERM old) ULTRAFINE/0.5ML/31G X
NEEDLE/REG BEV/27G X 5/16"
1/2" MISC BD INSULIN SYRINGE 1 | PA;RX/OTC
BD AUTOSHIELD DUO 1 PA; RX/OTC | |[ULTRA-FINE/0.5ML/31G
30G X 5MM X 8MM
BD ECLIPSE 1 PA BD INSULIN SYRINGE 1 | PA;RX/OTC
SYRINGE/1ML/30GX1/2" ULTRA-FINE/1/2
LUER-LOK/U-100/1ML BD INSULIN SYRINGE 1 | PA; RX/OTC
BD INSULIN SYRINGE 1 | PA;RX/OTC %’/ETRAF'NE/ TML/30G X
MICROFINE IV/U-
100/0.5ML/28G X 1/2" BD INSULIN SYRINGE 1 | PA;RX/OTC
BD INSULIN SYRINGE 1 | PA;RX/OTC gJZLy,\?A‘I}A'F'NE/ TML/30G X
MICROFINE IV/U- :
100/1ML/28G X 1/2" BD INSULIN SYRINGE 1 | PA;RX/OTC
BD INSULIN SYRINGE 1 PA o TINEAMLTG X
MICROFINE/U-
100/1ML/27G X 5/8" BD INSULIN SYRINGE 1 | PA; RX/OTC

ULTRAFINE/U-
100/0.5ML/29G X 1/2"

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits

BD INSULIN SYRINGE 1 | PA;RX/OTC | |BD SAFETYGLIDE 1 | PA;RX/OTC

ULTRAFINE/U- INSULIN

100/1ML/31G X 5/16" SYRINGE/0.3ML/31G X

BD INSULIN 1 | PA;RX/OTC | [15/64"

SYRINGE/0.3ML/29G X BD SAFETYGLIDE 1 | PA;RX/OTC

12.7MM INSULIN

BD INSULIN 1 PA; RX/OTC SYR'!NGE/O.3ML/31G X

SYRINGE/0.5ML/29G X 5/16

12.7MM BD SAFETYGLIDE 1 | PA;RX/OTC

1 PA; RX/OTC | [INSULIN

EBF'JFINS(;JE,TML,27G X SYRINGE/0.5ML/29G X

12.7MM 172

BD INSULIN 1 | PA RX/OTC | |BD SAFETY-GLIDE 1 | PA;RX/OTC
INSULIN

183 5,'\,']',&3 E/ML/29G X SYRINGE/0.5ML/29G X

' 1/2"
I 1 | PA;RX/OTC

TOOAMLIZTO X 2" BD SAFETYGLIDE 1| PARXIOTC
INSULIN

BD INSULIN SYRINGE/U- 1 PA SYRINGE/0.5ML/31G X

500/0.5ML/31G X 6MM 15/64"

BD PEN L PA BD SAFETYGLIDE 1 | PA/RX/OTC

NEEDLE/MICRO/ULTRA- INSULIN

FINE/32G X 6MM SYRINGE/1ML/31G X

BD PEN 1 | PA; RX/OTC | |15/64"

NEEDLE/MINI/ULTRA- BD SAFETYGLIDE 1 PA; RX/OTC

FINE/31G X 5MM INSULIN

BD PEN NEEDLE/NANO 1 PA; RX/OTC | [SYSYRINGE/0.5ML/30G

2ND GEN/32G X 4MM X 5/16"

BD PEN NEEDLE/NANO 1 | PA; RX/OTC ||BD VEO INSULIN 1 | PA;RX/OTC

2ND GEN/32G X 5/32" SYRINGE ULTRA-

BD PEN T | PA; RX/OTC | |FINE/0.3ML/31G X 6MM

NEEDLE/NANO/ULTRA- BD VEO INSULIN 1 | PA;RX/OTC

FINE/32G X 4MM SYRINGE ULTRA-

BD PEN 1 BA FINE/0.5ML/31G X 6MM

NEEDLE/ORIGINAL/ULTR BD VEO INSULIN 1 | PA;RX/OTC

A-FINE/29G X 12.7MM SYRINGE ULTRA-

BD PEN T PA RYVOTC | |FINE/1/2 UNIT/0.3ML/31G

NEEDLE/SHORT/ULTRA- X 6MM

FINE/31G X 8MM BD VEO INSULIN 1 | PA;RX/OTC
SYRINGE ULTRA-

BD SAPETYGLIDE 1ML |1 PA FINE/ML/31G X 6MM

BD SAFETYGLIDE 1 | PA;RX/OTC ||BD VEO INSULIN 1| PARXOTC

INSULIN
SYRINGE/0.3ML/29G X
1/2"

SYRINGE ULTR-FINE/U-
100/0.5ML/31G X 15/64"

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits

CAREONE INSULIN 1 PA CAREONE UNIFINE 1 PA

SYRINGES/0.3ML/30G X PENTIPS PLUS PEN

1/2" NEEDLES/33G X 5/32"

CAREONE INSULIN 1 PA; RX/OTC | |CARETOUCH 1 PA; RX/OTC

SYRINGES/0.3ML/31G X HYPODERMIC

5/16" NEEDLES/27G X 1 1/2

CAREONE INSULIN 1 PA; RX/OTC | [CARETOUCH INSULIN 1 PA; RX/OTC

SYRINGES/0.5ML/30G X SYRINGE/0.3ML/31GX5/1

1/2" 6"

CAREONE INSULIN 1 PA; RX/OTC | |CARETOUCH INSULIN 1 PA; RX/OTC

SYRINGES/0.5ML/31G X SYRINGE/0.5ML/31GX5/1

5/16" 6"

CAREONE INSULIN 1 PA; RX/OTC | |CARETOUCH INSULIN 1 PA; RX/OTC

SYRINGES/1ML/30G X SYRINGE/1ML/30GX5/16"

1/2 CARETOUCH INSULIN 1 | PAJRX/OTC

CAREONE INSULIN 1 | PA;RX/OTC | |SYRINGE/1ML/31GX5/16"

6 SYRINGE/U-100/1ML/28G

CAREONE UNIFINE 1 PA; RX/OTC | |X 5/16"

PENTIPS 29GX12MM CARETOUCH INSULIN 1 PA

CAREONE UNIFINE 1 PA; RX/OTC | |SYRINGE/U-100/1ML/29G

PENTIPS 31GX5MM X 5/16"

CAREONE UNIFINE 1 PA; RX/OTC | |CARETOUCH INSULIN 1 PA; RX/OTC

PENTIPS 31GX6MM SYRINGEOQ0.5ML/30GX5/1

CAREONE UNIFINE 1 | PA;RX/OTC ||6

PENTIPS 31GX8MM CARETOUCH PEN 1 PA; RX/OTC

CAREONE UNIFINE 1 | PA;,RX/OTC | [NEEDLE 29GX1/2"

PENTIPS PEN NEEDLES CARETOUCH PEN 1 | PA;RX/OTC

32GX4MM NEEDLES 31G X 6 MM

CAREONE UNIFINE 1 PA; RX/OTC | |CARETOUCH PEN 1 PA; RX/OTC

PENTIPS PLUS PEN NEEDLES 31GX 5MM

CAREONE UNIFINE 1 PA; RX/OTC | INEEDLES 31GX 8MM

PENTIPS PLUS PEN 1 PA: RX/OTC

NEEDLES 31GX5MM NEEDLES 352G 4MM

CAREONE UNIFINE 1 PA; RX/OTC CARETOUCH PEN 1 PA; RX/OTC

NEEDLES 31GX6MM CLEVER CHOICE 1 PA RX/OTC

CAREONE UNIFINE 1 PA; RX/OTC ’
COMFORT EZINSULIN

PENTIPS PLUS PEN PEN NEEDLES

NEEDLES 31GX8MM 31GX8MM

CAREONE UNIFINE 1 PA; RX/OTC

PENTIPS PLUS PEN
NEEDLES 32GX4MM

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Tier [Limits Tier [Limits
CLEVER CHOICE 1 PA CLEVER CHOICE 1 | PA;RX/OTC
COMFORT EZINSULIN COMFORT EZINSULIN
PEN NEEDLES SYRINGE/1ML/28G X 1/2"
33GX4MM CLEVER CHOICE 1 | PA;RX/OTC
CLEVER CHOICE 1 | PA;RX/OTC | |COMFORT EZINSULIN
COMFORT EZINSULIN SYRINGE/1ML/29G X 1/2"
172 COMFORT EZINSULIN
CLEVER CHOICE 1 PA SYRINGE/1ML/30G X
COMFORT EZINSULIN 5/16"
172 COMFORT EZINSULIN
CLEVER CHOICE 1 | PA;RX/OTC ||SYRINGE/U-
COMFORT EZINSULIN 100/1ML/31GX5/16"
5/16 COMFORT EZPEN
CLEVER CHOICE 1 | PA;RX/OTC | |NEEDLES 29GX12MM
COMFORT EZINSULIN CLEVER CHOICE 1 PA: RX/OTC
SYR'!NGE/O.3|V|L/3'|G X COMFORT EZPEN
5/16 _ NEEDLES 31GX5MM
COMPORT EZINSULIN ' | PARROTE JcLever cHoicE 1| PARXIOTC
COMFORT EZPEN
CLEVER CHOICE T | PA/RXIOTC | | MERCHOCE | PARXOTC
COMFORT EZINSULIN NEEDLES 31GX8MM
SYRINGE/0.5ML/29G X
1/2" CLEVER CHOICE 1 | PA;RX/OTC
CLEVER CHOICE 1 | PARXOTC ||GOMFORT EZEEN |,
COMFORT EZINSULIN _
SYRINGE/0.5ML/30G X CLEVER CHOICE 1 PARX/OTC
1/2" COMFORT EZPEN
CLEVER CHOICE T [ PA RXOTC | [NEEDLES 32GX5MM : -
COMFORT EZINSULIN CLEVER CHOICE
SYRINGE/0.5ML/30G X COMFORT EZPEN
5/16" NEEDLES 32GX6MM
CLEVER CHOICE 1 | PA; RX/OTC ||CLEVER CHOICE 1 PA
COMFORT EZINSULIN COMFORT EZPEN
SYRINGE/0.5ML/31G X NEEDLES 32GX8MM
5/16" CLEVER CHOICE 1 PA
CLEVER CHOICE 1 PA; RX/OTC ||COMFORT EZPEN
COMFORT EZINSULIN NEEDLES 33GX4MM
SYRINGE/1.0ML/30G X CLEVER CHOICE 1 PA
1/2" COMFORT EZPEN
NEEDLES 33GX5MM

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
CLEVER CHOICE 1 PA COMFORT EZ/31G X 1 | PA;RX/OTC
COMFORT EZPEN 5MM
NEEDLES 33GX6MM COMFORT EZ/31G X 1 PA; RX/OTC
CLEVER CHOICE 1 PA 6MM
COMFORT EZPEN COMFORT TOUCH PEN | 1 PA
NEEDLES 33GX8MM A rxoTe | INEEDLES/31G X 4MM
CLICKFINE PEN NEEDLE ; COMEORT TOUCHPEN | 1 | PA RX/OTC
UNIVERSAL/31GX1/ 1 S NEEDLES/31G X 5MM
CLICKFINE PEN NEEDLE ; COMFORT TOUCHPEN | 1 | PA RXIOTC
UNIVERSAL/31GX5/16 : E— NEEDLES/31G X 6 MM
CLICKFINE PEN : COMFORT TOUCHPEN | 1 | PA;RX/OTC
NEEDLES 31G X 1/4 | oxrxiore | INEEDLES/31G X 8 MM
CLICKFINE PEN : COMFORT TOUCHPEN | 1 | PA;RX/OTC
NEEDLES 31G X 3/16 A rxoTe | INEEDLES/32G X 4MM
CLICKFINE PEN ? COMFORT TOUCHPEN | 1 | PA;RX/OTC
NEEDLES 31G X 5/16 | sarxore | [NEEDLES/32G X 5MM
CLICKFINE PEN ! COMFORT TOUCH PEN | 1 PA
NEEDLES 31G X 8MM oA rxore | [NEEDLES/32G X 6MM
CLICKFINE PEN ! COMFORT TOUCH PEN | 1 PA
NEEDLES 32G X 5/32 : A RYIOTE NEEDLES/32G X 8MM
CLICKFINE PEN : COMFORT TOUCH PEN | 1 PA
NEEDLES/316X1/ _ NEEDLES/33G X 5/32"
:I;’F(l;\lxl\éﬁ%E)LES NEEDLES/33GX 3/16"
1 PA

COMFORT EZ INSULIN 1| PA RXOTC | |GOMPORT TOUCH PEN

NEEDLES/33GX1/4
SYRINGE/U- :
100/0.5ML/31G X 5/16" DROPLET INSULIN 1| PA/RX/OTC
COMFORTEZINSULIN | 1 | PARXOTC | |3 RINGE 0-3MLI29G X
SYRINGE/U-100/1ML/31G
X 516" DROPLET INSULIN 1 | PA;RX/OTC
COMFORT E2 T PARXOTC 1S/\£I“RINGE 0.5ML/29G X
MICRO/32G X 4MM

DROPLET INSULIN 1 | PA;RX/OTC
COMFORT EZ PRO 1 PA "

SYRINGE 1ML/29G X 1/2
SAFETY PEN NEEDLES :
30G X 8MM DROPLET INSULIN 1 PA; RX/OTC
COMEORT E2 PRO 1 5A )S(\gl;\;lfl\sl"GE U-100/0.3/31G
SAFETY PEN NEEDLES
31G X 4MM DROPLET INSULIN 1
COMFORT EZ PRO 1| PATRXIOTC || 060 SML130G X 172"
SAFETY PEN NEEDLES :
31G X 5MM DROPLET INSULIN 1 PA
COMFORT EZ 1 PA; RX/OTC p "
SHORTI G & 8MM 100/0.3ML/30G X 15/64

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
DROPLET INSULIN 1 PA; RX/OTC | I DROPLET INSULIN 1 PA; RX/OTC
SYRINGE U- SYRINGE/U-
100/0.3ML/30G X 5/16" 100/0.5ML/31G X 5/16"
DROPLET INSULIN 1 PA; RX/OTC | I DROPLET INSULIN 1 PA; RX/OTC
SYRINGE U- SYRINGE/U-100/1ML/30G
100/0.3ML/31G X 15/64" X1/2"
DROPLET INSULIN 1 PA; RX/OTC | I DROPLET INSULIN 1 PA; RX/OTC
SYRINGE U- SYRINGE/U-100/1ML/31G
100/0.5ML/30G X 1/2" X 15/64"
DROPLET INSULIN 1 PA DROPLET INSULIN 1 PA; RX/OTC
SYRINGE U- SYRINGE/U-100/1ML/31G
100/0.5ML/30G X 15/64" X 5/16"
DROPLET INSULIN 1 PA; RX/OTC |  DROPLET MICRON 34G 1 PA
SYRINGE U- X 9/64"
DROPLET INSULIN 1 PA; RX/OTC | INEEDLES 29G X1/2"
SYRINGE U- DROPLET PEN 1 PA
)3<\q'72',',\‘GE U-100/1ML/30G NEEDLES 29GX12MM
1 PA
DROPLET INSULIN 1 PA DROPLET PEN .
NEEDLES 30G X 5/16
SYRINGE U-100/1ML/30G ;
X 15/64" DROPLET PEN 1 PA; RX/OTC
DROPLET INSULIN 1 | PA/RX/OTC | [NEEDLES 316 X3/16 S —
SYRINGE U-100/1ML/30G DROPLET PEN . ’
X 5/16" NEEDLES 31G X5/16
DROPLET INSULIN 1 PA; RX/OTC | |DROPLET PEN 1 PA; RX/OTC
SYRINGE U-100/1ML/31G NEEDLES 31GX5MM
X 15/64" DROPLET PEN 1 PA; RX/OTC
DROPLET INSULIN 1 PA; RX/OTC | [INEEDLES 31GX6MM
SYRINGE U-100/1ML/31G DROPLET PEN 1 PA; RX/OTC
X 5/16" NEEDLES 31GX8MM
DROPLET INSULIN 1 PA; RX/OTC | |DROPLET PEN 1 PA; RX/OTC
T00/0.3ML/31G X 15/64" NEEDLES 32G X 5/32"
i DROPLET PEN 1 PA; RX/OTC
DROPLET INSULIN 1 PA; RX/OTC | INEEDLES 32GX4MM
SYRINGE/U- T T PA RXOTC
" DROPLET PEN ;
100/0.3ML/31G X 5/16
NEEDLES 32GX5MM
DROPLET INSULIN 1 | PA;RX/OTC ] BA
DROPLET PEN
SYRINGE/U- NEEDLES 32GX6MM
100/0.5ML/30G X 1/2" DROPLET PEN ] BA
DROPLET INSULIN 1 PA; RX/OTC NEEDLES 32GX8MM

SYRINGE/U-
100/0.5ML/31G X 15/64"

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier Limits Tier |Limits

DROPSAFE INSULIN 1 | PA;RX/OTC | [DRUG MART UNIFINE 1 | PA;RX/OTC

SAFETY SYRINGE/FIXED PENTIPSPLUS 32GX4MM

1ML INSULIN

DROPSAFE INSULIN 1 | PA;RX/OTC | |SYRINGE/0.3ML/31G X

SAFETY SYRINGE/FIXED 1/2"

0.3ML INSULIN

DROPSAFE INSULIN 1 | PA;RX/OTC | |SYRINGE/0.3ML/31G X

SAFETY SYRINGE/FIXED 5/16"

0.5ML INSULIN

DROPSAFE INSULIN 1 | PA;RX/OTC | |SYRINGE/0.5ML/30G X

SAFETY SYRINGE/FIXED 5/16"

DROPSAFE INSULIN 1 | PA;RX/OTC ||INSULIN

SAFETY SYRINGE/FIXED SYRINGE/0.5ML/31G X

NEEDLE 31GX8MM 5/16"

0.3ML EASY COMFORT 1 | PA;RX/OTC

DROPSAFE INSULIN 1 | PA;RX/OTC ||INSULIN

SAFETY SYRINGE/FIXED SYRINGE/1ML/30G X

NEEDLE 31GX8MM 5/16"

0.5ML EASY COMFORT 1 | PA;RX/OTC

DROPSAFE INSULIN 1 | PA;RX/OTC | [INSULIN

SAFETY SYRINGE/FIXED SYRINGE/1ML/31G X

NEEDLE 31GX8MM 1ML 5/16"

DROPSAFE SAFETY 1 | PA;RX/OTC | |[EASY COMFORT 1 PA

PEN NEEDLE/31GX5MM INSULIN

PEN NEEDLES/31G X EASY COMFORT 1 | PA;RX/OTC

5/16" INSULIN SYRINGE/U-

PEN NEEDLES/31G X EASY COMFORT 1 | PA;RX/OTC

1/4" INSULIN SYRINGE/U-

DRUG MART UNIFINE 1 | PA;RX/OTC ||100/1ML/30G X 1/2"

PENTIPS 31GX5MM EASY COMFORT PEN 1 | PA;RX/OTC

DRUG MART UNIFINE 1 | PA;RX/OTC ||NEEDLES31GX1/4"

PENTIPS29G X 12MM EASY COMFORT PEN 1 | PA;RX/OTC

DRUG MART UNIFINE 1 PA; RX/OTC | |[NEEDLES31GX3/16"

PENTIPS31GX6MM EASY COMFORT PEN 1 | PA;RX/OTC

DRUG MART UNIFINE 1 | PA/RX/OTC | |[NEEDLES31GX5/16"

PENTIPS31GX8MM EASY COMFORT PEN 1 | PA;RX/OTC

DRUG MART UNIFINE 1 | PA;RX/OTC | [NEEDLES32GX5/32"

PENTIPS32GX4MM EASY COMFORT PEN 1 PA
NEEDLES33G X 4MM

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
EASY COMFORT PEN 1 PA EASY TOUCH INSULIN 1 PA; RX/OTC
NEEDLES33G X 5MM SYRINGE/SAFETY/U-
NEEDLES33G X 6MM EASY TOUCH INSULIN 1 PA; RX/OTC
SAFETY PEN NEEDLES 100/1ML/29G X 1/2
31GX5MM EASY TOUCH INSULIN 1 PA; RX/OTC
SAFETY PEN NEEDLES 100/1ML/30G X 1/2
31GX6MM EASY TOUCH INSULIN 1 PA
1 | PA;RX/OTC ||SYRINGE/U-
EQE\E(T%OF'}/S\IOEEEDLES 100/0.3ML/30G X 1/2"
32GX4MM EASY TOUCH INSULIN 1 PA; RX/OTC
1 PA SYRINGE/U-
a2y CHDEPEN o 100/0.5ML/27G X 1/2" |
EASY TOUCH 32GX5MM | 1| PA/RXIOTC | |EASY TOUGHINSULIN |4 | PA; RXIOTC
EASY TOUCH 32GX6MM | 1 PA 100/0.5ML/28G X 1/2"
EASY TOUCH FLIPLOCK PA; RX/OTC | [EASY TOUCH INSULIN 1 PA; RX/OTC
SAFETY INSULIN SYRINGE/U-
SYRINGE 1ML/29GX1/2" 100/0.5ML/29G X 1/2"
EASY TOUCH FLIPLOCK | 1 PA; RX/OTC | [EASY TOUCH INSULIN 1 PA; RX/OTC
SAFETY INSULIN SYRINGE/U-
SYRINGE 1ML/30GX1/2" 100/0.5ML/30G X 1/2"
EASY TOUCH FLIPLOCK | 1 PA; RX/OTC | [EASY TOUCH INSULIN 1 PA; RX/OTC
SAFETY INSULIN SYRINGE/U-
SYRINGE 1ML/30GX5/16" 100/0.5ML/31G X 5/16"
EASY TOUCH INSULIN 1 | PA;RX/OTC | [EASY TOUCH INSULIN 1 | PA;RX/OTC
SYRINGE/0.3ML/30G X SYRINGE/U-100/1ML/27G
5/16" X 1/2"
EASY TOUCH INSULIN 1 PA; RX/OTC | [EASY TOUCH INSULIN 1 PA
SYRINGE/0.3ML/31G X SYRINGE/U-100/1ML/27G
5/1 6" X 5/8"
EASY TOUCH INSULIN 1 PA; RX/OTC | [EASY TOUCH INSULIN 1 PA; RX/OTC
SYRINGE/0.5ML/29G X SYRINGE/U-100/1ML/28G
1/2 X1/2"
EASY TOUCH INSULIN 1 PA; RX/OTC | [EASY TOUCH INSULIN 1 PA; RX/OTC
SYRINGE/0.5ML/30G X SYRINGE/U-100/1ML/29G
5/16" X 1/2"
EASY TOUCH INSULIN 1 | PA;RX/OTC | [EASY TOUCH INSULIN 1 | PA;RX/OTC
SYRINGE/1ML/30G X SYRINGE/U-100/1ML/30G
5/16" X 1/2"
EASY TOUCH INSULIN 1 PA; RX/OTC | [EASY TOUCH INSULIN 1 PA; RX/OTC

SYRINGE/SAFETY/U-
100/0.5ML/29G X 1/2"

SYRINGE/U-100/1ML/31G
X 5/16"

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier Limits Tier |Limits
EASY TOUCH PEN 1 PA EMBRACE PEN 1 | PA;RX/OTC
NEEDLE 30G X 5/16" NEEDLES/31G X 5MM
EASY TOUCH PEN 1 | PA;RX/OTC ||EMBRACE PEN 1 | PA;RX/OTC
NEEDLE/30G X 3/16" NEEDLES/31G X 6MM
EASY TOUCH PEN 1 | PA;RX/OTC | [EMBRACE PEN 1 | PA;RX/OTC
NEEDLES 29GX1/2" NEEDLES/32G X 4MM
EASY TOUCH PEN 1 | PA;RX/OTC | |EQL INSULIN 1 | PA;RX/OTC
NEEDLES 31GX1/4" SYRINGE/0.3ML/29G X
EASY TOUCH PEN 1 PA: RX/OTC | |1/2"
NEEDLES 31GX5/16" EQL INSULIN 1 | PA; RX/OTC
EASY TOUCH PEN 1 PA SYR'!NGE/O.3ML/3OG X
NEEDLES 32GX1/4" 5/16 A ROTC
1 PA; RX/OTC | |[EQL INSULIN ;

EQ%LTSSU%HG;E”G" SYRINGE/0.3ML/31G X
EASY TOUCH PEN 1 | PA RxoTC | 1€
NEEDLES 32GX5/32" ’ EQL INSULIN 1| PA;RX/OTC

SYRINGE/0.5ML/29G X
EASY TOUCH PEN 1 | PA/RX/OTC | |7/
NEEDLES/31G X 3/16 : - = QL INSULIN & PARXOTC
EASY TOUCH SAFETY SYRINGE/0.5ML/30G X
PEN NEEDLES/29G X /16"
SMM 1 - EQL INSULIN 1 | PA, RXOTC
EASY TOUCH SAFETY SYRINGE/0.5ML/31G X
PEN NEEDLES/29G X 516"
MM 1 - EQL INSULIN 1 | PA, RXIOTC
EéﬁYNTE%BEEHs%)FGE;Y SYRINGE/1ML/29G X 1/2"
5/16" EQL INSULIN 1 | PA;RX/OTC
EASY TOUCH T PA RXIOTC g/\gl;!NGEm ML/30G X
NSULIN SYRINGE | EQL INSULIN T | PA RXIOTC
1ML/29GX1/2" SYRINGE/1ML/31G X

5/16"

1 | PA: RX/OTC

S EXEL COMFORT POINT | 1| PA; RXIOTC
INSULIN SYRINGE INSULIN PEN NEEDLES
1ML/30GX5/16" 29G X 12MM
EASY TOUCH 1 PA; RX/OTC | |EXEL COMFORT POINT 1 PA; RX/OTC
SYRINGE 1ML/30GX1/2" 31G X 6MM
EMBRACE PEN 1 | PA. RXJOTC | [EXEL COMFORT POINT 1 | PA;RX/OTC
NEEDLES/29G X 12MM INSULIN PEN NEEDLES
EMBRACE PEN 1 [ PA RX/OTC | 21X 8MM
NEEDLES/30G X 5MM
EMBRACE PEN 1 PA
NEEDLES/30G X 8MM

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.

Oklahoma Complete Health
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
EXEL COMFORT POINT | 1 | PA;RX/OTC | |FIFTY50 SUPERIOR 1 | PA;RX/OTC
INSULIN COMFORTINSULIN
SYRINGE/0.3ML/29G X SYRINGE/0.3ML/31G X
1/2" 5/16"
EXEL COMFORT POINT | 1 | PA;RX/OTC | [FIFTY50 SUPERIOR 1 | PA;RX/OTC
INSULIN COMFORTINSULIN
SYRINGE/0.3ML/30G X SYRINGE/0.5ML/31G X
5/16" 5/16"
EXEL COMFORT POINT | 1 | PA;RX/OTC ||FIFTY50 SUPERIOR 1 | PA;RX/OTC
INSULIN COMFORTINSULIN
SYRINGE/0.5ML/28G X SYRINGE/1ML/31G X
1/2" 5/16"
EXEL COMFORT POINT | 1 | PA;RX/OTC ||FREDS PHARMACY 1 | PA;RX/OTC
INSULIN UNIFINE PENTIPS PEN
SYRINGE/0.5ML/29G X NEEDLES 32GX4MM
172 FREDS PHARMACY 1 | PA;RX/OTC
EXEL COMFORT POINT | 1 | PA;RX/OTC ||UNIFINE PENTIPS PLUS
INSULIN 31GX5MM
5/16 UNIFINE PENTIPS PLUS
EXEL COMFORT POINT | 1 | PA;RX/OTC |[31GX8MM
INSULIN 1 PA; RX/OTC
SYRINGE/1ML/28G X 1/2" S',gﬁ'?\,AELE%ALEE INJECT
EXEL COMFORT POINT | 1 | PA;RX/OTC ||29GX12MM
INSULIN 1 PA; RX/OTC
SYRINGE/1ML/29G X 1/2" SES?\IAELE%/EEE INJECT
EXEL COMFORT POINT | 1 | PA;RX/OTC ||31GX8MM
INSULIN 1 PA; RX/OTC
SYRINGE/1ML/30G X SE,C\,)E,;\,AELEED’EEE INJECT
o T PA RXIOTC | 2o 4MM
FIFTY50 PEN NEEDLES | 1 | PA;RX/OTC |[31GX5MM
31G X5/16" (8MM) GLOBAL EASY GLIDE 1 | PA/RX/OTC
FIFTY50 PEN NEEDLES | 1 | PA;RX/OTC ||INSULIN
31GX5MM SYRINGE/0.3ML/31G X
FIFTY50 PEN 1 | PA;RX/OTC | |15/64
NEEDLES/31GX8MM GLOBAL EASY GLIDE 1 | PA;RX/OTC
FIFTY50 PEN 1 | PA/RX/OTC | |INSULIN
NEEDLES/32GX4MM o CE/0-SMLISTG X
1 PA
R DL S 3 GXEMM GLOBAL EASY GLIDE 1 | PA;RX/OTC

INSULIN
SYRINGE/MML/31G X
15/64"

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits

GLOBAL EASY GLIDE 1 PA; RX/OTC | |GLOBAL INJECT EASE 1 PA; RX/OTC

INSULINSYRINGE/U- INSULIN SYRINGE/U-

100/0.3ML/31G X 5/16" 100/1ML/31G X 5/16"

GLOBAL EASY GLIDE 1 PA; RX/OTC | |GLOBAL INSULIN 1 PA

PEN NEEDLES SYRINGE/U-

32GX4MM 100/0.3ML/30G X 1/2"

GLOBAL INJECT EASE 1 PA; RX/OTC | |GLOBAL INSULIN 1 PA; RX/OTC

INSULIN SYRINGE/U- SYRINGES/U-

100/0.3ML/29G X 1/2" 100/0.3ML/30GX5/16"

GLOBAL INJECT EASE 1 PA GNP CLICKFINE 1 PA; RX/OTC

INSULIN SYRINGE/U- UNIVERSAL PEN

100/0.3ML/30G X 1/2" NEEDLES 31GX1/4"

GLOBAL INJECT EASE 1 PA; RX/OTC | |GNP CLICKFINE 1 PA; RX/OTC

INSULIN SYRINGE/U- UNIVERSAL PEN

100/0.3ML/30G X 5/16" NEEDLES 31GX5/16"

GLOBAL INJECT EASE 1 PA; RX/OTC | GNP INSULIN 1 PA; RX/OTC

INSULIN SYRINGE/U- SYRINGE/0.3ML/29G X

100/0.3ML/31G X 5/16" 1/2"

GLOBAL INJECT EASE 1 PA; RX/OTC | GNP INSULIN 1 PA; RX/OTC

INSULIN SYRINGE/U- SYRINGE/0.3ML/30G X

100/0.5ML/28G X 1/2" 5/16"

GLOBAL INJECT EASE 1 PA; RX/OTC | GNP INSULIN 1 PA; RX/OTC

INSULIN SYRINGE/U- SYRINGE/0.3ML/31G X

100/0.5ML/29G X 1/2" 5/16"

GLOBAL INJECT EASE 1 PA; RX/OTC | GNP INSULIN 1 PA; RX/OTC

INSULIN SYRINGE/U- SYRINGE/0.5ML/28G X

100/0.5ML/30G X 1/2" 1/2"

GLOBAL INJECT EASE 1 PA; RX/OTC | GNP INSULIN 1 PA; RX/OTC

INSULIN SYRINGE/U- SYRINGE/0.5ML/29G X

100/0.5ML/30G X 5/16" 1/2"

GLOBAL INJECT EASE 1 PA; RX/OTC | GNP INSULIN 1 PA; RX/OTC

INSULIN SYRINGE/U- SYRINGE/0.5ML/30G X

100/0.5ML/31G X 5/16" 5/16"

GLOBAL INJECT EASE 1 PA; RX/OTC | GNP INSULIN 1 PA; RX/OTC

INSULIN SYRINGE/U- SYRINGE/0.5ML/31G X

100/1ML/28G X 1/2" 5/16"

GLOBAL INJECT EASE 1 PA; RX/OTC | GNP INSULIN 1 PA; RX/OTC

INSULIN SYRINGE/U- SYRINGE/1ML/29G X 1/2"

100/1ML/29G X 1/2" GNP INSULIN 1 PA; RX/OTC

GLOBAL INJECT EASE 1 PA; RX/OTC | |SYRINGE/1ML/30G X

INSULIN SYRINGE/U- 5/16"

GLOBAL INJECT EASE 1 PA; RX/OTC | |SYRINGE/1ML/31G X

INSULIN SYRINGE/U- 5/16"

100/1ML/30G X 5/16"

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits

GNP INSULIN 1 PA; RX/OTC | [HEALTHWISE INSULIN 1 PA; RX/OTC

SYRINGES/1ML/28GX1/2 SYRINGE/U-

" 100/0.3ML/31G X 5/16"

GNP ULTICARE PEN 1 PA; RX/OTC | |HEALTHWISE INSULIN 1 PA; RX/OTC

NEEDLES/31GX5/16" SYRINGE/U-

GNP ULTICARE PEN 1 PA; RX/OTC | |100/0.5ML/30G X 5/16"

NEEDLES/32GX 5/32" HEALTHWISE INSULIN 1 PA; RX/OTC
1 PA SYRINGE/U-

EEEDULLETS%AQEEEEN 100/0.5ML/31G X 5/16"
1 PA: RX/OTC | |HEALTHWISE INSULIN 1 PA; RX/OTC

SEEDULLETS'E?E i ZWA SYRINGE/U-100/1ML/30G

GNP ULTIGUARD 1 [ PA RXOTC | (X216

SAFEPACK/MICRO PEN HEALTHWISE INSULIN 1 PA; RX/OTC

NEEDLE/32GX4MM SYRINGE/U-100/1ML/31G

GNP ULTIGUARD 1 [ PA RXOTC | (X216

SAFEPACK/MINI PEN HEALTHWISE MICRON 1 PA; RX/OTC

NEEDLE/31GX5MM P/EN NEEDLES/32G X

5/32"

1 PA

SEEE%IAE%%EP PEN HEALTHWISE MINI PEN 1 PA; RX/OTC

NEEDLE/32GX6MM NEEDLES 31GX6MM

GNP ULTIGUARD 1 PA: RX/OTC | |HEALTHWISE PEN 1 PA; RX/OTC

SAFEPACK/SHORT PEN NEEDLES 29GX12MM

NEEDLE/31GX8MM HEALTHWISE SHORT 1 PA; RX/OTC
1 PA. RX/OTC | |PEN NEEDLES

I(la\ll\éFL)J HINTRA COMFORT P e

SYRINGE/1ML/28G X 1/2" HEALTHWISE SHORT 1 PA: RX/OTC

GOODSENSE CLICKFINE| 1 PA, RX/OTC | |PEN NEEDLES/31G X

SAFETY PEN 3/16

NEEDLE/31G X 3/16" HEALTHWISE SHORT 1 PA; RX/OTC

GOODSENSE PEN 1 PA; RX/OTC PEN"NEEDLES/31G X

NEEDLE/PENFINE 5/16

CLASSIC/31G X 3/16" HEALTHWISE UNIFINE 1 PA; RX/OTC

GOODSENSE PEN 1 PA: RX/OTC | |PENTIPS PEN NEEDLES

NEEDLE/PENFINE 32GX4MM

CLASSIC/31G X 5/16" HEALTHY ACCENTS 1 PA; RX/OTC
1 PA UNIFINE PENTIPS PEN

SSESLS’EESEEFTEE NEEDLES 29GX12MM

CLASSIC/32G X 1/4" HEALTHY ACCENTS 1 PA: RX/OTC
1 PA: RX/OTC | [UNIFINE PENTIPS PEN

NEEDLE/PENFINE NEEDLES 31GX5MM

CLASSIC/32G X 5/32" HEALTHY ACCENTS 1 PA; RX/OTC
1 PA RX/OTC | |UNIFINE PENTIPS PEN

QEQHGHE\/ILSE INSULIN NEEDLES 31GX6MM

100/0.3ML/30G X 5/16"

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits

HEALTHY ACCENTS 1 | PA;RX/OTC | [INCONTROL ULTICARE 1 | PA;RX/OTC

UNIFINE PENTIPS PEN MINI PEN NEEDLES/31G

NEEDLES 31GX8MM X 6MM

HEALTHY ACCENTS 1 | PA;RX/OTC | [INCONTROL ULTICARE 1 | PA;RX/OTC

UNIFINE PENTIPS PEN MINI PEN

NEEDLES 32GX4MM NEEDLES/31GX8MM

H-E-B INCONTROLPEN | 1 | PA;RX/OTC |[INCONTROL ULTICARE 1 | PA;RX/OTC

NEEDLE 31GX3/16" MINI PEN NEEDLES/32G

H-E-BINCONTROLPEN | 1 | PA;RX/OTC | |[X4MM

NEEDLES 31GX5MM INSULIN SYRINGE 1 | PA;RX/OTC

H-E-BINCONTROLPEN | 1 | PA;RX/OTC ||1ML/31G X1/4"

NEEDLES 31GX6MM INSULIN 1 | PA,RX/OTC

H-E-B INCONTROL PEN | 1 | PA;RX/OTC ||SYRINGE/0.3ML/30G X

NEEDLES 31GX8MM 5/16 RO

H-E-BINCONTROLPEN | 1 | PA;RX/OTC ||INSULIN ?

NEEDLES/NANO/32GX4 SYRINGE/0.3ML/31G X

MM 5/16

H-E-B IN CONTROL 1 PA; RX/OTC | |INSULIN 1 PA; RX/OTC

UNIFINEPENTIPS PLUS SYRINGE/0.5ML/27G X

Sloxm - 1 | PA; RX/OTC

H-E-B IN CONTROL 1 | PA;RX/OTC | |INSULIN ;

UNIFINEPENTIPS PLUS D INGE/O.5ML/28G X

S1oRIe" / 1 | PA;RX/OTC

H-E-B IN CONTROL 1 | PA;RX/OTC | |INSULIN i

UNIFINEPENTIPS PLUS g%';!NGE/O-WLBOG X

S1BXONS 1 | PA; RX/OTC

H-E-B IN CONTROL 1 | PA;RX/OTC | |INSULIN ?

UNIFINEPENTIPS PLUS SYRINGE/0.5ML/31G X

SIGXOMM i 1 | PA;RX/OTC
-E- 1 PA; RX/OTC | |INSULIN ;

UNEF'?,\}EFE;E?\,'\-‘FTF'?SO'F‘,LUS SYRINGE/1ML/28G X 1/2"

32GX4MM INSULIN 1 | PA,RX/OTC

H-E-B IN CONTROL 1 PA; RX/OTC SYR'!NGE/‘IML/3OG X

UNIFINEPENTIPS PLUS 5/16

32GX5/32" INSULIN 1 | PA;RX/OTC

H-E-B IN CONTROL 1 PA SYRINGE/NEEDL'I'E

UNIFINEPENTIPS PLUS 0.3ML/30G X 5/16

33GX5/32" INSULIN 1 | PA;RX/OTC

H-E-B INCONTROL PEN | 1 | PA;RX/OTC | |SYRINGE/NEEDLE

NEEDLES 29GX12MM 0.3ML/31G X 5/16 RO

HM ULTICARE MINIPEN | 1 | PA;RX/OTC ||INSULIN ?

NEEDLES/31G X 5MM SYRINGE/NEEDLE

(3/16")

0.5ML/29G X 1/2"

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier Limits Tier |Limits

INSULIN 1 PA; RX/OTC | |[INSULIN SYRINGES/U- 1 PA; RX/OTC
SYRINGE/NEEDLE 100/1ML/30GX1/2"
0.5ML/30G X 5/16 INSULIN SYRINGES/U- 1 PA; RX/OTC
INSULIN 1 PA; RX/OTC | [100/1ML/31GX5/16"
g\gll\?AID%EéNXEEE’/?'éF INSUPEN 29G X 12MM 1 | PA;RX/OTC
INSULIN 3 PA RXOTC | INSUPEN 31G X 5MM 1 PA; RX/OTC
SYRINGE/NEEDLE ’ INSUPEN 31G X 8MM 1 PA; RX/OTC
1ML/29G X 1/2" INSUPEN 32G X 4MM 1 PA; RX/OTC
INSULIN 1 PA; RX/OTC | [INSUPEN 33GX4MM 1 PA
1S|\Y/||I?/|§10%E)/(N5E/|1E(?'LE g\é%U)I(DAfENI\llMPEN NEEDLES | 1 | PA;RX/OTC
ISNYSIREJIkllgE/NEEDLE 1| PATRXIOTC | N SUPEN SENSITIVE 1 PA
1ML/31G X 5/16" 32GX6MM 1 -
INSULIN SYRINGE/U- 1 | PA;RX/OTC '\o”\é%‘;(gEANMSENS'T'VE
100/0.3ML/29G X 1/2" : A
INSULIN SYRINGE/U- 1 | PA;RX/OTC ':,,"(‘)%L;(PBEAN,\AU'-TRAF'N
100/0.5ML/29G X 1/2" : SA RXOTE
INSULIN SYRINGE/U- 1 | PA;RX/OTC 'sﬂsélf(g',fﬂNMU'-TRAF'N ’
100/1ML/29G X 1/2" : SA RXOTE
INSULIN SYRINGE/U- 1 | PA,RX/OTC g‘#%%ﬁ“MULTRAF'N ’
100/1ML/31G X 5/16" : BA RXIOTC
INSULIN SYRINGES 1 | PA;RX/OTC | |KINRAY INSULIN ’
0.3ML/31G X 1/4" SYRINGE PREFERRED

: ; SARXOTS PLUS/0.3ML/31G X 5/16"
e S e ’ KINRAY INSULIN 1 | PA;RX/OTC

: _ SYRINGE PREFERRED
INSULIN SYRINGES/U- 1 PA; RX/OTC | |pPLUS/0.5ML/31G X 5/16"
INSULIN SYRINGES/U- 1 PA; RX/OTC | |SYRINGE PREFERRED
100/0.5ML/28GX1/2" PLUS/1ML/31G X 5/16"
INSULIN SYRINGES/U- 1 PA; RX/OTC | [KMART VALU PLUS 1 PA
100/0.5ML/29GX1/2" INSULIN
INSULIN SYRINGES/U- 1 PA; RX/OTC | |SYRINGE/0.5ML/29G
100/0.5ML/30GX5/16" KMART VALU PLUS 1 PA
INSULIN SYRINGES/U- 1 PA; RX/OTC | [INSULIN
100/0.5ML/31GX5/16" SYRINGE/0.5ML/30G
INSULIN SYRINGES/U- 1 PA; RX/OTC | |[KMART VALU PLUS 1 PA; RX/OTC
100/1ML/27GX/1/2" INSULIN
INSULIN SYRINGES/U- 1 | PA; RxOTC | [SYRINGE/TML/30G
100/1ML/28GX1/2" KROGER INSULIN 1| PA;RX/OTC
INSULIN SYRINGES/U- | 1 | PA;RXIOTC | |5 5nINCEO-SML/29G X
100/1ML/29GX1/2"

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
KROGER INSULIN 1 | PA;RX/OTC | |LEADER INSULIN 1 | PA;RX/OTC
SYRINGE/0.3ML/30G X SYRINGE/0.3ML/30G X
5/16" 5/16"
KROGER INSULIN 1 | PA;RX/OTC | [LEADER INSULIN 1 | PA;RX/OTC
SYRINGE/0.3ML/31G X SYRINGE/0.3ML/31G X
5/16" 5/16"
KROGER INSULIN 1 | PA;RX/OTC | |LEADER INSULIN 1 | PA;RX/OTC
SYRINGE/0.5ML/29G X SYRINGE/0.5ML/28G X
1/2" 1/2"
KROGER INSULIN 1 | PA;RX/OTC | |LEADER INSULIN 1 | PA;RX/OTC
SYRINGE/0.5ML/30G X SYRINGE/0.5ML/29G X
5/16" 1/2"
KROGER INSULIN 1 | PA;RX/OTC | |LEADER INSULIN 1 | PA;RX/OTC
SYRINGE/0.5ML/31G X SYRINGE/0.5ML/30G X
5/16" 5/16"
KROGER INSULIN 1 | PA;RX/OTC | [LEADER INSULIN 1 | PA;RX/OTC
SYRINGE/1ML/29G X 1/2" SYRINGE/0.5ML/31G X
KROGER INSULIN 1 | PA;RX/OTC | |9/16"
SYRINGE/1ML/30G X LEADER INSULIN 1 | PA;RX/OTC
5/16" SYRINGE/1ML/28G X 1/2"
KROGER INSULIN 1 | PA;RX/OTC | |LEADER INSULIN 1 | PA;RX/OTC
SYRINGE/1ML/31G X SYRINGE/1ML/29G X 1/2"
5/16 LEADER INSULIN 1 | PA;RX/OTC
KROGER PEN NEEDLES | 1 | PA;RX/OTC ||SYRINGE/1ML/30G X
29G X12MM 5/16"
KROGER PEN NEEDLES | 1 | PA;RX/OTC | [LEADER INSULIN 1 | PA;RX/OTC
31G X8MM SYRINGE/1ML/31G X
KROGER PEN NEEDLES | 1 | PA;RX/OTC | |5/16
31GX1/4" LEADER UNIFINE 1 | PA;RX/OTC
1 PA; RX/OTC | |PENTIPS
e Es 21 X /4" PLUS/MINI/31GX3/16"
NEEDLES/31G X3/16" PENTIPS .
: PLUS/SHORT/31GX5/16
KROGER PEN 1 | PA;RX/OTC :
: PENTIPS/MINI/31GX3/16"
KROGER PEN 1 | PA;RX/OTC :
NEEDLES/32G X5/32" LEADER UNIFINE 1| PARXOTC
PENTIPS/NANO/32GX5/3
KROGER PEN 1 PA on
NEEDLES/33G X5/32"
LEADER UNIFINE 1 | PA;RX/OTC
LEADER INSULIN 1 | PA;RX/OTC

SYRINGE/0.3ML/29G X
1/2"

PENTIPS/PLUS/32GX5/32

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
LITETOUCH INSULIN 1 | PA;RX/OTC | [LONGS INSULIN 1 [ PA;RX/OTC
SYRINGE/0.3ML/29G X SYRINGE/0.5ML/31G X
1/2" 5/16"
LITETOUCH INSULIN 1 | PA;RX/OTC | [MAGELLAN INSULIN 1 | PA;RX/OTC
SYRINGE/0.3ML/30G X SAFETY SYRINGE/U-
5/16" 100/0.3ML/29G X 1/2"
LITETOUCH INSULIN 1 | PA;RX/OTC | IMAGELLAN INSULIN 1 | PA;RX/OTC
SYRINGE/0.3ML/31G X SAFETY SYRINGE/U-
5/16" 100/0.3ML/30G X 5/16"
LITETOUCH INSULIN 1 | PA;RX/OTC | IMAGELLAN INSULIN 1 | PA;RX/IOTC
SYRINGE/0.5ML/30G X SAFETY SYRINGE/U-
5/16" 100/0.5ML/29G X 1/2"
LITETOUCH INSULIN 1 | PA;RX/OTC | IMAGELLAN INSULIN 1 | PA;RX/OTC
SYRINGE/0.5ML/31G X SAFETY SYRINGE/U-
5/16" 100/0.5ML/30G X 5/16"
LITETOUCH INSULIN 1 | PA;RX/OTC | [MAGELLAN INSULIN 1 | PA;RX/OTC
SYRINGE/1ML/30G X SAFETY SYRINGE/U-
5/16" 100/1ML/29G X 1/2"
LITETOUCH INSULIN 1 | PA;RX/OTC | IMAGELLAN INSULIN 1 | PA;RX/OTC
SYRINGE/U- SAFETY SYRINGE/U-
100/0.5ML/28G X 1/2" 100/1ML/30G X 5/16"
LITETOUCH INSULIN 1 | PA;RX/OTC | IMARATHON MEDICAL 1 | PA;RX/IOTC
SYRINGE/U- PENTIPS29GX12MM
LITETOUCH INSULIN 1 | PA;RX/OTC | |PENTIPS31GX5MM
X1/2 s rvoTe | |PENTIPS31GXBMM
LITETOUCH INSULIN ; 1 PA; RX/OTC
SYRINGE/U-100/1ML/29G MQ&%L‘;@;“G“QE@ :\S,:AL
X 1/2" MAXICOMFORT Il PEN 1 | PA;RX/OTC
SYRINGE/U-100/1ML/31G
X 5/16" M,gx|_cog/|FoRg / 1 PA; RX/OTC
INSULIN SYRINGE/U-

LITETOUCH PEN ‘ PA 100/0.5ML/28GX1/2"
NEEDLES 29GX12.7MM :

: MAXI-COMFORT 1 | PA;RX/OTC
LITETOUCH PEN 1| PARXIOTC | ||NSULIN SYRINGE/U-
NEEDLES 31G X 6MM | 100/ ML/SBGX1/2"
LITETOUCH PEN 1| PARXOTC | MAXICOMFORT INSULIN | 1| PA; RX/OTC
gEg%ES 31GX8MM SYRINGES 27G X 1/2"

] 1 PA
LITETOUCH PEN 1 | PATRXIOTC | |Ma i RPN ORT
\ SAFETY PEN

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits

MAXI-COMFORT 1 PA MM PEN NEEDLES 31G 1 PA; RX/OTC
SAFETY PEN X 5/16"
NEEDLE/29G X 5/16” MM PEN NEEDLES 32G | 1 | PA;RX/OTC
MEDICINE SHOPPE PEN 1 PA; RX/OTC | |X 5/32"
NEEDLES 29G X 12MM MONOJECT INSULIN 1 | PA;RX/OTC
MEDICINE SHOPPE PEN 1 PA; RX/OTC | |SYRINGE/1ML
NEEDLES 31G X 6MM MONOJECT INSULIN 1 | PA;RX/OTC
MEDICINE SHOPPE PEN 1 PA; RX/OTC | |SYRINGE/1ML/31G X
NEEDLES 31G X 8MM 5/16"
MEIJER PEN NEEDLES 1 PA; RX/OTC | IMONOJECT INSULIN 1 PA
29G X12MM SYRINGE/DETACH
N [ P
eSS PN NEEDLES | PARXOTC I EEDLEAMLIZTG X 172"
NEEDLE/31G X 6 MM SYRINGE/PERM .

- NEEDLE/1ML/28G X 1/2
MICRODOT PEN 1 PA; RX/OTC :
NEEDLE/32G X 4 MM MONOJECT INSULIN 1 | PA/RX/OTC

SYRINGE/PERM

MICRODOT PEN 1 PA NEEDLE/U-
NEEDLE/33G X 4 MM 100/0.5ML/28G X 1/2"
MM INSULIN 1 PA; RX/OTC | [MONOJECT INSULIN 1 PA; RX/OTC
SYRINGE/U- SYRINGE/SAFETY/PERM
100/0.3ML/30G X 5/16" NEEDLE/0.3ML/29G X
MM INSULIN 1 PA; RX/OTC ||1/2"
SYRINGE/U- MONOJECT INSULIN 1 PA; RX/OTC
100/0.3ML/31G X 5/16" SYRINGE/SAFETY/PERM
MM INSULIN 1 PA; RX/OTC | INEEDLE/0.3ML/29GX1/2"
SYRINGE/U- MONOJECT INSULIN 1 PA; RX/OTC
100/1/2ML/30G X 5/16" SYRINGE/SAFETY/PERM
MM INSULIN 1 PA; RX/OTC | [NEEDLE/0.5ML/29G X
SYRINGE/U- 1/2"
100/1/2ML/31G X 5/16" MONOJECT INSULIN 1 PA; RX/OTC
MM INSULIN 1 PA; RX/OTC | |SYRINGE/SAFETY/PERM
SYRINGE/U-100/1ML/30G NEEDLE/1ML/29G X 1/2"
X 5/16" MONOJECT INSULIN 1 | PA;RX/OTC
MM INSULIN 1 PA; RX/OTC | |[SYRINGE/SOFTPACK/1M
SYRINGE/U-100/1ML/31G L/27G X 1/2"
X 5/16" MONOJECT INSULIN 1 | PA;RX/OTC
MM PEN NEEDLES 31G 1 PA; RX/OTC | |[SYRINGE/SOFTPACK/U-
X 1/4" 100/0.5ML/28G X 1/2"
MM PEN NEEDLES 31G 1 PA; RX/OTC | IMONOJECT INSULIN 1 PA; RX/OTC

X 3/16"

SYRINGE/U-
100/0.3ML/30G X 5/16"

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
MONOJECT INSULIN 1 PA; RX/OTC | [MONOJECT ULTRA 1 PA; RX/OTC
SYRINGE/U- COMFORT INSULIN
100/0.5ML/30G X 5/16" SYRINGE/1ML/29G X 1/2"
MONOJECT INSULIN 1 PA; RX/OTC | |MS INSULIN 1 PA; RX/OTC
SYRINGE/U-100/1ML/28G SYRINGE/0.3ML/31G X
X 1/2" 5/16"
MONOJECT INSULIN 1 PA; RX/OTC | |MS INSULIN 1 PA; RX/OTC
SYRINGE/U-100/1ML/30G SYRINGE/0.5ML/31G X
X 5/16" 5/16"
MONOJECT INSULIN 1 PA; RX/OTC | |MS INSULIN 1 PA; RX/OTC
SYRINGEREGULAR SYRINGE/1ML/31G X
LUER 5/16"
TIP/SOFTPACK/TML NOVOFINE AUTOCOVER| 1 PA
MONOJECT ULTRA 1 PA; RX/OTC | |PEN NEEDLE 30G X 8MM
COMFORT INSULIN 7 PA
SYRINGE/0.3ML/29G X NOVOFINE PEN NEEDLE
1/ 32G X 6MM
1 PA; RX/OTC

MONOJECT ULTRA 1 PA; RX/OTC NOVOFINE PLUS PEN

NEEDLE32G X 4MM
COMFORT INSULIN -
SYRINGE/0.3ML/30G X PC UNIFINE PENTIPS 1| PARX/OTC
5/16" 29G X1/2"
MONOJECT ULTRA 1 PA; RX/OTC | |PC UNIFINE PENTIPS 1 PA; RX/OTC
COMFORT INSULIN 31G X5MM MINI
SYRINGE/0.3ML/31G X PC UNIFINE PENTIPS 1 PA; RX/OTC
5/16" 31G X6MM ULTRA
MONOJECT ULTRA 1 PA; RX/OTC | |[SHORT
COMFORT INSULIN PC UNIFINE PENTIPS 1 PA; RX/OTC
SYRINGE/0.5ML/28G X 31G X8MM SHORT
1/2"

PEN NEEDLES 1 PA
MONOJECT ULTRA 1 | PA/RXIOTC || oS NEEDLES 1 | PA, RX/OTC
COMFORT INSULIN 20GX12MM
SYRINGE/0.5ML/29G X
1/2" PEN NEEDLES 1 PA; RX/OTC
MONOJECT ULTRA 1 | PA/RX/OTC ||30GX5MM
COMFORT INSULIN PEN NEEDLES 1 PA
SYRINGE/0.5ML/30G X 30GX8MM
5/16" PEN NEEDLES 31G X 1 | PA;RX/OTC
MONOJECT ULTRA 1 PA; RX/OTC ||3/16"
COMFORT INSULIN PEN NEEDLES 31G X 1 PA; RX/OTC
SYRINGE/0.5ML/31G X 5MM
5/16"

PEN NEEDLES 31G X 1 PA; RX/OTC
MONOJECT ULTRA 1 PA; RX/OTC 6MM
COMPFORT INSULIN PEN NEEDLES 31G X 1 | PA; RXIOTC

SYRINGE/1ML/28G X 1/2"

8MM

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
PEN NEEDLES 1 | PA;RX/OTC | |PIP PEN NEEDLES 31G 1 | PA;RX/OTC
31GX5/16" X 5MM
PEN NEEDLES 1 | PA;RX/OTC | |PIP PEN NEEDLES 32G 1 | PA;RX/OTC
31GX6MM (1/4") X 4MM
PEN NEEDLES 1 | PA;RX/OTC | |PREFERRED PLUS 1 | PA;RX/OTC
31GX8MM INSULIN SYRINGE/U-
31GX8MM (5/16") PREFERRED PLUS 1 | PA;RX/OTC
1 | PA RXJOTC | |INSULIN SYRINGE/U-
Zak',l NEEDLES 32G X 100/0.3ML/30G X 5/16"
1 PA; RX/OTC | |PREFERRED PLUS 1 PA; RX/OTC
E,El',:',l NEEDLES 32G X INSULIN SYRINGE/U-
SEN NEEDLES 326G X - 5A 100/0.5ML/28G X 1/2"
6MM PREFERRED PLUS 1 | PA;RX/OTC
_ INSULIN SYRINGE/U-
PEN NEEDLES 1| PARXIOTC | 1100/0.5ML/29G X 1/2"
32GX4MM PREFERRED PLUS 1 | PA/RX/OTC
PEN NEEDLES 33G X 1 PA INSULIN SYRINGE/U-
5/32" 100/0.5ML/30G X 5/16"
PEN NEEDLES/29G X 1 PA; RX/OTC | [PREFERRED PLUS 1 PA; RX/OTC
172" INSULIN SYRINGE/U-
PEN NEEDLES/31G X 1 PA; RX/OTC ||100/1ML/28G X 1/2"
1/4" PREFERRED PLUS 1| PA/RX/OTC
PEN NEEDLES/31G X 1 PA; RX/OTC | |INSULIN SYRINGE/U-
3/16" 100/1ML/29G X 1/2"
PEN NEEDLES/31G X 1 | PA;RX/OTC | |PREFERRED PLUS 1 | PA;RX/OTC
5/16" INSULIN SYRINGE/U-
PEN NEEDLES/31G X 1 | PA;RX/OTC || 100/TML/30G X 5/16"
6MM PREFERRED PLUS 1 | PA; RX/OTC
PEN NEEDLES/32G X 1| PATRXOTC | |YNIFINE PENTIPS 29G X
5/32" 1 | PA; RX/OTC
PENTIPS 29GX12MM 1 PA; RX/OTC | |6MM ULTRA SHORT
PENTIPS 31G X 5MM 1 PA; RX/OTC | |PREFERRED PLUS 1 PA; RX/OTC
PENTIPS 31G X 8MM 1 PA; RX/OTC | [UNIFINE PENTIPS 31G X
: 8MM SHORT
PENTIPS 31GX5MM 1 | PA;RX/OTC SREFERRED PLUS T PA RXOTE
PENTIPS 31GX6MM 1 | PARXIOTC | | [NFINE PENTIPS
PENTIPS 31GX8MM 1 | PA;RX/OTC | |32GX4MM
PENTIPS 32G X 4MM 1 | PA;RX/OTC | |PREFERRED PLUS 1 | PA; RX/OTC
1 | PA;RX/OTC | |[UNIFINE
PENTIPS 32GX4MM PENTIPS/MINI/31GX5MM
PENTIPS 32GX6MM 1 PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
PREVENT DROPSAFE 1 PA; RX/OTC | |PURE COMFORT PEN 1 PA; RX/OTC
SAFETY PEN NEEDLES NEEDLE/32G X 5MM
31GX1/4 PURE COMFORT PEN 1 PA; RX/OTC
PREVENT DROPSAFE 1 PA; RX/OTC | |[NEEDLE/32G X4MM
31GX5/16 SAFETY PEN NEEDLE
PRO COMFORT INSULIN | 1 PA; RX/OTC |[31G X 5MM
/ SAFETY PEN NEEDLE
PRO COMFORT INSULIN | 1 PA; RX/OTC |[31G X 6MM
5/16 SAFETY PEN NEEDLE
PRO COMFORT INSULIN | 1 PA; RX/OTC | [32G X 4MM
£ RINGES/0.SML/31G X PX EXTRASHORTPEN | 1 | PA;RX/OTC
: SRS NEEDLES 31GX6MM
PRO COMFORT INSULIN ; PX INSULIN SYRINGE/U- | 1 PA; RX/OTC
D oRINGES/TMLI30G X 100/0.5ML/30G X 1/2"
1 PA; RX/OTC
PRO COMFORT INSULIN|_ 1| PA;, RxjoTC | |RX MINI PEN NEEDLES
31GX5MM
SYRINGES/1ML/30G X :
5/16" PX PEN NEEDLE 1 PA; RX/OTC
PRO COMFORT INSULIN| 1| PA; RXOTC | [29CX12MM _
SYRINGES/1ML/31G X PX PEN NEEDLE 1 | PA/RX/OTC
5/16" 31GX8MM
PRO COMFORT PEN 1 PA: RX/OTC | |QC UNIFINE PENTIPS 1 PA; RX/OTC
NEEDLES/31G X 8MM 32GX4MM
PRO COMFORT PEN 1 PA: RX/OTC | |RA INSULIN 1 PA; RX/OTC
NEEDLES/32G X 4MM SYRINGE/0.5ML/29G X
1/2"
PRO COMFORT PEN 1 PA; RX/OTC
NEEDLES/32G X 5MM RA INSULIN 1 | PA/RX/OTC
5RO COMFORT PEN ] A SYRINGE/1ML/29G X 1/2 |
NEEDLES/32G X 6MM RA INSULIN SYRINGE/U-| 1 PA; RX/OTC
PRODIGY INSULIN ] PA RXJOTC | |100/0.5ML/30G X 5/16
SYRING/U- RA INSULIN SYRINGE/U- | 1 PA; RX/OTC
100/0.3ML/31G X 5/16" 100/1 ML/30G X 5/16
PRODIGY INSULIN 1 PA; RX/OTC | |RAPENNEEDLES 31G X | 1 PA; RX/OTC
SYRINGE/1/2ML/31G X SMM3/16"
5/16" RA PEN NEEDLES 31G X | 1 PA; RX/OTC
PRODIGY INSULIN 1 PA; RX/OTC ||8MM5/16"
SYRINGE/1ML/28G X 1/2" RAYA SURE PEN 1 PA. RX/OTC
PURE COMFORT PEN 1 PA NEEDLE 29GX 12MM
NEEDLE 32G X6MM RAYA SURE PEN 1 PA
PURE COMFORT PEN 1 PA NEEDLE 31GX 4MM
NEEDLE 32G X8MM

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
RAYA SURE PEN 1 | PA;RX/OTC | [RELION PEN NEEDLES 1 | PA/RX/OTC
NEEDLE 31GX 5MM 32G X5/32"
RAYA SURE PEN 1 | PA;RX/OTC | |RELION PEN NEEDLES 1 | PA;RX/OTC
NEEDLE 31GX 6MM 32GX4MM
RAYA SURE PEN 1 | PA;RX/OTC | [RELION PEN 1 | PA;RX/OTC
NEEDLE 31GX 8MM NEEDLES/31G X1/4"
RELION INSULIN 1 | PA;RX/OTC | [RELION SHORT PEN 1 | PA;RX/OTC
SYRINGE 0.5ML/31G X NEEDLES31GX8MM
15/64" SAFETY PEN 1 | PA;RX/OTC
RELION INSULIN 1 | PA;RX/OTC | INEEDLES/30G X3/16"
SYRINGE SAFETY PEN 1 PA
1ML/31GX15/64 _ NEEDLES/30G X5/16"
RELION INSULIN 1| PARXIOTC | [SECURESAFE SAFETY | 1 | PA;RX/OTC
SYRINGE/U- \ INSULIN SYRINGES/U-
100/0.3ML/31G X 15/64 106/0 BMLI29GX 15"
RELION INSULIN 1| PARXIOTC |ISECURESAFE SAFETY | 1 | PA/RX/IOTC
SYRINGE/U- \ INSULIN SYRINGES/U-
100/0.3ML/31G X 5/16 100/ ML/SOGX1/2"
RELION INSULIN 1| PARXIOTC | ISECURESAFE SAFETY | 1 PA
SYRINGE/U- PEN NEEDLES/30G X
100/0.5ML/29G X 1/2" £ 16"
RELION INSULIN 1| PA/RXIOTC |1SH0PKO UNIFINE 1 | PA;RX/OTC
SYRINGE/U-
100/0.5ML/31G X 5/16" PENTIPS PEN
-OML/3 NEEDLES/MICRO/32GX4
RELION INSULIN 1 | PA;RX/OTC | |MM
X 15/64 PENTIPS PEN
RELION INSULIN 1 | PA;RX/OTC | INEEDLES/MINI/31GX5M
SYRINGE/U-100/1ML/31G M
X 5/16 SHOPKO UNIFINE 1 | PA/RX/OTC
RELION MINI PEN 1 | PA;RX/OTC | |PENTIPS PEN
NEEDLES 31GX6MM NEEDLES/ORIGINAL/29G
RELION PEN NEEDLES 1 | PA;RX/OTC | [X12MM
29GX12MM SHOPKO UNIFINE 1 | PA;RX/OTC
1 PA; RX/OTC | |PENTIPS PEN
RELION PEN NEEDLES NEEDLES/SHORT/31GX8
31G X6MM
RELION PEN NEEDLES | 1 | PA; RX/OTC | (M
! SHOPKO UNIFINE 1 | PA;RX/OTC
31G X8MM
: PENTIPS PLUS PEN
RELION PEN NEEDLES | 1 | PAJRX/OTC | \NEEDLES/MICRO/REMO
31GX6MM VR/32GX4MM
RELION PEN NEEDLES 1 PA; RX/OTC SHOPKO UNIFINE 1 PA; RX/OTC
31GX8MM PENTIPS PLUS PEN
RELION PEN NEEDLES 1 | PA, RX/OTC | INEEDLES/MINI/REMOVE

32G X4MM

R/31GX5MM

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits

SHOPKO UNIFINE 1 | PA;RX/OTC | |SURE COMFORT 1 | PA;RX/OTC

PENTIPS PLUS PEN INSULIN SYRINGE/U-

NEEDLES/REMOVER/29 100/0.5ML/31G X 5/16

GX12MM SURE COMFORT 1 PA; RX/OTC

SHOPKO UNIFINE 1 | PA;RX/OTC ||INSULIN SYRINGE/U-

PENTIPS PLUS PEN 100/1ML/28G X 1/2"

NEEDLES/SHORT/REMO SURE COMFORT 1 | PA;RX/OTC

VR/31GX8MM INSULIN SYRINGE/U-

SURE COMFORT 1 | PA;RX/OTC | |100/1ML/29G X 1/2"

AUTOKEEPER SAFETY 1 | PA;RX/OTC

PEN NEEDLES 31GX1/4" FNUS%E&OS%E?@E/U_

SURE COMFORT 1 | PA;RX/OTC ||100/1ML/30G X 1/2"

AUTOKEEPER SAFETY SURE COMFORT 1 | PA;RX/OTC

PENXNEEZIPLES INSULIN SYRINGE/U-

32GX5/3 100/1ML/30G X 5/16"

SURE COMFORT 1| PA/RX/OTC | [SURE COMFORT 1 | PA;RX/OTC

INSULIN SYRINGE/U- INSULIN SYRINGE/U-

100/0.3ML/29G X 1/2" 100/1ML/31G X 5/16"

SURE COMFORT 1 PA 1 | PA;RX/OTC

INSULIN SYRINGE/U- FNUS'TJEL&OMFORT ’

100/0.3ML/30G X 1/2 SYRINGES/0.5ML/31G X

SURE COMFORT 1 PA; RX/OTC | |6MM

INSULIN SYRINGE/U- 1 | PA;RX/OTC

100/0.3ML/30G X 5/16" FNUS%E&OS%E?@ES/U_

SURE COMFORT 1 | PA;RX/OTC | |100/1ML/31GX6MM

INSULIN SYRINGE/U- 1 PA

100/0.3ML/31G X 5/16 oD Eat ORI EN

SURE COMFORT 1 | PA;RX/OTC ||12.7MM

INSULIN SYRINGE/U- 7 PA

100/0.3ML/31G X 5/16" ‘:’,EEEL%%%A()FSEE,T/%EN

SURE COMFORT 1 | PA;RX/OTC ||SHORT

INSULIN SYRINGE/U- 1 | PA;RX/OTC

100/0.3ML/31GX1/4" E,EESL%%%?Q}%?N

SURE COMFORT 1 | PA;RX/OTC | |(5MM)

INSULIN SYRINGE/U- 1 | PA;RX/OTC

100/0.5ML/28G X 1/2" E,EEEL%%“B”f 8?571%'5'\'

SURE COMFORT 1 | PA;RX/OTC ||(8MM)

INSULIN SYRINGE/U- 1 | PA;RX/OTC

100/0.5ML/29G X 1/2" E,EEELCE%%AZF(?%T/?ZEN

SURE COMFORT 1| PARXOTC | ISURE COMFORT PEN 1 | PA;RX/OTC

INSULIN SYRINGE/U- NEEDLES32GX5/32"

100/0.5ML/30G X 1/2" (4MM)

SURE COMFORT 1 | PA;RX/OTC 1 PA

INSULIN SYRINGE/U- E,EES&%%”;&E?MTAEN

100/0.5ML/30G X 5/16"

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
TECHLITE INSULIN 1 | PA;RX/OTC | |[TODAYS HEALTH 1 | PA;RX/OTC
SYRINGEU- ORIGINAL PEN
100/0.3ML/30G X 5/16" NEEDLES 29G X 1/2"
TECHLITE INSULIN 1 | PA;RX/OTC | |TODAYS HEALTH 1 | PA;RX/OTC
SYRINGEU- SHORT PEN NEEDLES
100/0.3ML/31G X 15/64" 31G X 5/16"
TECHLITE INSULIN 1 | PA;RX/OTC | [TOPCARE CLICKFINE 1 | PA;RX/OTC
SYRINGEU- UNIVERSAL PEN
100/0.3ML/31G X 5/16" EEDLES 31GX1/4"
TECHLITE INSULIN 1 | PA;RX/OTC | [TOPCARE CLICKFINE 1 | PA;RX/OTC
SYRINGEU- UNIVERSAL PEN
100/0.5ML/30G X 1/2" EEDLES 31GX5/16"
TECHLITE INSULIN 1 | PA;RX/OTC | [TOPCARE ULTRA 1 | PA;RX/OTC
SYRINGEU- COMFORT INSULIN
100/0.5ML/30G X 5/16" SYRINGE/0.3ML/30G X
TECHLITE INSULIN 1 | PA;RX/OTC | |9/16
SYRINGEU- TOPCARE ULTRA 1 | PA;RX/OTC
100/0.5ML/31G X 15/64" COMFORT INSULIN
TECHLITE INSULIN 1 | PA;RX/OTC | |SYRINGE/0.3ML/31G X
SYRINGEU- o/16
100/0.5ML/31G X 5/16" TOPCARE ULTRA 1 | PA;RX/OTC
TECHLITE INSULIN 1 | PA;RX/OTC | [COMFORT INSULIN
SYRINGEU-100/1ML/29G SYRINGE/0.5ML/30G X
X 1/2" 5/16
TECHLITE INSULIN 1 | PA;RX/OTC ||TOPCARE ULTRA 1| PA/RXIOTC
SYRINGEU-100/1ML/30G COMFORT INSULIN
X 1/2" SYRINGE/0.5ML/31G X
5/16"
1 | PA;RX/OTC

SYRINGEU-100/TMLI31G TOPCARE ULTRA 1| PA;RX/OTC
TECHLITE INSULIN 1 | PA/RXIOTC | |51
)S(\glzlel\;l"GEU-100/1ML/31G TOPCARE ULTRA T PA RXIOTC

: COMFORT INSULIN
TECHLITE PEN 1| PARX/OTC ||SYRINGE/1ML/31G X
NEEDLES/31GX 8MM 516"
TECHLITE PEN 1 PA TOPCARE ULTRA 1 PA; RX/OTC
NEEDLES/32GX 6 MM COMFORT INSULIN
TECHLITE PLUS PEN 1 PA; RX/OTC | |[SYRINGE/U-
NEEDLES32G X 4MM 100/0.3ML/29G X 1/2"
TODAYS HEALTH MINI 1 | PA; RX/OTC | |[TOPCARE ULTRA 1 | PA;RX/OTC

PEN NEEDLES 31G X
1/4"

COMFORT INSULIN
SYRINGE/U-
100/0.5ML/29G X 1/2"

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits

TOPCARE ULTRA 1 PA; RX/OTC || TRUE COMFORT PRO 1 PA; RX/OTC

COMFORT INSULIN PEN NEEDLES 31G X

SYRINGE/U-100/1ML/29G 6MM

X172 TRUE COMFORT PRO 1 | PA;RX/OTC

TRUE COMFORT 1 PA; RX/OTC | |PEN NEEDLES 31G X

INSULIN 8MM

5/16 PEN NEEDLES 32G X

TRUE COMFORT 1 PA; RX/OTC | |[4MM

INSULIN 1 PA; RX/OTC

SYRINGE/1TML/31G X ;EHIEIVCIE:?%AIFIEC)S,RJZER)?

5/16" 5MM

TRUE COMFORT PEN 1 | PA;RX/OTC ] PA

NEEDLES31G X 5MM -FI;EHEI\I(E:(IE)IQAIFEOSRJZER)?

TRUE COMFORT PEN 1 PA; RX/OTC | |eMM

TRUE COMFORT PEN 1 PA; RX/OTC | |PEN NEEDLES 33G X

NEEDLES32G X 4MM 4MM

TRUE COMFORT PRO 1 PA TRUE COMFORT PRO 1 PA

INSULIN PEN NEEDLES 33G X

SYRINGE/1ML/32GX5/16" 5MM

TRUE COMFORT PRO 1 PA; RX/OTC || TRUE COMFORT PRO 1 PA

INSULINSYRINGE/0.5ML/ PEN NEEDLES 33G X

30G X 5/16" 6MM

TRUE COMFORT PRO 1 PA; RX/OTC | | TRUE COMFORT 1 PA; RX/OTC

INSULINSYRINGE/0.5ML/ SAFETY PEN NEEDLES

31G X 5/16" 31G X 5MM

TRUE COMFORT PRO 1 PA TRUE COMFORT 1 PA; RX/OTC

INSULINSYRINGE/0.5ML/ SAFETY PEN NEEDLES

32G X 5/16" 31G X 6MM

TRUE COMFORT PRO 1 PA; RX/OTC | |ITRUE COMFORT 1 PA; RX/OTC

INSULINSYRINGE/1ML/3 SAFETY PEN NEEDLES

0G X 5/16" 32G X 4MM

TRUE COMFORT PRO 1 PA; RX/OTC | | TRUEPLUS 5-BEVEL 1 PA

INSULINSYRINGE/1ML/3 PEN NEEDLES

1G X 5/16" 29GX12.7MM

TRUE COMFORT PRO 1 PA; RX/OTC | | TRUEPLUS 5-BEVEL 1 PA; RX/OTC

INSULINSYRINGE/U- PEN NEEDLES

100/0.5ML/30G X 1/2" 31GX5MM

TRUE COMFORT PRO 1 PA; RX/OTC | | TRUEPLUS 5-BEVEL 1 PA; RX/OTC

INSULINSYRINGE/U- PEN NEEDLES

100/1ML/30G X 1/2" 31GX6MM

TRUE COMFORT PRO 1 PA; RX/OTC | ITRUEPLUS 5-BEVEL 1 PA; RX/OTC

PEN NEEDLES 31G X
SMM

PEN NEEDLES
31GX8MM

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits

TRUEPLUS 5-BEVEL 1 | PA;RX/OTC ||TRUEPLUS PEN 1 | PA;RX/OTC

PEN NEEDLES NEEDLES 32GX4MM

32GX4MM ULTICARE INSULIN 1 | PA;RX/OTC

TRUEPLUS INSULIN 1 | PA;RX/OTC ||SAFETY

SYRINGE/U- SYRINGE/0.5ML/29G X

100/0.3ML/29G X 1/2" 1/2"

TRUEPLUS INSULIN 1 | PA; RX/OTC | [ULTICARE INSULIN 1 | PA;RX/OTC

SYRINGE/U- SAFETY

100/0.3ML/30G X 5/16" SYRINGE/1ML/29G X 1/2"

TRUEPLUS INSULIN 1 | PA; RX/OTC | [ULTICARE INSULIN 1 | PA;RX/OTC

SYRINGE/U- SYRINGE/0.3ML/29G X

100/0.3ML/31G X 5/16" 1/2"

TRUEPLUS INSULIN 1 | PA;RX/OTC ||ULTICARE INSULIN 1 PA

SYRINGE/U- SYRINGE/0.3ML/30G X

100/0.5ML/28G X 1/2" 1/2"

TRUEPLUS INSULIN 1 | PA;RX/OTC ||ULTICARE INSULIN 1 | PA;RX/OTC

SYRINGE/U- SYRINGE/0.3ML/30G X

100/0.5ML/29G X 1/2" 5/16"

TRUEPLUS INSULIN 1 | PA; RX/OTC | [ULTICARE INSULIN 1 | PA;RX/OTC

SYRINGE/U- SYRINGE/0.5ML/28G X

100/0.5ML/30G X 5/16" 1/2"

TRUEPLUS INSULIN 1 | PA; RX/OTC | [ULTICARE INSULIN 1 | PA;RX/OTC

SYRINGE/U- SYRINGE/0.5ML/29G X

100/0.5ML/31G X 5/16" 1/2"

TRUEPLUS INSULIN 1 | PA;RX/OTC ||ULTICARE INSULIN 1 | PA;RX/OTC

SYRINGE/U-100/1ML/28G SYRINGE/0.5ML/30G X

X 1/2" 1/2"

TRUEPLUS INSULIN 1 | PA;RX/OTC ||ULTICARE INSULIN 1 | PA;RX/OTC

SYRINGE/U-100/1ML/29G SYRINGE/0.5ML/30G X

X 1/2" 5/16"

TRUEPLUS INSULIN 1 | PA; RX/OTC | [ULTICARE INSULIN 1 | PA;RX/OTC

SYRINGE/U-100/1ML/30G SYRINGE/1ML/28G X 1/2"

X 5/16 ULTICARE INSULIN 1 | PA;RX/OTC

TRUEPLUS INSULIN 1 | PA; RX/OTC | |SYRINGE/1ML/29G X 1/2"

X 5/16 S — SYRINGE/1ML/30G X 1/2"

TRUEPLUS PEN ; :
ULTICARE INSULIN 1 | PA;RX/OTC

NEEDLES 29GX12MM SYRINGE/1ML/30G X

TRUEPLUS PEN 1 | PA;RX/OTC ||5/16"

NEEDLES 31GX5MM ULTICARE INSULIN 1 | PA/RX/OTC

TRUEPLUS PEN 1 | PA; RX/OTC ||SYRINGE/SHORT/0.3ML/

NEEDLES 31GX6MM 30G X 5/16"

TRUEPLUS PEN 1 | PA;RX/OTC

NEEDLES 31GX8MM

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier Limits Tier |Limits
ULTICARE INSULIN 1 PA; RX/OTC | |ULTICARE MICRO PEN 1 PA; RX/OTC
SYRINGE/SHORT/0.3ML/ NEEDLES 32G X 4MM
31G X 5/16 ULTICARE MICRO PEN 1 PA; RX/OTC
ULTICARE INSULIN 1 PA; RX/OTC | INEEDLES/31G X 1/4"
SYRINGE/S"HORT/O.5ML/ ULTICARE MICRO PEN 1 PA; RX/OTC
30G X 5/16 1 S RYIGTC NEEDLES/31G X 5/16"
ULTICARE INSULIN ; 1 PA; RX/OTC
SYRINGE/SHORT/0.5ML/ UL TICARE MICRO PEN ’
> NEEDLES/32G X 4MM
31G X 5/16 ULTICARE MICRO PEN 1 PA; RX/OTC
ULTICARE INSULIN 1 PA; RX/OTC " ’
NEEDLES/32G X 5/32
SYRINGE/SHORT/1ML/30 :
G X 5/16" ULTICARE MINI PEN 1 PA; RX/OTC
ULTICARE INSULIN 1 PA; RX/OTC | |NEEDLES 31GX6MM _
SYRINGE/SHORT/1ML/31 ULTICARE MINI PEN 1| PARXOTC
G X 5/16" NEEDLES ULTI-FINE IV
ULTICARE INSULIN 1 PA ULTICARE MINI PEN 1 PA; RX/OTC
SYRINGE/U- NEEDLES/31G X 6MM
100/0.3ML/30G X 1/2" ULTICARE MINI PEN 1 PA
ULTICARE INSULIN 1 PA; RX/OTC | |NEEDLES/32G X 1/4"
SYRINGE/U- ULTICARE MINI PEN 1 PA; RX/OTC
100/0.3ML/31G X 5/16" NEEDLES31GX6MM
ULTICARE INSULIN 1 PA; RX/OTC | [ULTICARE MINI SAFETY 1 PA; RX/OTC
SYRINGE/U- PENNEEDLES 30G X
100/0.5ML/30G X 1/2" 3/16"
ULTICARE INSULIN 1 PA; RX/OTC | [ULTICARE ORIGINAL 1 PA
SYRINGE/U- PEN NEEDLES ULTI-
100/0.5ML/31G X 5/16" FINE
ULTICARE INSULIN 1 PA; RX/OTC | |ULTICARE PEN 1 PA; RX/OTC
SYRINGE/U-100/1ML/30G NEEDLES 31GX
X 1/2" 5MM/MINI
ULTICARE INSULIN 1 PA; RX/OTC | |ULTICARE PEN 1 PA
SYRINGE/U-100/1ML/31G NEEDLES/29GX 12.7MM
X 5/16"
ULTICARE SAFETY 1 PA
ULTICARE INSULIN 1 PA; RX/OTC | |SYRINGE/LOW DEAD
SYRINGEULTRAFINE U- SPACE/1.5ML/22GX1-1/2"
ULTICARE INSULIN 1 PA; RX/OTC | INEEDLES 31GX8MM
SYRINGELIL TRAFINE U- ULTICARE SHORTPEN | 1 | PA;RX/OTC
100/0.5ML/31G X 5/16
; SARXIOTE NEEDLES ULTI-FINE IV
ULTICARE INSULIN ’ ULTICARE SHORT PEN 1 | PA;RX/OTC
SYRINGEULTRAFINE U- NEEDLES/31G X 8MM
100/1ML/31G X 5/16" - 5A
ULTICARE MICRO PEN 1 | PA;RX/OTC | |ULTICARE SHORT

NEEDLES 31G X 8MM

SAFETY PEN NEEDLES
30G X 5/16"

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
ULTICARE TUBERCULIN | 1 PA ULTIGUARD 1 PA; RX/OTC
SAFETY SAFEPACK/MICROPEN
SYRINGE/1ML/25G X 1" NEEDLE/32G X 4 MM
MISC ULTIGUARD 1 | PA;RX/OTC
ULTICARE U-100 1 PA; RX/OTC | |[SAFEPACK/MICROPEN
INSULIN NEEDLE/32G X
SYRINGES/0.3ML/31G X 4AMM/SHARPS CONTAIN
1/4 ULTIGUARD 1 | PA;RX/OTC
ULTICARE U-100 1 PA; RX/OTC | |[SAFEPACK/MICROPEN
INSULIN NEEDLE/32G X 5/32"
/ SAFEPACK/MINI PEN

ULTICARE U-100 1 PA; RX/OTC | |NEEDLE/31G X
INSULIN 6MM/SHARPS CONTAIN

/ SAFEPACK/MINI PEN
ULTICARE U-100 1 PA; RX/OTC | |NEEDLE/32G X
INSULIN 1/4"/SHARPS CONTAIN
SYRINGES/1ML/31G X ULTIGUARD 1 PA: RX/OTC
1/4 SAFEPACK/SHORTPEN
ULTIGUARD SAFEPACK | 1 PA NEEDLE/31G X
INSULIN SYRINGE 5/16"/SHARPS CONTA
1/2"/SHARPS C SAFEPACK/SHORTPEN
ULTIGUARD SAFEPACK | 1 PA; RX/OTC | |NEEDLE/31G X
INSULIN SYRINGE 1/2ML 8MM/SHARPS CONTAIN
30G X 1/2"/SHARPS C ULTILET PEN NEEDLE 1 | PA; RX/OTC
ULTIGUARD SAFEPACK | 1 PA; RX/OTC | [32GX4MM/SHORT
ULTIGUARD SAFEPACK | 1 PA; RX/OTC |[100/0.3ML/30G X 5/16"
INSULIN SYRINGE 1ML :

Y ULTRA FLO INSULIN 1 PA; RX/OTC
ULTIGUARD SAFEPACK |1 | PA RXOTC 1IGLTRA FLO INSULIN 1| PA;RX/OTC
SYRINGE/0.3ML/31G X PEN NEEDLE 32GX4MM
5/16"/SHARPS ULTRA FLO INSULIN 1 PA

PEN NEEDLE 33GX4MM
ULTIGUARD SAFEPACK | 1 PA; RX/OTC
MINI PEN NEEDLE/31G X ULTRA FLO INSULIN 1| PA;RX/OTC
3/16"/SHARPS CONTAI PEN NEEDLES
ULTIGUARD SAFEPACK 1 PA ULTRA FLO INSULIN 1 PA; RX/OTC
PEN NEEDLE/29G X PEN NEELE 31GX8MM
1/2"/SHARPS ULTRA FLO INSULIN 1 PA: RX/OTC

CONTAINER

SYRINGE 0.3ML/29G X
1/2"

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier |Limits Tier [Limits

ULTRA FLO INSULIN 1| PA/RX/OTC | [ULTRACARE PEN 1 | PA/RX/OTC

SYRINGE NEEDLES/31G X 1/4"

0.3ML/30GX5/16 ULTRACARE PEN 1 PA; RX/OTC

ULTRA FLO INSULIN 1| PA/RX/OTC | [NEEDLES/31G X 3/16"

SYRINGE ULTRACARE PEN 1 | PA; RXOTC

0.3ML/31GX5/16 _ NEEDLES/31G X 5/16"

sveaar o NSULIN 1| PARXOTC | [y TRACARE PEN 1 PA

5 5ML /296X /2" NEEDLES/32G X 1/14"

ULTRA FLO INSULIN 1 A ULTRACARE PEN 1 | PA;RX/OTC

SYRINGE 1/2 NEEDLES/32G X 3/16"

UNIT/0.3ML/30GX1/2" ULTRACARE PEN 1 | PA;RX/OTC

SYRINGE 1/2 ULTRACARE PEN 1 PA

UNIT/0.3ML/30GX5/16" NEEDLES/33G X 5/32

ULTRA FLO INSULIN 1 | PA;RX/OTC | [ULTRA-THIN Il INSULIN 1| PA;RX/OTC

SYRINGE 1/2 SYRINGE SHORT/U-

UNIT/0.3ML/31GX5/16" 100/0.3ML/30GX5/16

ULTRA THIN PEN 1 | PA;RX/OTC | [ULTRA-THINIIINSULIN | T | PA;RX/OTC

NEEDLES 32G X 4MM SYRINGE SHORT/U-

ULTRACARE INSULIN T PA RXOTC | [100/0.3ML/31GX5/16

SYRINGE/U- ULTRA-THINIIINSULIN | 1 | PA;RX/OTC

100/0.3ML/30G X 5/16" SYRINGE SHORT/U-

ULTRACARE INSULIN 1 | PA,RXOTC | [100/0.5ML/30GX5/16

SYRINGE/U- ULTRA-THIN IIINSULIN | 1| PA/RX/OTC

100/0.3ML/31G X 5/16" SYRINGE SHORT/U-

ULTRACARE INSULIN T PA RX/OTC | |100/0.5ML/31GX5/16

SYRINGE/U- ULTRA-THIN I INSULIN | 1| PA/RX/OTC

100/0.5ML/30G X 1/2" SYRINGE SHORT/U-

ULTRACARE INSULIN 1 | PA/RXIOTC

SYRINGE/U- ULTRA-THINIIINSULIN | 1 | PA;RX/OTC

100/0.5ML/30G X 5/16" SYRINGE SHORT/U-

ULTRACARE INSULIN 1 | PA;RX/OTC | [100/TML/31GX5/16

SYRINGE/U- ULTRA-THINIIINSULIN | 1 | PA;RX/OTC

100/0.5ML/31G X 5/16" SYRINGE/U- ]

ULTRACARE INSULIN 1 | PA,RXOTC | [100/0.5ML/29GX1/2

SYRINGE/U-100/1ML/30G ULTRA-THIN ITINSULIN | 1| PA;RX/OTC

X 1/2" SYRINGE/U-

ULTRACARE INSULIN 1 [ PA;RX/OTC | [100/TML/29GX1/2

SYRINGE/U-100/1ML/30G ULTRA-THIN [l MINI PEN [ 1| PA;RX/OTC

X 5/16" NEEEDLES/31GX3/16"

ULTRACARE INSULIN 1 | PA;RX/OTC | |ULTRA-THIN Il PEN 1 PA

SYRINGE/U-100/1ML/31G NEEDLES 29GX1/2

X 5/16"

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
ULTRA-THIN Il PEN 1 | PA;RX/OTC | |UNIFINE PROTECT 1 PA
NEEDLES/SHORT/31GX5 SAFETY PEN NEEDLE
/16" 30G X 8MM
UNIFINE PEN 1 | PA;RX/OTC | [UNIFINE PROTECT 1 | PA;RX/OTC
NEEDLE/32G X4MM SAFETY PEN NEEDLE
UNIFINE PENTIPS 1 | PA; RX/OTC ||32G X 4MM
29GX12MM UNIFINE SAFECONTROL| 1 | PA;RX/OTC
UNIFINE PENTIPS 31G X | 1 PA; RX/OTC | |PEN NEEDLE 32GX4MM
3/16" UNIFINE SAFECONTROL| 1 | PA;RX/OTC
UNIFINE PENTIPS 1 | PA/RX/OTC | |PEN NEEDLE/30G X
31GX5MM 3/16 : -
1 PA; RX/OTC | |UNIFINE SAFECONTROL
éﬂ” c';Qgﬁnﬁ ENTIPS PEN NEEDLE/30G X
5/16"
1 | PA: RX/OTC
éﬂ“ éﬁ!&‘ﬁhﬁ’ ENTIPS UNIFINE ULTRA PEN 1 | PA;RX/OTC
UNIFINE PENTIPS T | PA RxOTC | INEEDLE/31GX5MM
32GX4MM ’ UNIFINE ULTRA PEN 1 | PA;RX/OTC
UNIFINE PENTIPS 1 PA NEEDLE/31GX6MM
32GX6MM UNIFINE ULTRA PEN 1 | PA: RX/OTC
UNIFINE PENTIPS 1 PA NEEDLE/31GX8MM
33GX4MM UNIFINE ULTRA PEN 1 | PA; RXIOTC
UNIFINE PENTIPSPLUS | 1 | PA;RX/OTC NEEDLE/32GX4MM
20GX12MM ’ VALUMARK PEN 1 | PA; RX/OTC
UNIFINE PENTIPS PLUS | 1| PA; RXOTC | [NEEDLES 29GX12MM
31GX5MM ’ VALUMARK PEN 1 | PA; RX/OTC
UNIFINE PENTIPS PLUS | 1| PA; RX/OTC | [NEEDLES 31GX 6MM
31GX6MM ’ VALUMARK PEN 1 | PA: RX/OTC
UNIFINE PENTIPS PLUS | 1| PA; RX/OTC | [NEEDLES 31GX 8MM
31GX8MM ’ VANISHPOINT INSULIN 1 | PA; RXIOTC
UNIFINE PENTIPS PLUS | 1| PA RXIOTC SYRINGE/1ML/29G X 1/2"
32GX4MM ’ VANISHPOINT INSULIN 1 PA
SYRINGE/1ML/30G X
UNIFINE PENTIPS PLUS | 1 PA 316"
336X 5/32 - A VERIFINE INSULIN PEN 1 | PA; RX/OTC
gg‘&g‘,\'ﬁl\ﬁ ENTIPS PLUS NEEDLE 29G X 12MM
VERIFINE INSULIN PEN 1 | PA; RX/OTC
UNIFINE PENTIPS 1 | PA/RXIOTC | |NEEDLE 31G X 5MM
PLUS/30GX 3/16" 1 bA RYOTE
T PA RXOTC | | VERIFINE INSULIN PEN ;
:LBJ/I;IIGEINE PENTIPS/30G X , NEEDLE 316 X 8MM
VERIFINE INSULIN PEN 1 | PA; RX/OTC
INTNEPETERT, . | 1| 7T | hEEbLE o
VERIFINE INSULIN PEN 1 PA

30G X 5SMM

NEEDLE 32G X 6MM

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits

VERIFINE INSULIN 1 PA; RX/OTC | |VIDA MIA UNIFINE 1 PA; RX/OTC

SYRINGE/0.3ML/31G X PENTIPSORIGINAL

8MM 29GX12MM

VERIFINE INSULIN 1 PA; RX/OTC | |VIDA MIA UNIPFINE 1 PA; RX/OTC

SYRINGE/0.5ML/29G X PENTIPSSHORT

12MM 31GX8MM

VERIFINE INSULIN 1 PA; RX/OTC | \WEGMANS UNIFINE 1 PA; RX/OTC

SYRINGE/0.5ML/31G X PENTIPS PLUS

8MM 32GX4MM

VERIFINE INSULIN 1 PA; RX/OTC | |[WEGMANS UNIFINE 1 PA; RX/OTC

SYRINGE/1ML/29G X PENTIPS

12MM PLUS/MINI/31GX5MM

VERIFINE INSULIN 1 PA; RX/OTC | \WEGMANS UNIFINE 1 PA; RX/OTC

SYRINGE/1ML/31G X PENTIPS

8MM PLUS/SHORT/31GX8MM

VERIFINE INSULIN 1 PA; RX/OTC | \WEGMANS UNIFINE 1 PA; RX/OTC

SYRINGEOQ.3ML/31G X PENTIPS PLUS/ULTRA

8MM SHORT/31GX6MM

VERIFINE INSULIN 1 PA; RX/OTC | |ZEVRX INSULIN 1 PA; RX/OTC

SYRINGEOQ.5ML/29G X SYRINGE/0.5ML/30G X

12MM 1/2"

VERIFINE INSULIN 1 PA; RX/OTC | |ZEVRX INSULIN 1 PA; RX/OTC

SYRINGEOQ.5ML/31G X SYRINGE/0.5ML/30G X

8MM 5/16"

VERIFINE INSULIN 1 PA; RX/OTC | |ZEVRX INSULIN 1 PA; RX/OTC

SYRINGE1ML/29G X SYRINGE/1ML/30G X 1/2"

12MM ZEVRX INSULIN 1 | PA;RX/OTC

VERIFINE INSULIN 1 PA; RX/OTC | |SYRINGE/1ML/30G X

SYRINGE1ML/31G X 5/16"

8MM ZEVRX PEN NEEDLES 1 | PA;RX/OTC

VERIFINE PLUS INSULIN 1 PA; RX/OTC |[31G X 5MM

VERIFINE PLUS INSULIN 1 PA; RX/OTC | |31G X 6MM

VERIFINE PLUS INSULIN 1 PA; RX/OTC | |31G X 8MM

PEN NEEDLES 32G X ZEVRX PEN NEEDLES 1 | PA;RX/OTC

4MM 32G X 4MM

VERIFINE PLUS PEN 1 PA; RX/OTC . .

NEEDLE/32G X 4MM Respiratory Therapy Supplies

VIDA MIA UNIFINE 1 PA; RX/OTC | |ACE AEROSOL CLOUD 1 |QL(1 ea per 30

PENTIPS32GX4MM ENHANCER MISC day(s) retail; 1

VIDA MIA UNIFINE 1 | PA;RX/OTC ea per 30 days

PENTIPSMINI 31GX6MM

mail); RX/OTC

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug
Tier

Requirements/
Limits

Drug Name

Drug
Tier

Requirements/
Limits

AEROCHAMBER MINI

QL(1 ea per 30

AEROCHAMBER Z-STAT
PLUS VALVED HOLDING
CHAMBER W/FLOW VU
MISC

QL(1 ea per 30
day(s) retail; 1
ea per 30 days
mail); RX/OTC

AEROCHAMBER Z-STAT
PLUS/FLOWSIGNAL
MISC

QL(1 ea per 30
day(s) retail; 1
ea per 30 days
mail); RX/OTC

AEROSOLCHAMBER day(s) retail; 1
DEVI ea per 30 days
mail); RX/OTC
AEROCHAMBER MV 1 |QL(1 ea per 30
MISC day(s) retail; 1
ea per 30 days
mail); RX/OTC
AEROCHAMBER PLUS 1 |QL(1 ea per 30
FLOW VU MISC day(s) retail; 1
ea per 30 days
mail); RX/OTC
AEROCHAMBER PLUS 1 RX/OTC

FLOW VUMOUTHPIECE
DEVI

AEROCHAMBER Z-STAT
PLUS/LARGE MASK
MISC

QL(1 ea per 30
day(s) retail; 1
ea per 30 days
mail); RX/OTC

AEROCHAMBER Z-STAT
PLUS/MEDIUM MASK
MISC

QL(1 ea per 30
day(s) retail; 1
ea per 30 days
mail); RX/OTC

AEROCHAMBER PLUS 1 |QL(1 ea per 30
FLOW- day(s) retail; 1
VU/INTERMEDIATE ea per 30 days
MASK DEVI mail); RX/OTC
AEROCHAMBER PLUS 1 RX/OTC

FLOW-VU/LARGE MASK
DEVI

AEROCHAMBER Z-STAT
PLUS/SMALL MASK
MISC

QL(1 ea per 30
day(s) retail; 1
ea per 30 days
mail); RX/OTC

AEROCHAMBER/FLOWSI
GNAL MISC

RX/OTC

AEROCHAMBER PLUS
FLOW-VU/LARGE MASK
MISC

QL(1 ea per 30
day(s) retail; 1
ea per 30 days
mail); RX/OTC

AEROTRACH PLUS MISC

QL(1 ea per 30
day(s) retail; 1
ea per 30 days
mail); RX/OTC

AEROCHAMBER PLUS
FLOW-VU/MASK MISC

QL(1 ea per 30
day(s) retail; 1
ea per 30 days

BREATHERITE VALVED
MDI
CHAMBER/COLLAPSIBL

QL(1 ea per 30
day(s) retail; 1
ea per 30 days

mail): RX/OTC | |E DEVI mail); RX/OTC
AEROCHAMBER PLUS 1 RX/OTC BREATHERITE VALVED 1 |QL(1 ea per 30
FLOW-VU/MEDIUM MDI CHAMBER/RIGID day(s) retail; 1
MASK DEVI DEVI ea 'F|))er I%%gqrycs
AEROCHAMBER PL 1 |QL(1 ea per 30 mail);
FLOV?/?VU/MEDIUM vs da§/(s) rerian; 1 | |CLEVER CHOICE ANTI- 1 |QL(1 ea per 30
MASK MISC ea per 30 days | |STATICVALVED day(s) retail; 1

mail); RX/OTC | [HOLDING ea per 30 days
AEROCHAMBER PLUS 1 RX/OTC CHAMBER/ADULT mail); RX/OTC
FLOW-VU/SMALL MASK LARGE DEVI
DEVI CLEVER CHOICE ANTI- 1 %Lm( ?a geﬁ 310

STATICVALVED ay(s) retail;

A MaER FLRS QL sa per 50 HOLDING ea per 30 days

FLOW-VU/SMALL MASK
MISC

day(s) retail; 1
ea per 30 days
mail); RX/OTC

CHAMBER/MEDIUM/3
YEA DEVI

mail); RX/OTC

AEROCHAMBER PLUS
FLOW-VU MISC

QL(1 ea per 30
day(s) retail; 1
ea per 30 days
mail); RX/OTC

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug
Tier

Requirements/
Limits

Drug Name

Drug
Tier

Requirements/
Limits

CLEVER CHOICE ANTI-

QL(1 ea per 30

EQ SPACE CHAMBER
ANTI-STATIC DEVI

QL(1 ea per 30
day(s) retail; 1
ea per 30 days
mail); RX/OTC

STATICVALVED day(s) retail; 1
HOLDING ea per 30 days
CHAMBER/SMALL mail); RX/OTC
INFANT DEVI

COMPACT SPACE 1 |QL(1 ea per 30
CHAMBER/ANTI- day(s) retail; 1

STATIC/LARGE MASK
DEVI

ea per 30 days
mail); RX/OTC

FLEXICHAMBER ADULT
MASK/SMALL

QL(1 ea per 30
day(s) retail; 1
ea per 30 days
mail); RX/OTC

COMPACT SPACE
CHAMBER/ANTI-
STATIC/MEDIUM MASK
DEVI

QL(1 ea per 30
day(s) retail; 1
ea per 30 days
mail); RX/OTC

FLEXICHAMBER CHILD
MASK/LARGE

QL(1 ea per 30
day(s) retail; 1
ea per 30 days
mail); RX/OTC

COMPACT SPACE
CHAMBER/ANTI-
STATIC/SMALL MASK
DEVI

QL(1 ea per 30
day(s) retail; 1
ea per 30 days
mail); RX/OTC

FLEXICHAMBER CHILD

QL(1 ea per 30

COMPACT SPACE
CHAMBER/ANTI-STATIC
DEVI

QL(1 ea per 30
day(s) retail; 1
ea per 30 days
mail); RX/OTC

MASK/SMALL day(s) retail; 1
ea per 30 days
mail); RX/OTC

FLEXICHAMBER DEVI 1 |QL(1 ea per 30

day(s) retail; 1
ea per 30 days
mail); RX/OTC

EASIVENT/MASK-LARGE
MISC

QL(1 ea per 30
day(s) retail; 1
ea per 30 days
mail); RX/OTC

MICROCHAMBER DEVI

QL(1 ea per 30
day(s) retail; 1
ea per 30 days
mail); RX/OTC

EASIVENT/MASK-
MEDIUM MISC

QL(1 ea per 30
day(s) retail; 1
ea per 30 days
mail); RX/OTC

MICROCHAMBER MISC

QL(1 ea per 30
day(s) retail; 1
ea per 30 days
mail); RX/OTC

EASIVENT/MASK-SMALL
MISC

QL(1 ea per 30
day(s) retail; 1
ea per 30 days
mail); RX/OTC

MICROSPACER MISC

QL(1 ea per 30
day(s) retail; 1
ea per 30 days
mail); RX/OTC

EASIVENT MISC

QL(1 ea per 30
day(s) retail; 1
ea per 30 days
mail); RX/OTC

OPTICHAMBER
DIAMOND/LARGEFACE
MASK DEVI

QL(1 ea per 30
day(s) retail; 1
ea per 30 days
mail); RX/OTC

EQ SPACE CHAMBER
ANTI-STATIC/LARGE
MASK DEVI

QL(1 ea per 30
day(s) retail; 1
ea per 30 days
mail); RX/OTC

OPTICHAMBER
DIAMOND/MEDIUM
FACE MASK MISC

QL(1 ea per 30
day(s) retail; 1
ea per 30 days
mail); RX/OTC

EQ SPACE CHAMBER
ANTI-STATIC/MEDIUM
MASK DEVI

QL(1 ea per 30
day(s) retail; 1
ea per 30 days
mail); RX/OTC

OPTICHAMBER
DIAMOND/SMALLFACE
MASK MISC

QL(1 ea per 30
day(s) retail; 1
ea per 30 days
mail); RX/OTC

EQ SPACE CHAMBER
ANTI-STATIC/SMALL
MASK DEVI

QL(1 ea per 30
day(s) retail; 1
ea per 30 days
mail); RX/OTC

OPTICHAMBER
DIAMOND MISC

QL(1 ea per 30
day(s) retail; 1
ea per 30 days
mail); RX/OTC

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug
Tier

Requirements/
Limits

Drug Name

Drug
Tier

Requirements/
Limits

POCKET CHAMBER
DEVI

QL(1 ea per 30
day(s) retail; 1
ea per 30 days
mail); RX/OTC

VORTEX HOLDING
CHAMBER/MASK/CHILD
S/FROG DEVI

QL(1 ea per 30
day(s) retail; 1
ea per 30 days
mail); RX/OTC

PRO COMFORT
INHALER SPACER
CHAMBER ADULT MISC

QL(1 ea per 30
day(s) retail; 1
ea per 30 days
mail); RX/OTC

VORTEX HOLDING
CHAMBER/MASK/TODDL
ER/LADY BUG DEVI

QL(1 ea per 30
day(s) retail; 1
ea per 30 days
mail); RX/OTC

PRO COMFORT
INHALER SPACER
CHAMBER CHILD MISC

QL(1 ea per 30
day(s) retail; 1
ea per 30 days
mail); RX/OTC

PRO COMFORT
INHALER SPACER
CHAMBER INFANT DEVI

QL(1 ea per 30
day(s) retail; 1
ea per 30 days
mail); RX/OTC

PROCARE SPACER
CHAMBER W/ADULT
MASK DEVI

QL(1 ea per 30
day(s) retail; 1
ea per 30 days
mail); RX/OTC

PROCARE SPACER
CHAMBER W/CHILD

QL(1 ea per 30
day(s) retail; 1

HOLDINGCHAMBER
DEVI

MASK DEVI ea per 30 days
mail); RX/OTC
PROCHAMBER VALVED 1 QL(1 ea per 30

day(s) retail; 1
ea per 30 days
mail); RX/OTC

PURE COMFORT
INHALER SPACER
CHAMBER ADULT DEVI

QL(1 ea per 30
day(s) retail; 1
ea per 30 days
mail); RX/OTC

REUSABLE
COMFORTSEAL
MASK/LARGE/AEROECLI
PSE MISC

RX/OTC

REUSABLE
COMFORTSEAL
MASK/MEDIUM/AEROEC
LIPSE MISC

RX/OTC

REUSABLE
COMFORTSEAL
MASK/SMALL/AEROECLI
PSE MISC

RX/OTC

RITEFLO DEVI

QL(1 ea per 30
day(s) retail; 1
ea per 30 days

mail); RX/OTC

VORTEX VALVED
HOLDING CHAMBER
DEVI

QL(1 ea per 30
day(s) retail; 1
ea per 30 days

MIGRAINE PRODUCTS - Drugs to Treat Migraine

Headaches

Calcitonin Gene-Related Peptide (CGRP)
Receptor Antag

AIMOVIG 70 MG/ML

QL(1 ml per 30
day(s) retail; 1
ml per 30 days
mail); AL(At
least 18 yrs
old); PA

AIMOVIG 140 MG/ML

AL(At least 18
yrs old); PA

AJOVY SOAJ

QL(1.5 ml per
30 day(s) retail;
2 ml per 30
days mail);
AL(At least 18
yrs old); PA

AJOVY SOSY

QL(1.5 ml per
30 day(s) retail;
2 ml per 30
days mail);
AL(At least 18
yrs old); PA

EMGALITY SOAJ

QL(1 ml per 30
day(s) retail; 1
ml per 30 days
mail); AL(At
least 18 yrs
old); PA

EMGALITY SOSY 100
MG/ML

QL(3 ml per 30
day(s) retail; 3
ml per 30 days
mail); AL(At
least 18 yrs
old); PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used

for an FDA approved indication.
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Drug Name

Drug
Tier

Requirements/
Limits

EMGALITY SOSY 120
MG/ML

QL(1 ml per 30
day(s) retail; 1
ml per 30 days
mail); AL(At
least 18 yrs
old); PA

NURTEC

QL(8 ea per 30
day(s) retail; 8
ea per 30 days
mail); AL(At
least 18 yrs
old); PA

QULIPTA

QL(30 ea per
30 day(s) retail;
30 ea per 30
days mail);
AL(At least 18
yrs old); PA

UBRELVY

QL(16 ea per
30 day(s) retail;
16 ea per 30
days mail);
AL(At least 18
yrs old); PA

VYEPTI

AL(At least 18
yrs old); PA

ZAVZPRET

QL(8 ea per 30
day(s) retail; 8
ea per 30 days
mail); AL(At
least 18 yrs
old); PA

Migraine Combinations

ergotamine w/ caffeine
SUPP

QL(25 ea per
30 day(s) retail;
25 ea per 30
days mail)

sumatriptan-naproxen
sodium

QL(9 ea per 30

day(s) retail; 9

ea per 30 days
mail)

Drug Name Drug Requirements/
Tier [Limits

D.H.E. 45 SOLN IJ (Use 9

dihydroergotamine

mesylate)

dihydroergotamine 1 PA

mesylate SOLN NA 4

MG/ML

dihydroergotamine 1 QL(24 ml per

mesylate SOLN IJ 1 28 day(s) retail;

MG/ML 24 ml per 28
days mail); PA

MIGRANAL SOLN NA 1 QL(8 ml per 30

(Use dihydroergotamine day(s) retail; 8

mesylate) ml per 30 days

mail); PA

Migraine Products - NSAIDs

CAMBIA (Use diclofenac 9

potassium (migraine))

diclofenac potassium 1 PA

(migraine)

ELYXYB 1 | AL(Atleast 18

yrs old); PA

Serotonin Agonists

almotriptan malate 12.5 3 | QL(2 ea daily);

MG ST

almotriptan malate 6.25 3 | QL(2 ea daily)

MG

AMERGE (Use 9 ST

naratriptan hcl)

eletriptan hydrobromide 1 | QL(2 ea daily)

FROVA (Use frovatriptan | 2 |QL(3 ea daily);

succinate) ST

frovatriptan succinate 2

QL(3 ea daily);
ST

TREXIMET (Use
sumatriptan-naproxen
sodium)

QL(9 ea per 30

day(s) retail; 9

ea per 30 days
mail)

IMITREX 5 MG/ACT, 20
MG/ACT (Use

2 package(s)
per 12 day(s)

Migraine Products

sumatriptan) retail; 2
package(s) per
12 day(s) mail;
PA
IMITREX STATDOSE 1

REFILL SOCT (Use
sumatriptan succinate)

QL(2 ml daily);
PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.

8 lahoma Complete Health
pdated June 1, 2024




Drug Name

Drug

Requirements/

Drug Name

Drug

Requirements/

Tier [Limits Tier |Limits
IMITREX STATDOSE 1 | QL(2 ml daily); | | sumatriptan succinate 1 | QL(2 ml daily);
SYSTEM SOAJ (Use PA SOAJ PA
sumatriptan succinate) sumatriptan succinate 1 | QL(2 ml daily);
IMITREX STATDOSE 1| QL2 ml daily); | | SOCT PA
SYSTEM SOAJ (Use PA sumatriptan succinate 1 |QL(4 ml per 30
sumatriptan succinate) SOLN 6 MG/0.5ML day(s) retail; 4
IMITREX TABS (Use 1 | QL(2 ea daily) ml per 30 days
sumatriptan succinate) mail); PA
MAXALT-MLT TBDP 10 1 | QL(18 ea per | |sumatriptan succinate 1 | QL(2 ea daily)
MG (Use rizatriptan 30 day(s) retail;| | TABS _
benzoate) 18 ea per 30 | I TOSYMRA 1 | QL(3 ea daily);
days mail) PA
MAXALT TABS 10 MG 1 | QL(18 ea per | |ZEMBRACE SYMTOUCH | 1 |QL(4 ml per 30
(Use rizatriptan benzoate) 30 day(s) retail;| |SOAJ day(s) retail; 4
18 ea per 30 ml per 30 days
days mail) mail); PA
naratriptan hcl 1 MG 1 | QL(54 ea per ||zolmitriptan SOLN 1 |QL(6 ea per 30
30 day(s) retail; day(s) retail; 6
54 ea per 30 ea per 30 days
days mail); ST mail); PA
naratriptan hcl 2.5 MG 1 ST zolmitriptan TABS 1 |QL(6 ea per 30
RELPAX (Use eletriptan | 1 | QL(2 ea daily) day(s) retall: ©
hydrObromide) rFT)'lall) ST y
RELPAX (Use eletriptan | 9 Zolmitriptan TBDP 1 ’
hydrobromide) ZOMIG SOLN 1 |QL(6 ea per 30
RELPAX (Use eletriptan 1| QL(2 ea daily) day(s) retail; 6
hydrobromide) ea per 30 days
REYVOW 1 |QL(8 ea per 30 mail)
day(s) retail; 8 | |ZOMIG SOLN (Use 1 |QL(6 ea per 30
ea per 30 days| | zolmitriptan) day(s) retail; 6
mail); AL(At ea per 30 days
least 18 yrs mail)
old); PA ZOMIG TABS 2.5 MG, 5 9 ST

rizatriptan benzoate TABS

QL(18 ea per
30 day(s) retail;
18 ea per 30
days mail)

MG (Use zolmitriptan)

rizatriptan benzoate TBDP

QL(18 ea per
30 day(s) retail;
18 ea per 30
days mail)

sumatriptan

2 package(s)
per 12 day(s)
retail; 2
package(s) per
12 day(s) mail;
PA

ZOMIG TABS 2.5 MG, 5
MG (Use zolmitriptan)

MINERALS & ELECTROLYTES

Bicarbonates

QL(6 ea per 30

day(s) retail; 6

ea per 30 days
mail); ST

sodium acetate SOLN

SODIUM ACETATE SOLN
(Use sodium acetate)

SODIUM ACETATE SOLN

(Use sodium acetate)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug
Tier

Requirements/
Limits

sodium bicarbonate IV 4.2
%, 7.5 %, 8.4 %

sodium bicarbonate IV 4.2
%, 7.5 %, 8.4 %

THAM

Calcium

calcium carbonate-
cholecalciferol TABS

Drug Name Drug Requirements/
Tier [Limits

CITRACAL + D3 9

MAXIMUM TABS (Use

calcium citrate-vitamin d)

CITRACAL 9

PETITES/VITAMIND

TABS (Use calcium

citrate-vitamin d)

OYSTER SHELL 2

CALCIUM/D TABS

calcium carbonate-
cholecalciferol TABS

Electrolyte Mixtures

calcium carbonate-vitamin
d TABS 250 MG-125
UNIT

DEXTROSE
5%/ELECTROLYTE #48
VIAFLEX

calcium chloride
(dihydrate) SOLN

calcium citrate-vitamin d
TABS 200 UNIT-315 MG,
250 UNIT-200 MG, 250
UNIT-315 MG

DEXTROSE
10%/SODIUM CHLORIDE
0.2%

CALCIUM
GLUCONATE/SODIUMCH
LORIDE SOLN 1
GM/100ML-0.8 %, 1
GM/50ML-0.675 %, 2
GM/100ML-0.675 %

DEXTROSE
2.5%/SODIUM
CHLORIDE 0.45% (Use
dextrose w/ sodium
chloride)

DEXTROSE 5%/SODIUM
CHLORIDE 0.3% (Use
dextrose w/ sodium
chloride)

CALCIUM
GLUCONATE/SODIUMCH
LORIDE SOLN (Use
calcium gluconate-sodium
chloride)

dextrose in lactated
ringers

CALCIUM
GLUCONATE/SODIUMCH
LORIDE SOLN (Use
calcium gluconate-sodium
chloride)

dextrose w/ sodium
chloride 0.45 %-2.5 %, 0.9
%-5 %, 10 %-0.45 %, 5
%-0.2 %, 5 %-0.225 %, 5
%-0.3 %, 5 %-0.33 %, 5
%-0.45 %, 5 %-0.9 %

calcium gluconate-sodium
chloride SOLN

DEXTROSE/SODIUM
CHLORIDE (Use
dextrose w/ sodium
chloride)

calcium gluconate SOLN

electrolyte-148

CALCIUM GLUCONATE
SOLN (Use calcium
gluconate)

electrolyte-a

IONOSOL-
MB/DEXTROSE 5%

CALCIUM GLUCONATE
SOLN (Use calcium
gluconate)

ISOLYTE-P/DEXTROSE
5%

ISOLYTE-S

1

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug

Requirements/

Drug Name

Drug

Requirements/

Tier [Limits Tier |Limits

ISOLYTE-SPH 7.4 1 TPN ELECTROLYTES 1
KCL 0.15%/D5W/NACL 1 CONC
0.225% Fluoride
5 %I%O(%)gé[);ytvalyﬁucn% 1 sodium fluoride CHEW 1 | QL(1 ea daily)
chloride in dextrose & 0.25 MG, 0.5 MG, 1 MG
sodium chloride) sodium fluoride SOLN 0.5 | 1 Alféqu)?g(()/ 8 'IYE;S
lactated ringer's 1 MG/ML old);
NORMOSOL -R 1 Magnesium
NORMOSOL-M/D5W 1 magnesium chloride 1
NORMOSOL-R 1 SOLN
PLASMA-LYTE A (Use 1 magnesium sulfate IV 1
electrolyte-a) MAGNESIUM SULFATE 9
PLASMA-LYTE-148 (Use | 9 IV (Use magnesium
electrolyte-148) sulfate)
potassium chloride in 1 MAGNESIUM SULFATE 1
dextrose 5 %-10 MEQ/L, IV (Use magnesium
5 %-20 MEQ/L sulfate) 1

otassium chloride in 1 MAGNESIUM SULFATE
gextrose & sodium IN DSW  (Use magnesium
chloride 5 %-0.075 %- sulfate in dextrose)
0.45 %, 5 %-0.15 %-0.225 MAGNESIUM SULFATE 9

%, 5 %-0.15 %-0.9 %, 5
%-10 MEQ/L-0.45 %, 5
%-20 MEQ/L-0.2 %, 5 %-
20 MEQ/L-0.225 %, 5 %-
20 MEQ/L-0.45 %, 5 %-20
MEQ/L-0.9 %, 5 %-30
MEQ/L-0.45 %, 5 %-40
MEQ/L-0.45 %, 5 %-40
MEQ/L-0.9 %

IN DSW (Use magnesium
sulfate in dextrose)

magnesium sulfate in
dextrose

Phosphate

potassium chloride in nacl
20 MEQ/L-0.45 %, 20
MEQ/L-0.9 %, 40 MEQ/L-
0.9 %

K-PHOS NEUTRAL (Use
pot phosphate monobasic
w/ sod phosphate dibasic
& monobasic)

POTASSIUM
CHLORIDE/DEXTROSE/L
ACTATED RINGERS

K-PHOS TABS (Use
potassium phosphate
monobasic)

POTASSIUM
CHLORIDE/SODIUM
CHLORIDE (Use
potassium chloride in
nacl)

pot phosphate monobasic
w/ sod phosphate dibasic
& monobasic

potassium phosphate
monobasic TABS

potassium phosphates
236 MG/ML-224 MG/ML

ringer's

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
PHOSPHATES 236
MG/ML-224 MG/ML (Use SODIUM CHLORIDE 1 RX/OTC
potassium phosphates) GRAN
sodium phosphates 1 |AL(Up to 20 yrs| |sodium chloride SOLN |V 1
(sodium phosphate old); PA 0.45 %, 0.9 %, 3 %, 4
dibasic & monobasic) 142 MEQ/ML, 5 %
MG/ML-276 MG/ML s
sodium phosphates 1 |JAL(Up to 20 yrs 1
(sodium phosphate old); PA GALZIN
dibasic & monobasic) 142 WILZIN 1
MG/ML-276 MG/ML MISCELLANEOUS THERAPEUTIC CLASSES
Potassi
KOT,aASL: I'Lll':CR 20 MEQ 1 ST g
(Use potassium chloride) ggnssilllg/lrlmze)CAps (Use 1
K-TAB TBCR 8 MEQ, 1 9
MEQ (UseCpoz%ssiu% ° CUVRIOR 1 | AL(Atleast 18
chloride) - yrs old); PA
DEPEN TITRATABS
POKONZA PACK OR E PA TABS (Use penicillamine)
potassium acetate SOLN |1 penicillamine CAPS 1
. x . 1
POTASSIUM ACETATE 1 penicillamine TABS _
SOLN 2 MEQ/ML EYIF’RINE (Use trientine 1
c
tassium bicarbonat; 1
’%%E,S:S'”m earbonate trientine hcl 250 MG 1
potassium Ch/oride 1 trienﬁne hC/ 500 MG 1 QL(4 ea da")’),
microencapsulated PA
crystals er Enzymes
potassium chloride 1 VITRASE SOLN 1
microencapsulated
crystals er Immunomodulators
potassium chloride CPCR 1 JOENJA 1 QL(2 ea daily);
potassium chioride PACK | 1 | QL(30 ea per AL(At least 12
OR 20 MEQ 30 day(s) retail; yrs old); PA
30 ea per 30 | |lenalidomide 1
1 days rgaA")? PA|IREVLIMID 1
potassium chloride PACK REZUROCK 1 QL(1 ea daily);
OR 20 MEQ AL(At least 12
potassium chloride SOLN 1 yrs old); PA
OR 10 %, 20 % RYSTIGGO 1 AL(At least 18
POTASSIUM CHLORIDE | 1 yrs old); PA
SOLN IV (Use potassium THALOMID 1
chloride) VYVGART 1 AL(At least 18

potassium chloride TBCR

1

yrs old); PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug

Requirements/

Drug Name

Drug
Tier

Requirements/
Limits

cyclosporine CAPS 100
MG

QL(3 ea daily)

cyclosporine SOLN 1V 50 1
MG/ML
ENSPRYNG 1 |QL(1 ml per 28
day(s) retail; 1
ml per 28 days
mail); AL(At
least 18 yrs
old); PA
ENVARSUS XR TB24 4 1 QL(2 ea daily)
MG
ENVARSUS XR TB24 1| QL(3 ea daily)
0.75 MG

ENVARSUS XR TB24 1
MG

QL(6 ea daily)

Tier [Limits

VYVGART HYTRULO 1 | AL(Atleast 18

yrs old); PA
Immunosuppressive Agents
ASTAGRAF XL CP24 0.5 | 1 QL(2.95 ea
MG daily)
ASTAGRAF XL CP24 1 1
MG, 5 MG
ATGAM 1
AZATHIOPRINE 1
AZATHIOPRINE POWD 1
azathioprine TABS 50 MG | 1 Ql_d(gi.lill )ea
;zgthioprine TABS 100 1 QL(3 ea daily)
azathioprine TABS 75 MG | 1 | QL(1 ea daily)
CELLCEPT 1

INTRAVENOUS (Use
mycophenolate mofetil
hcl)

CELLCEPT CAPS (Use
mycophenolate mofetil)

QL(10 ea daily)

everolimus 1 QL(2 ea daily)
(immunosuppressant)

GAMIFANT 1 PA
IMURAN TABS (Use 1 QL(8.4 ea
azathioprine) daily)

CELLCEPT SUSR (Use
mycophenolate mofetil)

QL(16 ml
daily); 3
package(s) per
30 day(s) retail;
3 package(s)
per 30 day(s)
mail

LUPKYNIS

QL(6 ea daily);
AL(At least 18
yrs old); PA

mycophenolate mofetil hcl

mycophenolate mofetil
CAPS

QL(10 ea daily)

CELLCEPT TABS (Use
mycophenolate mofetil)

QL(6 ea daily)

mycophenolate mofetil
CAPS

cyclosporine modified (for
microemulsion) CAPS 100
MG

QL(5 ea daily)

mycophenolate mofetil
SUSR

QL(16 ml daily)

cyclosporine modified (for
microemulsion) CAPS 25
MG

QL(6 ea daily)

cyclosporine modified (for
microemulsion) CAPS 50
MG

QL(8 ea daily)

mycophenolate mofetil
SUSR

QL(16 ml
daily); 9
package(s) per
90 day(s) retail;
9 package(s)
per 90 day(s)
mail

cyclosporine modified (for
microemulsion) SOLN

QL(6 ml daily)

mycophenolate mofetil
TABS

QL(6 ea daily)

mycophenolate sodium

cyclosporine CAPS 25
MG

QL(5 ea daily)

MYFORTIC (Use
mycophenolate sodium)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug

Requirements/

Drug Name

Drug

Requirements/

Tier [Limits Tier |Limits
NEORAL CAPS 100 MG 1 | QL(5 ea daily) | SANDIMMUNE SOLN IV 9
(Use cyclosporine 50 MG/ML (Use
modified (for cyclosporine)
microemulsion)) SANDIMMUNE SOLNOR | 1 | QL(2 ml daily)
NEORAL CAPS (Use . SANDIMMUNE SOLN IV | 1
cyclosporine modified (for 50 MG/ML (Use
microemulsion)) . cyclosporine)
'(\IUEs%FéAcL/ CAPS 25 MG 1| QL6eadaly) | g oimus sOLN 1 | QL(6 mi daily)
modiﬁgd (fol? sirolimus TABS 1 MG 1 | QL(3 ea daily)
microemulsion)) sirolimus TABS 0.5 MG 1 | QL(1 ea daily)
NEORAL SOLN (Use 1| QL(6 ml daily) | |sjrolimus TABS 2 MG 1 | QL(2 ea daily)
cyclosporine modified (for : :
microemulsion)) tacrolimus CAPS 1 MG 1 8::2?421 :: gz;:y;
PROGRAF CAPS5MG | 1 |QL(12 ea daily)| |{acrolimus CAPS 5 MG el
(Use tacrolimus) tacrolimus CAPS 0.5 MG 1 |QL(38 ea daily)
PROGRAF CAPS 1 MG 1 |QL(24 ea daily)| [THYMOGLOBULIN 1
(Use tacrolimus) UPLIZNA 1 PA
PROGRAF CAPS 0.5 MG | 1 |QL(38 ea daily) [70RTRESS (Use 1 | QL(2 ea daily)
(Use tacrolimus) everolimus
PROGRAF PACK 1 MG 1 | QL(6 ea daily); | | (immunosuppressant))
AL(Up to 6 yrs | [70RTRESS (Use 9
old) everolimus
PROGRAF PACK 0.2 MG | 1 AL(UDGO) 6 yYrs | | immunosuppressant))
o .
1 ZORTRESS (Use 1 QL(2 ea daily)
PROGRAF SOLN overolimus
RAPAMUNE SOLN (Use 9 (immunosuppressant))
sirolimus) \rriaation Soluti
RAPAMUNE SOLN (Use | 1 | QL(6 mldaily) | |T'9atON SOWHONS
sirolimus) irrigation solutions, 1
RAPAMUNE TABS 0.5 1| QL(1 ea daily) | |physiological
MG (Use sirolimus) lactated ringer's 1
RAPAMUNE TABS2MG | 1 |QL(2ea daily)||(irrigation)
(Use sirolimus) ringer’s irrigation 1
RAPAMUNE TABS 1 MG 1| QL(3 ea daily) | |water for irrigation, sterile 1
(Use sirolimus)
. PIK3CA-Relat th t PR
SANDIMMUNE CAPS 25 7 QL(5 ea daily) 3CA-Related Overgrowth Spectrum (PROS)
MG (Use cyclosporine) Agents
SANDIMMUNE CAPS 100| 1 | QL(3 eadaily) | [vIJOICE 1 | QL(56 ea per
MG (Use cyclosporine) 28 day(s) retail;
SANDIMMUNE CAPS 9 o6 ea per 28
days mail); PA

(Use cyclosporine)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug
Tier

Requirements/
Limits

Drug Name

Drug
Tier

Requirements/
Limits

VIJOICE

QL(28 ea per
28 day(s) retail;
28 ea per 28
days mail); PA

lidocaine hcl (mouth-
throat)

Potassium Removing Agents

Anti-infectives - Throat

AMPHOTERICIN B

LOKELMA

QL(30 ea per
30 day(s) retail;

clotrimazole

NYSTATIN 100000
UNIT/ML (Use nystatin
(mouth-throat))

nystatin (mouth-throat)

30 ea per 30
days mail); PA
sodium polystyrene 1
sulfonate POWD
sodium polystyrene 1
sulfonate POWD

Antiseptics - Mouth/Throat

sodium polystyrene
sulfonate SUSP OR 15
GM/60ML

chlorhexidine gluconate
(mouth-throat)

sodium polystyrene
sulfonate SUSP OR 15
GM/60ML

chlorhexidine gluconate
(mouth-throat)

QL(500 ml per

14 day(s) retail;

500 ml per 14
days mail)

VELTASSA 16.8 GM, 25.2
GM

QL(30 ea per
30 day(s) retail;
30 ea per 30
days mail); PA

PERIDEX (Use
chlorhexidine gluconate
(mouth-throat))

Dental Products

VELTASSA 8.4 GM

QL(1 ea daily);
PA

Progeria Treatment Agents

ZOKINVY

QL (4 ea daily);
AL(At least 1
yrs old); PA

PREVIDENT 5000
BOOSTER PLUS PSTE
DT (Use sodium fluoride
(dental))

Prostaglandins

PREVIDENT 5000 DRY
MOUTH GEL (Use
sodium fluoride (dental))

PROSTIN VR PEDIATRIC |

1

Systemic Lupus Erythematosus Agents

PREVIDENT 5000
ENAMEL PROTECT GEL
(Use sodium fluoride-
potassium nitrate)

BENLYSTA SOAJ

1

QL(4 ml per 28

day(s) retail; 4

ml per 28 days
mail); PA

PREVIDENT 5000 KIDS
PSTE DT (Use sodium
fluoride (dental))

BENLYSTA SOSY

QL(4 ml per 28

day(s) retail; 4

ml per 28 days
mail); PA

PREVIDENT 5000
ORTHO DEFENSE PSTE
DT (Use sodium fluoride
(dental))

SAPHNELO

1

AL(At least 18
rs old); PA

MOUTH/THROAT/DENTAL AGENTS

Anesthetics Topical Oral

PREVIDENT 5000 PLUS
CREA (Use sodium
fluoride (dental))

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
PREVIDENT 5000 9 iron w/ vitamins TABS 2 | AL(Atleast 10
SENSITIVE GEL (Use yrs old - Up to
sodium fluoride-potassium 50 yrs old);
nitrate) RX/OTC
PREVIDENT FLUORIDE 9 Multiple Vitamins w/ Minerals
GEL (Use sodium fluoride Y-
DEKAS PLUS CAPS 1 |QL(2 ea daily);
(dental)) AL(Up to 20 yrs
sodium fluoride (dental) 1 | QL(51 gm per old); PA;
CREA 30 day(s) retail; RX/OTC
51 gmper 30 | InEKAS PLUS CHEW 1 |AL(Up to 20 yrs
days mail) old); PA
sodium fluoride (dental) 1 1 package(s) | [pmvwW COMPLETE 1 |QL(2 ea daily);
GEL per 30 day(s) | \FORMULATION CAPS AL(Up to 20 yrs
retail; 1 old); PA:
package(s) per RX/OTC
30 day(s) mail | [\ COMPLETE 1 |QL(2 ea daily);
sodium fluoride (dental) 1 1 package(s) | [FORMULATIOND3000 AL(Up to 20 yrs
GEL per 30 day(s) | |cAPS old); PA;
retail; 1 RX/OTC
package(s) per| [nn\w COMPLETE 1 |QL(2 ea daily);
30 day(s) mail}| | FORMULATIOND500 AL(Up to 20 yrs
yrs old) RX/OTC
sodium fluoride (dental) 1 AL(Atleast 6 | '\ivW COMPLETE 1 |QL(2 ea daily);
PSTE DT yrs old) FORMULATIONMINIS AL(Up to 20 yrs
sodium fluoride (dental) 1 CAPS old); PA,
SOLN 0.2 % : RX/OTC
sodium fluoride-potassium | 1 AL(Atleast6 || PHLEXY-VITS POWD
nitrate GEL yrs old) Multivitamins
Steroids - Mouth/Throat/Dental DEKAS ESSENTIAL 1 QL(2 ea daily);
triamcinolone acetonide 1 CAPS AL(glg)t_oPZAO_ yrs
(mouth) RX/OTC
Throat Products - Misc. DEKAS ESSENTIAL LIQD| 1 |AL(Up to 20 yrs
T . old); PA
cevimeline hcl 1 |Ql(4eadaly) |75 ysCAPS (Use 9 RX/OTC
EVOXAC (Use 1| QL(4 ea daily) | | multiple vitamin)
cgwmellfve hel) Ped Multiple Vitamins w/ Minerals
pilocarpine hcl (oral) 1 1T JAL(Up to 20 yrs
SALAGEN (Use 9 DEKAS PLUS LIQD Up io 20
pilocarpine hcl (oral)) RX/OTC
MULTIVITAMINS MVW COMPLETE 1 |QL(2 ea daily);
o FORMULATION CHEW AL(Up to 20 yrs
Iron w/ Vitamins old); PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
MVW COMPLETE 1 | QL(2 ea daily); | [M-NATAL PLUS TABS 1 |AL(Atleast 10
FORMULATIOND3000 AL(Up to 20 yrs yrs old - Up to
CHEW old); PA 50 yrs old);
MVW COMPLETE 1 [QL(2 ea dalily); RX/OTC
FORMULATIOND5000 AL(Up to 20 yrs| INESTABS 2 | AL(At least 10
CHEW old); PA yrgooyrs- olg) 0
ONE-A-DAY SCOOBY- 9 2 | AL(Atleast 10
DOO GUMMIES CHEW NESTABS DHA yrs(old -Upto
(Use pediatric multiple 50 yrs old)
vitamin w/ minerals) NESTABS ONE 2 AL(At least 10
Prenatal Vitamins yrs old - Up to
50 yrs old)
CITRANATAL 90 DHA 120| 2 |AL(Atleast 10 | [NIVA-PLUS TABS 1 | AL(Atleast 10
MG-20 MG-1 MG-3 MG- yrs old - Up to yrs old - Up to
400 UNIT-3.4 MG-20 MG- 50 yrs old) 50 yrs old);
50 MG-25 MG-2 MG-159 RX/OTC
MG-90 MG-150 MCG-30 OB COMPLETE ONE 2 AL(At least 10
UNIT-0.75 MG-300 MG yrs old - Up to
CITRANATAL ASSURE 2 |AL(Atleast 10 50 yrs old)
yrs old - Up to | |OB COMPLETE PETITE 2 | AL(Atleast 10
50 yrs old) yrs old - Up to
CITRANATAL B-CALM 2 | AL(At least 10 50 yrs old)
120 MG-25 MG-1 MG-400 yrs old - Up to | |OB COMPLETE 2 | AL(Atleast 10
UNIT-120 MG-20 MG 50 yrs old) | |PREMIER yrs o - Ulg)to
yrs o
CITRANATAL BLOOM . Arlg,(ﬁfﬁajt 12 OB COMPLETE/DHA 2 | AL(Atleast 10
y 50 yrs olg) yrs old - Up to
CITRANATAL HARMONY | 2 | AL(At least 10 . R
25 MG-1 MG-400 UNIT-50 yrs old - Up to | | OB COMPLETE TABS yrsold - Up to
MG-104 MG-27 MG-30 50 yrs old) 50 yrs old)
UNIT-260 MG
PNV-DHA+DOCUSATE 2 | AL(Atleast 10
C-NATE DHA CAPS 2 | AL(Atleast 10 yrs old - Up to
yrs old - Up to 50 yrs old)
S0 yrsold) | [PNV-OMEGA 2 |AL(Atleast 10
COMPLETE NATAL DHA 1 | AL(At least 10 yrs old - Up to
yrs old - Up to 50 yrs old)
S0 yrs old) | [PRENAISSANCE 2 |AL(Atleast 10
COMPLETENATE CHEW | 1 |AL(Atleast10 yrs old - Up to
yrs old - Up to 50 yrs old)
50 yrs old) _| [pRENAISSANCE PLUS 2 [ AL(Atleast 10
ENBRACE HR 2 | AL(Atleast10 | |caPS yrs old - Up to
yrs old - Up to 50 yrs old)
S0 yrs old) | [PRENATAL PLUS 1 | AL(Atleast 10
FOLIVANE-OB 1| AL(Atleast 10 |\ TAMIN ANDMINERAL yrs old - Up to
yrsold - Up to | ITABS 50 yrs old);
50 yrs old) RX/OTC

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
prenatal vit w/ iron 1 | AL(Atleast 10 | | PRENATE MINI 60 MG-26| 2 |AL(Atleast10
carbonyl-folic acid TABS yrs old - Up to | |IMG-280 MCG-400 MCG- yrs old - Up to
120 MG-10 MG-1.25 MG- 50 yrs old) ||1000 UNIT-13 MCG-80 50 yrs old)
315 UNIT-15 MCG-3.4 MG-25 MG-350 MG-18
MG-10 MG-1 MG-2 MG- MG-150 MCG-10 UNIT-
15 MG-10 MG-20 UNIT- 600 MCG-25 MG
2100 UNIT-50 MG PRENATE PIXIE 2 | AL(At least 10
prenatal without a w/ fe 2 | AL(Atleast 10 yrs old - Up to
fumarate-I methylfolate-fa- yrs old - Up to 50 yrs old)
dha S50 yrsold) | PRENATE RESTORE 2 | AL(Atleast 10
PRENATAL TABS 120 1 | AL(Atleast 10 yrgoo';'rsj glg)to
MG-10 MG-1 MG-1 rs old - Up to
MSG-% I\C/?CG-SG Mc(;)-zo 50 yrs olg); PRIMACARE 2 | AL(Atleast 10
MG-1200 MCG-27 MG- RX/OTC yrs old - Up to
200 MG-1.84 MG-25 MG-2 50 yrs old)
MG-10 MG SELECT-OB+DHA MISC 1 | AL(At least 10
yrs old - Up to
PRENATE 2 AL(At least 10 50 yrs old)
yrsold - P10 | [SELECT-0B CHEW 2 |AL(Atleast 10
yrs old) .
yrs old - Up to
PRENATE AM 2 AL(At least 10 50 yrs old)
yrgoo'd - Up 10| [SE'NATAL 19 CHEW 1 | AL(Atleast 10
yrs old) .
yrs old - Up to
PRENATE DHA 90 MG-26| 2 AL(AltdIeaSt 1t0 50 yrs old)
MG-400 MCG-400 UNIT- yrs old - Up to
25 MCG-155 MG-50 MG- 50 yrs old) | |SE-NATAL 19 TABS [y
300 MG-40 UNIT-600 50 yrs old);
MCG-18 MG RX/OTC
PRENATE ELITE75MG- | 2 |AL(Atleast 10 | TARON-C DHA 1 |AL(Atleast 10
21 MG-330 MCG-400 yrs old - Up to yrs old - Up to
MCG-600 UNIT-13 MCG- 50 yrs old) 50 yrs old)
3.5 MG-21 MG-3 MG-155 TRICARE TABS 1 | AL(Atleast 10
MG-25 MG-15 MG-1.5 yrs old - Up to
MG-2600 UNIT-150 MCG- 50 yrs old);
40 UNIT-600 MCG-20 MG RX/OTC
PRENATE ENHANCE 2 |[AL(Atleast 10 | |TRINATAL RX 1 TABS 1 | AL(At least 10
yrs old - Up to yrs old - Up to
50 yrs old) 50 yrs old)
PRENATE ESSENTIAL 90! 2 |AL(Atleast 10 ||TRISTART DHA 2 | AL(Atleast 10
MG-26 MG-280 MCG-400 yrs old - Up to yrs old - Up to
MCG-220 UNIT-13 MCG- 50 yrs old) 50 yrs old)
155 MG-50 MG-300 MG- VIRT-NATE DHA CAPS 2 | AL(Atleast 10
150 MCG-10 UNIT-40 yrES)OOﬁS: glg)to
MG-600 MCG-18 MG VIRT-PN DHA 2 AL(At least 10
yrs old - Up to
50 yrs old)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
VITAFOL FE+ 1 AL(AItdIeaSt 1t0 baclofen SOLN IT 40 1
yrs old - Up 10 | |MG/20ML, 500 MCG/ML,
50 yrs old) 20000 MCG/20ML, 40000
VITAFOL GUMMIES 1 |AL(Atleast 10 | \MCG/20ML
Y Sts o | | baclofen SOLN OR 5 T |ALUpto 10 yrs
VITAFOLULTRA 1 | AL(At least 10 MG/5ML, 10 MG/5ML old);
yrs old - Up to | [BACLOFEN SOSY 1
— A L5(0A ﬁs 0I?)1 - baclofen SUSP 1 PA
VITAFOL-OB+DHA MISC €eas
yrs old - Up to | | baclofen SUSP 1 AL(%%'OIJX yrs
50 yrs old) ’
VITAFOL-OB TABS T [AL(At least 10| | baclofen TABS 10 MG, 20 | 1
yrs old - Up to MG
50 yrs old) | |baclofen TABS 5 MG 1 PA
VITAFOL-ONE CAPS 1 | AL(Atleast 10 | | carisoprodol TABS 350 1 | QL(4 ea daily)
oy o) | 4G
WESCAP-C DHA T [ AL(At least 10 || Carisoprodol TABS 250 | 1| QL{% &5 daily)
yrs old - Up to
50 yrs old) | |chlorzoxazone TABS 500 1
WESCAP-PN DHA 2 |AL(Atleast10||MG
yrs old - Up to | | chiorzoxazone TABS 375 | 1 |QL(4 ea daily);
— A E&yf Old)1 5| MG, 750 MG PA
WESNATAL DHA t least
COMPLETE yrs old - Up to ﬁ(lgrzoxazone TABS 250 1 PA
50 yrs old) ;
WESNATE DHA CAPS 2 |AL(Atleast 10 | |cyclobenzaprine hcl CP24 | 1 | QL(1 ea daily);
yrs old - Up to PA
50 yrs old) | |cyclobenzaprine hcl TABS | 1
WESTAB PLUS TABS 1 AL(At least 10 | |5 MG, 10 MG
yrs old - Up to | [y clopenzaprine hcl TABS | 1
5%%80?8% 5 MG, 10 MG
WESTGEL DHA 2 | AL(At least 10 | |Syclobenzaprine hcl TABS | 1| QL(3 e, daily);
yrs old - Up to 7.5 MG
50 yrs old) | [FLEQSUVY SUSP (Use 1 |AL(Up to 10 yrs
ZATEAN-PN DHA 2 | AL(Atleast 10 | |baclofen) old); PA
yrs old - Up to | [GAB| OFEN SOLN IT 1
50
GABLOFEN SOLN IT 1
MUSCULOSKELETAL THERAPY AGENTS - (Use baclofen)
Drugs to Treat Spasms GABLOFEN SOSY 1
Central Muscle Relaxants LIORESAL 1
AMRIX CP24 (Use 1 QL(1 ea daily); INTRATHECAL SOLN IT 5
cyclobenzaprine hcl) PA LIORESAL
1 INTRATHECAL SOLN IT
BACLOFEN POWD (Use baclofen)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
LIORESAL 1 Fibrodysplasia Ossificans Progressiva (FOP
INTRATHECAL SOLN IT s > (FOP)
(Use baclofen) Agents
LYVISPAH PACK 1 |AL(Up to 10 yrs| |ISOHONOS 1 MG, 1.5 MG,| 1 |QL(112 ea per
old); PA 5 MG 28 day(s) retail;
metaxalone 2 ST 1 1c|2 ea Pe_rl 28
metaxalone 2 ST AL?%\? Q:ét) 3
methocarbamol SOLN 1 yrs old); PA
methocarbamol TABS 500| 1 SOHONOS 10 MG 1 QL (56 ea per
MG, 750 MG 28 day(s) retail;
; 5 56 ea per 28
orphenadrine citrate 1 days mail):
SOLN AL(At least 8
orphenadrine citrate TB12 | 1 yrs old); PA
OZOBAX DS SOLN OR 9 SOHONOS 2.5 MG 1 |QL(140 ea per
(Use baclofen) 218 4%agés)éf?g’
OZOBAX SOLN OR (Use | 9 |AL(Upto 10 yrs days mail)
baclofen) old) AL(At least 8
ROBAXIN SOLN (Use 9 yrs old); PA
methocarbamol) 1 Muscle Relaxant Combinations
ROBAXIN SOLN (Use
methocarbamol) NORGESIC FORTE (Use | 1 PA
—— |orphenadrine w/ aspirin &
SOMA TABS 250 MG 1 QL4 %aA daily); | | caff)
(Use carisoprodol) : orphenadrine w/ aspirin & 1 | AL(At least 12
SOMA TABS 350 MG 1 | QL(4 ea daily) | | 5 yrs old); PA
(Use carisoprodol)
tizanidine hol CAPS BPA NASAL AGENTS SYSTEMIC AND TOPICAL
tizanidine hcl TABS Drugs to treat the Nose or Sinus
ZANAFLEX CAPS (Use PA Nasal Agent Combinations
tizanidine hcl) azelastine hcl-fluticasone 3 | QL(23 gm per
ZANAFLEX TABS 4 MG 1 propionate SUSP 30 day(s) retail;
(Use tizanidine hcl) 23 gm per 30
. days mail)
Direct Muscle Relaxants DYMISTA SUSP (Use 3 | QL(23 gm per
DANTRIUM IV SOLR 9 azelastine hcl-fluticasone 30 day(s) retail;
(Use dantrolene sodium) propionate) 2:213;2 Pnearil?o
DANTRIUM CAPS 25 MG 1
(Use dantrolene sodium) RYALTRIS > 3%'}}2&3{?69[:5;
dantrolene sodium CAPS 1 29 gm per ;30
. 1 days mail);
dantrolene sod{um CAPS AL(At least 12
dantrolene sodium SOLR 1 yrs old)
RYANODEX SUSR 1

Nasal Antiallergy

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
azelastine hcl 0.15 % 2 | QL(30 ml per | INASONEX 24HR SUSP 9 RX/OTC
3% gayl(s) re?E(a)l|; (Use mometasone furoate
mi per (nasal))
days malll | [OMNARIS SUSP 3 QL(125 gm per
azelastine hcl 0.1 %, 137 | 1 | QL(30 ml per 12 Syn(spZerre 30
MCG/SPRAY 30 day(s) retail; days mail)
30 miper30 | A\ A 3 |QL(10.6 gm per]
days mail) 30 day(s?retail'
olopatadine hcl (nasal) 3 |QL(30.5 gm per 11 gm per 30
30 day(s) retail; days mail)
9 per 30 | |QNASL CHILDRENS 31 QL(6.8 gm per
PATANASE (Use 9 |QL(30.5 gm per] 7 gar%‘Sérr%S' ’
olopatadine hcl (nasal)) 30 day(s) retail; days mail);
3% é;;; Pnearili)go AL(At least 4
yrs old - Up to
Nasal Anticholinergics 11 yrs old)
ipratropium bromide 1 | QL(30 mi per | |XHANCE EXHU 1 PA
(nasal) 30 day(s) retail;| [ZETONNA AERS 3 | QL(6.1 gm per
30 ml per 30 30 day(s) retail;
days mail) 6dgm per ?O
Nasal Steroids = o T - ays mail)
ympathomimetic Decongestants
BECONASE AQ 1 QL(50 gm per
30 day(s) retail;| | pseudoephedrine hcl 1 |AL(Up to 20 yrs
50gmper 30 ||TB12 old); PA
SEVARUCIVEY \ = )ROMUSCULAR AGENTS - Dru
- gsto
FLONASE ALLERGY 9 RX/OTC
RELIEF CHILDRENS Relax/Paralyze Muscles
SUSP (Use fluticasone
propionate (nasal)) e
FLONASE ALLERGY 9 RX/OTC | [EXSERVAN FILM b g0 ea per,
RELIEF SUSP (Use o ay(s) retal
fluticasone propionate ca per
(nasal)) days mail); PA
flunisolide (nasal) 0.025 % | 3 385(75 ml pter_l_ QALSODY 1 Abr(? L:Si%&s
- %(32;633' '| IRADICAVA ORS 1 PA
days mail) STARTER KIT SUSP
fluticasone propionate 1 RX/OTC RADICAVA ORS SUSP 1 PA
(nasal) SUSP RADICAVA SOLN 1 PA
mometasone furoate 2 | QL(17 gm per | [RELYVRIO 1 QL(56 ea per
(nasal) SUSP 30 day(s) retail; 28 day(s) retail;
17 gm per 30 56 ea per 28
days mail); days mail); PA
RX/OTC 1

RILUTEK TABS (Use
riluzole)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug
Tier

Requirements/
Limits

Drug Name

Drug
Tier

Requirements/
Limits

riluzole TABS

ELEVIDYS 21.5-22.4 KG

AL(At least 4
yrs old - Up to

TIGLUTIK SUSP 1 QL(600 ml per ‘

30 day(s) retail; S yrs old); PA

600 ml per 30 | [ELEVIDYS 22.5-23.4 KG 1 | AL(Atleast 4

days mail); PA )ér;%l%[(#%f

Friedrich's Ataxia Agents ELEVIDYS 23.5-24.4 KG 1 AL (At least 4

SKYCLARYS 1 |[QL(3 ea daily); yrs old - Up to

AL(At least 18 5 yrs old); PA

yrs old); PA | |[ELEVIDYS 24.5-25.4 KG 1 AL(Alé Ieast:l

Muscular Dystrophy Agents Bér?/r% ol_d);% X

AMONDYS 45 PA ELEVIDYS 25.5-26.4 KG 1 | AL(Atleast 4

ELEVIDYS 10.0-10.4 KG AL(At least 4 Bg’s old |_dU-thAO
yrs old - Up to yrs old);

5 yrs old): PA | [ELEVIDYS 26.5-27.4 KG 1 | AL(Atleast 4

ELEVIDYS 10.5-11.4 KG 1 | AL(At least 4 Bérs old ; U-thK
yrs old - Up to yrs old);

5 yrs old): PA | [ELEVIDYS 27.5-28.4 KG 1 | AL(Atleast 4

ELEVIDYS 11.5-124KG | 1 | AL(Atleast4 yrs old - Up to

yrs old - Up to S yrs old); PA

5 yrs old); PA | |[ELEVIDYS 28.5-29.4 KG 1 AL(At least 4

ELEVIDYS 12.5-134KG | 1 | AL(Atleast4 yrs old ; U_PPE&)
yrs old - Up to yrs old);

5 yrs old): PA | |ELEVIDYS 29.5-30.4 KG 1 | AL(Atleast 4

ELEVIDYS 135-144KG | 1 | AL(Atleast4 yrs old - Up to

yrs old - Up to S yrs old); PA

5 yrs old): PA | |ELEVIDYS 30.5-31.4 KG 1 | AL(Atleast 4

ELEVIDYS 14.5-154KG | 1 | AL(Atleast4 yrs old - Up to

yrs old - Up to S yrs old); PA

5 yrs old): PA | |[ELEVIDYS 31.5-32.4 KG 1 | AL(Atleast 4

ELEVIDYS 15.5-164KG | 1 | AL(Atleast4 yrs old - Up to

yrs old - Up to 5 yrs old); PA

5 yrs old): PA | |[ELEVIDYS 32.5-33.4 KG 1 | AL(Atleast 4

ELEVIDYS 16.5-174KG | 1 | AL(Atleast4 yrs oid - Up to
yrs old - Up to yrs old);

5 yrs old): PA | |[ELEVIDYS 33.5-34.4 KG 1 | AL(Atleast 4

ELEVIDYS 17.5-184KG | 1 | AL(Atleast4 yrs oid - Up to

yrs old - Up to yrs old); PA

5 yrs old): PA | |[ELEVIDYS 34.5-35.4 KG 1 | AL(Atleast 4

ELEVIDYS 18.5-19.4KG | 1 | AL(Atleast4 yrs oid - Up to
yrs old - Up to yrs old);

5 yrs old): PA | |[ELEVIDYS 35.5-36.4 KG 1 | AL(Atleast 4

ELEVIDYS 19.5-204KG | 1 | AL(Atleast4 yrs old I'dU_PPt/g
yrs old - Up to yrs old);

5 yrs old): PA | |[ELEVIDYS 36.5-37.4 KG 1 AL(Alé Ieast:l

] 1 | AL(At least 4 yrs old - Up to

ELEVIDYS 20.5-21.4 KG o (O N feasp 4 5 vrs old): PA

5 yrs old); PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
ELEVIDYS 37.5-38.4 KG 1 AL(Atleast4 | [ELEVIDYS 53.5-54.4 KG 1 AL(At least 4
yrs old - Up to yrs old - Up to
5 yrs old); PA 5 yrs old); PA
ELEVIDYS 38.5-39.4 KG 1 AL(Atleast4 | [ELEVIDYS 54.5-55.4 KG 1 AL(At least 4
yrs old - Up to yrs old - Up to
5 yrs old); PA 5 yrs old); PA
ELEVIDYS 39.5-40.4 KG 1 AL(Atleast4 | [ELEVIDYS 55.5-56.4 KG 1 AL(At least 4
yrs old - Up to yrs old - Up to
5 yrs old); PA 5 yrs old); PA
ELEVIDYS 40.5-41.4 KG 1 AL(Atleast4 | [ELEVIDYS 56.5-57.4 KG 1 AL(At least 4
yrs old - Up to yrs old - Up to
5 yrs old); PA 5 yrs old); PA
ELEVIDYS 41.5-42.4 KG 1 AL(Atleast4 | [ELEVIDYS 57.5-58.4 KG 1 AL(At least 4
yrs old - Up to yrs old - Up to
5 yrs old); PA 5 yrs old); PA
ELEVIDYS 42.5-43.4 KG 1 AL(At least 4 | [ELEVIDYS 58.5-59.4 KG 1 AL(At least 4
yrs old - Up to yrs old - Up to
5 yrs old); PA 5 yrs old); PA
ELEVIDYS 43.5-44.4 KG 1 | AL(Atleast4 | [ELEVIDYS 59.5-60.4 KG 1 | AL(Atleast4
yrs old - Up to yrs old - Up to
5 yrs old); PA 5 yrs old); PA
ELEVIDYS 44.5-45.4 KG 1 | AL(Atleast4 | ELEVIDYS 60.5-61.4 KG 1 | AL(Atleast 4
yrs old - Up to yrs old - Up to
5 yrs old); PA 5 yrs old); PA
ELEVIDYS 45.5-46.4 KG 1 AL(At least4 | [ELEVIDYS 61.5-62.4 KG 1 AL(At least 4
yrs old - Up to yrs old - Up to
5 yrs old); PA 5 yrs old); PA
ELEVIDYS 46.5-47.4 KG 1 AL(At least4 | [ELEVIDYS 62.5-63.4 KG 1 AL(At least 4
yrs old - Up to yrs old - Up to
5 yrs old); PA 5 yrs old); PA
ELEVIDYS 47.5-48.4 KG 1 AL(At least4 | [ELEVIDYS 63.5-64.4 KG 1 AL(At least 4
yrs old - Up to yrs old - Up to
5 yrs old); PA 5 yrs old); PA
ELEVIDYS 48.5-49.4 KG 1 AL(Atleast4 | [ELEVIDYS 64.5-65.4 KG 1 AL (At least 4
yrs old - Up to yrs old - Up to
5 yrs old); PA 5 yrs old); PA
ELEVIDYS 49.5-50.4 KG 1 AL(At least4 | [ELEVIDYS 65.5-66.4 KG 1 AL(At least 4
yrs old - Up to yrs old - Up to
5 yrs old); PA 5 yrs old); PA
ELEVIDYS 50.5-51.4 KG 1 AL(Atleast4 | [ELEVIDYS 66.5-67.4 KG 1 AL(At least 4
yrs old - Up to yrs old - Up to
5 yrs old); PA 5 yrs old); PA
ELEVIDYS 51.5-52.4 KG 1 AL(Atleast4 | [ELEVIDYS 67.5-68.4 KG 1 AL(At least 4
yrs old - Up to yrs old - Up to
5 yrs old); PA 5 yrs old); PA
ELEVIDYS 52.5-53.4 KG 1 AL(Atleast4 | [ELEVIDYS 68.5-69.4 KG 1 AL(At least 4
yrs old - Up to yrs old - Up to
5 yrs old); PA 5 yrs old); PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through

Tier 2 or PA override, 9 = Non-Formulary, X- Excluded

PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug

Requirements/

Drug Name

Drug

Requirements/

Tier [Limits Tier [Limits
ELEVIDYS 69.5KG PLUS | 1 AL(At least4 | |ZOLGENSMA 13.1-13.5 1 |AL(Upto 1yrs
yrs old - Up to | |[KG old); PA
> yrs old); PA ; 1 [AL(Upto1yrs
EXONDYS 51 PA ﬁ(c);LGENSMA 13.6-14.0 (Olg); F,Ay
VILTEPSO PA ZOLGENSMA 14.1-14.5 1 |AL(Upto1yrs
VYONDYS 53 PA KG old); PA
Nondepolarizing Muscle Relaxants ﬁgLGENSMA 14.6-15.0 L AL(cl)Jlg)j[oPkyrs
atracurium besylate 50 1 _ 1 [ALU t 1
MG/ML. 100 MG/1OML ﬁgLGENSMA 15.1-15.5 (olg);oPAyrs
cisatracurium besylate L ZOLGENSMA 156-16.0 | 1 |AL(Upto1yrs
SOLN 1 KG old); PA
NIMBEX SOLN (Use _ 1 AL(Up to 1
cisatracurium besylate) ﬁgLGENSMA 16.1-16.5 (0,8);°pAyrS
rocuronium bromide L ZOLGENSMA 16.6-17.0 1 |AL(Upto1yrs
SOLN KG old); PA
vecuronium bromide L ZOLGENSMA 17.1-17.5 1 |AL(Upto1yrs
SOLR KG old); PA
Rett Syndrome Agents ZOLGENSMA 17.6-18.0 1 AL(Upto 1 yrs
DAYBUE 1 |QL(3600 ml per| |KG old); PA
30 day(s) retail;| |ZOLGENSMA 18.1-18.5 1 AL(Upto 1 yrs
3600 ml per 30| [KG old); PA
days mail); i}
AL (At least 2 ﬁgLGENSMA 18.6-19.0 1 AL(Cl)Jlg)FonA yrs
yrs old); PA ’
R 1 AL(Upto 1 yrs
Spinal Muscular Atrophy Agents (SMA) ﬁgLGENSMA 19.1-19.5 (o|§); PAy
EVRYSDI 1| QL(240 ml per | |70 GENSMA 19.6-20.0 1T [AL(Upto 1yrs
35 day(s) retail;| \kg old); PA
240 miper 39 | 1o GENSMA 2.63.0KG | 1 | AL(Up to1yrs
dayS ma”), PA Old) PA
SPINRAZA L PA ZOLGENSMA 20.1-20.5 1 |AL(Upto1yrs
ZOLGENSMA 10.1-10.5 1 AL(U|§ FOPjA yrs | |KG old); PA
KG old); ZOLGENSMA 20.6-21.0 | 1 |AL(Upto1yrs
ZOLGENSMA 10.6-11.0 1 AL(Lfg -topjo\ yrs | |[KG old); PA
KG old); ZOLGENSMA 31-35KG | 1 |AL(Upto1yrs
ZOLGENSMA 11.1-11.5 1 JAL(Up to 1 yrs old); PA
KG old; PA" | |7ZOLGENSMA 3.6-40KG | 1 |AL(Upto1yrs
ZOLGENSMA 11.6-12.0 1 |AL(Upto1yrs old); PA
KG old); PA ZOLGENSMA 4.1-4.5 KG 1 AL(UIS)FOP1A yrs
ZOLGENSMA 12.1-12.5 1 |AL(Upto1yrs oC )
KG old); PA ZOLGENSMA 4.6-5.0 KG 1 AL((l)Jlg)toP1A yrs
ZOLGENSMA 12.6-13.0 1 |AL(Upto1yrs| ZOLGENSMA 5.1-5.5 KG 1 |[AL(Upto1yrs
KG old); PA old); PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug
Tier

Requirements/
Limits

Drug Name

Drug
Tier

Requirements/
Limits

ZOLGENSMA 5.6-6.0 KG

AL(Upto 1 yrs

PHENYLADE PHEBLOC

old); PA POWD OR
ZOLGENSMA 6.1-6.5 KG 1 AL%{S)FOPZIA\WS PHENYLADE PHEBLOC 1
: TABS
- 1 AL(Up to 1 yrs
ZOLGENSMA 6.6-7.0 KG (oI(EJ)); PAy PHENYLADEZ40 DRINK 1
ZOLGENSMA 7.1-75KG | 1 [AL(Upto1yrs| MIXPACK
old); PA PHENYLADE POWD OR 1
ZOLGENSMA 7.6-8.0KG | 1 AL(éfg)_toPA ¥Y'S | [PKU MAXAMUM POWD 1
: OR
- 1 AL(Upto 1 yrs
ZOLGENSMA 8.1-8.5 KG (ol g); PAy SROSOL SOLN ]
ZOLGENSMA 8.6-9.0 KG 1 AL(L{g)tOPjA yrs | IXPHE MAXAMUM PACK 1
ola);
ZOLGENSMA 9.1-9.5 KG 1 AL(Up to 1 yrs OPHTHALMIC AGENTS - Drugs to Treat the Eye
> OLGENSMA S 6100 kG 1 AL(%?));ton\yrs Artificial Tears and Lubricants
s old): PA" | [LACRISERT N
Beta-blockers - Ophthalmic
Carbohydrates betaxolol hcl (ophth) 2 385(15( T' pter'l
SOLN ay(s) retail;
DEXTROSE 30% SOLN 1 15 ml per 30
dextrose SOLN 5 %, 10 1 days mail)
%, 50 %, 70 %, 250 betaxolol hcl (ophth) 2
MG/ML SOLN
DEXTROSE SOLN 1 BETIMOL 1 MP; PA
Lipids BETOPTIC-S SUSP 1
1 IAL(Up to 21 vrs| | brimonidine tartrate- 1 AL(At least 3
DOJOLVI (oﬁj); PA Y| | timolol maleate yrs Olggj MP;
1 |AL(Upto 20 yrs
MCT OIL OIL (ol%); PA | [carteolol hcl (ophth) 1| QL(30 ml per
. 90 day(s) retail;
Proteins 30 ml per 90
amino acids TABS 1 teolol hl (ophif) ; dSyL?Br(r)]arer;p'\éer
carteolol hcl (o
ELCYS 1 P 90 day(s) retail;
PERIFLEX LQ PKU LIQD 1 d30 ml p%r ?\/(I)P
PHENYLADE AMINO 1 ays marl),
ACID BLEND PACK COMBIGAN (Use 1| QL(30 ml per
] brimonidine tartrate- 90 day(s) retail;
PHENYLADE AMINO timolol maleate) 30 ml per 90
ACID BAR days mail);
PHENYLADE MTE 1 AL(At least 3
AMINO ACIDBLEND yrs old); MP
PACK COSOPT (Use 1 MP

PHENYLADE MTE POWD
OR

dorzolamide hcl-timolol
maleate)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.

Oklahoma Complete Health
Updated June 1, 2024

202




Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
COSOPT (Use 9 MP TIMOPTIC-XE SOLG 2 | QL(10 ml per
dorzolamide hcl-timolol (Use timolol maleate 30 day(s) retail;
maleate) (ophth)) 13 mi per_%o
9 ays mai
COSOPT PF_(Use TIMOPTIC-XE SOLG 2 | QL(10 ml per
dorzolamide hcl-timolol . 30 d tail-
maleate) (Use timolol maleate 5§ ?nyl(s)e:e:sgl ;
COSOPT PF (Use 2 |QL(180 ea per| |(OPN)) days mail)
dorzolamide hcl-timolol 90 day(s) retail; T :
maleate) 180 éa per 90 Cholinergic Agonists
days mail) | [TyYRVAYA 1 QL (8.4 ml per
dorzolamide hcl-timolol 2 | QL(180 ea per 30 day(s) retail;
maleate 90 day(s) retail; 8 ml per 30
18d()a§:§ rpr)gil?o days mail); PA
dorzolamide hcl-timolol 1 MP CyElopleg eI
maleate atropine sulfate 1 | QL(3.5 gm per
ISTALOL SOLN (Use 1 PA (ophthalmic) OINT fill retail)
timolol maleate (ophth)) atropine sulfate 1
levobunolol hel 0.5 % 1| QL(30 mi per | |(ophthalmic) SOLN
90 day(s) retail;| |/ ATROPINE SULFATE 1
30 mlper90 | |ISOLN 1 %
days mail); MP 1
timolol maleate (ophth) 2 CYCLOGYL
SOLG CYCLOGYL (Use 1
timolol maleate (ophth) 1 PA cyclopentolate hci)
SOLN 0.5 % CYCLOMYDRIL 1
timolol maleate (ophth) 1 | QL(60 ea per | |cyclopentolate hcl 1 % 1
SON %80 22(23%%‘“ MYDRIACYL SOLN (Use | 1
fimolol maleate (ophth) L MP (mydriatic) SOLN
timolol maleate (ophth) 1| QL(30 ml per | |fropicamide SOLN 1
SOLN 90 day(s) retail;| |tropicamide SOLN 1
30 ml per 90 .
days mail); MP | [Miotics
TIMOPTIC OCUDOSE 1 | QL(60 ea per | |ISOPTO CARPINE SOLN | 9
SOLN (Use timolol 3% SGY(S) re:’;z(a)ll; 1 % (Use pilocarpine hcl)
maleate (ophth)) days mai: PA | [MIOCHOL-E SOLR 1
TIMOPTIC SOLN (Use 1 QL(30 ml per | [MIOSTAT IO 1
timolol maleate (ophth)) 90 day(s) retail; [PHOSPHOLINE IODIDE 1 | QL(15 ml per
30 mi per 90 90 day(s) retail;
days mail); MP 15 ml per 90
days mail); MP

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.

% homa Complete Health
pdated June 1, 2024




Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
pilocarpine hcl SOLN 1 %, | 1 | QL(30 ml per | | pacitracin (ophthalmic) 1 | QL(3.5 gm per
2%, 4% 90 day(s) retail; fill retail); PA
30 ml per 90 | | pacitracin-polymyxin b 1 | QL(3.5 gm per
days mail) (ophth) fill retail)
Ophthalmic Adrenergic Agents BLEPH-10 SOLN (Use 9
ALPHAGAN P 0.1 % (Use | 1 | QL(30 mi per | |Sulfacetamide sodium
brimonidine tartrate) 90 day(s) retail;| [(0PNth))
30 ml per s)ao CILOXAN OINT 1 %(3}5 %m Fgfr
days mail); il retail);
AL(At least 3 | |ciprofloxacin hcl (ophth) 1| QL(10 ml per
: C)SFSZ old); MP | |SOLN fill retail)
ALPHAGAN P 0.15 % L(15 ml per | [oivrofloxacin hel (oohth 1 | QL(2.5 ml per
(Use brimonidine tartrate) 3(1) 5dayI(S) reég”: SgLN (ophth) fill retail)
ml per :
days Enail); ciprofloxacin hcl (ophth) 1 [QLG m flJer fill
AL(At least 3 | |[SOLN retail)
> ler_séogd);lPA ERYTHROMYCIN 1
apraclonidine hcl mi per -
P 90 day(s) retail eryt.‘hromy.cm (ophth) 1
30 ml per 90 | |gatifloxacin (ophth) 1 QL(2.5_m_I per
days mail) _ fill retail); PA
brimonidine tartrate 0.1 %, | 1 | AL(Atleast 3| |gentamicin sulfate (ophth) | 1
0.15 % yrs old); PA | [SOLN
brimonidine tartrate 0.15 1| QL(15 ml per | \moxifloxacin hcl (ophth) 1 PA
% 30 day(s) retail;| | SOLN OP
1 c? ml per,go NATACYN 1
ays mail); . ——
AL (At least 3 ne;ymycm-baatracm zn- 1 QLl(‘iGISI-?e%:iI )per
yrs old); PA | [POymyXin _
brimonidine tartrate 0.2 % | 1 1 package(s) ||neomycin-polymyxin- 1
per 30 day(s) | |gramicidin
retail; 3 OCUFLOX (Use ofloxacin | 1
package(s) per (ophth))
90 day(s) mail; . 1
AL(At least 3 | |ofloxacin (ophth)
yrs old); MP_| | polymyaxin b-trimethoprim 1| 1 package(s)
IOPIDINE 2 perr;%”qa%/(s)
SIMBRINZA 1| QL(24 ml per package(s) per
99 day(s) refail 10 day(s) mail
dar;/]s F?ﬁ;i?)o sulfacetamide sodium 1| QL(3.5 gm per
. . : (ophth) OINT fill retail); PA
Ophthalmic Anti-infectives ; ;
sulfacetamide sodium 1
AZASITE 1| QL(2.5 ml per | | (ophth) SOLN
fil retail), PA tobramycin (ophth) SOLN | 1
BACIGUENT 1 PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
TOBREX OINT 1 | QL(3.5gm per| RHOPRESSA 1 | QL(7.5 ml per
fill retail) 90 day(s) retail;
trifluridine 1 QL(7.5 ml per 8 ml per 90
fill retail) days mail); MP
VIGAMOX SOLN OP 1 PA ROCKLATAN 1 | QL(10 ml per
(Use moxifloxacin hcl 92 gayl(S) regtgll;
(ophth)) mi per
XDEMVY 1 | AL(Atleast 18 days mail); MP
yrs old); PA | |Ophthalmic Local Anesthetics
ZYMAXID (Use 1| QL(2.5 ml per 7
gatifloxacin (ophth)) fill retail); PA gl_o%glrcha ir(iLejshecl)
Ophthalmic Gene Therapy proparacaine hcl 1
LUXTURNA 1 AL(Atleast 4 | | tetracaine hcl (ophth) 1
: yrs old); PA_| Fyotracaine hol (ophth) 1
gpzhalrrsn(c)lmmunomodulatorj QL(60 Ophthalmic Nerve Growth Factors
EQUA SOLN ea per
30 dayc) et | OXERVATE TS
60 ea per 30 14miper 12
days mall), PA days mail), PA
cyclosporine (ophth) 1 QL(2 ea daily) y ,
EMUL Ophthalmic Steroids
RESTASIS MULTIDOSE 1| QL(5.5 mlper | |A| REX SUSP (Use 3 | QL(10 ml per
EMUL 30 day(s) retail;) | ioteprednol etabonate) 30 day(s) retail;
6 ml per 30 10 ml per 30
days mail); PA days mail)
RESTASIS EMUL (Use 1| QL(2 ea daily) | [pacitracin-poly-neomycin- | 1 | QL(3.5 gm per
cyclosporine (ophth)) he fill retail); PA
VERKAZIA EMUL 1| QL(120 ea per | | yoxamethasone sodium 1
3?2%ae)/;s) erftg‘(')'? phosphate (ophth)
days map”); PA | |difluprednate 1 PA
VEVYE SOLN 1 | AL(Atleast 18 | | DUREZOL (Use 9
yrs old); PA | |difluprednate)
Ophthalmic Integrin Antagonists B%REZC?L (S/se 1
1 L(60 ifluprednate
XIIDRA 30 ly(s) retail| |EYSUVIS SUSP T | QL@.3 mi per
ay(s) retail; 15 day(s) retail;
6((13 2 per_li;:O 8 m)I/per 15
ays mail); e
AL(At least 17 days mail); PA
yrs old); PA | |[FLAREX 1

Ophthalmic Kinase Inhibitors

fluorometholone (ophth)
SUSP

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used

for an FDA approved indication
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
FML FORTE SUSP 1 | QL(15 mlper | IMAXITROL OINT (Use 1 |QL(3.5gm per
30 day(s) retail;| | neomycin-polymy- fill retail)
d1 5mi p(_?)r 3POA dexameth)
ays mail), 1 | QL(5 ml per fill
FML LIQUIFILM SUSP 1 oo Sohy © o
(Use fluorometholone dexameth)
(ophth)) MAXITROL SUSP (U 9
INVELTYS SUSP T [QL@28miper | [psom o (Use
. ycin-polymy-
12 day(s) retail; d th
3 ml per 12 exameth)
days mail); PA | |neomycin-polymy- 1 QL(3.5 gm per
LOTEMAX SM GEL 1 [QL(5 gm per 12 |dexameth OINT fill retail)
day(s) retail; 5 | | neomycin-polymy- 1 QL(5 ml per fill
gm pe_rl)1 2P dAayS dexameth SUSP retail)
mail); , ,
LOTEMAX GEL (Use 1 |QL(5 gm per 15 ’(’eomyc’”'PO’ymyX’”'hC 1| GL(r.5 mi per
. ophth) ill retail);
loteprednol etabonate) day(s) retail; 5
gm per 15 days| |PRED FORTE (Use 1 QL(15 ml per
mail) prednisolone acetate 32 5day|(3) re3t?)|l;
LOTEMAX OINT 1 | QL(3.5 gm per| |(ophth)) mi per
15 day(s) retail; days mail); PA
4 gm per 15 | |PRED MILD 1
days mail) | |prednisolone acetate 1| QL(15 ml per
LOTEMAX SUSP (Use 1| 2 package(s) | |(ophth) 30 day(s) retail;
loteprednol etabonate) per 30 day(s) 15 ml per 30
iZetall(; 2) days mail)
package(s) per dnisol tat 1
30 ay(s) e | | Fpeshisclone acetate
/gl‘EefI’ean/ etabonate 1 PA PREDNISOLONE 1
SODIUM PHOSPHATE
loteprednol etabonate 3 sulfacetamide sod- 1
0,
;SltJSP 3'2 f)t p— 3 5 package(s) prednisolone SOLN
oteprednol etabonate
oe gp % oer 30 day(s) || TOBRADEX ST SUSP 1 3815(620(STL ggl_
retail; 2 y ;
20 ml per 30
packagel(s) per days mail)
ay(s) mail;
TOBRADEX OINT 1 | QL(3.5 gm per
loteprednol etabonate 1 12 pacigge(s) fill retail); A
SUSP 0.5 % per 30 day(s) | | TOBRADEX SUSP (Use |8 |  bagkage(s)
' retail: 2 tobramycin- per o day(s
’ dexamethasone retail; 1
g%cg : g(z()sr)ngﬁ_r ) package(s) per
}I/:’A ’ 5 day(s) mail

loteprednol etabonate
SUSP 0.5 %

PA

MAXIDEX SUSP OP

TOBRADEX SUSP (Use
tobramycin-
dexamethasone)

1 package(s)
per 15 day(s)
retail; 1
package(s) per
15 day(s) mail

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
tobramycin- 1 | 1package(s) | | BEPREVE (Use 3 | QL(10 ml per
dexamethasone SUSP per 5 day(s) | |bepotastine besilate) 30 day(s) retail;
retail; 1 10 ml per 30
package(s) per days mail)
5 day(s) mail; | | prinzolamide 1| QL(30 ml per
PA fill retail); MP;
tobramycin- 1 1 package(s) PA
dexamethasone SUSP per 1 t5 Flja1y(5) bromfenac sodium (ophth) | 1 ST, PA
retail; .
/ BROMSITE (Use 1 [ QL(5 ml per fill
qgcgsg(z()sr)ngﬁ_r bromfenac sodium retail); ST; PA
PA "| |(ophth))
tobramycin- 1 1 package(s) | [BSS PLUS SOLN 1
dexamethasone SUSP per 1 t0 ,-llqa1y(8) BSS SOLN 1
paclzzgaé(,s) per| |cromolyn sodium (ophth) 1| QL(10 ml per
10 day(s) mail; 30 day(s) retail;
PA ’ 1grnlpep%0
ays mai
ZYLET L PA CYSTADROPS T ,QLe0mlper
ics - Misc. ay(s) retail;
Ophthalmics - Misc 20 ml per 28
ACULAR (Use ketorolac | 1 days mail); PA
tromethamine (ophth)) CYSTARAN 1 QL(60 ml per
ACULARLS (Use 1 |QL(5 ml per 30 30 day(s) retail;
ketorolac tromethamine day(s) retail; 5 60 ml per 30
(ophth)) ml per 30 days days mail); PA
mail); ST; PA | | diclofenac sodium (ophth) | 1 1 package(s)
ACUVAIL 1 QL(30 ea per per 10 _day(s)
12 day(s) retail; retail; 1
30 ea per 12 package(s) per
days mail); ST; 10 day(s) mail
PA diclofenac sodium (ophth) | 1 1 package(s)
ALOMIDE 3 QL(10 ml per per 5 day(s)
30 day(s) retail; retail; 1
10 ml per 30 package(s) per
days mail) 5 day(s) mail
azelastine hcl (ophth) 2 |QL(6 mlper 30| |dorzolamide hcl 1 QL(30 ml per
day(s) retail; 6 90 day(s) retail;
ml per 30 days 30 ml per 90
mail) days mail); MP
AZOPT (Use 1 QL(30 ml per | |epinastine hcl (ophth) 2 |QL(5 mlper 30
brinzolamide) fill retail); MP day(s) retail; 5
AZOPT (Use 9 | QL(30 ml per mi Per;gﬁ’)days
brinzolamide) fill retail); MP , ,
: : fluorescein sodium 1
bepotastine besilate 3 38'(—1(10 mi pter'l' injection IV 10 %
10%(2)6;633' | [FLUORESCITEIV10% | 1
days mail) (Use fluorescein sodium

injection)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug

Requirements/

Drug Name

Drug

Requirements/

Tier [Limits Tier [Limits
FLUOR-I-STRIPS A.T. 1 PATADAY 0.1 % (Use 2 | 1package(s)
STRP olopatadine hcl) per 25 day(s)
flurbiprofen sodium 1 QL]c(ﬁ-5 tm'll)per pac£:§g(51) per
ill retai .
GLOSTRIPS STRP 1 MG 25 day(s) mail;
ILEVRO QL(3 ml per 12| [pATADAY EXTRA 2 | 2 package(s)
day(s) retail, 3 | |STRENGTH per 30 day(s)
ml per 12 days retail; 2
mail); ST; PA package(s) per
ketorolac tromethamine 1 30 day(s) mail
(ophth) 0.5 % PROLENSA (Use 1 QL(3 ml per fill
ketorolac tromethamine 1 |QL(5 ml per 30| | bromfenac sodium retail); ST; PA
(ophth) 0.4 % day(s) retail; 5 | | (ophth))
ml per g@r_dg)/f TRUSOPT (Use 9 MP
PR — oy —— - Tg;)c’;kag,e ®) dorzolamide hcl)
0(.90%;?’/27 umarate (ophth) per 30 day(s) | [ZADITOR 0.035 % (Use 1 | 1 package(s)
retail: 1 ketotifen fumarate per 3’[0 _Id_a1Y(S)
package(s) per| [(0phth)) pacli?a gaé (s) per
30 day(s) mail; 30 day(s) mail.
AL(Up tlg)zo yrs AL(Up to 20 yrs
o
: 1 |AL(Up to 20 yrs old)
ge(l)‘gtéf% fumarate (ophth) ( pold) Y'S| [ ADITOR 0.035 % (Use 9
i ketotifen fumarate
MIEBO 1| QL(12 mlper || 5hnth))
30 day(s) retail; 3 QL60
12miper 30 || ZERVIATE 30 dayls) retatl
days mail), 60 ot per 30
AL(At least 18 r P A
yrs old); PA ays mail)
MURO 128 SOLN (Use 1 |AL(Up to 20 yrs| |Prostaglandins - Ophthalmic
sodium chloride old); PA bimatoprost SOLN >
hypertonic) - P 5 1 K
NEVANAC 1 |QL(3 ml per 12 bimatoprost SOLN epraSCO eclj%e(é))
day(s) retail; 3 P retail- 1y
rprl]ap_le)f éZTdSX\S package(s) per
, T AR=E 30 day(s) mail
olopatadine hcl 0.2 % 3 RX/OTC 3% gay(s) reé%il;
PATADAY 0.2 % (Use 3 | 1package(s) ca per
olopatadine hcl per 25 day(s) days mail), PA
P ) retail; 1 latanoprost SOLN 1 QL(30 ml per
package(s) per 9% gayl(s) reégll;
25 day(s) mail; mi per
RX/OTC days mail); MP

LUMIGAN SOLN 0.01 %

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug
Tier

Requirements/
Limits

Drug Name

Drug
Tier

Requirements/
Limits

tafluprost

QL(30 ea per
30 day(s) retail;
30 ea per 30
days mail); PA

TRAVATAN Z SOLN (Use
travoprost)

6 package(s)
per 90 day(s)
retail; 6
package(s) per
90 day(s) mail;
MP

travoprost SOLN

6 package(s)
per 90 day(s)
retail; 6
package(s) per
90 day(s) mail;
MP; PA

VYZULTA

QL(5 ml per 30

day(s) retail; 5

ml per 30 days
mail); PA

XALATAN SOLN (Use
latanoprost)

QL(30 ml per
90 day(s) retail;
30 ml per 90
days mail); MP

XELPROS EMUL

QL(10 ml per
30 day(s) retail;
10 ml per 30
days mail)

ZIOPTAN (Use tafluprost)

QL(30 ea per
30 day(s) retail;
30 ea per 30
days mail)

ZIOPTAN (Use tafluprost)

Otic Agents - Miscellaneous

9

OTIC AGENTS - Drugs to Treat the Ear

acetic acid (otic) 1 | QL(15 ml per
30 day(s) retail;
15 ml per 30
days mail)
Otic Anti-infectives
CETRAXAL (Use 9
ciprofloxacin hcl (otic))
ciprofloxacin hcl (otic) 2 | QL(14 ea per
14 day(s) retail;
14 ea per 14
days mail)
ofloxacin (otic) 1

Otic Combinations

CIPRO HC 1

CIPRODEX (Use 2 | QL(7.5 ml per

ciprofloxacin- fill retail)

dexamethasone)

ciprofloxacin- 2

dexamethasone

ciprofloxacin-fluocinolone 2 |QL(14 eaper?

acetonide day(s) retail; 14
ea per 7 days

mail)
CORTISPORIN-TC 1 QL(10 ml per
fill retail)

neomycin-polymyxin-hc 2 | QL(10 ml per

(otic) SOLN fill retail); ST

neomyecin-polymyxin-hc 2 ST

(otic) SUSP

Otic Steroids

DERMOTIC (Use 1 QL(20 ml per

fluocinolone acetonide fill retail)

(otic))

fluocinolone acetonide 1

(otic)

hydrocortisone w/acetic 1 PA

acid

HYDROCORTISONE/ACE| 1 PA

TIC ACID (Use

hydrocortisone w/acetic
acid)

OXYTOCICS - Drugs to Prevent/Control Uterine
Bleeding

Abortifacients/Agents for Cervical Ripening

CERVIDIL INST

1

PREPIDIL GEL

1

Oxytocics

methylergonovine maleate
SOLN

methylergonovine maleate
TABS

oxytocin

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
PITOCIN (Use oxytocin) 1 KEDRAB SOLN 1
PASSIVE IMMUNIZING AND TREATMENT NABI-HB SOLN IM 1 AL(ArtS lizla;)t 19
AGENTS - Antibody Drugs to Treat Low Immune OCTAGAM SOLN 1 Y
System PANZYGA 1
Immune Serums PRIVIGEN SOLN 1
ASCENIV 1 RHOGAM ULTRA- 1
BIVIGAM SOLN 1 I:I\I/ILTERED PLUS SOSY
CUTAQUIG E RHOPHYLAC SOSY 1J 1
CUVITRU SOLN 1 VARIZIG SOLN 1
CUVITRU SOLN E WINRHO SDF SOLN 1500| 1
CYTOGAM 1 UNIT/1.3ML, 2500
1 UNIT/2.2ML, 15000
g;ﬁfg_’;’;ﬂMA DIF SOLN 1 UNIT/13ML
WINRHO SDF SOLN 5000 1 | QL(4.4 ml per

GAMMAGARD LIQUID 1 UNIT/4.4ML fill retail)
GAMMAGARD S/D IGA 1 XEMBIFY 1
LESS THAN 1MCG/ML
SOLR Monoclonal Antibodies
GAMMAKED 1 GM/10ML, | 1 BEYFORTUS 1 |AL(Upto1yrs
5 GM/50ML, 10 old)
GM/100ML, 20 GM/200ML EVUSHELD 1 AL(At least 12
CAMMAPLEX SOLN 1 SYNAGIS SOLN 50 1 QL{OrSSOrlrﬂ)per
GAMMAPLEX SOLN 1 MG/0.5ML 30 day(s)
GAMUNEX-C 1 retail); AL(Up to
HEPAGAM B SOLN 1J 1 |AL(Atleast 19 2 yrs old), PA

(yrs old) SYNAGIS SOLN 100 1 %L(z r)nl rie_rl 310

MG/ML ay(s) retail,

HIZENTRA SOLN 1 ml per 30 days
HIZENTRA SOLN 1 mail); AL(Up to
HIZENTRA SOSY 1 2 yrs old); PA
HYPERHEP B SOLN IM 1 AL(At least 19 | |Passive Immunizing Agents - Combinations

yrs old) | Hvavia 1
HYPERHEP BSOSY 110 | 1 |AL(Atleast 19
UNIT/0.5ML yrs old) PENICILLINS - Drugs to Treat Bacterial Infections

HYPERRAB SOLN

HYPERRHO S/D MINI-
DOSE SOSY IM

HYPERRHO S/D SOSY
IM 1500 UNIT

HYPERTET SOSY

AL(At least 19

Aminopenicillins

amoxicillin CAPS

amoxicillin CHEW 125
MG, 250 MG

amoxicillin SUSR

yrs old)

amoxicillin SUSR

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug
Tier

Requirements/
Limits

Drug Name

Drug
Tier

Requirements/
Limits

AMOXICILLIN SUSR
(Use amoxicillin)

amoxicillin TABS

ampicillin sodium IJ 1 GM,
2 GM, 250 MG, 500 MG

ampicillin CAPS 500 MG

Natural Penicillins

BICILLIN L-A SUSY

BICILLIN L-A SUSY

penicillin g potassium

—_ | A

PENICILLIN G
POTASSIUM IN ISO-
OSMOTIC DEXTROSE
40000 UNIT/ML, 60000
UNIT/ML

penicillin g sodium

penicillin v potassium
SOLR

penicillin v potassium
TABS

Penicillin Combinations

amoxicillin & pot
clavulanate CHEW

AUGMENTIN TABS 125
MG-500 MG (Use
amoxicillin & pot
clavulanate)

BICILLIN C-R 300000
UNIT/2ML-900000
UNIT/2ML, 300000
UNIT/ML-300000 UNIT/ML

piperacillin sodium-
tazobactam sodium

UNASYN IJ 1 GM-0.5 GM,
2 GM-1 GM (Use
ampicillin & sulbactam
sodium)

UNASYN IJ 1 GM-0.5 GM,
2 GM-1 GM (Use
ampicillin & sulbactam
sodium)

UNASYN BULK PACK IV
(Use ampicillin &
sulbactam sodium)

ZOSYN

1

Penicillinase-Resistant Pen

icillins

dicloxacillin sodium

1

NAFCILLIN

1

amoxicillin & pot
clavulanate SUSR

nafcillin sodium IJ 1 GM, 2
GM

1

amoxicillin & pot
clavulanate TABS

oxacillin sodium IJ 1 GM,
2 GM

1

amoxicillin & pot
clavulanate TABS

amoxicillin & pot
clavulanate TB12

QL(40 ea per
10 day(s) retail;
40 ea per 10
days mail); PA

ampicillin & sulbactam
sodium IV 1 GM-0.5 GM,
10 GM-5 GM, 2 GM-1 GM

AUGMENTIN ES-600
SUSR (Use amoxicillin &
pot clavulanate)

AUGMENTIN SUSR 31.25
MG/5ML-125 MG/5ML

OXACILLIN SODIUM 2
GM/50ML-300 MG/50ML

1

PHARMACEUTICAL ADJUVANTS

Flavoring Agents

CHERRY FLAVOR LIQD

1

AL(Up to 20 yrs
old); RX/OTC

Internal Vehicle Ingredients/Agents

THICK-IT #2 POWD

1

AL(Up to 20 yrs
old); PA

Liquid Vehicles

bacteriostatic sodium
chloride

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits

bacteriostatic sodium 1 medroxyprogesterone 1
chloride acetate 2.5 MG, 5 MG, 10
BACTERIOSTATIC 1 MG
WATER megestrol acetate 1
FORINJECTION/BENZYL (appetite)
ALCOHOL norethindrone acetate 1
CHERRY SYRUP 1 Al-lglfpég( %)ngs TABS

olq); 1
glycine diluent 1 Z; Zgzz:z; Zzz gj‘LP S 1
ORA-BLEND SF SUSP 1 |AL(Up to 20 yrs

olg);pRX/OT)é PROMETRIUM CAPS 1
ORA-BLEND SUSP 1 |AL(Up to 20 yrs| | (Use progesterone)

old); RX/OTC | PROMETRIUM CAPS 9
ORAL SUSPEND LIQD 1 |AL(Up to 20 yrs| | (Use progesterone)

Ak RADTE | IPROVERA (Use 1

ORAL SYRUP SF SYRP oIEj)'pR())( /OT%S medroxyprogesterone

ORA-PLUS LIQD 1 |AL(Up to 20 yrs
old); RX/OTC
ORA-SWEET SF SYRP 1 |AL(Up to 20 yrs
10 %-9 % old); RX/OTC
SIMPLE SYRUP 1 |AL(Up to 20 yrs
old); RX/OTC

STERILE DILUENT FOR
REMODULIN (Use

acetate)

PSYCHOTHERAPEUTIC AND NEUROLOGICAL

AGENTS - MISC. - Drugs to Treat Mental and
Emotional Conditions

Agents for Chemical Dependency

acamprosate calcium

1
glycine diluent) acamprosate calcium 1
SYRPALTA SYRP 1 |AL(Up to 20 yrs| | disulfiram 1
old), RXIOTC | 1 ieram 1
SYRUP VEHICLE SYRP 1 |AL(Up to 20 yrs
ol(d); RX/OTC | [LUCEMYRA 1 1%L§16? ?a per
Y . 1 ay(s) retail;
Zvjater for injection, sterile 168 ea per 14
ter for iniecti tori] 1 days mail); PA
ma erforinjection, stertie Anti-Cataplectic Agents
Pharmaceutical Excipients ggE,I\IUM OXYBATE L PA
SODIUM BENZOATE 1 RX/OTC | RYREM SOLN 1 PA
PROGESTINS - Hormone Replacement/Modifying JNEa/I\Y 1 QL (540 ml per
30 day(s) retail;
Drugs 540 ml per 30
Progestins AdLaﬁ Imailt);7
eas
AYGESTIN TABS (Use 1 yré old): PA

norethindrone acetate)

Antidementia Agents

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
ADLARITY PTWK 1 |QL(4 ea per 28| | galantamine 1| AL(At least 51
day(s) E%t?j"; 4 | | hydrobromide SOLN yrs old); PA
ea per ays ;
mail), AL(AL | |92 T ABS 1 AL(QQ%?S;M
least 51 yrs yarobromiae i
old); PA galantamine 1 | QL(2 ea daily);
ADUHELM PA hydrobromide TABS 4 MG AL(At Ilg)as'\’;l g1
yrs old);
ARICEPT TABS 23 MG AL(At least 51 | ["F~EvB 1 PA
(Use donepezil yrs old); PA

hydrochloride)

ARICEPT TABS 5 MG
(Use donepezil
hydrochloride)

QL(2 ea daily);
AL(At least 51
yrs old); MP

memantine hcl CP24

QL(1 ea daily);
AL(At least 51

ARICEPT TABS 10 MG
(Use donepezil
hydrochloride)

QL(3 ea daily);
AL(At least 51
yrs old); MP

yrs old); PA
memantine hcl CP24 14 1 | AL(At least 51
MG, 21 MG, 28 MG yrs old); PA
memantine hcl CP24 7 1 PA

MG

donepezil hydrochloride
TABS 5 MG

QL(2 ea daily);
AL(At least 51
yrs old); MP

memantine hcl SOLN 2
MG/ML

AL(At least 51
yrs old); PA

donepezil hydrochloride
TABS 10 MG

QL(3 ea daily);
AL(At least 51

memantine hcl TABS 5
MG

QL(4 ea daily);
AL(At least 51
yrs old); MP

memantine hcl TABS 10
MG

QL(3 ea daily);
AL(At least 51

yrs old); MP
donepezil hydrochloride 1 | AL(At least 51
TABS 23 MG yrs old); PA
donepezil hydrochloride 1 | AL(At least 51
TBDP yrs old):; PA

yrs old); MP
memantine hcl TABS 1 | AL(At least 51
yrs old); PA
NAMENDA TITRATION 1 AL(At least 51
PAK TABS (Use yrs old); PA

memantine hcl)

EXELON 13.3 MG/24HR 9
(Use rivastigmine)
EXELON (Use 1 QL(30 ea per
rivastigmine) 30 day(s) retail;
30 ea per 30
days mail);
AL(At least 51
yrs old); PA
EXELON 4.6 MG/24HR, 9 | AL(At least 51
9.5 MG/24HR (Use yrs old)

rivastigmine)

NAMENDA XR CP24 7 9 | QL(1 ea daily)
MG, 14 MG, 28 MG (Use

memantine hcl)

NAMENDA XR CP24 14 1 |QL(1 ea daily);
MG, 21 MG, 28 MG (Use AL(At least 51
memantine hcl) yrs old); PA
NAMENDA TABS (Use 9 MP

memantine hcl)

EXELON (Use
rivastigmine)

QL(30 ea per
30 day(s) retail;
30 ea per 30
days mail);
AL(At least 51
yrs old); PA

NAMZARIC C4PK

QL(28 ea per
28 day(s) retail;
28 ea per 28
days mail);
AL(At least 51
yrs old); PA

galantamine
hydrobromide CP24

AL (At least 51
yrs old); PA

NAMZARIC CP24

QL(1 ea daily);
AL(At least 51
yrs old); PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
RAZADYNE ER CP24 9 | AL(Atleast 51 | IAUSTEDO XR TB24 6 11 QL(1 ea daily);
(Use galantamine yrs old) MG, 12 MG PA
hydrobromide) AUSTEDO XR TB24 24 1 | QL(2 ea daily);
rivastigmine 1 38'(—1(30( e)a pter'l MG PA
ay(s) retail; TN
30 ea per 30 | [AUSTEDO TABS 1 QL4 ?DaA daily);
days mail); TN
AL(At least 51 | |INGREZZA CAPS T QL e, daily);
yrs old); PA 1 QL(28 ea per
rivastigmine tartrate 1 | AL(At least 51 | INGREZZA CPPK 28 d(ay(s) reptail;
CAPS 1.5 MG, 4.5 MG, 6 yrs old) 28 ea per 28
MG _ days mail); PA
rivastigmine tartrate 1 |QL(2 ea daily); | |tetrabenazine 1 PA
CAPS 3 MG ALAL least o1 | IXENAZINE (Use 1 PA
o , yrs old) tetrabenazine)
Combination Psychotherapeutics - -
_ _ Multiple Sclerosis Agents
chlordiazepoxide- 1 __
amitriptyline AMPYRA (Use 1 |QL(2 ea daily);
Py dalfampridi PA
LYBALV] 1 [QL(1 ea daily); | | d@/fampridine) _
AL(At least 18 | |[AUBAGIO (Use 1 1 QL(1 ea daily);
yrs old); PA | |teriflunomide) PA
olanzapine-fluoxetine hcl 1 |QL(1 ea daily);| [AUBAGIO (Use 9
'?/'Fé'i‘;‘klje)_ag A5 teriflunomide)
— 1 L(1 28
olanzapine-fluoxetine hcl 1 [QL(1 ea daily); | |AVONEX PEN AJKT %a§,(3(§arquir|- 1
AL(At least 5 ’
. ea per 28 days
yrs old); PA mail); PA
perphenazine-amitriptyline | 1 AVONEX PSKT 1 |QL(3 ea per 84
perphenazine-amitriptyline | 1 day(s) retail; 3
SYMBYAX 25 MG-3 MG, 1 | QL(1 ea daily); ea per 84 days
25 MG-6 MG (Use AL(At least 5 SAFIERTAM : QLr(ZfaleIe)a, (ljD:;Ai\ly)
ine- i rs old); PA ;
olanzapine-fluoxetine hcl) y ) AL(At least 18
Fibromyalgia Agents yrs old); PA
SAVELLA TITRATION 1] QLee ea per BETASERONKIT b Aoee
PACK MISC ay(s) retail;
55 ea per 28 | |[BRIUMVI 1 PA
days mail); ST;| [COPAXONE SOSY 40 9
PA MG/ML (Use glatiramer
SAVELLA TABS 1 | QL(2 ea daily); | |acetate)
ST.PA__|[COPAXONE SOSY 20 1| QL(30 ml per
Movement Disorder Drug Therapy MG/ML (Use glatiramer 30 day(s) retail;
acetate) 30 ml per 30
AUSTEDO XR PATIENT 1| QL(42 ea per days mail); PA

TITRATION KIT TEPK

28 day(s) retail;
42 ea per 28
days mail); PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
COPAXONE SOSY 40 1 | QL(12 ml per | |PLEGRIDY STARTER 1 |QL(1 ml per 28
MG/ML (Use glatiramer 28 day(s) retail; |PACK SOPN day(s) retail; 1
acetate) 12 ml per 28 ml per 28 days
days mail); PA mail); PA
dalfampridine 1 | QL(2 ea daily); | |PLEGRIDY STARTER 1 |QL(1 ml per 28
PA PACK SOSY SC day(s) retail; 1
dimethyl fumarate CDPK 1 | QL(2 ea daily); ml per 28 days
PA mail); PA
dimethyl fumarate CPDR 1 | QL(14 ea per | |PLEGRIDY SOPN 1 |QL(1 ml per 28
120 MG fill retail); PA day(s) retail; 1
dimethyl fumarate CPDR 1 |QL(2 ea dalily); m! rp;%ril)Z.SP('ja.\ays
240 MG PA :
PLEGRIDY SOSY IM 1 |QL(1 ml per 28
EXTAVIAKIT 1 QL(0.5 ea day(s) retail; 1
daily); PA ml per 28 days
fingolimod hcl mail); PA
GILENYA (Use QL(1 ea daily);| |IPONVORY 14-DAY 1 | QL(14 ea per
fingolimod hcl) PA STARTER PACK TBPK 14} fay(S) re1till;
glatiramer acetate SOSY 1 | QL(30 ml per daf,i f’ne;").
20 MG/ML 30 day(s) retail; AL(At least 18
days mail). PA’ (5 55y oRY TABS 1 Q{r(i o8 daily);
glatiramer acetate SOSY 1 | QL(12 ml per AL(At least 18
40 MG/ML 28 day(s) retail; 1d): PA
12 ml per 28 yrs old);
days mail): PA | |REBIF REBIDOSE 1| QL(4.2 ml per
KESIMPTA T [ QL(0.4 ml per | | TITRATIONPACK SOAJ 30 day(s) retail;
28 day(s) 4 ml per 30
retail); AL (At days mail); PA
least 18 yrs || REBIF REBIDOSE SOAJ 1 |QL(6 ml per 28
Old) PA day(S) retall; 6
MAVENCLAD 1 PA Ml e ey
MAYZENT STARTER 1 | QL(12 eaper | [REBIF TITRATION PACK | 1 | QL(4.2 ml per
PACK TBPK fill retail); PA | |sosy 30 day(s) retail;
MAYZENT STARTER 1| QL(49 ea per 4 ml per 30
PACK TBPK 28 day(s) retail; days mail); PA
49 ea per 28 | |REBIF SOSY 1 |QL(6 ml per 28
days mail); PA day(s) retail; 6

MAYZENT TABS 1 MG, 2
MG

QL(1 ea daily);
PA

ml per 28 days
mail); PA

MAYZENT TABS 0.25 MG

QL(112 ea per
28 day(s) retail;
112 ea per 28
days mail); PA

TASCENSO ODT

QL(1 ea daily);
AL(At least 10
yrs old); PA

OCREVUS

PA

TECFIDERA STARTER
PACK CDPK (Use
dimethyl fumarate)

QL(2 ea daily);
PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/

Tier [Limits Tier |Limits
TECFIDERA CPDR 120 1 | QL(14 ea per | |fluoxetine hcl (pmdd) 1 | QL(45 ea per
MG (Use dimethyl fill retail); PA | | TABS 30 day(s) retail;
fumarate) 45 ea pger_30
TECFIDERA CPDR 240 1 [QL(2 ea dalily); days mail), PA
MG (Use dimethyl PA Pseudobulbar Affect (PBA) Agents

fumarate)

terifflunomide

QL(1 ea daily);
PA

VUMERITY

QL(4 ea daily);
PA

NUEDEXTA

1

QL(2 ea daily);
AL(At least 18

yrs old); PA

ZEPOSIA 7-DAY
STARTER PACK CPPK

QL(7 ea per fill
retail); PA

Psychotherapeutic and Neurological Agents -

Misc.

ergoloid mesylates TABS

1

pimozide

1

Restless Leg Syndrome (RLS) Agents

HORIZANT

1

QL(1 ea daily);
PA

Smoking Deterrents

ZEPOSIA STARTER KIT 1 QL (28 ea per
CPPK 28 day(s) retail;
28 ea per 28
days mail); PA
ZEPOSIA STARTER KIT 1 QL(37 ea per
CPPK 37 day(s) retail;
37 ea per 37
days mail); PA
ZEPOSIA CAPS 1

QL(1 ea daily);
PA

Postherpetic Neuralgia (PHN)/Neuropathic Pain

Agents

bupropion hcl (smoking
deterrent)

QL(100 ea per
50 day(s) retail;
200 ea per 100

gabapentin (once-daily)
TABS

PA

GRALISE TABS 300 MG,
450 MG

QL(1 ea daily);
PA

GRALISE TABS 600 MG,
750 MG, 900 MG

QL(2 ea daily);
PA

GRALISE TABS (Use
gabapentin (once-daily))

QL(2 ea daily);
PA

GRALISE TABS (Use
gabapentin (once-daily))

QL(1 ea daily);
PA

days mail); MP
NICODERM CQ PT24 TD 9
(Use nicotine)
NICORETTE MINI LOZG 9
(Use nicotine polacrilex)
NICORETTE STARTER 9
KIT GUM (Use nicotine
polacrilex)
NICORETTE GUM (Use 9
nicotine polacrilex)
NICORETTE LOZG (Use 9

nicotine polacrilex)

LYRICA CR (Use
pregabalin (once-daily))

QL(1 ea daily);
PA

nicotine polacrilex GUM

nicotine polacrilex LOZG

LYRICA CR (Use
pregabalin (once-daily))

QL(1 ea daily);
PA

pregabalin (once-daily)

QL(1 ea daily);
PA

NICOTINE
TRANSDERMAL SYSTEM
KIT

QL(1 ea daily)

Premenstrual Dysphoric Disorder (PMDD) Agents

nicotine PT24 TD 7
MG/24HR, 14 MG/24HR,
21 MG/24HR

QL (30 ea per
30 day(s) retail;
30 ea per 30
days mail)

NICOTROL INHALER
INHA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug
Tier

Requirements/
Limits

Drug Name

Drug
Tier

Requirements/
Limits

NICOTROL NS SOLN

varenicline tartrate TABS

QL(2 ea daily);
AL(At least 17

KALYDECO PACK 5.8
MG, 13.4 MG

QL(56 ea per
28 day(s) retail;
56 ea per 28
days mail);
AL(Upto 1 yrs
old); PA

KALYDECO PACK 25
MG, 50 MG, 75 MG

QL(56 ea per
28 day(s) retail;
56 ea per 28
days mail);
AL(Up to 5 yrs
old); PA

yrs old)
varenicline tartrate TBPK 1 | AL(Atleast 17
yrs old)
Transthyretin Amyloidosis Agents
AMVUTTRA 1 QL(0.5 ml per
90 day(s)
retail); PA
TEGSEDI 1 |QL(6 ml per 28
day(s) retail; 6
ml per 28 days
mail); PA
WAINUA 1 PA

Vasomotor Symptom Agents

KALYDECO TABS

QL(56 ea per
28 day(s) retail;
56 ea per 28
days mail);
AL(At least 2
yrs old); PA

BRISDELLE (Use
paroxetine mesylate
(vasomotor))

9

paroxetine mesylate
(vasomotor)

1

QL(1 ea daily);
PA

RESPIRATORY AGENTS - MISC. - Drugs to Treat
Lung Conditions

Alpha-Proteinase Inhibitor (Human)

ORKAMBI PACK 125 MG-
100 MG, 188 MG-150 MG

QL(56 ea per
28 day(s) retail;
56 ea per 28
days mail);
AL(At least 1
yrs old - Up to
6 yrs old); PA

ARALAST NP SOLR 500

1

AL(At least 18

ORKAMBI PACK 94 MG-
75 MG

QL(56 ea per
28 day(s) retail;
56 ea per 28
days mail);
AL(At least 1
yrs old - Up to
2 yrs old); PA

MG, 1000 MG yrs old); PA
GLASSIA SOLN 1 AL(At least 18
yrs old); PA
PROLASTIN-C SOLN 1 PA
ZEMAIRA SOLR 1 AL(At least 18
yrs old); PA
ZEMAIRA SOLR 1 AL(At least 18
yrs old); PA

ORKAMBI TABS

QL(112 ea per
28 day(s) retail;
112 ea per 28
days mail);
AL (At least 6
yrs old); PA

Cystic Fibrosis Agents

PULMOZYME

QL(150 ml per
30 day(s) retail;
150 ml per 30
days mail); PA

BRONCHITOL 1 AL(At least 18
yrs old); PA

BRONCHITOL 1 AL(At least 18

TOLERANCE TEST yrs old); PA

SYMDEKO 150 MG-100
MG

QL(56 ea per
28 day(s) retail;
56 ea per 28
days mail);
AL(At least 6
yrs old); PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug
Tier

Requirements/
Limits

Drug Name

Drug
Tier

Requirements/
Limits

SYMDEKO 75 MG-50 MG

QL(56 ea per
28 day(s) retail;
56 ea per 28
days mail);
AL(At least 6
yrs old - Up to
11 yrs old); PA

pirfenidone TABS 534
MG, 801 MG

QL(3 ea daily);
AL(At least 18
yrs old); PA

pirfenidone TABS 267 MG

QL(9 ea daily);
AL(At least 18
yrs old); PA

TRIKAFTA TBPK 50 MG-
25 MG

QL (84 ea per
28 day(s) retail;
84 ea per 28
days mail);
AL(At least 2
yrs old - Up to
11 yrs old); PA

Respiratory Agents - Misc.

CUROSURF TR 120

TRIKAFTA TBPK 100 MG-
50 MG

QL (84 ea per
28 day(s) retail;
84 ea per 28
days mail);
AL(At least 6
yrs old); PA

MG/1.5ML, 240 MG/3ML

SULFONAMIDES - Drugs to Treat Bacterial

Infections

Sulfonamides

TRIKAFTA THPK

QL (56 ea per
28 day(s) retail;
56 ea per 28
days mail);
AL(At least 2
yrs old - Up to
5 yrs old); PA

sulfadiazine TABS

TETRACYCLINES - Drugs to Treat Bacterial

Infections

Aminomethylcyclines

NUZYRA SOLR

AL(At least 18
yrs old); PA

NUZYRA TABS

AL(At least 18
yrs old); PA

Pulmonary Fibrosis Agents

Glycylcyclines

tigecycline

ESBRIET CAPS (Use
pirfenidone)

QL(270 ea per
30 day(s) retail;
270 ea per 30
days mail);
AL(At least 18
yrs old); PA

TIGECYCLINE

TYGACIL (Use
tigecycline)

TYGACIL (Use
tigecycline)

ESBRIET TABS 801 MG
(Use pirfenidone)

QL(3 ea daily);
AL(At least 18
yrs old); PA

Tetracyclines

ESBRIET TABS 267 MG
(Use pirfenidone)

QL(9 ea daily);
AL(At least 18
yrs old); PA

ACTICLATE TABS (Use
doxycycline hyclate)

demeclocycline hcl TABS

OFEV

QL(2 ea daily);
AL(At least 18
yrs old); PA

DORYX MPC TBEC 120
MG

PA

pirfenidone CAPS

QL (270 ea per
30 day(s) retail;
270 ea per 30
days mail);
AL(At least 18

DORYX TBEC 50 MG, 80
MG, 200 MG (Use
doxycycline hyclate)

PA

yrs old); PA

doxycycline
(monohydrate) CAPS 75
MG, 150 MG

PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug
Tier

Requirements/
Limits

Drug Name

Drug
Tier

Requirements/
Limits

doxycycline
(monohydrate) CAPS 50
MG, 100 MG

VIBRAMYCIN SUSR (Use
doxycycline

doxycycline
(monohydrate) SUSR

doxycycline
(monohydrate) TABS 50
MG, 75 MG, 100 MG

(monohydrate))

THYROID AGENTS - Drugs to Regulate Thyroid

Hormones

Antithyroid Agents

doxycycline
(monohydrate) TABS 50
MG, 75 MG, 100 MG

METHIMAZOLE POWD

methimazole TABS

propylthiouracil

doxycycline
(monohydrate) TABS 150
MG

PA

Thyroid Hormones

ADTHYZA TABS

MP

doxycycline hyclate CAPS

doxycycline hyclate SOLR

ARMOUR THYROID
TABS

MP

doxycycline hyclate TABS
20 MG, 100 MG

ARMOUR THYROID
TABS

MP

doxycycline hyclate TABS
50 MG, 75 MG, 150 MG

PA

CYTOMEL TABS (Use
liothyronine sodium)

MP

doxycycline hyclate TBEC

PA

doxycycline hyclate TBEC

PA

CYTOMEL TABS (Use
liothyronine sodium)

MP

MINOCIN SOLR

ERMEZA SOLN OR

PA

minocycline hcl CAPS

minocycline hcl TABS

[\ N ) [ ) G [ N

QL(2 ea daily);
PA

levothyroxine sodium
CAPS

PA

minocycline hcl TB24 45
MG, 55 MG, 65 MG, 90
MG, 105 MG, 115 MG,
135 MG

PA

levothyroxine sodium
CAPS

PA

LEVOTHYROXINE
SODIUM SOLN IV 100
MCG/5ML, 200 MCG/5ML

MINOLIRA TB24

AL(At least 12

LEVOTHYROXINE
SODIUM SOLN IV 100
MCG/5ML, 200 MCG/5ML

levothyroxine sodium
SOLR IV

LEVOTHYROXINE
SODIUM SOLR IV (Use
levothyroxine sodium)

levothyroxine sodium
TABS

MP

yrs old); PA
SOLODYN TB24 55 MG, 1 PA
65 MG, 105 MG, 115 MG
(Use minocycline hcl)
tetracycline hcl CAPS 1 PA
TETRACYCLINE 1 PA
HYDROCHLORIDE TABS
TETRACYCLINE 1 PA
HYDROCHLORID TABS
VIBRAMYCIN CAPS (Use 1
doxycycline hyclate)

levothyroxine sodium
TABS

MP

liothyronine sodium SOLN

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
liothyronine sodium TABS | 1 MP TENIVAC INJ 1 | AL(At Ie'cladS)t 19
1 MP yrs O
NIVA THYROID TABS ] NP TETANUS/DIPHTHERIA 1 | AL(Atleast 19
SYNTHROID TABS (Use TOXOIDS-ADSORBED yrs old)
levothyroxine sodium) ADULT SUSP
THYQUIDITY SOLN OR ‘ B%Lég?/?s;nrle?aeitl.; ULCER DRUGS - Drugs to Treat Bowel, Intestine
300 ml per 30 | ElgleRSilelgat-Tel s K @%elgleljilo]olS
days mail); PA ) )
TIROSINT CAPS (Use 1 PA Antispasmodics
levothyroxine sodium) ANASPAZ TBDP (Use 9
TIROSINT CAPS 1 PA hyoscyamine sulfate)
TIROSINT CAPS (Use 1 PA atropine sulfate SOLN IV 1
levothyroxine sodium) 0.4 MG/ML, 1 MG/ML
TIROSINT-SOL SOLN OR 1 QL(30 ml per | |[ATROPINE SULFATE 9
30 day(s) retail;| [SOLN IV 0.4 MG/ML, 1
30 ml per 30 | |MG/ML (Use atropine
days mail); PA | |sulfate)
TIROSINT-SOL SOLNOR| 1 QL(30 ml per | [ATROPINE SULFATE 1
30 day(s) retail;| \SOLN 1V 0.4 MG/ML, 1
30 mi per 30 | \MG/ML (Use atropine
5 days mail); PA | | gy /fate)
TRIOSTAT SOLN (Use :
liothyronine sodium) atropine sulfate SOSY IJ 1
TOXOIDS ATROPINE SULFATE 1
SOSY IJ (Use atropine
Toxoid Combinations sulfate) 1
ATROPINE SULFATE
ADACEL SUSP | AL eas 191 1SOSY 1 0.25 MG/SML,
BOOSTRIX SUSP 1 [ AL(At least 19 0.5 MG/5ML, 1 MG/10ML
yrs old) ATROPINE SULFATE 9
BOOSTRIX SUSY 1 AL(At least 19 | [SOSY |J (Use atropine
yrs old) sulfate)
DAPTACEL 1 | AL(At Ie?g:)t 19 | IBELLADONNA/OPIUM 1
yrs o
INFANRIX 1 [ AL(At least 19 BELLADONNA/OPIUM 1
yrs old) BENTYL SOLN IM (Use 1
KINRIX SUSY 1 | AL(At least 19 | |dicyclomine hcl)
yrs old) CUVPOSA SOLN OR 1
PEDIARIX SUSY 1 | AL(At Ie?j)t 19| | (Use glycopyrrolate)
yrs o 1 | QL(3 ea daily);
QUADRACEL SUSP 1 | AL(At least 19 DARTISLA ODT TBDP ALgAt 2 %/23
yrs old) )
1 | AL(At least 19 yrs old); PA
QUADRACEL SUSY (yrs o251 19 | [dicyclomine hol CAPS 1
TDVAX SUSP 1 | AL(At least 19 | |dicyclomine hcl SOLN IM 1
yrs old) dicyclomine hcl TABS 1

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
GLYCATE TABS 1 | AL(At least 12 | | famotidine TABS 40 MG 1 | QL(2 ea daily);
yrs old); PA MP
glycopyrrolate SOLN OR 1 famotidine TABS 20 MG 1 | QL(4 ea daily);
1 MG/5ML MP; RX/OTC
izatidi 1 L(3 ea daily);
%’fﬁ?ﬁ’éﬁ;ﬁ gSfTE 1J nizatidine CAPS 150 MG Q (M S?P 2' y);
izatidi 1 QL(1 ea daily);
SOSY 1) 0.6 MG/IML nizatidine CAPS 300 MG ( 2, y)
glycopyrrolate TABS 1 1 PEPCID AC MAXIMUM 9 MP; RX/OTC
MG, 2 MG STRENGTH TABS (Use
GLYRX-PF SOLN IJ famotidine)
GLYRX-PF SOSY IJ 1 PEPCID AC TABS (Use 9
MG/5ML famotidine)
i 1 PEPCID TABS 40 MG 1 QL(2 ea daily);
g{?gﬁy 5 Tzlge,\;glfate (Use famotidine) MP
- 1 PEPCID TABS 20 MG 1 |QL(4 ea daily);
%\Oggy 5 Tégeﬂjglfate (Use famotidine) MP; RX/OTC
hyoscyamine sulfate TB12| 1 TAGAMET HB 200 TABS 9 RX/OTC
0.375 MG (Use cimetidine)
hyoscyamine sulfate 1 TAGAMET HB TABS 9 RX/OTC
TBDP 0.125 MG (Use cimetidine)
LEVBID TB12 (Use 9 Misc. Anti-Ulcer
hyoscyamine sulfate) CARAFATE SUSP (Use ]
LEVSIN/SL SUBL (Use 1 sucralfate)
hyoscyamine sulfate) CARAFATE TABS (Use 1
LEVSIN TABS (Use 1 sucralfate)
hyoscyamine s_u/fate ) . 1 SUCRALFATE POWD 1
ot e STz T ——
(Use glycopyrrolate) sucralfate TABS 1
ROBINUL TABS (Use 1 Proton Pump Inhibitors
glycopyrrolate) ACIPHEX TBEC (Use 9 MP

H-2 Antagonists

rabeprazole sodium)

cimetidine TABS 800 MG

QL(1 ea daily);
PA

ACIPHEX TBEC (Use
rabeprazole sodium)

QL(2 ea daily);
MP

cimetidine TABS 200 MG,

QL(2 ea daily);

DEXILANT (Use
dexlansoprazole)

QL(1 ea daily)

dexlansoprazole

QL(1 ea daily)

esomeprazole magnesium
CPDR

QL(2 ea daily);
MP; RX/OTC

300 MG, 400 MG PA; RX/OTC

famotidine in nacl SOLN 1

famotidine SOLN 20 1

MG/2ML, 40 MG/4ML,

200 MG/20ML

famotidine SUSR 1 |AL(Upto6 yrs
old); MP

esomeprazole magnesium
PACK 20 MG, 40 MG

PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
esomeprazole magnesium| 1 | QL(30 ea per | |PREVACID 24HR CPDR 9 | MP; RX/OTC
PACK 30 day(s) retail;| | (Use lansoprazole)
dioffngﬁ)r. 2\ | |PREVACID SOLUTAB 1 |QL(1 ea daily);
esomeprazole sodium 40 1 yST' PA TBDD (Use lansoprazole) RXjOTC
M ’ PREVACID SOLUTAB 9 RX/OTC
. TBDD 15 MG (U
lansoprazole CPDR 1 QL2 (K/Iapdally); lansoprazole) (Use
lansoprazole TBDD 1 QL(1 ea daily); | |PREVACID CPDR 30 MG 1 QL(2 ea daily);
PA: RX/OTC | |(Use lansoprazole) MP
NEXIUM 24HR CLEAR 9 | MP;RX/OTC | |PRILOSEC PACK 3 | QL(30 ea per
MINIS CPDR (Use 30 day(s) retail;
esomeprazole 30 ea per 30
magnesium) days rg?oil); ST,
9 MP; RX/OTC
’)@ﬁ";ﬁ;‘;ﬂgﬁf R PRILOSEC PACK 3 | QL(30 ea per
magnesium) 30 day(s) retail;
_ 30 ea per 30
NEXIUM LV. 40 MG (Use 1 ST; PA days mail); ST;
esomeprazole sodium) PA
NEXIUM CPDR (Use 1 | QL(2 ea daily); | |PROTONIX PACK (Use 9 ST
esomeprazole MP pantoprazole sodium)
magnesium) . PROTONIX PACK (Use 3 | QL(30 ea per
NEXIUM CPDR (Use 1 | QL(2 ea daily); | | pantoprazole sodium) 30 day(s) retail;
esomeprazole MP; RX/OTC 30 ea per 30
magnesium) days mail); ST
NEXIUM PACK (Use 1 | QL(30 ea per | [PROTONIX SOLR (Use 2 | QL(10 ea per
esomeprazole 30 day(s) retail;| | pantoprazole sodium) 1? (():Iay(s) re1t%||;
- 30 ea per 30 e by
magnesium) days Fr)nail) days rg?oil); ST;
1 QL(30 ea per
NEXIUM PACK 30 donlo) 1o [PROTONIX SOLR (Use | @ ST
30 ea per 30 | |pantoprazole sodium)
days mail) | |IPROTONIX TBEC (Use 1 |QL(4 ea daily);
omeprazole CPDR40 MG | 1 |QL(2 ﬁ/lapdaIW); pantoprazole sodium) MP
: PROTONIX TBEC (Use 1 1 QL(4 ea daily);
omeprazole CPCDR20 MG | 1 |QL(4 ﬁnapda”y); pantoprazole sodiw(n ) MP
omeprazole CPDR 10 MG | 1| QL(3 ea daily); | | rabeprazole sodium TBEC 1 QL2 ﬁ/lapda”}’);
MP
pantoprazole sodium 3 | QL(30 ea per | |VOQUEZNA 1| AL(At ,'3?5; AS
PACK 30 day(s) retail; yrs old);
d30 ea p?)r Ig)T Ulcer Drugs - Prostaglandins
ays mail);
- : CYTOTEC (Use 1
ggiz%prazole sodium 2 ST, PA misoprostol)
] misoprostol 1

pantoprazole sodium
TBEC

QL(4 ea daily);
MP

Ulcer Therapy Combinations

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
amoxicillin-clarithromycin 1 1Q4Lc(j1 1(2 )ea ?er darifenacin hydrobromide 1 | QL(1 |e:>?q daily);
w/ lansoprazole THPK ay(s) retail; _
112 ea per 14 | IDETROL LA CP24 (Use 1 | QL(1 ea daily);
1 days rgzﬂ); PA | | tolterodine tartrate) ST; PA
bismuth subcitrate. DETROLLACP244 MG | | PA
?gﬁgﬁ;ﬁ%’&meﬂ onidazole- (Use tolterodine tartrate)
DETROL TABS (Use 1 ST, PA
KONVOMEP SUSR : A;,‘r(éa‘ :r)llgﬁsé 2\8 tolterodine tartrate)
omeprazole-sodium 1 |QL(1 ea daily);| IDETROL TABS 1 MG J
bicarbonate CAPS PA; RX/OTC | |(Use tolterodine tartrate)
omeprazole-sodium 1 | QL(30 ea per | DITROPAN XL TB24 10 s MP
bicarbonate PACK 30 day(s) retail;| |[MG (Use oxybutynin
30 ea per 30 chloride)
( 1 days rSf\”); PA| IDITROPAN XL TB24 5 9 QL6 IE\>/|<':1Pd<':1ily);
PYLERA (Use bismuth MG (Use oxybutynin
subcitrate potassium- chloride)
?;?;g g;éclli.?g)yl e fesoterodine fumarate 1 MP; PA
TALICIA 1 [QL(168 ea per| | SELNIQUE GEL 10 % 1 ST
14 day(s) retail;| | oxybutynin chloride SOLN | 1
Jaﬁfsenﬁaﬁgr ;‘A}\ oxybutynin chloride TABS | 1 |QL(4 IE\>/|<':1Pd<':1ily);
, 5 MG
VOQUEZNA DUAL PAK | 1| ALAYIea<l I8 | o hutynin chioride TABS | 1 |QL(4 ea daily);
VOQUEZNA TRIPLE PAK | 1 | AL(Atleast 18|25 MG PA
yrs old); PA | |oxybutynin chloride TB24 1 | QL(3 ea daily);
ZEGERID CAPS (Use 1 |QL(1 ea daily);| | 10 MG MP
omeprazole-sodium PA oxybutynin chloride TB24 1 | QL(6 ea daily);
bicarbonate) 5 MG MP
ZEGERIDICAPC? (Use 1 QPLg S?( /%a%): oxybutynin chloride TB24 1 |QL(@2 IE\>/|<':1Pd<':1ily);
omeprazole-sodium ; 15 MG
bicarbonate) OXYTROL PTTW 1 |QL(8 ea per 30
ZEGERID PACK (Use 1 | QL(30 ea per day(s) retail; 8
omeprazole-sodium 30 day(s) retail; ea per 30 days
bicarbonate) 30 ea per 30 mail); PA;
days mail); PA RX/OTC
%/IEGGEORII\/IIDGPQICK 1680 9 solifenacin succinate 1 | QL(1 ﬁﬂapdaily);
- se TABS 10 MG
omeprazole-sodium solifenacin succinate 1 |QL(2 ea daily);
bicarbonate) TABS 5 MG MP ’
URINARY ANTISPASMODICS - Drugs to Treat tolterodine tartrate CP24 1 |QL(1 ea daily);
Miscellaneous Bladder Spasms 1 g¥ Eﬁ
. : ; ; . tolterodine tartrate TABS ;
Urlnfary A.\ntlsp.asmodlc - Antimuscarinics TOVIAZ 4 MG (Use 1 [QL(2 ea daily);
(Anticholinergic) fesoterodine fumarate) MP

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.

% homa Complete Health
pdated June 1, 2024




Drug Name

Drug
Tier

Requirements/
Limits

TOVIAZ 8 MG (Use
fesoterodine fumarate)

QL(1 ea daily);
MP

trospium chloride CP24 1 ST; PA
trospium chloride TABS 1 QL2 ﬁﬂapdaily);
VESICARE LS SUSP 1 QL(300 ml per
30 day(s) retail;
300 ml per 30
days mail);
AL(At least 2
yrs old - Up to
10 yrs old)
VESICARE TABS 5 MG 1 |QL(2 ea daily);
(Use solifenacin MP
succinate)
VESICARE TABS 10 MG 9 MP

(Use solifenacin
succinate)

VESICARE TABS 10 MG
(Use solifenacin

QL(1 ea daily);
MP

succinate)
Urinary Antispasmodics - Beta-3 Adrenergic
Agonists
GEMTESA 1 |QL(1 ea daily);
PA
MYRBETRIQ SRER 1 QL (300 ml per
30 day(s) retail;
300 ml per 30
days mail);
AL(At least 3
yrs old - Up to
10 yrs old); ST;
PA
MYRBETRIQ TB24 1 [QL(1 ea daily);

ST; PA

Urinary Antispasmodics - C

holinergic Agonists

bethanechol chloride 5
MG

1

bethanechol chloride 10
MG, 50 MG

1

QL(4 ea daily)

bethanechol chloride 25
MG

1

QL(8 ea daily)

Urinary Antispasmodics - Direct Muscle Relaxants

flavoxate hcl

1

Drug Name Drug Requirements/
Tier [Limits
Bacterial Vaccines
ACTHIB SOLR IM 1 AL(At least 19
yrs old)
BCG VACCINE 1 AL(At least 19
yrs old)
BEXSERO 1 AL(At least 19
yrs old)
BIOTHRAX 1 AL(At least 19
yrs old)
HIBERIX SOLR IJ 1 AL(At least 19
yrs old)
MENACTRA 1 AL(At least 19
yrs old)
MENQUADFI 1 AL(At least 19
yrs old)
MENVEO SOLN 1 AL(At least 19
yrs old)
MENVEO SOLR 1 AL(At least 19
yrs old)
PEDVAX HIB SUSP 1 AL(At least 19
yrs old)
PENBRAYA 1 AL(At least 19
yrs old)
PNEUMOVAX 23 1 AL(At least 19
yrs old)
PNEUMOVAX 23/1 DOSE 1 AL(At least 19
yrs old)
PREVNAR 13 1 AL(At least 19
yrs old)
PREVNAR 20 1 AL(At least 19
yrs old)
TRUMENBA 1 AL(At least 19
yrs old)
TYPHIM VI SOLN 1 AL(At least 19
yrs old)
TYPHIM VI SOSY 1 AL(At least 19
yrs old)
VAXCHORA 1 AL(At least 19
yrs old)
VAXNEUVANCE 1 AL(At least 19
yrs old)
VIVOTIF 1 AL(At least 19
yrs old)
Viral Vaccines
ABRYSVO 1 AL(At least 19
yrs old)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier |Limits
AFLURIA 1 AL(At least 19 | |[FLUARIX 1 AL(At least 19
QUADRIVALENT 2021- yrs old) QUADRIVALENT 2021- yrs old)
2022 SUSP 2022 SUSY
AFLURIA 1 AL(At least 19 | |[FLUARIX 1 AL(At least 19
QUADRIVALENT 2021- yrs old) QUADRIVALENT 2022- yrs old)
2022 SUSY 2023 SUSY
AFLURIA 1 AL(At least 19 | |[FLUARIX 1 1 max fill(s) per
QUADRIVALENT 2022- yrs old) QUADRIVALENT 2023- 180 day(s)
2023 SUSP 2024 SUSY retail; AL(At
AFLURIA 1 | AL(Atleast 19 'easéljj? yrs
- rs old
g)OUZQDSITJ\S/éLENT 2022 y ) S UBLOK T ALA |e?§)t 19
: UADRIVALENT 2021- rso
AFLURIA 1 |1 n;gg gn(s() ;)Der 3022 y
UADRIVALENT 2023- ay(s
8024 SUSP 3 retail: ABII_(At FLUBLOK 1 AL(At least 19
least 19 yrs | |QUADRIVALENT 2022- yrs old)
old) 2023
AFLURIA 1 1 max fill(s) per| |[FLUBLOK 1 1 max fill(s) per
QUADRIVALENT 2023- 180 day(s) ||QUADRIVALENT 2023- 180 day(s)
2024 SUSY retail; AL(At | |2024 retail; AL(At
least 19 yrs least 19 yrs
old) old)
AREXVY 1 AL(At least 19 | |[FLUCELVAX 1 AL(At least 19
yrs old) QUADRIVALENT 2021- yrs old)
COMIRNATY 2023-24 1 | AL(Atleast 19 | |2022 SUSP
SUSP yrs old) FLUCELVAX 1 |AL(Atleast 19
COMIRNATY 2023-24 1 | AL(Atleast 19 | QUADRIVALENT 2021- yrs old)
SuUsY yrs old) 2022 SUSY
COMIRNATY SUSP 1 | AL(Atleast 19 | |[FLUCELVAX 1 | AL(Atleast 19
yrs old) QUADRIVALENT 2022- yrs old)
DENGVAXIA 1 [ AL(At Ie?ds)t 19 | |2023 SUSP
yrs o FLUCELVAX 1 AL(At least 19
ENGERIX-B SUSP 20 1 | AL(Atleast 19 |\ qUADRIVALENT 2022- yrs old)
MCG/ML yrs old) 2023 SUSY
ENGERIX-B SUSY 1 | AL(Atleast 19 | [E UCELVAX 1 |1 max fill(s) per
yrsold) __||qUADRIVALENT 2023- 180 day(s)
FLUAD QUADRIVALENT 1 | AL(Atleast 19 | |5004 SUSP retail; AL(At
2021-2022 yrs old) least 19 yrs
FLUAD QUADRIVALENT | 1 |AL(Atleast19 old)
2022-2023 yrs old) FLUCELVAX 1 [ n1n§(>)< gu(s) per
FLUAD QUADRIVALENT | 1 |1 maxfil(s) per| | L JADRIVALENT 2023- Ay
2023-2024 180 day(s) least 19 vrs
retail; AL(At old) y
Ieas(t)lzjf)a yrs FLULAVAL 1 AL(At least 19
QUADRIVALENT 2021- yrs old)
2022 SUSY

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug

Requirements/

Drug Name

Drug

Requirements/

Tier [Limits
GARDASIL 9 SUSP 1 |3 max fill(s) per
999 day(s)
retail; AL(At
least 19 yrs old
-Up to 45 yrs
old)
GARDASIL 9 SUSY 1 |3 maxfill(s) per
999 day(s)
retail; AL(At
least 19 yrs old
-Up to 45 yrs
old)
HAVRIX 1 | AL(At least 19
yrs old)
HEPLISAV-B SOSY 1 | AL(Atleast 19
yrs old)
IMOVAX RABIES 1 | AL(At least 19
(H.D.C.V.) SUSR yrs old)
IPOL INACTIVATED IPV 1 | AL(Atleast 19
yrs old)
IXCHIQ 1 | AL(At least 19
yrs old)
IXIARO 1 AL(At least 19
yrs old)
JANSSEN COVID-19 1 | AL(Atleast 19
VACCINE yrs old)
JYNNEOS 1 | AL(At least 19
yrs old)
M-M-R Il SOLR 1 | AL(At least 19
yrs old)
MODERNA COVID-19 1 | AL(Atleast 19
VACCINE,BIVALENT yrs old)

ORIGINAL AND
OMICRON

MODERNA COVID-19
VACCINE/6MO-11Y/2023-
24 SUSP

AL(At least 19
yrs old)

MODERNA COVID-19
VACCINE/BIVALENT/6M
O-5Y

AL(At least 19
yrs old)

MODERNA COVID-19
VACCINE/BIVALENT/BA.
4/BA.5

AL(At least 19
yrs old)

Tier [Limits
FLULAVAL 1 AL(At least 19
QUADRIVALENT 2022- yrs old)
2023 SUSY
FLULAVAL 1 [1 max fill(s) per
QUADRIVALENT 2023- 180 day(s)
2024 SUSY retail; AL(At
least 19 yrs
old)
FLUMIST 1 |1 max fill(s) per
QUADRIVALENT 180 day(s)
retail; AL(At
least 19 yrs
old)
FLUZONE HIGH-DOSE 1 |AL(At least 19
PF 2021-2022 yrs old)
FLUZONE HIGH-DOSE 1 |AL(Atleast 19
PF 2022-2023 yrs old)
FLUZONE HIGH-DOSE 1 |1 maxfill(s) per
PF 2023-2024 180 day(s)
retail; AL(At
least 19 yrs
old)
FLUZONE 1 AL(At least 19
QUADRIVALENT 2021- yrs old)
2022 SUSP
FLUZONE 1 AL(At least 19
QUADRIVALENT 2021- yrs old)
2022 SUSY
FLUZONE 1 AL(At least 19
QUADRIVALENT 2022- yrs old)
2023 SUSP
FLUZONE 1 AL(At least 19
QUADRIVALENT 2022- yrs old)
2023 SUSY
FLUZONE 1 |1 max fill(s) per
QUADRIVALENT 2023- 180 day(s)
2024 SUSP retail; AL(At
least 19 yrs
old)
FLUZONE 1 [1 max fill(s) per
QUADRIVALENT 2023- 180 day(s)
2024 SUSY retail; AL(At
least 19 yrs
old)

MODERNA COVID-19

AL(At least 19

VACCINE6-11Y SUSP yrs old)
MODERNA COVID-19 1 | AL(Atleast 19
VACCINEBMO-5Y SUSP yrs old)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug
Tier

Requirements/
Limits

Drug Name

Drug

Requirements/

MODERNA COVID-19

AL(At least 19

VACCINE SUSP yrs old)
NOVAVAX COVID-19 1 | AL(Atleast 19
VACCINE yrs old)
NOVAVAX COVID-19 1 | AL(Atleast 19
VACCINE/2023-24 yrs old)
PFIZER-BIONTECH 1 | AL(Atleast 19
COVID-19VACCINE/5- yrs old)

11Y/2023-24 SUSP

PFIZER-BIONTECH
COVID-19VACCINE/5-
11Y SUSP

AL(At least 19
yrs old)

PFIZER-BIONTECH
COVID-19VACCINE/6MO-
4Y/2023-24 SUSP

AL(At least 19
yrs old)

PFIZER-BIONTECH
COVID-19VACCINE/6MO-
4Y SUSP

AL(At least 19
yrs old)

PFIZER-BIONTECH
COVID-
19VACCINE/ADULT RTU
SUSP

AL(At least 19
yrs old)

PFIZER-BIONTECH
COVID-
19VACCINE/BIVALENT/5-
11Y

AL(At least 19
yrs old)

PFIZER-BIONTECH
COVID-
19VACCINE/BIVALENT/6
M-4Y

AL(At least 19
yrs old)

PFIZER-BIONTECH
COVID-
19VACCINE/BIVALENT/B
A.4/BA.5

AL(At least 19
yrs old)

PFIZER-BIONTECH
COVID-19VACCINE
SUSP

AL(At least 19
yrs old)

Tier |Limits
RECOMBIVAX HB SUSP 1 | AL(At least 19
yrs old)
RECOMBIVAX HB SUSY 1 | AL(At least 19
yrs old)
ROTARIX SUSP 1 AL(At least 19
yrs old)
ROTARIX SUSR 1 AL(At least 19
yrs old)
ROTATEQ SOLN 1 AL(At least 19
yrs old)
SANOFI COVID-19 1 AL(At least 19
VACCINE/ANTIGEN yrs old)
COMPONENT
SHINGRIX 1 |12 maxfill(s) per
999 day(s)
retail; AL(At
least 50 yrs
old)
SPIKEVAX COVID-19 1 AL(At least 19
VACCINE/2023-24 SUSP yrs old)
SPIKEVAX COVID-19 1 AL(At least 19
VACCINE/2023-24 SUSY yrs old)
SPIKEVAX COVID-19 1 | AL(At least 19
VACCINE SUSP yrs old)
STAMARIL SUSR 1 AL(At least 19
yrs old)
TICOVAC 1 AL(At least 19
yrs old)
TWINRIX SUSY 1 AL(At least 19
yrs old)
VAQTA 1 AL(At least 19
yrs old)
VARIVAX INJ 1 |2 maxfill(s) per
999 day(s)
retail; AL(At
least 19 yrs
old)
YF-VAX INJ 1 AL(At least 19

rs old
VAGINAL AND RELATED PRODUCTS

PREHEVBRIO 1 AL(At least 19
yrs old) . .
PRIORIX SUSR T [AL(At least 79 | |SPermicides
yrs old) VCF VAGINAL 1
PROQUAD SUSR 1 AL(At least 19 | |CONTRACEPTIVE FILM
yrs old) FILM
RABAVERT L AL(ﬁsli?g’; 19 Vaginal Anti-infectives

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name

Drug

Requirements/

Drug Name

Drug

Requirements/

Tier [Limits Tier [Limits
CLEOCIN CREA (Use 1 CRINONE GEL 8 % 1 | AL(Atleast 12
clindamycin phosphate yrs old - Up to
vaginal) 55 yrs old); PA
CLEOCIN SUPP 1 ENDOMETRIN INST 1 AL(A;tdIeaSt 1t2
rs old - (o]

clindamycin phosphate 1 gS rs old p PA
vaginal CREA 3 VASOPRESSORS - Drugs to Treat Heart and
CLINDESSE Circulation Conditions
GYNAZOLE-1 1 _
metronidazole vaginal 1 Anaphylaxis Therapy Agents
miconazole nitrate vaginal | 1 ADRENALIN SOLN 1 9
SUPP 200 MG MG/ML (Use epinephrine
NUVESSA 1 |QL(5 gm per fill |(@naphylaxis))

retail); PA ADRENALIN SOLN 1 1
terconazole vaginal CREA MUG/ ML, 30 MQBOML
terconazole vaginal SUPP ?a r?Sp%l;/IlZil/?s )Sme
i | QL0 amper | [aUvI-Q SOA 1

il retai

XACIATO GEL 1 |QL(8 gm per fill| |epinephrine (anaphylaxis) 1

retail); PA SOAJ
Vaginal Contraceptive - pH Modulators gPO"'Z%th ine (anaphylaxis) | 1
PHEXXI | L | PA EPIPEN 2-PAK SOAJ 9

Vaginal Estrogens

ESTRACE CREA (Use
estradiol vaginal)

QL(42.5 gm per|
28 day(s) retail;

(Use epinephrine
(anaphylaxis))

EPIPEN 2-PAK SOAJ

42 gm per 28 | |(Use epinephrine
days mail) | |(a@naphylaxis))
estradiol vaginal CREA 1 |QL(42.5 gm per| |[EPIPEN-JR 2-PAK SOAJ 1
28 day(s) retail;| | (Use epinephrine
42 gm per 28 | | (anaphylaxis))
days mail) : ; ;
estradiol vaginal TABS 1 Neurogenic Orthostatic Hypotension (NOH) -
ESTRING RING 1 Agents
FEMRING 1 droxidopa 100 MG, 200 1 1 QL(3 ea daily);
PREMARIN 1 [ QL(30 gm per | (MG A o A
28 day(s) retail; : Y  TA_
30 gm per 28 | | droxidopa 300 MG 1 |QL(6 ea daily);
days ma”) AL(At least 18

VAGIFEM TABS (Use
estradiol vaginal)

Vaginal Progestins

yrs old); PA

NORTHERA 100 MG, 200
MG (Use droxidopa)

QL(3 ea daily);
AL(At least 18
yrs old); PA

NORTHERA 300 MG
(Use droxidopa)

QL(6 ea daily);
AL(At least 18

yrs old); PA

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier [Limits Tier [Limits
Vasopressors D-VI-SOL LIQD OR (USG 9
] cholecalciferol)
éfg(hoe\c/igr%essca)lb’glt;v (Use ergocailciferol CAPS 1 PA
(pressors)) ergocalciferol SOLN OR 1 |AL(U I% to PZR yrs
AKOVAZ SOLN IV (Use | 9 8000 UNIT/ML old),
ephedrine sulfate MEPHYTON TABS (Use 9
(pressors)) phytonadione)
ephedrine sulfate 1 phytonadione SOLN 1 1 | QL(0.5 ml per
(pressors) SOLN IV MG/0.5ML fill retail)
EPHEDRINE SULFATE 1 phytonadione SOLN 10 1
SOLN IV 50 MG/ML MG/ML
epinephrine SOSY IJ 1 phytonadione TABS 5 MG | 1
EPINEPHRINE SOSY IV 1| 1 phytonadione TABS 5 MG 1
MG/10ML VITAMIN D3 LIQD OR 1 |AL(Up to 20 yrs
LEVOPHED IV (Use 1 5000 UNIT/ML old); PA
norepinephrine bitartrate) vitamin e SOLN 15 1 |AL(Up to 20 yrs
LEVOPHED IV (Use 9 MG/0.67ML old); PA
no;e;zj: n.ep /;7”76 bitartrate) Water Soluble Vitamins
midodrine hc
1aoqnne 1 THIAMINE HCL POWD 1 |AL(Upto 2 yrs
norepinephrine bitartrate old); PA;
v RX/OTC

NOREPINEPHRINE
BITARTRATE/DEXTROS
E SOLN 5 %-16
MG/250ML, 5 %-4
MG/250ML, 5 %-8
MG/250ML

NOREPINEPHRINE
BITARTRATE/SODIUM
CHLORIDE SOLN 0.9 %-
16 MG/250ML, 0.9 %-4
MG/250ML, 0.9 %-8
MG/250ML

Oil Soluble Vitamins

VITAMINS

cholecalciferol CHEW 1 |AL(Up to 20 yrs
1000 UNIT old); PA
cholecalciferol LIQD OR 1 |AL(Up to 20 yrs
10 MCG/ML, 400 old); PA
UNIT/ML

DRISDOL CAPS (Use 1 PA
ergocalciferol)

1 = Preferred, 2 = Nonpreferred, must step through Tier 1 or PA override, 3 = Nonpreferred, must step through
Tier 2 or PA override, 9 = Non-Formulary, X- Excluded
PDL formulary drugs requiring prior authorization review without documented clinical drug criteria must be used
for an FDA approved indication.
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1ST TIER UNIFINE PENTIPSPLUS
32GX4MM

1ST TIER UNIFINE PENTIPSPLUS
33GX4MM

1ST TIER UNIFINE
PENTIPSPLUS/MINI/31GX5MM 151

1ST TIER UNIFINE
PENTIPSPLUS/ORIGINAL/29GX12

MM o 151
1ST TIER UNIFINE
PENTIPSPLUS/ULTRA
SHORT/31GX6MM ............... 151

1ST TIER UNILET COMFORTOUCH
LANCETS 28G

1ST TIER UNILET COMFORTOUCH

LANCETS 30G ................... 140
abacavir sulfate SOLN ............. 82
abacavir sulfate TABS ............. 82
abacavir sulfate-lamivudine ....... 82
ABELCET ..., 52

Index 1

ABILIFY ASIMTUFII PRSY 720

MG/2AML ...l 81
ABILIFY ASIMTUFII PRSY 960

MG/3.2ML ... 81
ABILIFY MAINTENA PRSY ........ 81
ABILIFY MAINTENA SRER ........ 81

ABILIFY MYCITE STARTERKIT .81

ABILIFY TABS (Use aripiprazole) . 81

abiraterone acetate 250 MG ....... 68
abiraterone acetate 500 MG ....... 68
ABLYSINOL ....................... 93

ABOUTTIME PEN NEEDLE 32GX
5/32"

ABOUTTIME PEN NEEDLES 30GX
5/16"

ABOUTTIME PEN NEEDLES 31G X
3/16"

ABOUTTIME PEN NEEDLES 31G X

5M16" 151
ABRAXANE ... 75
ABRILADA 1-PEN KIT AJKT ........ 7
ABRILADA 2-PEN KIT AJKT ........ 7
ABRILADAPSKT ...t 7
ABRYSVO ... 224

ABSORICALD ................... 100
acamprosate calcium ............ 212
acarbose 25 MG, 100 MG ......... 42
acarbose 50 MG ................... 42
ACCOLATE (Use zafirlukast) ..... 26

ACCOLATE 20 MG (Use zafirlukast) .
26

ACCU-CHEK FASTCLIX
LANCETDEVICEKITKIT ........ 140

ACCU-CHEK FASTCLIX LANCETS .
140

ACCU-CHEK GUIDE STRP ...... 112

ACCU-CHEK GUIDE TEST STRIPS

ACCU-CHEK MULTICLIX LANCET
DEVICEKITKIT .................. 140

ACCU-CHEK SAFE-T-PRO

LANCETS ...t 140
ACCU-CHEK SAFE-T-PRO
PLUSLANCETS .................. 140
ACCU-CHEK SOFTCLIX
LANCETDEVICEKITKIT ........ 140

ACCU-CHEK SOFTCLIX LANCETS
140

ACCUPRIL (Use quinapril hcl) ....56

ACCURETIC (Use quinapril-

hydrochlorothiazide) ................ 59
ACE AEROSOL CLOUD
ENHANCERMISC ................ 181
acebutolol hcl CAPS 200 MG ...... 87
acebutolol hcl CAPS 400 MG ...... 87
ACETADOTE SOLN (Use
acetylcysteine (antidote)) .......... 50
acetaminophen SOLN OR 160
MG/SML ... 13

acetaminophen SUSP 80 MG/2.5ML .
13

acetaminophen w/ codeine SOLN .17

acetaminophen w/ codeine TABS 15
MG-300 MG, 30 MG-300 MG, 60



MG-300 MG

acetaminophen-caff-dihydrocod
CAPS 30 MG-320.5 MG-16 MG ...18

acetazolamide CP12 .............. 116
acetazolamide sodium ........... 116
acetazolamide TABS ............. 116
acetic acid (otic) .................. 209
aceticacid0.25% ................ 127

acetylcysteine (antidote) SOLN ....50
ACETYLCYSTEINE POWD
acetylcysteine SOLN

ACIPHEX TBEC (Use rabeprazole

sodium) ... 221
acitretin ... 103
ACTEMRA ACTPEN SOAJ ........ 10
ACTEMRASOLN .................. 10
ACTEMRA SOSY ..., 10
ACTHAR ... .. 118
ACTHIBSOLRIM ................ 224

ACTICLATE TABS (Use doxycycline

hyclate) ............................ 218
ACTI-LANCE LANCETS 28G ....140
ACTI-LANCE LITE SAFETY
LANCETS28G ................... 140
ACTI-LANCE SPECIAL SAFETY
LANCETS 17G ................... 140
ACTI-LANCE SPECIAL
SAFETYLANCETS 17G ......... 140

ACTI-LANCE UNIVERSAL SAFETY
LANCETS 23G

ACTIMMUNE

ACTIQ LPOP (Use fentanyl citrate)
13

ACTIQ LPOP 200 MCG, 400 MCG,
600 MCG, 800 MCG, 1200 MCG
(Use fentanyl citrate)

ACTIVASEIV ... 131

ACTIVELLA TABS 1 MG-0.5 MG
(Use estradiol & norethindrone

acetate) ...l 122
ACTONEL TABS 150 MG (Use
risedronate sodium) ............... 117
ACTONEL TABS 35 MG (Use
risedronate sodium) ............... 117

ACTOPLUS MET TABS 850 MG-15
MG (Use pioglitazone hcl-metformin

ACTOS 30 MG, 45 MG (Use
pioglitazone hel) .................... 48

ACULAR (Use ketorolac

tromethamine (ophth)) ............ 207
ACULAR LS (Use ketorolac

tromethamine (ophth)) ............ 207
ACUVAIL ..., 207
ACYCLOVIR ..., 94
acyclovirCAPS ..................... 86
acyclovir sodium SOLN ............ 86
acyclovirSUSP ..................... 86
acyclovirTABSOR ................. 86
acyclovir topical CREA ........... 104
acyclovir topical OINT ............ 104

ACZONE (Use dapsone (topical))
100

ADACEL SUSP

ADAKVEO

ADALIMUMAB-AACF (2 PEN) AJKT .
7

ADALIMUMAB-ADAZ SOAJ ........ 7
ADALIMUMAB-ADAZ SOSY ........ 7
ADALIMUMAB-ADBM AJKT ........ 7

ADALIMUMAB-ADBM
CROHNS/UC/HS STARTER AJKT .7

ADALIMUMAB-ADBM PSKT 10

MG/0.2ML, 20 MG/0.4ML ........... 8
ADALIMUMAB-ADBM PSKT 40
MG/O.8ML ... 8
ADALIMUMAB-ADBM
PSORIASIS/UVEITIS STARTER
AJKT Lo 7
ADALIMUMAB-FKJP AJKT ......... 8
ADALIMUMAB-FKJP PSKT 20
MG/O4AML ..o 8
ADALIMUMAB-FKJP PSKT 40
MG/O.8ML ... 8
adapalene GEL0.3 % ............ 100
ADBRY ... 109
ADCIRCA TABS (Use tadalafil
(pulmonary hypertension)) ......... 92

ADDERALL TABS 1.25 MG-1.25
MG-1.25 MG-1.25 MG, 1.875 MG-
1.875 MG-1.875 MG-1.875 MG, 2.5
MG-2.5 MG-2.5 MG-2.5 MG, 3.125
MG-3.125 MG-3.125 MG-3.125 MG,
3.75 MG-3.75 MG-3.75 MG-3.75 MG,
5 MG-5 MG-5 MG-5 MG (Use
amphetamine-dextroamphetamine) .1

ADDERALL TABS 7.5 MG-7.5 MG-
7.5 MG-7.5 MG (Use amphetamine-
dextroamphetamine)

ADDERALL XR CP24 (Use
amphetamine-dextroamphetamine) .1

adefovir dipivoxil



ADEMPAS
adenosine (diagnostic)

adenosine SOLN 6 MG/2ML, 12
MG/4ML

ADLARITY PTWK ................ 213
ADMELOG SOLN IJ
ADMELOG SOLOSTAR SOPN ... 45

ADRENALIN SOLN 1 MG/ML (Use
epinephrine (anaphylaxis))

ADRENALIN SOLN 1 MG/ML, 30
MG/30ML (Use epinephrine

(anaphylaxis)) ..................... 228
ADSTILADRIN ..................... 68
ADTHYZATABS .................. 219
ADUHELM ........................ 213
ADVAIR DISKUS AEPB (Use
fluticasone-salmeterol) ............. 27
ADVAIR DISKUS AEPB (Use
fluticasone-salmeterol) ............. 28
ADVAIR HFA AERO (Use
fluticasone-salmeterol) ............. 28

ADVANCED MOBILE LANCET 30G
140

ADVATE

ADVIN COVID-19 ANTIGEN HOME
TESTKIT ... 112

ADVOCATE INSULIN PEN
NEEDLE/32GX4MM

ADVOCATE INSULIN PEN
NEEDLES

ADVOCATE INSULIN PEN
NEEDLES 29GX12.7MM

ADVOCATE INSULIN PEN
NEEDLES 31GX5MM

Index 3

ADVOCATE INSULIN PEN
NEEDLES 31GX8MM

ADVOCATE INSULIN SYRINGE/U-
100/0.3ML/29GX1/2"

ADVOCATE INSULIN SYRINGE/U-
100/0.3ML/30GX5/16"

ADVOCATE INSULIN SYRINGE/U-
100/0.3ML/31GX5/16"

ADVOCATE INSULIN SYRINGE/U-
100/0.5ML/29GX1/2"

ADVOCATE INSULIN SYRINGE/U-
100/0.5ML/30GX5/16"

ADVOCATE INSULIN SYRINGE/U-
100/0.5ML/31GX5/16"

ADVOCATE INSULIN SYRINGE/U-
100/1ML/29GX1/2"

ADVOCATE INSULIN SYRINGE/U-
100/1ML/30GX5/16"

ADVOCATE INSULIN SYRINGE/U-
100/1ML/31GX5/16"

ADVOCATE LANCETS .......... 140
ADVOCATE LANCETS 30G ..... 140
ADVOCATE LANCING DEVICE

MISC ... 140

ADVOCATE RAPID-SAFE LANCING
DEVICE MISC

ADVOCATE SAFETY LANCETS
140

ADVOCATE SAFETY LANCETS

26G ... 140
ADYNOVATE .................... 129
ADZENYS XR-ODT TBED .......... 1
ADZYNMA ... 130
AEMCOLO ... 61

AEROCHAMBER MINI

AEROSOLCHAMBER DEVI ...... 182

AEROCHAMBER MV MISC ...... 182

AEROCHAMBER PLUS FLOW VU

MISC ... 182
AEROCHAMBER PLUS FLOW
VUMOUTHPIECE DEVI .......... 182

AEROCHAMBER PLUS FLOW-
VU/INTERMEDIATE MASK DEVI
182

AEROCHAMBER PLUS FLOW-
VU/LARGE MASK DEVI

AEROCHAMBER PLUS FLOW-
VU/LARGE MASKMISC ......... 182

AEROCHAMBER PLUS FLOW-
VU/MASK MISC

AEROCHAMBER PLUS FLOW-
VU/MEDIUM MASK DEVI

AEROCHAMBER PLUS FLOW-
VU/MEDIUM MASK MISC

AEROCHAMBER PLUS FLOW-
VU/SMALL MASK DEVI

AEROCHAMBER PLUS FLOW-
VU/SMALL MASK MISC

AEROCHAMBER Z-STAT PLUS
VALVED HOLDING CHAMBER
W/FLOW VU MISC

AEROCHAMBER Z-STAT
PLUS/FLOWSIGNAL MISC

AEROCHAMBER Z-STAT
PLUS/LARGE MASK MISC ...... 182

AEROCHAMBER Z-STAT

PLUS/MEDIUM MASK MISC ..... 182

AEROCHAMBER Z-STAT

PLUS/SMALL MASK MISC ....... 182



AEROCHAMBER/FLOWSIGNAL

AFINITOR DISPERZ TBSO (Use
everolimus) ......................... 70

AFINITOR TABS (Use everolimus)
70

AFINITOR TABS (Use everolimus)
71

AFLURIA QUADRIVALENT 2021-
2022 8USP ... 225

AFLURIA QUADRIVALENT 2021-
2022 SUSY ... 225

AFLURIA QUADRIVALENT 2022-
2023 SUSP ... 225

AFLURIA QUADRIVALENT 2022-
2023 SUSY ... 225

AFLURIA QUADRIVALENT 2023-
2024 SUSP ... 225

AFLURIA QUADRIVALENT 2023-
2024 SUSY ... 225

AFREZZA POWD 4 UNIT, 8 UNIT,
T2UNIT (oo 45

AFSTYLA

AGAMATRIX ULTRA-THIN
LANCETS 33G

AGAMREE

AGGRASTAT (Use tirofiban hcl in
sodium chloride) .................. 130

AGGRASTAT 3.75 MG/15ML ....130

AGRYLIN 0.5 MG (Use anagrelide

RCI) et 130
AIMOVIG 140 MG/ML ............ 184
AIMOVIG TOMG/ML .............. 184

AIRDUO DIGIHALER 232/14 ..... 28
AIRDUO DIGIHALER 55/14

AIRDUO RESPICLICK 113/14 AEPB
(Use fluticasone-salmeterol) ....... 28

AIRDUO RESPICLICK 232/14 AEPB
(Use fluticasone-salmeterol) ....... 28

AIRDUO RESPICLICK 55/14 AEPB

(Use fluticasone-salmeterol) ....... 28
AIRSUPRA ... ..o 28
AJOVYSOAJ ... 184
AJOVY SOSY ... 184
AKEEGA ..o 68

AKOVAZ SOLN 1V (Use ephedrine

sulfate (pressors)) ................ 229
AKTEN ... 205
AKYNZEO ..., 51
AKYNZEO SOLN ........cceevvenn.. 51
AKYNZEO SOLR ... 51
albendazole ........................ 21
ALBENDAZOLE ................... 94
ALBUKED 25 ........ccc.evvvnn.. 130
ALBUKED S ...................... 130
ALBUMIN HUMAN ............... 130
ALBUMINEX ..................... 130
ALBURX ... 130
ALBUTEIN ........................ 130
albuterol sulfate AERS ............. 28

albuterol sulfate NEBU 0.083 %, 0.63
MG/3ML, 1.25 MG/3ML, 2.5
MG/OBML ... 28

albuterol sulfate SYRP ............. 28

albuterol sulfate TABS ............. 28

ALCAINE (Use proparacaine hcl)
205

alclometasone dipropionate CREA
105

alclometasone dipropionate OINT
105

ALDACTAZIDE (Use spironolactone
& hydrochlorothiazide) ............ 116

ALDACTONE TABS (Use
spironolactone) ................... 116

ALECENSA
alendronate sodium SOLN

alendronate sodium TABS 10 MG
117

alendronate sodium TABS 35 MG
117

alendronate sodium TABS 70 MG
117

alfuzosin hcl

ALIMTA SOLR (Use pemetrexed
disodium) ... 66

ALINIA TABS (Use nitazoxanide) . 62
ALIQOPA
aliskiren fumarate

ALKERAN (Use melphalan hcl) ...66

ALKERAN (Use melphalan) ....... 66
ALKINDI SPRINKLE CPSP ........ 98
allopurinol ........................ 128
ALLOPURINOL .................. 128
almotriptan malate 12.5 MG ...... 185
almotriptan malate 6.25 MG ...... 185
alogliptin benzoate ................ 44
alogliptin-metformin hcl ............ 42



alogliptin-pioglitazone 15 MG-25 MG,
30 MG-12.5 MG, 30 MG-25 MG, 45

MG-25MG ......................... 42
ALOMIDE ...................ooa.. 207
alosetronhcl ...................... 126
ALPHAGAN P 0.1 % (Use
brimonidine tartrate) .............. 204
ALPHAGAN P 0.15 % (Use
brimonidine tartrate) .............. 204
ALPHANATE SOLR .............. 129
ALPHANINE SD 500 UNIT, 1000
UNIT, 1500 UNIT ................. 129

ALPRAZOLAM INTENSOL CONC 23

alprazolam TABS 0.25 MG, 0.5 MG,

TMG .o 23
alprazolam TABS2MG ............ 23
alprazolam TB24 0.5 MG, 1 MG, 3

MG . 23

alprazolam TB24 2 MG ............ 23

alprazolam TBDP 0.25 MG, 0.5 MG,

TMG .o 23
alprazolam TBDP2 MG ............ 23
ALPROLIX ...l 129

ALREX SUSP (Use loteprednol

etabonate) ........................ 205
ALTACE CAPS 1.25 MG, 2.5 MG
(Useramipril) ..................... 56
ALTACE CAPS 5 MG, 10 MG (Use
ramipril) ... 56
ALTOPREV TB24 20 MG, 40 MG, 60
MG . 55
ALTUVIIO ..., 129

ALUNBRIG TABS 180 MG ......... 71

ALUNBRIG TABS 30 MG, 90 MG .71

Index 5

ALUNBRIGTBPK .................. 71
ALVAIZ . 132
ALVESCO ..., 26
ALYMSYS ... 67
amantadine hcl CAPS .............. 76

amantadine hcl SOLN
amantadine hcl TABS .............. 76
AMARYL (Use glimepiride) .......: 49

AMBIEN CR TBCR (Use zolpidem
tartrate) ... 135

AMBIEN TABS (Use zolpidem
tartrate) ... 135

AMBISOME (Use amphotericin b

liposome) ........coooiiiiiii, 52
ambrisentan ....................... 92
amcinonide CREA ................ 105

AMERGE (Use naratriptan hcl) ..185

AMICAR SOLN OR (Use

aminocaproic acid) ................ 134
AMICAR TABS (Use aminocaproic

acid) ..o 134
AMIDATE (Use etomidate) ...... 127

amikacin sulfate SOLN 1 GM/4ML,
500MG/2ML ... 6

amiloride & hydrochlorothiazide .116

amiloride hcl TABS

aminocaproic acid TABS ......... 134
aminophylline SOLN

amiodarone hcl SOLN 50 MG/ML,
450 MG/9ML, 900 MG/18ML ....... 25

amiodarone hcl TABS .............. 25
AMITIZA (Use lubiprostone) ..... 124
amitriptyline hcl TABS .............. 42
AMJEVITA SOAJ 40 MG/0.8ML ....8
AMJEVITA SOAJ
AMJEVITA SOSY 10 MG/0.2ML ....8

AMJEVITA SOSY 20 MG/0.2ML, 40
MG/OAML ... 8

AMJEVITA SOSY 20 MG/0.4ML ....8
AMJEVITA SOSY 40 MG/0.8ML ....8
AMLODIPINE BESYLATE
amlodipine besylate TABS 10 MG .88

amlodipine besylate TABS 2.5 MG, 5

amlodipine besylate TABS 2.5 MG 88
amlodipine besylate TABS 5 MG ..88

amlodipine besylate-atorvastatin
calcium

amlodipine besylate-benazepril hcl
TIOMG-25MG ...l 59

amlodipine besylate-benazepril hcl
10 MG-5 MG, 20 MG-10 MG, 20 MG-

amlodipine besylate-benazepril hcl

40 MG-10 MG, 40 MG-5 MG ....... 59
amlodipine besylate-olmesartan
medoxomil ...l 59
amlodipine besylate-valsartan ....59
amlodipine-valsartan-
hydrochlorothiazide ................ 59
AMONDYS45 .................... 199
amoxaping ..............iiiiiin... 42

amoxicillin & pot clavulanate CHEW .



211

amoxicillin & pot clavulanate SUSR
211

amoxicillin & pot clavulanate TABS
211

amoxicillin & pot clavulanate TB12
211

amoxicilin CAPS .................. 210

amoxicillin CHEW 125 MG, 250 MG .
210

AMOXICILLIN SUSR (Use

amoxicillin) ..................... 211
amoxicilin SUSR ................. 210
amoxicilin TABS .................. 211

amoxicillin-clarithromycin w/
lansoprazole THPK ............... 223

amphetamine sulfate TABS ......... 1

amphetamine-dextroamphetamine
CP24 1.25 MG-1.25 MG-1.25 MG-
1.25 MG, 2.5 MG-2.5 MG-2.5 MG-2.5
MG, 3.75 MG-3.75 MG-3.75 MG-3.75
MG, 5 MG-5 MG-5 MG-5 MG, 6.25
MG-6.25 MG-6.25 MG-6.25 MG, 7.5
MG-7.5 MG-7.5 MG-7.5MG ........ 1

amphetamine-dextroamphetamine
CP24 1.25 MG-1.25 MG-1.25 MG-

amphetamine-dextroamphetamine
CP24 12.5 MG-12.5 MG-12.5 MG-
12.5 MG, 3.125 MG-3.125 MG-3.125
MG-3.125 MG, 6.25 MG-6.25 MG-
6.25 MG-6.25 MG, 9.375 MG-9.375
MG-9.375 MG-9.375 MG

amphetamine-dextroamphetamine
CP24 3.75 MG-3.75 MG-3.75 MG-
3.75 MG, 6.25 MG-6.25 MG-6.25

MG-6.25 MG

amphetamine-dextroamphetamine

CP24 9.375 MG-9.375 MG-9.375
MG-9.376 MG ... 1

amphetamine-dextroamphetamine
TABS 1.25 MG-1.25 MG-1.25 MG-
1.25 MG, 1.875 MG-1.875 MG-1.875
MG-1.875 MG, 2.5 MG-2.5 MG-2.5
MG-2.5 MG, 3.125 MG-3.125 MG-
3.125 MG-3.125 MG, 3.75 MG-3.75
MG-3.75 MG-3.75 MG, 5 MG-5 MG-5

amphetamine-dextroamphetamine

TABS 7.5 MG-7.5 MG-7.5 MG-7.5
MG .. 1
AMPHOTERICINB .............. 192

amphotericinb IV .................. 52
amphotericin b liposome

ampicillin & sulbactam sodium IV 1
GM-0.5 GM, 10 GM-5 GM, 2 GM-1

GM . 211
ampicillin CAPS 500 MG ......... 211
ampicillin sodium IJ 1 GM, 2 GM, 250
MG,500MG ...........ooiiiiin 211
AMPYRA (Use dalfampridine) ...214
AMRIX CP24 (Use cyclobenzaprine

hel) oo 196
AMVUTTRA .. ..., 217
AMYTAL SODIUM ............... 134

ANAFRANIL (Use clomipramine hcl)
42

anagrelide hcl
anagrelide hcl

ANAPROX DS TABS (Use naproxen

sodium) ... 10
ANASPAZ TBDP (Use hyoscyamine
sulfate) ...l 220

anastrozole

ANCOBON (Use flucytosine) ...... 52
ANDRODERM PT24 2 MG/24HR . 20
ANDRODERM PT24 4 MG/24HR . 20

ANDROGEL GEL TD (Use
testosterone) ................... ... 20

ANDROGEL PUMP GEL TD 1.62 %
(Use testosterone) ................. 20

ANGELIQ

ANGIOMAX SOLR (Use bivalirudin

trifluoroacetate) ..................... 32
ANNOVERA ....................... 97
ANORO ELLIPTA ................. 28
ANTARA3OMG ...t 55
ANTIVERT TABS 50 MG (Use
meclizinehcl) .................... ... 51
ANUSOL-HC EX (Use
hydrocortisone (rectal)) ............ 21
ANZEMET TABS50MG ........... 50
APEXICONECREA .............. 105
APHEXDA ...l 134
APIDRASOLN ...l 45
APIDRA SOLOSTAR SOPN ....... 45
APLENZIN ......................... 39
APLISOL ...l 111
APOKYN SOCT ..., 76

apomorphine hydrochloride SOCT 76

APONVIEEMUL ................... 51
apraclonidine hel ................. 204
aprepitant CAPS ................... 51
aprepitant MISC .................... 51
APRETUDE ..............c..o.ooid 82

APRISO CP24 (Use mesalamine)

Index 6



125

APTENSIO XR CP24 (Use

methylphenidate hel) ................ 3
APTIOM 200 MG, 400 MG ......... 34
APTIOM 600 MG, 800 MG .......... 34

APTIVUS CAPS

AQ INSULIN SYRINGE/0.5ML/30G X
5/16"

AQ INSULIN SYRINGE/1ML/29G X
172"

AQ INSULIN SYRINGE/1ML/31G X
5/16"

AQINJECT PEN NEEDLE/31G X
3/16"

AQINJECT PEN NEEDLE/32G X

5/32" 151
AQUALANCE LANCETS ULTRA
THIN30G ......................... 141

ARALAST NP SOLR 500 MG, 1000

ARANESP ALBUMIN FREE SOLN
25 MCG/ML, 40 MCG/ML, 60
MCG/ML, 100 MCG/ML, 200
MCG/ML

ARANESP ALBUMIN FREE SOSY
10 MCG/0.4ML, 40 MCG/0.4ML, 200
MCG/04AML ....................... 132

ARANESP ALBUMIN FREE SOSY
100 MCG/0.5ML

ARANESP ALBUMIN FREE SOSY
25 MCG/0.42ML

ARANESP ALBUMIN FREE SOSY
300 MCG/0.6ML

ARANESP ALBUMIN FREE SOSY
500 MCG/ML

ARANESP ALBUMIN FREE SOSY

Index 7

60 MCG/0.3ML, 150 MCG/0.3ML 132

ARAVA (Use leflunomide) ......... 12
ARCALYST ..., 10
AREXVY ... 225
arformoterol tartrate ............... 28

argatroban
ARGATROBAN

ARGATROBAN/SODIUM
CHLORIDE

ARICEPT TABS 10 MG (Use
donepezil hydrochloride) ......... 213

ARICEPT TABS 23 MG (Use
donepezil hydrochloride) ......... 213

ARICEPT TABS 5 MG (Use

donepezil hydrochloride) ......... 213
ARIKAYCE ..., 6
ARIMIDEX (Use anastrozole) ..... 69
aripiprazole SOLNOR ............. 81
aripiprazole TABS 2 MG, 5 MG ... .81
aripiprazole TABS .................. 81
aripiprazole TBDP .................. 81
ARISTADA 1064 MG/3.9ML ....... 81
ARISTADA 441 MG/1.6ML ........ 81
ARISTADA 662 MG/2.4ML ........ 82
ARISTADA 882 MG/3.2ML ........ 81
ARISTADAINITIO ................. 82
ARIXTRA (Use fondaparinux

sodium) ... 31
ARIXTRA 10 MG/0.8ML (Use

fondaparinux sodium) .............. 31

ARIXTRA 2.5 MG/0.5ML (Use

fondaparinux sodium) .............. 31

ARIXTRA 5 MG/0.4ML (Use
fondaparinux sodium) .............. 31

ARIXTRA 7.5 MG/0.6ML (Use

fondaparinux sodium) .............. 31
armodafinil ... 4
ARMONAIR DIGIHALER .......... 26
ARMOUR THYROID TABS ...... 219
ARNUITY ELLIPTA ................ 26

arsenic trioxide .................... 74
ARTHROTEC 50 TBEC (Use
diclofenac w/ misoprostol) ......... 10
ARTHROTEC 75 TBEC (Use
diclofenac w/ misoprostol) ......... 10
ARTISSKIT ... 134
ARTISSSOLN ...........cnntt. 134
ASACOL HD TBEC (Use
mesalamine) ...................... 125
ASCENIV ...l 210
asenapine maleate ................ 80
ASMANEX HFA AERO 100
MCG/ACT, 200 MCG/ACT ......... 26

ASMANEX HFA AERO 50 MCG/ACT

...................................... 26
ASMANEX TWISTHALER 120
METERED DOSES AEPB ......... 27
ASMANEX TWISTHALER 14
METERED DOSES AEPB ......... 27
ASMANEX TWISTHALER 30
METERED DOSES AEPB 110
MCG/INH ... 27

ASMANEX TWISTHALER 30



METERED DOSES AEPB 220

MCG/INH ... 27
ASMANEX TWISTHALER 60

METERED DOSES AEPB ......... 27
ASPARLAS ... ... 74
aspiin CHEW ...................... 13

aspirin TBEC 81 MG
aspirin-dipyridamole
ASPRUZYO SPRINKLE PACK ....22

ASSURE COMFORT LANCETS

ULTRATHIN28G ................ 141
ASSURE ID SAFETY PEN

NEEDLES 30G X 5/16" .......... 151
ASSURE LANCE LANCETS ..... 141

ASSURE LANCE SAFETY LANCET
28G

ASTAGRAF XL CP24 0.5 MG ....190

ASTAGRAF XL CP24 1 MG, 5 MG
190

ATACAND 32 MG (Use candesartan
cilexetil) ......................L 57

ATACAND 4 MG, 8 MG, 16 MG (Use
candesartan cilexetil) ............... 57

ATACAND HCT (Use candesartan
cilexetil-hydrochlorothiazide) ....... 59

atazanavir sulfate CAPS ........... 82

ATELVIA TBEC (Use risedronate
sodium) ... 117

atenolol & chlorthalidone

ATIVAN SOLN (Use lorazepam) .. 23
ATIVAN TABS (Use lorazepam) ...23

atomoxetine hcl 10 MG, 18 MG, 25
MG, 40 MG, 60 MG

atomoxetine hcl 80 MG, 100 MG ... .3
ATORVALIQSUSP ................ 55

atorvastatin calcium TABS 10 MG, 20
MG, 40 MG

atorvastatin calcium TABS 80 MG .55
atovaquone
atovaquone-proguanil hcl

atracurium besylate 50 MG/5ML, 100
MG/MOML ... 201

atropine sulfate (ophthalmic) OINT
203

atropine sulfate (ophthalmic) SOLN
203

ATROPINE SULFATE SOLN 1 %
203

ATROPINE SULFATE SOLN IV 0.4
MG/ML, 1 MG/ML (Use atropine
sulfate) ...l 220

atropine sulfate SOLN IV 0.4 MG/ML,
TMG/ML ... 220

ATROPINE SULFATE SOSY IJ (Use
atropine sulfate) ................... 220

ATROPINE SULFATE SOSY 1J 0.25
MG/5ML, 0.5 MG/5ML, 1 MG/10ML
220

atropine sulfate SOSY IJ
ATROVENT HFA
AUBAGIO (Use teriflunomide) ...214

AUGMENTIN ES-600 SUSR (Use
amoxicillin & pot clavulanate) .... 211

AUGMENTIN SUSR 31.25 MG/5ML-
125 MG/SML ... 211

AUGMENTIN TABS 125 MG-500 MG
(Use amoxicillin & pot clavulanate)
211

AUGTYRO ... 71
AUM MINI INSULIN PEN
NEEDLE/32GX4MM ............. 151
AUM MINI INSULIN PEN
NEEDLE/32GX5MM ............. 151
AUM MINI INSULIN PEN
NEEDLE/32GX6MM ............. 151
AUM MINI INSULIN PEN
NEEDLE/32GX8MM ............. 151
AUM MINI INSULIN PEN
NEEDLE/33GX4MM ............. 152
AUM MINI INSULIN PEN
NEEDLE/33GX5MM ............. 152
AUM MINI INSULIN PEN
NEEDLE/33GX6MM ............. 152

AUM SAFETY PEN NEEDLE/31G X
4MM

S5MM ..o 152
AURORA PEN NEEDLES
20GX12MM ... 152
AURORA PEN NEEDLES 31G
X6MM ... 152
AURORA PEN NEEDLES 31G
X8MM ..o 152
AURORA UNIFINE
PENTIPS/32GX5/32" ............. 152
AURORA UNIFINE
PENTIPS/MINI/31GX3/16" ....... 152
AURYXIA ... 126
AUSTEDOTABS ................. 214



AUSTEDO XR PATIENT TITRATION
KITTEPK ... 214

AUSTEDO XR TB24 24 MG ...... 214

AUSTEDO XR TB24 6 MG, 12 MG
214

AUTO-LANCET MINI MISC ...... 141

AUTOLET IMPRESSION LANCING
DEVICEMISC .................... 141

AUTOLET LANCING DEVICE MISC .
141

AUTOLET PLUSMISC ........... 141
AUVELITY ... 39
AUVI-QSOAJ ... 228

AVALIDE (Use irbesartan-
hydrochlorothiazide) ................ 59

AVAPRO (Use irbesartan) ........ 57

AVAR LS CLEANSER LIQD (Use
sulfacetamide sodium w/ sulfur) ..100

AVEED SOLN

AVODART (Use dutasteride) .... 128

AVONEX PEN AJKT .............. 214
AVONEX PSKT ...........oo... 214
AVSOLA ... ... 125
AVYCAZ .. ... 93

AYGESTIN TABS (Use

norethindrone acetate) ........... 212
AYVAKIT ..o 70
azacitidine SUSR ..................1 66

AZACTAM (Use aztreonam) ...... 63

AZASITE ... 204
AZATHIOPRINE ................. 190
AZATHIOPRINE POWD .......... 190

Index 9

azathioprine TABS 100 MG ...... 190
azathioprine TABS 50 MG ........ 190
azathioprine TABS 75 MG ........ 190
azelastine hcl (ophth) ............ 207
azelastine hcl 0.1 %, 137

MCG/SPRAY .......ccoiiiiiii. 198
azelastine hcl0.15% ............. 198

azelastine hcl-fluticasone propionate

AZILECT (Use rasagiline mesylate) .
77

azithromycin PACK ............... 138
azithromycin SOLR ............... 138
azithromycin SUSR 100 MG/5ML 138
azithromycin SUSR 200 MG/5ML 138
azithromycin TABS
AZOPT (Use brinzolamide) ...... 207

AZOR (Use amlodipine besylate-
olmesartan medoxomil) ............ 59

AZOR 5 MG-40 MG (Use amlodipine

besylate-olmesartan medoxomil) ..59
AZSTARYS ... . 4
aztreonam ...l 63

AZULFIDINE EN-TABS TBEC (Use
sulfasalazine) ..................... 125

AZULFIDINE TABS (Use

sulfasalazine) ..................... 125
BACIGUENT ..................... 204
bacitracin (ophthalmic) ........... 204
bacitracin ... 61

bacitracin-polymyxin b (ophth) ...204

bacitracin-poly-neomycin-hc

BACLOFEN POWD ............... 196

baclofen SOLN IT 40 MG/20ML, 500
MCG/ML, 20000 MCG/20ML, 40000
MCG/20ML ............cooooiaa. 196

baclofen SOLN OR 5 MG/5ML, 10

MG/SML ... 196
BACLOFEN SOSY ................ 196
baclofen SUSP .................... 196

baclofen TABS 10 MG, 20 MG ...196

baclofen TABS5MG ............. 196
bacteriostatic sodium chloride ...211
bacteriostatic sodium chloride ...212
BACTERIOSTATIC WATER

FORINJECTION/BENZYL ALCOHOL
..................................... 212

BACTRIM DS TABS (Use
sulfamethoxazole-trimethoprim) ... 61

BACTRIM TABS (Use
sulfamethoxazole-trimethoprim) ... 61

BAFIERTAM

BALCOLTRA (Use levonorgestrel-

ethinyl estradiol-iron) ............... 96
balsalazide disodium CAPS ...... 125
BALVERSA3MG .................. 71
BALVERSA4MG .................. 71
BALVERSAS5MG .................. 71

BANZEL SUSP (Use rufinamide) ..34
BANZEL TABS (Use rufinamide) ..34
BAQSIMI ONE PACK POWD ...... 44
BAQSIMI TWO PACK POWD ..... 44
BARACLUDE SOLN

BARACLUDE TABS (Use entecavir) .
84



BASAGLAR KWIKPEN SOPN ..... 45

BASAGLAR TEMPO PEN SOPN . 45

BAXDELASOLR .............. ... 123

BAXDELATABS .................. 123

BCG VACCINE

BD LO-DOSE INSULIN SYRINGE
MICROFINE IV/0.5ML/28G X 1/2"
152

BD 1/2ML TUBERCULIN
SYRINGE/PERM NEEDLE/REG
BEV/27G X 1/2"MISC ............ 152

BD AUTOSHIELD DUO 30G X 5MM

..................................... 152
BD ECLIPSE
SYRINGE/1ML/30GX1/2" ........ 152
BD INSULIN SYRINGE LUER-
LOK/U-100/1ML .................. 152

BD INSULIN SYRINGE MICROFINE
IV/U-100/0.5ML/28G X 1/2" ...... 152

BD INSULIN SYRINGE MICROFINE
IV/U-100/1ML/28G X 1/2"

BD INSULIN SYRINGE
MICROFINE/U-100/1ML/27G X 5/8"
152

BD INSULIN SYRINGE

SAFETYGLIDE/MML/29G X 1/2" 152

BD INSULIN SYRINGE ULTRAFINE
HALF-UNIT/0.3ML/31G X 5/16" . 152

BD INSULIN SYRINGE

ULTRAFINE/0.3ML/30G X 1/2" ..152
BD INSULIN SYRINGE ULTRA-
FINE/0.3ML/30G X 12.7MM ..... 152
BD INSULIN SYRINGE
ULTRAFINE/0.3ML/31G X 5/16" 152
BD INSULIN SYRINGE ULTRA-
FINE/0O.3ML/31G X 8MM ......... 152

BD INSULIN SYRINGE
ULTRAFINE/0.5ML/30G X 1/2" ..152

BD INSULIN SYRINGE ULTRA-
FINE/0.5ML/30G X 12.7MM

BD INSULIN SYRINGE

ULTRAFINE/0.5ML/31G X 5/16" 152

BD INSULIN SYRINGE ULTRA-
FINE/0.5ML/31G X 8MM

BD INSULIN SYRINGE ULTRA-
FINE/1/2 UNIT/0.3ML/31G X 8MM
152

BD INSULIN SYRINGE

ULTRAFINE/MML/30G X 1/2" ....152

BD INSULIN SYRINGE ULTRA-
FINE/1ML/30G X 12.7MM

BD INSULIN SYRINGE ULTRA-
FINE/1ML/31G X 8MM

BD INSULIN SYRINGE
ULTRAFINE/U-100/0.5ML/29G X
1/2"

BD INSULIN SYRINGE
ULTRAFINE/U-100/1ML/31G X 5/16"

BD INSULIN SYRINGE/0.3ML/29G X
12.7MM

BD INSULIN SYRINGE/0.5ML/29G X
12.7MM

BD INSULIN SYRINGE/1ML/27G X
12.7MM

BD INSULIN SYRINGE/1ML/29G X

127MM o 153
BD INSULIN SYRINGE/U-
100/MML/27G X 1/2" ............. 153
BD INSULIN SYRINGE/U-
500/0.5ML/31G X 6MM .......... 153

BD MICROTAINER LANCETS .. 141

BD PEN NEEDLE/MICRO/ULTRA-

FINE/32G X6MM ................ 153
BD PEN NEEDLE/MINI/ULTRA-
FINE/B1G X5MM ................ 153
BD PEN NEEDLE/NANO 2ND
GEN/32G X4MM ................. 153
BD PEN NEEDLE/NANO 2ND
GEN/32G X 5/32" ................ 153
BD PEN NEEDLE/NANO/ULTRA-
FINE/32G X4MM ................ 153
BD PEN
NEEDLE/ORIGINAL/ULTRA-
FINE/29G X 12.7TMM ............. 153

BD PEN NEEDLE/SHORT/ULTRA-
FINE/31G X 8MM

BD SAFETYGLIDE 1ML 27GX5/8"
153

BD SAFETYGLIDE INSULIN

SYRINGE/0.3ML/29G X 1/2" .... 153
BD SAFETYGLIDE INSULIN
SYRINGE/0.3ML/31G X 15/64" ..153
BD SAFETYGLIDE INSULIN
SYRINGE/0.3ML/31G X 5/16" ...153
BD SAFETYGLIDE INSULIN
SYRINGE/0.5ML/29G X 1/2" .... 153
BD SAFETY-GLIDE INSULIN
SYRINGE/0.5ML/29G X 1/2" .... 153
BD SAFETYGLIDE INSULIN
SYRINGE/0.5ML/31G X 15/64" ..153
BD SAFETYGLIDE INSULIN
SYRINGE/1ML/31G X 15/64" ....153

BD SAFETYGLIDE INSULIN
SYSYRINGE/0.5ML/30G X 5/16"
153

BD VEO INSULIN SYRINGE ULTRA-
FINE/0.3ML/31G X 6MM

BD VEO INSULIN SYRINGE ULTRA-
FINE/0.5ML/31G X 6MM



BD VEO INSULIN SYRINGE ULTRA-
FINE/1/2 UNIT/0.3ML/31G X 6MM
153

BD VEO INSULIN SYRINGE ULTRA-
FINE/1ML/31G X 6MM

BD VEO INSULIN SYRINGE ULTR-
FINE/U-100/0.5ML/31G X 15/64"
153

BD VERITOR AT-HOME COVID-19
TESTKIT ... 112

BD VERITOR SYSTEM FOR RAPID
DETECTION OF SARS-COV-2&FLU

A+B L 112
BECONASEAQ .................. 198
BELBUCAFILM .................... 19
BELEODAQ ...................... 71
BELLADONNA/OPIUM .......... 220
BELRAPZO SOLN ................. 66
BELSOMRA ...................... 136

benazeprilhcl 10MG .............. 57
benazepril hcl 20 MG, 40 MG ...... 57
benazeprilhcl 5MG ................ 57
bendamustine hcl SOLR ........... 66

BENDAMUSTINE
HYDROCHLORIDE SOLN

BENDEKA SOLN ..................! 66
BENEFIXKIT ... 129

BENICAR 20 MG (Use olmesartan
medoxomil) ......................... 58

BENICAR 40 MG (Use olmesartan
medoxomil) ......................... 58

BENICAR 5 MG (Use olmesartan
medoxomil) ... 58

Index 11

BENICAR HCT (Use olmesartan
medoxomil-hydrochlorothiazide) ...59

BENICAR HCT 25 MG-40 MG (Use
olmesartan medoxomil-
hydrochlorothiazide) ............... 59

BENLYSTA SOAJ

BENLYSTASOSY ................ 192

RCL) e 220
BENZNIDAZOLE .................. 22
BENZOCAINE ... 94

benzocaine-docusate sodium ENEM .
137

benztropine mesylate SOLN ....... 76
benztropine mesylate TABS ....... 76
bepotastine besilate .............. 207
BEPREVE (Use bepotastine

besilate) ........................... 207
BERINERTKIT .............o...t. 129
BESIVANCE ..................... 204
BESREMI ...t 74
betaine ......... ... 119

betamethasone dipropionate
augmented CREA ................ 105

betamethasone dipropionate
augmented GEL 0.05 %

betamethasone dipropionate

augmented LOTN ................. 105
betamethasone dipropionate
augmented OINT ................. 105
betamethasone sod phosphate &
acetate SUSP ...................... 98

betamethasone valerate CREA .. 105
betamethasone valerate FOAM .. 105
betamethasone valerate LOTN ...105
betamethasone valerate OINT ... 105

BETAPACE AF 120 MG (Use sotalol
hel (afib/afl)) ........................ 88

BETAPACE AF 160 MG (Use sotalol
hel @fib/afl)) «....oeeee e 88

BETAPACE AF 80 MG (Use sotalol
hel (afib/afl)) ........................ 88

BETAPACE TABS 120 MG (Use
sotalolhcl) .......................... 88

BETAPACE TABS 160 MG (Use
sotalolhcl) .......................... 88

BETAPACE TABS 80 MG (Use

sotalol hel) ... 88
BETASERONKIT ................. 214
betaxolol hcl (ophth) SOLN ....... 202
betaxolol hel ................. ..., 87
BETHANECHOL CHLORIDE ..... 94

bethanechol chloride 10 MG, 50 MG .
224

bethanechol chloride 25 MG .. ... 224
bethanechol chloride 5 MG

BETHKIS NEBU (Use tobramycin) . .6

BETIMOL ...l 202
BETOPTIC-SSUSP .............. 202
BEVESPI AEROSPHERE ......... 28



bexarotene (topical) .............. 102
bexarotene ......... ...l 74
BEXSERO ...l 224

BEYAZ (Use drospirenone-ethinyl
estradiol-levomefolate calcium) ....96

BEYFORTUS
bicalutamide

BICILLIN C-R 300000 UNIT/2ML-

900000 UNIT/2ML, 300000 UNIT/ML-
300000 UNIT/ML ...l 211
BICILLIN L-ASUSY .............. 211
BICNU (Use carmustine) .......... 66

BIDIL (Use isosorbide dinitrate-

hydralazine hel) .................... 91
BIJUVA ... 122
BIKTARVY ..., 82
BILTRICIDE (Use praziquantel) ...22
bimatoprost SOLN ................ 208
BIMZELX SOAJ ...........coenn... 103
BIMZELX SOSY .................. 103

BINAXNOW COVID-19 AG CARD
HOME TESTKIT ................. 112

BINOSTOTBEF .................. 117
BIOTHRAX ... ... 224
bismuth subcitrate potassium-

metronidazole-tetracycline ....... 223

bisoprolol & hydrochlorothiazide ..59
bisoprolol fumarate

BIVALIRUDIN RTU SOLN (Use
bivalirudin trifluoroacetate) ......... 32

bivalirudin trifluoroacetate SOLN .. 32

bivalirudin trifluoroacetate SOLR ..33

BIVIGAM SOLN
bleomycin sulfate

BLEPH-10 SOLN (Use sulfacetamide
sodium (ophth)) ................... 204

BLINCYTO

BLOXIVERZ SOLN IV (Use
neostigmine methylsulfate) ........ 65

BONIVA TABS (Use ibandronate

sodium) ... 117
BONJESTATBCR ................. 51
BOOSTRIXSUSP ................ 220
BOOSTRIXSUSY ................ 220

MG . 71
bortezomib SOLRIJ ................ 71
bosentan TABS .................... 92
BOSULIF CAPS 100 MG .......... 71
BOSULIF CAPS50 MG ............ 71
BOSULIFTABS .............o.n.t. 71
BRAFTOVI75MG ................. 71

BREATHERITE VALVED MDI
CHAMBER/COLLAPSIBLE DEVI 182

BREATHERITE VALVED MDI
CHAMBER/RIGID DEVI

BREO ELLIPTA (Use fluticasone
furoate-vilanterol) .................. 28

BREO ELLIPTA 100 MCG/ACT-25
MCG/ACT, 200 MCG/INH-25
MCG/INH

BREO ELLIPTA 50 MCG/INH-25
MCG/INH

BREVIBLOC (Use esmoilol hcl-
sodium chloride) .................... 87

BREVIBLOC PREMIXED (Use
esmolol hcl-sodium chloride) ...... 87

BREVIBLOC PREMIXED
DOUBLESTRENGTH (Use esmolol
hcl-sodium chloride) ................ 87

BREVIBLOC SOLN 100 MG/10ML
(Use esmololhel) ................... 87

BREVITAL SODIUM SOLR 500 MG .
127

BREXAFEMME .................... 52
BREZTRI AEROSPHERE ......... 28
BRIDION ..., 50
BRILINTAGOMG ................. 131
BRILINTAOMG ................. 131
brimonidine tartrate (topical) ..... 110

brimonidine tartrate 0.1 %, 0.15 %
204

brimonidine tartrate 0.15 %
brimonidine tartrate 0.2 %

brimonidine tartrate-timolol maleate .
202

BRINEURA ....................... 119
brinzolamide ...................... 207
BRISDELLE (Use paroxetine

mesylate (vasomotor)) ............ 217
BRIUMVI ..., 214

BRIVIACT SOLN IV 50 MG/5ML .. 34

BRIVIACT SOLN OR 10 MG/ML .. 34

BRIVIACTTABS ................... 34

BRIXADI SOSY 128 MG/0.36ML ..19

BRIXADI SOSY 16 MG/0.32ML ... 19

BRIXADI SOSY 24 MG/0.48ML ... 19

BRIXADI SOSY 32 MG/0.64ML ... 19

Index 12



BRIXADI SOSY 64 MG/0.18ML ... 19
BRIXADI SOSY 8 MG/0.16ML ..... 19
BRIXADI SOSY 96 MG/0.27ML ... 19
bromfenac sodium (ophth)
bromocriptine mesylate CAPS ... .. 76

bromocriptine mesylate TABS 2.5

BROMSITE (Use bromfenac sodium
(ophth)) ..o 207

BRONCHITOL

BRONCHITOL TOLERANCE TEST .
217

BROVANA (Use arformoterol
tartrate) ...l 29

BRUKINSA

BRYHALILOTN ................... 105
BSSPLUSSOLN ................. 207
BSSSOLN ... 207

budesonide (inhalation) SUSP 0.25
MG/2ML, 0.5 MG/2ML ............. 27

budesonide (inhalation) SUSP 1

MG/2ML ... 27
budesonide (intrarectal) ........... 21
budesonide CPEP .................. 98
budesonide TB24 .................. 98
budesonide-formoterol fumarate
dihydrate 160 MCG/ACT-4.5
MCG/ACT ... 29
budesonide-formoterol fumarate
dihydrate 80 MCG/ACT-4.5
MCG/ACT ... 29

bumetanide SOLN 0.25 MG/ML ..116

bumetanide TABS ................ 116

Index 13

BUMEX TABS 0.5 MG (Use
bumetanide) ................... ... 116

BUPHENYL POWD (Use sodium
phenylbutyrate) ................... 119

BUPHENYL TABS (Use sodium
phenylbutyrate) ................... 119

BUPIVACAINE FISIOPHARMA
SOLN IJ

bupivacaine hcl SOLN IJ
bupivacaine in dextrose SOLN ...138

bupivacaine w/ epinephrine SOLN 1
:200000-0.25 %, 1 :200000-0.5 %
137

BUPRENEX SOLN (Use
buprenorphine hcl) ................. 19

buprenorphine hcl FILM 150 MCG,
300 MCG, 450 MCG, 600 MCG, 750
MCG, 900 MCG

buprenorphine hcl SOLN
buprenorphine hcl SUBL 2 MG ....19
buprenorphine hcl SUBL ........... 19

buprenorphine hcl-naloxone hcl
dihydrate FILM SL 0.5 MG-2 MG, 1

buprenorphine hcl-naloxone hcl
dihydrate FILM SL 2 MG-8 MG ....19

buprenorphine hcl-naloxone hcl
dihydrate FILM SL 3 MG-12 MG .. .19

buprenorphine hcl-naloxone hcl
dihydrate SUBL .................... 19

buprenorphine PTWK .............. 19

bupropion hcl (smoking deterrent)
216

bupropion hcl TABS ................ 39

bupropion hcl TB12

bupropion hcl TB24 150 MG, 300 MG

...................................... 39
bupropion hcl TB24 450 MG ....... 39
buspirone hcl 30MG ............... 23

buspirone hcl 5 MG, 10 MG, 15 MG
23

buspirone hcl 7.5 MG, 30 MG
busulfan SOLN
BUSULFEX SOLN (Use busulfan) 66

butalbital-acetaminophen CAPS 50
MG-300 MG

butalbital-acetaminophen TABS 50
MG-300 MG

butalbital-acetaminophen TABS 50
MG-325 MG

butalbital-acetaminophen-caffeine
CAPS 40 MG-50 MG-300 MG, 40
MG-50 MG-325 MG

butalbital-acetaminophen-caffeine
TABS 40 MG-50 MG-325 MG

butalbital-acetaminophen-caffeine w/
codeine 30 MG-40 MG-50 MG-300

butalbital-acetaminophen-caffeine w/
codeine 30 MG-40 MG-50 MG-325

butalbital-aspirin-caffeine CAPS ...13
butalbital-aspirin-caffeine w/cod ...18

butorphanol tartrate IJ 1 MG/ML, 2

butorphanol tartrate NA 10 MG/ML
19

BUTRANS PTWK (Use
buprenorphine) .................. ... 19

BYDUREON BCISE AUlJ



BYETTA SOPN 10 MCG/0.04ML . .45
BYETTA SOPN 5 MCG/0.02ML ...45
BYLVAY (PELLETS)CPSP ...... 125
BYLVAY CAPS ................... 125
BYSTOLIC (Use nebivolol hcl) ....87

BYSTOLIC 2.5 MG, 5 MG (Use

nebivolol hel) ....................... 87
CABENUVA 600 MG/2ML-400
MG/2ML ... 82

CABENUVA 900 MG/3ML-600

MG/BML ... 82
cabergoline ....................... 121
CABLIVI ... 131
CABOMETYXTABS ............... 71

CADUET 10 MG-10 MG, 10 MG-20
MG, 10 MG-40 MG, 10 MG-80 MG, 5
MG-10 MG, 5 MG-20 MG, 5 MG-40
MG, 5 MG-80 MG (Use amlodipine
besylate-atorvastatin calcium) ..... 91

CAFCIT SOLN IV 60 MG/3ML (Use
caffeine citrate) ...................... 3

caffeine & sodium benzoate

caffeine citrate SOLN IV 60 MG/3ML
3

CALAN SR TBCR 120 MG, 180 MG
(Use verapamil hel) ................ 89

CALAN SR TBCR 240 MG (Use

verapamilhcl) ...................... 89
calcipotriene CREA ............... 103
CALCIPOTRIENE FOAM ......... 103
calcipotriene OINT ................ 103
calcipotriene SOLN ............... 103
calcipotriene-betamethasone

dipropionate OINT ................ 105

calcipotriene-betamethasone

dipropionate SUSP ............... 105
calcitonin (salmon) IJ ............. 117
calcitonin (salmon) NA ............ 117
calcitriol (topical) ................. 103
calcitriol CAPS .................... 119
calcitriol SOLNOR ................ 119

calcium carbonate (antacid) SUSP 21

calcium carbonate-cholecalciferol

calcium carbonate-vitamin d TABS
250 MG-125 UNIT ................ 187

calcium chloride (dihydrate) SOLN
187

calcium citrate-vitamin d TABS 200
UNIT-315 MG, 250 UNIT-200 MG,
250 UNIT-315 MG

CALCIUM GLUCONATE SOLN (Use
calcium gluconate) ................ 187

calcium gluconate SOLN

CALCIUM
GLUCONATE/SODIUMCHLORIDE
SOLN (Use calcium gluconate-
sodium chloride) .................. 187

CALCIUM
GLUCONATE/SODIUMCHLORIDE
SOLN 1 GM/100ML-0.8 %, 1
GM/50ML-0.675 %, 2 GM/100ML-
0.675% ..o 187

calcium gluconate-sodium chloride

CALQUENCE

CAMBIA (Use diclofenac potassium

(migraine)) ...l 185
CAMCEVI ... 69
CAMINO PRO

COMPLETE/GLYTACTIN BAR ...113

CAMPTOSAR (Use irinotecan hcl)
75

CAMZYOS

CANASA SUPP (Use mesalamine)
125

CANCIDAS (Use caspofungin
acetate) ...l 52

candesartan cilexetil 32 MG

MG . 58
candesartan cilexetil-

hydrochlorothiazide ................ 59
capecitabine ....................... 66
CAPLYTA ... 78
CAPRELSA ..., 71

captopril & hydrochlorothiazide 15
MG-25 MG, 15 MG-50 MG, 25 MG-

captopril & hydrochlorothiazide 25
MG-50MG ... 59

captopril

CARAC CREA (Use fluorouracil
(topical)) ...ovvie 102

CARAFATE SUSP (Use sucralfate)
221

CARAFATE TABS (Use sucralfate)
221

CARBAGLU (Use carglumic acid)
119
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carbamazepine CHEW ............. 34

carbamazepine CP12 .............. 34
carbamazepine SUSP ............. 34
carbamazepine TABS .............. 34
carbamazepine TB12 100 MG, 200

MG . 34
carbamazepine TB12 400 MG ..... 34

CARBATROL CP12 (Use

carbamazeping) .................... 34
carbidopa .....................Ll 75
carbidopa-levodopa TABS ......... 76
carbidopa-levodopa TBCR ......... 76
carbidopa-levodopa TBDP ......... 76

carbidopa-levodopa-entacapone 100
MG-25 MG-200 MG

carbidopa-levodopa-entacapone 125
MG-31.25 MG-200 MG, 150 MG-37.5
MG-200 MG, 50 MG-12.5 MG-200

MG, 75 MG-18.75 MG-200 MG ....76

carbidopa-levodopa-entacapone 200
MG-50 MG-200 MG

carbinoxamine maleate SOLN

carbinoxamine maleate TABS 4 MG .
53

carboplatin SOLN 50 MG/5ML, 150
MG/15ML, 450 MG/45ML, 600
MG/60ML, 1000 MG/100ML ....... 66

CARDENE IV SOLN 0.83 %-40
MG/200ML, 0.86 %-20 MG/200ML 89

cardioplegic soln

CARDIZEM CD CP24 120 MG (Use
diltiazem hcl coated beads) ........ 89

CARDIZEM CD CP24 180 MG (Use
diltiazem hcl coated beads) ........ 89

Index 15

CARDIZEM CD CP24 240 MG (Use

diltiazem hcl coated beads) ........ 89
CARDIZEM CD CP24 300 MG (Use
diltiazem hcl coated beads) ........ 89

CARDIZEM CD CP24 360 MG (Use
diltiazem hcl coated beads) ........ 89

CARDIZEM LA TB24 (Use diltiazem

CARDIZEM TABS 120 MG (Use
diltiazemhcl) ..................... 89

CARDIZEM TABS 30 MG, 60 MG

(Use diltiazem hel) ................. 89
CARDURA 1 MG, 2 MG (Use
doxazosin mesylate) ............... 58

CARDURA 4 MG (Use doxazosin
mesylate) ........................... 58

CARDURA 8 MG (Use doxazosin

mesylate) ........................... 58
CARDURAXL ..........ovinnn 128
CAREONE ADVANCED
LANCINGDEVICE MISC ......... 141
CAREONE INSULIN
SYRINGES/0.3ML/30G X 1/2" ...154
CAREONE INSULIN
SYRINGES/0.3ML/31G X 5/16" . 154
CAREONE INSULIN
SYRINGES/0.5ML/30G X 1/2" ...154
CAREONE INSULIN
SYRINGES/0.5ML/31G X 5/16" . 154
CAREONE INSULIN
SYRINGES/1ML/30G X 1/2" ..... 154
CAREONE INSULIN
SYRINGES/1ML/31GX5/16" ..... 154

CAREONE LANCET SUPER
THIN/30G

CAREONE LANCET THIN

CAREONE UNIFINE PENTIPS

20GX12MM ..o 154
CAREONE UNIFINE PENTIPS
31GX5MM ... 154
CAREONE UNIFINE PENTIPS
31GX6MM ... 154
CAREONE UNIFINE PENTIPS
31GX8MM ... 154

CAREONE UNIFINE PENTIPS PEN
NEEDLES 32GX4MM

CAREONE UNIFINE PENTIPS PLUS
PEN NEEDLES 29GX12MM ..... 154

CAREONE UNIFINE PENTIPS PLUS
PEN NEEDLES 31GX5MM ...... 154

CAREONE UNIFINE PENTIPS PLUS
PEN NEEDLES 31GX6MM ...... 154

CAREONE UNIFINE PENTIPS PLUS
PEN NEEDLES 31GX8MM ...... 154

CAREONE UNIFINE PENTIPS PLUS
PEN NEEDLES 32GX4MM ...... 154

CAREONE UNIFINE PENTIPS PLUS
PEN NEEDLES/33G X 5/32" .... 154

CARESENS LANCETS

CARESTART COVID-19 ANTIGEN
HOME TESTKIT ................. 112

CARETOUCH CONTROL
SOLUTION LEVEL 2 LIQD ....... 141

CARETOUCH HYPODERMIC

NEEDLES/27G X11/2 .......... 154
CARETOUCH INSULIN
SYRINGE/0.3ML/31GX5/16" .... 154
CARETOUCH INSULIN
SYRINGE/0.5ML/31GX5/16" .... 154
CARETOUCH INSULIN
SYRINGE/1ML/30GX5/16" ...... 154

CARETOUCH INSULIN



SYRINGE/1ML/31GX5/16" ...... 154

CARETOUCH INSULIN SYRINGE/U-
100/1ML/28G X 5/16"

CARETOUCH INSULIN SYRINGE/U-

100/1ML/29G X 5/16" ............ 154
CARETOUCH INSULIN
SYRINGEOQ.5ML/30GX5/16" ..... 154
CARETOUCH PEN NEEDLE
20GX1/2" o 154

CARETOUCH PEN NEEDLES 31G
X6 MM

CARETOUCH PEN NEEDLES 31GX

5MM

8MM

4MM

BMM ... 154
CARETOUCH SAFETY
LANCETS/26G ................... 141
CARETOUCH SAFETY
LANCETS/28G ................... 141
CARETOUCH TWIST LANCETS
28G 141
CARETOUCH TWIST LANCETS
30G . 141
CARETOUCH TWIST LANCETS
33G 141
CARETOUCH TWIST LANCETS
MULTI COLOR/30G .............. 141
carglumicacid .................... 119
carisoprodol TABS 250 MG ...... 196
carisoprodol TABS 350 MG ...... 196
carmustine ......................... 66

CARMUSTINE

CARNITOR SF SOLN OR (Use
levocarnitine (metabolic modifiers))
119

CARNITOR SOLN OR 1 GM/10ML
(Use levocarnitine (metabolic
modifiers)) ... 119

CARNITOR TABS (Use levocarnitine

(metabolic modifiers)) ............. 119
CAROSPIR SUSP (Use

spironolactone) ................... 116
carteolol hel (ophth) .............. 202
carvedilol 125 MG, 25 MG ........ 86
carvedilol 3.125 MG, 6.25 MG ..... 86
carvedilol phosphate .............. 86

CASODEX (Use bicalutamide) ....69
caspofungin acetate
CASPOFUNGIN ACETATE

CATAPRES-TTS-1 (Use clonidine)
58

CATAPRES-TTS-2 (Use clonidine)
58

CATAPRES-TTS-3 (Use clonidine)
58

CATHFLO ACTIVASE U ......... 131
CAYADPRH ..., 139
CAYSTON ..., 63
cefaclor CAPS ...................... 94
CEFACLORERTB12 .............. 94
cefaclor SUSR 125 MG/5ML, 375

MG/BML ... 94
cefadroxil CAPS .................... 93
cefadroxil SUSR .................... 93

cefadroxil TABS .................... 93

CEFAZOLIN SODIUM SOLN 4 %-1
GM/SOML ... 93

cefazolin sodium SOLR |J 1 GM, 2
GM, 3 GM, 10 GM, 500 MG ....... 93

CEFAZOLIN SODIUM SOLR IV 2

SOLR ..o 93
CEFAZOLIN SOLN ................. 93
CEFAZOLIN SOLR IV .............. 93
cefdinir CAPS ...................... 94
cefdinir SUSR ...................... 94
cefepime hcl SOLRIJ1GM ....... 94
CEFEPIME SOLN .................. 94
CEFEPIME/DEXTROSE .......... 94
cefixime CAPS ..................... 94

cefixime SUSR 200 MG/5ML ...... 94
cefixime SUSR ..................... 94

CEFOTAN IJ (Use cefotetan
disodium) ... 94

cefotetan disodium IJ 1 GM, 2 GM 94

CEFOXITIN SODIUM ............. 94
cefoxitin sodium IV ................. 94
cefpodoxime proxetil SUSR ........ 94
cefpodoxime proxetil TABS ........ 94
cefprozil SUSR ..................... 94
cefprozil TABS ..................... 94
ceftazidime lJ 1 GM, 6 GM ........! 94
CEFTAZIDIME/DEXTROSE ...... 94

ceftriaxone sodium IJ 1 GM, 2 GM,
250 MG, 500 MG ................... 94



ceftriaxone sodium in dextrose ....94
CEFTRIAXONE/DEXTROSE ..... 94
cefuroxime axetil TABS ............ 94

cefuroxime sodium IJ 750 MG ... .. 94

CELEBREX 400 MG (Use celecoxib)
10

CELEBREX 50 MG, 100 MG, 200
MG (Use celecoxib) ................ 10

celecoxib400MG .................. 10

celecoxib 50 MG, 100 MG, 200 MG
10

CELESTONE SOLUSPAN SUSP
(Use betamethasone sod phosphate
&acetate) ........................ 98

CELEXA TABS 10 MG, 20 MG (Use
citalopram hydrobromide) .......... 40

CELEXA TABS 40 MG (Use
citalopram hydrobromide) .......... 40

CELLCEPT CAPS (Use
mycophenolate mofetil) ........... 190

CELLCEPT INTRAVENOUS (Use

mycophenolate mofetil hcl) ....... 190
CELLCEPT SUSR (Use
mycophenolate mofetil) ........... 190

CELLCEPT TABS (Use
mycophenolate mofetil) ........... 190

CELLTRION DIATRUST COVID-19
AGHOME TESTKIT ............. 112

CELONTIN (Use methsuximide) ..38
CENTANY ATKIT ................ 101
CENTANY OINT .................. 101

cephalexin CAPS 250 MG, 500 MG
93

cephalexin CAPS 750 MG

Index 17

cephalexin SUSR .................. 94
cephalexin TABS ................... 94
CEPROTIN .........coooiiiiinnn. 130
CEQUASOLN ...........oooennn. 205
CERDELGA ...t 131
CEREBYX (Use fosphenytoin

sodium) ... 38
CERVIDILINST ... 209
cetirizine hcl SOLNOR ............ 53
cetirizine hcl TABS 10 MG ......... 53
cetirizine hcl TABS ................. 53

(OtiC)) woveeeee 209
cevimelinehcl .................... 193
CHEMET ... 49
CHENODAL ...................... 124
CHERRY FLAVORLIQD ......... 211
CHERRY SYRUP ................ 212
CHILDRENS ADVIL SUSP 100
MG/5ML (Use ibuprofen) ........... 10
CHILDRENS MOTRIN SUSP 100
MG/5ML (Use ibuprofen) ........... 10

chloramphenicol sodium succinate
62

chlordiazepoxide hcl CAPS ........ 23
chlordiazepoxide-amitriptyline ...214
chlorhexidine gluconate (mouth-

throat) ........................l 192
chloroprocaine hcl IJ .............. 138
chloroquine phosphate TABS ...... 64
chlorothiazide sodium ............ 117
CHLORPROMAZINE HCL ........ 94

chlorpromazine hcl CONC ......... 81
chlorpromazine hcl SOLN .......... 81
chlorpromazine hcl TABS .......... 81

chlorthalidone 25 MG, 50 MG ....117
chlorzoxazone TABS 250 MG ....196

chlorzoxazone TABS 375 MG, 750

chlorzoxazone TABS 500 MG ....196
CHOLBAM

cholecalciferol CHEW 1000 UNIT
229

cholecalciferol LIQD OR 10 MCG/ML,

400 UNIT/ML ..o 229
CHOLESTYRAMINE .............. 94
cholestyramine light PACK ......... 54
cholestyramine light POWD ........ 54
cholestyramine PACK .............. 54
cholestyramine POWD ............. 54
CHOLESTYRAMINE RESIN ...... 94
choline fenofibrate 135 MG ........ 55
choline fenofibrate 45 MG .........! 55

CHORIONIC GONADOTROPIN IM
118

CIALIS 2.5 MG, 10 MG, 20 MG (Use

tadalafil) ........................L. 91
CIALIS 5 MG (Use tadalafil) ....... 91
CIBINQO .........oooiiiiiiinnnn. 109
ciclopirox GEL .................... 101
ciclopirox olamine CREA ......... 101
ciclopirox olamine SUSP ......... 101
ciclopirox SHAM .................. 101
ciclopirox SOLN ................... 101



cidofovir ... 84
cilostazol .....................LL 131
CILOXAN OINT ... 204
CIMDUO ..., 82

400MG ... 221
cimetidine TABS 800 MG ......... 221
CIMZIAKIT ... 125
CIMZIAPSKT ..................... 125

cinacalcethcl .................. .. 120
CINRYZESOLRIV ............... 129
CINVANTIEMUL ................... 51
CIPROHC ... 209
CIPROSUSR ............oooelel. 123

CIPRO TABS 250 MG, 500 MG (Use
ciprofloxacinhcl) .................. 123

CIPRODEX (Use ciprofloxacin-
dexamethasone) .................. 209

ciprofloxacin hcl (ophth) SOLN ...204
ciprofloxacin hcl (otic)
ciprofloxacin hcl TABS 100 MG .. 123

ciprofloxacin hcl TABS 250 MG, 500
MG, 750 MG ...l 123

ciprofloxacin in d5w

ciprofloxacin SUSR 5 GM/100ML,

500 MG/5ML ......cooiiiii 123
ciprofloxacin-dexamethasone ....209

ciprofloxacin-fluocinolone acetonide .
209

cisatracurium besylate SOLN .... 201

cisplatin SOLN 50 MG/50ML, 100

MG/100ML, 200 MG/200ML ....... 66
CISPLATINSOLR .................| 66
CITALOPRAM HYDROBROMIDE

citalopram hydrobromide SOLN ...40

citalopram hydrobromide TABS 10
MG, 20 MG

citalopram hydrobromide TABS 40

CITRACAL + D3 MAXIMUM TABS
(Use calcium citrate-vitamin d) ... 187

CITRACAL PETITES/VITAMIND
TABS (Use calcium citrate-vitamin d)
187

CITRANATAL 90 DHA 120 MG-20
MG-1 MG-3 MG-400 UNIT-3.4 MG-
20 MG-50 MG-25 MG-2 MG-159 MG-
90 MG-150 MCG-30 UNIT-0.75 MG-

CITRANATAL B-CALM 120 MG-25

MG-1 MG-400 UNIT-120 MG-20 MG .

194

CITRANATAL BLOOM

CITRANATAL HARMONY 25 MG-1

MG-400 UNIT-50 MG-104 MG-27
MG-30 UNIT-260 MG ............. 194
cladribine 10 MG/10ML ............ 66

CLARINEX TABS (Use
desloratadine) ...................... 53

clarithromycin SUSR .............. 139
clarithromycin TABS .............. 139
clarithromycin TB24 ............... 139

CLARITIN ALLERGY CHILDRENS
SOLN (Use loratadinge) ............. 53

CLARITIN REDITABS JUNIORS
TBDP (Use loratadine) ............. 53

CLARITIN REDITABS TBDP 10 MG
(Use loratading) .................... 53

CLARITIN SOLN (Use loratadine) .53
CLARITIN TABS (Use loratadine) .53
clemastine fumarate SYRP ........ 53

clemastine fumarate TABS 2.68 MG .
53

CLENPIQ SOLN 12 GM/175ML-3.5
GM/175ML-10 MG/175ML ......... 136

CLEOCIN (Use clindamycin hcl) ..63

CLEOCIN CREA (Use clindamycin
phosphate vaginal) ............... 228

CLEOCIN PEDIATRIC GRANULES
(Use clindamycin palmitate
hydrochloride) ...................... 63

CLEOCIN PHOSPHATE SOLN IJ 9
GM/60ML, 300 MG/2ML, 600
MG/4ML, 900 MG/6ML (Use
clindamycin phosphate) ............ 63

CLEOCIN PHOSPHATE SOLN IJ .63
CLEOCINSUPP .................. 228

CLEOCIN-T LOTN (Use clindamycin

phosphate (topical)) ............... 100
CLEVER CHEK LANCETS
ULTRATHIN ...................... 141

CLEVER CHEK LANCETS
ULTRATHIN 30G

CLEVER CHOICE ANTI-
STATICVALVED HOLDING
CHAMBER/ADULT LARGE DEVI
182

CLEVER CHOICE ANTI-
STATICVALVED HOLDING
CHAMBER/MEDIUM/3 YEA DEVI
182
Index 18



CLEVER CHOICE ANTI-
STATICVALVED HOLDING
CHAMBER/SMALL INFANT DEVI
183

CLEVER CHOICE COMFORT
EZINSULIN PEN NEEDLES

31GX8MM ... 154
CLEVER CHOICE COMFORT
EZINSULIN PEN NEEDLES
33GX4MM ... 155

CLEVER CHOICE COMFORT
EZINSULIN SYRINGE/0.3ML/29G X
1/2"

CLEVER CHOICE COMFORT
EZINSULIN SYRINGE/0.3ML/30G X

CLEVER CHOICE COMFORT
EZINSULIN SYRINGE/0.3ML/30G X

CLEVER CHOICE COMFORT
EZINSULIN SYRINGE/0.3ML/31G X
5/16"

CLEVER CHOICE COMFORT
EZINSULIN SYRINGE/0.5ML/28G X

CLEVER CHOICE COMFORT
EZINSULIN SYRINGE/0.5ML/29G X

CLEVER CHOICE COMFORT
EZINSULIN SYRINGE/0.5ML/30G X
1/2"

CLEVER CHOICE COMFORT
EZINSULIN SYRINGE/0.5ML/30G X

CLEVER CHOICE COMFORT
EZINSULIN SYRINGE/0.5ML/31G X

CLEVER CHOICE COMFORT
EZINSULIN SYRINGE/1.0ML/30G X

Index 19

CLEVER CHOICE COMFORT
EZINSULIN SYRINGE/1ML/28G X
1/2"

CLEVER CHOICE COMFORT
EZINSULIN SYRINGE/1ML/29G X
1/2"

CLEVER CHOICE COMFORT
EZINSULIN SYRINGE/1ML/30G X
5/16"

CLEVER CHOICE COMFORT
EZINSULIN SYRINGE/U-
100/1ML/31GX5/16"

CLEVER CHOICE COMFORT
EZLANCETS 23G

CLEVER CHOICE COMFORT
EZLANCETS 28G

CLEVER CHOICE COMFORT

EZPEN NEEDLES 29GX12MM . 155

CLEVER CHOICE COMFORT

EZPEN NEEDLES 31GX5MM ...155

CLEVER CHOICE COMFORT

EZPEN NEEDLES 31GX6MM ...155

CLEVER CHOICE COMFORT

EZPEN NEEDLES 31GX8MM ...155

CLEVER CHOICE COMFORT

EZPEN NEEDLES 32GX4MM ...155

CLEVER CHOICE COMFORT

EZPEN NEEDLES 32GX5MM ...155

CLEVER CHOICE COMFORT

EZPEN NEEDLES 32GX6MM ...155

CLEVER CHOICE COMFORT

EZPEN NEEDLES 32GX8MM ...155

CLEVER CHOICE COMFORT

EZPEN NEEDLES 33GX4MM ...155

CLEVER CHOICE COMFORT

EZPEN NEEDLES 33GX5MM ...155

CLEVER CHOICE COMFORT
EZPEN NEEDLES 33GX6MM ...156
CLEVER CHOICE COMFORT
EZPEN NEEDLES 33GX8MM ...156
CLEVIPREX 25 MG/50ML, 50
MG/MOOML ... 89
CLICKFINE PEN NEEDLE
UNIVERSAL/31GX1/4" .......... 156
CLICKFINE PEN NEEDLE
UNIVERSAL/31GX5/16" ......... 156

CLICKFINE PEN NEEDLES 31G X

CLICKFINE PEN NEEDLES 31G X
3/16"

CLICKFINE PEN NEEDLES 31G X
5/16"

CLICKFINE PEN NEEDLES 31G X
8MM

5/32" 156
CLICKFINE PEN
NEEDLES/31GX1/4" ............. 156
CLICKFINE UNIVERSAL PEN
NEEDLES 31GX5/16" ............ 156
CLIMARAPRO ................... 122

CLIMARA PTWK (Use estradiol) .122

CLINDAGEL GEL (Use clindamycin
phosphate (topical)) ............... 100

clindamycin hcl

clindamycin palmitate hydrochloride .
63

clindamycin phosphate (topical)

clindamycin phosphate (topical) GEL
100



clindamycin phosphate (topical)

LOTN ... 100
clindamycin phosphate (topical)
SOLN ..o 100
clindamycin phosphate (topical)
SWAB ...t 100
clindamycin phosphate in d5w ....63
CLINDAMYCIN PHOSPHATE
POWD ... 94

clindamycin phosphate SOLN 1J 300
MG/2ML, 600 MG/4ML, 900
MG/6ML, 9000 MG/60ML .......... 63

clindamycin phosphate vaginal CREA

..................................... 228
CLINDAMYCIN/SODIUM CHLORIDE
...................................... 63
CLINDESSE ...................... 228

CLINITEST RAPID COVID-
19ANTIGEN SELF-TESTKIT ....112

clobazam SUSP .................... 33
clobazam TABS

clobetasol propionate CREA 0.05 % .
106

clobetasol propionate emollient base

clobetasol propionate emulsion ..105

clobetasol propionate emulsion ..106

clobetasol propionate FOAM .. ... 106

clobetasol propionate GEL 0.05 %
106

clobetasol propionate LIQD ...... 106

clobetasol propionate LOTN ...... 106

clobetasol propionate OINT 0.05 %
106

clobetasol propionate SHAM .. ... 106

clobetasol propionate SOLN 0.05 % .
106

CLOBEX LIQD (Use clobetasol
propionate) ........................ 106

CLOBEX LOTN 0.05 % (Use

clobetasol propionate) ............ 106
CLOBEX SHAM (Use clobetasol
propionate) .................ol 106
clocortolone pivalate ............. 106
CLODANKIT ... 106
CLODERM (Use clocortolone
pivalate) ........................... 106
clofarabine ...................ol. 66
CLOLAR (Use clofarabine) ........ 67
clomipramine hel .................. 42

clonazepam TABS 0.5 MG, 1 MG .33
clonazepam TABS 2 MG

clonazepam TBDP 0.125 MG, 0.25

MG, 05MG, 1TMG ................. 33
clonazepam TBDP2 MG .......... 33
clonidine 0.1 MG/24HR ............ 58
clonidine 0.2 MG/24HR, 0.3

MG/24HR ... 58
clonidine hcl (adhd) TB12 ........... 3
clonidine hcl (analgesia) EP ....... 13
clonidine hcl TABS ................. 58
clonidinehcl TB24 .................. 58
clopidogrel bisulfate .............. 131
clorazepate dipotassium TABS ....23
CLOROTEKALIT ... 138
clotrimazole (topical) CREA ...... 101

clotrimazole (topical) SOLN ...... 101
clotrimazole ....................... 192
clotrimazole w/ betamethasone

CREA ... . 101
clotrimazole w/ betamethasone

LOTN ... 101
clozapine TABS .................... 80
clozapine TBDP .................... 80

CLOZARIL TABS 25 MG, 100 MG
(Use clozaping) ..................... 80

CLOZARIL TABS 50 MG, 200 MG

(Use clozaping) ..................... 80
C-NATEDHACAPS .............. 194
COAGADEX ..........coovie.... 129
COAGUCHEK LANCETS ........ 141
COARTEM ... 64

colchicine w/ probenecid

COLCRYS TABS (Use colchicine)
128

colesevelam hcl PACK ............. 54
colesevelam hcl TABS ............. 54

COLESTID FLAVORED GRAN (Use
colestipolhcl) ....................... 54

COLESTID FLAVORED PACK (Use
colestipolhel) ....................... 54

COLESTID GRAN (Use colestipol

Index 20



hel) oo 54
COLESTID TABS (Use colestipol hcl)
...................................... 54
colestipol hcl GRAN ................ 55
colestipol hcl PACK ................ 55
colestipol hcl TABS ................ 55

colistimethate sodium

COLY-MYCIN M (Use colistimethate

sodium) ... 64
COMBIGAN (Use brimonidine

tartrate-timolol maleate) .......... 202
COMBIPATCH PTTW ............ 122

COMBIVENT RESPIMAT AERS .. 29

COMBIVIR (Use lamivudine-

zidovuding) ...............o 82
COMBOGESIC SOLN ............. 10
COMETRIQKIT ..., 71

COMFORT ASSURED LANCETS
MICRO THIN 33G

COMFORT ASSURED LANCETS
SUPER THIN 28G

COMFORT EZ INSULIN
SYRINGE/U-100/0.5ML/31G X 5/16"

COMFORT EZ INSULIN
SYRINGE/U-100/1ML/31G X 5/16"
156

COMFORT EZ MICRO/32G X 4MM .
156

COMFORT EZ PRO SAFETY PEN
NEEDLES 30G X 8MM

COMFORT EZ PRO SAFETY PEN
NEEDLES 31G X 4MM

Index 21

COMFORT EZ PRO SAFETY PEN
NEEDLES 31G X 5MM

COMFORT EZ SHORT/31G X 8MM
156

COMFORT EZ/31G X 5MM ...... 156
COMFORT EZ/31G X 6MM ...... 156
COMFORT LANCETS ........... 141
COMFORT TOUCH LANCETS
ULTRATHIN31G ................ 141
COMFORT TOUCH PEN
NEEDLES/31G X4MM .......... 156
COMFORT TOUCH PEN
NEEDLES/31G X5MM .......... 156
COMFORT TOUCH PEN
NEEDLES/31GX6MM .......... 156
COMFORT TOUCH PEN
NEEDLES/31GX8MM .......... 156
COMFORT TOUCH PEN
NEEDLES/32G X 4MM .......... 156
COMFORT TOUCH PEN
NEEDLES/32G X 5MM .......... 156
COMFORT TOUCH PEN
NEEDLES/32G X6MM .......... 156
COMFORT TOUCH PEN
NEEDLES/32G X 8MM .......... 156
COMFORT TOUCH PEN
NEEDLES/33G X 5/32" .......... 156
COMFORT TOUCH PEN
NEEDLES/33GX 3/16" ........... 156
COMFORT TOUCH PEN
NEEDLES/33GX1/4" ............. 156

COMFORT TOUCH PLUS SAFETY
LANCETS PRESSURE ACTIVATED
30G

COMIRNATY 2023-24 SUSP .... 225

COMIRNATY 2023-24 SUSY .... 225

COMIRNATY SUSP .............. 225

COMPACT SPACE
CHAMBER/ANTI-STATIC DEVI ..183

COMPACT SPACE
CHAMBER/ANTI-STATIC/LARGE
MASK DEVI

COMPACT SPACE
CHAMBER/ANTI-STATIC/MEDIUM

MASKDEVI ...........oooiiaan. 183
COMPACT SPACE
CHAMBER/ANTI-STATIC/SMALL
MASKDEVI ...t 183
COMPLERA ....................... 82
COMPLETE NATALDHA ........ 194
COMPLETENATE CHEW ........ 194

COMTAN (Use entacapone) ...... 76

CONCERTA TBCR 18 MG, 27 MG,
54 MG (Use methylphenidate hcl) .. 4

CONCERTA TBCR 36 MG (Use
methylphenidate hel) ................ 4

CONDYLOX GEL (Use podofilox)
110

CONJUPRI (Use levamlodipine
maleate) ............................ 89

CONTOUR NEXT BLOOD
GLUCOSE TESTSTRP .......... 112

CONZIP CP24 (Use tramadol hcl) .14

COPAXONE SOSY 20 MG/ML (Use
glatiramer acetate) ................ 214

COPAXONE SOSY 40 MG/ML (Use
glatiramer acetate) ................ 214

COPAXONE SOSY 40 MG/ML (Use
glatiramer acetate) ................ 215

COPIKTRA



CORDRAN CREA (Use
flurandrenolide) ................... 106

CORDRAN LOTN (Use
flurandrenolide) ................... 106

COREG (Use carvedilol) .......... 86

COREG 12.5 MG, 25 MG (Use
carvedilol) .......................... 86

COREG 3.125 MG, 6.25 MG (Use
carvedilol) ...l 86

COREG CR (Use carvedilol

phosphate) ..................... ... 86
CORGARD TABS 20 MG (Use
nadolol) ..., 88
CORGARD TABS 40 MG (Use
nadolol) ..., 88
CORGARD TABS 80 MG (Use
nadolol) ............................. 88
CORIFACT ..., 129
CORLANOR SOLN ................ 93

CORTENEMA (Use hydrocortisone
(intrarectal)) ........................ 21

CORTIFOAMEX10% ............. 21

CORTISONE ACETATE TABS ....98

CORTISPORIN-TC .............. 209
CORTROPHIN ................... 118
CORTROSYN SOLR (Use

cosyntropin) ... 112

CORVERT (Use ibutilide fumarate)
25

COSENTYX SENSOREADY PEN

COSENTYX SOSY 150 MG/ML ..103

COSENTYX SOSY 75 MG/0.5ML
103

COSENTYX UNOREADY SOAJ .103
COSMEGEN (Use dactinomycin) .70

COSOPT (Use dorzolamide hcl-
timolol maleate) ................... 202

COSOPT (Use dorzolamide hcl-
timolol maleate) ................... 203

COSOPT PF (Use dorzolamide hcl-

timolol maleate) ................... 203
cosyntropin SOLR ................ 112
COTELLIC ..ot 71
COTEMPLA XR-ODT TBED ........ 4
COVID-19 AG TESTKIT ......... 112

COVID-19 AT-HOME TEST KIT KIT .
112

COZAAR 25 MG (Use losartan
potassium) ........................L 58

COZAAR 50 MG, 100 MG (Use
losartan potassium) ................ 58

CREONCPEP .................... 115
CRESEMBA CAPS 186 MG
CRESEMBA CAPS 745 MG ...... 52
CRESEMBASOLR ................ 52

CRESTOR TABS 40 MG (Use
rosuvastatin calcium) ............... 55

CRESTOR TABS 5 MG, 10 MG, 20
MG (Use rosuvastatin calcium) ....55

CRINONE GEL 8 %

cromolyn sodium (mastocytosis) 124

cromolyn sodium (ophth) ........ 207
cromolyn sodium NEBU ........... 25
crotamiton LOTN .................. 111
CRYSVITA ... 120
CUBICIN (Use daptomycin) ....... 62

CUBICIN RF (Use daptomycin) ...62

CUPRIMINE CAPS (Use
penicillamine) ..................... 189

CUROSURF TR 120 MG/1.5ML, 240

MG/BML ... 218
CUTAQUIG ..o, 210
CUVITRUSOLN .................. 210
CUVPOSA SOLN OR (Use

glycopyrrolate) .................... 220
CUVRIOR ... 189
CVS LANCETS 21G ............. 141

CVS LANCETS MICRO THIN 33G
141

CVS LANCETS THIN 26G

CVS LANCETS ULTRA THIN 30G
141

CVS LANCING DEVICE MISC ...141
CVS ULTRA THIN LANCETS ... 141

cyanocobalamin SOLN I1J 1000
MCG/ML ... 132

cyclobenzaprine hcl CP24 . ... .... 196

cyclobenzaprine hcl TABS 5 MG, 10

cyclobenzaprine hcl TABS 7.5 MG
196

CYCLOGYL (Use cyclopentolate hcl)



CYCLOMYDRIL .................. 203
cyclopentolate hcl 1 % ............ 203
cyclophosphamide CAPS .......... 66
CYCLOPHOSPHAMIDE
MONOHYDRATE SOLN ........... 66
CYCLOPHOSPHAMIDE SOLN 1
GM/5ML, 2 GM/10ML, 500
MG/2.5ML, 500 MG/ML ............ 66
cyclophosphamide SOLR IJ ....... 66

CYCLOPHOSPHAMIDE TABS ....66

cycloserine ... 65
CYCLOSET ..oiiiiiiiiiiiiii 44
cyclosporine (ophth) EMUL ....... 205

cyclosporine CAPS 100 MG ...... 190
cyclosporine CAPS 25 MG

cyclosporine modified (for
microemulsion) CAPS 100 MG ...190

cyclosporine modified (for
microemulsion) CAPS 25 MG ....190

cyclosporine modified (for
microemulsion) CAPS 50 MG .... 190

cyclosporine modified (for
microemulsion) SOLN

cyclosporine SOLN IV 50 MG/ML 190

CYKLOKAPRON SOLN (Use
tranexamicacid) .................. 134

CYLTEZOAJKT ..., 8

CYLTEZO PSKT 10 MG/0.2ML, 20
MG/O4AML ... 8

CYLTEZO PSKT 40 MG/0.8ML ..... 8

CYLTEZO STARTER PACKAGE
FOR CROHNS DISEASE/UC/HS

CYLTEZO STARTER PACKAGE
Index 23

FOR PSORIASIS AJKT ............. 8

CYMBALTA CPEP (Use duloxetine

hel) oo 41
cyproheptadine hcl SYRP .......... 54
cyproheptadine hcl TABS .......... 54

CYSTADANE (Use betaine) ..... 120

CYSTADROPS ................... 207
CYSTAGONCAPS ............... 127
CYSTARAN ............oooiinnn. 207
cytarabine SOLN ................... 67
CYTOGAM ..o, 210

CYTOMEL TABS (Use liothyronine
sodium) ... 219

CYTOTEC (Use misoprostol) ....222

D.H.E. 45 SOLN IJ (Use
dihydroergotamine mesylate) ..... 185

dabigatran etexilate mesylate CAPS .
33

dacarbazine SOLR 200 MG ....... 74
DACOGEN (Use decitabine) ...... 67

dactinomycin

dalfampridine ..................... 215
DALIRESP 250 MCG (Use
roflumilast) ....................... ... 26
DALIRESP 500 MCG (Use
roflumilast) ....................... ... 26
DALVANCE ........................ 62
danazol CAPS ...................... 20
DANTRIUM CAPS 25 MG (Use
dantrolene sodium) ............... 197
DANTRIUM IV SOLR (Use
dantrolene sodium) ............... 197
dantrolene sodium CAPS ......... 197

dantrolene sodium SOLR ......... 197
dapagliflozin propanediol

dapagliflozin propanediol-metformin
hcl 1000 MG-10MG ................ 42

dapagliflozin propanediol-metformin

hcl 1000 MG-5MG ................. 42
dapsone (topical) 5% ............. 100
dapsone (topical) 7.5 % ........... 100
dapsone ...l 63
DAPTACEL .............ooooina. 220

darifenacin hydrobromide ........ 223
DARTISLAODTTBDP ........... 220
darunavir TABS .................... 82
daunorubicin hcl SOLN ............ 70
DAUNORUBICIN
HYDROCHLORIDE SOLN (Use
daunorubicinhel) ................... 70
DAUNORUBICIN
HYDROCHLORIDE SOLN ......... 70
DAURISMO ........................ 68
DAYBUE ......................... 201

DAYPRO TABS (Use oxaprozin) ..10

DAYTRANA PTCH (Use
methylphenidate) .................... 4

DAYTRANA PTCH 10 MG/9HR, 15
MG/9HR, 20 MG/9HR (Use
methylphenidate) .................... 4



DAYVIGO

DDAVP SOLN IJ 4 MCG/ML (Use
desmopressin acetate) ........... 121

DDAVP TABS 0.1 MG (Use
desmopressin acetate) ........... 121

DDAVP TABS 0.2 MG (Use

desmopressin acetate) ........... 121
decitabine ......... ... 67
deferasirox PACK .................. 49
deferasirox TABS .................. 49
deferasirox TBSO .................. 49
deferiprone TABS .................. 49
deferoxamine mesylate ............ 50
deflazacort TABS ................... 98
DEKAS ESSENTIAL CAPS ...... 193
DEKAS ESSENTIAL LIQD ....... 193
DEKAS PLUSCAPS .............. 193
DEKAS PLUS CHEW ............. 193
DEKAS PLUSLIQD .............. 193
DELESTROGEN (Use estradiol

valerate) .................... 122
DELSTRIGO ..........ccccvvvvnnn. 82

DELZICOL CPDR (Use mesalamine)
125

demeclocycline hcl TABS ........ 218
DEMEROL SOLN IJ (Use meperidine
hel) oo 14
DEMEROLSOLNIJ ................ 14

DEMSER (Use metyrosine) ....... 57
DENAVIR (Use penciclovir) ...... 104
DENGVAXIA

DEPAKOTE ER TB24 250 MG (Use

divalproex sodium) ................. 38

DEPAKOTE ER TB24 500 MG (Use
divalproex sodium) ................. 38

DEPAKOTE SPRINKLES CSDR
(Use divalproex sodium) ........... 39

DEPAKOTE TBEC 125 MG, 250 MG
(Use divalproex sodium) ........... 39

DEPAKOTE TBEC 500 MG (Use
divalproex sodium) ................. 39

DEPEN TITRATABS TABS (Use

penicillamine) ..................... 189
DEPLIN7.5 ...t 113
DEPO-ESTRADIOL .............. 122
DEPO-MEDROL SUSP (Use

methylprednisolone acetate) ....... 98

DEPO-MEDROL SUSP 80 MG/ML
(Use methylprednisolone acetate) .98

DEPO-MEDROL SUSP ............ 98

DEPO-PROVERA
CONTRACEPTIVE SUSP IM (Use
medroxyprogesterone acetate
(contraceptive)) ..................0 98

DEPO-PROVERA
CONTRACEPTIVE SUSY IM (Use
medroxyprogesterone acetate
(contraceptive)) ... 98

DEPO-SUBQ PROVERA 104 SUSY

DERMA-SMOOTHE/FS BODY OIL
(Use fluocinolone acetonide) ..... 106

DERMA-SMOOTHE/FS SCALP OIL
(Use fluocinolone acetonide) ..... 106

DERMOTIC (Use fluocinolone
acetonide (otic)) ................... 209

DESCOVY

DESFERAL 500 MG (Use

deferoxamine mesylate) ........... 50
desflurane .................... 127
desipramine hcl TABS ............. 42
desloratadine TABS ................ 53
desloratadine TBDP ................ 53
desmopressin acetate SOLN IJ .. 121
desmopressin acetate spray ..... 121
desmopressin acetate spray

refrigerated 0.01 % ............... 121
desmopressin acetate spray

refrigerated 0.1 MG/ML ........... 121
desmopressin acetate TABS ..... 121
desogestrel & ethinyl estradiol ....96
desogestrel-ethinyl estradiol

(biphasic) ..............oi 96
desogestrel-ethinyl estradiol

(triphasic) ...l 96
desonide CREA ................... 106
desonide LOTN ................... 106
desonide OINT .................... 106

DESOWEN CREA (Use desonide)
106

desoximetasone CREA 0.05 % ...106
desoximetasone CREA 0.25 % ...106
desoximetasone GEL ............. 106
desoximetasone LIQD ............ 106
desoximetasone OINT 0.05 % ....106
desoximetasone OINT 0.25 % ....106

DESOXYN (Use methamphetamine

hel) oo 2
DESVENLAFAXINEER ........... 41
desvenlafaxine succinate ......... 41



DETROL LA CP24 (Use tolterodine

tartrate) ...l 223
DETROL LA CP24 4 MG (Use
tolterodine tartrate) ............... 223
DETROL TABS (Use tolterodine
tartrate) ... 223
DETROL TABS 1 MG (Use
tolterodine tartrate) ............... 223
DEXAMETHASONE ............... 95
dexamethasone ELIX .............. 98
DEXAMETHASONE INTENSOL
CONC ..o 98

dexamethasone sodium phosphate

(OPhth) ©.ooeee e 205
DEXAMETHASONE SODIUM
PHOSPHATE .........c.vvviii 95

dexamethasone sodium phosphate
SOLN IJ

dexamethasone sodium phosphate

SOSY M ..o 98
dexamethasone SOLN ............. 98
dexamethasone TABS ............. 98
dexamethasone TBPK ............. 98
dexamethasone TBPK ............. 99
DEXCOM G6 RECEIVER ........ 141
DEXCOM G6 SENSOR .......... 141
DEXCOM G6 TRANSMITTER ...142
DEXCOM G7 RECEIVER ........ 142
DEXCOM G7 SENSOR .......... 142
DEXEDRINE CP24 10 MG (Use

dextroamphetamine sulfate) ........ 2
DEXEDRINE CP24 15 MG (Use

dextroamphetamine sulfate) ........ 2

DEXILANT (Use dexlansoprazole)
Index 25

221
dexlansoprazole

dexmedetomidine hcl in sodium
chloride SOLN 0.9 %-80 MCG/20ML .

135
dexmedetomidine hcl SOLN ...... 135

DEXMEDETOMIDINE HCL SOLN
135

DEXMEDETOMIDINE
HYDROCHLORIDE/DEXTROSE

MONOHYDRATE ................ 135
dexmethylphenidate hcl CP24 ...... 4
dexmethylphenidate hcl TABS ...... 4
dexrazoxane hcl ................... 75
dextran40indbw ................ 130
dextran40insaline .............. 130

dextroamphetamine sulfate CP24 5
MG, 10 MG

dextroamphetamine sulfate SOLN ..2

dextroamphetamine sulfate TABS 2.5
MG, 5 MG, 7.5 MG, 10 MG, 15 MG,

DEXTROSE 5%/ELECTROLYTE

#48 VIAFLEX ... 187
DEXTROSE 10%/SODIUM
CHLORIDE 0.2% ................. 187

DEXTROSE 2.5%/SODIUM
CHLORIDE 0.45% (Use dextrose w/
sodium chloride) .................. 187

DEXTROSE 30% SOLN

DEXTROSE 5%/SODIUM

CHLORIDE 0.3% (Use dextrose w/
sodium chloride) .................. 187

dextrose in lactated ringers

dextrose SOLN 5 %, 10 %, 50 %, 70
%, 250 MG/ML

DEXTROSE SOLN

dextrose w/ sodium chloride 0.45 %-

2.5 %, 0.9 %-5 %, 10 %-0.45 %, 5 %-
0.2 %, 5 %-0.225 %, 5 %-0.3 %, 5 %-
0.33 %, 5 %-0.45 %, 5 %-0.9 % ..187

DEXTROSE/SODIUM CHLORIDE
(Use dextrose w/ sodium chloride)
187

DHIVY TABS ... 76
DIACOMITCAPS .................. 34
DIACOMITPACK .................. 34
DIASCREEN 1K STRP ........... 142
DIASTAT ACUDIAL GEL 10 MG

(Use diazepam (anticonvulsant)) .. 33
DIASTAT ACUDIAL GEL 20 MG

(Use diazepam (anticonvulsant)) .. 33
DIASTAT PEDIATRIC GEL (Use

diazepam (anticonvulsant)) ........ 33
diazepam (anticonvulsant) GEL ... 33
DIAZEPAM ....................... 95
diazepam CONC ................... 23
diazepam SOLN IJ 5 MG/ML, 10

MG/2ML, 50 MG/1OML ............. 24

diazepam SOLN OR 5 MG/5ML ...23

diazepam TABS .................... 24
diazoxide ... 44
DIBENZYLINE (Use

phenoxybenzamine hcl) ............ 57
dichlorphenamide ................ 116



DICLEGIS TBEC (Use doxylamine-
pyridoxine) ........................L 51

diclofenac epolamine PTCH EX ..102
diclofenac potassium (migraine) .185
diclofenac potassium CAPS ....... 11

diclofenac potassium TABS 25 MG
11

diclofenac potassium TABS 50 MG
11

diclofenac sodium (actinic keratoses)

diclofenac sodium (ophth) ....... 207

diclofenac sodium (topical) GEL EX
102

diclofenac sodium (topical) SOLN EX

diclofenac sodium TB24 ........... 11
diclofenac sodium TBEC 25 MG .. .11

diclofenac sodium TBEC 50 MG, 75

dicloxacillin sodium ............... 211
dicyclomine hcl CAPS ............ 220
dicyclomine hcl SOLNIM ......... 220
dicyclomine hcl TABS ............ 220
DIFFERIN GEL 0.3 % (Use

adapalene) ........................ 100
DIFICIDSUSR ............c..n... 139
DIFICIDTABS ........cccovieeee .. 139

diflorasone diacetate CREA ...... 106
diflorasone diacetate OINT ....... 106

DIFLUCAN SUSR (Use fluconazole) .
52

DIFLUCAN TABS 100 MG, 200 MG
(Use fluconazole) .................. 52

DIFLUCAN TABS 150 MG (Use
fluconazole) ........................ 52

DIFLUCAN TABS 50 MG (Use
fluconazole) ....................... 52

diflunisal TABS ..................... 13
difluprednate
digoxin SOLN 1J 0.25 MG/ML ...... 90
digoxin SOLN OR 0.05 MG/ML ....90

digoxin TABS 0.0625 MG, 62.5 MCG
90

digoxin TABS 0.125 MG, 125 MCG
90

digoxin TABS 2560 MCG ............ 90

dihydroergotamine mesylate SOLN IJ
TMG/ML ... 185

dihydroergotamine mesylate SOLN
NA4AMG/ML ...................... 185

DILANTIN (Use phenytoin sodium
extended) ...l 38

DILANTIN 30 MG

DILANTIN INFATABS CHEW (Use
phenytoin) ...l 38

DILANTIN-125 SUSP (Use
phenytoin) .......................L. 38

DILAUDID LIQD (Use
hydromorphone hel) ................ 14

DILAUDID SOLN IJ (Use
hydromorphone hel) ................ 14

DILAUDID SOLN 1J

DILAUDID TABS (Use
hydromorphone hel) ................ 14

diltiazem hcl coated beads CP24 120

diltiazem hcl coated beads CP24 180

MG .o 89
diltiazem hclCP12 ................. 89
diltiazem hcl CP24 120 MG ........ 89
diltiazem hcl CP24 180 MG ........ 89
diltiazem hcl CP24 240 MG ........ 89

300 MG, 360 MG, 420 MG .......... 89
diltiazem hcl SOLN ................. 89
DILTIAZEMHCL SOLR ............ 89
diltiazem hcl TABS 120 MG ........ 89

diltiazem hcl TABS90MG ......... 89
diltiazem hcl TB24 .................. 89
DIMENHYDRINATE SOLN ........ 51
dimethyl fumarate CDPK ......... 215
dimethyl fumarate CPDR 120 MG
215

dimethyl fumarate CPDR 240 MG
215

DIOVAN HCT (Use valsartan-
hydrochlorothiazide) ................ 59



DIOVAN TABS (Use valsartan) ....58

DIPENTUM ... 125
diphenhydramine hcl SOLN 50
MG/ML ..o 53

diphenoxylate w/ atropine LIQD ... 49
diphenoxylate w/ atropine TABS .. 49
DIPRIVAN EMUL (Use propofol) .127
DIPRIVANEMUL ................. 127

DIPROLENE OINT (Use
betamethasone dipropionate

augmented) ....................l 106
dipyridamole (diagnostic) ........ 112
dipyridamole ...................... 131

disopyramide phosphate CAPS ... 24
disulfiram

DITROPAN XL TB24 10 MG (Use

oxybutynin chloride) .............. 223
DITROPAN XL TB24 5 MG (Use

oxybutynin chloride) .............. 223
DIURILSUSP ..........ooovinnnn. 117
divalproex sodium CSDR .......... 39

divalproex sodium TB24 250 MG ..39
divalproex sodium TB24 500 MG ..39

divalproex sodium TBEC 125 MG,

divalproex sodium TBEC 500 MG .39

DIVIGEL GEL 0.25 MG/0.25GM, 0.75
MG/0.75GM, 1 MG/GM (Use
estradiol) ...l 123

DIVIGEL GEL 0.5 MG/0.5GM (Use
estradiol) ...l 123

DIVIGEL GEL 1.25 MG/1.25GM (Use
estradiol) .......................... 123

Index 27

dobutamine hcl 12.5 MG/ML, 250

MG/20ML ... 91
DOBUTAMINE HCL/D5W ......... 91
DOBUTAMINE
HYDROCHLORIDE/DEXTROSE 5%
...................................... 91
docetaxel CONC 20 MG/ML, 80
MG/4ML, 160 MG/8ML ............. 75

DOCETAXEL CONC 20 MG/ML, 80
MG/4ML, 160 MG/8ML ............. 75

DOCETAXEL SOLN (Use docetaxel)
75

docetaxel SOLN .................... 75
docusate sodium ENEM 283

MG/SML ... 137
dofetilide ....................o.l. 25
DOJOLVI ...oviiiiiiiiii 202

donepezil hydrochloride TABS 5 MG .
213

donepezil hydrochloride TBDP ...213
dopamine hcl 40 MG/ML ........... 91

DOPAMINE HYDROCHLORIDE
(Use dopamine hcl) ................ 9

DOPAMINE
HYDROCHLORIDE/DEXTROSE .91

DOPAMINE/DSW .................. 91
DOPTELET ........ccoiiiinnnnn. 132
DORAL (Use quazepam) ........ 135
DORYX MPC TBEC 120 MG ...... 218

DORYX TBEC 50 MG, 80 MG, 200

MG (Use doxycycline hyclate) ....218
dorzolamide hcl
dorzolamide hcl-timolol maleate .203
DOVATO

DOVONEX CREA (Use calcipotriene)

doxazosin mesylate 4 MG ......... 58
doxazosin mesylate 8 MG ......... 58
doxepin hcl (antipruritic) .......... 103
doxepin hcl (sleep) ............... 135
doxepin hcl CAPS .................. 42
doxepin hcl CONC ................. 42
doxercalciferol CAPS ............. 120
doxercalciferol SOLN ............. 120
DOXIL (Use doxorubicin hcl

liposomal) .......................... 70
doxorubicin hcl liposomal .......... 70
doxorubicin hcl SOLN .............. 70

doxorubicin hcl SOLR 10 MG, 50 MG

doxycycline (monohydrate) CAPS 50
MG, 100 MG ... 219

doxycycline (monohydrate) CAPS 75
MG, 150 MG ...l 218

doxycycline (monohydrate) SUSR
219

doxycycline (monohydrate) TABS

MG, 75 MG, 100 MG ............. 219
doxycycline (rosacea) ............ 110
doxycycline hyclate CAPS ........ 219



doxycycline hyclate SOLR ........ 219

doxycycline hyclate TABS 20 MG,

doxycycline hyclate TBEC ........ 219
doxylamine-pyridoxine TBEC ...... 51

DRISDOL CAPS (Use ergocalciferol)
229

dronabinol CAPS ................... 51
droperidol SOLN 2.5 MG/ML ...... 23

DROPLET GENTEEL LANCING
DEVICEMISC .................... 142

DROPLET INSULIN SYRINGE
0.3ML/29G X 1/2"

DROPLET INSULIN SYRINGE
0.5ML/29G X 1/2"

DROPLET INSULIN SYRINGE
1ML/29G X 1/2"

DROPLET INSULIN SYRINGE U-
100/0.3/31G X 5/16"

DROPLET INSULIN SYRINGE U-
100/0.3ML/30G X 1/2"

DROPLET INSULIN SYRINGE U-
100/0.3ML/30G X 15/64"

DROPLET INSULIN SYRINGE U-
100/0.3ML/30G X 5/16"

DROPLET INSULIN SYRINGE U-
100/0.3ML/31G X 15/64"

DROPLET INSULIN SYRINGE U-
100/0.5ML/30G X 1/2"

DROPLET INSULIN SYRINGE U-
100/0.5ML/30G X 15/64"

DROPLET INSULIN SYRINGE U-
100/0.5ML/30G X 5/16"

DROPLET INSULIN SYRINGE U-
100/0.5ML/31G X 5/16"

DROPLET INSULIN SYRINGE U-
100/1ML/30G X 1/2"

DROPLET INSULIN SYRINGE U-
100/1ML/30G X 15/64"

DROPLET INSULIN SYRINGE U-
100/1ML/30G X 5/16"

DROPLET INSULIN SYRINGE U-
100/1ML/31G X 15/64"

DROPLET INSULIN SYRINGE U-
100/1ML/31G X 5/16"

DROPLET INSULIN SYRINGE/U-
100/0.3ML/31G X 15/64"

DROPLET INSULIN SYRINGE/U-
100/0.3ML/31G X 5/16"

DROPLET INSULIN SYRINGE/U-
100/0.5ML/30G X 1/2"

DROPLET INSULIN SYRINGE/U-
100/0.5ML/31G X 15/64"

DROPLET INSULIN SYRINGE/U-
100/0.5ML/31G X 5/16"

DROPLET INSULIN SYRINGE/U-
100/1ML/30G X 1/2"

DROPLET INSULIN SYRINGE/U-
100/1ML/31G X 15/64"

DROPLET INSULIN SYRINGE/U-
100/1ML/31G X 5/16"

DROPLET LANCETS ULTRA THIN
30G

DROPLET LANCING DEVICE MISC .

142

DROPLET MICRON 34G X 9/64"
157

DROPLET PEN NEEDLES 29G
X1/2"

DROPLET PEN NEEDLES

20GX10MM .. ... 157
DROPLET PEN NEEDLES
20GX12MM ..o 157

DROPLET PEN NEEDLES 30G X

5M16" ... 157
DROPLET PEN NEEDLES 31G
X3/M16" .. 157
DROPLET PEN NEEDLES 31G
X5/M16" . 157
DROPLET PEN NEEDLES
31GX5MM ... 157
DROPLET PEN NEEDLES
31GX6MM .. ... 157
DROPLET PEN NEEDLES
31GX8MM .. ... 157

DROPLET PEN NEEDLES 32G X

5/32" 157
DROPLET PEN NEEDLES
32GX4MM ..o 157
DROPLET PEN NEEDLES
32GX5MM ..o 157
DROPLET PEN NEEDLES
32GX6MM ... 157
DROPLET PEN NEEDLES
32GX8MM ... 157
DROPLET PERSONAL
LANCETS30G .............c...... 142
DROPSAFE INSULIN SAFETY
SYRINGE/FIXED NEEDLE
20GX12.5MM 1ML ............... 158
DROPSAFE INSULIN SAFETY
SYRINGE/FIXED NEEDLE
31GX6MM O.3ML ................ 158
DROPSAFE INSULIN SAFETY
SYRINGE/FIXED NEEDLE
31GX6MM 0.5ML ................ 158



DROPSAFE INSULIN SAFETY
SYRINGE/FIXED NEEDLE

31GX6MM 1ML .................. 158
DROPSAFE INSULIN SAFETY
SYRINGE/FIXED NEEDLE
31GX8MM O0.3ML ................ 158
DROPSAFE INSULIN SAFETY
SYRINGE/FIXED NEEDLE
31GX8BMM O.5ML ................ 158
DROPSAFE INSULIN SAFETY
SYRINGE/FIXED NEEDLE
31IGX8MM 1ML .................. 158
DROPSAFE SAFETY PEN
NEEDLE/31GX5MM ............. 158
DROPSAFE SAFETY PEN
NEEDLES/31G X 5/16" .......... 158
DROPSAFE SAFTEY PEN
NEEDLES/31G X 1/4" ............ 158
drospirenone-ethinyl estradiol ..... 96
drospirenone-ethinyl estradiol-
levomefolate calcium .............. 96
DROXIACAPS ... 131
droxidopa 100 MG, 200 MG ...... 228
droxidopa 300 MG ................ 228
DRUG MART ADJUSTABLE
LANCING DEVICEMISC ......... 142
DRUG MART LANCETS THIN ..142
DRUG MART ON-THE-GO
LANCETS GENTLE 30G ........ 142

DRUG MART UNIFINE PENTIPS

31GXEMM ... 158
DRUG MART UNIFINE
PENTIPS29G X 12MM ........... 158
DRUG MART UNIFINE
PENTIPS31GX6MM ............. 158

DRUG MART UNIFINE
Index 29

PENTIPS31GX8MM ............. 158
DRUG MART UNIFINE
PENTIPS32GX4MM ............. 158
DRUG MART UNIFINE
PENTIPSPLUS 32GX4MM ...... 158
DRUG MART UNILET
LANCETSSUPER THIN 30G ....142
DRUG MART UNILET
LANCETSULTRA THIN 28G .... 142

DRUG MART UNILET MICRO THIN

LANCETS 33G ................... 142
DUAKLIR PRESSAIR ............. 29
DUAVEE ..... ... 122

DUETACT (Use pioglitazone hcl-
glimepiride) ....................... 42

DUEXIS (Use ibuprofen-famotidine) .
11

DULERA 100 MCG/ACT-5
MCG/ACT, 200 MCG/ACT-5
MCG/ACT ... 29

DULERA 50 MCG/ACT-5 MCG/ACT .
29

duloxetine hcl CPEP 20 MG, 30 MG,

DUPIXENT SOPN 200 MG/1.14ML
109

DUPIXENT SOPN 300 MG/2ML . 109

DUPIXENT SOSY 100 MG/0.67ML
109

DUPIXENT SOSY 200 MG/1.14ML
109

DUPIXENT SOSY 300 MG/2ML . 109

DURACLON EP 100 MCG/ML (Use
clonidine hcl (analgesia)) .......... 13

DUREZOL (Use difluprednate) .. 205

dutasteride ................ ... 128
dutasteride-tamsulosin hcl ....... 128
D-VI-SOL LIQD OR (Use

cholecalciferol) .................... 229
DYANAVEL XRCHER .............. 2
DYANAVEL XR SUER .............. 2

DYMISTA SUSP (Use azelastine hcl-
fluticasone propionate) ........... 197

DYRENIUM CAPS (Use triamterene)
116

E.E.S. GRANULES SUSR (Use

erythromycin ethylsuccinate) ..... 139
EAA SUPPLEMENT PACK ....... 113
EASIVENTMISC ................. 183

EASIVENT/MASK-LARGE MISC 183

EASIVENT/MASK-MEDIUM MISC
183

EASIVENT/MASK-SMALL MISC .183

EASY COMFORT INSULIN

SYRINGE/0.3ML/31G X 1/2" .... 158
EASY COMFORT INSULIN
SYRINGE/0.3ML/31G X 5/16" ...158
EASY COMFORT INSULIN
SYRINGE/0.5ML/30G X 5/16" ...158
EASY COMFORT INSULIN
SYRINGE/0.5ML/31G X 5/16" ...158
EASY COMFORT INSULIN
SYRINGE/1ML/30G X 5/16" ..... 158
EASY COMFORT INSULIN
SYRINGE/1ML/31G X 5/16" ..... 158

EASY COMFORT INSULIN



SYRINGE/1ML/32GX5/16" ...... 158

EASY COMFORT INSULIN
SYRINGE/U-100/0.5ML/30G X 1/2" .
158

EASY COMFORT INSULIN
SYRINGE/U-100/1ML/30G X 1/2"
158

EASY COMFORT LANCETS ....142
EASY COMFORT LANCETS
30G/PULLTOP ............oo... 142
EASY COMFORT LANCETS
30G/THINTOP ................... 142

EASY COMFORT LANCETS TWIST

TOP .o 142
EASY COMFORT PEN
NEEDLES31GX1/4" .............. 158
EASY COMFORT PEN
NEEDLES31GX3/16" ............ 158
EASY COMFORT PEN
NEEDLES31GX5/16" ............ 158
EASY COMFORT PEN
NEEDLES32GX5/32" ............ 158
EASY COMFORT PEN
NEEDLES33G X4MM ........... 158
EASY COMFORT PEN
NEEDLES33G X5MM ........... 159
EASY COMFORT PEN
NEEDLES33G X6MM ........... 159
EASY COMFORT SAFETY PEN
NEEDLES 31GX5MM ............ 159
EASY COMFORT SAFETY PEN
NEEDLES 31GX6MM ............ 159
EASY COMFORT SAFETY PEN
NEEDLES 32GX4MM ............ 159

EASY GLIDE PEN NEEDLES 33G X
5/32"

EASY MINI EJECT LANCING
DEVICEMISC .................... 142

EASY MINI LANCING DEVICE MISC

..................................... 142
EASY TOUCH 32GX5MM ....... 159
EASY TOUCH 32GX6MM ....... 159

EASY TOUCH FLIPLOCK SAFETY
INSULIN SYRINGE 1ML/29GX1/2"
159

EASY TOUCH FLIPLOCK SAFETY
INSULIN SYRINGE 1ML/30GX1/2"
159

EASY TOUCH FLIPLOCK SAFETY
INSULIN SYRINGE 1ML/30GX5/16"
159

EASY TOUCH INSULIN SYRINGE
BARRELS LUER LOCK/1ML MISC
142

EASY TOUCH INSULIN

SYRINGE/0.3ML/30G X 5/16" ...159
EASY TOUCH INSULIN
SYRINGE/0.3ML/31G X 5/16" ...159
EASY TOUCH INSULIN
SYRINGE/0.5ML/29G X 1/2" .... 159
EASY TOUCH INSULIN
SYRINGE/0.5ML/30G X 5/16" ...159
EASY TOUCH INSULIN
SYRINGE/1ML/30G X 5/16" ..... 159
EASY TOUCH INSULIN
SYRINGE/SAFETY/U-
100/0.5ML/29G X 1/2" ........... 159
EASY TOUCH INSULIN
SYRINGE/SAFETY/U-
100/0.5ML/30G X 5/16" .......... 159

EASY TOUCH INSULIN
SYRINGE/SAFETY/U-100/1ML/29G
X1/2"

EASY TOUCH INSULIN
SYRINGE/SAFETY/U-100/1ML/30G
X1/2"

EASY TOUCH INSULIN
SYRINGE/U-100/0.3ML/30G X 1/2" .
159

EASY TOUCH INSULIN
SYRINGE/U-100/0.5ML/27G X 1/2" .
159

EASY TOUCH INSULIN
SYRINGE/U-100/0.5ML/28G X 1/2" .
159

EASY TOUCH INSULIN
SYRINGE/U-100/0.5ML/29G X 1/2" .
159

EASY TOUCH INSULIN
SYRINGE/U-100/0.5ML/30G X 1/2" .
159

EASY TOUCH INSULIN
SYRINGE/U-100/0.5ML/31G X 5/16"

EASY TOUCH INSULIN
SYRINGE/U-100/1ML/27G X 1/2"
159

EASY TOUCH INSULIN
SYRINGE/U-100/1ML/27G X 5/8"
159

EASY TOUCH INSULIN
SYRINGE/U-100/1ML/28G X 1/2"
159

EASY TOUCH INSULIN
SYRINGE/U-100/1ML/29G X 1/2"
159

EASY TOUCH INSULIN
SYRINGE/U-100/1ML/30G X 1/2"
159

EASY TOUCH INSULIN
SYRINGE/U-100/1ML/31G X 5/16"
159

Index 30



EASY TOUCH LANCETS

21G/PRESSURE ACTIVATED .. 142
EASY TOUCH LANCETS
23G/PRESSURE ACTIVATED .. 142
EASY TOUCH LANCETS
26G/PRESSURE ACTIVATED .. 142

EASY TOUCH LANCETS 26G/PULL-

TOP ... 142
EASY TOUCH LANCETS
28G/PRESSURE ACTIVATED .. 142

EASY TOUCH LANCETS 28G/PULL-

TOP ..o 142
EASY TOUCH LANCETS
28G/TWIST ..., 142
EASY TOUCH LANCETS
30G/PRESSURE ACTIVATED ..142

EASY TOUCH LANCETS 30G/PULL-

TOP . 142
EASY TOUCH LANCETS
30G/TWIST ...t 142
EASY TOUCH LANCETS
32G/PRESSURE ACTIVATED ..142

EASY TOUCH LANCETS 32G/PULL-

TOP ... 142
EASY TOUCH LANCETS
32G/TWIST ... 142
EASY TOUCH LANCETS
33G/TWIST ... 142
EASY TOUCH LANCING
DEVICE/EJECTORMISC ........ 142

EASY TOUCH PEN NEEDLE 30G X

3M6" 160
EASY TOUCH PEN NEEDLES
20GX1/2" o 160

Index 31

EASY TOUCH PEN NEEDLES
31GX1/4"

EASY TOUCH PEN NEEDLES
31GX5/16"

EASY TOUCH PEN NEEDLES
32GX1/4"

EASY TOUCH PEN NEEDLES
32GX3/16"

EASY TOUCH PEN NEEDLES
32GX5/32"

EASY TOUCH PEN NEEDLES/31G

X 3/16"

EASY TOUCH SAFETY
LANCETS21G/PRESSURE
ACTIVATED

EASY TOUCH SAFETY
LANCETS23G/PRESSURE
ACTIVATED

EASY TOUCH SAFETY
LANCETS26G/BUTTON
ACTIVATED

EASY TOUCH SAFETY
LANCETS26G/PRESSURE
ACTIVATED

EASY TOUCH SAFETY
LANCETS28G/BUTTON
ACTIVATED

EASY TOUCH SAFETY
LANCETS28G/PRESSURE
ACTIVATED

EASY TOUCH SAFETY PEN
NEEDLES/29G X 5MM

EASY TOUCH SAFETY PEN
NEEDLES/29G X 8MM

EASY TOUCH SAFETY PEN
NEEDLES/30G X 5/16"

EASY TOUCH SHEATHLOCK
SAFETY INSULIN SYRINGE

IML/29GX1/2" ... 160
EASY TOUCH SHEATHLOCK
SAFETY INSULIN SYRINGE
TML/B0GX5/16" .................. 160

EASY TOUCH SHEATHLOCK
SAFETY SYRINGE 1ML/30GX1/2"
160

EASYMAX TEST STRIPS STRP .112

EC-NAPROSYN TBEC (Use
NAPFOXEN) .ttt 11

econazole nitrate CREA .......... 101

ECOTRIN ARTHRITIS PAIN TBEC
(Use aspirin) .........ocooveiiainn.. 13

ECOTRIN REGULAR STRENGTH
TBEC (Use aspirin) ................. 13

ECOTRIN TBEC (Use aspirin) ..... 13

EDARBI

EDLUARSUBL ................... 135
EDURANT ......................... 82
efavirenz CAPS .................... 82
efavirenz TABS ................... .. 82

efavirenz-emtricitabine-tenofovir

disoproxil fumarate ................ 82
efavirenz-lamivudine-tenofovir
disoproxil fumarate ................ 82

EFFEXOR XR CP24 150 MG (Use
venlafaxine hel) ..................... 41

EFFEXOR XR CP24 37.5 MG, 75
MG (Use venlafaxine hel) .......... 41

EFFIENT (Use prasugrel hcl) ....131

EFUDEX CREA (Use fluorouracil
(topical)) ....covvii 102



.......................... 68 ELEVIDYS 31.5-32.4 KG

ELEVIDYS 32.5-33.4 KG

electrolyte-148 ELEVIDYS 33.5-34.4 KG

electrolyte-a ELEVIDYS 34.5-35.4 KG

ELEVIDYS 35.5-36.4 KG

ELEPSIA XR TB24 ELEVIDYS 36.5-37.4 KG

ELESTRIN GEL ELEVIDYS 37.5-38.4 KG

eletriptan hydrobromide ELEVIDYS 38.5-39.4 KG

ELEVIDYS 10.0-10.4 KG ELEVIDYS 39.5-40.4 KG
ELEVIDYS 10.5-11.4 KG ELEVIDYS 40.5-41.4 KG
ELEVIDYS 11.5-12.4 KG ELEVIDYS 41.5-42.4 KG
ELEVIDYS 12.5-13.4 KG ELEVIDYS 42.5-43.4 KG
ELEVIDYS 13.5-14.4 KG ELEVIDYS 43.5-44.4 KG
ELEVIDYS 14.5-15.4 KG ELEVIDYS 44.5-45.4 KG
ELEVIDYS 15.5-16.4 KG ELEVIDYS 45.5-46.4 KG
ELEVIDYS 16.5-17.4 KG ELEVIDYS 46.5-47.4 KG
ELEVIDYS 17.5-18.4 KG ELEVIDYS 47.5-48.4 KG
ELEVIDYS 18.5-19.4 KG ELEVIDYS 48.5-49.4 KG
ELEVIDYS 19.5-20.4 KG ELEVIDYS 49.5-50.4 KG
ELEVIDYS 20.5-21.4 KG ELEVIDYS 50.5-51.4 KG
ELEVIDYS 21.5-22.4 KG ELEVIDYS 51.5-52.4 KG
ELEVIDYS 22.5-23.4 KG ELEVIDYS 52.5-53.4 KG
ELEVIDYS 23.5-24.4 KG ELEVIDYS 53.5-54.4 KG
ELEVIDYS 24.5-25.4 KG ELEVIDYS 54.5-55.4 KG
ELEVIDYS 25.5-26.4 KG ELEVIDYS 55.5-56.4 KG
ELEVIDYS 26.5-27.4 KG ELEVIDYS 56.5-57.4 KG
ELEVIDYS 27.5-28.4 KG ELEVIDYS 57.5-58.4 KG
ELEVIDYS 28.5-29.4 KG ELEVIDYS 58.5-59.4 KG
ELEVIDYS 29.5-30.4 KG ELEVIDYS 59.5-60.4 KG

ELEVIDYS 30.5-31.4 KG ELEVIDYS 60.5-61.4 KG

ELEVIDYS 61.5-62.4 KG ........ 200
ELEVIDYS 62.5-63.4 KG ........ 200
ELEVIDYS 63.5-64.4 KG ........ 200
ELEVIDYS 64.5-65.4 KG ........ 200
ELEVIDYS 65.5-66.4 KG ........ 200
ELEVIDYS 66.5-67.4 KG ........ 200
ELEVIDYS 67.5-68.4KG ........ 200
ELEVIDYS 68.5-69.4 KG ........ 200
ELEVIDYS 69.5 KG PLUS ....... 201
ELFABRIO ... 120

ELIDEL (Use pimecrolimus) ..... 110

ELIGARDSC ................ooaan. 69

ELIQUISTABSS5MG .............. 31
ELIQUISTABS ..................... 31
ELITEK ... .. 75
ELLA 97

KIT . 112
ELMIRONCAPS .................. 128
ELOCTATE ....................... 129
ELYXYB ... 185

30G .. 143

EMBRACE LANCING DEVICE WITH
EJECTORMISC .................. 143

EMBRACE PEN NEEDLES/29G X
12MM 160

EMBRACE PEN NEEDLES/30G X
S5MM ..o 160

8MM ... 160



EMBRACE PEN NEEDLES/31G X
5MM

6MM

4MM

EMBRACE PRESSURE ACTIVATED
SAFETY LANCET/21G

EMBRACE PRESSURE ACTIVATED

SAFETY LANCET/28G .......... 143
EMCYT ... 69
EMEND (Use fosaprepitant
dimeglumine) ....................... 51
EMEND CAPS 80 MG (Use
aprepitant) ... 51
EMEND SUSR ..................... 51
EMEND TRIPACK CAPS (Use
aprepitant) ....................... 51
EMFLAZASUSP ................... 99

EMFLAZA TABS (Use deflazacort)
99

EMGALITY SOAJ .........oooiit 184
EMGALITY SOSY 100 MG/ML ...184

EMGALITY SOSY 120 MG/ML ...185

EMPAVELI ....................... 129
EMSAM ... ..., 39
emtricitabine CAPS ................ 82
emtricitabine-tenofovir disoproxil

fumarate ... 82

EMTRIVA CAPS (Use emtricitabine) .
82

EMTRIVA SOLN
EMVERM CHEW ............... ... 22

enalapril maleate &

Index 33

hydrochlorothiazide
ENALAPRIL MALEATE
enalapril maleate SOLN ...........! 57

enalapril maleate TABS 10 MG, 20

enalaprilat ...l 57
ENBRACEHR ................... 194
ENBREL MINI SOCT .............. 12
ENBREL SOLN .........ccvvvin... 12

ENBREL SOSY 25 MG/0.5ML ..... 12

ENBREL SOSY 50 MG/ML ........ 12

ENBREL SURECLICK SOAJ

ENDARI

ENDOMETRIN INST ............. 228

ENGERIX-B SUSP 20 MCG/ML . 225

ENGERIX-BSUSY ............... 225
ENHERTU ......................... 68
ENJAYMO ........................ 129

enoxaparin sodium SOLN 1J 300

MG/BML ... 31
enoxaparin sodium SOSY ......... 31
ENSPRYNG ..............ooooet. 190
ENSTILARFOAM ................ 107
entacapone ........................ 76
ENTADFI ...t 128
entecavir TABS ..................... 84
ENTRESTO ... 91
ENTYVIOSOPN .................. 125

ENVARSUS XR TB24 0.75 MG ..190

ENVARSUS XR TB24 1 MG ..... 190
ENVARSUS XR TB24 4 MG ..... 190
EOHILIASUSP ....................! 99
EPANED SOLN (Use enalapril

maleate) ............................ 57

EPCLUSA PACK 37.5 MG-150 MG
84

EPCLUSA PACK 50 MG-200 MG .85
EPCLUSA TABS 100 MG-400 MG 85
EPCLUSA TABS 50 MG-200 MG . 85

ephedrine sulfate (pressors) SOLN IV

MG/ML ... 229
EPIDIOLEX .........cccooiiiiii... 34
EPIFOAM FOAM ................. 107
epinastine hcl (ophth) ............ 207

epinephrine (anaphylaxis) SOAJ .228
epinephrine (anaphylaxis) SOLN .228
epinephrine SOSY |J

EPINEPHRINE SOSY IV 1 MG/10ML

..................................... 229
EPIPEN 2-PAK SOAJ (Use
epinephrine (anaphylaxis)) ....... 228
EPIPEN-JR 2-PAK SOAJ (Use
epinephrine (anaphylaxis)) ....... 228
EPIVIRHBV SOLN ................. 85

EPIVIR HBV TABS (Use lamivudine

EPIVIR SOLN (Use lamivudine) ...82
EPIVIR TABS (Use lamivudine) ... 82
eplerenone

EPOGEN 2000 UNIT/ML, 3000



UNIT/ML, 4000 UNIT/ML, 10000

UNIT/ML, 20000 UNIT/ML ........ 132
epoprostenol sodium .............. 91
EPRONTIASOLN .................. 34
eptifibatide ........................ 131
EPZICOM (Use abacavir sulfate-
lamivudine) ......................... 82
EQ SPACE CHAMBER ANTI-
STATICDEVI ...........ooinn... 183

EQ SPACE CHAMBER ANTI-
STATIC/LARGE MASK DEVI .... 183

EQ SPACE CHAMBER ANTI-
STATIC/MEDIUM MASK DEVI ..183

EQ SPACE CHAMBER ANTI-

STATIC/SMALL MASK DEVI ..... 183

EQL COLOR LANCETS 21G ....143

EQL INSULIN SYRINGE/0.3ML/29G
xX1/2"

EQL INSULIN SYRINGE/0.3ML/30G
X 5/16"

EQL INSULIN SYRINGE/0.3ML/31G
X 5/16"

EQL INSULIN SYRINGE/0.5ML/29G
X 1/2"

EQL INSULIN SYRINGE/0.5ML/30G
X 5/16"

EQL INSULIN SYRINGE/0.5ML/31G
X 5/16"

EQL INSULIN SYRINGE/1ML/29G X
172"

EQL INSULIN SYRINGE/1ML/30G X
5/16"

EQL INSULIN SYRINGE/1ML/31G X
5/16"

EQL SUPER THIN LANCETS 30G

143
EQL THIN LANCETS 26G ....... 143
EQUETRO100MG ................ 78

EQUETRO 200 MG, 300 MG ...... 78

ergocalciferol CAPS .............. 229

ergocalciferol SOLN OR 8000

UNIT/ML ..o 229
ergoloid mesylates TABS ......... 216
ergotamine w/ caffeine SUPP ....185
ERIVEDGE ........................ 68
ERLEADA240MG ................. 69
ERLEADAGOMG .................. 69
erlotinibhel ... 68
ERMEZA SOLNOR .............. 219
ERTACZO .........ccooiiiiinnnn. 101
ertapenem sodium IJ ............... 62

ERYGEL GEL (Use erythromycin
(acneaid)) ..., 100

ERYPED 200 SUSR (Use
erythromycin ethylsuccinate) ..... 139

ERYPED 400 SUSR (Use
erythromycin ethylsuccinate) ..... 139

ERYTHROCIN LACTOBIONATE
(Use erythromycin lactobionate) ..139

erythromycin (acne aid) GEL ..... 100

erythromycin (acne aid) SOLN ...100

erythromycin (ophth) ............. 204
ERYTHROMYCIN ................ 204
erythromycin base CPEP ......... 139
erythromycin base TABS ......... 139
erythromycin base TBEC ......... 139

erythromycin ethylsuccinate SUSR
139

erythromycin ethylsuccinate TABS
139

erythromycin lactobionate 500 MG
139

erythromycin stearate TABS 250 MG
139

ESBRIET CAPS (Use pirfenidone)
218

ESBRIET TABS 267 MG (Use
pirfenidone) ....................... 218

ESBRIET TABS 801 MG (Use
pirfenidone) ....................... 218

escitalopram oxalate SOLN

escitalopram oxalate TABS 10 MG
40

escitalopram oxalate TABS 5 MG, 20

MG . 40
escitalopram oxalate TABS ........ 40
ESGIC TABS (Use butalbital-

acetaminophen-caffeine) ........... 13

esmolol hcl SOLN 100 MG/10ML . .87

esmolol hcl-sodium chloride ....... 87
ESMOLOL HYDROCHLORIDE
INWATER DOUBLE STRENGTH
SOLN ... 87
ESMOLOL HYDROCHLORIDE
INWATER SOLN ................... 87

esomeprazole magnesium CPDR
221

esomeprazole magnesium PACK 20
MG, 40MG ...l 221

esomeprazole magnesium PACK 222

esomeprazole sodium 40 MG ....222

Index 34



ESPEROCT ...l 129
estazolam ...l 135
ESTRACE CREA (Use estradiol

vaginal) ...................o 228

ESTRACE TABS (Use estradiol) .123

estradiol & norethindrone acetate

estradiol GEL 0.25 MG/0.25GM, 0.75
MG/0.75GM, 1 MG/GM, 1.25

MG/1.25GM ... 123
estradiol GEL 0.5 MG/0.5GM ..... 123
ESTRADIOL MICRONIZED ....... 95
estradiol PTTW ................... 123
estradiol PTWK ................... 123
estradiol TABS .................... 123
estradiol vaginal CREA ........... 228
estradiol vaginal TABS ........... 228
estradiol valerate ................. 123
ESTRINGRING .................. 228
ESTRIOL ......ccooiiiiiiii, 95
ESTRIOL MICRONIZED .......... 95
eszopiclone .....................L 135
ethacrynate sodium .............. 116
ethacrynicacid ................... 116
ethambutol hcl TABS ..............| 65
ethosuximide CAPS ................ 38
ethosuximide SOLN ................ 38
ethynodiol diacet & eth estrad ... .. 96
etodolac CAPS ..................... 11
etodolac TABS ..................... 11

Index 35

etodolac TB24 ...................... 11
etomidate ....................LL 127
etonogestrel-ethinyl estradiol ...... 97
ETOPOPHOS ..................... 75
etoposide CAPS .................... 75

etoposide SOLN 1 GM/50ML, 100
MG/5ML, 500 MG/25ML ........... 75

etravirine ...l 82
EUCRISA ... ..., 110
EVAMISTSOLN .................. 123
EVEKEO ODTTBDP ................ 2

EVEKEO TABS (Use amphetamine
sulfate) ... 2

EVENITY

EVERLYWELL COVID-19
TESTHOME COLLECTION KIT DTC

everolimus (immunosuppressant)
190

everolimus TABS 5 MG, 10 MG ... 71
everolimus TABS ................... 71
everolimus TBSO .................. 71
EVISTA (Use raloxifene hcl) ..... 119

EVKEEZA

phosphate (topical)) ............... 100
EVOMELA ......................... 66
EVOTAZ ... ..., 82

EVOXAC (Use cevimeline hcl) ...193
EVRYSDI
EVUSHELD

EXEL COMFORT POINT INSULIN

PEN NEEDLES 29G X 12MM ...160

EXEL COMFORT POINT INSULIN
PEN NEEDLES 31G X 6MM ..... 160

EXEL COMFORT POINT INSULIN
PEN NEEDLES 31G X 8MM ..... 160

EXEL COMFORT POINT INSULIN
SYRINGE/0.3ML/29G X 1/2" .... 161

EXEL COMFORT POINT INSULIN
SYRINGE/0.3ML/30G X 5/16" ...161

EXEL COMFORT POINT INSULIN
SYRINGE/0.5ML/28G X 1/2" .... 161

EXEL COMFORT POINT INSULIN
SYRINGE/0.5ML/29G X 1/2" .... 161

EXEL COMFORT POINT INSULIN
SYRINGE/0.5ML/30G X 5/16" ...161

EXEL COMFORT POINT INSULIN
SYRINGE/1ML/28G X 1/2"

EXEL COMFORT POINT INSULIN
SYRINGE/1ML/29G X 1/2"

EXEL COMFORT POINT INSULIN
SYRINGE/1ML/30G X 5/16" ..... 161

EXELON (Use rivastigmine) ..... 213

EXELON 13.3 MG/24HR (Use
rivastigmine) ...................... 213

EXELON 4.6 MG/24HR, 9.5
MG/24HR (Use rivastigmine) ..... 213

exemestane .................... 69
EXFORGE (Use amlodipine
besylate-valsartan) ................. 60

EXFORGE HCT 12.5 MG-10 MG-160
MG, 12.5 MG-5 MG-160 MG, 25 MG-
10 MG-160 MG, 25 MG-10 MG-320
MG (Use amlodipine-valsartan-
hydrochlorothiazide) ...............| 60

EXFORGE HCT 25 MG-5 MG-160
MG (Use amlodipine-valsartan-
hydrochlorothiazide) ...............| 60



EXJADE TBSO (Use deferasirox) .50

EXKIVITY ... 68
EXONDYS 51 .......oooooiinnan. 201
EXSERVANFILM ................. 198
EXTAVIAKIT ..., 215

EXTINA FOAM (Use ketoconazole

(topical)) ....coovie 101
EYSUVISSUSP .................. 205
E-Z JECT LANCETS ............. 143
E-Z JECT LANCETS 21G ....... 143

E-Z JECT LANCETS COLOR ... 143

E-Z JECT LANCETS SUPER THIN

30G i 143
E-Z JECT LANCETS THIN 26G .143
EZALLOR SPRINKLE CPSP ...... 55
ezetimbe ...l 56
ezetimibe-simvastatin ............. 54

33G

SOFT .o 143
FABHALTA ...........coiiiinn.. 130
famciclovir ... 86
famotidine in nacl SOLN .......... 221

famotidine SOLN 20 MG/2ML, 40

MG/4ML, 200 MG/20ML .......... 221
famotidine SUSR ................. 221
famotidine TABS 20 MG .......... 221
famotidine TABS40 MG .......... 221
FANAPT ... .., 78
FANAPT TITRATION PACK ...... 78

FANTASY LUBRICATED MISC ..139

FANTASY
LUBRICATED/SPERMICIDE MISC
139

FARESTON (Use toremifene citrate)

FARXIGA
FASENRA PEN SOAJ
FASENRA SOSY .................. 25

FASLODEX SOSY (Use fulvestrant) .
69

FASTEP COVID-19 ANTIGEN

HOME TESTKIT ................. 112
FC2 FEMALE CONDOM ......... 139
febuxostat ...l 128
FEIBA ... ... 129
felbamate SUSP ................... 37
felbamate SUSP ................... 38
felbamate TABS 400 MG .......... 38
felbamate TABS 600 MG .......... 38

FELBATOL SUSP (Use felbamate)
38

FELBATOL TABS 400 MG (Use
felbamate) ......................... 38

FELBATOL TABS 600 MG (Use
felbamate) .......................L 38

FELDENE CAPS (Use piroxicam) .11

felodipine ......................... 89
FEMARA (Use letrozole) .......... 69
FEMRING ...................o.. 228

fenofibrate CAPS

fenofibrate micronized 30 MG, 43
MG, 90 MG, 130 MG, 200 MG

fenofibrate micronized 67 MG, 134

fenofibrate TABS 40 MG, 120 MG .55

fenofibrate TABS 48 MG, 54 MG, 145
MG, 160 MG

FENOGLIDE TABS (Use fenofibrate)
55

fenoprofen calcium CAPS 400 MG 11

fenoprofen calcium TABS .......... 11
FENSOLVISC .................... 119
fentanyl citrate LPOP .............. 14

FENTANYL CITRATE SOLN IJ (Use
fentanyl citrate) ..................... 14

FENTANYL CITRATE SOLN IJ 50
MCG/ML (Use fentanyl citrate) .... 14

fentanyl citrate SOLN IJ 50 MCG/ML,
100 MCG/2ML, 250 MCG/5ML, 500

MCG/10ML, 1000 MCG/20ML, 2500
MCG/50ML

FENTANYL CITRATE SOSY IJ (Use
fentanyl citrate) ..................... 14

FENTANYL CITRATE SOSY IJ 25

MCG/0.5ML, 50 MCG/ML ............ 14
fentanyl citrate SOSY IJ ............ 14
fentanyl citrate TABS ............... 14
fentanyl PT72 100 MCG/HR ....... 14
fentanyl PT72 12 MCG/HR, 25
MCG/HR, 37.5 MCG/HR, 50
MCG/HR, 62.5 MCG/HR, 75
MCG/HR, 87.5 MCG/HR ........... 14
fentanyl PT72 25 MCG/HR ........ 14
FENTORA TABS (Use fentanyl
citrate) ... 15
FER-IN-SOL SOLN (Use ferrous
sulfate) ...l 134
FERRIPROX SOLN ................ 50



FERRIPROX TABS (Use
deferiprone) ........................ 50

FERRIPROX TWICE-A-DAY TABS
50

ferrous sulfate SOLN 15 MG/ML .134

fesoterodine fumarate ............ 223
FETROJA ... . ... . ... ... 94
FETZIMACP24 .................... 41

FIASP FLEXTOUCH SOPN ....... 45
FIASP PENFILL SOCT ............ 45
FIASP PUMPCART SOCT ........: 45
FIASPSOLN .................... .. 45
FIBRYGA ......................... 129

(8MM)

30G

32G

FIFTY50 SUPERIOR
COMFORTINSULIN
SYRINGE/0.3ML/31G X 5/16" ...161

Index 37

FIFTY50 SUPERIOR
COMFORTINSULIN

SYRINGE/0.5ML/31G X 5/16" ...161
FIFTY50 SUPERIOR
COMFORTINSULIN
SYRINGE/1ML/31G X 5/16" ..... 161

FIFTY50 UNILET LANCETS 33G

143

FILSPARI ..., 128
FILSUVEZ ................ooon.. 111
finasteride ........................ 128
FINE30 ........cooiiiiiiii. 143
FINGERSTIX LANCETS ......... 143
fingolimod hel .................... 215
FINTEPLA ...l 34
FIORICET CAPS (Use butalbital-
acetaminophen-caffeine) ........... 13

FIORICET/CODEINE 30 MG-40 MG-
50 MG-300 MG (Use butalbital-
acetaminophen-caffeine w/ codeine) .
18

FIRAZYR SOSY (Use icatibant
acetate) ... 129

FIRDAPSE
FIRMAGON

FIRVANQ SOLR OR (Use
vancomycinhcl) .................... 62

FLAGYL CAPS (Use metronidazole) .
61

FLAREX ........ccooiiiiiiiiii... 205
FLAVOR PACKETS PACK ....... 113
flavoxate hel ..................... 224
FLEBOGAMMA DIF SOLN ....... 210
flecainide acetate .................. 24

FLECTOR PTCH EX (Use diclofenac

epolamine) ........................ 102
FLEET BISACODYL ENEM ...... 137

FLEQSUVY SUSP (Use baclofen)
196

FLEXBUMIN ..................oo. 130
FLEXICHAMBER ADULT
MASK/SMALL ................... 183
FLEXICHAMBER CHILD
MASK/LARGE .................... 183
FLEXICHAMBER CHILD
MASK/SMALL .................... 183
FLEXICHAMBER DEVI ........... 183

FLOMAX (Use tamsulosin hcl) ...128

FLONASE ALLERGY RELIEF
CHILDRENS SUSP (Use fluticasone
propionate (nasal)) ................ 198

FLONASE ALLERGY RELIEF SUSP
(Use fluticasone propionate (nasal))
198

FLOVENT DISKUS AEPB (Use
fluticasone propionate (inhalation))
27

FLOVENT HFA

FLOWFLEX COVID-19 ANTIGEN
HOME TESTKIT ................. 112

FLUAD QUADRIVALENT 2021-2022

FLUARIX QUADRIVALENT 2021-
2022 SUSY ... 225



FLUARIX QUADRIVALENT 2022-
2023 SUSY ... 225

FLUARIX QUADRIVALENT 2023-
2024 SUSY ... 225

FLUBLOK QUADRIVALENT 2021-
2022

FLUBLOK QUADRIVALENT 2022-
2023

FLUBLOK QUADRIVALENT 2023-
2024

FLUCELVAX QUADRIVALENT
2021-2022 SUSP ................. 225

FLUCELVAX QUADRIVALENT
2021-2022 SUSY ................. 225

FLUCELVAX QUADRIVALENT
2022-2023 SUSP ................. 225

FLUCELVAX QUADRIVALENT
2022-2023 SUSY ...l 225

FLUCELVAX QUADRIVALENT
2023-2024 SUSP ................. 225

FLUCELVAX QUADRIVALENT
2023-2024 SUSY ................. 225

fluconazole in nacl 0.9 %-200
MG/100ML, 0.9 %-400 MG/200ML 52

fluconazole SUSR .................. 52

FLUCONAZOLE/SODIUM
CHLORIDE

flucytosine
fludarabine phosphate SOLN

FLUDARABINE PHOSPHATE SOLN

fludrocortisone acetate TABS .... 100

FLULAVAL QUADRIVALENT 2021-
2022 SUSY ... 225

FLULAVAL QUADRIVALENT 2022-
2023 SUSY ... 226

FLULAVAL QUADRIVALENT 2023-

2024 SUSY ... 226
flumazenil ... 50
FLUMIST QUADRIVALENT ..... 226
flunisolide (nasal) 0.025 % ....... 198
fluocinolone acetonide (otic) ..... 209
fluocinolone acetonide CREA .... 107
fluocinolone acetonide OIL ....... 107
fluocinolone acetonide OINT ..... 107
fluocinolone acetonide SOLN .... 107
fluocinonide CREA ................ 107
fluocinonide emulsified base ..... 107
fluocinonide GEL .................. 107
fluocinonide OINT ................. 107
fluocinonide SOLN ................ 107

fluorescein sodium injection IV 10 % .
207

FLUORESCITE IV 10 % (Use
fluorescein sodium injection) ..... 207

FLUOR-I-STRIPS A.T. STRP ....208
fluorometholone (ophth) SUSP ...205
fluorouracil (topical) CREA 0.5 % 103

fluorouracil (topical) CREA 5 % .. 103

fluorouracil (topical) SOLN ....... 103
fluorouracil ..................oo 67
fluoxetine hcl (pmdd) TABS ...... 216
fluoxetine hcl CAPS 10 MG ........ 40

fluoxetine hcl CAPS 20 MG ........ 40
fluoxetine hcl CAPS 40 MG ........ 40
fluoxetine hcl CPDR ................ 40

fluoxetine hcl SOLN

fluoxetine hcl TABS 10 MG, 20 MG
40

fluoxetine hcl TABS 60 MG

FLUOXETINE HYDROCHLORIDE

TABS (Use fluoxetine hel) .........: 40
fluphenazine decanoate ........... 81
fluphenazine hcl CONC ............ 81
fluphenazine hcl ELIX .............. 81
fluphenazine hcl SOLN ............. 81
fluphenazine hcl TABS ............. 81
flurandrenolide CREA ............. 107
flurandrenolide LOTN ............. 107
flurazepamhel .................... 135
flurbiprofen sodium ............... 208
flurbiprofen TABS 100 MG ......... 11
fluticasone furoate-vilanterol ...... 29

fluticasone propionate (nasal) SUSP .
198

fluticasone propionate CREA 0.05 %
107

fluticasone propionate hfa
fluticasone propionate LOTN ..... 107

fluticasone propionate OINT ...... 107

fluticasone-salmeterol AEPB 100
MCG/ACT-50 MCG/ACT, 250
MCG/ACT-50 MCG/ACT, 500
MCG/ACT-50 MCG/ACT ........... 29



fluticasone-salmeterol AEPB 113
MCG/ACT-14 MCG/ACT, 232
MCG/ACT-14 MCG/ACT, 55
MCG/ACT-14 MCG/ACT ........... 29

fluticasone-salmeterol AEPB 500

MCG/ACT-50 MCG/ACT ........... 29
fluticasone-salmeterol AERO ...... 29
fluvastatin sodium CAPS ........... 55
fluvastatin sodium TB24 ........... 55
fluvoxamine maleate CP24 ........ 40

fluvoxamine maleate TABS 100 MG .
40

fluvoxamine maleate TABS 25 MG
40

fluvoxamine maleate TABS 50 MG
40

FLUZONE HIGH-DOSE PF 2021-

FLUZONE QUADRIVALENT 2021-
20228SUSP ... 226

FLUZONE QUADRIVALENT 2021-
2022 SUSY ... 226

FLUZONE QUADRIVALENT 2022-
2023 8SUSP ... 226

FLUZONE QUADRIVALENT 2022-
2023 SUSY ... 226

FLUZONE QUADRIVALENT 2023-
2024 SUSP ... 226

FLUZONE QUADRIVALENT 2023-
2024 SUSY .. ..o 226

FMLFORTESUSP ............... 206

Index 39

FML LIQUIFILM SUSP (Use

fluorometholone (ophth)) ......... 206
FOCALIN TABS (Use
dexmethylphenidate hcl) ............ 4
FOCALIN XR CP24 (Use
dexmethylphenidate hcl) ............ 4
folicacid SOLN ................... 132
folic acid TABS1MG ............. 132
FOLIVANE-OB ................... 194
FOLOTYN ... 67
fomepizole 1.5 GM/1.5ML .......... 50

fondaparinux sodium 10 MG/0.8ML
31

fondaparinux sodium 2.5 MG/0.5ML .
31

fondaparinux sodium 5 MG/0.4ML .31

fondaparinux sodium 7.5 MG/0.6ML .
31

FORA LANCETS
FORA LANCING DEVICE MISC .143

FORA LANCING
DEVICE/CLEARCAP MISC ...... 143

FORANE (Use isoflurane) ....... 127

FORFIVO XL TB24 (Use bupropion

FORTEO SOPN (Use teriparatide
(recombinant)) .................... 117

FORTESTA GEL TD (Use
testosterone) ....................... 20

FOSAMAX PLUSD .............. 117
FOSAMAX TABS 70 MG (Use

alendronate sodium) .............. 117
fosamprenavir calcium TABS ...... 82

fosaprepitant dimeglumine

foscarnet sodium 6000 MG/250ML
84

FOSCAVIR 6000 MG/250ML (Use
foscarnet sodium) .................. 84

fosfomycin tromethamine .........{ 64

fosinopril sodium &

hydrochlorothiazide ................ 60
fosinopril sodium ................... 57
fosphenytoin sodium .............. 38

FOSRENOL CHEW (Use lanthanum

carbonate) .......................L 126
FOSRENOL PACK ............... 126
FOTIVDA ... ..., 71

FRAGMIN SOLN 10000 UNIT/4ML
31

FRAGMIN SOLN 95000 UNIT/3.8ML
31

FRAGMIN SOSY 10000 UNIT/ML .31

FRAGMIN SOSY 12500 UNIT/0.5ML
31

FRAGMIN SOSY 15000 UNIT/0.6ML
31

FRAGMIN SOSY 18000 UNT/0.72ML

...................................... 31
FRAGMIN SOSY 2500 UNIT/0.2ML,
5000 UNIT/0O.2ML .................. 32

FRAGMIN SOSY 7500 UNIT/0.3ML
32

FREDS PHARMACY AUTOLET
LANCING DEVICEMISC ......... 143

FREDS PHARMACY UNIFINE
PENTIPS PEN NEEDLES 32GX4MM

FREDS PHARMACY UNIFINE



PENTIPS PLUS 31GX5MM ...... 161
FREDS PHARMACY UNIFINE
PENTIPS PLUS 31GX8MM ...... 161
FREDS PHARMACY UNILET
LANCETS SUPER THIN 30G ... 143
FREDS PHARMACY UNILET
LANCETS ULTRA THIN 28G ....143

FREESTYLE CONTROL SOLUTION
HIGH/LOWLIQD ................. 143

FREESTYLE LANCETS

FREESTYLE LIBRE 14
DAY/READER/FLASH
MONITORING SYSTEM

FREESTYLE LIBRE 14
DAY/SENSOR/FLASH
MONITORING SYSTEM

FREESTYLE LIBRE
2/READER/FLASH GLUCOSE
MONITORING SYSTEM

FREESTYLE LIBRE
2/SENSOR/FLASH GLUCOSE
MONITORING SYSTEM

FREESTYLE LIBRE
3/READER/GLUCOSE
MONITORING SYSTEM

FREESTYLE LIBRE
3/SENSOR/GLUCOSE
MONITORING SYSTEM

FREESTYLE
LIBRE/READER/FLASH
MONITORING SYSTEM

FREESTYLE UNISTICK Il LANCETS

FROVA (Use frovatriptan succinate)
185

frovatriptan succinate

FRUZAQLATMG .................. 67

FRUZAQLA 5 MG

FULPHILA ... ..., 132
fulvestrant SOSY ................... 69
FUROSCIXCTKT ................ 116
furosemide SOLN IJ 10 MG/ML ..116
furosemide TABS20MG ......... 116
furosemide TABS 40 MG ......... 116
furosemide TABS80MG ......... 116

FUZEONSOLR ................. .. 82

FYARRO ..., 71
FYCOMPASUSP .................. 33
FYCOMPATABS .................. 33
FYLNETRA ..., 132
gabapentin (once-daily) TABS ... 216
gabapentin CAPS 100 MG ......... 34
gabapentin CAPS 300 MG ......... 34
gabapentin CAPS 400 MG ......... 34
gabapentin SOLN .................. 34

gabapentin TABS 600 MG, 800 MG
34

GABITRIL 16 MG (Use tiagabine hcl)

GABITRIL 2 MG, 4 MG, 12 MG (Use
tiagabine hel) ...l 38

GABLOFEN SOLN IT (Use baclofen)
196

GABLOFEN SOLNIT ............. 196
GABLOFEN SOSY ............... 196
GALAFOLD ... 120

galantamine hydrobromide CP24 213

galantamine hydrobromide SOLN
213

galantamine hydrobromide TABS 4

GALZIN ... ... 189
GAMASTAN ... 210
GAMIFANT ..., 190
GAMMAGARD LIQUID .......... 210

GAMMAGARD S/D IGA LESS THAN
TMCG/MLSOLR .................. 210

GAMMAKED 1 GM/10ML, 5
GM/50ML, 10 GM/100ML, 20

GM/200ML ... 210
GAMMAPLEX SOLN ............. 210
GAMUNEX-C .............co.t 210
ganciclovir sodium SOLR .......... 84
GANCICLOVIR SOLN ............. 84
GARDASIL9SUSP .............. 226
GARDASIL9SUSY .............. 226
GASTROCROM (Use cromolyn
sodium (mastocytosis)) ........... 124
gatifloxacin (ophth) ............... 204
GATTEX ..o, 127
GAVRETO .......ccoviiiiiiiiiii, 71
gefitinib ... 68
GELNIQUEGEL10% ............ 223
gemcitabine hcl SOLN ............. 67
gemcitabine hcl SOLR ............. 67
GEMCITABINE HYDROCHLORIDE
SOLN (Use gemcitabine hcl) ...... 67
GEMCITABINE HYDROCHLORIDE
SOLN .. 67
gemfibrozil TABS ................... 55



GEMTESA

GENABIO COVID-19 RAPID SELF
TEST KIT 1-PACKKIT ........... 112

GENABIO COVID-19 RAPID SELF
TEST KIT 2-PACKKIT ........... 112

GENERESS FE (Use norethindrone
& ethinyl estradiol-fe) ............... 96

GENOTROPIN CART SC ........ 118

GENOTROPIN MINIQUICK PRSY
118

gentamicin in saline 0.8 MG/ML-0.9
%, 1 MG/ML-0.9 %, 1.2 MG/ML-0.9
%, 1.6 MG/ML-0.9 %, 2 MG/ML-0.9

gentamicin sulfate (ophth) SOLN 204

gentamicin sulfate (topical) CREA
101

gentamicin sulfate (topical) OINT 101

gentamicinsulfate IJ ................| 6
GENTEEL BUTTERFLY TOUCH

LANCETS ... 144
GENVOYA ... ... 82

GEODON (Use ziprasidone hcl) .. 78

GEODON (Use ziprasidone
mesylate) ... 78

GEODON 60 MG, 80 MG (Use
ziprasidone hel) .................... 78

GILENYA (Use fingolimod hcl) .. 215

GILOTRIF ... 68
GIMOTISOLNNA ................ 124
GIVLAARI ... 129
GLASSIASOLN .................. 217

glatiramer acetate SOSY 20 MG/ML .
215

Index 41

glatiramer acetate SOSY 40 MG/ML .
215

GLEEVEC 100 MG (Use imatinib
mesylate) ........................... 71

GLEEVEC 400 MG (Use imatinib
mesylate) ... 71

GLEOSTINE 10 MG, 40 MG, 100 MG
...................................... 66
GLIADEL WAFER ................. 66

glimepiride 1TMG ................... 49

glimepiride 2MG ................... 49
glimepiride 4 MG ................... 49
glipizide TABS 10 MG .............: 49

glipizide TABS25MG ............. 49
glipizide TABS 5 MG
glipizide TB24 10 MG
glipizide TB24 25 MG ............. 49
glipizide TB245MG ...............¢ 49

glipizide-metformin hcl 250 MG-2.5

glipizide-metformin hcl 500 MG-2.5
MG, 500 MG-5MG ................. 42

GLOBAL EASE INJECT PEN

NEEDLES 29GX12MM .......... 161
GLOBAL EASE INJECT PEN
NEEDLES 31GX8MM ............ 161
GLOBAL EASE INJECT PEN
NEEDLES 32GX4MM ............ 161
GLOBAL EASE INJECT PEN
NEEEDLES 31GX5MM .......... 161

GLOBAL EASY GLIDE INSULIN

SYRINGE/0.3ML/31G X 15/64" ..161

GLOBAL EASY GLIDE INSULIN

SYRINGE/0.5ML/31G X 15/64" ..161

GLOBAL EASY GLIDE INSULIN
SYRINGE/1ML/31G X 15/64" ....161

GLOBAL EASY GLIDE
INSULINSYRINGE/U-100/0.3ML/31G

X5M16" ... 162
GLOBAL EASY GLIDE PEN
NEEDLES 32GX4MM ............ 162

GLOBAL INJECT EASE INSULIN
SYRINGE/U-100/0.3ML/29G X 1/2" .
162

GLOBAL INJECT EASE INSULIN
SYRINGE/U-100/0.3ML/30G X 1/2" .
162

GLOBAL INJECT EASE INSULIN
SYRINGE/U-100/0.3ML/30G X 5/16"

GLOBAL INJECT EASE INSULIN
SYRINGE/U-100/0.3ML/31G X 5/16"

GLOBAL INJECT EASE INSULIN
SYRINGE/U-100/0.5ML/28G X 1/2" .
162

GLOBAL INJECT EASE INSULIN
SYRINGE/U-100/0.5ML/29G X 1/2" .
162

GLOBAL INJECT EASE INSULIN
SYRINGE/U-100/0.5ML/30G X 1/2" .
162

GLOBAL INJECT EASE INSULIN
SYRINGE/U-100/0.5ML/30G X 5/16"

GLOBAL INJECT EASE INSULIN
SYRINGE/U-100/0.5ML/31G X 5/16"

GLOBAL INJECT EASE INSULIN
SYRINGE/U-100/1ML/28G X 1/2"
162

GLOBAL INJECT EASE INSULIN
SYRINGE/U-100/1ML/29G X 1/2"



162

GLOBAL INJECT EASE INSULIN
SYRINGE/U-100/1ML/30G X 1/2"
162

GLOBAL INJECT EASE INSULIN
SYRINGE/U-100/1ML/30G X 5/16"
162

GLOBAL INJECT EASE INSULIN
SYRINGE/U-100/1ML/31G X 5/16"
162

GLOBAL INJECT EASE LANCETS
28G

30G

GLOBAL INSULIN SYRINGE/U-
100/0.3ML/30G X 1/2"

GLOBAL INSULIN SYRINGES/U-
100/0.3ML/30GX5/16"

GLOBAL LANCING DEVICE MISC
144

GLOPERBASOLNOR ........... 128
GLOSTRIPS STRP 1 MG ........ 208
GLUCAGEN HYPOKIT ............ 44
glucagon (rdna) .................... 44
GLUCAGON ...l 112
GLUCAGON EMERGENCY KIT

(Use glucagon (rdna)) .............. 44

GLUCAGON EMERGENCY KIT FOR
LOW BLOOD SUGAR

GLUCAGON HCL DIAGNOSTIC
112

GLUCOCOM LANCETS 28G ....144
GLUCOCOM LANCETS 30G ....144
GLUCOCOM LANCETS 33G ....144

GLUCOTROL XL TB24 10 MG (Use

glipizide) ............................ 49

GLUCOTROL XL TB24 2.5 MG (Use
QlPIZIAE) ..o 49

GLUCOTROL XL TB24 5 MG (Use
QlpIZIAE) - oo 49

GLUMETZA TB24 (Use metformin

glyburide TABS 1.25 MG, 2.5 MG .49
glyburide TABS5MG .............. 49

glyburide-metformin 250 MG-1.25

glycine diluent
GLYCOPYRROLATE

glycopyrrolate SOLN OR 1 MG/5ML .
221

GLYCOPYRROLATE SOSY 1J 0.6
MG/3ML ... 221

glycopyrrolate SOSY 1J

glycopyrrolate TABS 1 MG, 2 MG
221

GLYNASE 1.5 MG (Use glyburide
micronized) ...l 49

GLYNASE 3 MG (Use glyburide
micronized) ...l 49

GLYNASE 6 MG (Use glyburide
micronized) ...l 49

GLYRX-PF SOLN IJ

GLYRX-PF SOSY IJ 1 MG/5ML ..221

GLYTACTIN BETTERMILK 15 PACK

GLYTACTIN BETTERMILK POWD
113

GLYTACTIN BUILD 10PE PACK 113
GLYTACTIN BUILD 20/20 PACK 114

GLYTACTIN BUILD 20/20 PKU

GLYTACTIN RESTORE 5 PACK 114

GLYTACTIN RESTORE LITE 10
LIQDOR ... 114

GLYTACTIN RESTORE LITE 10PE

GLYTACTINRTD 10 LIQD OR .. 114
GLYTACTINRTD 15LIQD OR .. .114

GLYTACTIN RTD LITE 15 LIQD OR .
114

GLYTACTIN SWIRL 15 PACK ... 114

GLYTACTIN SWIRL 15PE PACK
114

GLYXAMBI

GNP CLICKFINE UNIVERSAL PEN
NEEDLES 31GX1/4"

GNP CLICKFINE UNIVERSAL PEN
NEEDLES 31GX5/16"

GNP INSULIN SYRINGE/0.3ML/29G

Index 42



X 1/2"

GNP INSULIN SYRINGE/0.3ML/30G
X 5/16"

GNP INSULIN SYRINGE/0.3ML/31G
X 5/16"

GNP INSULIN SYRINGE/0.5ML/28G
xX1/2"

GNP INSULIN SYRINGE/0.5ML/29G
xX1/2"

GNP INSULIN SYRINGE/0.5ML/30G
X 5/16"

GNP INSULIN SYRINGE/0.5ML/31G
X 5/16"

GNP INSULIN SYRINGE/1ML/29G X

GNP INSULIN SYRINGE/1ML/31G X

5M16" . 162
GNP INSULIN

SYRINGES/1ML/28GX1/2" ...... 163
GNP LANCETS 21G ............. 144
GNP LANCETS THIN 26G ....... 144

MISC ... . 144
GNP STERILE LANCETS 33G ..144
GNP ULTICARE PEN
NEEDLES/31GX5/16" ............ 163
GNP ULTICARE PEN
NEEDLES/32GX 5/32" ........... 163
GNP ULTICARE PEN
NEEDLES/32GX1/4" ............. 163

GNP ULTICARE PEN NEEDLES31G
X 5MM

GNP ULTIGUARD

Index 43

SAFEPACK/MICRO PEN
NEEDLE/32GX4MM

GNP ULTIGUARD SAFEPACK/MINI
PEN NEEDLE/31GX5MM

GNP ULTIGUARD SAFEPACK/MINI

PEN NEEDLE/32GX6MM ........ 163
GNP ULTIGUARD
SAFEPACK/SHORT PEN
NEEDLE/31GX8MM ............. 163

GNP ULTRA COMFORT INSULIN
SYRINGE/1ML/28G X 1/2"

GOCOVRICP24 ................... 76

GOJJI LANCING DEVICE/CLEAR
CAPMISC ...t 144

GOJJI STERILE LANCETS 30G 144

GOLYTELY SOLR (Use peg 3350-
kcl-sod bicarb-sod chloride-sod

GOODSENSE CLICKFINE SAFETY
PEN NEEDLE/31G X 3/16"

GOODSENSE COLOR LANCETS
MICRO-THIN 33G UNIVERSAL .144

GOODSENSE LANCETS MICRO-
THIN 33G

GOODSENSE LANCETS MICRO-
THIN 33G UNIVERSAL

GOODSENSE LANCETS ULTRA-
THIN 26G UNIVERSAL

GOODSENSE LANCETS ULTRA-
THIN 30G

GOODSENSE LANCETS ULTRA-
THIN 30G UNIVERSAL

GOODSENSE LANCING DEVICE

GOODSENSE PEN
NEEDLE/PENFINE CLASSIC/31G X
3/16"

GOODSENSE PEN
NEEDLE/PENFINE CLASSIC/31G X
5/16"

GOODSENSE PEN
NEEDLE/PENFINE CLASSIC/32G X
1/4"

GOODSENSE PEN
NEEDLE/PENFINE CLASSIC/32G X

532" 163
GOTOKNOW COVID-19
ANTIGENRAPID TESTKIT ...... 112
GRALISE TABS (Use gabapentin
(once-daily)) ....................... 216

GRALISE TABS 300 MG, 450 MG
216

GRALISE TABS 600 MG, 750 MG,

granisetron hcl SOLN IV 1 MG/ML, 4
MG/MAML ...l 50

granisetron hcl SOLN IV 1 MG/ML 50
granisetron hcl TABS .............. 50
GRANIX SOLN 300 MCG/ML ....132
GRANIX SOLN 480 MCG/1.6ML .132
GRANIX SOSY 300 MCG/0.5ML 132

GRANIX SOSY 480 MCG/0.8ML 132

GRASTEKSUBL ...t 5
griseofulvin microsize SUSP ....... 52
griseofulvin microsize TABS ....... 52
griseofulvin ultramicrosize ......... 52
guanfacine hcl (adhd) ............... 3
guanfacinehcl ..................... 59

GVOKE HYPOPEN 2-PACK SOAJ
44

GVOKE KIT SOLN



GVOKE PFS SOSY 1 MG/0.2ML . .44

GYNAZOLE-1 .................... 228
HADLIMA PUSHTOUCH SOAJ ..... 8
HADLIMA SOSY ...t 8
HAEGARDA SOLRSC ........... 130
halcinonide CREA ................ 107

HALCION 0.25 MG (Use triazolam)
135

HALDOL DECANOATE 100 (Use
haloperidol decanoate) ............. 80

HALDOL DECANOATE 50 (Use
haloperidol decanoate) ............. 80

halobetasol propionate CREA ....107
halobetasol propionate FOAM ....107
halobetasol propionate OINT ..... 107

HALOG CREA (Use halcinonide) 107

HALOG OINT ... 107
HALOG SOLN .................... 107
haloperidol decanoate ............. 80
haloperidol lactate CONC .......... 80
haloperidol lactate SOLN .......... 80
haloperidol TABS ................... 80

HARVONI PACK 33.75 MG-150 MG .
85

HARVONI PACK 45 MG-200 MG . 85

HARVONITABS ................... 85

HEALTHWISE INSULIN
SYRINGE/U-100/0.3ML/30G X 5/16"

HEALTHWISE INSULIN
SYRINGE/U-100/0.3ML/31G X 5/16"

HEALTHWISE INSULIN
SYRINGE/U-100/0.5ML/30G X 5/16"

HEALTHWISE INSULIN
SYRINGE/U-100/0.5ML/31G X 5/16"

HEALTHWISE INSULIN
SYRINGE/U-100/1ML/30G X 5/16"
163

HEALTHWISE INSULIN
SYRINGE/U-100/1ML/31G X 5/16"
163

HEALTHWISE MICRON PEN
NEEDLES/32G X 5/32"

HEALTHWISE MINI PEN NEEDLES

31GX6MM . ... 163
HEALTHWISE PEN NEEDLES
20GX12MM ..o 163
HEALTHWISE SHORT PEN
NEEDLES 31GX8MM ............ 163
HEALTHWISE SHORT PEN
NEEDLES/31G X 3/16" .......... 163
HEALTHWISE SHORT PEN
NEEDLES/31G X 5/16" .......... 163

HEALTHWISE UNIFINE PENTIPS
PEN NEEDLES 32GX4MM

HEALTHY ACCENTS AUTOLET
IMPRESSION LANCING DEVICE

HEALTHY ACCENTS UNIFINE
PENTIPS PEN NEEDLES
29GX12MM

HEALTHY ACCENTS UNIFINE
PENTIPS PEN NEEDLES 31GX5MM

HEALTHY ACCENTS UNIFINE
PENTIPS PEN NEEDLES 31GX6MM

HEALTHY ACCENTS UNIFINE
PENTIPS PEN NEEDLES 31GX8MM

HEALTHY ACCENTS UNIFINE
PENTIPS PEN NEEDLES 32GX4MM

HEALTHY ACCENTS UNILET

LANCETS SUPER THIN 30G ... 144

H-E-B IN CONTROL PEN NEEDLE
31GX3/16"

H-E-B IN CONTROL PEN NEEDLES
31GX5MM

H-E-B IN CONTROL PEN NEEDLES
31GX6MM

H-E-B IN CONTROL PEN NEEDLES

31GX8MM .. ... 164
H-E-B IN CONTROL PEN
NEEDLES/NANO/32GX4MM ....164

H-E-B IN CONTROL
UNIFINEPENTIPS PLUS 31GX1/4" .
164

H-E-B IN CONTROL
UNIFINEPENTIPS PLUS 31GX3/16"

H-E-B IN CONTROL
UNIFINEPENTIPS PLUS 31GX5/16"

H-E-B IN CONTROL
UNIFINEPENTIPS PLUS 31GX5MM

H-E-B IN CONTROL
UNIFINEPENTIPS PLUS 32GX4MM

H-E-B IN CONTROL
UNIFINEPENTIPS PLUS 32GX5/32"



164

H-E-B IN CONTROL
UNIFINEPENTIPS PLUS 33GX5/32"

..................................... 164
H-E-B INCONTROL
ADVANCEDLANCING DEVICE
MISC ... 144
H-E-B INCONTROL LANCETS
MICROTHIN33G ................ 144
H-E-B INCONTROL LANCETS
SUPER THIN30G ............... 144
H-E-B INCONTROL LANCETS
ULTRATHIN28G ................ 144

H-E-B INCONTROL PEN NEEDLES

29GX12MM ... 164
HECTOROL SOLN (Use

doxercalciferol) .................... 120
HEMADY TABS .................... 99
HEMANGEOL SOLNOR .......... 88
HEMGENIX ....................... 129
HEMLIBRA ..........cccooovin... 129

HEMOFIL M SOLR 250 UNIT, 500
UNIT, 1000 UNIT, 1700 UNIT ....129

HEPAGAM B SOLN 1J

heparin (porcine) in sodium chloride
SOLN IV 0.9 %-1000 UNIT/500ML,
0.9 %-2000 UNIT/L ......oennnn. .. 32

heparin sodium (porcine) SOLN 1J
1000 UNIT/ML, 5000 UNIT/0.5ML,
5000 UNIT/ML, 10000 UNIT/ML,
20000 UNIT/ML ..o 32

HEPARIN SODIUM SOLN IJ 5000
UNIT/ML ..o 32

HEPARIN SODIUM SOSY |J 5000
UNIT/O5ML ... 32

HEPARIN SODIUM/D5W
Index 45

HEPARIN SODIUM/DEXTROSE
25000 UNIT/500ML-5 %, 5 %-25000
UNIT/250ML ... 32

HEPARIN SODIUM/NACL 0.45%
SOLN 1V 0.45 %-12500 UNIT/250ML,
0.45 %-25000 UNIT/250ML ........ 32

HEPARIN SODIUM/SODIUM
CHLORIDE 0.9% SOLN IJ (Use
heparin (porcine) in sodium chloride) .
32

HEPARIN SODIUM/SODIUM
CHLORIDE SOLN 1V 0.45 %-25000
UNIT/250ML, 0.45 %-25000
UNIT/500ML ...t 32

HEPLISAV-B SOSY .............. 226

HEPSERA (Use adefovir dipivoxil)
85

HERCEPTIN150 MG .............. 68
HERCEPTIN HYLECTA ........... 70
HERZUMA ......................... 68

HESPAN (Use hetastarch (hes /0.7
or /0.75) in sodium chloride) ...... 130

hetastarch (hes /0.7 or /0.75) in
sodium chloride

HETLIOZ CAPS (Use tasimelteon)
136

HETLIOZLQSUSP ............... 136
HEXTEND ..........ccooiiiinnnnn. 130
HIBERIXSOLRIJ ................ 224
HIPREX (Use methenamine
hippurate) ... 64
HIZENTRASOLN ................. 210
HIZENTRA SOSY ................ 210
HM ULTICARE MINI PEN
NEEDLES/31G X 5MM (3/16") .. 164

HORIZANT .................... .. 216
HULIOAJKT ... 8
HULIO PSKT 20 MG/0.4ML ......... 8
HULIO PSKT 40 MG/0.8ML ......... 8
HUMALOG JUNIOR KWIKPEN

SOPN ... 45

HUMALOG KWIKPEN SOPN 100
UNIT/ML ... 45

HUMALOG KWIKPEN SOPN 200
UNIT/ML ... 45

HUMALOG MIX 50/50 KWIKPEN

HUMATE-PSOLR ................ 129

HUMATROPE CART IJ

HUMIRA PEDIATRIC CROHNS
DISEASE STARTER PACK PSKT 80
MG/O.BML ... 8

HUMIRA PEDIATRIC CROHNS
DISEASE STARTER PACK PSKT ..8

HUMIRA PEN PNKT 40 MG/0.4ML .9

HUMIRA PEN PNKT 40 MG/0.8ML .9

HUMIRA PEN PNKT 80 MG/0.8ML .9

HUMIRA PEN-CD/UC/HS STARTER
PNKT 40 MG/0.8ML ................. 9

HUMIRA PEN-CD/UC/HS STARTER
PNKT 80 MG/0.8ML ................. 9



HUMIRA PEN-PEDIATRIC UC
STARTER PACK PNKT ............. 9
HUMIRA PEN-PS/UV STARTER
PNKT ... 9

HUMIRA PSKT 10 MG/0.1ML, 20
MG/O2ML ... 9

HUMIRA PSKT 40 MG/0.4ML, 40
MG/O.8ML ... 9

HUMULIN 70/30 KWIKPEN SUPN 46
HUMULIN 70/30 SUSP ............ 46
HUMULIN N KWIKPEN SUPN .... 46
HUMULINNSUSP ............. ... 46
HUMULIN R SOLN 1J

HUMULIN R U-500
(CONCENTRATED) SOLN SC ....46

HUMULIN R U-500 KWIKPEN SOPN

hel) oo 75
hydralazine hcl SOLN .............. 61
hydralazine hcl TABS 10 MG ...... 61
hydralazine hcl TABS 100 MG ... .. 61
hydralazine hcl TABS 25 MG ...... 61
hydralazine hcl TABS 50 MG ....... 61

HYDREA (Use hydroxyurea) ...... 74
hydrochlorothiazide CAPS ........ 117

hydrochlorothiazide TABS 12.5 MG
117

hydrochlorothiazide TABS 25 MG, 50

hydrocodone bitartrate CP12 ...... 15

HYDROCODONE BITARTRATE

hydrocodone bitartrate T24A ...... 15

hydrocodone-acetaminophen SOLN
108 MG/5ML-2.5 MG/5ML, 217
MG/10ML-5 MG/10ML, 325
MG/15ML-7.5 MG/15ML ............ 18

hydrocodone-acetaminophen SOLN
325 MG/15ML-7.5 MG/15ML ...... 18

hydrocodone-acetaminophen TABS
300 MG-10 MG, 300 MG-5 MG, 300
MG-7.5 MG

hydrocodone-acetaminophen TABS
325 MG-10 MG, 325 MG-5 MG, 325
MG-7.5 MG

hydrocodone-ibuprofen 10 MG-200

hydrocodone-ibuprofen 5 MG-200
MG, 7.5 MG-200 MG ............... 18

hydrocortisone (intrarectal)
hydrocortisone (rectal) EX1 % ....21
hydrocortisone (rectal) EX 2.5 % ..21

hydrocortisone (topical) CREA 1 %,

hydrocortisone (topical) LOTN 2.5 % .
107

hydrocortisone (topical) OINT 1 %,

HYDROCORTISONE ACETATE
MICRONIZED POWD ............ 107

hydrocortisone butyrate CREA ...107

hydrocortisone butyrate hydrophilic
lipo base

hydrocortisone butyrate LOTN ... 107
hydrocortisone butyrate OINT ....107
hydrocortisone butyrate SOLN ... 107
hydrocortisone butyrate SOLN ...108

HYDROCORTISONE MICRONIZED

HYDROCORTISONE POWD .... 108
hydrocortisone TABS .............. 99
hydrocortisone valerate CREA ... 108
hydrocortisone valerate OINT ....108
..... 209

hydrocortisone w/acetic acid

HYDROCORTISONE/ACETIC ACID
(Use hydrocortisone w/acetic acid)
209

hydromorphone hcl LIQD .......... 15
HYDROMORPHONE HCL POWD 15

hydromorphone hcl SOLN 1J 1
MG/ML, 2 MG/ML, 4 MG/ML, 10
MG/ML, 50 MG/5ML, 500 MG/50ML .
15

HYDROMORPHONE HCL SUPP .15
hydromorphone hcl TABS .......... 15
hydromorphone hcl TB24 12 MG ..15

hydromorphone hcl TB24 8 MG, 16
MG, 32 MG

HYDROMORPHONE
HYDROCHLORIDE SOLN IJ (Use
hydromorphone hel) ................ 15

HYDROMORPHONE
HYDROCHLORIDE SOLN 1J 1
MG/ML, 2 MG/ML, 4 MG/ML, 10



hydroxyprogesterone caproate

(antineoplastic) .................... 69
hydroxyurea ....................... 75
HYDROXYUREA .................. 95

MG/ML ..o 23
hydroxyzine hcl SYRP ............. 23
hydroxyzine hcl TABS .............. 23

hydroxyzine pamoate CAPS 100 MG
23

hydroxyzine pamoate CAPS 25 MG,

hyoscyamine sulfate TB12 0.375 MG
221

hyoscyamine sulfate TBDP 0.125 MG

..................................... 221
HYPERHEPB SOLNIM .......... 210
HYPERHEP B SOSY 110

UNIT/OBML ... 210
HYPERRAB SOLN ............... 210

HYPERSAL NEBU (Use sodium
chloride (inhalant)) ................ 100

HYPERTET SOSY ................ 210

HYPOLANCE AST LANCING KIT

Index 47

HYQVIA

HYRIMOZ CROHN'S DISEASE AND
ULCERATIVE COLITIS STARTER
PACK SOAJ

HYRIMOZ PEDIATRIC
CROHNSDISEASE STARTER PACK

HYRIMOZ PEDIATRIC
CROHN'SDISEASE STARTER
PACKSOSY ... 9

HYRIMOZ PLAQUE
PSORIASISSTARTER PACK SOAJ .
9

HYRIMOZ SOAJ 40 MG/0.4ML ..... 9
HYRIMOZ SOAJ 80 MG/0.8ML ..... 9
HYRIMOZ SOSY 10 MG/0.1 ML ....9
HYRIMOZ SOSY 20 MG/0.2ML ..... 9
HYRIMOZ SOSY 40 MG/0.4ML ..... 9
HYSINGLAERT24A ............... 15

HYZAAR (Use losartan potassium &

hydrochlorothiazide) ............... 60
ibandronate sodium SOLN ....... 117
ibandronate sodium TABS ........ 118
IBRANCECAPS ................... 72
IBRANCETABS ...t 72
IBSRELA ... 126
ibuprofen lysine .................... 11
IBUPROFEN POWD ............... 11

ibuprofen SUSP 100 MG/5ML ..... 11

ibuprofen TABS 400 MG, 600 MG,

ibutilide fumarate .................. 25
icatibant acetate SOLN ........... 129
icatibant acetate SOSY ........... 129

ICLUSIGIS5MG ..., 72
icosapent ethyl0.5GM ............ 54
icosapent ethyl 1 GM ............... 54
IDNOW COVID-19 .............. 112
IDACIO (2 PEN) AJKT ... 9
IDACIO (2 SYRINGE) PSKT ........ 9

IDACIO STARTER PACKAGE FOR
CROHNS DISEASE AJKT .......... 9

IDACIO STARTER PACKAGE FOR
PLAQUE PSORIASIS AJKT ........ 9

IDAMYCIN PFS (Use idarubicin hcl) .
70

idarubicinhel ................. 70
IDELVION ..., 129
IDHIFA .. 72
ifosfamide SOLN ................... 66
IHEALTH COVID-19

ANTIGENRAPID TESTKIT ...... 112
ILARISSOLN ... 10
ILEVRO ... 208
ILUMYA ... 103
imatinib mesylate .................. 72
imatinib mesylate 100 MG ......... 72
IMBRUVICA CAPS 140 MG ....... 72
IMBRUVICA CAPS 70 MG ......... 72
IMBRUVICASUSP ................. 72
IMBRUVICATABS ................. 72



IMCIVREE ...t 3
imipenem-cilastatin IV .............. 62
imipramine hcl TABS ............... 42
imipramine pamoate ............... 42
imiquimod 3.75% ................. 109
imiquimod 5% .................... 109
IMITREX 5 MG/ACT, 20 MG/ACT

(Use sumatriptan) ................. 185

IMITREX STATDOSE REFILL SOCT
(Use sumatriptan succinate) ...... 185

IMITREX STATDOSE SYSTEM
SOAJ (Use sumatriptan succinate)
186

IMITREX TABS (Use sumatriptan

succinate) ... 186
IMODIUM A-D CAPS (Use
loperamide hel) ..................... 49

IMOVAX RABIES (H.D.C.V.) SUSR
226

IMURAN TABS (Use azathioprine)
190

INBRIJACAPS ..., 76
INCONTROL ULTICARE MINI PEN
NEEDLES/31G X6MM .......... 164
INCONTROL ULTICARE MINI PEN
NEEDLES/31GX8MM ............ 164
INCONTROL ULTICARE MINI PEN
NEEDLES/32G X 4MM .......... 164
INCRELEX ....................... 119
INCRUSE ELLIPTA ............... 25

indapamide TABS 1.25 MG, 2.5 MG .
117

INDERAL LA CP24 120 MG (Use
propranolol hel) ..................... 88

INDERAL LA CP24 60 MG, 80 MG,
160 MG (Use propranolol hel) ..... 88
INDERAL XL .......ccooiiiiiii..d 88

INDICAID COVID-19 RAPID
ANTIGEN AT-HOME TEST KIT ..113

INDOCIN SUSP (Use indomethacin) .
11

INDOMETHACIN

indomethacin CAPS 25 MG, 50 MG
11

indomethacin CPCR ............... 11
indomethacin SUPP ................ 11
indomethacin SUSP ................ 11
INFANRIX ........................ 220
INFLECTRASOLR ............... 125
INFLIXIMAB ...................... 125

INFUMORPH 200 (Use morphine
sulfate for continuous microinfusion) .
15

INFUMORPH 500 (Use morphine
sulfate for continuous microinfusion) .
15

INGREZZACAPS ................ 214
INGREZZACPPK ................ 214
INLYTA o 67
INNOPRAN XL ........oooiiiiiinn 88
INPEFA ... 91
INQOVI .....oooiiiii i 70
INREBIC ..........ccciiiiinn... 72
INSPRA (Use eplerenone) ........ 61

INSULIN ASPART FLEXPEN SOPN .
46

INSULIN ASPART PENFILL SOCT

46

INSULIN ASPART
PROTAMINE/INSULIN ASPART

FLEXPENSUPN ................ .. 46
INSULIN ASPART
PROTAMINE/INSULIN ASPART
SUSP ... 46
INSULIN ASPART SOLN IJ ....... 46

INSULIN DEGLUDEC FLEXTOUCH
SOPN 100 UNIT/ML

INSULIN DEGLUDEC FLEXTOUCH

SOPN 200 UNIT/ML ............... 46
INSULIN DEGLUDEC SOLN ...... 46
INSULIN GLARGINE MAX

SOLOSTARSOPN ................: 46
INSULIN GLARGINE SOLN ....... 46

INSULIN GLARGINE SOLOSTAR
SOPN 100 UNIT/ML

INSULIN GLARGINE SOLOSTAR
SOPN 300 UNIT/ML

INSULIN GLARGINE-YFGN SOLN
47

INSULIN GLARGINE-YFGN SOPN
47

INSULIN LISPRO JUNIOR
KWIKPEN SOPN

INSULIN LISPRO KWIKPEN SOPN .
47

INSULIN LISPRO
PROTAMINE/INSULIN LISPRO
KWIKPEN SUPN

INSULIN LISPRO SOLN IJ

INSULIN SYRINGE 1ML/31G X1/4" .
164

INSULIN SYRINGE/0.3ML/30G X
5/16"



INSULIN SYRINGE/0.3ML/31G X
5/16"

INSULIN SYRINGE/0.5ML/27G X

INSULIN SYRINGE/0.5ML/31G X
5/16"

INSULIN SYRINGE/1ML/28G X 1/2"
164

INSULIN SYRINGE/1ML/30G X 5/16"

..................................... 164
INSULIN SYRINGE/NEEDLE
0.3ML/30G X 5/16" ............... 164
INSULIN SYRINGE/NEEDLE
0.3ML/31G X 5/16" ............... 164
INSULIN SYRINGE/NEEDLE
0.5ML/29G X 1/2" ................ 164
INSULIN SYRINGE/NEEDLE
0.5ML/30G X 5/16" ............... 165
INSULIN SYRINGE/NEEDLE
0.5ML/31G X 5/16" ............... 165
INSULIN SYRINGE/NEEDLE
TML/29G X 1/2" ... 165
INSULIN SYRINGE/NEEDLE
1ML/30G X 5/16" ................. 165
INSULIN SYRINGE/NEEDLE
1ML/31G X 5/16" ................. 165
INSULIN SYRINGE/U-
100/0.3ML/29G X 1/2" ........... 165
INSULIN SYRINGE/U-
100/0.5ML/29G X 1/2" ........... 165

INSULIN SYRINGE/U-100/1ML/29G
xX1/2"

Index 49

INSULIN SYRINGE/U-100/1ML/31G
X 5/16"

INSULIN SYRINGES 0.3ML/31G X
1/4"

INSULIN SYRINGES 0.5ML/31G X

14" 165
INSULIN SYRINGES/U-
100/0.5ML/27GX1/2" ............. 165
INSULIN SYRINGES/U-
100/0.5ML/28GX1/2" ............. 165
INSULIN SYRINGES/U-
100/0.5ML/29GX1/2" ............. 165
INSULIN SYRINGES/U-
100/0.5ML/30GX5/16" ........... 165
INSULIN SYRINGES/U-
100/0.5ML/31GX5/16" ........... 165
INSULIN SYRINGES/U-
100/1ML/27GX/M/2" ..., 165
INSULIN SYRINGES/U-
100/1ML/28GX1/2" ... .. .. ... 165
INSULIN SYRINGES/U-
100/1ML/29GX1/2" ............... 165
INSULIN SYRINGES/U-
100/1ML/30GX1/2" ............... 165
INSULIN SYRINGES/U-
100/1ML/31GX5/16" ............. 165
INSUPEN 29G X 12MM .......... 165
INSUPEN 31G X5MM ........... 165
INSUPEN 31G X8MM ........... 165
INSUPEN 32G X4MM ........... 165
INSUPEN 33GX4MM ............ 165
INSUPEN PEN NEEDLES 32G
XAMM oo 165

INSUPEN SENSITIVE 32GX6MM
165

INSUPEN SENSITIVE 32GX8MM
165

INSUPEN ULTRAFIN 30GX8MM
165

INSUPEN ULTRAFIN 31GX6MM
165

INSUPEN ULTRAFIN 31GX8MM
165

INTELENCE (Use etravirine) ...... 82

INTELENCE (Use etravirine) ...... 83

INTELENCE25MG ................ 82
INTELISWAB COVID-19 RAPID
TESTKIT oo 113
INTUNIV (Use guanfacine hcl
(@dhd)) ..o 3

INVANZ IJ (Use ertapenem sodium) .
62

INVEGA 1.5 MG (Use paliperidone)
78

INVEGA 3 MG, 9 MG (Use
paliperidone) ....................... 78

INVEGA 6 MG (Use paliperidone) .78

INVEGA HAFYERA 1092 MG/3.5ML .
78

INVEGA HAFYERA 1560 MG/5ML
78

INVEGA SUSTENNA 117
MG/O.786ML ... 78

INVEGA SUSTENNA 156 MG/ML .78

INVEGA SUSTENNA 234 MG/1.5ML
78

INVEGA SUSTENNA 39 MG/0.25ML
78

INVEGA SUSTENNA 78 MG/0.5ML
78



INVEGA TRINZA 273 MG/0.88ML,
410 MG/M1.32ML ... 78

INVEGA TRINZA 273 MG/0.88ML,
410 MG/M1.32ML ... 79

INVEGA TRINZA 546 MG/1.75ML 79
INVEGA TRINZA 819 MG/2.63ML 78
INVELTYS SUSP ................. 206

INVOKAMET TABS 1000 MG-150
MG, 500 MG-50 MG ............... 43

INVOKAMET TABS 1000 MG-50
MG, 500 MG-150 MG .............. 43

INVOKAMET XR TB24 1000 MG-150
MG, 1000 MG-50 MG .............. 43

INVOKAMET XR TB24 500 MG-150

MG, 500 MG-50 MG ............... 43
INVOKANA 100 MG ...............: 49
INVOKANA 300 MG ...............: 49
IONOSOL-MB/DEXTROSE 5% . 187
IOPIDINE ............cccooiiinan. 204
IPOL INACTIVATED IPV ........ 226
ipratropium bromide (nasal) ...... 198

ipratropium bromide SOLN 0.02 % 26

ipratropium-albuterol SOLN ........ 29
irbesartan ... 58
irbesartan-hydrochlorothiazide ....60

IRESSA (Use gefitinib) ............ 68

irinotecan hcl 40 MG/2ML, 100
MG/5ML, 300 MG/15ML ........... 75

iron w/ vitamins TABS ............ 193
irrigation solutions, physiological 191
ISENTRESS CHEW ................ 83

ISENTRESSHD TABS ............ 83

ISENTRESSPACK ................ 83
ISENTRESSTABS ................. 83
isoflurane ......................... 127

ISOLYTE-S ..., 187
ISOLYTE-SPH74 ............... 188
isoniazid SOLN ..................... 65
isoniazid SYRP ..................... 65
isoniazid TABS ..................... 65
isoproterenol hcl ................... 29

ISOPTO CARPINE SOLN 1 % (Use

pilocarpinehcl) .................... 203
ISORDIL TITRADOSE TABS 40 MG
(Use isosorbide dinitrate) .......... 22

ISORDIL TITRADOSE TABS 5 MG
(Use isosorbide dinitrate) .......... 22

isosorbide dinitrate TABS 10 MG . .22
isosorbide dinitrate TABS 20 MG ..22
isosorbide dinitrate TABS 40 MG . .22

isosorbide dinitrate TABS 5 MG, 30

isosorbide dinitrate-hydralazine hcl
91

isosorbide mononitrate TABS ...... 22

isosorbide mononitrate TB24 120 MG

isosorbide mononitrate TB24 30 MG .
22

isosorbide mononitrate TB24 60 MG .

22
isotretinoin ........................ 101
isradipine CAPS .................... 89

ISTALOL SOLN (Use timolol maleate

ISTODAX SOLR (Use romidepsin) 72

ISTURISATMG ................ .. 117
ISTURISA1IOMG ................. 117
ISTURISASMG ...ttt 117
itraconazole CAPS ................. 52
itraconazole SOLN ................. 52
ivermectin (pediculicide) ......... 111
ivermectin ...l 22
IWILFIN .o 75
IXCHIQ ..o 226
IXIARO ..., 226
IXINITY SOLR ............coennat. 129
IYUZEHSOLN ...t 208
JADENU SPRINKLE PACK (Use

deferasirox) ... 50

JADENU TABS (Use deferasirox) .50

JAKAFI 10 MG, 15 MG, 20 MG, 25

JANSSEN COVID-19 VACCINE 226
JANUMET TABS ................... 43

JANUMET XR TB24 1000 MG-100

MG, 500 MG-50 MG ............... 43
JANUMET XR TB24 1000 MG-50

MG . 43
JANUVIA25MG ................... 44
JANUVIA 50 MG, 100 MG ......... 44
JARDIANCE1OMG ................ 49
JARDIANCE 25 MG ................ 49



JATENZO CAPS 158 MG, 198 MG
20

JATENZO CAPS 237 MG .......... 20
JAYPIRCA100MG ................ 72
JAYPIRCASOMG .............. ... 72
JEMPERLI ...l 68
JENTADUETOTABS .............. 43
JENTADUETO XRTB24 ........... 43

JESDUVROQ 1 MG, 2 MG, 4 MG
133

JESDUVROQG6MG .............. 133
JESDUVROQ 8MG .............. 133
JIVE L 129
JOENJA ... 189
JORNAYPMCP24 .................. 4
JUBLIA ... 101
JULUCA ... . 83

MG .. 56
JYLAMVO SOLN ................... 67
JYNARQUETABS ................ 122
JYNARQUE TBPK ................ 122
JYNNEOS ........................ 226

KALETRA SOLN (Use lopinavir-
ritonavir) ... 83

KALETRA TABS (Use lopinavir-
ritonavir) ... 83

KALYDECO PACK 25 MG, 50 MG,

KALYDECO PACK 5.8 MG, 13.4 MG
217

KALYDECOTABS ................ 217

Index 51

KANJINTI
KAPSPARGO SPRINKLE CS24 .. 87

KAPVAY TB12 (Use clonidine hcl
(@dhd)) ..o 3

KATERZIA

KAZANO (Use alogliptin-metformin

hel) oo 43
KCENTRA ... 129
KCL 0.15%/D5W/NACL 0.225% .188
KCL 0.3%/D5W/NACL 0.9% (Use
potassium chloride in dextrose &
sodium chloride) .................. 188
KEDBUMIN ....................... 130
KEDRAB SOLN ............c....... 210
KEMOPLAT SOLN ................. 66

KENALOG AERS (Use triamcinolone
acetonide (topical)) ............... 108

KENALOG-10 SUSP ............... 99

KENALOG-40 SUSP (Use

triamcinolone acetonide) ........... 99
KENALOG-80 SUSP ............... 99
KEPIVANCE 516 MG ............. 75
KEPPRA SOLN OR 100 MG/ML

(Use levetiracetam) ................ 34

KEPPRA TABS 1000 MG (Use
levetiracetam) ...................... 34

KEPPRA TABS 250 MG (Use
levetiracetam) ...................... 34

KEPPRA TABS 500 MG, 750 MG
(Use levetiracetam) ................ 34

KEPPRA XR TB24 500 MG (Use
levetiracetam) ...................... 34

KEPPRA XR TB24 750 MG (Use
levetiracetam) ...................... 34

KERENDIA
KERYDIN (Use tavaborole) ...... 101
KESIMPTA

ketoconazole (topical) CREA ..... 101

ketoconazole (topical) FOAM ..... 101
ketoconazole (topical) SHAM 2 %

101

ketoconazole ................ ... ... 52
KETOCONAZOLE ................. 96
KETONESTRP ...........ccen... 113

ketoprofen CAPS 25 MG
ketoprofen CP24 ................... 11

ketorolac tromethamine (ophth) 0.4

ketorolac tromethamine SOLN IJ 15
MG/ML, 30 MG/ML ................. 11

KETOROLAC TROMETHAMINE

SOLN NA 15.75 MG/SPRAY ...... 11
ketorolac tromethamine TABS ..... 11
KETOSTIXSTRP ................. 113

ketotifen fumarate (ophth) 0.035 %
208

KEVEYIS (Use dichlorphenamide)
116

KEVZARASOAJ ................... 10
KEVZARA SOSY ... 10
KHAPZORY 175 MG ............... 75
KIMONO COLORS DEVI ......... 139
KIMONO LUBRICATED MISC ...139



KIMONO MAXX/LARGE FLARE

KIMONO MICRO THIN MISC ....139

KIMONO MICRO THIN PLUS
SPERMICIDE LUBRICATED MISC
139

KIMONO PLUS SPERMICIDE

LUBRICATEDMISC .............. 139
KIMONO SENSATION
LUBRICATEDMISC .............. 140

KIMONO SENSATION PLUS
SPERMICIDE LUBRICATED MISC
140

KIMONO SPECIAL DEVI ......... 140
KIMYRSA ... 62
KINERET SOSY ............ooo.o. 10
KINNEY LANCETS .............. 144
KINNEY THIN LANCETS ........ 144

KINRAY INSULIN SYRINGE
PREFERRED PLUS/0.3ML/31G X
5/16"

KINRAY INSULIN SYRINGE
PREFERRED PLUS/0.5ML/31G X

5M6" 165
KINRAY INSULIN SYRINGE
PREFERRED PLUS/1ML/31G X
516" 165
KINRIXSUSY ..., 220
KISQALI ... 72
KISQALI FEMARA 200 DOSE ....70
KISQALI FEMARA 400 DOSE ....70
KISQALI FEMARA 600 DOSE ....70
KITABIS PAK NEBU (Use
tobramycin) ... 6

KLARON (Use sulfacetamide

sodium(acne)) .................... 101

KLONOPIN TABS 0.5 MG, 1 MG
(Use clonazepam) .................. 33

KLONOPIN TABS 2 MG (Use

clonazepam) ........................ 33
KLOXXADOLIQD .................. 50
KMART VALU PLUS INSULIN

SYRINGE/0.5ML/29G ............ 165
KMART VALU PLUS INSULIN

SYRINGE/0.5ML/30G ............ 165
KMART VALU PLUS INSULIN

SYRINGE/1IML/30G .............. 165
KOATESOLR .............ena.t. 129
KOGENATEFSKIT .............. 129

KOMBIGLYZE XR 1000 MG-2.5 MG
(Use saxagliptin-metformin hcl) ... .43

KOMBIGLYZE XR 1000 MG-5 MG,
500 MG-5 MG (Use saxagliptin-
metforminhcl) ...................... 43

KONVOMEP SUSR ............... 223

KORLYM (Use mifepristone
(hyperglycemia)) ................... 44

KOSELUGO 10 MG
KOSELUGO 25 MG
KOVALTRY

K-PHOS NEUTRAL (Use pot
phosphate monobasic w/ sod
phosphate dibasic & monobasic) .188

K-PHOSNO2 .................... 127
K-PHOS TABS (Use potassium

phosphate monobasic) ........... 188
KRAZATI ... 72
KRINTAFEL ....................... 64
KRISTALOSE PACK ............. 137

KROGER AUTOLET LANCING
DEVICEMISC .................... 144

KROGER HEALTHPRO TWIST

LANCETS/26G ................... 144
KROGER INSULIN
SYRINGE/0.3ML/29G X 1/2" .... 165
KROGER INSULIN
SYRINGE/0.3ML/30G X 5/16" ...166
KROGER INSULIN
SYRINGE/0.3ML/31G X 5/16" ...166
KROGER INSULIN
SYRINGE/0.5ML/29G X 1/2" .... 166
KROGER INSULIN
SYRINGE/0.5ML/30G X 5/16" ...166
KROGER INSULIN
SYRINGE/0.5ML/31G X 5/16" ...166
KROGER INSULIN
SYRINGE/1ML/29G X 1/2" ...... 166
KROGER INSULIN
SYRINGE/1ML/30G X 5/16" ..... 166
KROGER INSULIN
SYRINGE/1ML/31G X 5/16" ..... 166
KROGER LANCETS 21G ........ 144
KROGER LANCETS MICRO
THIN33G ...t 144
KROGER LANCETS THIN 26G .144
KROGER LANCETS
ULTRATHIN30G ................. 145

KROGER LANCING DEVICE MISC
145

KROGER PEN NEEDLES 29G

X12MM oo 166
KROGER PEN NEEDLES 31G
X8MM ... 166

KROGER PEN NEEDLES 31GX1/4"



KROGER PEN NEEDLES/31G X1/4"

..................................... 166
KROGER PEN NEEDLES/31G
X3M6" o 166
KROGER PEN NEEDLES/31G
X5/M16" .. 166
KROGER PEN NEEDLES/32G
X5/32" 166
KROGER PEN NEEDLES/33G
X5/32" 166
K-TAB TBCR 20 MEQ (Use
potassium chloride) ............... 189

K-TAB TBCR 8 MEQ, 10 MEQ (Use
potassium chloride) ............... 189

KUVAN PACK (Use sapropterin

dihydrochloride) ................... 120
KUVAN TABS (Use sapropterin

dihydrochloride) ................... 120
KYLEENA ... ... 98
KYPROLIS 10 MG, 30 MG ......... 72
labetalol hcl SOLN ................. 86
labetalol hcl TABS 100 MG ......... 86
labetalol hcl TABS 200 MG ......... 86
labetalol hcl TABS 300 MG ......... 87

LABETALOL HYDROCHLORIDE

SOSY 10 MG/2ML ................. 87
LABETALOL
HYDROCHLORIDE/DEXTROSE 5
%-200 MG/200ML .................. 87
LABETALOL

HYDROCHLORIDE/SODIUM
CHLORIDE 0.72 %-100 MG/100ML,
0.72 %-200 MG/200ML, 0.72 %-300
MG/300ML ... 87

lacosamide SOLN OR 10 MG/ML . 34

Index 53

lacosamide TABS .................. 34
LACRISERT ..........ccoooiiiiit. 202
lactated ringer's (irrigation) ....... 191
lactated ringer's .................. 188

lactic acid (ammonium lactate) CREA

12% oo 109
lactulose (encephalopathy) ...... 126
lactulose SOLN ................... 137

LAMICTAL CHEWABLE
DISPERSIBLE CHEW 25 MG (Use
lamotrigine) ......................... 35

LAMICTAL CHEWABLE
DISPERSIBLE CHEW 5 MG (Use

lamotrigine) ......................... 35
LAMICTAL ODT KIT (Use

lamotrigine) ... 35
LAMICTALODTKIT ............... 35

LAMICTAL ODT TBDP 25 MG, 100
MG, 200 MG (Use lamotrigine) ....35

LAMICTAL ODT TBDP 50 MG (Use

lamotriging) ...l 35
LAMICTAL STARTER/NOT TAKING
CARBAMAZEPINE KIT (Use
lamotrigine) ......................... 35

LAMICTAL STARTER/TAKING
CARBAMAZEPINE/NOT TAKING
VALPROATE KIT (Use lamotrigine)
35

LAMICTAL STARTER/TAKING
VALPROATE KIT (Use lamotrigine)
35

LAMICTAL TABS 100 MG (Use
lamotrigine) ......................... 35

LAMICTAL TABS 150 MG (Use

lamotrigine) ...................... 35

LAMICTAL TABS 200 MG (Use
lamotrigine) ....................... 35

LAMICTAL TABS 25 MG (Use
lamotrigine) ......................... 35

LAMICTALXRKIT ...t 35

LAMICTAL XR TB24 200 MG, 250
MG (Use lamotrigine) .............. 35

LAMICTAL XR TB24 25 MG, 50 MG,
100 MG (Use lamotrigine) .......... 35

LAMICTAL XR TB24 300 MG (Use
lamotrigine) ... 35

LAMISIL AT CREA (Use terbinafine

hel (topical)) ................ooo.. 101
LAMISIL AT JOCK ITCH CREA (Use
terbinafine hcl (topical)) ........... 101
lamivudine (hbv) TABS ............4 85
lamivudine SOLN ............... ... 83
lamivudine TABS ................... 83
lamivudine-zidovudine ............. 83
lamotrigine CHEW 25 MG ......... 35
lamotrigine CHEW5 MG ........... 35
lamotrigine KIT25MG ............. 35
lamotrigine TABS 100 MG ......... 35
lamotrigine TABS 150 MG ......... 35
lamotrigine TABS 200 MG ......... 35
lamotrigine TABS 25 MG ........... 35

lamotrigine TB24 200 MG, 250 MG
35

lamotrigine TB24 25 MG, 50 MG, 100

lamotrigine TB24 300 MG .......... 35

lamotrigine TBDP 25 MG, 100 MG,



200MG .. 35
lamotrigine TBDP 50 MG .......... 35
LAMPIT120MG ................ee 62
LAMPIT30MG ... 62
LAMZEDE ...............ccooiie 120
LANAFLEX PACK ................ 114

LANCET DEVICE WITH EJECTOR

MISC ... 145
LANCETS ........................ 145
LANCETS 30G ................... 145
LANCETS 30G TWIST TOP ..... 145
LANCETS 30G/TWIST TOP ..... 145
LANCETS 33G EXTRA FINE ....145
LANCETS 33G UNIVERSAL

DESIGN ..., 145
LANCETS MICRO THIN 33G ....145
LANCETS SUPER THIN 28G ... 145
LANCETS THIN .................. 145
LANCETS ULTRATHIN ......... 145
LANCETS ULTRA THIN 30G ....145
LANCING DEVICEMISC ......... 145

LANOXIN PEDIATRIC SOLN IJ ...90
LANOXIN SOLN 1J (Use digoxin) ..90

LANOXIN TABS 62.5 MCG, 125

MCG, 250 MCG (Use digoxin) ..... 91
LANREOTIDE ACETATE ........ 121
LANSOPRAZOLE ................. 95
lansoprazole CPDR ............... 222
lansoprazole TBDD ............... 222
lanthanum carbonate CHEW ..... 126
LANTUS SOLN ... 47

LANTUS SOLOSTAR SOPN ...... 47
LANZOMISC .............onnet 145
lapatinib ditosylate ................. 72
LASIX TABS 20 MG (Use

furosemide) ....................... 116
LASIX TABS 40 MG (Use

furosemide) ....................... 116
LASIX TABS 80 MG (Use

furosemide) ....................... 116
latanoprost SOLN ................. 208

LATUDA 20 MG, 40 MG, 60 MG, 120
MG (Use lurasidone hcl)

LATUDA 80 MG (Use lurasidone hcl)
78

LEADER ADVANCED LANCING
DEVICEMISC .................... 145
LEADER INSULIN
SYRINGE/0.3ML/29G X 1/2" .... 166
LEADER INSULIN
SYRINGE/0.3ML/30G X 5/16" ...166
LEADER INSULIN
SYRINGE/0.3ML/31G X 5/16" ...166
LEADER INSULIN
SYRINGE/0.5ML/28G X 1/2" .... 166
LEADER INSULIN
SYRINGE/0.5ML/29G X 1/2" .... 166
LEADER INSULIN
SYRINGE/0.5ML/30G X 5/16" ...166
LEADER INSULIN
SYRINGE/0.5ML/31G X 5/16" ...166
LEADER INSULIN
SYRINGE/MML/28G X 1/2" ...... 166
LEADER INSULIN
SYRINGE/MML/29G X 1/2" ...... 166

LEADER INSULIN

SYRINGE/1ML/30G X 5/16"

LEADER INSULIN
SYRINGE/1ML/31G X 5/16"

LEADER UNIFINE PENTIPS
PLUS/MINI/31GX3/16"

LEADER UNIFINE PENTIPS
PLUS/SHORT/31GX5/16"

LEADER UNIFINE
PENTIPS/MINI/31GX3/16"

LEADER UNIFINE
PENTIPS/NANO/32GX5/32"

LEADER UNIFINE
PENTIPS/PLUS/32GX5/32"

LEDIPASVIR/SOFOSBUVIR TABS

85

leflunomide

lenalidomide

LENVIMA 10 MG DAILY DOSE ..

LENVIMA 12MG DAILY DOSE ...

LENVIMA 14 MG DAILY DOSE ..

LENVIMA 18 MG DAILY DOSE ..

LENVIMA 20 MG DAILY DOSE ..

LENVIMA 24 MG DAILY DOSE ..

LENVIMA 4 MG DAILY DOSE ...

LENVIMA 8 MG DAILY DOSE ...

LEQEMBI

LEQVIO

67

67

67

67

67

67

.68

.68

LESCOL XL TB24 (Use fluvastatin

sodium)

LETAIRIS (Use ambrisentan) ..

letrozole

leucovorin calcium SOLN 1J 100

MG/10ML, 500 MG/50ML



leucovorin calcium SOLR .......... 75

leucovorin calcium TABS .......... 75
LEUKERAN ........ccccoiiiinna... 66
LEUKINESOLRIJ ......c..vvn... 133
LEUPROLIDE ACETATE INJ ...... 69

leuprolide acetate KIT IJ 1 MG/0.2ML

levalbuterol hcl
levalbuterol tartrate
levamlodipine maleate ............. 89

LEVBID TB12 (Use hyoscyamine
sulfate) ...l 221

LEVEMIR FLEXPEN SOPN
LEVEMIR FLEXTOUCH SOPN ... 47
LEVEMIR SOLN

LEVETIRACETAM (Use
levetiracetam in sodium chloride) . .35

levetiracetam in sodium chloride ..35

levetiracetam SOLN IV 500 MG/5ML
35

levetiracetam SOLN OR 100 MG/ML,
500MG/5ML ...l 35

MG .. 36
levetiracetam TB24 500 MG ....... 36
levetiracetam TB24 750 MG ....... 36

LEVETIRACETAM/SODIUM
CHLORIDE

levobunolol hecl 0.5 %

levocarnitine (metabolic modifiers)
SOLNOR 1 GM/1OML ............ 120

Index 55

levocarnitine (metabolic modifiers)

levocetirizine dihydrochloride SOLN
53

levocetirizine dihydrochloride TABS
53

levofloxacin in d5w
levofloxacin SOLNOR ............ 124

levofloxacin TABS 250 MG, 500 MG .
124

levofloxacin TABS 750 MG ....... 124
levoleucovorin calcium SOLN ...... 75
levoleucovorin calcium SOLR ...... 75

levonorgestrel & eth estradiol TABS
96

levonorgestrel (emergency oc) 1.5

MG ..o 97
levonorgestrel-eth estradiol
(triphasic) ...................ll 96
levonorgestrel-ethinyl estradiol (91-
day) 0.03 MG-0.15 MG ............ ! 96
levonorgestrel-ethinyl estradiol
(continuous) ...................... 96

levonorgestrel-ethinyl estradiol-iron
96

LEVOPHED IV (Use norepinephrine
bitartrate) .......................... 229

levorphanol tartrate TABS
levothyroxine sodium CAPS ...... 219

LEVOTHYROXINE SODIUM SOLN
IV 100 MCG/5ML, 200 MCG/5ML
219

LEVOTHYROXINE SODIUM SOLR
IV (Use levothyroxine sodium) ... 219

levothyroxine sodium SOLR IV ...219

levothyroxine sodium TABS ...... 219

LEVSIN TABS (Use hyoscyamine
sulfate) ...l 221

LEVSIN/SL SUBL (Use hyoscyamine
sulfate) ...l 221

LEXAPRO TABS 10 MG (Use
escitalopram oxalate) .............. 40

LEXAPRO TABS 5 MG, 20 MG (Use
escitalopram oxalate) .............. 40

LEXETTE FOAM
LEXISCAN (Use regadenoson) ..112
LEXIVASUSP ... 83

LEXIVA TABS (Use fosamprenavir
calcium) ... 83

LIALDA TBEC (Use mesalamine)
125

LIBTAYO ... 68
LICARTPT24 ..................... 102
LIDOCAINE BASE POWD ......... 95
LIDOCAINECRYS ................. 95
lidocaine hcl (cardiac) SOSY ...... 24
lidocaine hcl (local anesth.) SOLN

138

lidocaine hcl (mouth-throat) ...... 192
LIDOCAINEHCL .................. 95
lidocaine hcl CREA3 % .......... 110

LIDOCAINE HCL MONOHYDRATE .
95

lidocaine hcl PRSY ............... 110
lidocaine hcl SOLN ............... 110
LIDOCAINE HCL SOLN ........... 24

lidocaine in d5w 5 %-4 MG/ML, 5 %-
S8MG/ML ... 24



lidocaine OINT .................... 110
LIDOCAINEPOWD ................ 95
lidocaine PTCH 5 %

lidocaine w/ epinephrine SOLN 1
:100000-1 %, 1 :100000-2 %, 1
:200000-0.5 %, 1 :200000-1.5 %, 1
:200000-2% ... 137

lidocaine-hydrocortisone acetate
(rectal) CREAEX .................. 21

lidocaine-hydrocortisone acetate
(rectal) KIT25%-3% ............. 21

lidocaine-prilocaine CREA ........ 110

LIDODERM PTCH (Use lidocaine)
110

lincomycinhel ..................... 63
LINEZOLID .........cocoiiiiii.... 63
linezolid SOLN ..................... 63
linezolid SUSR ..................... 63
linezolid TABS .................. .. 63
LINZESS ........ccooiiiiiiiii... 126

LIORESAL INTRATHECAL SOLN IT
(Use baclofen) .................... 196

LIORESAL INTRATHECAL SOLN IT
(Use baclofen) .................... 197

LIORESAL INTRATHECAL SOLN IT
196

liothyronine sodium SOLN
liothyronine sodium TABS ........ 220

LIPITOR TABS 10 MG, 20 MG, 40
MG (Use atorvastatin calcium) ..... 55

LIPITOR TABS 10 MG, 80 MG (Use
atorvastatin calcium) ............... 56

LIPITOR TABS 20 MG, 40 MG (Use
atorvastatin calcium) ............... 55

LIPITOR TABS 80 MG (Use
atorvastatin calcium) ............... 55

LIPOFEN CAPS (Use fenofibrate) .55
LIQREVSUSP ..................... 92
lisdexamfetamine dimesylate CAPS 2

lisdexamfetamine dimesylate CHEW .
2

lisinopril & hydrochlorothiazide ....60
lisinopril TABS 10 MG
lisinopril TABS 2.5 MG, 5 MG ...... 57
lisinopril TABS 20 MG
lisinopril TABS 30 MG, 40 MG
LITE TOUCH LANCETS

LITE TOUCH LANCING PEN MISC
145

LITETOUCH INSULIN

SYRINGE/0.3ML/29G X 1/2" .... 167
LITETOUCH INSULIN
SYRINGE/0.3ML/30G X 5/16" ...167
LITETOUCH INSULIN
SYRINGE/0.3ML/31G X 5/16" ...167
LITETOUCH INSULIN
SYRINGE/0.5ML/30G X 5/16" ...167
LITETOUCH INSULIN
SYRINGE/0.5ML/31G X 5/16" ...167
LITETOUCH INSULIN
SYRINGE/1ML/30G X 5/16" ..... 167

LITETOUCH INSULIN SYRINGE/U-
100/0.5ML/28G X 1/2"

LITETOUCH INSULIN SYRINGE/U-

100/0.5ML/29G X 1/2"

LITETOUCH INSULIN SYRINGE/U-
100/1ML/28G X 1/2"

LITETOUCH INSULIN SYRINGE/U-
100/1ML/29G X 1/2"

LITETOUCH INSULIN SYRINGE/U-

100/1ML/31G X 5/16" ............ 167
LITETOUCH LANCETS MICRO
THIN33G ... 145
LITETOUCH PEN NEEDLES
20GX12.7MM ...l 167

LITETOUCH PEN NEEDLES 31G X

6MM ... 167
LITETOUCH PEN NEEDLES
31GX8MM SHORT ............... 167

LITETOUCH PEN NEEDLES/31G X

3M6" 167
LITFULO ... 109
lithium ... 77
lithium carbonate CAPS ............ 77
lithium carbonate TABS ............ 77
lithium carbonate TBCR ............ 77
LITHOBID TBCR (Use lithium

carbonate) ... 77
LITHOSTAT ...t 128

LIVALO (Use pitavastatin calcium)
56

LIVE BETTER ADVANCED
LANCING DEVICE MISC ......... 145

LIVE BETTER LANCET SUPERTHIN
30G

28G



LIVTENCITY
LOLOESTRINFETABS ..........! 96
LOCOID LIPOCREAM

LOCOID LOTN (Use hydrocortisone
butyrate) ...................... 108

LODINE TABS (Use etodolac) ..... 11
LODOSYN (Use carbidopa) ....... 76
LOKELMA

LOMOTIL TABS (Use diphenoxylate
w/ atropine) ............ ... 49

LONGS INSULIN
SYRINGE/0.5ML/31G X 5/16" ...167

LONGS LANCETS STANDARD .145

LONGS LANCETS THIN ......... 145
LONGS LANCETS ULTRA THIN

145

LONSURF ... 70
loperamide hcl CAPS .............. 49
LOPHLEXLQ20LIQDOR ....... 114
LOPHLEX PACK ........cccvi... 114

LOPID TABS (Use gemfibrozil) ....55
lopinavir-ritonavir SOLN ............ 83
lopinavir-ritonavir TABS ............ 83

LOPRESSOR TABS 100 MG (Use
metoprolol tartrate) ................. 87

LOPRESSOR TABS 50 MG (Use
metoprolol tartrate) ................. 87

LOPROX CREA (Use ciclopirox
olamine) ........................... 102

LOPROX SHAMPOO SHAM (Use
Ciclopirox) .......c.oooooviiiiiia. 101

LOPROX SUSP (Use ciclopirox
olamine) ...l 102

Index 57

LOQTORZI

loratadine SOLN

loratadine TABS .................... 53
loratadine TABS .................... 54
loratadine TBDP 10 MG ............ 54
LORAZEPAM ............coooonn.. 95
lorazepam CONC .................. 24

lorazepam SOLN

lorazepam TABS ................... 24
LORBRENA100MG ............... 72
LORBRENA25MG ................ 72
LOREEVXRCS24 ................. 24

losartan potassium &
hydrochlorothiazide

losartan potassium 25 MG

losartan potassium 50 MG, 100 MG
58

LOSEASONIQUE (Use
levonorgestrel-ethinyl estradiol (91-

LOTEMAX GEL (Use loteprednol

etabonate) ........................ 206
LOTEMAXOINT .................. 206
LOTEMAXSMGEL ............... 206

LOTENSIN 20 MG, 40 MG (Use
benazeprilhcl) ................. ... 57

LOTENSIN HCT 12.5 MG-10 MG,
12.5 MG-20 MG, 25 MG-20 MG (Use
benazepril & hydrochlorothiazide) .60

loteprednol etabonate GEL ....... 206

loteprednol etabonate SUSP 0.2 %
206

loteprednol etabonate SUSP 0.5 %
206

LOTREL 10 MG-5 MG, 20 MG-10
MG, 20 MG-5 MG (Use amlodipine
besylate-benazepril hel) ............ 60

LOTREL 40 MG-10 MG (Use
amlodipine besylate-benazepril hcl)
60

LOTRIMIN AF CREA (Use
clotrimazole (topical)) ............. 102

LOTRIMIN AF JOCK ITCH CREA
(Use clotrimazole (topical)) ....... 102

LOTRONEX (Use alosetron hcl) .126
lovastatin TABS .................... 56

LOVAZA (Use omega-3-acid ethyl
esters) ... 54

LOVENOX SOLN IJ 300 MG/3ML

(Use enoxaparin sodium) .......... 32
LOVENOX SOSY (Use enoxaparin
sodium) ... 32

LOVENOX SOSY 100 MG/ML, 150
MG/ML (Use enoxaparin sodium) . 32

LOVENOX SOSY 120 MG/0.8ML
(Use enoxaparin sodium) .......... 32

LOVENOX SOSY 30 MG/0.3ML (Use
enoxaparin sodium) ................ 32

LOVENOX SOSY 40 MG/0.4ML (Use
enoxaparin sodium) ................ 32

LOVENOX SOSY 60 MG/0.6ML (Use
enoxaparin sodium) ................ 32

LOVENOX SOSY 80 MG/0.8ML (Use
enoxaparin sodium) ................ 32

loxapine succinate



lubiprostone

LUCEMYRA

KITKIT . 113
luliconazole ....................... 102
LUMAKRAS 120 MG ............... 72
LUMAKRAS 320 MG ............... 72
LUMIGAN SOLN0.01% ......... 208
LUMIZYME ....................... 120

LUPRON DEPOT (4-MONTH) IM . 69
LUPRON DEPOT (6-MONTH) IM . 69

LUPRON DEPOT-PED (1-MONTH) .
119

LUPRON DEPOT-PED (3-MONTH) .
119

LUPRON DEPOT-PED (6-MONTH)

lurasidone hcl

lurasidone hcl 20 MG, 40 MG, 60
MG,120MG ........................ 78

lurasidone hcl 8OMG .............. 78

LUXIQ FOAM (Use betamethasone
valerate) .....................l 108

LUXTURNA .. ..., 205
LUZU (Use luliconazole) ......... 102
LYBALVI ..o 214
LYNPARZATABS .................. 72
LYRICA CAPS 225 MG (Use

pregabalin) ......................... 36

LYRICA CAPS 25 MG, 50 MG, 75
MG, 100 MG, 150 MG, 200 MG, 300
MG (Use pregabalin) ............... 36

LYRICA CAPS 50 MG, 75 MG, 100
MG, 150 MG (Use pregabalin) ..... 36

LYRICA CR (Use pregabalin (once-

ACI) .o 134
LYTGOBI oo 72
LYTGOBI ovvoeiieeiieeii 73
LYUMJEV KWIKPEN SOPN 100

UNIT/ML - 47
LYUMJEV KWIKPEN SOPN 200

UNIT/ML oo 47
LYUMJEV SOLN ......oveeiinn. .. 47

LYUMJEV TEMPO PEN SOPN ... 47
LYVISPAHPACK ................. 197

MACROBID (Use nitrofurantoin
monohyd macro) ................... 64

MACRODANTIN (Use nitrofurantoin
macrocrystal) ....................... 64

mafenide acetate PACK .......... 105

MAGELLAN INSULIN SAFETY
SYRINGE/U-100/0.3ML/29G X 1/2" .
167

MAGELLAN INSULIN SAFETY
SYRINGE/U-100/0.3ML/30G X 5/16"

MAGELLAN INSULIN SAFETY
SYRINGE/U-100/0.5ML/29G X 1/2" .
167

MAGELLAN INSULIN SAFETY
SYRINGE/U-100/0.5ML/30G X 5/16"

MAGELLAN INSULIN SAFETY
SYRINGE/U-100/1ML/29G X 1/2"
167

MAGELLAN INSULIN SAFETY
SYRINGE/U-100/1ML/30G X 5/16"
167

magnesium chloride SOLN ....... 188

MAGNESIUM SULFATE IN D5W
(Use magnesium sulfate in dextrose)
188

magnesium sulfate in dextrose .. 188
MAGNESIUM SULFATE IV (Use
magnesium sulfate) ............... 188
magnesium sulfate IV ............. 188
MALARONE (Use atovaquone-
proguanilhcl) ....................... 64
malathion ......................... 111
mannitol 10 %, 20 %, 25 % ....... 116
MARATHON MEDICAL
PENTIPS29GX12MM ............ 167
MARATHON MEDICAL
PENTIPS31GX5MM ............. 167
MARATHON MEDICAL
PENTIPS31GX8MM ............. 167
MARATHON MEDICAL
PENTIPS32GX4MM ............. 167
maraviroc TABS 150 MG .......... 83



maraviroc TABS 300 MG

MARCAINE SOLN IJ (Use
bupivacainehcl) ................... 138

MARCAINE SPINAL SOLN (Use
bupivacaine in dextrose) .......... 138

MARCAINE/EPINEPHRINE SOLN 1
:200000-0.25 %, 1 :200000-0.5 %
(Use bupivacaine w/ epinephrine)
137

MARGENZA

MARINOL CAPS 2.5 MG (Use

dronabinol) ...................L 51
MARPLAN ..., 39
MATULANE ... 75
MAVENCLAD .................... 215
MAVYRET PACK .................. 85
MAVYRETTABS ................... 85

MAXALT TABS 10 MG (Use
rizatriptan benzoate) .............. 186

MAXALT-MLT TBDP 10 MG (Use
rizatriptan benzoate) .............. 186

MAXICOMFORT Il PEN
NEEDLES/31G X 1/4"

MAXI-COMFORT INSULIN
SYRINGE/U-100/0.5ML/28GX1/2"
167

MAXI-COMFORT INSULIN
SYRINGE/U-100/1ML/28GX1/2" 167

MAXICOMFORT INSULIN

SYRINGES 27G X 1/2" .......... 167
MAXI-COMFORT SAFETY PEN
NEEDLE/29G X 3/16" ............ 167
MAXI-COMFORT SAFETY PEN
NEEDLE/29G X 5/16" ............ 168
MAXIDEX SUSPOP .............. 206

Index 59

MAXITROL OINT (Use neomycin-
polymy-dexameth) ................ 206

MAXITROL SUSP (Use neomycin-
polymy-dexameth) ................ 206

MAXX LUBRICATED MISC ...... 140

MAXZIDE TABS (Use triamterene &
hydrochlorothiazide) .............. 116

MAXZIDE-25 TABS (Use triamterene
& hydrochlorothiazide) ............ 116

MAYZENT STARTER PACK TBPK
215

MAYZENT TABS 0.25 MG
MAYZENT TABS 1 MG, 2 MG ... 215
MCTOILOIL ..., 202

meclizine hcl TABS 12.5 MG, 25 MG
51

meclofenamate sodium CAPS ..... 11

MEDICINE SHOPPE PEN NEEDLES
29G X 12MM

MEDICINE SHOPPE PEN NEEDLES

BIGX6MM ... 168
MEDICINE SHOPPE PEN NEEDLES
BIGX8MM ... 168
MEDLANCE PLUS EXTRA

LANCETS 21G ................... 145

MEDLANCE PLUS LANCETS ...145

MEDLANCE PLUS LANCETS LITE
25G

25G 145
MEDLANCE PLUS SPECIAL
LANCETS 0.8MM ................ 145

MEDLANCE PLUS SUPERLITE 30G

MEDLANCE PLUS SUPERLITE

30G/COMFORT MAX ............ 145
MEDLANCE PLUS UNIVERSAL
LANCETS 21G ................... 145
MEDLANCE PLUS/LITE 25G ....145
MEDLANCE/LITE ................ 145
MEDLANCE/UNIVERSAL ....... 145
MEDROL DOSEPAK TBPK (Use
methylprednisolone) ...............! 99
MEDROL TABS (Use
methylprednisolone) ...............! 99
MEDROL TABS .................... 99
medroxyprogesterone acetate
(contraceptive) SUSP IM ........... 98
medroxyprogesterone acetate
(contraceptive) SUSY IM ........... 98

medroxyprogesterone acetate 2.5

MG,5MG,1I0MG ................ 212
mefenamic acid CAPS ............. 11
mefloquine hcl ..................... 64
megestrol acetate (appetite) ..... 212
megestrol acetate SUSP ........... 69
megestrol acetate TABS ........... 69
MEIJER LANCETS ............... 145
MEIJER LANCETS THIN ........ 145

X12MM

MEIJER SUPER THIN LANCETS
145



MEKINISTSOLR ................... 73

MEKINISTTABS ............oooee e 73
MEKTOVI ... 73
meloxicam CAPS ................... 11
meloxicam TABS ................... 11
melphalan ....................... 66
melphalanhcl ...................... 66

memantine hcl CP24 14 MG, 21 MG,

286MG ... 213
memantine hcl CP24 7 MG ....... 213
memantine hcl CP24 ............. 213

memantine hcl SOLN 2 MG/ML ..213

memantine hcl TABS 10 MG ..... 213

memantine hcl TABS5 MG ...... 213
memantine hcl TABS ............. 213
MENACTRA ...t 224
MENEST ..., 123
MENOSTAR PTWK ............... 123
MENQUADFI ..................... 224
MENVEO SOLN .................. 224
MENVEO SOLR .................. 224

50 MG/ML, 100 MG/ML ............ 15
meperidine hcl TABS 50 MG ...... 15
MEPHYTON TABS (Use

phytonadione) ..................... 229
mepivacaine hcl SOLN 1 %, 1.5 %, 2
Do e 138
meprobamate ...................... 23

MEPRON (Use atovaquone) ...... 62

MEPSEVII

mercaptopurine TABS ............. 67
meropenem ...............c.ooin... 62
MEROPENEM ..................... 62

...................................... 62
mesalamine CP24 ................ 125
mesalamine CPCR ............... 125
mesalamine CPDR ............... 125
mesalamine ENEM ............... 125
mesalamine SUPP ................ 125
mesalamine TBEC 1.2GM ....... 125
mesalamine TBEC 800 MG ...... 125
mesalamine w/ cleanser ......... 125
mesna SOLN ....................... 75

MESNEX SOLN (Use mesna) ..... 75
MESNEXTABS ..............oo..e. 75

MESTINON SOLN OR (Use
pyridostigmine bromide) ........... 65

MESTINON TABS (Use
pyridostigmine bromide) ........... 65

MESTINON TIMESPAN TBCR (Use
pyridostigmine bromide) ........... 65
METADATE CD CPCR (Use
methylphenidate hel) ................ 4
metaxalone ............... ... 197
METFORMINHCL ................ 95
metformin hcl SOLN ................ 44
metformin hcl TABS 500 MG ...... 44
metformin hcl TABS 625 MG ...... 44

metformin hcl TB24 500 MG, 1000

MG .o 44
metformin hcl TB24 500 MG ....... 44
metformin hcl TB24 750 MG ....... 44
methadone hcl CONC .............. 15
METHADONE HCL SOLN IJ ...... 15
methadone hcl SOLN OR 10

MG/BML ... 15

methadone hcl SOLN OR 5 MG/5ML
15

methadone hcl TABS 10 MG ...... 16
methadone hcl TABS .............. 16
METHADOSE CONC (Use

methadone hel) ..................... 16

METHADOSE SUGAR-FREE CONC
(Use methadone hel) ............... 16

methamphetamine hcl
methazolamide TABS 25 MG .... 116
methazolamide TABS 50 MG .... 116
methenamine hippurate

methenamine mandelate 0.5 GM, 1

GM .o 64
METHIMAZOLE POWD .......... 219
methimazole TABS ............... 219
METHITESTTABS ................. 20

methotrexate sodium SOLN 1
GM/40ML, 50 MG/2ML, 250
MG/10ML, 1000 MG/40ML ........ | 67

methotrexate sodium SOLR ....... 67

methotrexate sodium TABS 2.5 MG

Index 60



67

methoxsalenrapid ................ 103
methscopolamine bromide ....... 221
methsuximide ...................... 38
methyldopa TABS .................. 59

methylergonovine maleate SOLN 209
methylergonovine maleate TABS 209

METHYLIN SOLN (Use
methylphenidate hel) ................ 4

methylphenidate hcl CHEW ......... 4

methylphenidate hcl CP24 10 MG, 20
MG, 40 MG, 60 MG .................. 4

methylphenidate hcl CP24 30 MG .. 4

methylphenidate hcl CP24 .......... 4
methylphenidate hcl CPCR ......... 4
methylphenidate hcl SOLN .......... 4
methylphenidate hcl TABS .......... 4
methylphenidate hcl TB24 18 MG, 27
MG,54MG ... 4

methylphenidate hcl TB24 36 MG .. 4

methylphenidate hcl TBCR 10 MG,

methylphenidate hcl TBCR 36 MG . .5
methylphenidate hcl TBCR .......... 5
methylphenidate PTCH
methylprednisolone acetate SUSP 99

methylprednisolone sod succ 40 MG,

125 MG, 500 MG, 1000 MG ....... 99
methylprednisolone TABS ......... 99
methylprednisolone TBPK ......... 99

methyltestosterone CAPS ......... 20

METHYLTESTOSTERONE POWD
Index 61

20

METOCLOPRAMIDE HCL
MONOHYDRATE

METOCLOPRAMIDE HCL POWD
124

metoclopramide hcl SOLN 1J 5

MG/ML ... 124
metoclopramide hcl TABS ........ 124
METOCLOPRAMIDE

HYDROCHLORIDE POWD ...... 124
metolazone ....................... 117
METOPIRONE ................... 112

metoprolol & hydrochlorothiazide
TABS 25 MG-100 MG .............| 60

metoprolol & hydrochlorothiazide
TABS 25 MG-50 MG, 50 MG-100 MG

metoprolol tartrate SOLN IV 5
MG/SML ..o 87

metoprolol tartrate TABS 37.5 MG,
75MG,100MG .................... 87

METROCREAM CREA (Use
metronidazole (topical)) ........... 111

METROGEL GEL 1 % (Use
metronidazole (topical)) ........... 111
METROLOTION LOTN (Use
metronidazole (topical)) ........... 111

metronidazole (topical) CREA ....111

metronidazole (topical) GEL 0.75 %

111

metronidazole (topical) GEL 1 % .111
metronidazole (topical) LOTN ....111
METRONIDAZOLE
METRONIDAZOLE BENZOATE ..95
metronidazole CAPS ............... 61

METRONIDAZOLE SOLN (Use

metronidazole) ..................... 61
metronidazole SOLN ............... 61
metronidazole TABS ............... 61
metronidazole vaginal ............ 228
metyrosine ....................... 57
mexiletine hcl ................ ... 24
MIACALCIN IJ (Use calcitonin

(salmon)) ...........cooiiiii 118
MICAFUNGIN .................... 52
micafungin sodium ................ 52

MICARDIS 20 MG (Use telmisartan) .
58

MICARDIS 40 MG (Use telmisartan) .
58

MICARDIS 80 MG (Use telmisartan) .
58

MICARDIS HCT (Use telmisartan-
hydrochlorothiazide) ...............| 60

MICONAZOLE

miconazole nitrate vaginal SUPP 200

miconazole-zinc oxide-white

petrolatum ...l 102
MICROCHAMBER DEVI ......... 183
MICROCHAMBER MISC ......... 183

MICRODOT PEN NEEDLE/31G X 6



MM

MM 168
MICROLET LANCETS ........... 145
MICROLET NEXTMISC .......... 145
MICROSPACER MISC ........... 183
midazolam hcl SOLNIJ ........... 135
midazolam hcl SYRP ............. 135

MIDAZOLAM/SODIUM CHLORIDE
(Use midazolam-sodium chloride)
135

MIDAZOLAM/SODIUM CHLORIDE .
135

midazolam-sodium chloride ...... 135
midodrine hel ..................... 229
MIEBO .......oooiiiiiiiiii . 208
mifepristone (hyperglycemia) ..... 44
miglitol ... 42
miglustat ...l 131
MIGRANAL SOLN NA (Use
dihydroergotamine mesylate) ..... 185
milrinone lactate ................... 91
milrinone lactate in dextrose ...... 91
MINASTRIN 24 FE CHEW (Use
norethin acet & estrad-fe) .......... 96
MINI LANCING DEVICE MISC ...145
MINIPRESS CAPS 1 MG (Use
prazosinhcl) ........................ 59

MINIPRESS CAPS 2 MG (Use
prazosinhcl) ........................ 59

MINIPRESS CAPS 5 MG (Use

prazosinhcl) ........................ 59

MINIVELLE PTTW (Use estradiol)

123
MINOCINSOLR .................. 219
minocycline hcl CAPS ............ 219

minocycline hcl TABS ............ 219

minocycline hcl TB24 45 MG, 55 MG,
65 MG, 90 MG, 105 MG, 115 MG,

135MG 219
MINOLIRATB24 .................. 219
minoxidil 10 MG .................... 61
minoxidil 25 MG ................... 61
MIOCHOL-ESOLR ............... 203
MIOSTATIO ... 203

MIRALAX MIX-IN PAX PACK (Use
polyethylene glycol 3350) ......... 137

MIRALAX PACK (Use polyethylene
glycol 3350) ... 137

MIRALAX POWD (Use polyethylene
glycol 3350) .......ooeiiiiiiiiinn. 137

MIRAPEX ER TB24 0.375 MG, 0.75
MG, 2.25 MG, 3 MG, 3.75 MG, 4.5
MG (Use pramipexole
dihydrochloride) .................... 76

MIRAPEX ER TB24 1.5 MG (Use

pramipexole dihydrochloride) ...... 76
MIRCETTE (Use desogestrel-ethinyl
estradiol (biphasic)) ................ 96
MIRENA ... 98
mirtazapine TABS .................. 39
mirtazapine TBDP .................. 39

MIRVASO (Use brimonidine tartrate
(topical)) .....ooooiii 111

misoprostol

MITIGARE CAPS (Use colchicine)
128

mitomycin SOLR IV ................ 70
mitoxantrone hcl 2 MG/ML ......... 70

MM INSULIN SYRINGE/U-

100/0.3ML/30G X 5/16" .......... 168
MM INSULIN SYRINGE/U-
100/0.3ML/31G X 5/16" .......... 168
MM INSULIN SYRINGE/U-
100/1/2ML/30G X 5/16" .......... 168
MM INSULIN SYRINGE/U-
100/1/2ML/31G X 5/16" .......... 168
MM INSULIN SYRINGE/U-
100/1ML/30G X 5/16" ............ 168
MM INSULIN SYRINGE/U-
100/1ML/31G X 5/16" ............ 168
MM LANCING DEVICE MISC ....145
MM PEN NEEDLES 31G X 1/4" .168
MM PEN NEEDLES 31G X 3/16"

168

MM PEN NEEDLES 31G X 5/16"

168

MM PEN NEEDLES 32G X 5/32"

168

MM TWIST LANCETS ........... 145
M-M-RIISOLR ................... 226
M-NATAL PLUSTABS ........... 194
modafinil ............................ 5
modafinil 200 MG .................... 5
MODERNA COVID-19 VACCINE
SUSP ... 227
MODERNA COVID-19
VACCINE,BIVALENT ORIGINAL
AND OMICRON .................. 226



MODERNA COVID-19
VACCINE/6MO-11Y/2023-24 SUSP .
226

MODERNA COVID-19
VACCINE/BIVALENT/6MO-5Y ..226

MODERNA COVID-19
VACCINE/BIVALENT/BA.4/BA.5 226

MODERNA COVID-19 VACCINEG-
TMYSUSP ... 226

MODERNA COVID-19

VACCINE6BMO-5Y SUSP .......... 226
moexiprilhel ...................... 57
molindone hcl 5 MG, 25 MG ....... 81

mometasone furoate (nasal) SUSP
198

mometasone furoate CREA ...... 108
mometasone furoate OINT ....... 108
mometasone furoate SOLN ...... 108
MONOJECT INSULIN
SYRINGE/AML ................... 168
MONOJECT INSULIN
SYRINGE/1ML/31G X 5/16" ..... 168
MONOJECT INSULIN
SYRINGE/DETACH
NEEDLE/1ML/25G X 5/8" ........ 168
MONOJECT INSULIN
SYRINGE/DETACH
NEEDLE/1ML/27G X 1/2" ........ 168

MONOJECT INSULIN
SYRINGE/PERM NEEDLE/1ML/28G
X 1/2"

MONOJECT INSULIN
SYRINGE/PERM NEEDLE/U-
100/0.5ML/28G X 1/2"

MONOJECT INSULIN
SYRINGE/SAFETY/PERM
NEEDLE/0.3ML/29G X 1/2"
Index 63

...... 168

MONOJECT INSULIN
SYRINGE/SAFETY/PERM
NEEDLE/0.3ML/29GX1/2"

MONOJECT INSULIN
SYRINGE/SAFETY/PERM
NEEDLE/0.5ML/29G X 1/2"

MONOJECT INSULIN
SYRINGE/SAFETY/PERM
NEEDLE/1ML/29G X 1/2"

MONOJECT INSULIN
SYRINGE/SOFTPACK/1ML/27G X

12" 168
MONOJECT INSULIN
SYRINGE/SOFTPACK/U-
100/0.5ML/28G X 1/2" ........... 168
MONOJECT INSULIN SYRINGE/U-
100/0.3ML/30G X 5/16" .......... 168
MONOJECT INSULIN SYRINGE/U-
100/0.5ML/30G X 5/16" .......... 169

MONOJECT INSULIN SYRINGE/U-

100/1ML/28G X 1/2" ............. 169
MONOJECT INSULIN SYRINGE/U-
100/1ML/30G X 5/16" ............ 169
MONOJECT INSULIN
SYRINGEREGULAR LUER
TIP/SOFTPACK/MML ............ 169

MONOJECT ULTRA COMFORT
INSULIN SYRINGE/0.3ML/29G X
1/2"

MONOJECT ULTRA COMFORT
INSULIN SYRINGE/0.3ML/30G X
5/16"

MONOJECT ULTRA COMFORT
INSULIN SYRINGE/0.3ML/31G X
5/16"

MONOJECT ULTRA COMFORT
INSULIN SYRINGE/0.5ML/28G X
172"

MONOJECT ULTRA COMFORT
INSULIN SYRINGE/0.5ML/29G X

MONOJECT ULTRA COMFORT
INSULIN SYRINGE/0.5ML/30G X
5/16"

MONOJECT ULTRA COMFORT
INSULIN SYRINGE/0.5ML/31G X
5/16"

MONOJECT ULTRA COMFORT
INSULIN SYRINGE/1ML/28G X 1/2"
169

MONOJECT ULTRA COMFORT
INSULIN SYRINGE/1ML/29G X 1/2"
169

MONOLET LANCETS ........... 146
montelukast sodium CHEW ........ 26
montelukast sodium PACK ........ 26
montelukast sodium TABS ......... 26
MONUROL (Use fosfomycin

tromethamine) ...................... 64
morphine sulfate beads ........... 16

morphine sulfate CP24 10 MG, 20
MG, 30 MG, 50 MG, 60 MG, 80 MG,

T0OOMG .. 16
morphine sulfate for continuous
microinfusion ................ ... 16

MORPHINE SULFATE SOLN IV 2
MG/ML, 4 MG/ML, 8 MG/ML, 10
MG/ML, 50 MG/ML ................. 16

morphine sulfate SOLN IV 4 MG/ML,
8 MG/ML, 10 MG/ML, 50 MG/ML ..16

morphine sulfate SOLN OR 10
MG/5ML, 20 MG/5ML, 20 MG/ML,

T00MG/5ML ... 16
morphine sulfate SUPP ............ 16
morphine sulfate TABS ............ 16



morphine sulfate TBCR 15 MG, 30
MG, 60 MG, 100 MG ............... 16

morphine sulfate TBCR 200 MG ...16

MORPHINE SULFATE/SODIUM

CHLORIDE SOLN IV ............... 16
MOTEGRITY ... 124
MOTOFEN ... 49

MG .. 36
MOUNJARO ... 45
MOVANTIK ... ..., 126

MOVIPREP (Use peg 3350-kcl-nacl-
na sulfate-na ascorbate-ascorbic

moxifloxacin hcl (ophth) SOLN OP
204

moxifloxacin hcl in sodium chloride
124

moxifloxacin hcl TABS ............ 124

MOXIFLOXACIN HYDROCHLORIDE
SOLN 400 MG/250ML ............ 124

MOZOBIL (Use plerixafor) ....... 134

MS CONTIN TBCR 15 MG, 30 MG,
60 MG, 100 MG (Use morphine

sulfate) ... 16
MS CONTIN TBCR 200 MG (Use
morphine sulfate) ................... 16

MS INSULIN SYRINGE/0.3ML/31G X
5/16"

MS INSULIN SYRINGE/0.5ML/31G X
5/16"

MS INSULIN SYRINGE/1ML/31G X

MULTAQ
MULTI-LANCET DEVICE 2 KIT ..146

MULTI-LANCET DEVICE MISC ..146

MUPIROCIN ...t 95
mupirocin calcium (topical) ...... 101
mupirocin OINT ................... 101
MURO 128 SOLN (Use sodium

chloride hypertonic) ............... 208
MVASI .. 68

CAPS ... ... 193
MVW COMPLETE FORMULATION
CHEW ..., 193
MVW COMPLETE

FORMULATIOND3000 CAPS ....193

MVW COMPLETE
FORMULATIOND3000 CHEW ...194

MVW COMPLETE
FORMULATIONDS00 CAPS ..... 193

MVW COMPLETE
FORMULATIONDS5000 CHEW ...194

MVW COMPLETE
FORMULATIONMINIS CAPS ....193

MYALEPT

MYAMBUTOL TABS 400 MG (Use

ethambutol hel) ..................... 65
MYCAMINE (Use micafungin

sodium) ... 52
MYCAPSSACPDR ............... 121

MYCOBUTIN (Use rifabutin) ...... 65
mycophenolate mofetil CAPS .... 190
mycophenolate mofetil hcl

mycophenolate mofetil SUSR .... 190

mycophenolate mofetil TABS ..... 190
mycophenolate sodium

MYDAYIS CP24 (Use amphetamine-
dextroamphetamine) ................ 2

MYDRIACYL SOLN (Use
tropicamide) ...................... 203

MYFEMBREE

MYFORTIC (Use mycophenolate

sodium) ... 190
MYGLUCOHEALTH MGH

SOFTLANCE LANCETS 30G ....146
MYLERANTABS ........c.c.eve... 66
MYRBETRIQSRER .............. 224
MYRBETRIQTB24 ............... 224

MYSOLINE 250 MG (Use primidone)
36

MYSOLINE 50 MG (Use primidone)
36

NABI-HB SOLN IM ............... 210
nabumetone ....................... 11
nadolol TABS20 MG ............... 88
nadolol TABS 40 MG, 80 MG ........ 88
NAFCILLIN ... ..., 211

NAFTINGEL ...................... 102
nalbuphine hel ..................... 19
NALFON CAPS (Use fenoprofen
calcium) ... 11
NALFON TABS (Use fenoprofen
calcium) ... 11



NALOCETTABS ................... 18
naloxone hcl LIQD
naloxone hcl SOCT ................ 50

naloxone hcl SOLN 0.4 MG/ML, 4

MG/MOML ... 50
naloxone hcl SOSY ................ 50
naltrexone hcl ...................... 50
NALTREXONEHCL ............... 95

NALTREXONE HYDROCHLORIDE .
95

NAMENDA TABS (Use memantine

NAMENDA TITRATION PAK TABS
(Use memantinehcl) .............. 213

NAMENDA XR CP24 14 MG, 21 MG,
28 MG (Use memantine hcl) ..... 213

NAMENDA XR CP24 7 MG, 14 MG,
28 MG (Use memantine hcl) ..... 213

NAMZARIC C4PK ................ 213
NAMZARIC CP24 ................. 213

NAPRELAN TB24 (Use naproxen
sodium) ... 11

NAPRELAN TB24 500 MG (Use
naproxen sodium) .................. 11

NAPROSYN SUSP (Use naproxen)
12

NAPROSYN TABS 500 MG (Use
NAPIOXEN) ..ot 12

naproxen sodium TABS 275 MG, 550

naproxen sodium TB24 ............ 12
naproxen SUSP .................... 12
naproxen TABS .................... 12

naproxen TBEC .................... 12
Index 65

naproxen-esomeprazole magnesium

naratriptan hcl 1 MG
naratriptan hcl 25MG ............ 186

NARCAN LIQD (Use naloxone hcl)
50

NARDIL (Use phenelzine sulfate) .39

NAROPIN SOLN IJ (Use ropivacaine

NAROPIN SOLN IJ 2 MG/ML, 5
MG/ML, 10 MG/ML (Use ropivacaine

hel) oo 138
NASONEX 24HR SUSP (Use

mometasone furoate (nasal)) ..... 198
NATACYN ..., 204
NATAZIA ... 96
nateglinide ......................... 48
NATROBA (Use spinosad) ...... 111
NAYZILAM ...l 33
nebivolol hel ....................... 87

NEBUPENT IN (Use pentamidine
isethionate) ......................... 61

nefazodone hcl
nelarabine

NEMBUTAL SODIUM SOLN (Use
pentobarbital sodium) ............. 134

neomycin sulfate TABS .............| 6

neomycin-bacitracin zn-polymyxin
204

neomycin-polymy-dexameth OINT
206

neomycin-polymy-dexameth SUSP
206

neomycin-polymyxin-gramicidin . 204

neomycin-polymyxin-hc (ophth) . 206

neomycin-polymyxin-hc (otic) SOLN .
209

neomycin-polymyxin-hc (otic) SUSP .
209

NEORAL CAPS (Use cyclosporine
modified (for microemulsion)) .... 191

NEORAL CAPS 100 MG (Use
cyclosporine modified (for
microemulsion)) ................... 191

NEORAL CAPS 25 MG (Use
cyclosporine modified (for
microemulsion)) ................... 191

NEORAL SOLN (Use cyclosporine
modified (for microemulsion)) .... 191

neostigmine methylsulfate SOLN IV 5
MG/10ML, 10 MG/10ML ........... 65

NEOSTIGMINE METHYLSULFATE
SOLN IV 5 MG/10ML, 10 MG/10ML
65

NEOSTIGMINE METHYLSULFATE
SOSY (Use neostigmine
methylsulfate) ...................... 65

neostigmine methylsulfate SOSY . .65

NEO-SYNALAR .................. 101
NERLYNX .....ccooiiiiiiiiniiian. 73
NESACAINE I .................... 138
NESACAINE-MPF IJ (Use

chloroprocaine hcl) ................ 138

NESINA (Use alogliptin benzoate)
44



NESTABS ..................... .. 194
NESTABSDHA .................. 194
NESTABSONE .................. 194
NEULASTA SOSY ................ 133

NEUPOGEN SOLN 300 MCG/ML
133

NEUPOGEN SOLN 480 MCG/1.6ML
133

NEUPOGEN SOSY 300 MCG/0.5ML
133

NEUPOGEN SOSY 480 MCG/0.8ML
133

NEUPRO ..............cooiiiit 76
NEURONTIN CAPS 100 MG (Use
gabapentin) ... 36

NEURONTIN CAPS 300 MG (Use
gabapentin) ... 36

NEURONTIN CAPS 400 MG (Use
gabapentin) .................... 36

NEURONTIN SOLN (Use
gabapentin) ... 36

NEURONTIN TABS (Use

gabapentin) ... 36
NEVANAC ..., 208
nevirapine SUSP ................... 83
nevirapine TABS ................... 83
nevirapine TB24 .................... 83

NEXAVAR (Use sorafenib tosylate) .
73

NEXICLON XR TB24 (Use clonidine

NEXIUM 24HR CLEAR MINIS CPDR
(Use esomeprazole magnesium) .222

NEXIUM 24HR CPDR (Use

esomeprazole magnesium) ....... 222
NEXIUM CPDR (Use esomeprazole
magnesium) ...................... 222
NEXIUM L.V. 40 MG (Use
esomeprazole sodium) ........... 222
NEXIUM PACK (Use esomeprazole
magnesium) ....................... 222
NEXIUMPACK ................... 222
NEXLETOL ............oviviin.. 54
NEXLIZET ... 54
NEXPLANON ...................... 98
NEXTSTELLIS ..................... 96
NEXVIAZYME .................... 120
NGENLA ... ... 118
niacin (antihyperlipidemic) TBCR 500
MG . 56
niacin (antihyperlipidemic) TBCR 750
MG,1000MG ..............ooennet 56
NIASPAN TBCR (Use niacin
(antihyperlipidemic)) ............... 56
nicardipine hcl CAPS ............... 89

nicardipine hcl SOLN

NICARDIPINE HYDROCHLORIDE

NICODERM CQ PT24 TD (Use
nicotine) ......................L. 216

NICORETTE GUM (Use nicotine
polacrilex) ......................... 216

NICORETTE LOZG (Use nicotine
polacrilex) ......................... 216

NICORETTE MINI LOZG (Use
nicotine polacrilex) ................ 216

NICORETTE STARTER KIT GUM
(Use nicotine polacrilex) .......... 216

nicotine polacrilex GUM .......... 216
nicotine polacrilex LOZG ......... 216
nicotine PT24 TD 7 MG/24HR, 14
MG/24HR, 21 MG/24HR .......... 216
NICOTINE TRANSDERMAL
SYSTEMKIT ... 216

NICOTROL INHALER INHA ...... 216

NICOTROL NS SOLN ............ 217
NIFEDIPINE ....................... 95
nifedipine CAPS .................... 90
nifedipine TB24 ..................... 90

NILANDRON (Use nilutamide) ....69
nilutamide

NIMBEX SOLN (Use cisatracurium

besylate) ... 201
nimodipine CAPS .................. 90
NINLARO ..., 73
NIPENT ... .. 75
nisoldipine ......................... 90
nitazoxanide TABS ................. 62
nitisinone CAPS ................... 120
NITRO-BID OINT ..........ceen... 22

NITRO-DUR PT24 0.1 MG/HR, 0.2
MG/HR, 0.4 MG/HR (Use
nitroglycerin) ........................ 22

NITRO-DUR PT24 0.3 MG/HR, 0.6
MG/HR, 0.8 MG/HR (Use

nitroglycerin) ...................o.L. 22
NITRO-DURPT24 ................. 22
nitrofurantoin ................ 64
NITROFURANTOIN ............... 64



nitrofurantoin macrocrystal ........ 64
nitrofurantoin monohyd macro ....64
nitroglycerin (intra-anal) ........... 21
nitroglycerin in ddw ................ 22
nitroglycerin PT24 0.1 MG/HR, 0.2

MG/HR, 04 MG/HR ................ 22

nitroglycerin PT24 0.6 MG/HR ..... 22
NITROGLYCERIN SOLN IV ....... 22

nitroglycerin SOLN TL 0.4
MG/SPRAY ... 22

nitroglycerin SUBL 0.3 MG, 0.4 MG
22

nitroglycerin SUBL 0.6 MG ........ 22
NITROLINGUAL SOLN TL (Use

nitroglycerin) ........................ 22
nitroprusside sodium .............. 61

NITROSTAT SUBL 0.3 MG, 0.4 MG
(Use nitroglycerin) .................. 23

NITROSTAT SUBL 0.4 MG (Use
nitroglycerin) ........................ 23

NITROSTAT SUBL 0.6 MG (Use
nitroglycerin) ........................ 23

NITYRTABS ... 120
NIVATHYROIDTABS ............ 220
NIVA-PLUSTABS ................ 194
NIVESTYM SOLN 300 MCG/ML .133

NIVESTYM SOLN 480 MCG/1.6ML
133

NIVESTYM SOSY 300 MCG/0.5ML
133

NIVESTYM SOSY 480 MCG/0.8ML
133

NIX CREME RINSE LIQD EX (Use
permethrin) ........................ 111

Index 67

nizatidine CAPS 150 MG ......... 221
nizatidine CAPS 300 MG ......... 221
NOCDURNASUBL ............... 121

NORDITROPIN FLEXPRO SOPN

118
norelgestromin-ethinyl estradiol ...97
norepinephrine bitartrate IV ...... 229

NOREPINEPHRINE
BITARTRATE/DEXTROSE SOLN 5
%-16 MG/250ML, 5 %-4 MG/250ML,
5%-8 MG/250ML ................. 229

NOREPINEPHRINE
BITARTRATE/SODIUM CHLORIDE
SOLN 0.9 %-16 MG/250ML, 0.9 %-4
MG/250ML, 0.9 %-8 MG/250ML . 229

norethin acet & estrad-fe CAPS ... 96
norethin acet & estrad-fe CHEW .. 96

norethin acet & estrad-fe TABS 1
MG-20 MCG-75 MG, 1.5 MG-30
MCG-75 MG

norethindrone & eth estradiol

norethindrone & ethinyl estradiol-fe

97
norethindrone (contraceptive) ..... 98
norethindrone acet & eth estra ....97

norethindrone acetate TABS ..... 212

norethindrone acetate-ethinyl
estradiol ... 122
norethindrone acetate-ethinyl
estradiol-fe ............... ... 97

norethindrone-eth estradiol (triphasic)

NORGESIC FORTE (Use
orphenadrine w/ aspirin & caff) ...197

norgestimate-ethinyl estradiol

(triphasic) ................l 97
norgestimate-ethinyl estradiol ..... 97
norgestrel & ethinyl estradiol 30

MCG-03MG ..., 97
NORITATECREA ................ 111
NORLIQVA SOLN .................. 90
NORMOSOL-R .................. 188
NORMOSOL-M/D5W ............ 188
NORMOSOL-R ................... 188

NORPRAMIN TABS 10 MG, 25 MG

(Use desipramine hel) .............. 42
NORTHERA 100 MG, 200 MG (Use
droxidopa) .........ccooiiiiiiiin.t. 228
NORTHERA 300 MG (Use
droxidopa) ............cooiiill. 228
nortriptyline hcl CAPS .............. 42
nortriptyline hcl SOLN .............. 42
NORVASC TABS 10 MG (Use
amlodipine besylate) ............... 90
NORVASC TABS 2.5 MG (Use
amlodipine besylate) ............... 90
NORVASC TABS 5 MG (Use
amlodipine besylate) ............... 90
NORVIRPACK ..........cooiiiiiin 83

NORVIR TABS (Use ritonavir) ..... 83
NOURIANZ
NOVA SAFETY LANCETS 23G .146
NOVA SAFETY LANCETS 28G .146
NOVA SUREFLEX LANCETS ...146

NOVA SUREFLEX LANCING



DEVICEMISC .................... 146

NOVAREL IM 5000 UNIT ......... 118

NOVAVAX COVID-19 VACCINE 227

NOVAVAX COVID-19

VACCINE/2023-24 ............... 227
NOVOEIGHT ..................... 129
NOVOFINE AUTOCOVER PEN

NEEDLE 30G X 8MM ............ 169

NOVOFINE PEN NEEDLE 32G X
6MM

X 4MM

NOVOLIN 70/30 FLEXPEN SUPN 47

NOVOLIN 70/30 RELION SUSP .. 47

NOVOLIN 70/30 SUSP ............ 47

NOVOLIN N FLEXPEN RELION

SUPN ... 47
NOVOLIN N FLEXPEN SUPN ..... 47
NOVOLIN N RELION SUSP ....... 47

NOVOLINNSUSP ................. 47

NOVOLIN R FLEXPEN RELION
SOPN IJ

NOVOLIN R FLEXPEN SOPN 1J ..48

NOVOLIN R RELION SOLN J .... 48

NOVOLINRSOLNJ .............. 48
NOVOLOG FLEXPEN RELION

SOPN ... 48
NOVOLOG FLEXPEN SOPN ...... 48

NOVOLOG MIX 70/30 PREFILLED
FLEXPEN RELION SUPN

NOVOLOG MIX 70/30 PREFILLED

FLEXPEN SUPN

NOVOLOG MIX 70/30 RELION

NOXAFIL TBEC (Use posaconazole)
53

NPLATE 125 MCG, 500 MCG ....133

NUBEQA ... 69
NUCALASOAJ .................... 25
NUCALASOLR ................ 25
NUCALA SOSY 100 MG/ML ....... 25

NUCALA SOSY 40 MG/0.4ML ..... 25

NUCYNTA ER TB12 100 MG, 150

MG, 200 MG, 250 MG ............. 16
NUCYNTAERTB1250 MG ....... 16
NUCYNTATABS ................... 16
NUEDEXTA ...................... 216
NULIBRY ..., 120

NULYTELY (Use peg 3350-
potassium chloride-sod bicarbonate-

sod chloride) ...................... 136
NUPLAZID CAPS .................. 78
NUPLAZID TABS10MG .......... 78

NURTEC

NUTROPIN AQ NUSPIN 10 SOPN
118

NUTROPIN AQ NUSPIN 20 SOPN
119

NUTROPIN AQ NUSPIN 5 SOPN
119

NUVARING (Use etonogestrel-

ethinyl estradiol) .................... 97
NUVESSA ..., 228
NUVIGIL (Use armodafinil) ......... 5
NUWIQKIT ... 129
NUZYRASOLR ........cooveeeet . 218
NUZYRATABS ................... 218
NYMALIZE SOLN 6 MG/ML ........ 90
nystatin (mouth-throat) ........... 192
nystatin (topical) CREA ........... 102
nystatin (topical) OINT ............ 102
nystatin (topical) POWD EX ...... 102

NYSTATIN 100000 UNIT/ML (Use
nystatin (mouth-throat)) ........... 192

nystatin TABS

nystatin-triamcinolone CREA ..... 102

nystatin-triamcinolone OINT ...... 102
NYVEPRIA ....................... 133
OB COMPLETEONE ............ 194
OB COMPLETE PETITE ......... 194
OB COMPLETE PREMIER ...... 194
OB COMPLETETABS ........... 194
OB COMPLETE/DHA ............ 194
OBIZUR .......cccoiiiii, 129
OCALIVA ... o 124



OCREVUS

OCTAGAM SOLN

OCTAPLAS BLOOD GROUP A .130

OCTAPLAS BLOOD GROUP B .130
octreotide acetate SOLN ......... 121
octreotide acetate SOSY ......... 121

OCUFLOX (Use ofloxacin (ophth))
204

ODACTRASUBL ................ ... 5
ODEFSEY ... 83
ODOMZO ..., 68
OFEV ... .. 218

OFIRMEYV SOLN |V (Use

acetaminophen) .................... 13
ofloxacin (ophth) ................. 204
ofloxacin (otic) .................... 209
ofloxacin 300 MG, 400 MG ....... 124
OGIVRI ..o 68
OGSIVEOS50MG ...ttt 73
OJJAARA ... ... 73
olanzapine SOLR .................. 80

olanzapine TABS 10 MG, 15 MG, 20

MG . 80
olanzapine TABS ................... 80
olanzapine TBDP ..................J 80
olanzapine-fluoxetine hel ........ 214
olmesartan medoxomil 20 MG ..... 58
olmesartan medoxomil 40 MG ..... 58
olmesartan medoxomil 5 MG ...... 58

olmesartan medoxomil-amlodipine-
hydrochlorothiazide

Index 69

olmesartan medoxomil-
hydrochlorothiazide

olopatadine hcl (nasal) ........... 198
olopatadine hcl 0.1 % ............. 208
olopatadine hcl0.2% ............. 208

OLPRUVA THPK 3 GM, 4 GM, 5

GM,6 GM,6.67GM .............. 120
OLUMIANT 1 MG,2MG ............ 6
OLUX FOAM (Use clobetasol

propionate) ........................ 108

OLUX-E (Use clobetasol propionate
emulsion) .......................... 108

omega-3-acid ethyl esters

OMEPRAZOLE .................... 95
omeprazole CPDR10MG ........ 222
omeprazole CPDR20 MG ........ 222
omeprazole CPDR40MG ........ 222

omeprazole-sodium bicarbonate

PACK ... . 223
OMNARIS SUSP ................. 198
OMNITROPE SOCT .............. 119
OMNITROPE SOLRSC .......... 119
OMVOH SOAJ ................. .. 125
OMVOH SOLN .................... 125

ON/GO COVID-19 ANTIGEN SELF-
TESTKIT ... 113

ON/GO ONE COVID-19 ANTIGEN

HOME TESTKIT ................. 113
ONCASPAR ....................... 74
ondansetron hcl SOLN OR 4

MG/SML ... 50

ondansetron hcl SOSY ............. 50

ondansetron hcl TABS 4 MG, 8 MG
50

ondansetron TBDP ................. 51

ONE-A-DAY SCOOBY-DOO
GUMMIES CHEW (Use pediatric
multiple vitamin w/ minerals) ..... 194

ONETOUCH DELICA PLUS

LANCETS EXTRA FINE 33G ....146
ONETOUCH DELICA PLUS
LANCETS FINE30G ............. 146
ONETOUCH DELICA PLUS
LANCING DEVICEMISC ......... 146
ONETOUCH DELICA SAFETY
LANCING DEVICE ............... 146
ONETOUCH DELICA SAFETY
LANCING DEVICE 30G .......... 146

ONETOUCH SURESOFT LANCING
DEVICE/28GMISC ............... 146

LIQD ..o 146
ONETOUCH ULTRA CONTROL
SOLUTIONLIQD ................. 146

ONETOUCH ULTRA STRP ...... 113

ONETOUCH ULTRASOFT 2

LANCETS FINE30G ............. 146
ONETOUCH ULTRASOFT
LANCETS ... 146

ONETOUCH VERIO FLEX BLOOD
GLUCOSE MONITORING SYSTEM

ONETOUCH VERIO FLEX BLOOD
GLUCOSE MONITORING SYSTEM

ONETOUCH VERIO LEVEL 3



CONTROL SOLUTION LIQD ..... 146
ONETOUCH VERIO LEVEL 4
CONTROL SOLUTION LIQD ..... 146

ONETOUCH VERIO TEST STRIPS

STRP ... 113
ONFI SUSP (Use clobazam) ...... 33
ONFI TABS (Use clobazam) ....... 33

ONGENTYS

hel) oo 44
ONGLYZA 5 MG (Use saxagliptin

hel) oo 44
ONTRUZANT ..., 68
ONUREGTABS .........cccvveeee.. 67
OPFOLDA ... 120
OPILL ... 98
opium tincture ............. ... 49
OPSUMIT ..., 92

OPTICHAMBER DIAMOND MISC
183

OPTICHAMBER
DIAMOND/LARGEFACE MASK

OPTICHAMBER DIAMOND/MEDIUM

FACE MASKMISC ............... 183
OPTICHAMBER
DIAMOND/SMALLFACE MASK
MISC ... 183
OPVEENA ..., 50
OPZELURA ...................... 109
ORA-BLEND SFSUSP ........... 212
ORA-BLEND SUSP ............... 212
ORACEA (Use doxycycline
(rosacea)) ...........ooviiiinn... 111

ORACIT ..., 127
ORAL CITRATE .................. 127
ORAL SUSPEND LIQD ........... 212
ORAL SYRUP SF SYRP ......... 212
ORALAIRSUBL ..................... 5
ORA-PLUSLIQD ................. 212

ORAPRED ODT TBDP (Use
prednisolone sodium phosphate) ..99

ORA-SWEET SF SYRP 10 %-9 %
212

ORBACTIV ... 62
ORENCIA CLICKJECT SOAJ ..... 12
ORENCIASOLR ..............o 0. 12

ORENCIA SOSY 125 MG/ML ..... 12

ORENCIA SOSY 50 MG/0.4ML ... 12

ORENCIA SOSY 87.5 MG/0.7ML .12

ORENITRAMTBCR ................ 92
ORENITRAM TITRATION KIT
MONTHA1TEPK ................... 91
ORENITRAM TITRATION KIT

MONTH2TEPK ................... 92

ORENITRAM TITRATION KIT
MONTH3TEPK ................... 92

ORFADIN CAPS (Use nitisinone) 120

ORFADINSUSP .................. 120
ORGOVYX ... 69
ORIAHNN ..., 122
ORILISSA150 MG ................ 118
ORILISSA200MG ................ 118

ORKAMBI PACK 125 MG-100 MG,
188 MG-150 MG

ORKAMBI PACK 94 MG-75 MG . 217

ORKAMBITABS ............co.. e 217
ORLADEYO ........cccoviinnnnn. 130
orphenadrine citrate SOLN ....... 197
orphenadrine citrate TB12 ........ 197

orphenadrine w/ aspirin & caff ...197

ORSERDU 345MG ................ 69
ORSERDU 86 MG ................. 69
oseltamivir phosphate CAPS ...... 86

oseltamivir phosphate SUSR ... .. 86

OSENI 15 MG-25 MG, 30 MG-12.5
MG, 30 MG-25 MG, 45 MG-25 MG
(Use alogliptin-pioglitazone) ....... 43

OSMOLEX ER TB24 129 MG, 193

MG ... 76
OTEZLATABS ..................... 12
OTEZLATBPK ...t 12

OTREXUP SOAJ 10 MG/0.4ML, 12.5
MG/0.4ML, 15 MG/0.4ML, 17.5
MG/0.4ML, 20 MG/0.4ML, 22.5
MG/0.4ML, 25 MG/0.4ML ........... 7

OVIDE (Use malathion) .......... 111

OXACILLIN SODIUM 2 GM/50ML-
300 MG/50ML .................... 211

oxacillin sodium IJ 1 GM, 2 GM .. 211

oxaliplatin SOLN ................... 66
oxaliplatin SOLR ................... 66
oxandrolone 25MG ............... 20
oxaprozin TABS .................... 12
oxazepam CAPS ................... 24
OXBRYTATABS 300 MG ........ 132
OXBRYTA TABS 500 MG ........ 131
OXBRYTATBSO ................. 132



oxcarbazepine SUSP .............. 36

oxcarbazepine TABS 150 MG, 300

MG . 36
oxcarbazepine TABS 600 MG ..... 36
OXERVATE ...l 205
oxiconazole nitrate CREA ........ 102

OXISTAT CREA (Use oxiconazole

nitrate) ... 102
OXISTATLOTN ...l 102
OXLUMO ... 128

oxybutynin chloride SOLN

oxybutynin chloride TABS 2.5 MG
223

oxybutynin chloride TABS 5 MG . 223
oxybutynin chloride TB24 10 MG 223
oxybutynin chloride TB24 15 MG 223
oxybutynin chloride TB24 5 MG ..223
oxycodone hcl CAPS ............... 16

oxycodone hcl CONC 100 MG/5ML
16

OXYCODONE HCL POWD
oxycodone hcl SOLN

oxycodone hcl T12A 10 MG, 20 MG,

AOMG ..o 16
oxycodone hcl T12A 80 MG ....... 16
oxycodone hcl TABS ............... 16

oxycodone w/ acetaminophen SOLN
18

oxycodone w/ acetaminophen TABS
325 MG-10 MG, 325 MG-2.5 MG,

Index 71

325 MG-5 MG, 325 MG-7.5 MG ...18
OXYCONTIN T12A 10 MG, 15 MG,

20MG ..o 17
OXYCONTIN T12A 30 MG, 40 MG,

BOMG ... 17
OXYCONTIN T12A80 MG ........ 17
oxymorphone hcl TABS ............ 17

oxymorphone hcl TB12 40 MG .... 17

oxymorphone hcl TB12 5 MG, 7.5
MG, 10 MG, 15 MG, 20 MG, 30 MG
17

oxytocin

OXYTROL PTTW ................. 223

OYSTER SHELL CALCIUM/D TABS .

187

OZEMPIC SOPN 2 MG/1.5ML ..... 45

OZEMPICSOPN ...l 45
OZOBAX DS SOLN OR (Use
baclofen) .......................... 197

OZOBAX SOLN OR (Use baclofen)
197

paclitaxel
paclitaxel protein-bound particles .75

PACLITAXEL PROTEIN-
BOUNDPARTICLES

PADCEV

PALFORZIA INITIAL DOSE

ESCALATIONCSPK ................ 5
PALFORZIALEVEL1CSPK ........ 5
PALFORZIA LEVEL 10 CSPK ....... 5

PALFORZIA LEVEL 11
(MAINTENANCE) PACK ............ 5

PALFORZIA LEVEL 11 (TITRATION)

PALFORZIALEVEL2 CSPK ........ 5
PALFORZIA LEVEL3 CSPK ........ 6
PALFORZIA LEVEL4 CSPK ........ 6
PALFORZIA LEVEL5CSPK ........ 6
PALFORZIALEVELG6 CSPK .......| 6
PALFORZIALEVEL7 CSPK .......| 6
PALFORZIALEVEL8 CSPK .......| 6
PALFORZIALEVEL9 CSPK .......| 6

paliperidone 1.5 MG, 3 MG, 9 MG .79

paliperidone 6 MG .................. 79
palonosetron hcl SOLN ............ 51
palonosetron hcl SOSY ............ 51
PALONOSETRON

HYDROCHLORIDE SOLN ......... 51
PALYNZIQ 10 MG/O.5ML ......... 120
PALYNZIQ 2.5 MG/0.5ML ........ 120
PALYNZIQ20 MG/ML ............ 120

PAMELOR CAPS (Use nortriptyline

hel) oo 42
pamidronate disodium SOLN 30
MG/10ML, 90 MG/10ML ........... 118

PAMIDRONATE DISODIUM SOLN
118

PANDEL
pantoprazole sodium PACK ...... 222
pantoprazole sodium SOLR ...... 222
pantoprazole sodium TBEC ...... 222
PANZYGA
papaverine hcl SOLN

PARAGARD INTRAUTERINE
COPPER CONTRACEPTIVE T380A



paricalcitol CAPS ................. 120

paricalcitol SOLN 5 MCG/ML ..... 120

paricalcitol SOLN ................. 120
PARLODEL CAPS (Use
bromocriptine mesylate) ........... 77
PARLODEL TABS (Use
bromocriptine mesylate) ........... 77

PARNATE (Use tranylcypromine
sulfate) ... 39

paroxetine hcl SUSP ............... 40

paroxetine hcl TABS 10 MG, 40 MG .
40

paroxetine hcl TABS 20 MG ....... 40
paroxetine hcl TABS 30 MG ....... 40

paroxetine hcl TB24 12.5 MG, 37.5

paroxetine hcl TB24 25 MG ........ 40

paroxetine mesylate (vasomotor)
217

PARSABIV

PATADAY 0.1 % (Use olopatadine

PATADAY EXTRA STRENGTH .208

PATANASE (Use olopatadine hcl

PAXIL CR TB24 12.5 MG, 37.5 MG
(Use paroxetine hel) ................ 41

PAXIL CR TB24 25 MG (Use
paroxetine hcl) ................. ... 41

PAXIL SUSP (Use paroxetine hcl) 41

PAXIL TABS 10 MG, 40 MG (Use
paroxetine hcl) ................. ... 41

PAXIL TABS 20 MG (Use paroxetine

pazopanib hcl

PC LANCETS SUPER THIN 30G
146

PC UNIFINE PENTIPS 29G X1/2"
169

PC UNIFINE PENTIPS 31G X5MM
MINI

PC UNIFINE PENTIPS 31G X6MM
ULTRA SHORT

PC UNIFINE PENTIPS 31G X8MM
SHORT

PEDIAPRED SOLN (Use
prednisolone sodium phosphate) ..99

PEDIARIX SUSY ................. 220
PEDMARK ...l 75
PEDVAXHIBSUSP .............. 224

peg 3350-kcl-nacl-na sulfate-na
ascorbate-ascorbic acid

peg 3350-kcl-sod bicarb-sod
chloride-sod sulfate SOLR 6.72 GM-
2.98 GM-5.84 GM-22.72 GM-240 GM

peg 3350-kcl-sod bicarb-sod
chloride-sod sulfate SOLR 6.74 GM-
2.97 GM-5.86 GM-22.74 GM-236 GM

peg 3350-potassium chloride-sod

bicarbonate-sod chloride ......... 136
PEGASYSSOLN ................... 85
PEGASYS SOSY .................. 85

PEMAZYRE ......................d 73
PEMETREXED .................... 67
pemetrexed disodium SOLR ....... 67
PEMETREXED SOLN ............. 67
PEMFEXY ...t 67
PEMRYDIRTU SOLN ............. 67
PEN NEEDLES .................. 169
PEN NEEDLES 29GX12MM ..... 169
PEN NEEDLES 30GX5MM ...... 169
PEN NEEDLES 30GX8MM ...... 169
PEN NEEDLES 31G X 3/16" .... 169
PEN NEEDLES 31G X 5MM ..... 169
PEN NEEDLES 31G X 6MM ..... 169
PEN NEEDLES 31G X 8MM ..... 169
PEN NEEDLES 31GX5/16" ...... 170

PEN NEEDLES 31GX6MM (1/4")
170

PEN NEEDLES 31GX8MM (5/16")
170

PEN NEEDLES 31GX8MM ...... 170
PEN NEEDLES 32G X 4MM ..... 170
PEN NEEDLES 32G X 5MM ..... 170
PEN NEEDLES 32G X 6MM ..... 170
PEN NEEDLES 32GX4MM ...... 170
PEN NEEDLES 33G X 5/32" ....170
PEN NEEDLES/29G X 1/2" ...... 170
PEN NEEDLES/31G X 1/4" ...... 170
PEN NEEDLES/31G X 3/16" ....170
PEN NEEDLES/31G X 5/16" ....170
PEN NEEDLES/31G X 6MM ..... 170
PEN NEEDLES/32G X 5/32" .... 170



PENBRAYA ... ... 224
penciclovir ........................ 104
penicillamine CAPS ............... 189
penicillamine TABS ............... 189
penicillin g potassium ............ 211

PENICILLIN G POTASSIUM IN ISO-
OSMOTIC DEXTROSE 40000
UNIT/ML, 60000 UNIT/ML ........ 211

penicillin g sodium
penicillin v potassium SOLR ...... 211
penicillin v potassium TABS ...... 211

PENNSAID SOLN EX 2 % (Use
diclofenac sodium (topical)) ...... 102

PENTAM 300 IJ (Use pentamidine
isethionate) ......................... 61

pentamidine isethionate IJ

PENTASA CPCR (Use mesalamine) .
125

PENTASA CPCR 250 MG ........ 125
pentazocine w/ naloxone hcl ...... 19
PENTIPS 29G X 12MM .......... 170
PENTIPS 29GX12MM ........... 170
PENTIPS 31G X5MM ........... 170
PENTIPS 31G X8MM ........... 170
PENTIPS 31GX5MM ............. 170
PENTIPS 31GX6MM ............. 170
PENTIPS 31GX8MM ............. 170
PENTIPS 32G X 4MM ........... 170
PENTIPS 32GX4MM ............. 170
PENTIPS 32GX6MM ............. 170
pentobarbital sodium SOLN ...... 134
pentoxifylline ..................... 130

Index 73

PEPCID AC MAXIMUM STRENGTH
TABS (Use famotidine) ........... 221

PEPCID AC TABS (Use famotidine) .
221

PEPCID TABS 20 MG (Use
famotidine) ...................LL. 221

PEPCID TABS 40 MG (Use
famotidine) ..................L. 221

PERCOCET TABS 325 MG-10 MG,
325 MG-2.5 MG, 325 MG-5 MG, 325
MG-7.5 MG (Use oxycodone w/
acetaminophen) .................... 18

PERFOROMIST NEBU (Use
formoterol fumarate) ............... 29

PERIDEX (Use chlorhexidine
gluconate (mouth-throat)) ......... 192

PERIFLEX ADVANCE POWD ... 114
PERIFLEX INFANT POWD

PERIFLEX JUNIOR POWD ...... 114

PERIFLEXLQPKU LIQD ........ 202
perindopril erbumine ............... 57
permethrin CREA ................. 111
permethrin LIQD EX .............. 111
perphenazine TABS ................ 81
perphenazine-amitriptyline ....... 214
PERSERISPRSY .................. 79
PERTZYECPEP .................. 115
PEXEVA ... 41
PFIZER-BIONTECH COVID-

19VACCINE SUSP ............... 227
PFIZER-BIONTECH COVID-

19VACCINE/5-11Y SUSP ........ 227

PFIZER-BIONTECH COVID-
19VACCINE/5-11Y/2023-24 SUSP

227

PFIZER-BIONTECH COVID-
19VACCINE/6MO-4Y SUSP ..... 227

PFIZER-BIONTECH COVID-
19VACCINE/6MO-4Y/2023-24 SUSP

PFIZER-BIONTECH COVID-
19VACCINE/ADULT RTU SUSP .227

PFIZER-BIONTECH COVID-
19VACCINE/BIVALENT/5-11Y ..227

PFIZER-BIONTECH COVID-
19VACCINE/BIVALENT/6M-4Y . 227

PFIZER-BIONTECH COVID-
19VACCINE/BIVALENT/BA.4/BA.5
227

PHARMACIST CHOICE
SELECTLANCETS/ULTRA THIN
146

PHARMACIST CHOICE ULTRA

THIN LANCETS .................. 146
PHARMACIST CHOICE ULTRA
THIN LANCETS 28G ............. 146
PHARMACIST CHOICE ULTRA
THIN LANCETS 30G ............. 146
PHARMACIST CHOICE ULTRA
THIN LANCETS 31G ............. 146
PHARMACIST CHOICE ULTRA
THIN LANCETS 33G ............. 146
PHEBURANE PLLT .............. 120
phenelzine sulfate ................. 39
PHENERGAN SOLN IJ (Use
promethazine hel) .................. 54
PHENEX-1 POWD ................ 114
PHENEX-2 POWD ................ 114
phenobarbital ELIX ............... 134



phenobarbital sodium SOLN ..... 134
phenobarbital TABS .............. 134
phenoxybenzamine hel ............ 57

phentolamine mesylate SOLR ..... 57
PHENYLADE AMINO ACID BAR 202

PHENYLADE AMINO ACID BLEND

PHENYLADE DRINK MIX POWD
114

PHENYLADE ESSENTIAL DRINK
MIXPACK ... 114

PHENYLADE ESSENTIAL DRINK
MIXPOWD ..................o . 114

PHENYLADE ESSENTIAL DRINK
MIX/FLAX/FIBER PACK .......... 114

PHENYLADE ESSENTIAL DRINK
MIX/FLAX/FIBER POWD ......... 114

PHENYLADE GMP DRINK
MIX/DHA/FIBER POWD

PHENYLADE GMP MIX-IN PACK
114

PHENYLADE GMP MIX-IN POWD
114

PHENYLADE GMP ULTRA PACK
114

PHENYLADE MTE AMINO
ACIDBLEND PACK ............... 202

PHENYLADE MTE POWD OR ...202

PHENYLADE PHEBLOC POWD OR
202

PHENYLADE PHEBLOC TABS ..202
PHENYLADE POWDOR ......... 202

PHENYLADE RTD PKU 10 LIQD OR

PHENYLADE40 DRINK MIX PACK
202

PHENYLADEGO DRINK MIX PACK
114

PHENYLADEGO DRINK MIX POWD .
114

phenylephrine hcl (mydriatic) SOLN
203

PHENYL-FREE 1 POWD ......... 113
PHENYL-FREE 2 POWD ......... 114

PHENYL-FREE 2HP POWD
phenytoin CHEW ................... 38

phenytoin sodium extended 100 MG .
38

phenytoin sodium extended 200 MG .
38

phenytoin sodium extended 300 MG .
38

phenytoin sodium SOLN ........... 38
phenytoin SUSP .................... 38
PHESGO ......ccovvviiiiiiiinn... 70
PHEXXI ..o 228
PHLEXY-10 PACK ................ 114
PHLEXY-VITS POWD ............ 193
PHOSPHOLINE IODIDE ......... 203
PHYTONADIONELIQD ............ 95

phytonadione SOLN 1 MG/0.5ML
229

phytonadione SOLN 10 MG/ML ..229

phytonadione TABS5 MG ........ 229
PIFELTRO ..., 83
pilocarpine hcl (oral) .............. 193
PILOCARPINE HCL POWD ....... 96

pilocarpine hcl SOLN 1 %, 2 %, 4 % .
204

PILOT COVID-19 AT-HOME TEST

KIT oo 113
pimecrolimus ..................... 110
pimozide ................ ...l 216
pindolol TABS ...................... 88
pioglitazone hcl 15MG ............. 48

pioglitazone hcl 30 MG, 45 MG ... .48
pioglitazone hcl-glimepiride

pioglitazone hcl-metformin hcl TABS .
43

PIP LANCETS/30G .............. 146
PIP PEN NEEDLES 31G X 5MM

170

PIP PEN NEEDLES 32G X 4MM

170

piperacillin sodium-tazobactam
sodium ... 211
PIQRAY 200MG DAILY DOSE ....73
PIQRAY 250MG DAILY DOSE ...73
PIQRAY 300MG DAILY DOSE ...73
pirfenidone CAPS ................. 218
pirfenidone TABS 267 MG ....... 218

pirfenidone TABS 534 MG, 801 MG
218

piroxicam CAPS .................... 12

pitavastatin calcium ...............]| 56



PITOCIN (Use oxytocin) ......... 210

PIXEL COVID-19 PCR TEST HOME

COLLECTIONKIT ............... 113
PKU2POWD ..................... 114
PKU3POWD ..................... 114

PKU AIR20 GOLD LIQDOR ....... 114
PKU AIR20 GREEN LIQD OR ... 114
PKU AIR20 YELLOW LIQD OR ..114
PKU COOLER10LIQDOR ...... 114
PKU COOLER 15LIQDOR ...... 114
PKU COOLER 20 LIQDOR ...... 114
PKU EASY MICROTABS TBEC . 115

PKU EASY SHAKE & GO POWD
115

PKUEASYTABS ................. 115

PKU EXPLORE10 PACK 1.09
GM/25GM-0.43 GM/25GM-0.49
GM/25GM-1.1 GM/25GM-0.78
GM/25GM-0.28 GM/25GM-0.25
MG/25GM-5.2 MCG/25GM-50
MCG/25GM-1.1 GM/25GM-1.17
GM/25GM-0.21 GM/25GM-0.22
MG/25GM-6 MCG/25GM-0.82
MCG/25GM-0.43 GM/25GM-0.86
GM/25GM-0.76 GM/25GM-0.24
GM/25GM-0.75 GM/25GM-0.69
GM/25GM-0.35 MG/25GM-101
MG/25GM-1.5 MG/25GM-22
MG/25GM-117 MCG/25GM-1.6
MG/25GM-20 MG/25GM-0.78
GM/25GM-70 MG/25GM-0.18
MG/25GM-11 MG/25GM-2.5
MG/25GM-35 MG/25GM-0.06
MG/25GM-0.86 GM/25GM-112
MG/25GM-50 MG/25GM-275
MG/25GM-9 MCG/25GM-33
MCG/25GM-2.2 MG/25GM-3.5
MG/25GM-162 MG/25GM-30
MG/25GM-7 MCG/25GM-6

Index 75

MCG/25GM-112 MG/25GM-6.7
MCG/25GM .................... 115

PKU EXPLORES5 PACK .......... 115

PKU EXPRESS 15 PLUS+ PACK
115

PKU EXPRESS 20 PLUS+ PACK
115

PKUGELPACK .................. 115
PKUGOPACK ............cooua. 115
PKU LOPHLEX LQ 20 LIQD OR .115
PKU MAXAMUM POWD OR ...... 202
PKU PERIFLEX JUNIOR PLUS

POWD ... 115
PKU SPHERE 15 PACK .......... 115

PKU SPHERE 20 LIQDOR ........ 115

PKU SPHERE 20 PACK .......... 115
PKU START POWD .............. 115
PKUTRIOPOWD ................ 115

PLAN B ONE-STEP (Use
levonorgestrel (emergency oc)) ... .97

PLAQUENIL (Use
hydroxychloroquine sulfate) ........ 64
PLASMA-LYTE A (Use electrolyte-a)
..................................... 188
PLASMA-LYTE-148 (Use
electrolyte-148) ................... 188
PLAVIX 75 MG (Use clopidogrel
bisulfate) .......................... 131

PLEGISOL (Use cardioplegic soln)
91

PLEGRIDY SOPN
PLEGRIDY SOSYIM ............. 215

PLEGRIDY STARTER PACK SOPN .
215

PLEGRIDY STARTER PACK SOSY

SC 215
PLENVU ... 136
plerixafor .........................0 134
PNEUMOVAX 23 ................ 224
PNEUMOVAX 23/1 DOSE ....... 224
PNV-DHA+DOCUSATE .......... 194
PNV-OMEGA .........ccccevven.. 194
POCKET CHAMBER DEVI ....... 184
podofilox GEL ..................... 110
podofilox SOLN ................... 110
POKONZA PACKOR ............. 189

polyethylene glycol 3350 PACK ..137

polyethylene glycol 3350 POWD .137

polymyxin b sulfate SOLR ......... 64
polymyxin b-trimethoprim ........ 204
POMALYST ... 70
POMBILITI ... 120
PONVORY 14-DAY STARTER

PACKTBPK ..o 215
PONVORY TABS ................. 215
PORTRAZZA ...................... 68
posaconazole SOLN ............... 53
posaconazole SUSP ............... 53
posaconazole TBEC ............... 53

pot phosphate monobasic w/ sod
phosphate dibasic & monobasic .188

potassium acetate SOLN 2 MEQ/ML .
189

POTASSIUM ACETATE SOLN 2
MEQ/ML ...l 189

potassium bicarbonate TBEF ..... 189



potassium chloride CPCR ........ 189

potassium chloride in dextrose &
sodium chloride 5 %-0.075 %-0.45
%, 5 %-0.15 %-0.225 %, 5 %-0.15 %-
0.9 %, 5 %-10 MEQ/L-0.45 %, 5 %-
20 MEQ/L-0.2 %, 5 %-20 MEQ/L-
0.225 %, 5 %-20 MEQ/L-0.45 %, 5
%-20 MEQ/L-0.9 %, 5 %-30 MEQ/L-
0.45 %, 5 %-40 MEQ/L-0.45 %, 5 %-
40 MEQ/L-0.9 %

potassium chloride in dextrose 5 %-
10 MEQIL, 5 %-20 MEQ/L ........ 188

potassium chloride in nacl 20 MEQ/L-
0.45 %, 20 MEQ/L-0.9 %, 40 MEQ/L-

potassium chloride

microencapsulated crystals er ...189
potassium chloride PACK OR 20
MEQ ... 189

potassium chloride TBCR ........ 189

POTASSIUM
CHLORIDE/DEXTROSE/LACTATED
RINGERS

POTASSIUM CHLORIDE/SODIUM
CHLORIDE (Use potassium chloride
innacl) ................oL 188

potassium citrate (alkalinizer) TBCR
15 MEQ, 540 MG, 1080 MG, 1620

potassium citrate-citric acid SOLN
127

potassium phosphate monobasic

POTASSIUM PHOSPHATES 236

MG/ML-224 MG/ML (Use potassium

phosphates) ....................... 189
potassium phosphates 236 MG/ML-
224 MG/ML ... 188
PRADAXA CAPS (Use dabigatran
etexilate mesylate) ................. 33
PRADAXACAPS ................... 33

PRADAXA PACK 20 MG, 150 MG 33

PRADAXA PACK 30 MG, 40 MG, 50
MG, 110 MG

pralatrexate
PRALUENT SOAJ

pramipexole dihydrochloride TABS
0125MG ... 77

pramipexole dihydrochloride TABS

prasugrel hcl
pravastatin sodium 10 MG
pravastatin sodium 20 MG, 40 MG 56
pravastatin sodium 80 MG
praziquantel
prazosin hcl CAPS 1 MG
prazosin hcl CAPS 2 MG

prazosin hcl CAPS 5 MG

PRECEDEX SOLN (Use
dexmedetomidine hcl in sodium

chloride) ..., 135
PRECEDEX SOLN ............... 135
PRECOSE (Use acarbose) ....... 42
PRED FORTE (Use prednisolone

acetate (ophth)) ................... 206
PREDMILD ...................... 206
prednicarbate OINT ............... 108

prednisolone acetate (ophth) ....206

PREDNISOLONE SODIUM

PHOSPHATE .................... 206
PREDNISOLONE SODIUM
PHOSPHATE POWD .............. 99

prednisolone sodium phosphate
SOLN 10 MG/5ML, 20 MG/5ML ...99

prednisolone sodium phosphate
SOLN 5 MG/5ML, 6.7 MG/5ML, 15
MG/5ML, 25 MG/5ML .............. 99

prednisolone sodium phosphate

TBDP o 99
prednisolone SOLN ................ 99
prednisolone TABS ................ 99

PREDNISONE INTENSOL CONC 99

PREDNISONE POWD ............. 99
prednisone SOLN .................. 99
prednisone TABS .................. 99
prednisone TBPK .................. 99

PREFERRED PLUS INSULIN
SYRINGE/U-100/0.3ML/29G X 1/2" .
170

PREFERRED PLUS INSULIN
SYRINGE/U-100/0.3ML/30G X 5/16"



PREFERRED PLUS INSULIN
SYRINGE/U-100/0.5ML/28G X 1/2" .
170

PREFERRED PLUS INSULIN
SYRINGE/U-100/0.5ML/29G X 1/2" .
170

PREFERRED PLUS INSULIN
SYRINGE/U-100/0.5ML/30G X 5/16"

PREFERRED PLUS INSULIN
SYRINGE/U-100/1ML/28G X 1/2"
170

PREFERRED PLUS INSULIN
SYRINGE/U-100/1ML/29G X 1/2"
170

PREFERRED PLUS INSULIN
SYRINGE/U-100/1ML/30G X 5/16"
170

PREFERRED PLUS LANCETS

COLORED 21G ..........c........ 146
PREFERRED PLUS LANCETS
SUPERTHIN 30G ............... 146

PREFERRED PLUS LANCETS THIN

26G .o 147
PREFERRED PLUS UNIFINE
PENTIPS 29G X 12MM .......... 170
PREFERRED PLUS UNIFINE
PENTIPS 31G X 6MM ULTRA
SHORT ... 170
PREFERRED PLUS UNIFINE
PENTIPS 31G X 8MM SHORT ..170
PREFERRED PLUS UNIFINE
PENTIPS 32GX4MM ............. 170
PREFERRED PLUS UNIFINE
PENTIPS/MINI/31GX5MM ....... 170
PREFEST ..........ccoiiiiit. 122
pregabalin (once-daily) ........... 216

Index 77

pregabalin CAPS 225 MG

pregabalin CAPS 25 MG, 50 MG, 75
MG, 100 MG, 150 MG, 200 MG, 300

pregabalin SOLN
PREGNENOLONE

PREGNENOLONE MICRONIZED
96

PREGNYL IM

PREGNYL W/DILUENT
BENZYLALCOHOL/NACL IM .... 118

PREHEVBRIO ................... 227
PREMARIN ....................... 228
PREMARINSOLR ................ 123
PREMARINTABS ................ 123
PREMPHASE .................... 122
PREMPRO ....................... 122
PRENAISSANCE ................ 194

PRENAISSANCE PLUS CAPS .. 194

PRENATAL PLUS VITAMIN
ANDMINERAL TABS ............. 194

PRENATAL TABS 120 MG-10 MG-1
MG-10 MCG-12 MCG-3 MG-20 MG-
1200 MCG-27 MG-200 MG-1.84 MG-
25 MG-2 MG-10 MG

prenatal vit w/ iron carbonyl-folic acid
TABS 120 MG-10 MG-1.25 MG-315
UNIT-15 MCG-3.4 MG-10 MG-1 MG-
2 MG-15 MG-10 MG-20 UNIT-2100
UNIT-50MG ..., 195

prenatal without a w/ fe fumarate-I

methylfolate-fa-dha ............... 195
PRENATE ................oooool 195
PRENATEAM .................... 195

PRENATE DHA 90 MG-26 MG-400
MCG-400 UNIT-25 MCG-155 MG-50
MG-300 MG-40 UNIT-600 MCG-18

PRENATE ELITE 75 MG-21 MG-330
MCG-400 MCG-600 UNIT-13 MCG-
3.5 MG-21 MG-3 MG-155 MG-25
MG-15 MG-1.5 MG-2600 UNIT-150
MCG-40 UNIT-600 MCG-20 MG .195

PRENATE ENHANCE

PRENATE ESSENTIAL 90 MG-26
MG-280 MCG-400 MCG-220 UNIT-
13 MCG-155 MG-50 MG-300 MG-
150 MCG-10 UNIT-40 MG-600 MCG-

PRENATE MINI 60 MG-26 MG-280
MCG-400 MCG-1000 UNIT-13 MCG-
80 MG-25 MG-350 MG-18 MG-150
MCG-10 UNIT-600 MCG-25 MG .195

PRENATEPIXIE ................. 195
PRENATE RESTORE ........... 195
PREPIDILGEL ................... 209
PREVACID 24HR CPDR (Use
lansoprazole) ..................... 222
PREVACID CPDR 30 MG (Use
lansoprazole) ..................... 222

PREVACID SOLUTAB TBDD (Use
lansoprazole) ..................... 222

PREVACID SOLUTAB TBDD 15 MG
(Use lansoprazole) ................ 222

PREVENT DROPSAFE SAFETY
PEN NEEDLES 31GX1/4"

PREVENT DROPSAFE SAFETY
PEN NEEDLES 31GX5/16"

PREVIDENT 5000 BOOSTER PLUS
PSTE DT (Use sodium fluoride
(dental)) ..., 192

PREVIDENT 5000 DRY MOUTH



GEL (Use sodium fluoride (dental))
192

PREVIDENT 5000 ENAMEL
PROTECT GEL (Use sodium
fluoride-potassium nitrate) ........ 192

PREVIDENT 5000 KIDS PSTE DT
(Use sodium fluoride (dental)) ....192

PREVIDENT 5000 ORTHO
DEFENSE PSTE DT (Use sodium
fluoride (dental)) .................. 192

PREVIDENT 5000 PLUS CREA (Use
sodium fluoride (dental)) .......... 192

PREVIDENT 5000 SENSITIVE GEL
(Use sodium fluoride-potassium

nitrate) ...l 193
PREVIDENT FLUORIDE GEL (Use

sodium fluoride (dental)) .......... 193
PREVNAR13 .................... 224
PREVNAR20 .................... 224

PREVYMIS SOLN 240 MG/12ML . 84

PREVYMIS SOLN 480 MG/24ML . 84

PREVYMISTABS .................. 84
PREZCOBIX ................oo.... 83
PREZISTASUSP .................. 83

PREZISTA TABS 600 MG (Use
darunavir) ... 83

PREZISTA TABS 75 MG, 150 MG 83

PREZISTA TABS 800 MG (Use

darunavir) ... 83
PRIFTIN ... ... 65
PRILOSEC PACK ................ 222
PRIMACARE ..................... 195

PRIMAQUINE PHOSPHATE TABS
(Use primaquine phosphate) ....... 64

primaquine phosphate TABS ...... 64
PRIMAXIN IV IV 500 MG-500 MG

(Use imipenem-cilastatin) .......... 62
primidone 125 MG ................. 36
primidone 250 MG ................. 36
primidone 50 MG ................... 36
PRIORIXSUSR ................... 227

PRISTIQ (Use desvenlafaxine
succinate) ............oiiiiiiia. 41

PRISTIQ 50 MG (Use desvenlafaxine
succinate) ...l 41

PRIVIGEN SOLN

PRO COMFORT INHALER SPACER
CHAMBER ADULT MISC ........ 184

PRO COMFORT INHALER SPACER
CHAMBER CHILD MISC ......... 184

PRO COMFORT INHALER SPACER

CHAMBER INFANT DEVI ........ 184
PRO COMFORT INSULIN
SYRINGES/0.5ML/30G X 1/2" ...171

PRO COMFORT INSULIN
SYRINGES/0.5ML/30G X 5/16" . 171

PRO COMFORT INSULIN
SYRINGES/0.5ML/31G X 5/16" . 171

PRO COMFORT INSULIN

SYRINGES/1ML/30G X 1/2" ..... 171
PRO COMFORT INSULIN
SYRINGES/1ML/30G X 5/16" ... 171
PRO COMFORT INSULIN
SYRINGES/1ML/31G X 5/16" ... 171

PRO COMFORT LANCETS 30G
147

PRO COMFORT LANCETS 31G
147

PRO COMFORT PEN

NEEDLES/31G X8MM .......... 171
PRO COMFORT PEN
NEEDLES/32G X4MM .......... 171
PRO COMFORT PEN
NEEDLES/32G X 5MM .......... 171
PRO COMFORT PEN
NEEDLES/32G X6MM .......... 171

PRO COMFORT SAFETY LANCETS
30G PRESSURE ACTIVATED ..147

PROAIR DIGIHALER

PROAIR HFA AERS (Use albuterol
sulfate) ... 30

PROAIR RESPICLICK AEPB ...... 30
probenecid

procainamide hcl SOLN 100 MG/ML .
24

PROCARDIA XL TB24 (Use

nifedipine) ...l 90
PROCARE SPACER CHAMBER
W/ADULT MASKDEVI ........... 184
PROCARE SPACER CHAMBER
W/CHILD MASKDEVI ............ 184
PROCHAMBER VALVED
HOLDINGCHAMBER DEVI ...... 184
prochlorperazine ................... 81
prochlorperazine edisylate 10
MG/2ML ... 81

PROCHLORPERAZINE MALEATE

prochlorperazine maleate TABS ...81
PROCRIT
PROCTOFOAM HC FOAM EX ....21
PROCYSBICPDR ................ 127

PROCYSBIPACK ................ 127



PRODIGY AUTOCODE BLOOD
GLUCOSE MONITORING SYSTEM

PRODIGY INSULIN SYRING/U-
100/0.3ML/31G X 5/16"

PRODIGY INSULIN
SYRINGE/1/2ML/31G X 5/16" ...171

PRODIGY INSULIN
SYRINGE/1ML/28G X 1/2"

PRODIGY LANCING DEVICE MISC .
147

PRODIGY NO CODING BLOOD
GLUCOSE TEST STRIPS STRP 113

PRODIGY PRESSURE ACTIVATED
SAFETY LANCETS

PRODIGY TWIST TOP LANCETS
147

PROFILNINE ..................... 129
progesterone CAPS .............. 212
PROGESTERONE MICRONIZED
(SOY) oo 95
PROGESTERONE MICRONIZED
(YAM) .o 95

PROGESTERONE MICRONIZED
95

PROGESTERONE MILLED POWD

95

progesterone OIL ................. 212
PROGESTERONE POWD ......... 95
PROGESTERONE ULTRA
MICRONIZED ..................... 95
PROGESTERONE WETTABLE
(SOY)POWD ......cooiiiii 95
PROGESTERONE WETTABLE
(YAM)POWD ..........ccoooviienn, 95

Index 79

PROGESTERONE WETTABLE

PROGLYCEM (Use diazoxide) ... 44

PROGRAF CAPS 0.5 MG (Use
tacrolimus) ........................ 191

PROGRAF CAPS 1 MG (Use
tacrolimus) ........................ 191

PROGRAF CAPS 5 MG (Use
tacrolimus) ....................... 191

PROGRAF PACK0.2MG ........ 191

PROGRAF PACK1MG .......... 191
PROGRAF SOLN ................. 191
PROLASTIN-C SOLN ............ 217
PROLATESOLN ................... 18
PROLATETABS ................... 18

PROLENSA (Use bromfenac sodium

(ophth)) ... 208
PROLIASOSY ..., 118
PROMACTAPACK ............... 133
PROMACTATABS ............... 133

PROMETHAZINE HCL POWD ....95

promethazine hcl SOLN IJ 25
MG/ML, 50 MG/ML ................. 54

promethazine hcl SOLN OR 6.25

MG/SML ... 54
promethazine hcl SUPP ............ 54
promethazine hcl TABS ............ 54

PROMETRIUM CAPS (Use

progesterone) ..................... 212
propafenone hcl CP12 ............. 24
propafenone hcl TABS ............. 24

proparacaine hcl

propofol EMUL 200 MG/20ML, 500

MG/50ML, 1000 MG/100ML ...... 127
propranolol hcl CP24 120 MG ..... 88

propranolol hcl CP24 60 MG, 80 MG,

160MG ..o 88
propranolol hcl SOLN OR 20
MG/5ML, 40 MG/5ML .............. 88

propranolol hcl TABS 10 MG, 20 MG
88

propranolol hcl TABS 40 MG

propranolol hcl TABS 60 MG, 80 MG
88

propylthiouracil
PROQUAD SUSR ................ 227

PROSCAR (Use finasteride) ..... 128

PROSOLSOLN ..., 202
PROSTIN VR PEDIATRIC ....... 192
protamine sulfate ................. 131

PROTONIX PACK (Use pantoprazole

sodium) ... 222
PROTONIX SOLR (Use pantoprazole
sodium) ... 222
PROTONIX TBEC (Use pantoprazole
sodium) ... 222
protriptylinehecl .................... 42
PROVENTIL HFA AERS (Use

albuterol sulfate) ................... 30

PROVERA (Use
medroxyprogesterone acetate) ...212

PROVIGIL (Use modafinil) .......... 5

PROZAC CAPS 10 MG (Use
fluoxetine hcl) ......................41

PROZAC CAPS 20 MG (Use
fluoxetine hel) ......................41

PROZAC CAPS 40 MG (Use



fluoxetine hel) ......................41

PRUDOXIN (Use doxepin hcl
(antipruritic)) .....................0 103

pseudoephedrine hcl TB12 ....... 198
PULMICORT FLEXHALER AEPB .27

PULMICORT SUSP 0.25 MG/2ML,
0.5 MG/2ML (Use budesonide
(inhalation)) ......................... 27

PULMICORT SUSP 1 MG/2ML (Use
budesonide (inhalation)) ........... 27

PULMOZYME

PURE COMFORT INHALER
SPACER CHAMBER ADULT DEVI
184

PURE COMFORT LANCETS 30G
147

PURE COMFORT PEN NEEDLE
32G X6MM

PURE COMFORT PEN NEEDLE

32GX8MM ...l 171
PURE COMFORT PEN
NEEDLE/32G X5MM ............ 171
PURE COMFORT PEN
NEEDLE/32G X4MM ............. 171
PURE COMFORT SAFETY PEN
NEEDLE 31G X5MM ............ 171
PURE COMFORT SAFETY PEN
NEEDLE 31G X6MM ............ 171
PURE COMFORT SAFETY PEN
NEEDLE 32G X4MM ............ 171
PURIXANSUSP ................... 67

PX EXTRA SHORT PEN NEEDLES
31GX6MM

PX INSULIN SYRINGE/U-
100/0.5ML/30G X 1/2"
PX LANCETS MICROTHIN 33G 147
PX LANCETS ULTRATHIN ..... 147

PX LANCETS ULTRA THIN 28G
147

PX MINI PEN NEEDLES 31GX5MM

171
PX PEN NEEDLE 29GX12MM ..171
PX PEN NEEDLE 31GX8MM ... 171

PYLERA (Use bismuth subcitrate
potassium-metronidazole-
tetracycline) ....................... 223

pyrazinamide
pyridostigmine bromide SOLN OR 65

pyridostigmine bromide TABS 30 MG

pyridostigmine bromide TBCR ..... 65
pyrimethamine
PYRUKYND TABS ................ 131

PYRUKYND TAPER PACK TBPK
131

QALSODY
QBRELIS SOLN

QC ADVANCED LANCING DEVICE

QC LANCETS SUPER THIN ....147

QC UNIFINE PENTIPS 32GX4MM
171

QC UNILET LANCETS 28G/ULTRA
THIN

QC UNILET LANCETS 33G/MICRO

QDOLO SOLN (Use tramadol hcl) .17

QELBREE10OMG .................. 3
QELBREE150 MG .................. 3
QELBREE 200MG .................. 3
QINLOCK ... 73
QNASL ... 198
QNASL CHILDRENS ............ 198
QTERN ... 43
QUADRACEL SUSP .............. 220
QUADRACEL SUSY .............. 220
QUALAQUIN CAPS (Use quinine
sulfate) ... 65
QUARTETTE (Use levonorgestrel-
ethinyl estradiol (91-day)) .......... 97
quazepam .............ooiieiinn.. 135

QUDEXY XR CS24 150 MG, 200 MG
(Use topiramate) ................... 36

QUDEXY XR CS24 25 MG, 50 MG,
100 MG (Use topiramate) .......... 36

QUESTRAN LIGHT POWD (Use
cholestyramine light) ............... 55

QUESTRAN PACK (Use
cholestyramine) .................... 55

QUESTRAN POWD (Use
cholestyramine) .................... 55

quetiapine fumarate TABS 150 MG
80

quetiapine fumarate TABS 200 MG
80

quetiapine fumarate TABS 25 MG, 50
MG, 100 MG, 200 MG, 300 MG, 400

quetiapine fumarate TB24 150 MG,

Index 80



quetiapine fumarate TB24 50 MG,
300 MG, 400 MG ................... 80

QUICKVUE AT-HOME COVID-19

TESTKIT o 113
QUILLICHEW ERCHER ............ 5
QUILLIVANT XRSRER ............. 5
quinaprilhel ...l 57

quinapril-hydrochlorothiazide ..... | 60
quinidine gluconate TBCR ......... 24
quinidine sulfate TABS ............. 24
quinine sulfate CAPS 324 MG ..... 65
QULIPTA
QUVIVIQ
QVAR REDIHALER 40 MCG/ACT 27
QVAR REDIHALER 80 MCG/ACT 27
RA E-ZJECT LANCETS 28G ....147

RA E-ZJECT LANCETS THIN 26G
147

RA E-ZJECT LANCETS THIN 28G
147

RA E-ZJECT LANCETS ULTRATHIN
30G

12" 171
RA INSULIN SYRINGE/U-
100/0.5ML/30G X 5/16" .......... 171
RA INSULIN SYRINGE/U-100/1
ML/30G X 5/16" .................. 171

RA PEN NEEDLES 31G X 5MM3/16"

RA PEN NEEDLES 31G X 8MM5/16"

..................................... 171
RABAVERT ...................... 227
rabeprazole sodium TBEC ....... 222

RADICAVA ORS STARTER KIT

SUSP ... 198
RADICAVAORS SUSP .......... 198
RADICAVASOLN ................ 198
RAGWITEKSUBL ................... 6
raloxifene hcl ..................... 119
ramelteon ........................ 136

ramipril CAPS 1.25 MG, 2.5 MG .. .57
ramipril CAPS 5 MG, 10 MG ....... 57

RANEXA TB12 1000 MG (Use
ranolazine) ................. ... 22

RANEXA TB12 500 MG (Use

ranolazine) ............... ... 22
ranolazine TB12 1000 MG ......... 22
ranolazine TB12500 MG .......... 22

RAPAFLO (Use silodosin) ....... 128
RAPAFLO 8 MG (Use silodosin) . 128

RAPAMUNE SOLN (Use sirolimus)
191

RAPAMUNE TABS 0.5 MG (Use
sirolimus) ......................l 191

RAPAMUNE TABS 1 MG (Use
sirolimus) ... 191

RAPAMUNE TABS 2 MG (Use
sirolimus) ... 191

rasagiline mesylate
RASUVO SOAJ 10 MG/0.2ML ....... 7
RASUVO SOAJ 12.5 MG/0.25ML .. .7

RASUVO SOAJ 15 MG/0.3ML ....... 7

RASUVO SOAJ 17.5 MG/0.35ML .. 7
RASUVO SOAJ 20 MG/0.4ML ...... 7
RASUVO SOAJ 22.5 MG/0.45ML .. 7
RASUVO SOAJ 25 MG/0.5ML ...... 7
RASUVO SOAJ 30 MG/0.6ML ...... 7
RASUVO SOAJ 7.5 MG/0.15ML ....7
RAVICTI

RAYA SURE PEN NEEDLE 29GX
12MM

RAYA SURE PEN NEEDLE 31GX

4MM

5MM

6MM

BMM ... 172
RAYALDEE ....................... 120
RAYOSTBEC ...................... 99
RAZADYNE ER CP24 (Use
galantamine hydrobromide) ...... 214
READYLANCE SAFETY
LANCETS/23G/1.8MM ........... 147
READYLANCE SAFETY
LANCETS/26G/1.8MM ........... 147
READYLANCE SAFETY
LANCETS/28G/1.8MM ........... 147
READYLANCE SAFETY
LANCETS/30G/1.6MM ........... 147
REBIF REBIDOSE SOAJ ........ 215

REBIF TITRATION PACK SOSY 215



REBINYN ...l 129
REBLOZYL ...t 133
RECARBRIO ...................... 62

acid) ... 118
RECOMBINATE SOLR ............ 129
RECOMBIVAX HB SUSP ........ 227
RECOMBIVAX HB SUSY ........ 227
RECORLEV ...l 117
RECTIV (Use nitroglycerin (intra-
anal)) ... 21
regadenoson ..................... 112
REGLAN TABS (Use
metoclopramide hel) .............. 124
REGONOL SOLN IV ............... 65
RELAFENDS ...................... 12
RELENZA DISKHALER ........... 86

RELEUKO SOLN 300 MCG/ML ..133

RELEUKO SOLN 480 MCG/1.6ML
133

RELEUKO SOSY 300 MCG/0.5ML
133

RELEUKO SOSY 480 MCG/0.8ML
133

RELEXXII TBCR (Use
methylphenidate hcl) ................ 5

RELEXXII TBCR18 MG ............. 5

RELEXXII TBCR 27 MG, 45 MG, 54
MG, 63 MG, 72MG .................. 5

RELEXXII TBCR36 MG ............. 5

RELION 2-IN-1 LANCET DEVICES
30G

RELION INSULIN SYRINGE

0.5ML/31G X 15/64" ............. 172
RELION INSULIN SYRINGE
1ML/31GX15/64" ................. 172
RELION INSULIN SYRINGE/U-
100/0.3ML/31G X 15/64" ......... 172
RELION INSULIN SYRINGE/U-
100/0.3ML/31G X 5/16" .......... 172
RELION INSULIN SYRINGE/U-
100/0.5ML/29G X 1/2" ........... 172
RELION INSULIN SYRINGE/U-
100/0.5ML/31G X 5/16" .......... 172
RELION INSULIN SYRINGE/U-
100/1ML/31G X 15/64" ........... 172
RELION INSULIN SYRINGE/U-
100/1ML/31G X 5/16" ............ 172

RELION KETONE TEST STRIPS

RELION LANCETS MICRO-

THIN33G ...l 147
RELION LANCETS THIN 26G ...147
RELION LANCETS ULTRA-

THIN30G ...l 147

RELION LANCING DEVICE KIT .147

RELION LANCING DEVICE MISC
147

RELION MINI PEN NEEDLES
31GX6MM

RELION PEN NEEDLES 29GX12MM

RELION PEN NEEDLES 31GX6MM
172

RELION PEN NEEDLES 31GX8MM
172

RELION PEN NEEDLES 32G X4MM

RELION PEN NEEDLES 32GX4MM
172

RELION PEN NEEDLES/31G X1/4" .
172

RELION SHORT PEN
NEEDLES31GX8MM

RELION TRUE METRIX AIR BLOOD
GLUCOSE METER/BLUETOOTH

RELION TRUE METRIX
BLOODGLUCOSE TEST STRIPS

RELION ULTRA THIN
LANCETS/30G

..................................... 147
RELION ULTRA THIN PLUS
LANCETS 32G ................... 147
RELION ULTRA THIN PLUS
LANCETS 33G ............c...... 147

RELISTOR SOLN 12 MG/0.6ML .126
RELISTOR SOLN 8 MG/0.4ML .. 126
RELISTORTABS ................. 126

RELPAX (Use eletriptan

hydrobromide) .................... 186
RELTONE CAPS ................. 124
RELYVRIO ...............ooa. 198

REMERON SOLTAB TBDP (Use
mirtazapinge) ........................ 39



REMERON TABS 15 MG, 30 MG

(Use mirtazapine) .................. 39
REMICADE ....................... 125
remifentanilhcl .................... 17
REMODULIN SOLNIJ ............. 92

RENAGEL (Use sevelamer hcl) . 126
RENFLEXIS

RENVELA PACK (Use sevelamer
carbonate) ...l 126

RENVELA TABS (Use sevelamer
carbonate) ......................... 127

repaglinide

REPATHA PUSHTRONEX SYSTEM

REPATHASOSY ................... 56
REPATHA SURECLICK SOAJ ....56

RESTASIS EMUL (Use cyclosporine
(ophth)) ..o 205

RESTASIS MULTIDOSE EMUL . 205

RESTORIL 15 MG, 30 MG (Use
temazepam) ....................... 135

RESTORIL 7.5 MG, 22.5 MG (Use

temazepam) ....................... 135
RETACRIT ..ot 133
RETEVMO40MG ................. 73
RETEVMO80MG ................. 73

RETIN-A CREA 0.025 %, 0.05 %
(Use tretinoin) ..................... 101

RETROVIR CAPS (Use zidovudine) .
83

RETROVIR IV INFUSION SOLN ..83

RETROVIR SYRP (Use zidovudine) .
83

Index 83

REUSABLE COMFORTSEAL
MASK/LARGE/AEROECLIPSE MISC

REUSABLE COMFORTSEAL
MASK/MEDIUM/AEROECLIPSE

REUSABLE COMFORTSEAL
MASK/SMALL/AEROECLIPSE MISC

REVATIO SOLN (Use sildenafil
citrate (pulmonary hypertension)) . 92

REVATIO SUSR (Use sildenafil
citrate (pulmonary hypertension)) . 92

REVATIO TABS (Use sildenafil

citrate (pulmonary hypertension)) . 92
REVCOVI ..., 120
REVLIMID ...t 189
REXULTI ..o 82

REYATAZ CAPS 200 MG, 300 MG

(Use atazanavir sulfate) ............ 83
REYATAZPACK ................... 83
REYVOW ..., 186

REZLIDHIA ... ... 73
REZUROCK ...................... 189
REZVOGLAR KWIKPEN .......... 48
REZZAYO ... 52
R-GENE10 ....................... 112

RHOGAM ULTRA-FILTERED PLUS

SOSYIM ..o 210
RHOPHYLAC SOSY J ........... 210
RHOPRESSA .................... 205
RIASTAP ... 129
ribavirin (hepatitis c) CAPS ........ 85

ribavirin (hepatitis c) TABS 200 MG

85

ribavirin ... 86
RIDAURA .. ... 10
rifabutin ... 65

RIFADIN SOLR (Use rifampin) .... 65

rifampin CAPS ................. ... 65
rifampin SOLR .....................| 65
RIGHTEST GD500 LANCING

DEVICEMISC .................... 147
RIGHTEST GL300 LANCETS ...147
RILUTEK TABS (Use riluzole) ....198
riluzole TABS ..................... 199

rimantadine hydrochloride TABS .. 86

RIMSO-50 ...........oooviiiiiit 128
rnger's ... 188
ringer's irrigation .................. 191
RINVOQ 15 MG, 30 MG ............! 6
RINVOQ45MG .......cciiiin, 7

RIOMET SOLN (Use metformin hcl) .
44

risedronate sodium TABS 150 MG
118

risedronate sodium TABS 30 MG 118
risedronate sodium TABS 35 MG 118
risedronate sodium TABS 5 MG ..118
risedronate sodium TBEC ........ 118

RISPERDAL CONSTA (Use
risperidone microspheres) ......... 79

RISPERDAL SOLN (Use risperidone)

RISPERDAL TABS 0.5 MG, 1 MG, 2
MG, 3 MG, 4 MG (Use risperidone)



79

risperidone microspheres ......... 79
risperidone SOLN .................. 79
risperidone TABS .................. 79

risperidone TBDP 0.25 MG, 0.5 MG,
1 MG, 2 MG, 4 MG

risperidone TBDP3 MG ............ 79

RITALIN LA CP24 10 MG, 20 MG, 40
MG (Use methylphenidate hcl) ...... 5

RITALIN LA CP24 30 MG (Use

methylphenidate hel) ................ 5
RITALIN TABS (Use

methylphenidate hel) ................ 5
RITEFLODEVI ...l 184
ritonavir TABS ...................... 83
rivastigmine ...................... 214

rivastigmine tartrate CAPS 1.5 MG,
A45MG,6MG ..................... 214

rivastigmine tartrate CAPS 3 MG 214

RIVFLOZASOLN ................. 128
RIVFLOZASOSY ................. 128
RIXUBISSOLR ...........c..eo.... 129
rizatriptan benzoate TABS ........ 186
rizatriptan benzoate TBDP ....... 186
ROBAXIN SOLN (Use
methocarbamol) ................... 197
ROBINUL FORTE TABS (Use
glycopyrrolate) .................... 221

ROBINUL TABS (Use glycopyrrolate)

ROCALTROL CAPS (Use calcitriol)
120

ROCALTROL SOLN OR (Use

calcitriol) ...l 120
ROCKLATAN ..ot 205
ROCTAVIAN ...l 129
rocuronium bromide SOLN ....... 201
roflumilast 250 MCG ............... 26
roflumilast 500 MCG ............... 26
ROLVEDON .............ooooeet. 133
romidepsin SOLR .................. 73

ropinirole hydrochloride TABS 0.25
MG, 1TMG,2MG ................... 77

ropinirole hydrochloride TABS 0.5
ropinirole hydrochloride TABS 3 MG .
77

ropinirole hydrochloride TABS 4 MG,

ropinirole hydrochloride TB24 ..... 77

ropivacaine hcl SOLN IJ .......... 138
rosuvastatin calcium TABS ........ 56
ROTARIXSUSP ..........cee.o. 227
ROTARIXSUSR .................. 227
ROTATEQSOLN ................. 227
ROWASA (Use mesalamine w/
cleanser) .................. 125
ROXICODONE TABS (Use
oxycodone hcl) ..................... 17
ROXYBOND TABA ................ 17

ROZEREM (Use ramelteon) ..... 136
ROZLYTREK CAPS 100 MG
ROZLYTREK CAPS 200 MG
ROZLYTREK PACK ................ 73

RUBRACA

RUCONEST .......ccoooiiiiie.t. 130
rufinamide SUSP ................... 37
rufinamide TABS ................... 37
RUKOBIA ... 83
RYALTRIS ...t 197
RYANODEX SUSR ............... 197
RYBELSUSTABS ................. 45
RYDAPT .. 73
RYKINDOSRER ................... 79
RYLAZE ..., 74
RYPLAZIM ...t 130
RYSTIGGO .........cccvvnnnnn. 189
RYTARYCPCR .................... 77
RYTHMOL SR CP12 (Use

propafenone hcl) ................... 24
S2 (Use racepinephrine hcl) ...... 30

SABRIL PACK (Use vigabatrin) ... .38
SABRIL TABS (Use vigabatrin) ....38

SAFE-T-LANCE LOW FLOW 25G
147

SAFE-T-LANCE NORMAL
FLOW21G

SAFE-T-LANCE PLUS
SAFETYLANCET HIGH FLOW ..148

SAFE-T-LANCE PLUS
SAFETYLANCET LOW FLOW ..148

SAFE-T-LANCE PLUS
SAFETYLANCET NORMAL FLOW
148

SAFETY LANCET 30G/PRESSURE

ACTIVATED ...................... 148
SAFETY LANCETS .............. 148
SAFETY LANCETS 21G ......... 148



SAFYRAL (Use drospirenone-ethinyl
estradiol-levomefolate calcium) ....97

SAIZENIJ5EMG ... 119
SALAGEN (Use pilocarpine hcl

(oral)) ..o 193
SALICYLICACID QINT ........... 110
salsalate ... 13
SALYCIMCREA .................. 110

SAMSCA TABS (Use tolvaptan) . 122

SANCUSOPTCH .................. 51
SANDIMMUNE CAPS (Use
cyclosporing) ...................... 191

SANDIMMUNE CAPS 100 MG (Use
cyclosporing) ...................... 191

SANDIMMUNE CAPS 25 MG (Use
cyclosporing) ...................... 191

SANDIMMUNE SOLN IV 50 MG/ML
(Use cyclosporing) ................ 191

SANDIMMUNE SOLNOR ........ 191

SANDOSTATIN LAR DEPOT KIT 10
MG,30MG ... 121

SANDOSTATIN LAR DEPOT KIT 10
MG,30MG ... 122

SANDOSTATIN LAR DEPOT KIT 20

SANDOSTATIN SOLN 50 MCG/ML,
100 MCG/ML, 500 MCG/ML (Use
octreotide acetate) ................ 122

Index 85

SANOFI COVID-19

VACCINE/ANTIGEN COMPONENT .

227
SAPHNELO

SAPHRIS (Use asenapine maleate) .
80

sapropterin dihydrochloride PACK
120

sapropterin dihydrochloride TABS
120

SAPS HEALTH CARE TWIST TOP
LANCETS

SAPS HEALTH PLUS TWIST TOP
LANCETS 30G ................... 148
SAPS HEALTH TWIST TOP
LANCETS 30G ................... 148

SAPSCARE TWIST TOP LANCETS

30G . 148
SARCLISA ... 68
SAVAYSA ... 31
SAVELLATABS .................. 214

SAVELLA TITRATION PACK MISC
214

saxagliptinhcl 25MG ............. 44
saxagliptin hcl 5MG ...............: 44

saxagliptin-metformin hcl 1000 MG-
25MG .. 43

saxagliptin-metformin hcl 1000 MG-5

MG, 500 MG-5MG ................. 43
SCEMBLIX20MG ................. 73
SCEMBLIX40MG ................. 73

scopolamine

SEASONIQUE (Use levonorgestrel-
ethinyl estradiol (91-day)) .......... 97

SECUADO

SECURESAFE SAFETY INSULIN
SYRINGES/U-100/0.5ML/29GX1/2" .
172

SECURESAFE SAFETY INSULIN
SYRINGES/U-100/1ML/29GX1/2"
172

SECURESAFE SAFETY PEN

NEEDLES/30G X 5/16" .......... 172
SEGLENTIS ..., 19
SEGLUROMET ................ ... 43

MISC .. 148
SELECT-OB CHEW .............. 195
SELECT-OB+DHA MISC ......... 195
selegiline hcl CAPS ................ 77

selegiline hcl TABS
selenium sulfide LOTN 2.5 % .... 104
SELZENTRY SOLN

SELZENTRY TABS (Use maraviroc) .
83

SELZENTRY TABS 150 MG (Use
MaraviroC) ............cooevvenn... 83

SELZENTRY TABS 25 MG, 75 MG,

300MG ... 83
SEMGLEE SOLN .................. 48
SEMGLEE SOPN .................. 48
SE-NATAL 19 CHEW ............. 195
SE-NATAL19TABS .............. 195
SENSIPAR 30 MG, 90 MG (Use

cinacalcethcl) ..................... 121

SENSIPAR 60 MG (Use cinacalcet

SENSORCAINE-



MPF/EPINEPHRINE SOLN
SEREVENT DISKUS

SEROQUEL TABS (Use quetiapine
fumarate) ........................... 80

SEROQUEL XR TB24 150 MG, 200
MG (Use quetiapine fumarate) .. ... 80

SEROQUEL XR TB24 50 MG, 300
MG, 400 MG (Use quetiapine
fumarate) ... 80

SEROSTIM SC 4 MG, 5 MG, 6 MG
119

CAPS ... 41
sevelamer carbonate PACK ...... 127
sevelamer carbonate TABS ...... 127
sevelamerhcl ................. 127
SEVENFACT ..o, 129
sevoflurane ................... 127
SFROWASAENEM .............. 125
SHINGRIX ........................ 227
SHOPKO AUTOLET LANCING
DEVICEMISC .................... 148
SHOPKO ON-THE-GO
COMFORTLANCETS 30G ....... 148

SHOPKO UNIFINE PENTIPS PEN
NEEDLES/MICRO/32GX4MM ...172

SHOPKO UNIFINE PENTIPS PEN
NEEDLES/MINI/31GX5MM ...... 172

SHOPKO UNIFINE PENTIPS PEN
NEEDLES/ORIGINAL/29GX12MM
172

SHOPKO UNIFINE PENTIPS PEN

NEEDLES/SHORT/31GX8MM .. 172

SHOPKO UNIFINE PENTIPS PLUS
PEN

NEEDLES/MICRO/REMOVR/32GX4
MM

SHOPKO UNIFINE PENTIPS PLUS
PEN
NEEDLES/MINI/REMOVER/31GX5M

SHOPKO UNIFINE PENTIPS PLUS
PEN
NEEDLES/REMOVER/29GX12MM .
173

SHOPKO UNIFINE PENTIPS PLUS
PEN
NEEDLES/SHORT/REMOVR/31GX8

MM 173
SHOPKO UNILET LANCETS
SUPERTHIN30G ............... 148

THIN28G ..., 148
SIGNIFOR ........................ 122
SIGNIFORLAR .................. 122
SIKLOSTABS ................. 132
sildenafil citrate (pulmonary

hypertension) SOLN ............... 92
sildenafil citrate (pulmonary

hypertension) SUSR ............... 92
sildenafil citrate (pulmonary

hypertension) TABS ................ 92

SILENOR (Use doxepin hcl (sleep)) .
135

SILIQ ... 103
silodosin ... 128
SILVADENE (Use silver

sulfadiazine) ....................... 105

SILVER NITRATE SOLN 0.5 % ..105

DEVICEMISC ................ ... 148
SIMPLE SYRUP ................. 212
SIMPONIARIASOLN ............... 9
SIMPONI SOAJ 100 MG/ML ........ 9

SIMPONI SOSY 100 MG/ML ........ 10
SIMPONI SOSY 50 MG/0.5ML ...... 9
simvastatin TABS 10 MG, 20 MG . 56
simvastatin TABS 40 MG
simvastatin TABS 5 MG, 80 MG ...56

SINEMET TABS 100 MG-10 MG,
100 MG-25 MG (Use carbidopa-
levodopa) ............oooiiii 77

SINGULAIR CHEW (Use
montelukast sodium) ............... 26

SINGULAIR PACK (Use montelukast

sodium) ... 26
SINGULAIR TABS (Use montelukast
sodium) ..o 26
sirolimus SOLN ................... 191
sirolimus TABS0.5MG ........... 191
sirolimus TABS1 MG ............. 191
sirolimus TABS2MG ............. 191
SIRTURO100MG ................. 65
SIRTURO20MG ... 65
SITAGLIPTIN ... 44
SITAVIGTABSBU ................. 86
SIVEXTROSOLR .................. 63
SIVEXTROTABS .................. 63



SKLICE (Use ivermectin

(pediculicide)) ..................... 111
SKYCLARYS ... .o 199
SKYLA . 98
SKYRIZIPEN SOAJ .............. 103

SKYRIZI SOCT 180 MG/1.2ML .. 125

SKYRIZI SOCT 360 MG/2.4ML .. 125

SKYRIZISOLN ................ .. 126
SKYRIZI SOSY ................... 103
SKYTROFA .. ..., 119
SLYND ... 98

SM MICRO THIN LANCETS 33G
148

SMART DIABETES VANTAGE
LANCING DEVICEMISC ......... 148
SMARTEST LANCETS 28G ..... 148
SODIUM ACETATE SOLN (Use
sodium acetate) ................... 186
sodium acetate SOLN ............ 186
SODIUM BENZOATE ............ 212

sodium chloride (gu irrigant) 0.9 %
127

sodium chloride (inhalant) NEBU 0.9
%, 3 %, 10 %

sodium chloride (inhalant) NEBU 7 %

..... 189

sodium chloride SOLN |V 0.45 %, 0.9
%, 3 %, 4 MEQ/ML, 5 %

sodium citrate & citric acid

SODIUM DIURIL (Use chlorothiazide

Index 87

sodium) ... 117

SODIUM EDECRIN (Use
ethacrynate sodium) .............. 116

sodium fluoride (dental) CREA ...193
sodium fluoride (dental) GEL ..... 193

sodium fluoride (dental) PSTE DT
193

sodium fluoride (dental) SOLN 0.2 %
193

sodium fluoride CHEW 0.25 MG, 0.5

sodium fluoride SOLN 0.5 MG/ML
188

sodium fluoride-potassium nitrate

SODIUM OXYBATE SOLN ....... 212
sodium phenylbutyrate POWD ...121
sodium phenylbutyrate TABS .... 121

sodium phosphates (sodium
phosphate dibasic & monobasic) 142
MG/ML-276 MG/ML ............... 189

sodium polystyrene sulfonate POWD
192

sodium polystyrene sulfonate SUSP
OR15GM/60OML .................. 192

sodium sulfate-potassium sulfate-
magnesium sulfate

SOFIA2 FLU/SARS ANTIGEN FIA
113

SOFOSBUVIR/VELPATASVIR TABS

SOGROYA
SOHONOS 1 MG, 1.5 MG, 5 MG 197

SOHONOS 10 MG

SOHONOS 2.5 MG

solifenacin succinate TABS 10 MG
223

solifenacin succinate TABS 5 MG
223

SOLIQUA 100/33

SOLODYN TB24 55 MG, 65 MG, 105
MG, 115 MG (Use minocycline hcl)
219

SOLOSEC ..., 6
SOLTAMOX SOLN ................| 69
SOLU-CORTEF ................... 99
SOLU-MEDROL (Use

methylprednisolone sod succ) ..... 99
SOLU-MEDROL ................... 99

SOLUS V2 LANCING DEVICE MISC
148

SOLUS V2 PRESSURE ACTIVATED
SAFETY LANCETS 28G

SOLUS V2 TWIST LANCETS 30G
148

SOMA TABS 250 MG (Use
carisoprodol) ...................... 197

SOMA TABS 350 MG (Use
carisoprodol) ...................... 197

SOMATULINE DEPOT 120
MG/OSML ... 122

SOMATULINE DEPOT 60 MG/0.2ML

..................................... 122
SOMAVERT ..............ccoiee 118
sorafenib tosylate .................. 73
SORBITOL3 % ..covvvvvnnnn 127



SORBITOL/MANNITOL IRRIGATION

..................................... 128
SORILUXFOAM .................. 104
sotalol hcl (afib/afl) 1220 MG ........ 88
sotalol hcl (afib/afl) 160 MG ........ 88
sotalol hcl (afib/afl) 80 MG ......... 88
sotalol hcl TABS 120 MG .......... 88
sotalol hcl TABS 160 MG .......... 88
sotalol hcl TABS 240 MG ........... 88
sotalol hcl TABS 80 MG ............ 88
SOTYKTU ..o, 104
SOTYLIZESOLNOR .............. 88
SOVALDI PACK 150 MG .......... 85
SOVALDI PACK200 MG .......... 85
SOVALDITABS ..., 85
SOVALDITABS ..., 86
SOVUNA ... 65

SPEEDY SWAB RAPID COVID-19

ANTIGEN SELF-TESTKIT ....... 113
SPEVIGOSOLN .................. 104
SPIKEVAX COVID-19 VACCINE
SUSP ... 227
SPIKEVAX COVID-19
VACCINE/2023-24 SUSP ........ 227
SPIKEVAX COVID-19
VACCINE/2023-24 SUSY ........ 227
spinosad ...l 111
SPINRAZA ..., 201

SPIRIVA HANDIHALER CAPS (Use
tiotropium bromide monohydrate) . 26

SPIRIVA RESPIMAT AERS 1.25
MCG/ACT ... 26

SPIRIVA RESPIMAT AERS 2.5
MCG/ACT ... 26

spironolactone & hydrochlorothiazide

spironolactone SUSP ............. 116
spironolactone TABS ............. 116
SPORANOX CAPS (Use

itraconazole) ........................ 53

SPORANOX PULSEPAK CAPS (Use
itraconazole) ........................ 53

SPORANOX SOLN (Use

itraconazole) ........................ 53
SPRAVATO 56MG DOSE ......... 40
SPRAVATO 84MG DOSE ......... 40
SPRITAMTB3D .........vvvvven... 37

SPRYCEL 20 MG, 50 MG ......... 73

SPRYCEL 70 MG, 80 MG, 100 MG,

SSKI SOLN (Use potassium iodide
(expectorant)) ..................... 100

STALEVO 100 (Use carbidopa-
levodopa-entacapone) ............. 77

STALEVO 125 (Use carbidopa-
levodopa-entacapone) ............. 77

STALEVO 150 (Use carbidopa-
levodopa-entacapone) ............. 77

STALEVO 200 (Use carbidopa-
levodopa-entacapone) ............. 77

STALEVO 50 (Use carbidopa-

levodopa-entacapone) ............. 77
STALEVO 75 (Use carbidopa-

levodopa-entacapone) ............. 77
STAMARILSUSR ................ 227

STEGLATRO .............oa... 49
STEGLUJAN ......................43
STELARA 130 MG/26ML ......... 126

STELARA SOLN 45 MG/0.5ML ..104
STELARA SOSY 45 MG/0.5ML ..104
STELARA SOSY 90 MG/ML ..... 104
STERILANCE PAMISC .......... 148
STERILANCE TL

STERILE DILUENT FOR
REMODULIN (Use glycine diluent)
212

STIMUFEND ..................... 133
STIOLTO RESPIMAT ............. 30
STIVARGA ... 73

STRATTERA 10 MG, 18 MG, 25 MG,
40 MG, 60 MG (Use atomoxetine hcl)

........................................ 3
STRATTERA 80 MG, 100 MG (Use

atomoxetine hcl) ..................... 3
STRENSIQ .........cooiiiiiiii 121
streptomycin sulfate SOLR .......... 6
STRIBILD ... 83
STRIVERDI RESPIMAT ........... 30

STROMECTOL (Use ivermectin) . 22

SUBLOCADE SOSY 100 MG/0.5ML .
19

SUBLOCADE SOSY 300 MG/1.5ML .
19

SUBOXONE FILM SL 0.5 MG-2 MG,
1 MG-4 MG (Use buprenorphine hcl-
naloxone hcl dihydrate) ............ 20

SUBOXONE FILM SL 2 MG-8 MG
(Use buprenorphine hcl-naloxone hcl
dihydrate) ........................... 20



SUBOXONE FILM SL 3 MG-12 MG
(Use buprenorphine hcl-naloxone hcl
dihydrate) ...l 19

SUBOXONE FILM SL 3 MG-12 MG
(Use buprenorphine hcl-naloxone hcl

dihydrate) ...l 20
SUCRAID ... 115
SUCRALFATEPOWD ............ 221
sucralfate SUSP .................. 221
sucralfate TABS .................. 221

SUFENTANIL CITRATE SOLN IV 50
MCG/ML (Use sufentanil citrate) .. 17

sufentanil citrate SOLN [V 50
MCG/ML ... 17

SUFLAVE

SULAR 8.5 MG, 17 MG, 34 MG (Use
nisoldiping) ............... .. ... 90

sulfacetamide sodium (acne) ....101

sulfacetamide sodium (ophth) OINT
204

sulfacetamide sodium (ophth) SOLN .
204

sulfacetamide sodium w/ sulfur
CREA10%-5% .................. 101

sulfacetamide sodium w/ sulfur LIQD
10 %-2 %, 9 %-4 %, 9 %-4.5 % .. 101

sulfacetamide sodium w/ sulfur SUSP
8%-4% ... 101

sulfamethoxazole-trimethoprim TABS
...................................... 61
SULFAMYLON CREA ............ 105
SULFAMYLON PACK 5 % (Use

mafenide acetate) ................. 105
SULFASALAZINE POWD ........ 126
sulfasalazine TABS ............... 126
sulfasalazine TBEC ............... 126
sulindac TABS ..................... 12

SUMADAN WASH LIQD (Use
sulfacetamide sodium w/ sulfur) ..101

sumatriptan
sumatriptan succinate SOAJ ..... 186
sumatriptan succinate SOCT ..... 186

sumatriptan succinate SOLN 6
MG/OBML ...l 186

sumatriptan succinate TABS ..... 186

sumatriptan-naproxen sodium ...185
sunitinib malate .................... 73
SUNLENCASOLN ................. 83
SUNLENCATBPK ................. 83
SUNOSI ... 3

SUPRANE (Use desflurane) ..... 127

SUPREP BOWEL PREP KIT (Use
sodium sulfate-potassium sulfate-
magnesium sulfate) ............... 136

SUPREP BOWEL PREP KIT (Use
sodium sulfate-potassium sulfate-
magnesium sulfate) ............... 137

SURE COMFORT AUTOKEEPER
SAFETY PEN NEEDLES 31GX1/4" .
173

SURE COMFORT AUTOKEEPER
SAFETY PEN NEEDLES 32GX5/32"

173

SURE COMFORT INSULIN
SYRINGE/U-100/0.3ML/29G X 1/2" .
173

SURE COMFORT INSULIN
SYRINGE/U-100/0.3ML/30G X 1/2" .
173

SURE COMFORT INSULIN
SYRINGE/U-100/0.3ML/30G X 5/16"

SURE COMFORT INSULIN
SYRINGE/U-100/0.3ML/31G X 5/16 .
173

SURE COMFORT INSULIN
SYRINGE/U-100/0.3ML/31G X 5/16"

SURE COMFORT INSULIN
SYRINGE/U-100/0.3ML/31GX1/4"
173

SURE COMFORT INSULIN
SYRINGE/U-100/0.5ML/28G X 1/2" .
173

SURE COMFORT INSULIN
SYRINGE/U-100/0.5ML/29G X 1/2" .
173

SURE COMFORT INSULIN
SYRINGE/U-100/0.5ML/30G X 1/2" .
173

SURE COMFORT INSULIN
SYRINGE/U-100/0.5ML/30G X 5/16"

SURE COMFORT INSULIN
SYRINGE/U-100/0.5ML/31G X 5/16 .
173

SURE COMFORT INSULIN
SYRINGE/U-100/1ML/28G X 1/2"
173

SURE COMFORT INSULIN
SYRINGE/U-100/1ML/29G X 1/2"



173

SURE COMFORT INSULIN
SYRINGE/U-100/1ML/30G X 1/2"
173

SURE COMFORT INSULIN

SYRINGE/U-100/1ML/30G X 5/16"

173

SURE COMFORT INSULIN

SYRINGE/U-100/1ML/31G X 5/16"

173

SURE COMFORT INSULIN
SYRINGES/0.5ML/31G X 6MM

SURE COMFORT INSULIN

.A73

SYRINGES/U-100/1ML/31GX6MM

173

SURE COMFORT LANCETS 18G
148

SURE COMFORT LANCETS 21G
148

SURE COMFORT LANCETS 23G
148

SURE COMFORT LANCETS 28G
148

SURE COMFORT LANCETS 30G
148

SURE COMFORT LANCING PEN

SURE COMFORT PEN
NEEDLES29GX1/2" 12.7MM ...

SURE COMFORT PEN
NEEDLES30GX5/16" SHORT ...

SURE COMFORT PEN
NEEDLES31GX3/16" (5MM) ....

SURE COMFORT PEN
NEEDLES31GX5/16" (8MM) ....

SURE COMFORT PEN
NEEDLES32GX5/32" (4MM) ....

A73

173

173

173

173

SURE COMFORT PEN

NEEDLES32GX5/32" ............ 173
SURE COMFORT PEN
NEEDLES32GX6MM ............ 173

SUSTIVA CAPS (Use efavirenz) .. 83
SUSTIVA TABS (Use efavirenz) ...83
SUSTOL PRSY

SUTAB ...,

SUTENT (Use sunitinib malate) ...73

SYMBICORT 160 MCG/ACT-4.5
MCG/ACT (Use budesonide-
formoterol fumarate dihydrate)

SYMBICORT 80 MCG/ACT-4.5
MCG/ACT (Use budesonide-
formoterol fumarate dihydrate)

SYMBYAX 25 MG-3 MG, 25 MG-6
MG (Use olanzapine-fluoxetine hcl)
214

SYMDEKO 150 MG-100 MG ..... 217
SYMDEKO 75 MG-50 MG

SYMFI (Use efavirenz-lamivudine-
tenofovir disoproxil fumarate)

SYMFI LO (Use efavirenz-
lamivudine-tenofovir disoproxil
fumarate)

SYMLINPEN 120 SOPN
SYMLINPEN 60 SOPN
SYMPAZAN FILM
SYMPROIC
SYMTUZA

SYNAGIS SOLN 100 MG/ML .... 210
SYNAGIS SOLN 50 MG/0.5ML .. 210

SYNALAR CREA (Use fluocinolone
acetonide)

SYNALAR CREAM KIT

SYNALAR OINT (Use fluocinolone
acetonide)

SYNALAR OINTMENT KIT

acetonide) ...l 108
SYNALARTS ..., 108
SYNAREL .......ccooviiiiiinn... 119
SYNDROSSOLN .................. 51
SYNJARDY TABS ........c.evn... 43

SYNJARDY XR TB24 1000 MG-10
MG, 1000 MG-12.5 MG, 1000 MG-5

MG .o 43
SYNRIBO ....................... 75
SYNTHROID TABS (Use

levothyroxine sodium) ............ 220
SYPRINE (Use trientine hcl) ..... 189
SYRPALTASYRP .......cc....... 212
SYRUP VEHICLE SYRP ......... 212
TABRECTA ..., 73

TACLONEX OINT (Use calcipotriene-
betamethasone dipropionate) .... 108

TACLONEX SUSP (Use
calcipotriene-betamethasone
dipropionate)

tacrolimus (topical) OINT 0.03 % .110

tacrolimus (topical) OINT 0.1 % ..110

tacrolimus CAPS05MG ......... 191
tacrolimus CAPS 1 MG ........... 191
tacrolimus CAPS5MG ........... 191

tadalafil (pulmonary hypertension)

Index 90



TABS ... 93
tadalafil 5MG ....................0 91
TADLIQSUSP ..., 93
TAFINLAR CAPS .................. 73
TAFINLARTBSO ... 74
tafluprost ...l 209

TAGAMET HB 200 TABS (Use

cimetidine) ....................... 221
TAGAMET HB TABS (Use

cimetidine) ....................... 221
TAGRISSO ... 68
TAKHZYRO SOLN ................ 130

TAKHZYRO SOSY 150 MG/ML ..130

TAKHZYRO SOSY 300 MG/2ML 130

TALICIA ... .. 223
TALTZSOAJ ... 104
TALTZSOSY ..., 104

TALZENNA 0.1 MG, 0.35 MG, 0.5
MG, 0.75 MG, 1T MG ................ 74

TALZENNA 0.25 MG

TAMIFLU CAPS 30 MG, 45 MG (Use
oseltamivir phosphate) ............. 86

TAMIFLU CAPS 75 MG (Use
oseltamivir phosphate) ............. 86

TAMIFLU SUSR (Use oseltamivir
phosphate) ......................... 86

tamoxifen citrate TABS ............| 69
tamsulosin hcl
TARCEVA (Use erlotinib hel) ... . | 68

TARGRETIN (Use bexarotene
(topical)) ..o 103

TARGRETIN (Use bexarotene) ...75

Index 91

TARON-CDHA ................... 195
TARPEYOCPDR .................. 99
TASCENSO ODT ................ 215
TASIGNA .. ... 74
tasimelteon CAPS ................ 136
TASMAR (Use tolcapone) ......... 76
tavaborole ..................ol 102
TAVALISSE ...l 130
TAVNEOS ..., 130

TAZORAC CREA (Use tazarotene)
104

TAZORAC GEL (Use tazarotene)
104

TAZVERIK
TDVAXSUSP ... 220

TECFIDERA CPDR 120 MG (Use
dimethyl fumarate) ................ 216

TECFIDERA CPDR 240 MG (Use
dimethyl fumarate) ................ 216

TECFIDERA STARTER PACK CDPK
(Use dimethyl fumarate) .......... 215

TECHLITE INSULIN SYRINGEU-
100/0.3ML/30G X 5/16"

TECHLITE INSULIN SYRINGEU-
100/0.3ML/31G X 15/64"

TECHLITE INSULIN SYRINGEU-
100/0.3ML/31G X 5/16"

TECHLITE INSULIN SYRINGEU-
100/0.5ML/30G X 1/2"

TECHLITE INSULIN SYRINGEU-

100/0.5ML/30G X 5/16" .......... 174
TECHLITE INSULIN SYRINGEU-
100/0.5ML/31G X 15/64" ......... 174
TECHLITE INSULIN SYRINGEU-
100/0.5ML/31G X 5/16" .......... 174
TECHLITE INSULIN SYRINGEU-
100/1ML/29G X 1/2" ............. 174
TECHLITE INSULIN SYRINGEU-
100/1ML/30G X 1/2" ............. 174
TECHLITE INSULIN SYRINGEU-
100/1ML/31G X 15/64" ........... 174
TECHLITE INSULIN SYRINGEU-
100/1ML/31G X 5/16" ............ 174
TECHLITE LANCETS ............ 148

TECHLITE PEN NEEDLES/31GX
8MM

TECHLITE PEN NEEDLES/32GX

6MM 174
TECHLITE PLUS PEN
NEEDLES32G X4MM ........... 174
TEFLARO ...............iil.. 94
TEGRETOL SUSP (Use
carbamazeping) .................... 37
TEGRETOL TABS (Use
carbamazepine) .................... 37
TEGRETOL-XR TB12 100 MG, 200
MG (Use carbamazepine) .......... 37

TEGRETOL-XR TB12 400 MG (Use
carbamazepine) .................... 37

TEGSEDI

TEKTURNA (Use aliskiren fumarate)

TEKTURNA HCT 12.5 MG-300 MG,
25 MG-300 MG



telmisartan 20 MG .................. 58

telmisartan 40 MG .................. 58
telmisartan 80 MG .................. 58
telmisartan-amlodipine ............ 60
telmisartan-hydrochlorothiazide ...60
temazepam 15 MG, 30 MG ....... 135

temazepam 7.5 MG, 22.5 MG ....135

TEMODAR CAPS 100 MG, 140 MG,
180 MG, 250 MG (Use
temozolomide) .....................! 66

TEMOVATE CREA (Use clobetasol
propionate) ...............oiin.. 108

TEMOVATE OINT (Use clobetasol
propionate) ........................ 108

temozolomide CAPS ............... 66
temsirolimus
TENIVAC INJ

tenofovir disoproxil fumarate TABS
84

TENORETIC 100 (Use atenolol &
chlorthalidone) .....................| 60

TENORETIC 50 (Use atenolol &
chlorthalidone) .....................| 60

TENORMIN TABS 100 MG (Use
atenolol) ............................ 87

TENORMIN TABS 25 MG (Use
atenolol) ... 87

TENORMIN TABS 50 MG (Use

atenolol) ... 87
TEPADINA (Use thiotepa) ........! 66
TEPEZZA ... .. ...l 119
TEPMETKO ...l 74
terazosinhcl 1TMG ................. 59

terazosin hcl 10 MG

terazosin hcl 2 MG

terazosin hcl 5 MG

terbinafine hcl TABS ............... 52
terbutaline sulfate SOLN ........... 30
terbutaline sulfate TABS ........... 30

terconazole vaginal CREA ....... 228
terconazole vaginal SUPP ........ 228
teriflunomide
teriparatide (recombinant) SOPN 118
TERIPARATIDE SOPN

TESTIM GEL TD (Use testosterone) .
20

testosterone cypionate SOLN IM ..20
testosterone enanthate SOLN IM ..20

testosterone GEL TD 1 %, 50

MG/BGM ... 20
testosterone GEL TD 1.62 %, 25
MG/2.5GM, 40.5 MG/2.5GM ....... 20
testosterone GEL TD 10 MG/ACT .21
testosterone GEL TD 20.25
MG/1.25GM ........................ 20
TESTOSTERONE MICRONIZED
(SOY)POWD ... 95

TESTOSTERONE MICRONIZED

TESTOSTERONE MICRONIZED

SOYPOWD ..., 95
TESTOSTERONE MICRONIZED

YAMCRYS ... 95
TESTOSTERONE POWD ......... 96

TESTOSTERONE PROPIONATE 96

testosterone SOLN

TETANUS/DIPHTHERIA TOXOIDS-
ADSORBED ADULT SUSP ...... 220

tetrabenazine ............. ... ... 214
tetracaine hcl (ophth) ............ 205
TETRACYCLINEHCL ........... 101
tetracycline hcl CAPS ............. 219

TETRACYCLINE HYDROCHLORID

TABS ... 219
TEXACORT SOLN25% ......... 108
TEZSPIRE SOAJ .................. 25
TEZSPIRE SOSY ........ccvvnnn.. 25
THALITONE ...................... 117
THALOMID ...t 189
THAM .. 187
THEO-24CP24 .................... 30
theophylline ELIX ................... 30
theophylline SOLN ................. 30
theophylline TB12 .................. 30
theophylline TB24 .................. 30
THIAMINE HCL POWD ........... 229
THICK-IT#2 POWD .............. 211

THIOLA EC TBEC (Use tiopronin)
128

THIOLA TABS (Use tiopronin) ....128

thioridazine hel ..................... 81
thiotepa .............. ... 66
thiothixene ........................ 82
THROMBATE Il ................. 130



THROMBIN-JMI DILUENT SOLR
134

THROMBIN-JMI EPISTAXIS KIT 134

THROMBIN-JMI SYRINGE SPRAY
KITKIT .o 134

THROMBIN-JMI W/DIL
SPRAYPUMP ACTUATORKIT ..134

THYMOGLOBULIN .............. 191
THYQUIDITY SOLNOR .......... 220
tiagabinehcl ....................... 38

TIAZAC 120 MG (Use diltiazem hcl
extended release beads) ........... 90

TIAZAC 180 MG (Use diltiazem hcl
extended release beads) ........... 90

TIAZAC 240 MG (Use diltiazem hcl
extended release beads) ........... 90

TIAZAC 300 MG, 360 MG, 420 MG
(Use diltiazem hcl extended release

beads) ... 90
TIBSOVO ... 74
TICOVAC ... 227
TIGANSOLN ... 51
tigecycline ........................ 218
TIGECYCLINE ................... 218
TIGLUTIKSUSP .................. 199
TIKOSYN (Use dofetilide) ......... 25

TIKOSYN 500 MCG (Use dofetilide) .
25

timolol maleate (ophth) SOLG ....203

timolol maleate (ophth) SOLN 0.5 % .
203

timolol maleate (ophth) SOLN ....203

timolol maleate TABS .............. 88

Index 93

TIMOPTIC OCUDOSE SOLN (Use
timolol maleate (ophth)) .......... 203

TIMOPTIC SOLN (Use timolol
maleate (ophth)) .................. 203

TIMOPTIC-XE SOLG (Use timolol
maleate (ophth)) .................. 203

TINACTIN CREA (Use tolnaftate)
102

tinidazole .............. ...l 61
tiopronin TABS .................... 128
tiopronin TBEC .................... 128
tiotropium bromide monohydrate

CAPS ... 26

tirofiban hcl in sodium chloride ...131

TIROSINT CAPS (Use levothyroxine

sodium) ... 220
TIROSINTCAPS ................. 220
TIROSINT-SOL SOLNOR ........ 220
TIVDAK ... 68
TIVICAYPDTBSO ...t 84
TIVICAYTABS ..., 84
tizanidine hcl CAPS ............... 197
tizanidine hcl TABS ............... 197
TLANDOCAPS ... 21
TOBI NEBU (Use tobramycin) ...... 6

TOBI PODHALER CAPS ............ 6

TOBRADEX OINT ................ 206

dexamethasone) .................. 206
tobramycin (ophth) SOLN ........ 204
tobramycin NEBU ................... | 6

TOBRAMYCIN SULFATE POWD .. 6

tobramycin sulfate SOLN IJ ......... 6
tobramycin sulfate SOLR ............ 6
tobramycin-dexamethasone SUSP
207

TOBREXOINT ...l 205
TODAYS HEALTH ADVANCED
LANCING DEVICEMISC ......... 148
TODAYS HEALTH MINI PEN
NEEDLES 31G X 1/4" ............ 174
TODAYS HEALTH ORIGINAL PEN
NEEDLES 29G X 1/2" ............ 174
TODAYS HEALTH SHORT PEN
NEEDLES 31G X 5/16" .......... 174
TODAYS HEALTH SUPER
THINLANCETS 30G ............. 148
TODAYS HEALTH ULTRA
THINLANCETS 28G ............. 148
tolcapone ...l 76
tolmetin sodium CAPS ............. 12

tolnaftate CREA ................... 102
TOLSURACAPS ................... 53
tolterodine tartrate CP24 ......... 223
tolterodine tartrate TABS ......... 223
tolvaptan TABS ................... 122

TOPAMAX SPRINKLE CPSP (Use
topiramate) ...l 37

TOPAMAX TABS 200 MG (Use
topiramate) ......................... 37

TOPAMAX TABS 25 MG, 50 MG,
100 MG (Use topiramate) .......... 37

TOPCARE CLICKFINE UNIVERSAL
PEN EEDLES 31GX1/4"



TOPCARE CLICKFINE UNIVERSAL
PEN EEDLES 31GX5/16"

TOPCARE LANCETS MICRO-THIN
33G

TOPCARE ULTRA COMFORT
INSULIN SYRINGE/0.3ML/30G X
5/16"

TOPCARE ULTRA COMFORT
INSULIN SYRINGE/0.3ML/31G X

TOPCARE ULTRA COMFORT
INSULIN SYRINGE/0.5ML/30G X

TOPCARE ULTRA COMFORT
INSULIN SYRINGE/0.5ML/31G X
5/16"

TOPCARE ULTRA COMFORT
INSULIN SYRINGE/1ML/30G X 5/16"

TOPCARE ULTRA COMFORT
INSULIN SYRINGE/1ML/31G X 5/16"

..................................... 174
TOPCARE ULTRA COMFORT
INSULIN SYRINGE/U-
100/0.3ML/29G X 1/2" ........... 174
TOPCARE ULTRA COMFORT
INSULIN SYRINGE/U-
100/0.5ML/29G X 1/2" ........... 174

TOPCARE ULTRA COMFORT
INSULIN SYRINGE/U-100/1ML/29G

XA2" 175
TOPICORT CREA 0.05 % (Use
desoximetasone) .................. 108
TOPICORT CREA 0.25 % (Use
desoximetasone) .................. 108
TOPICORT GEL (Use
desoximetasone) .................. 108

TOPICORT LIQD (Use

desoximetasone)

TOPICORT OINT (Use

desoximetasone) .................. 108
TOPIRAMATE .............ooon... 96
topiramate CP24 200 MG .......... 37
topiramate CP24 25 MG, 50 MG, 100
MG . 37
topiramate CPSP ................... 37

topiramate CS24 150 MG, 200 MG
37

topiramate CS24 25 MG, 50 MG, 100

topiramate TABS 200 MG .......... 37

topiramate TABS 25 MG, 50 MG, 100

TOPOTECAN HCL SOLN (Use

topotecanhcl) ...................... 75
topotecan hcl SOLN ................ 75
topotecan hcl SOLR ................ 75

TOPROL XL TB24 100 MG, 200 MG
(Use metoprolol succinate)

TOPROL XL TB24 25 MG, 50 MG
(Use metoprolol succinate)

toremifene citrate
TORISEL (Use temsirolimus)

torsemide TABS 100 MG

TOUJEO MAX SOLOSTAR SOPN
48

TOUJEO SOLOSTAR SOPN

TOVIAZ 4 MG (Use fesoterodine
fumarate)

TOVIAZ 8 MG (Use fesoterodine
fumarate) ........................ 224

TPN ELECTROLYTES CONC ... 188

TRACLEER TABS (Use bosentan)
92

TRACLEER TBSO
TRADJENTA ......................44

tramadol hcl CP24 100 MG, 200 MG,

tramadol hcl TABS 25 MG, 100 MG
17

tramadol hcl TABS50 MG ......... 17
tramadol hcl TB24 .................. 17
TRAMADOL HYDROCHLORIDE
SOLN (Use tramadol hel) .......... 17
tramadol-acetaminophen .......... 19
trandolapril ......................... 57
trandolapril-verapamil hcl ......... ¥ 60
tranexamic acid SOLN 1000
MG/MOML ..o 134
tranexamic acid TABS ............ 134

TRANEXAMIC ACID/SODIUM
CHLORIDE (Use tranexamic acid-
sodium chloride) .................. 134

tranexamic acid-sodium chloride 134

TRANSDERM-SCOP (Use
scopolamine)

TRANXENE T TABS 7.5 MG (Use
clorazepate dipotassium)

tranylcypromine sulfate

TRAVATAN Z SOLN (Use travoprost)



travoprost SOLN .................. 209
TRAZIMERA ....................... 68
trazodone hcl TABS 300 MG ...... 41

150MG .o 41
TREANDA SOLR (Use

bendamustine hel) .................| 66
TRECATOR ..........coooiiiinnn. 65
TRELEGY ELLIPTA ............... 30
TRELSTAR MIXJECT ............. 69
TREMFYASOPN ................. 104
TREMFYASOSY ...ttt 104
treprostinil SOLN IJ ................ 92

TRESIBA FLEXTOUCH SOPN 100
UNIT/ML ... 48

TRESIBA FLEXTOUCH SOPN 200

UNIT/ML ..o 48
TRESIBASOLN ...l 48
tretinoin (chemotherapy) .......... 75

tretinoin CREA 0.025 %, 0.05 % . 101
TRETTEN

TREXALL TABS 5 MG, 7.5 MG, 10
MG, 15MG ... 67

TREXIMET (Use sumatriptan-
naproxen sodium) ................. 185

TRIAMCINOLONE
triamcinolone acetonide (mouth) 193

triamcinolone acetonide (topical)

triamcinolone acetonide (topical)
OINT 0.025 %, 0.1 %,05% ..... 109

triamcinolone acetonide (topical)
OINTO0.05% ... 109

TRIAMCINOLONE ACETONIDE

triamcinolone acetonide SUSP 40
MG/ML, 400 MG/10ML ............. 99

TRIAMCINOLONE
ACETONIDEUSP, MICRONIZED

TRIAMCINOLONEUSP,
MICRONIZED

triamterene & hydrochlorothiazide
CAPS 25 MG-37.5 MG

triamterene & hydrochlorothiazide

TABS ... .. 116
triamterene CAPS ................ 116
triamterene CAPS ................ 117
triazolam ... 136
TRIBENZOR (Use olmesartan
medoxomil-amlodipine-
hydrochlorothiazide) ............... 60

TRIBENZOR 25 MG-10 MG-40 MG
(Use olmesartan medoxomil-
amlodipine-hydrochlorothiazide) ...60

TRICARETABS .................. 195

TRICHLOROACETIC ACID CRYS 96

TRICOR TABS (Use fenofibrate) ..55
TRIDESILON CREA 0.05 % (Use

desonide) ...l 109
trientine hcl 2560 MG .............. 189
trientine hcl 500 MG .............. 189
trifluoperazine hcl TABS ........... 81

trifluridine

trihexyphenidyl hcl SOLN
trihexyphenidyl hcl TABS .......... 76

TRIJARDY XR 1000 MG-2.5 MG-
12.5 MG, 1000 MG-2.5 MG-5 MG .43

TRIJARDY XR 1000 MG-5 MG-10
MG, 1000 MG-5 MG-25 MG

TRIKAFTA TBPK 100 MG-50 MG
218

TRIKAFTA TBPK 50 MG-25 MG .218
TRIKAFTATHPK ............. ... 218

TRILEPTAL SUSP (Use
oxcarbazeping) ..................... 37

TRILEPTAL TABS (Use
oxcarbazepinge) ..................... 37

TRILEPTAL TABS 150 MG, 300 MG
(Use oxcarbazepine) ............... 37

TRILEPTAL TABS 600 MG (Use
oxcarbazepine) ..................... 37

TRILIPIX 135 MG (Use choline
fenofibrate) ... 55

TRILIPIX 45 MG (Use choline
fenofibrate) ......................... 55

trimethobenzamide hcl CAPS ...... 51

TRIMETHOPRIM TABS 100 MG

(Use trimethoprim) ................. 61
trimethoprim TABS ................. 61
trimipramine maleate CAPS ....... 42
TRINATALRX1TABS ........... 195
TRINTELLIX ...t 41

sodium) ... 220
TRIPTODUR .........cccooinnnn. 119
TRISENOX (Use arsenic trioxide) 75

TRISTART DHA



TRIUMEQPDTBSO ............... 84

TRIUMEQTABS ................... 84
TRIZIVIR ... 84
TRODELVY ..., 75
TROGARZO ....................... 84

TROKENDI XR CP24 200 MG (Use
topiramate) ...l 37

TROKENDI XR CP24 25 MG, 50
MG, 100 MG (Use topiramate) ..... 37

tropicamide SOLN ................ 203
trospium chloride CP24 ........... 224
trospium chloride TABS .......... 224
TRUE COMFORT INSULIN
SYRINGE/0.5ML/31G X 5/16" ...175
TRUE COMFORT INSULIN
SYRINGE/1ML/31G X 5/16" ..... 175
TRUE COMFORT PEN
NEEDLES31G X5MM ........... 175
TRUE COMFORT PEN
NEEDLES31G X6MM ........... 175
TRUE COMFORT PEN
NEEDLES32G X4MM ........... 175

TRUE COMFORT PRO INSULIN
SYRINGE/1ML/32GX5/16"

TRUE COMFORT PRO
INSULINSYRINGE/0.5ML/30G X
5/16"

TRUE COMFORT PRO
INSULINSYRINGE/0.5ML/31G X
5/16"

TRUE COMFORT PRO
INSULINSYRINGE/0.5ML/32G X
5/16"

TRUE COMFORT PRO
INSULINSYRINGE/1ML/30G X 5/16"

TRUE COMFORT PRO
INSULINSYRINGE/1ML/31G X 5/16"

TRUE COMFORT PRO
INSULINSYRINGE/U-100/0.5ML/30G
X1/2"

TRUE COMFORT PRO
INSULINSYRINGE/U-100/1ML/30G

XA2" 175
TRUE COMFORT PRO PEN
NEEDLES 31G X5MM .......... 175
TRUE COMFORT PRO PEN
NEEDLES 31G X6MM .......... 175
TRUE COMFORT PRO PEN
NEEDLES 31G X8MM .......... 175
TRUE COMFORT PRO PEN
NEEDLES 32G X4MM .......... 175
TRUE COMFORT PRO PEN
NEEDLES 32G X5MM .......... 175
TRUE COMFORT PRO PEN
NEEDLES 32G X6MM .......... 175
TRUE COMFORT PRO PEN
NEEDLES 33G X4MM .......... 175
TRUE COMFORT PRO PEN
NEEDLES 33G X5MM .......... 175
TRUE COMFORT PRO PEN
NEEDLES 33G X6MM .......... 175
TRUE COMFORT SAFETY
LANCETS/30G ..............oon 148

TRUE COMFORT SAFETY PEN
NEEDLES 31G X 5MM

TRUE COMFORT SAFETY PEN
NEEDLES 31G X 6MM

TRUE COMFORT SAFETY PEN
NEEDLES 32G X 4MM

TRUE COMFORT TWIST TOP

LANCETS 30G

TRUE METRIX AIR BLOOD
GLUCOSE METER/BLUETOOTH
SMARTKIT ... 149

TRUE METRIX BLOOD
GLUCOSEMETERKIT ........... 149

TRUE METRIX BLOOD
GLUCOSETEST STRIPS STRP .113

TRUE METRIX CONTROL

SOLUTION LEVEL 1 SOLN ...... 149
TRUE METRIX CONTROL
SOLUTION LEVEL 2 SOLN ...... 149
TRUE METRIX CONTROL
SOLUTION LEVEL 3 SOLN ...... 149
TRUEPLUS 5-BEVEL PEN
NEEDLES 29GX12.7MM ........ 175
TRUEPLUS 5-BEVEL PEN
NEEDLES 31GX5MM ............ 175
TRUEPLUS 5-BEVEL PEN
NEEDLES 31GX6MM ............ 175
TRUEPLUS 5-BEVEL PEN
NEEDLES 31GX8MM ............ 175
TRUEPLUS 5-BEVEL PEN
NEEDLES 32GX4MM ............ 176

TRUEPLUS INSULIN SYRINGE/U-
100/0.3ML/29G X 1/2"

TRUEPLUS INSULIN SYRINGE/U-
100/0.3ML/30G X 5/16"

TRUEPLUS INSULIN SYRINGE/U-
100/0.3ML/31G X 5/16"

TRUEPLUS INSULIN SYRINGE/U-
100/0.5ML/28G X 1/2"

TRUEPLUS INSULIN SYRINGE/U-
100/0.5ML/29G X 1/2"

TRUEPLUS INSULIN SYRINGE/U-
100/0.5ML/30G X 5/16"



TRUEPLUS INSULIN SYRINGE/U-
100/0.5ML/31G X 5/16"

TRUEPLUS INSULIN SYRINGE/U-
100/1ML/28G X 1/2"

TRUEPLUS INSULIN SYRINGE/U-
100/1ML/29G X 1/2"

TRUEPLUS INSULIN SYRINGE/U-
100/1ML/30G X 5/16"

TRUEPLUS INSULIN SYRINGE/U-

100/1ML/31G X 5/16" ............ 176
TRUEPLUS LANCETS 26G ..... 149
TRUEPLUS LANCETS 28G ..... 149

THIN

THIN

TRUEPLUS LANCETS 33G

TRUEPLUS LANCETS 33G MICRO

THIN .. 149
TRUEPLUS PEN NEEDLES
20GX12MM ... 176
TRUEPLUS PEN NEEDLES
31GXEMM ... 176
TRUEPLUS PEN NEEDLES
31GX6MM ... ... 176
TRUEPLUS PEN NEEDLES
31GX8MM ... 176
TRUEPLUS PEN NEEDLES
32GX4MM ..o 176

TRUEPLUS SAFETY LANCETS 28G

..................................... 149
TRULANCE .................... 124
TRULICITY ... 45
TRUMENBA ...................... 224
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TRUQAP

TRUSOPT (Use dorzolamide hcl)
208

TRUSTEX LUBRICATED
EXTRALARGEMISC ............. 140
TRUSTEX LUBRICATED
EXTRASTRENGTHMISC ........ 140

TRUSTEX LUBRICATED MISC ..140

TRUSTEX
LUBRICATED/RIBBED/STUDDED
MISC ... 140
TRUSTEX
LUBRICATED/SPERMICIDE EXTRA
LARGEMISC ..................... 140
TRUSTEX
LUBRICATED/SPERMICIDE EXTRA
STRENGTHMISC ................ 140
TRUSTEX

LUBRICATED/SPERMICIDE MISC
140

TRUSTEX NON-LUBRICATED MISC

TRUSTEX WITH NONOXYNOL-
9/RIBBED/STUDDED MISC ...... 140

TRUSTEX/RIA LUBRICATED MISC .
140

TRUSTEX/RIA LUBRICATED
SPERMICIDEMISC .............. 140
TRUSTEX/RIA

LUBRICATED/SPERMICIDE MISC
140

TRUSTEX/RIA NON-LUBRICATED

TRUVADA (Use emtricitabine-
tenofovir disoproxil fumarate) ...... 84

TUDORZA PRESSAIR

TUKYSA 150 MG

TUKYSAS0MG .................. 68
TURALIO125MG .................. 74
TWINRIXSUSY .................. 227
TWIRLA ... 97
TWIST TOP LANCETS 30G ..... 149
TYBLUME CHEW .................. 97
TYBOST ... 84

TYGACIL (Use tigecycline) ...... 218

TYKERB (Use lapatinib ditosylate)
74

TYLENOL CHILDRENS PAIN
+FEVER SUSP (Use
acetaminophen) .................... 13

TYLENOL CHILDRENS SUSP (Use
acetaminophen) .................... 13

TYLENOL FOR CHILDREN/ADULTS

SUSP (Use acetaminophen) ....... 13
TYLENOL INFANTS PAIN+FEVER

SUSP (Use acetaminophen) ....... 13
TYMLOS ... 118
TYPHIMVISOLN ................. 224
TYPHIMVISOSY ................ 224
TYREASYTABS ................. 115
TYRVAYA .. 203

POWD ... 92
TYVASO DPI TITRATION KIT

POWD ... 92
TYVASO REFILLSOLNIN ........ 92
TYVASOSOLNIN ................. 92
TYVASO STARTER SOLNIIN ..... 92



TZIELD ... 44
UBRELVY ..., 185
UCERIS (Use budesonide

(intrarectal)) ........................ 21

UCERIS TB24 (Use budesonide) 100
UCERIS TB24 (Use budesonide) ..99
UDENYCASOAJ ........cnnn... 133
UDENYCASOSY ...t 134
ULORIC (Use febuxostat) ........ 128
ULTANE (Use sevoflurane) ...... 127

ULTICARE INSULIN SAFETY

SYRINGE/0.5ML/29G X 1/2" .... 176
ULTICARE INSULIN SAFETY
SYRINGE/1ML/29G X 1/2" ...... 176
ULTICARE INSULIN
SYRINGE/0.3ML/29G X 1/2" .... 176
ULTICARE INSULIN
SYRINGE/0.3ML/30G X 1/2" .... 176
ULTICARE INSULIN
SYRINGE/0.3ML/30G X 5/16" ...176
ULTICARE INSULIN
SYRINGE/0.5ML/28G X 1/2" .... 176
ULTICARE INSULIN
SYRINGE/0.5ML/29G X 1/2" .... 176
ULTICARE INSULIN
SYRINGE/0.5ML/30G X 1/2" .... 176
ULTICARE INSULIN
SYRINGE/0.5ML/30G X 5/16" ...176
ULTICARE INSULIN
SYRINGE/1ML/28G X 1/2" ...... 176
ULTICARE INSULIN
SYRINGE/1ML/29G X 1/2" ...... 176
ULTICARE INSULIN
SYRINGE/1ML/30G X 1/2" ...... 176

ULTICARE INSULIN

SYRINGE/1ML/30G X 5/16" ..... 176

ULTICARE INSULIN
SYRINGE/SHORT/0.3ML/30G X
5/16"

ULTICARE INSULIN
SYRINGE/SHORT/0.3ML/31G X
5/16"

ULTICARE INSULIN
SYRINGE/SHORT/0.5ML/30G X
5/16"

ULTICARE INSULIN
SYRINGE/SHORT/0.5ML/31G X
5/16"

ULTICARE INSULIN
SYRINGE/SHORT/1ML/30G X 5/16"

ULTICARE INSULIN
SYRINGE/SHORT/1ML/31G X 5/16"

ULTICARE INSULIN SYRINGE/U-
100/0.3ML/30G X 1/2"

ULTICARE INSULIN SYRINGE/U-
100/0.3ML/31G X 5/16"

ULTICARE INSULIN SYRINGE/U-
100/0.5ML/30G X 1/2"

ULTICARE INSULIN SYRINGE/U-
100/0.5ML/31G X 5/16"

ULTICARE INSULIN SYRINGE/U-
100/1ML/30G X 1/2"

ULTICARE INSULIN SYRINGE/U-
100/1ML/31G X 5/16"

ULTICARE INSULIN
SYRINGEULTRAFINE U-
100/0.3ML/31G X 5/16"

ULTICARE INSULIN
SYRINGEULTRAFINE U-
100/0.5ML/31G X 5/16"

ULTICARE INSULIN
SYRINGEULTRAFINE U-
100/1ML/31G X 5/16"

ULTICARE MICRO PEN NEEDLES
31G X 8MM

ULTICARE MICRO PEN NEEDLES

32G X4AMM ... 177
ULTICARE MICRO PEN
NEEDLES/31G X 1/4" ............ 177
ULTICARE MICRO PEN
NEEDLES/31G X 5/16" .......... 177
ULTICARE MICRO PEN
NEEDLES/32G X4MM .......... 177
ULTICARE MICRO PEN
NEEDLES/32G X 5/32" .......... 177
ULTICARE MINI PEN NEEDLES
31GX6MM ... 177
ULTICARE MINI PEN NEEDLES
ULTI-FINEIV ... 177
ULTICARE MINI PEN
NEEDLES/31G X6MM .......... 177
ULTICARE MINI PEN
NEEDLES/32G X 1/4" ............ 177
ULTICARE MINI PEN
NEEDLES31GX6MM ............ 177
ULTICARE MINI SAFETY
PENNEEDLES 30G X 3/16" ..... 177
ULTICARE ORIGINAL PEN
NEEDLES ULTI-FINE ............ 177

ULTICARE PEN NEEDLES 31GX
5MM/MINI

ULTICARE PEN NEEDLES/29GX
12.7MM

ULTICARE SAFETY SYRINGE/LOW
DEAD SPACE/1.5ML/22GX1-1/2"
177

ULTICARE SHORT PEN NEEDLES

Index 98



31GX8MM

ULTICARE SHORT PEN NEEDLES

ULTI-FINE IV ... 177
ULTICARE SHORT PEN
NEEDLES/31G X8MM .......... 177

ULTICARE SHORT SAFETY PEN
NEEDLES 30G X 5/16"

ULTICARE TUBERCULIN SAFETY
SYRINGE/1ML/25G X 1" MISC .. 178

ULTICARE U-100 INSULIN

SYRINGES/0.3ML/31G X 1/4" ...178
ULTICARE U-100 INSULIN
SYRINGES/0.3ML/31G X1/4" ... 178
ULTICARE U-100 INSULIN
SYRINGES/0.5ML/31G X 1/4" ...178
ULTICARE U-100 INSULIN
SYRINGES/1ML/31G X 1/4" ..... 178

ULTIGUARD SAFEPACK INSULIN
SYRINGE 0.3ML/30G X
1/2"/SHARPS C

ULTIGUARD SAFEPACK INSULIN
SYRINGE 1/2ML 30G X
1/2"/SHARPS C

ULTIGUARD SAFEPACK INSULIN
SYRINGE 1ML 30G X 1/2"/SHARPS
CON

ULTIGUARD SAFEPACK INSULIN
SYRINGE 1ML 31G X
5/16"/SHARPS CO

ULTIGUARD SAFEPACK INSULIN
SYRINGE/0.3ML/31G X
5/16"/SHARPS

ULTIGUARD SAFEPACK MINI PEN
NEEDLE/31G X 3/16"/SHARPS

CONTAI ... 178
ULTIGUARD SAFEPACK PEN
NEEDLE/29G X 1/2"/SHARPS
CONTAINER .............oo . 178
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ULTIGUARD
SAFEPACK/MICROPEN
NEEDLE/32G X 4 MM

ULTIGUARD
SAFEPACK/MICROPEN
NEEDLE/32G X 4MM/SHARPS
CONTAIN

ULTIGUARD
SAFEPACK/MICROPEN
NEEDLE/32G X 5/32"

ULTIGUARD SAFEPACK/MINI PEN
NEEDLE/31G X 6MM/SHARPS
CONTAIN

ULTIGUARD SAFEPACK/MINI PEN
NEEDLE/32G X 1/4"/SHARPS
CONTAIN

ULTIGUARD
SAFEPACK/SHORTPEN
NEEDLE/31G X 5/16"/SHARPS

ULTIGUARD
SAFEPACK/SHORTPEN
NEEDLE/31G X SMM/SHARPS
CONTAIN

ULTI-LANCE AUTOMATIC/ CLEAR

TIPMISC ..., 149
ULTILET CLASSIC LANCETS ...149
ULTILET LANCETS .............. 149
ULTILET LANCETS 33G ........ 149
ULTILET PEN NEEDLE

32GX4AMM/SHORT ............... 178

ULTILET SAFETY LANCETS 23G
149

ULTIVA (Use remifentanil hel) .... 17
ULTOMIRIS

ULTRA COMFORT INSULIN
SYRINGE/U-100/0.3ML/30G X 5/16"

ULTRA FLO INSULIN PEN NEEDLE
31GX5MM

ULTRA FLO INSULIN PEN NEEDLE
32GX4MM

ULTRA FLO INSULIN PEN NEEDLE

33GX4MM ..o 178
ULTRA FLO INSULIN PEN
NEEDLES ........................ 178

ULTRA FLO INSULIN PEN NEELE

31GX8MM ... 178
ULTRA FLO INSULIN SYRINGE
0.3ML/29G X 1/2" ............ ... 178
ULTRA FLO INSULIN SYRINGE
0.3ML/30GX5/16" ................ 179
ULTRA FLO INSULIN SYRINGE
0.3ML/31GX5/16" ................ 179
ULTRA FLO INSULIN SYRINGE
0.5ML/29GX1/2" ... ... ... 179

ULTRA FLO INSULIN SYRINGE 1/2
UNIT/0.3ML/30GX1/2"

ULTRA FLO INSULIN SYRINGE 1/2
UNIT/0.3ML/30GX5/16"

ULTRA FLO INSULIN SYRINGE 1/2

UNIT/0.3ML/31GX5/16"
ULTRA THIN LANCETS 31G ....149

ULTRA THIN PEN NEEDLES 32G X
4MM

ULTRACARE INSULIN SYRINGE/U-
100/0.3ML/30G X 5/16"

ULTRACARE INSULIN SYRINGE/U-
100/0.3ML/31G X 5/16"

ULTRACARE INSULIN SYRINGE/U-
100/0.5ML/30G X 1/2"

ULTRACARE INSULIN SYRINGE/U-
100/0.5ML/30G X 5/16"

ULTRACARE INSULIN SYRINGE/U-



100/0.5ML/31G X 5/16"

ULTRACARE INSULIN SYRINGE/U-
100/1ML/30G X 1/2"

ULTRACARE INSULIN SYRINGE/U-
100/1ML/30G X 5/16"

ULTRACARE INSULIN SYRINGE/U-

100/1ML/31G X 5/16"
ULTRA-CARE LANCETS 30G ...149

ULTRACARE PEN NEEDLES/31G X

ULTRACARE PEN NEEDLES/31G X
5/16"

ULTRACARE PEN NEEDLES/32G X
1/14"

ULTRACARE PEN NEEDLES/32G X
3/16"

ULTRACARE PEN NEEDLES/32G X

5I32" 179
ULTRACET (Use tramadol-
acetaminophen) .................... 19

ULTRAM TABS (Use tramadol hcl)
17

ULTRA-THIN Il INSULIN SYRINGE
SHORT/U-100/0.3ML/30GX5/16"
179

ULTRA-THIN Il INSULIN SYRINGE
SHORT/U-100/0.3ML/31GX5/16"
179

ULTRA-THIN I INSULIN SYRINGE
SHORT/U-100/0.5ML/30GX5/16"
179

ULTRA-THIN Il INSULIN SYRINGE
SHORT/U-100/0.5ML/31GX5/16"

179

ULTRA-THIN Il INSULIN SYRINGE
SHORT/U-100/1ML/30GX5/16" . 179

ULTRA-THIN Il INSULIN SYRINGE
SHORT/U-100/1ML/31GX5/16" .179

ULTRA-THIN Il INSULIN
SYRINGE/U-100/0.5ML/29GX1/2"
179

ULTRA-THIN Il INSULIN
SYRINGE/U-100/1ML/29GX1/2" 179

ULTRA-THIN Il LANCETS 28G ..149
ULTRA-THIN Il LANCETS 30G ..149
ULTRA-THIN Il MINI PEN
NEEEDLES/31GX3/16" .......... 179
ULTRA-THIN Il PEN NEEDLES
20GX1/2" 179
ULTRA-THIN Il PEN
NEEDLES/SHORT/31GX5/16" ..180
ULTRAVATE LOTN ............... 109
UNASYN BULK PACK IV (Use
ampicillin & sulbactam sodium) .. 211

UNASYN IJ 1 GM-0.5 GM, 2 GM-1
GM (Use ampicillin & sulbactam

UNIFINE PEN NEEDLE/32G X4MM .

180
UNIFINE PENTIPS 29GX12MM .180

UNIFINE PENTIPS 31G X 3/16" 180

UNIFINE PENTIPS 31GX5MM ..180
UNIFINE PENTIPS 31GX6MM ..180
UNIFINE PENTIPS 31GX8MM ..180
UNIFINE PENTIPS 32GX4MM ..180
UNIFINE PENTIPS 32GX6MM ..180
UNIFINE PENTIPS 33GX4MM ..180

UNIFINE PENTIPS PLUS
29GX12MM

UNIFINE PENTIPS PLUS 31GX5MM

UNIFINE PENTIPS PLUS/30GX
3/16"

UNIFINE PENTIPS/30G X 3/16" 180

UNIFINE PROTECT SAFETY PEN
NEEDLE 30G X 5MM

UNIFINE PROTECT SAFETY PEN
NEEDLE 30G X 8MM

UNIFINE PROTECT SAFETY PEN

NEEDLE 32G X4MM ............ 180
UNIFINE SAFECONTROL PEN
NEEDLE 32GX4MM ............. 180
UNIFINE SAFECONTROL PEN
NEEDLE/30G X 3/16" ............ 180
UNIFINE SAFECONTROL PEN
NEEDLE/30G X 5/16" ............ 180
UNIFINE ULTRA PEN
NEEDLE/31GX5MM ............. 180
UNIFINE ULTRA PEN
NEEDLE/31GX6MM ............. 180
UNIFINE ULTRA PEN
NEEDLE/31GX8MM ............. 180

UNIFINE ULTRA PEN
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NEEDLE/32GX4MM

UNILET COMFORTOUCH LANCET
149

UNILET EXCELITE

UNILET EXCELITE Il

UNILET G.P. SUPERLITE LANCET .

149
UNILET GP 28 ULTRATHIN ....149

UNILET LANCETS MICRO-THIN33G

..................................... 149
UNILET LANCETS SUPER-
THIN30G ...l 149
UNILET LANCETS ULTRA-THIN
28G 149
UNISTIK 2 NORMAL MISC ....... 149

UNISTIK 3 COMFORT MISC ..... 149

UNISTIK 3 EXTRAMISC ......... 149
UNISTIK 3 GENTLE ............. 149
UNISTIK 3 NORMAL MISC ........ 149

UNISTIK CZT COMFORT MISC . 149
UNISTIK CZT NORMAL MISC ...149
UNISTIK NORMAL MISC ......... 149

UNISTIK PRO SAFETY LANCET
21G

UNISTIK PRO SAFETY LANCET
25G

UNISTIK PRO SAFETY LANCET
28G

UNISTIK SAFETY LANCETS 28G
150

UNISTIK SAFETY LANCETS 30G
150

UNISTIK TOUCH SAFETY
LANCETS 21G
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UNISTIK TOUCH SAFETY

LANCETS 23G ..............oon 150
UNISTIK TOUCH SAFETY
LANCETS 28G ................... 150
UNISTIK TOUCH SAFETY
LANCETS 30G ................... 150
UNITUXIN ..., 68

UNIVERSAL 1 LANCETS THIN26G .
150

UNIVERSAL 1 LANCETS ULTRA

THIN30G ... 150
UPLIZNA ... ..., 191
UPTRAVISOLR ............... ... 93
UPTRAVITABS .................... 93
UPTRAVI TITRATION PACK TBPK
93

urea CREA39%,40% ........... 109
URE-NA ... ... 113

UROCIT-K 10 TBCR (Use potassium
citrate (alkalinizer)) ................ 127

UROCIT-K 15 TBCR (Use potassium

citrate (alkalinizer)) ................ 127
UROCIT-K 5 TBCR (Use potassium
citrate (alkalinizer)) ................ 127

UROXATRAL (Use alfuzosin hcl)
128

URSO 250 TABS (Use ursodiol) . 124

URSO FORTE TABS (Use ursodiol) .

124
URSODIOL ............coooiiiat. 96
ursodiol CAPS .................... 124

ursodiol TABS

UZEDY SUSY 100 MG/0.28ML ....79

UZEDY SUSY 125 MG/0.35ML ....79

UZEDY SUSY 150 MG/0.42ML ....79
UZEDY SUSY 200 MG/0.56ML ....79
UZEDY SUSY 250 MG/0.7ML ..... 79
UZEDY SUSY 50 MG/0.14ML ..... 79

UZEDY SUSY 75 MG/0.21ML ..... 79

VABOMERE ....................... 62
VAGIFEM TABS (Use estradiol

vaginal) ... 228
valacyclovirhcl ............... ... 86
VALCHLOR ...............ooo..n. 103

hel) oo 84
VALCYTE TABS (Use valganciclovir

hel) o 84
valganciclovir hcl SOLR ............ 84
valganciclovir hcl TABS ............ 84

VALIUM TABS (Use diazepam) ... 24

valproate sodium SOLN IV 100
MG/ML, 500 MG/5ML .............. 39

valproate sodium SOLN OR 250

MG/BML ... 39
valproicacid CAPS ................. 39
valrubicin ... 70
valsartan SOLN .................... 58
valsartan TABS .................. .. 58
valsartan-hydrochlorothiazide ..... 60
VALSTAR (Use valrubicin) ........ 70

VALTOCO 10 MG DOSE LIQD ....33
VALTOCO 15 MG DOSE LQPK ...33
VALTOCO 20 MG DOSE LQPK ...33
VALTOCO 5 MG DOSE LIQD ..... 34

VALTREX (Use valacyclovir hcl) ..86



VALUE PLUS LANCETS
STANDARD 21G

VALUE PLUS LANCING DEVICE

30G

28G .. 150
VALUMARK PEN NEEDLES
20GX12MM ... 180

VALUMARK PEN NEEDLES 31GX
6MM

8MM

hel) oo 62
vancomycin hcl CAPS ............. 62
VANCOMYCIN HCL SOLN ........ 62

vancomycin hcl SOLR IV 1 GM, 1.25
GM, 1.5 GM, 5 GM, 10 GM, 500 MG,
750 MG, 1000 MG

VANCOMYCIN HYDROCHLORIDE
SOLN IV 500 MG/100ML, 750
MG/150ML, 1000 MG/200ML, 1250
MG/250ML, 1500 MG/300ML, 1750
MG/350ML ... 63

VANCOMYCIN HYDROCHLORIDE
SOLR IV (Use vancomycin hcl) ... .63

VANCOMYCIN HYDROCHLORIDE
SOLRIV ... 63

VANCOMYCIN
HYDROCHLORIDE/DEXTROSE 1
GM/200ML-5 %, 500 MG/100ML-5

%, 750 MG/150ML-5 % ............ 62
VANCOMYCIN SOLN IV ........... 63
VANDAZOLE ................. ... 228

VANFLYTA

VANISHPOINT INSULIN
SYRINGE/1ML/29G X 1/2"

VANISHPOINT INSULIN
SYRINGE/1ML/30G X 3/16"

VANOS CREA (Use fluocinonide)
109

VAPRISOL ....................... 122
VAQTA .. 227
varenicline tartrate TABS ......... 217
varenicline tartrate TBPK ......... 217
VARIVAXINJ ..o 227
VARIZIGSOLN ................... 210

VASERETIC 25 MG-10 MG (Use
enalapril maleate &
hydrochlorothiazide)

VASHE WOUND THERAPY SOLN
111

VASOPRESSIN/SODIUM
CHLORIDE SOLN 0.9 %-20
UNIT/100ML, 0.9 %-40 UNIT/100ML .
121

VASOSTRICT SOLN IV (Use
vasopressin)

VASOSTRICT SOLN IV .......... 121

VASOTEC TABS 10 MG, 20 MG
(Use enalapril maleate) ............ 57

VASOTEC TABS 2.5 MG, 5 MG (Use
enalapril maleate)

VAXCHORA

VAXNEUVANCE

VCF VAGINAL CONTRACEPTIVE
FILM FILM

...................................... 74
VELETRI (Use epoprostenol

sodium) ... 92
VELPHORO ...................... 127
VELSIPITY ... 126

VELTASSA 16.8 GM, 25.2 GM ...192

VELTASSA84GM ............... 192
VEMLIDY ...l 86
VENCLEXTA STARTING PACK

TBPK ... 68
VENCLEXTATABS 10 MG ........ 68
VENCLEXTA TABS 100 MG ....... | 68
VENCLEXTATABS 50 MG ........ 68

VENLAFAXINE BESYLATE ER .. 41
venlafaxine hcl CP24 150 MG ..... 41

venlafaxine hcl CP24 37.5 MG, 75

MG . 41
venlafaxine hcl TABS .............. 41
venlafaxine hcl TB24 150 MG ... .. 41
venlafaxine hcl TB24 225 MG ... .. 42

MG .o 41
VENTAVIS ... 92
VENTOLIN HFA AERS (Use

albuterol sulfate) ................... 30
VEOPOZ ......................... 130

Index 102



VEOZAH
verapamilhclCP24 ................ 90
verapamil hcl SOLN 2.5 MG/ML ...90
verapamil hcl TABS40 MG ........ 90

verapamil hcl TABS 80 MG, 120 MG .
90

verapamil hcl TBCR 120 MG, 180

verapamil hcl TBCR 240 MG

VERAPAMIL HYDROCHLORIDE ER
CP24 (Use verapamil hel) .......... 90

VEREGEN

VERELAN CP24 (Use verapamil hcl)
90

VERELAN PM CP24 (Use verapamil

VERIFINE INSULIN PEN NEEDLE
29G X 12MM

VERIFINE INSULIN PEN NEEDLE
31G X 5SMM

VERIFINE INSULIN PEN NEEDLE
31G X 8MM

VERIFINE INSULIN PEN NEEDLE
32G X 4MM

VERIFINE INSULIN PEN NEEDLE

32GX6MM ... 180
VERIFINE INSULIN
SYRINGE/0.3ML/31G X 8MM ... 181
VERIFINE INSULIN
SYRINGE/0.5ML/29G X 12MM ..181
VERIFINE INSULIN
SYRINGE/0.5ML/31G X 8MM ... 181
VERIFINE INSULIN
SYRINGE/1ML/29G X 12MM ....181

VERIFINE INSULIN
Index 103

SYRINGE/1ML/31G X 8MM ..... 181
VERIFINE INSULIN
SYRINGEOQ0.3ML/31G X 8MM ....181
VERIFINE INSULIN
SYRINGEOQ.5ML/29G X 12MM .. .181
VERIFINE INSULIN
SYRINGEOQ0.5ML/31G X 8MM ....181
VERIFINE INSULIN
SYRINGE1ML/29G X 12MM ..... 181
VERIFINE INSULIN
SYRINGE1ML/31G X 8MM ...... 181
VERIFINE PLUS INSULIN PEN
NEEDLE 31G X5MM ............ 181
VERIFINE PLUS INSULIN PEN
NEEDLE 31G X8MM ............ 181
VERIFINE PLUS INSULIN PEN
NEEDLES 32G X4MM .......... 181

VERIFINE PLUS PEN NEEDLE/32G
X4MM

VERIFINE SAFETY LANCET MINI
21G X 2.4MM

VERIFINE SAFETY LANCET MINI
23G X 1.8MM

VERIFINE SAFETY LANCET MINI
28G X 1.8MM

VERIFINE SAFETY LANCET MINI
30G X 1.8MM

VERIFINE UNIVERSAL LANCETS
28G

30G

383G 150
VERKAZIAEMUL ................. 205
VERQUVO ... 93

...................................... 74
VESICARELSSUSP ............. 224
VESICARE TABS 10 MG (Use
solifenacin succinate) ............. 224
VESICARE TABS 5 MG (Use
solifenacin succinate) ............. 224
VEVYESOLN ... 205

VFEND SUSR (Use voriconazole) 53

VFEND TABS (Use voriconazole) .53

VIBATIV750 MG ................... 63
VIBERZI ............ccocoiiiiinn. 126
VIBRAMYCIN CAPS (Use

doxycycline hyclate) .............. 219

VIBRAMYCIN SUSR (Use
doxycycline (monohydrate)) ...... 219

VICTOZA ..., 45
VIDA MIA AUTOLET
LANCINGDEVICE MISC ......... 150
VIDA MIA UNIFINE
PENTIPS32GX4MM ............. 181

VIDA MIA UNIFINE PENTIPSMINI
31GX6MM

VIDA MIA UNIFINE
PENTIPSORIGINAL 29GX12MM
181

VIDA MIA UNILET LANCETS
SUPER THIN 30G

VIDA MIA UNILET LANCETS ULTRA

THIN28G ......................... 150
VIDA MIA UNIPFINE
PENTIPSSHORT 31GX8MM ....181



VIDAZA SUSR (Use azacitidine) .. 67
vigabatrin PACK .................... 38
vigabatrin TABS .................... 38

VIGAMOX SOLN OP (Use
moxifloxacin hcl (ophth)) .......... 205

VIIBRYD TABS (Use vilazodone hcl)
41

VIJOICE ..., 191
VIJOICE ..., 192
vilazodone hcl TABS ............... 41
VILTEPSO ...t 201
VIMOVO (Use naproxen-
esomeprazole magnesium) ........ 12
VIMPAT SOLN IV 200 MG/20ML
(Use lacosamide) ................... 37

VIMPAT SOLN OR 10 MG/ML (Use
lacosamide) ........................ 37

VIMPAT TABS (Use lacosamide) . .37

vinblastine sulfate SOLN ........... 75
vincristine sulfate .................. 75
vinorelbine tartrate ................. 75
VIOKACETABS .................. 115
VIRACEPTTABS .................. 84
VIRAZOLE (Use ribavirin) ......... 86
VIREAD POWD ............oooee e 84
VIREAD TABS (Use tenofovir

disoproxil fumarate) ................ 84
VIREAD TABS .........cccovviee.. 84
VIRT-NATE DHACAPS .......... 195
VIRT-PNDHA .................... 195

VISTARIL CAPS 25 MG (Use
hydroxyzine pamoate) ............. 23

VISTARIL CAPS 50 MG (Use
hydroxyzine pamoate) ............. 23
VITAFOLFE+ .................... 196
VITAFOL GUMMIES ............. 196
VITAFOL ULTRA ................. 196
VITAFOL-OBTABS ............... 196
VITAFOL-OB+DHA MISC ........ 196
VITAFOL-ONE CAPS ............. 196
VITAMIN D3 LIQD OR 5000
UNIT/ML ... 229

vitamin e SOLN 15 MG/0.67ML ..229

VIVELLE-DOT PTTW (Use estradiol)
123

VIVELLE-DOT PTTW 0.1 MG/24HR
(Use estradiol) .................... 123
VIVIMUSTASOLN ................. 66
VIVITROL ... 50
VIVIOA ... 53
VIVOTIF ..o 224
VIZIMPRO ......cccoviiiiiinn... 68
VOGELXO GEL TD (Use
testosterone) ....................... 21

VOGELXO PUMP GEL TD (Use
testosterone) ....................... 21

VOLTAREN ARTHRITIS PAIN GEL
EX (Use diclofenac sodium (topical)) .
102

VONJO ... 74
VONVENDI ......cccoviiiiinn... 129
VOQUEZNA ..., 222
VOQUEZNA DUAL PAK ......... 223
VOQUEZNA TRIPLE PAK ....... 223
voriconazole SUSR ................ 53
voriconazole TABS ................. 53

VORTEX HOLDING
CHAMBER/MASK/CHILDS/FROG

VORTEX HOLDING
CHAMBER/MASK/TODDLER/LADY

BUGDEVI ... 184
VORTEX VALVED HOLDING

CHAMBERDEVI .................. 184
VOSEVI ... 86

VOWST . 126
VOXZOGO .........ccoiiiiiinn 121
VPRIV ... 131
VRAYLARCAPS ................... 78
VRAYLARCPPK ................... 78
VTAMA ... 104
VUITYSOLN ... 204
VUMERITY ... 216
VUSION (Use miconazole-zinc

oxide-white petrolatum) ........... 102
VYEPTI ..o 185
VYJUVEK ... 111
VYNDAMAX ..., 93
VYNDAQEL ... 93
VYONDYS 53 ... 201
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VYTORIN (Use ezetimibe-

simvastatin) .......................L 54
VYVANSE CAPS .................... 2
VYVANSE CHEW ................... 2
VYVGART ... 189
VYVGART HYTRULO ........... 190
VYZULTA ., 209
WAINUA ... 217
WAKIX o 3
WALGREENS ADVANCED
TRAVELLANCETS 28G ......... 150
WALGREENS COMFORT
ASSUREDLANCETS MICRO
THIN/33G ... 150
WALGREENS COMFORT
ASSUREDLANCETS SUPER
THIN/28G ... ... 150
WALGREENS LANCETS ........ 150
WALGREENS THIN LANCETS . 150
WALGREENS ULTRA THIN
LANCETS ..., 150
warfarin sodium TABS ............. 30
water for injection, sterile IJ ...... 212
water for irrigation, sterile ........ 191
WEGMANS UNIFINE PENTIPS
PLUS 32GX4MM ................. 181
WEGMANS UNIFINE PENTIPS
PLUS/MINI/31GX5MM ........... 181
WEGMANS UNIFINE PENTIPS
PLUS/SHORT/31GX8MM ....... 181

WEGMANS UNIFINE PENTIPS
PLUS/ULTRA SHORT/31GX6MM
181

WELCHOL PACK (Use colesevelam

Index 105

WELLBUTRIN SR TB12 (Use
bupropionhcl) ................... ... 39

WELLBUTRIN XL TB24 (Use

bupropionhcl) ................... ... 39
WESCAP-CDHA ................ 196
WESCAP-PNDHA ............... 196
WESNATAL DHA COMPLETE ..196
WESNATE DHA CAPS ........... 196
WESTABPLUSTABS ............ 196
WESTGELDHA .................. 196
WILATEKIT ..o 129
WILZIN ..o 189
WINLEVI ..o 101
WINRHO SDF SOLN 1500
UNIT/1.3ML, 2500 UNIT/2.2ML,
15000 UNIT/13ML ................ 210
WINRHO SDF SOLN 5000
UNIT/44AML ..o 210
XACIATOGEL .................... 228
XADAGO ...t 77

XALATAN SOLN (Use latanoprost)
209

XALKORICAPS .................... 74
XALKORICPSP 150 MG .......... 74
XALKORI CPSP 20 MG, 50 MG ...74

XANAX TABS 0.25 MG, 0.5 MG, 1
MG (Use alprazolam) .............. 24

XANAX TABS 2 MG (Use
alprazolam) ............... ... 24

XANAX XR TB24 0.5 MG (Use
alprazolam) ......................... 24

XANAX XR TB24 0.5 MG, 1 MG, 3
MG (Use alprazolam) .............. 24

XANAX XR TB24 2 MG (Use
alprazolam) ... 24

XARELTO STARTER PACK TBPK
31

XARELTOSUSR ................... 31
XARELTO TABS10MG ........... 31
XARELTO TABS15MG ........... 31
XARELTO TABS25MG .......... 31
XARELTO TABS 20 MG ........... 31
XATMEP SOLN ................. .. 67

XCOPRI TABS 150 MG, 200 MG . 38

XCOPRI TABS 50 MG, 100 MG ...38

XCOPRITBPK ... 38
XDEMVY ... 205
XELJANZ SOLN ..................... 7
XELJANZTABS ..., 7
XELJANZXRTB24 .................. 7

XELODA (Use capecitabine) ...... 67

XELPROS EMUL ................. 209
XELSTRYM ..., 3
XEMBIFY ... 210

XENPOZYME .................... 121
XEPI ..o 101
XERACAC ..., 110
XERESE ... 105
XHANCE EXHU ................... 198



XIFAXAN 200 MG .................. 61
XIFAXAN S50 MG .................. 61
XIGDUO XR 1000 MG-10 MG, 500

MG-10 MG, 500 MG-5 MG ........: 43

XIGDUO XR 1000 MG-2.5 MG, 1000

MG-5MG ... 43
XIIDRA ... 205
XOFLUZA4OMG .................. 86
XOFLUZABOMG .................. 86
XOLAIRSOAJ ..., 25
XOLAIRSOLR ...l 25

XOLAIR SOSY 300 MG/2ML ...... 25

XOLAIR SOSY 75 MG/0.5ML, 150

XOPENEX (Use levalbuterol hcl) . 30

XOPENEX CONCENTRATE (Use
levalbuterol hel) .................... 30

XOPENEX HFA (Use levalbuterol

tartrate) ...l 30
XOSPATA .. i 74
XPHE MAXAMAID POWD ....... 115
XPHE MAXAMUM PACK ......... 202

XPHOZAH ....................... 121
XPOVIO 40 MG, 50 MG ............ 70
XPOVIO 40 MG, 60 MG ........... 70

XPOVIO 60 MG TWICE WEEKLY
70

XPOVIO 80 MG TWICE WEEKLY
70

XTAMPZA ER

XTANDI CAPS

XTANDITABS40MG ............. 69
XTANDITABS80MG ............. 69
XULTOPHY 100/3.6 ............... 44

XYLOCAINE SOLN 0.5 %, 1 %, 2 %
(Use lidocaine hcl (local anesth.))
138

XYLOCAINE SOLN 1 %, 2 % (Use
lidocaine hcl (local anesth.)) ...... 138

XYLOCAINE/EPINEPHRINE SOLN
(Use lidocaine w/ epinephrine) ... 137

XYLOCAINE-MPF SOLN 0.5 %, 1 %,
1.5 %, 2 % (Use lidocaine hcl (local

XYLOCAINE-MPF/EPINEPHRINE
SOLN (Use lidocaine w/ epinephrine)

XYLOCAINE-MPF/EPINEPHRINE
SOLN (Use lidocaine w/ epinephrine)

SOLN ... 137
XYNTHA ... 129
XYNTHA SOLOFUSE ............ 129
XYOSTED SOAJ ... 21
XYREM SOLN ........ccovvn... 212
XYWAV oo 212
XYZAL ALLERGY 24HR

CHILDRENS SOLN (Use

levocetirizine dihydrochloride) .. ... 54

XYZAL ALLERGY 24HR TABS (Use

levocetirizine dihydrochloride) ..... 54
YASMIN 28 (Use drospirenone-
ethinyl estradiol) .................... 97
YAZ (Use drospirenone-ethinyl
estradiol) ... 97

YFE-VAXINJ ... 227
YONSA ... 69
YUFLYMA 1-PEN KIT AJKT 40

MG/OAML ... 10
YUFLYMA 1-PEN KIT AJKT 80

MG/O.BML ...l 10
YUFLYMA 2-PEN KIT AJKT ....... 10

AJKT Lo 10
YUPELRI ...l 26
YUSIMRY ... ... 10

ZADITOR 0.035 % (Use ketotifen

fumarate (ophth)) ................. 208
zafirlukast ...l 26
zaleplon ...l 136
ZALTRAP 100 MG/4ML ............ 68

ZANAFLEX TABS 4 MG (Use
tizanidine hel) ..................... 197

ZARONTIN CAPS (Use
ethosuximide) ...................... 38

ZARONTIN SOLN (Use

ethosuximide) ...................... 38
ZARXIO 300 MCG/0.5ML ........ 134
ZARXIO 480 MCG/0.8ML ........ 134
ZATEAN-PNDHA ................ 196
ZAVESCA (Use miglustat) ....... 131
ZAVZPRET ..., 185
ZEGALOGUE SOAJ ............... 44
ZEGALOGUE SOSY ............... 44
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ZEGERID CAPS (Use omeprazole-
sodium bicarbonate) .............. 223

ZEGERID PACK (Use omeprazole-
sodium bicarbonate) .............. 223

ZEGERID PACK 1680 MG-40 MG
(Use omeprazole-sodium

bicarbonate) ................... ... 223
ZEJULACAPS ...l 74
ZEJULATABS ..., 74
ZELAPARTBDP ................... 77
ZELBORAF ... ... 74
ZEMAIRASOLR .................. 217

ZEMBRACE SYMTOUCH SOAJ .186

ZEMDRI ... 6
ZEMPLAR CAPS 1 MCG, 2 MCG
(Use paricalcitol) .................. 121
ZEMPLAR SOLN 2 MCG/ML (Use
paricalcitol) ........................ 121
ZEMPLAR SOLN 5 MCG/ML (Use
paricalcitol) ........................ 121

ZENPEP CPEP 105000 UNIT-79000
UNIT-25000 UNIT, 14000 UNIT-
10000 UNIT-3000 UNIT, 168000
UNIT-126000 UNIT-40000 UNIT,
24000 UNIT-17000 UNIT-5000 UNIT,
252600 UNIT-189600 UNIT-60000
UNIT, 42000 UNIT-32000 UNIT-
10000 UNIT, 63000 UNIT-47000
UNIT-15000 UNIT, 84000 UNIT-
63000 UNIT-20000 UNIT ......... 115

ZEPATIER

ZE-PLUS CAPS (Use multiple
vitamin) ... 193

ZEPOSIA 7-DAY STARTER PACK
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ZEPOSIA STARTERKIT CPPK . 216
ZEPZELCA ... ...l 66
ZERBAXA ... 93
ZERVIATE ..., 208
ZESTORETIC (Use lisinopril &
hydrochlorothiazide) ............... 61
ZESTRIL TABS 10 MG (Use
lisinopril) ... 57
ZESTRIL TABS 2.5 MG, 5 MG (Use
lisinopril) ... 57
ZESTRIL TABS 20 MG (Use
lisinopril) ... 57
ZESTRIL TABS 30 MG, 40 MG (Use
lisinopril) ... 57
ZETIA (Use ezetimibe) ............ 56
ZETONNAAERS ................. 198

ZEVRX INSULIN

SYRINGE/0.5ML/30G X 1/2" .... 181
ZEVRX INSULIN
SYRINGE/0.5ML/30G X 5/16" ...181
ZEVRX INSULIN
SYRINGE/MML/30G X 1/2" ...... 181
ZEVRX INSULIN
SYRINGE/1ML/30G X 5/16" ..... 181

ZEVRX PEN NEEDLES 31G X 5MM

ZEVRX TWIST TOP LANCETS 30G
150

ZIAC (Use bisoprolol &

hydrochlorothiazide) ...............| 61
ZIAGEN SOLN (Use abacavir
sulfate) ... 84
ZIAGEN TABS (Use abacavir sulfate)
...................................... 84
zidovudine CAPS ................... 84
zidovudine SYRP ..................4 84
zidovudine TABS ................... 84
ZIEXTENZO .........ccooiiiinnnn. 134
ZILBRYSQ .....coviiiiiiii 130
zileuton TB12 ............ooiiiiatt. 26
ZIMHI SOSY ... 50
ZIOPTAN (Use tafluprost) ....... 209
ziprasidone hel ..................... 78
ziprasidone mesylate .............. 78
ZIPSOR CAPS (Use diclofenac
potassium) ........................ 12
ZIRABEV ... ... 68
ZIRGANGEL .............oooiet. 205
ZITHROMAX PACK (Use
azithromycin) ...................... 138
ZITHROMAX SOLR (Use
azithromycin) ...................... 138

ZITHROMAX SUSR 100 MG/5ML
(Use azithromycin) ................ 139

ZITHROMAX SUSR 200 MG/5ML
(Use azithromycin) ................ 139

ZITHROMAX TABS 250 MG, 500
MG (Use azithromycin) ........... 139

ZITHROMAX TABS 500 MG (Use
azithromycin) ...................... 139

ZITHROMAX TRI-PAK TABS (Use
azithromycin) ...................... 138



ZITHROMAX Z-PAK TABS (Use
azithromycin) ...................... 138

ZITUVIO

ZOCOR TABS 10 MG, 20 MG (Use
simvastatin) ....................... L 56

ZOCOR TABS 40 MG (Use

simvastatin) ....................... L 56
ZOKINVY ... 192
zoledronic acid CONC ............ 118
zoledronic acid SOLN ............. 118
ZOLEDRONIC ACID SOLN ...... 118
ZOLGENSMA 10.1-10.5KG ..... 201
ZOLGENSMA 10.6-11.0KG ..... 201
ZOLGENSMA 11.1-11.5KG ..... 201
ZOLGENSMA 11.6-12.0KG ..... 201
ZOLGENSMA 12.1-125KG ..... 201
ZOLGENSMA 12.6-13.0KG ..... 201
ZOLGENSMA 13.1-13.5KG ..... 201
ZOLGENSMA 13.6-14.0KG ..... 201
ZOLGENSMA 14.1-145KG ..... 201
ZOLGENSMA 14.6-15.0KG ..... 201
ZOLGENSMA 15.1-15.5KG ..... 201
ZOLGENSMA 15.6-16.0KG ..... 201
ZOLGENSMA 16.1-16.5KG ..... 201
ZOLGENSMA 16.6-17.0KG ..... 201
ZOLGENSMA 17.1-17.5KG ..... 201
ZOLGENSMA 17.6-18.0KG ..... 201
ZOLGENSMA 18.1-18.5KG ..... 201
ZOLGENSMA 18.6-19.0KG ..... 201
ZOLGENSMA 19.1-19.5KG ..... 201
ZOLGENSMA 19.6-20.0KG ..... 201

ZOLGENSMA 2.6-3.0KG ........ 201
ZOLGENSMA 20.1-20.5 KG ..... 201
ZOLGENSMA 20.6-21.0KG ..... 201
ZOLGENSMA 3.1-35KG ........ 201
ZOLGENSMA 3.6-4.0KG ........ 201
ZOLGENSMA 4.1-45KG ........ 201
ZOLGENSMA 4.6-5.0KG ........ 201
ZOLGENSMA 5.1-55KG ........ 201
ZOLGENSMA 5.6-6.0KG ........ 202
ZOLGENSMA 6.1-6.5KG ........ 202
ZOLGENSMA 6.6-7.0KG ........ 202
ZOLGENSMA 7.1-75KG ........ 202
ZOLGENSMA 7.6-8.0KG ........ 202
ZOLGENSMA 8.1-85KG ........ 202
ZOLGENSMA 8.6-9.0KG ........ 202
ZOLGENSMA 9.1-9.5KG ........ 202
ZOLGENSMA 9.6-10.0KG ...... 202
ZOLINZA ... 74
zolmitriptan SOLN ................ 186
zolmitriptan TABS ................. 186
zolmitriptan TBDP ................ 186

ZOLOFT CONC (Use sertraline hcl)
41

ZOLOFT TABS (Use sertraline hcl)
41

ZOLPIDEM TARTRATE CAPS ...136
zolpidem tartrate SUBL ........... 136
zolpidem tartrate TABS ........... 136
zolpidem tartrate TBCR ........... 136
ZOMACTON SOLRSC ........... 119

ZOMIG SOLN (Use zolmitriptan) .186

ZOMIG SOLN

ZOMIG TABS 2.5 MG, 5 MG (Use
zolmitriptan) ....................... 186

ZONALON (Use doxepin hcl
(antipruritic)) ....................L0 103

ZONEGRAN CAPS 100 MG (Use
zonisamide) ...l 37

ZONEGRAN CAPS 25 MG (Use

zonisamide) ... 37
ZONISADE SUSP .................. 37
zonisamide CAPS 100 MG ........ 37

zonisamide CAPS 25 MG, 50 MG .37

ZORTRESS (Use everolimus

(immunosuppressant)) ............ 191
ZORYVE ...t 104
ZOSYN ... 211

ZOVIRAX CREA (Use acyclovir
topical) ... 105

ZOVIRAX OINT (Use acyclovir
topical) ... 105

ZOVIRAX SUSP (Use acyclovir) .. 86
ZTALMY
ZTLIDO PTCH

ZUBSOLYV SUBL 0.18 MG-0.7 MG,
0.36 MG-1.4 MG, 0.71 MG-2.9 MG,
1.4 MG-5.7 MG

ZUBSOLV SUBL 2.1 MG-8.6 MG . 20
ZUBSOLV SUBL 2.9 MG-11.4 MG 20
ZURZUVAE 25 MG
ZURZUVAE 30 MG
ZYCLARA (Use imiquimod) ...... 109

ZYCLARA PUMP (Use imiquimod)
109
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ZYDELIG ...l 74
ZYFLOTABS ..., 26
ZYKADIATABS ...l 74
ZYLET ... 207

ZYLOPRIM (Use allopurinol) .... 128

ZYMAXID (Use gatifloxacin (ophth)) .
205

ZYMFENTRA 1-PEN AJKT ....... 126
ZYMFENTRA 2-PEN AJKT ....... 126

ZYMFENTRA 2-SYRINGE PSKT 126

ZYNLONTA ... 68
ZYPITAMAG 2 MG, 4 MG ......... 56
ZYPREXA RELPREVV ............ 80

ZYPREXA SOLR (Use olanzapine)
80

ZYPREXA TABS (Use olanzapine)
80

ZYPREXA TABS (Use olanzapine)
81

ZYPREXA ZYDIS TBDP (Use
olanzapine) ......................... 80

ZYRTEC ALLERGY TABS (Use
cetirizine hel) ... 54

ZYRTEC CHILDRENS ALLERGY
SOLN OR (Use cetirizine hcl) ....... 54

ZYTIGA 250 MG (Use abiraterone
acetate) ... 69

ZYTIGA 500 MG (Use abiraterone
acetate) ..................... 69

ZYVOX SOLN (Use linezolid) ...... 63
ZYVOXSOLN ..., 64

ZYVOX SUSR (Use linezolid) ..... 64

Index 109



	Preferred Drug List
	Classes
	ADHD/ANTI-NARCOLEPSY/ANTI-OBESITY/ANOREXIANTS - Drugs to Treat ADHD, Sleep and Eating Disorders
	ALLERGENIC EXTRACTS/BIOLOGICALS MISC
	AMEBICIDES
	AMINOGLYCOSIDES - Drugs to Treat Bacterial Infections
	ANALGESICS - ANTI-INFLAMMATORY - Drugs to Treat Pain, Swelling, Muscle and Joint Conditions
	ANALGESICS - NonNarcotic - Drugs to Treat Pain, Muscle and Joint Conditions
	ANALGESICS - OPIOID - Drugs to Treat Pain, Muscle and Joint Conditions
	ANDROGENS-ANABOLIC -  Drugs to Regulate Hormones
	ANORECTAL AND RELATED PRODUCTS -  Rectal Drugs to Treat Pain, Swelling and Itching
	ANTACIDS
	ANTHELMINTICS -  Drugs to Treat Worm Infections
	ANTIANGINAL AGENTS -  Drugs to Treat Chest Pain
	ANTIANXIETY AGENTS -  Drugs to Treat Anxiety
	ANTIARRHYTHMICS -  Drugs to treat abnormal heart rhythms
	ANTIASTHMATIC AND BRONCHODILATOR AGENTS -  Drugs to Treat Lung Conditions
	ANTICOAGULANTS -  Blood Thinners
	ANTICONVULSANTS -  Drugs to Treat Seizures
	ANTIDEPRESSANTS -  Drugs to Treat Depression
	ANTIDIABETICS -  Drugs to Regulate Blood Sugar
	ANTIDIARRHEAL/PROBIOTIC AGENTS -  Drugs to Treat Diarrhea
	ANTIDOTES AND SPECIFIC ANTAGONISTS
	ANTIEMETICS - Drugs to Treat Nausea and Vomiting
	ANTIFUNGALS - Drugs to Treat Fungal Infections
	ANTIHISTAMINES - Drugs to Treat Allergies
	ANTIHYPERLIPIDEMICS - Drugs to Treat High Cholesterol 
	ANTIHYPERTENSIVES - Drugs to Treat High Blood Pressure
	ANTI-INFECTIVE AGENTS - MISC. -  Drugs to Treat Bacterial Infections
	ANTIMALARIALS - Drugs to Treat Malaria (Parasitic Infections)
	ANTIMYASTHENIC/CHOLINERGIC AGENTS
	ANTIMYCOBACTERIAL AGENTS - Drugs to Treat Tuberculosis (Bacterial Infections)
	ANTINEOPLASTICS AND ADJUNCTIVE THERAPIES -  Drugs to Treat Cancer
	ANTIPARKINSON AND RELATED THERAPY AGENTS - Drugs to Treat Parkinson's Disease
	ANTIPSYCHOTICS/ANTIMANIC AGENTS - Drugs to Treat Mood Disorders
	ANTIVIRALS - Drugs to Treat Viral Infections
	BETA BLOCKERS - Drugs to Treat High Blood Pressure
	CALCIUM CHANNEL BLOCKERS - Drugs to Treat High Blood Pressure
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