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2017 Formulary (List of Covered Drugs)

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

Formulary ID Number: 17037, v8

This formulary was updated on 09/01/2016. For more recent information or other questions, please
contact Express Scripts Medicare® (PDP) Customer Service at the numbers located on the back of
your member ID card. Customer Service is available 24 hours a day, 7 days a week.

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

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

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

This document includes the list of the covered drugs (formulary) for our plan, which is current as of
September 1, 2016. For more recent information, please contact us. Our contact information, along with
the date we last updated the formulary, appears above and on the back cover.

You must use network pharmacies to fill your prescriptions to get the most from your benefit.
Benefits, premium and/or copayments/coinsurance may change on January 1, 2018. The formulary
and/or pharmacy network may change at any time. You will receive notice when necessary.

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

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

Express Scripts Medicare a los nimeros que figuran al dorso de su tarjeta de identificacion de miembro
para obtener informacion adicional. El Servicio al cliente est4 disponible las 24 horas del dia, los

7 dias de la semana.

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

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

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

Can my drug coverage change?

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

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

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

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




Alphabetical Listing
If you are not sure what category to look under, you should look for your drug in the Index that
begins on page 116. The Index provides an alphabetical list of all of the drugs included in this
document. Both brand-name drugs and generic drugs are listed in the Index. Look in the Index and
find your drug. Next to your drug, you will see the page number where you can find coverage
information. Turn to the page listed in the Index and find the name of your drug in the “Drug Name”
column of the list.

What are generic drugs?

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

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

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

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

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

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

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

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

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

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

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

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

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

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

¢ You can ask us to cover a formulary drug at a lower cost-sharing level. If your drug is contained
in our Non-Preferred Drug tier, you can ask us to cover it at the cost-sharing amount that applies
to drugs in our Preferred Brand Drug tier instead. If approved, this would lower the amount you
must pay for your drug. You may not ask us to provide a higher level of coverage for drugs that
are in our Specialty Drug tier.

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

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

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

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

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

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

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

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

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

For each of your drugs that has restrictions or limitations, we will cover a temporary transition supply
when you go to a network pharmacy. This temporary transition supply will be for at least 30 days, or
less if your prescription is written for fewer days. In that case, you will be allowed multiple fills to
provide up to a total of at least a 30-day supply of the medication.

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

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

When you enter a long-term care facility

When you leave a long-term care facility

When you are discharged from a hospital

When you leave a skilled nursing facility

When you cancel hospice care

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

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

v



Other coverage that your plan may provide

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

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

e Prescription drugs when used to promote fertility

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

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

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

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

¢ Over-the-counter (OTC) diabetic supplies

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

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

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

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

Formulary
The formulary that begins on page 1 provides coverage information about some of the drugs covered by
this plan. If you have trouble finding your drug in the list, turn to the Index that begins on page 116.

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

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

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

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

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

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



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

Drug Tiers

Tier Includes Helpful tips

Tier 1: This tier includes many Use Tier 1 drugs for the lowest cost-sharing
Preferred commonly prescribed preferred amount.

Generic Drugs | generic drugs.

Tier 2: This tier includes prescribed Drugs in this tier will generally have lower
Generic Drugs | generic drugs. cost-sharing amounts than brand drugs.
Tier 3: This tier includes preferred Drugs in this tier will generally have lower
Preferred brand-name drugs as well as cost-sharing amounts than non-preferred drugs.
Brand Drugs | some generic drugs.

Tier 4: This tier includes non-preferred Many non-preferred drugs have lower-cost

Non-Preferred
Drugs

brand-name drugs as well as
some generic drugs.

alternatives in Tiers 1, 2 and 3. Ask your doctor
if switching to a lower-cost generic or preferred
brand-name drug may be right for you.

Tier 5:
Specialty Tier
Drugs

This tier includes very high cost
brand-name and generic drugs.

To learn more about medications in this tier,
you may contact a pharmacist using the
information provided on the front and back
covers of this formulary.

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

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

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

this formulary.

If you have general questions about Medicare prescription drug coverage, please call Medicare at
1.800.MEDICARE (1.800.633.4227), 24 hours a day, 7 days a week. TTY users should call

1.877.486.2048. Or visit http://www.medicare.gov.
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Below is a list of abbreviations that may appear on the following pages in the “Requirements/Limits”
column that tells you if there are any special requirements for coverage of your drug.

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

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

List of abbreviations

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

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

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

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

treat your medical condition, we may not cover Drug B unless you try Drug A first. If Drug A does not
work for you, we will then cover Drug B.
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Drug Name Requirements| |Drug Name Drug Requirements
/Limits Tier /Limits
griseofulvin 1 MO
ultramicrosize
ANTIFUNGAL AGENTS
GRIS-PEG 4 MO
ABELCET 5 PA; MO (ULTRAMICROSIZ
AMBISOME 5  PA;MO E)
amphotericin b 1 PA; MO itraconazole 2 MO
ANCOBON 5 MO ketoconazole oral MO
CANCIDAS 5 PA: MO LAMISIL ORAL 3 MO
GRANULES IN
clotrimazole mucous 2 MO PACKET
membrane
LAMISIL ORAL 4 MO
CRESEMBA 5 TABLET
INTRAVENOUS
MYCAMINE 5 MO
CRESEMBA ORAL 5 MO
NOXAFIL ORAL 5 MO
DIFLUCAN 4 MO
nystatin oral 2 MO
ERAXIS(WATER 4 MO suspension
DILUENT) :
INTRAVENOUS nystatin oral tablet 2 MO
RECON SOLN 100 ONMEL 5 MO; QL (30
MG per 30 days)
fluconazole 2 MO ORAVIG 3 MO
fluconazole in nacl 2 MO SPORANOX ORAL 4 MO
(iso-osm) CAPSULE
intravenous
pigavback 200 SPORANOX ORAL 3 MO
me/100 ml SOLUTION
fluconazole in nacl 9 terbinafine hcl oral 2 MO
(iso-osm) VFEND 5 MO
intravenous
pigavback 400 VFEND IV 4 MO
mg/200 ml voriconazole 2 MO
flucytosine 5 MO intravenous
griseofulvin ) MO voriconazole oral 5 MO
microsize ANTIVIRALS
abacavir 2 MO

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

formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements| |Drug Name Drug Requirements
Tier /Limits Tier /Limits
abacavir- 5 MO DAKLINZA ORAL 5 PA; QL (84
lamivudine- TABLET 90 MG per 84 days)
zidovudine DESCOVY 5
acyclovir oral 2 MO Jidanosine 5 MO
capsule
acyclovir oral 2 MO EDURANT > MO
suspension 200 mg/5 EMTRIVA 3 MO
ml entecavir 5 MO
acyclovir oral tablet 2 MO EPIVIR 4 MO
qcyclovir sodiulm ' 2 PA; MO EPIVIR HBV 3 MO
intravenous solution ORAL SOLUTION
adefovir s MO EPIVIR HBV 4 MO
amantadine hcl 2 MO ORAL TABLET
APTIVUS ORAL 5 MO EPZICOM 5 MO
CAPSULE EVOTAZ 5 MO
APTIVUS ORAL 5 - :
SOLUTION famciclovir 2 MO
FAMVIR 4 MO
ATRIPLA 5 MO
SaraciuoE IR o FLUMADINE 4 Mo
ORAL SOLUTION
FUZEON 5 MO
Ny . MO SUBCUTANEOUS
RECON SOLN
cidofovir . PA; MO ganciclovir sodium 2 PA; MO
COMBIVIR 5 MO GENVOYA 5 MO
COMPLERA > MO HARVONI 5  PA;MO; QL
COPEGUS 4 MO (168 per 168
CRIXIVAN ORAL 3 MO days)
CAPSULE 200 MG, HEPSERA 5 MO
400 MG INTELENCEORAL 5 MO
CYTOVENE 4 PA; MO TABLET 100 MG,
DAKLINZA ORAL 5 PA; MO; QL 200 MG
TABLET 30 MG, 60 (84 per 84 INTELENCE ORAL 3 MO
MG days) TABLET 25 MG

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

formulary or visit us on the Web at www.Express-Scripts.com.
2



Drug Name Drug Requirements| |Drug Name Drug Requirements
Tier /Limits Tier /Limits
INVIRASE 5 MO moderiba dose pack 5 MO
ISENTRESS ORAL 5 MO oral tablets,dose
POWDER IN pack 600 mg (7)-
PACKET 400 mg (7), 600 mg
(7)-600mg (7)
ISENTRESS ORAL 5 MO .
TABLET nevirapine oral 2 MO
suspension
ISENTRESS ORAL 5 MO .
TABLET.CHEWAB nevirapine oral 2 MO
LE 100 MG tablet
ISENTRESS ORAL 3 MO nevirapine oral CI MO
TABLET.CHEWARB tablet extended
LE 25 Mé release 24 hr 100 mg
KALETRA ORAL s MO nevirapine oral 1 MO
SOLUTION tablet extended
release 24 hr 400 mg
KALETRA ORAL 3 MO
TABLET 100-25 NORVIR - VO
MG ODEFSEY 5
KALETRA ORAL 5 MO OLYSIO 5 PA;MO; QL
TABLET 200-50 (168 per 168
MG days)
lamivudine 2 MO PREZCOBIX 5 MO
lamivudine- 2 MO PREZISTA ORAL 5 MO
zidovudine SUSPENSION
LEXIVA ORAL 3 MO PREZISTA ORAL 3 MO
SUSPENSION TABLET 150 MG,
LEXIVA ORAL 5 MO 5 MG
TABLET PREZISTA ORAL 5 MO
moderiba 1 MO g(l)?)Bl\I/I}(E}T 600 MG,
moderiba dose pack 2 MO REBETOL ORAL 3 MO
oral tablets,dose SOLUTION
pack 200 mg (7)-
400 mg (7), 400 mg RELENZA 3 MO
(7)-400 mg (7) DISKHALER
RESCRIPTOR 3 MO

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

formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements| |Drug Name Require ments
Tier /Limits /Limits
RETROVIR 3 MO SOVALDI PA; MO; QL
INTRAVENOUS (168 per 168
RETROVIR ORAL 4 MO days)
CAPSULE stavudine MO
RETROVIR ORAL 4 MO STRIBILD MO
SYRUP SUSTIVA ORAL MO
REYATAZ ORAL 5 MO CAPSULE 200 MG
g(%PﬁgLEOBS&gG’ SUSTIVA ORAL MO
’ CAPSULE 50 MG
REYATAZ ORAL 5 MO SUSTIVA ORAL MO
POWDER IN TABLET
PACKET
. SYNAGIS MO; LA
rzbasplhere oral 2 MO INTRAMUSCULA
capsute R SOLUTION 50
ribasphere oral 1 MO MG/0.5 ML
tablet 200 mg TAMIFLU 3 MO
; ’i‘;sf %ge oral 2 MO TECHNIVIE 5 PA; MO; QL
abret 700 mg (168 per 84
ribasphere oral 5 MO days)
tablet 600 mg TIVICAY ORAL 3
ribasphere ribapak 5 MO TABLET 10 MG
oral tablets,dose TIVICAY ORAL 5
pack 400-400 mg TABLET 25 MG
(28)-mg (28), 600-
400 mg (28)-mg TIVICAY ORAL 5 MO
(28), 600-600 mg TABLET 50 MG
(28)-mg (28) TRIUMEQ 5 MO
ribavirin oral 2 MO TRIZIVIR 5 MO
capsule
TRUVADA ORAL 5
giObgvirin oral tablet 2 MO TABLET 100-150
mg MG, 133-200 MG,
rimantadine 2 MO 167-250 MG
SELZENTRY 3 MO TRUVADA ORAL 5 MO
TABLET 200-300
MG

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

formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements| |Drug Name Drug Requirements
Tier /Limits Tier /Limits
TYBOST 4 MO ZOVIRAX ORAL 4 MO
TYZEKA 5 MO SUSPENSION
valacyclovir 2 MO; QL (30 CEPHALOSPORINS
per 30 days) AVYCAZ
VALCYTE 5 MO CEDAX ORAL 4 MO
valganciclovir MO CAPSULE
VALTREX 4  MO;QL (30 CEDAX ORAL 4 MO
per 30 days) SUSPENSION FOR
RECONSTITUTIO
VIDEX 2 GRAM 3 MO N 180 MG/5 ML
PEDIATRIC
cefaclor oral capsule 2 MO
VIDEX EC 4 MO cefaclor oral 2
VIEKIRA PAK PA;MO; QL suspensionfor
(672 per 168 reconstitution 125
days) mg/5 ml
VIRACEPT ORAL 5 MO cefaclor oral 2 MO
TABLET suspension for
VIRAMUNE 4 MO reconstitution 250
mg/5 ml, 375 mg/5
VIRAMUNE XR 4 MO ml
VIRAZOLE 5 MO cefaclor oral tablet 2 MO
VIREAD 5 MO extended release 12
hr
VITEKTA 5 MO
cefadroxil oral 2 MO
ZEPATIER 5 PA; MO; QL capsule
(112 per 112 :
days) cefadm)'czl oral 2 MO
suspension for
ZERIT 4 MO reconstitution 250
ZIAGEN ORAL 3 MO mg/5 ml, 500 mg/5
SOLUTION ml
7ZIAGEN ORAL 4 MO cefadroxil oral tablet 2 MO
TABLET cefazolin injection 2 MO
zidovudine MO recon soln 1 gram,
500 mg
ZOVIRAX ORAL 4 MO
CAPSULE

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

Tier /Limits Tier /Limits
cefazolin injection 2 ceftriaxone 2 MO
recon soln 10 gram intravenous
cefdinir 2 MO cefuroxime axetil 2 MO
cefepime 5 MO oraltablet
cofixime ) MO (':e]‘”uro‘xlme sodium 2 MO
injection recon soln

cefotaxime injection 2 1.5 gram, 750 mg

recon soln I gram, 2 cefuroxime sodium 2

gram, 500 mg .
intravenous

cefotetan injection 2 cephalexin 5 MO

it nravrcus [ MO CLToRRy 4

il INJECTION

cefoxitin intravenous 2 RECON SOLN 10

recon soln 10 gram GRAM, 500 MG

cefoxitin intravenous 1 CLAFORAN 4

recon soln 2 gram INTRAVENOUS

cefpodoxime 2 MO RECON SOLN

cefprozil 2 MO FORTAZ :
INJECTION

ceftazidime injection 2 MO RECON SOLN 6

recon soln I gram GRAM

ceftazidime injection 1 MO FORTAZ 4

recon soln 2 gram INTRAVENOUS

ceftazidime injection 2 MAXIPIME 4 MO

recon soln 6 gram INJECTION

CEFTIN ORAL 4 MO SUPRAX ORAL 4 MO

SUSPENSION FOR CAPSULE

RECONSTITUTIO

N SUPRAX ORAL 4 MO
SUSPENSION FOR

CEFTIN ORAL 4 MO RECONSTITUTIO

TABLET 500 MG N 100 MG/5 ML,

ceftriaxone injection 2 200 MG/5 ML

recon soln 10 gram SUPRAX ORAL 4

ceftriaxone injection 2 MO SUSPENSION FOR

recon soln 250 mg, RECONS];ITUTIO

500 mg N 500 MG/5 ML

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

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

Tier /Limits Tier /Limits
SUPRAX ORAL 4 MO DIFICID 5 MO
ESBLET’CHEWAB e.e.s. 400 oral tablet 2 MO
TAZICEF 4 E.E.S. GRANULES 3 MO
INJECTION ERYPED 200 4 MO
EECA(;AN SOLN 1 ERYPED 400 4 MO
ery-tab oral 1 MO
ITI\‘}“J%EISEIFON . MO tablet, delayed
RECON SOLN 2 release (dr/ec) 250
GRAM, 6 GRAM e
ery-tab oral 2 MO
TEFLARO 5 MO tablet,delayed
ZERBAXA 5 release (dr/ec) 333
ZINACEF 4 MO e
INJECTION ERY-TAB ORAL 3 MO
RECON SOLN 1.5 TABLET,DELAYE
GRAM D RELEASE
ZINACEF 4 (DR/EC) 500 MG
INJECTION erythrocin (as 2 MO
RECON SOLN 750 stearate) oral tablet
MG 250 mg
ZINACEF 4 ERYTHROCIN 3
INTRAVENOUS INTRAVENOUS
RECON SOLN 7.5 RECON SOLN 500
GRAM MG
ERYTHROMYCINS / OTHER erythromycin 2 MO
MACROLIDES ethylsuccinate oral
tablet
azithromycin 2 MO
erythromycin oral 2 MO
BIAXIN ORAL 4 MO capsule, delayed
IS{[];(SjPO]?\II\ISSl}I(")FI[\IHITI(Z)R release(dr/ec)
N 250 MG/5 ML erythromycin oral 1 MO
tablet 250 mg
BIAXIN ORAL 4 MO
TABLET erythromycin oral 2 MO
tablet 500 mg
clarithromycin 2 MO
PCE 4 MO

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

Tier /Limits Tier /Limits
ZITHROMAX 4 MO BETHKIS 5 PA; MO; QL
ZITHROMAX TRI- 4 MO 3224 per 28
PAK ays)
ZITHROMAX Z- 4 MO BILTRICIDE S MO
PAK CAPASTAT 4
ZMAX 4 MO CAYSTON 5 MO; LA; QL
MISCELLANEOUS Gy
ANTIINFECTIVES Y
chloramphenicol sod 2
ALBENZA 3 MO succinate
ALINIA 3 MO chloroquine 2 MO
amikacin injection 2 MO phosphate oral
solution 500 mg/2 ml CLEOCIN IN 5 % 4 MO
atovaquone 5 MO DEXTROSE
INTRAVENOUS
atovaquone- 2 MO PIGGYBACK 300
proguanil MG/50 ML, 600
AZACTAM IN 4 MG/50 ML
DEXTROSE (IS0- CLEOCIN IN 5 % 4
OSM)
DEXTROSE
gg@gﬁgﬁ‘fs INTRAVENOUS
PIGGYBACK 900
GRAM/50 ML MG/50 ML
AZACTAM IN 3
CLEOCIN 4 MO
OSM)
INTRAVENOUS CLEOCIN ORAL 4 MO
PIGGYBACK 2 clindamycin hcl 2 MO
GRAM/50 ML
—— clindamycinin 5 % 2 MO
aztreonaminjection 2 MO dextrose
recon soln I gram
- clindamycin 2
baciim 2 pediatric
bacitracin 2 MO clindamycin P
intramuscular phosphate injection
solution 150 (mg/ml)
(6 mi)

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

formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements| |Drug Name Drug Requirements
Tier /Limits Tier /Limits
clindamycin 2 MO gentamicin sulfate 2
phosphate injection (pf) intravenous
solution 150 mg/ml solution 80 mg/8 ml
clindamycin 2 MO hydroxychloroquine 2 MO
phosphate oral
intravenous solution . ; .
600 mg/4 ml imipenem-cilastatin MO
INVANZ MO
COARTEM 3 MO INJECTION
colistin 2 MO isoniazid injection 2
(colistimethate na)
CUBICIN 5 MO isoniazid oral 2 MO
DALVANCE 4 MO ivermectin oral 2 MO
DAPSONE 3 MO KETEK 4 MO
DARAPRIM 3 PA; MO KITABIS PAK > MO
DORIBAX 4 LINCOCIN 4 MO
INTRAVENOUS lincomycin injection 2
&%CON SOLN 500 linezolid intravenous 5
EMVERM 5 linezolid oral 5 MO
MALARONE 4 MO
ethambutol 2 MO
MALARONE 4 MO
FLAGYL 4 MO PEDIATRIC
gentamicin in nacl 2 MO . 5 MO
(is0-05m) mefloquine
intravenous MEPRON 5 MO
piggyback 100 meropenem 1 MO
mg/100 mi, 60 mg/50 intravenous recon
mi soln 500 mg
gentamicin in nacl 2 MERREM 4 MO
(iso-osm) INTRAVENOUS
intravenous RECON SOLN 500
piggyback 80 MG
mg/100 ml, 80 mg/50
ml metronidazole in 2 MO
——— nacl (iso-os)
gentamicin injection 2 MO
metronidazole oral 2 MO

solution 40 mg/ml

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

formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements| |Drug Name Drug Requirements
Tier /Limits Tier /Limits
MYAMBUTOL 4 MO STREPTOMYCIN 3 MO
ORAL TABLET INTRAMUSCULA
400 MG R
MYCOBUTIN 4 MO STROMECTOL 4 MO
NEBUPENT 3 PA; MO; QL SYNERCID 5
(I per 28 days) ~ TINDAMAX ORAL 4 MO
neomycin 2 MO TABLET 500 MG
ORBACTIV 5 MO tinidazole 2 MO
paromomycin 1 MO TOBI 5 PA; MO; QL
PASER 3 MO (280 per 28
days)
PENTAM 4 MO TOBI PODHALER 5 MO; QL (224
PLAQUENIL 4 INHALATION per 28 days)
; CAPSULE
2 M >
polymyxin b sulfate O W/INHALATION
PRIFTIN 3 MO DEVICE
PRIMAQUINE 3 MO tobramycin in 0.225 5 PA; MO; QL
PRIMAXIN [V 4 MO % nacl (280 per 28
days)

pyrazinamide 2 MO -

tobramycin sulfate 2 MO
QUALAQUIN 4 MO injection solution
quinine sulfate 2 MO TRECATOR 3 MO
rifabutin 1 MO TYGACIL 5 MO
RIFADIN 4 MO XIFAXAN ORAL 5 MO; QL (9 per
RIFAMATE 4 MO TABLET 200 MG 30 days)
rifampin 2 MO XIFAXAN ORAL 5 MO; QL (60

TABLET 550 MG per 30 days)
RIFATER 4 MO

ZYVOX 5 MO
SIRTURO 5 MO; LA INTRAVENOUS
SIVEXTRO 5 PARENTERAL
INTRAVENOUS SOLUTION 600

MG/300 ML
SIVEXTRO ORAL 5 MO

ZYVOX ORAL 5 MO

PENICILLINS

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

formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements| |Drug Name Drug Requirements
Tier /Limits Tier /Limits
amoxicillin oral 2 MO nafcillin injection 2 MO
capsule recon soln 1 gram
amoxicillin oral 2 MO nafcillin injection 5 MO
suspension for recon soln 10 gram
reconstitution P
oxacillin in 2
amoxicillin oral 2 MO dextrose(iso-osm)
tablet intravenous
amoxicillin oral 2 MO Z Zg’gy back I grans0
tablet,chewable 125
mg, 250 mg oxacillin in 5 MO
amoxicillin-pot 2 MO c.lextrose(zso—osm)
clavulanate intravenous
piggyback 2 gram/50
ampicillin 2 MO ml
ampicillin sodium 2 MO oxacillin injection 5 MO
injection recon soln recon soln 10 gram
j § ; Zim’ 10 gram, oxacillin intravenous 2
g recon soln 2 gram
ampicillin-sulbactam 2
injection recon soln PENICILLING 3
1 ; ram POTIN
g DEXTROSE
ampicillin-sulbactam 2 MO INTRAVENOUS
injection recon soln PIGGYBACK 2
3 gram MILLION UNIT/50
qmpicillin—sulbactam 2 gII\IJ,I”? /15\gIII\J/IIiION
intravenous recon
soln 1.5 gram penicillin g 2 MO
AUGMENTIN 3 MO potassiuminjection
ORAL recon soln 5 million
SUSPENSION FOR unit
RECONSTITUTIO penicillin g procaine 2 MO
N 125-31.25 MG/5 intramuscular
ML syringe 1.2 million
BICILLIN C-R 3 MO unit/2 ml
BICILLIN L-A 3 MO penicillin g sodium 2 MO
dicloxacillin 2 MO penicillin y 2 MO

potassium

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

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

piperacillin- 2 MO CIPRO IN D5W 4
tazobactam INTRAVENOUS
intravenous recon PIGGYBACK 400
soln 3.375 gram, 4.5 MG/200 ML
gram, 40.5 gram CIPRO ORAL 4 MO
UNASYN 4 SUSPENSION,MIC
INJECTION ROCAPSULE
RECON SOLN 15 RECON
GRAM CIPRO ORAL 4 MO
UNASYN 4 MO TABLET 250 MG,
INJECTION 500 MG
RECON SOLN 3 ciprofloxacin 2
GRAM P
ZOSYN IN 4 ?;Z;?ﬁ‘z acn R V©
DEXTROSE (ISO-
OSM) ciprofloxacin hcl 2 MO
INTRAVENOUS oral
g{gﬁ\}%g%ﬁzzs ciprofloxacinin 5 % 2 MO

dextrose intravenous
ZOSYN IN 4 MO piggyback 200
DEXTROSE (ISO- mg/100 ml
OSM) ) )
INTRAVENOUS rasenoussouton
PIGGYBACK 3.375 200 me/40 ml
GRAM/50 ML &
ZOSYN 1 MO I{i\éﬁg}JIN ORAL 4 MO
INTRAVENOUS
RECON SOLN 40.5 levofloxacinin d5w 2 MO
GRAM intravenous

piggyback 500
QUINOLONES mg/100 ml, 750
AVELOX MO mg/150 ml
AVELOX ABC 4 MO levofloxacin 2 MO
PACK intravenous
AVELOXIN NACL 4 MO levofloxacin oral 2 MO
(ISO-OSMOTIC) moxifloxacin 2 MO

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

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

Tier /Limits Tier /Limits
MOXIFLOXACIN- 4 doxycycline hyclate 2
SOD.ACE,SUL- oral tablet,delayed
WATER release (dr/ec) 50
ofloxacin oral tablet 2 MO e
400 mg doxycycline 2 MO
SULFA'S /RELATED AGENTS monohydrate oral
capsule 100 mg, 150
BACTRIM 4 MO mg, 50 mg
BACTRIM DS 4 MO doxycycline 1 MO
sulfadiazine oral 1 MO monohydrate oral
capsule 75 mg
su [fameth o?cazole— 2 MO doxycycline > MO
trimethoprim
monohydrate oral
TETRACYCLINES suspension for
ADOXA ORAL 4  ST;MO reconstitution
CAPSULE ’ doxycycline 2 MO
demeclocycline oral 1 MO Z(l;’;eothy drate oral
tablet 150 mg
} MINOCIN ORAL 4 ST; MO
;z’el;o;etcéoocgzclme oral 2 MO CAPSULE 100 MG,
aolercvrme 50 MG
doxy-100 2 MO minocycline oral 2 MO
doxycycline hyclate 2 capsule
Intravenous minocycline oral 2 MO
doxycycline hyclate 2 MO tablet
oral capsule minocycline oral 1 MO
doxycycline hyclate 2 MO tablet extended
oral tablet 100 mg, release 24 hr 135
20 mg mg, 45 mg
doxycycline hyclate 1 MO minocycline oral 2 MO
oral tablet,delayed tablet extended
release (dr/ec) 100 release 24 hr 90 mg
mg, 150 mg, 75 mg ORACEA 4 ST;MO
doxycycline hyclate 5
oral tablet,delayed
release (dr/ec) 200
mg

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

formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements| |Drug Name Drug Requirements
Tier /Limits Tier /Limits
SOLODYN ORAL 5 ST; MO trimethoprim 2 MO
TABLET
EXTENDED VANCOMYCIN
RELEASE 24 HR VANCOCIN 5 MO
105 MG, 115 MG, .
55 MG. 65 MG. 80 vancomycin 2 MO
MG ’ ’ intravenous recon
soln 1,000 mg, 10
tetracycline oral 2 MO gram, 500 mg
capsule 250 mg vancomycin oral 5 MO
tetracycline oral 1 MO
capsile 500 mg ANTINEOPLASTIC/
VIBRAMYCIN 4 ST; MO })I\I/IIMggOSUPPRESSAN T
ORAL CAPSULE Y
100 MG ADJUNCTIVE AGENTS
VIBRAMYCIN 4 MO amifostine 5 MO
ORAL crystalline
SUSPENSION FOR
RECONSTITUTIO dexrazoxane hcl 5
N intravenous recon
soln 250 mg
VIBRAMYCIN 3 MO
ORAL SYRUP ELITEK 5 MO
URINARY TRACT AGENTS FUSILEV 5 MO
FURADANTIN 4 MO KEPIVANCE 5
HIPREX 4 MO leucovorin calcium 2 MO
injection recon soln
MACROBID 4 MO 100 mg, 350 mg
MACRODANTIN 4 MO leucovorin calcium 2 MO
methenamine 2 MO oral
hippurate levoleucovorin 5
MONUROL 4 MO calcium intravenous
solution
nitrofurantoin 2 MO
macrocrystal mesna MO
nitrofurantoin 2 MO MESNEX 4
monohyd/m-cryst INTRAVENOUS
nitrofurantoin oral 2 MO MESNEX ORAL 5 MO

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

formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements| |Drug Name Drug Requirements
Tier /Limits Tier /Limits
XGEVA 5 MO AVASTIN 5 MO
ZINECARD (AS 5 MO azacitidine 5 MO
HCL) ;
INTRAVENOUS AZASAN 4 PA; MO
RECON SOLN 250 azathioprine 2 PA; MO
MG azathioprine sodium 2 PA
ANTINEOPLASTIC / BELEODAQ 5 MO
IMMUNOSUPPRESSANT DRUGS
bexarotene 5 MO
ABRAXANE 5 MO
bicalutamide 2 MO
adrucil intravenous 2 PA; MO
solution 500 mg/10 BICNU S MO
ml bleomycin injection 2 PA; MO
AFINITOR 5 PA; MO recon soln 30 unit
DISPERZ BOSULIF ORAL 5 PA; MO
AFINITOR ORAL 5  PA;MO;QL TABLET 100 MG
TABLET 10 MG (60 per 30 BOSULIF ORAL 5 PA; MO; QL
days) TABLET 500 MG (30 per 30
AFINITOR ORAL 5  PA;MO days)
TABLET 2.5 MG, 5 BUSULFEX 5
MG, 7.5 MG
CABOMETYX PA; LA
ALECENSA 5 PA; MO; QL
(240 per 30 CAMPTOSAR 4 MO
INTRAVENOUS
days)
SOLUTION 100
ALIMTA 5 MO MG/5 ML
INTRAVENOUS
RECON SOLN 500 CAPRELSA ORAL 5 PA; MO; LA;
MG TABLET 100 MG QL (90 per 30
days)
ALKERAN 5
TABLET 300 MG QL (30 per 30
anastrozole 2 MO days)
ARIMIDEX 4 MO carboplatin 2 MO
AROMASIN 4 MO intravenous solution
ARRANON 5 CASODEX 4 MO
ASTAGRAF XL 4 PA;MO CELLCEPT PA; MO
INTRAVENOUS

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Tier /Limits Tier /Limits
CELLCEPT ORAL 4 PA; MO DACOGEN 5 MO
CAPSULE DARZALEX 5 MO:LA
CELLCEPT ORAL 5 PA; MO Jaunorubicin 5
SUSPENSION FOR intravenous solution
RECONSTITUTIO
N decitabine 5 MO
CELLCEPT ORAL 5 PA; MO DOCEFREZ 5
TABLET INTRAVENOUS
RECON SOLN 20
cisplatin 2 MO MG
cladribine 5 PA; MO docetaxel 5 MO
CLOLAR 5 MO intravenous solution
i 80 mg/4 ml (20
COMETRIQ 5 PA; MO mg/ml), 80 mg/$ mi
COSMEGEN 5 MO (10 mg/ml)
COTELLIC 5 PA; MO; LA; DOXIL 5 MO
c?aL (63 per 28 doxorubicin 2 MO
ys) intravenous solution
CYCLOPHOSPHA 3 PA; MO 50 mg/25 ml
gdi?)gUO&A L c{oxorubicin, peg- 5 MO
liposomal
?yclosporme 2 PA DROXIA 3 MO
intravenous
. i ELIGARD 4 PA; MO
;focég;ji’ orine 2 PAMO SUBCUTANEOUS
SYRINGE 22.5 MG
cyclosporine oral 2 PA; MO (3 MONTH), 30 MG
capsule (4 MONTH), 7.5
CYRAMZA 5  PA:MO MG (1 MONTH)
cytarabine 2 PA; MO ELIGARD 5 PA; MO
SUBCUTANEOUS
cytarabine (pf) 2 PA; MO SYRINGE 45 MG
injection solution 2 (6 MONTH)
m/20 ml (100
i ’;’/ml) mi( ELLENCE 4 MO
INTRAVENOUS
dacarbazine 2 MO SOLUTION 200
intravenous recon MG/100 ML
soln 200 mg
EMCYT 3 MO

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

formulary or visit us on the Web at www.Express-Scripts.com.
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EMPLICITI 5 PA; MO fludarabine 2 MO
ENVARSUS XR 4  PA;MO " ’; avenous recon
]IEI\II{"I]"B&[\JENOUS > MO ﬂuorouracz’l . 2 PA; MO
SOLUTION 100 intravenous solution
MG/50 ML 2.5 gram/50 ml
ERIVEDGE 5 PA;MO,QL Jlutamide 2l MO
(30 per 30 FOLOTYN 5 MO
days) INTRAVENOUS
SOLUTION 40
ERWINAZE MO MG/2 ML (20
ETOPOPHOS 4 MO MG/ML)
etoposide 2 MO gemcitabine 5 MO
intravenous intravenous recon
exemestane 2 MO soln I gram
GEMZAR 4 MO
FARESTON > MO INTRAVENOUS
FARYDAK ORAL 5 PA;MO; QL RECON SOLN 1
CAPSULE 10 MG (12 per 21 GRAM
da
¥s) gengraf oral capsule 1 PA; MO
FARYDAK ORAL 5 PA;MO; QL 100 mg
CAPSULE 15 MG 6 21 da
20 MG ’ (6 per ys) gengraf oral capsule 2 PA; MO
25 mg
FASLODEX MO
gengraf oral 1 PA; MO
FEMARA 4 MO solution
FIRMAGON KIT W 5 MO GILOTRIF ORAL 5 PA;MO; QL
DILUENT TABLET 20 MG (60 per 30
SYRINGE days)
SUBCUTANEOUS
RECON SOLN 120 GILOTRIF ORAL 5 PA;MO; QL
MG TABLET 30 MG (40 per 30
days)
FIRMAGON KIT W 3 MO
DILUENT GILOTRIF ORAL 5 PA;MO; QL
SYRINGE TABLET 40 MG 3330 per 30
SUBCUTANEOUS ys)
RECON SOLN 80 GLEEVEC ORAL 5 PA; MO

MG

TABLET 100 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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GLEEVEC ORAL 5 PA; MO; QL IMBRUVICA 5 PA; MO; QL
TABLET 400 MG (60 per 30 (120 per 30
days) days)
GLEOSTINE 3 MO IMURAN 4 PA; MO
HALAVEN 5 MO INLYTA ORAL 5 PA; MO
HERCEPTIN 5 MO TABLET 1 MG
INLYTA ORAL 5  PA;MO; QL
HEXALEN S O TABLET 5 MG (120 per 30
HYCAMTIN 5 MO days)
INTRAVENOUS IRESSA 5 PA;MO;QL
HYDREA 4 MO (30 per 30
hydroxyurea 2 MO days)
IBRANCE 5  PA;MO;QL ‘lrimotecan CHEN MO
@I ’per 2’8 intravenous solution
days) 100 mg/5 ml
ICLUSIG ORAL 5  PA;MO;QL  1STODAX > Mo
TABLET 15 MG (90 per 30 JAKAFI ORAL 5 PA; MO
days) TABLET 10 MG, 15
ICLUSIG ORAL 5  PA;MO;QL MG 20MG S MG
TABLET 45 MG (30 per 30 JAKAFI ORAL 5 PA; MO; QL
days) TABLET 25 MG (60 per 30
IDAMYCIN PFS 4 MO days)
. . JEVTANA 5 MO
idarubicin
KADCYLA 5 PA; MO
IFEX 4 MO ’
INTRAVENOUS
INTRAVENOUS
RECON SOLN 1 RECON SOLN 100
GRAM MG
osfamide I KEYTRUDA 5 MO
intravenous recon
soln I gram
imatinib oral tablet 5 PA; MO
100 mg
imatinib oral tablet 5 PA;MO; QL
400 mg (60 per 30
days)

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

formulary or visit us on the Web at www.Express-Scripts.com.
18



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

LENVIMA ORAL 5 PA; MO MEGACE 4 PA; MO
CAPSULE 10
MG/DAY (10 MG X MEGACE ES 5 PA; MO
1/DAY), 14 megestrol oral 2 PA; MO
MG/DAY (10 MG X suspension 400
1-4 MG X 1), 20 mg/10 ml (40
MG/DAY (10 MG X mg/ml), 625 mg/5 ml
1%/)[’(}24)1(1\;3/1[\)/[%%&1?) megestrol oral tablet 2 PA; MO
LENVIMA ORAL s PA MEKINIST ORAL 5 PA; QL (120
CAPSULE 18 TABLET 0.5 MG per 30 days)
MG/DAY (10 MG X MEKINIST ORAL 5 PA; QL (30
1-4 MG X2), 8 TABLET 2 MG per 30 days)
12\/)IG/DAY (4 MG X melphalan hcl 5

mercaptopurine 2 MO
letrozole 2 MO

methotrexate sodium PA
LEUKERAN 3 MO (pf) injection recon
leuprolide 2 MO soln
subcutaneous kit methotrexate sodium 2 PA; MO
LONSURF 5 PA; MO (pf) injection
LUPRON DEPOT 5  PA:MO solution
LUPRON DEPOT 5 PA; MO ZfzreZzotrexate sodium 2 PA; MO
(3 MONTH)
LUPRON DEPOT 5  PA;MO Z’;"a"zye < rocon S 10
(4 MONTH) soln 20 mg, 5 mg
LUPRON DEPOT 5 PA; MO . .

’ 7 5 MO

(6 MONTH) ritomycin

intravenous recon
LUPRON DEPOT- 5 PA; MO soln 40 mg
PED :
INTRAMUSCULA mitoxantrone MO
R KIT 11.25 MG, 15 MUSTARGEN 4 MO
MG mycophenolate PA; MO
LYNPARZA 5 PA; MO mofetil oral capsule
LYSODREN 3 MO
MATULANE 5 MO

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

formulary or visit us on the Web at www.Express-Scripts.com.
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mycophenolate 5 PA; MO OPDIVO 5 MO
mofetil oral INTRAVENOUS
suspension for SOLUTION 40
reconstitution MG/4 ML
mycophenolate 2 PA; MO oxaliplatin 2 MO
mofetil oral tablet intravenous solution
mycophenolate 2 PA; MO 100 mg/20 ml
sodium paclitaxel 2 MO
MYFORTIC PA; MO PERJETA 5 MO
NEORAL PA; MO POMALYST 5 MO
NEXAVAR PA; MO; LA; PROGRAF 3 PA; MO
QL (120 per 30  INTRAVENOUS
days) PROGRAF ORAL 4 PA;MO
NILANDRON 5 MO CAPSULE 0.5 MG,
NINLARO ORAL 5 PA; MO; QL I MG
CAPSULE 2.3 MG (6 per 28 days) PROGRAF ORAL 5 PA; MO
NINLARO ORAL 5 PA;MO,QL  CAPSULES MG
CAPSULE 3 MG (4 per 28 days)  PURIXAN 5 MO
NINLARO ORAL 5 PA; MO; QL RAPAMUNE 5 PA; MO
CAPSULE 4 MG (3 per 28 days) ORAL SOLUTION
NIPENT 5 MO RAPAMUNE 4 PA; MO
NULOJIX 5  PA;MO DAL TABLET 0.5
consetioacenc RO RAPAVONE 5 PAo
ORAL TABLET 1
1,000 mcg/ml, 500 MG, 2 MG
mcg/ml
octreotide acetate 2 MO REVLIMID 2 PA; MO; LA
injection solution RHEUMATREX 4 PA; MO
100 meg/mi, 200 RITUXAN 5 PA; MO
mcg/ml, 50 mcg/ml
SANDIMMUNE 4 PA; MO
ODOMZO 5 PA; MO; LA; ’
QL (30 per 30 INTRAVENOUS
days) SANDIMMUNE 4 PA; MO
ORAL CAPSULE

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

formulary or visit us on the Web at www.Express-Scripts.com.
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SANDIMMUNE 3 PA; MO SPRYCEL ORAL 5 PA; MO; QL
ORAL SOLUTION TABLET 140 MG (30 per 30
SANDOSTATIN 5 MO days)
INJECTION SPRYCEL ORAL 5 PA; MO; QL
SOLUTION 1,000 TABLET 70 MG (60 per 30
MCG/ML, 100 days)
MCG/ML, 200 STIVARGA 5 PA:MO: QL
MCG/ML
(84 per 28
SANDOSTATIN 4 MO days)
INJECTION SUTENT ORAL 5  PA:MO
SOLUTION 50 CAPSULE 12.5 MG
MCG/ML, 500 :
MCG/ML SUTENT ORAL 5 PA; MO; QL
SANDOSTATIN 5 MO %ASP E/I%LE 25 MG, 5120 Ser 30
LAR DEPOT : Y
INTRAMUSCULA SUTENT ORAL 5 PA; MO; QL
R CAPSULE 50 MG (30 per 30
SUSPENSION,EXT days)
ENDED REL SYLVANT 5 MO
RECON INTRAVENOUS
SIGNIFOR 5 MO RECON SOLN 100
SIGNIFOR LAR 5 MO MG
SIMULECT 3 PA; MO SYNRIBO > MO
INTRAVENOUS TABLOID 3 MO
&%CON SOLN 20 tacrolimus oral 2 PA; MO
— _ TAFINLAR ORAL 5  PA;QL (180
sirolimus oral tablet 2 PA; MO CAPSULE 50 MG per 30 days)
0.5 mg, 1 mg
R _ TAFINLAR ORAL 5 PA; QL (120
szélmus oral tablet 5 PA; MO CAPSULE 75 MG per 30 days)
TAGRISSO ORAL 5 PA; MO; LA;
SOLTAMOX 5 MO TABLET 40 MG QL (60 per 30
SOMATULINE 5 MO days)
DEPOT TAGRISSO ORAL 5 PA:MO;LA;
SPRYCEL ORAL 5 PA; MO TABLET 80 MG QL (30 per 30
TABLET 100 MG, days)
20 MG, 50 MG, 80 tamoxifen 2 MO

MG

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

formulary or visit us on the Web at www.Express-Scripts.com.
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TARCEVA ORAL 5 PA; MO TYKERB PA; MO; LA;
TABLET 100 MG, QL (180 per 30
25 MG days)
TARCEVA ORAL 5 PA; MO; QL VECTIBIX PA; MO
TABLET 150 MG (30 per 30 INTRAVENOUS
days) SOLUTION 100

MG/5 ML (20
TARGRETIN 5 MO MG/ML)
TASIGNA ORAL 5 PA; MO
CAPSULE 150 MG VELCADE MO
TASIGNA ORAL 5  PA:MO:QL gggLTEjg&T " PA;LA
CAPSULE 200 MG (112 per 28 MG, 50 MG

days)

TAXOTERE 5 MO OENTLERIS PASLA
INTRAVENOUS 100 MG
SOLUTION 80
MG/4 ML (20 VENCLEXTA PA;LA; QL
MG/ML) STARTING PACK (42 per 180
TECENTRIQ 5 LA days)
THALOMID 5 PA; MO VIDAZA MO
thiotepa 5 MO anblastme ' PA; MO

intravenous solution
foposar 2 MO vincasar pfs PA
topotecan 5 intravenous solution
intravenous recon 1 mg/ml
soln Y

vincristine PA; MO
TORISEL 5 MO intravenous solution
TREANDA 5 MO [ mg/mi
INTRAVENOUS vinorelbine MO
RECON SOLN 100 intravenous solution
MG 50 mg/5 ml
TRELSTAR 5 MO VOTRIENT PA; MO; QL
tretinoin 5 MO (120 per 30
(chemotherapy) days)

XALKORI ORAL PA; MO
TREXALL 4 PA; M ’

;MO CAPSULE 200 MG

TRISENOX 5 MO

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

formulary or visit us on the Web at www.Express-Scripts.com.
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XALKORI ORAL 5 PA; MO; QL APTIOM ORAL 4 MO
CAPSULE 250 MG (60 per 30 TABLET 200 MG,
days) 400 MG, 800 MG
XTANDI 5 PA; MO; QL APTIOM ORAL 5 MO
(120 per 30 TABLET 600 MG
days) BANZEL ORAL 3 MO
YERVOY 5 MO SUSPENSION
INTRAVENOUS BANZEL ORAL 3 MO
SOLUTION 50 TABLET 200 MG
MG/10 ML (5
MG/ML) BANZEL ORAL 5 MO
ZALTRAP 5 MO TABLET 400 MG
INTRAVENOUS BRIVIACT 4
SOLUTION 100 INTRAVENOUS
MG/4 ML (25
BRIVIACT ORAL
MG/ML) VIACT O >
carbamazepine oral 2 MO
ZANOSAR 4 MO capsule, er
ZELBORAF 5 PA; MO; QL multiphase 12 hr
(240 per 30 carbamazepine oral 2 MO
days) suspension 100 mg/5
ZOLINZA 5 MO ml
ZORTRESS 5 PA; MO carbamazepine oral 1 MO
ZYDELIG 5 PA;MO;QL b
(90 per 30 carbamazepine oral 2
days) tablet extended
l 12 hr 100
ZYKADIA 5  PA;MO;QL oIS
(150 per 30 carbamazepine oral 2 MO
days) tablet extended
ZYTIGA 5  PA;MO; QL ;flefoeo] ni hr 200
(120 per 30 & g
days) carbamazepine oral 1 MO
tablet,chewable
AUTONOMIC / CNS DRUGS,
NEUROLOGY / PSYCH CARBATROL .
CELONTIN ORAL 3 MO

ANTICONVULSANTS

CAPSULE 300 MG

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

formulary or visit us on the Web at www.Express-Scripts.com.
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CEREBYX 4 ethosuximide 2 MO
INJECTION
SOLUTION 500 Jelbamate oral R
MG PE/10 ML P
clonazepam ) PA; MO felbamate oral tablet 1 MO
400 mg
DEPACON & MO felbamate oral tablet 2 MO
DEPAKENE 4 MO 600 mg
DEPAKOTE 4 MO FELBATOL 5 MO
DEPAKOTE ER 4 MO fosphenytoin 2 MO
DEPAKOTE 4 MO i]nggction s;)zlut;bn
SPRINKLES meperem
i FYCOMPA ORAL 5
DIASTAT PA; MO SUSPENSION
DIASTAT 4 MO FYCOMPA ORAL 3 MO
ACUDIAL
TABLET

diazepamrectal 2 PA; MO gabapentin oral 1 MO
DILANTIN 30 MG 3 MO capsule
DILANTIN 4 MO gabapentin oral 2 MO
EXTENDED 100 solution 250 mg/5 ml
MG gabapentin oral 1 MO
DILANTIN 4 MO tablet 600 mg, 800
INFATABS 50 MG mg
DILANTIN-125 125 4 MO GABITRIL ORAL 3 MO
MG/5 ML TABLET 12 MG, 16
divalproex oral 2 MO MG
capsule, sprinkle GABITRIL ORAL 4 MO
divalproex oral 2 MO E/IAGBLET 2MG, 4
tablet extended
release 24 hr GRALISE 3 PA; MO
divalproex oral 1 MO GRALISE 30-DAY 3 PA; MO
tablet,delayed STARTER PACK
release (dr/ec) KEPPRA ORAL 4 MO
epitol MO KEPPRA XR 4 MO
EQUETRO 4 MO

Q KLONOPIN 4 PA; MO

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

formulary or visit us on the Web at www.Express-Scripts.com.
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LAMICTAL ODT 4 MO lamotrigine oral 2 MO
LAMICTALORAL 4 MO tablet extended
release 24hr 250 mg,
TABLET
300 mg
LAMICTAL ORAL 4 MO lamotrigine oral 2 MO
TABLET, bi 3 bl
CHEWABLE Z’. el Comrane
DISPERSIBLE 25 wpersible
MG, 5 MG lamotrigine oral 1 MO
LAMICTAL 4 MO tablet, disintegrating
STARTER (BLUE) LEVETIRACETAM 3
KIT IN NACL (ISO-0S)
LAMICTAL 4 MO INTRAVENOUS
PIGGYBACK 1,000
STARTER
(GREEN) KIT MG/100 ML, 1,500
MG/100 ML
LAMICTAL . MO LEVETIRACETAM 3 MO
STARTER
(ORANGE) KIT IN NACL (ISO-0OS)
INTRAVENOUS
LAMICTAL XR 4 MO PIGGYBACK 500
LAMICTAL XR 4 MO MG/100 ML
STARTER (BLUE) levetiracetam 2 MO
LAMICTAL XR 4 MO intravenous
STARTER levetiracetam oral 2 MO
(GREEN) solution 100 mg/ml
LAMICTAL XR 4 MO levetiracetam oral 2 MO
STARTER tablet
(ORANGE) levetiracetam oral 2 MO
lamotrigine oral 1 MO tablet extended
tablet release 24 hr
lamotrigine oral 1 MO LYRICA PA; MO
i‘j; elzts 2’?2’2”:% 0 me MYSOLINEORAL 4 MO
200 mg, 25 mg, 50 TABLET 250 MG
mg MYSOLINE ORAL 5 MO
TABLET 50 MG
NEURONTIN 4 PA; MO

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

25



Drug Name Drug Requirements| |Drug Name Drug Requirements

Tier /Limits Tier /Limits
ONFI ORAL 3 PA; MO topiramate oral 2 PA; MO
SUSPENSION capsule, sprinkle
ONFI ORAL 3 PA; MO TOPIRAMATE 4 PA; MO
TABLET 10 MG, 20 ORAL
MG CAPSULE,SPRINK
oxcarbazepine 2 MO LEER 24HR
OXTELLAR XR 4 MO icol]gzctzmate oral 1 PA; MO
PEGANONE 3 MO TRILEPTAL 4 MO
phenobarbital S O TROKENDI XR 4  PA;MO
PHENYTEK 4 MO ORAL
. CAPSULE,EXTEN

phenytoin oral 2 MO ’
suspension 125 mg/5 DED RELEASE
ml 24HR 100 MG, 25

MG, 50 MG
phenytoin oral . ° TROKENDI XR 5  PA;MO
tablet,chewable ORAL
phenytoin sodium 2 MO CAPSULE,EXTEN
extended DED RELEASE
phenytoin sodium 2 MO 24HR 200 MG
intravenous solution valproate sodium 2 MO
POTIGA 3 MO valproic acid 2 MO
primidone 2 MO valproic acid (as 2 MO
QUDEXY XR 4 PA, MO Sodiu.m S(llt) OI”CIZ

solution 250 mg/5 ml
roweepra 2

VIMPAT 3
SABRIL 5 MO; LA INTRAVENOUS
SPRITAM 4 VIMPAT ORAL 3 MO
TEGRETOL ORAL 4 MO SOLUTION
SUSPENSION VIMPAT ORAL 3 MO
TEGRETOL ORAL 4 MO TABLET
TABLET ZARONTIN 4 MO
TEGRETOL XR 4 MO ZONEGRAN ORAL 4 PA; MO
tiagabine 1 MO CAPSULE 100 MG,

25 MG
TOPAMAX 4 PA; MO

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

formulary or visit us on the Web at www.Express-Scripts.com.
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zonisamide 2 PA; MO REQUIP 4 MO
ANTIPARKINSONISM AGENTS REQUIP XL 4 MO
APOKYN 5 MO; LA ropinirole oral tablet 2 MO
AZILECT 3 MO ropinirole oral tablet 1 MO
benztropine 2 MO Z);tjgil;g release 24
bromolcriptine oral I MO ropinirole oral tablet 2 MO
capsute extended release 24
bromocriptine oral 2 MO hr 2 mg, 4 mg, 6 mg,
tablet 8 mg
carbidopa 2 MO RYTARY 4 MO
carbidopa-levodopa 2 MO selegiline hcl 2 MO
carbidopa-levodopa- 1 MO SINEMET 4 MO
entacapone SINEMET CR 4 MO
COGENTIN i MO STALEVO 100 4 MO
COMTAN S MO STALEVO 125 4 MO
buoPA 4 PAMO STALEVO 150 4 MO
ELDEPRYL R VO STALEVO 200 4 MO
entacapone 2 MO STALEVO 50 4 MO
LODOSYN S 1O STALEVO 75 4 MO
MIRAPEX R VO TASMAR ORAL 5 MO
MIRAPEX ER 4 MO TABLET 100 MG
NEUPRO 3 MO tolcapone 5 MO
pramipexole oral 2 MO ZELAPAR 4 MO
tablet MIGRAINE / CLUSTER HEADACHE
pramipexole oral 2 MO THERAPY
tablet extended - _
release 24 hr 0.375 almotriptan malate 2 MO; QL (24
mg, 0.75 mg, 2.25 oral tablet 12.5 mg per 28 days)
mg, 3 mg, 4.5 mg almotriptan malate 2 MO; QL (18
pramipexole oral 1 MO oral tablet 6.25 mg per 28 days)
tablet extended AMERGE 4 MO; QL (18
release 24 hr 1.5 mg per 28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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AXERT ORAL 4 MO; QL (24 MIGRANAL 4 MO:; QL (8 per
TABLET 12.5 MG per 28 days) 28 days)
AXERT ORAL 4 MO; QL (18 naratriptan 2 MO; QL (18
TABLET 6.25 MG per 28 days) per 28 days)
CAFERGOT 4 MO ONZETRA XSAIL 4 QL (32 per 28
dihydroergotamine 2 MO days)
injection RELPAX 3 MO; QL (18
dihydroergotamine 2 MO; QL (8 per per 28 days)
nasal 28 days) rizatriptan 2 MO; QL (36
ERGOMAR 4 MO per 28 days)
FROVA MO: QL (27 sumatriptan nasal 2 MO; QL (18
] spray,non-aerosol per 28 days)
per 28 days)
20 mg/actuation
Jrovatriptan 2 (?aLs()27 per 28 sumatriptan nasal 2 MO; QL (36
y spray,non-aerosol 5 per 28 days)
IMITREX NASAL 4 MO; QL (18 mg/actuation
i%%ggg ;\(I)_ per 28 days) sumatriptan 2 MO; QL (18
MG/ACTUATION succinate oral per 28 days)
IMITREX NASAL 4  MO;QL(36  Sumatriptan 2 MO; QL (8 per
SPRAY ,NON- per 28 days) succinate 28 days)
AEROSOL 5 subcqtaneous
MG/ACTUATION cartridge
IMITREX ORAL 4  MO;QL (1§  Swmatripian 2 MO; QL (3 per
or 58 days) succinate 28 days)
P Y subcutaneous pen
IMITREX 4 MO; QL (8 per  injector 6 mg/0.5 ml
IS{FE{;EJ?JOSE KIT 28 days) sumatriptan 2 MO; QL (8 per
succinate 28 days)
IMITREX 4 MO; QL (8 per  subcutaneous
SUBCUTANEOUS 28 days) solution
MAXALT 4 MO; QL (36 sumatriptan 2 QL (8 per 28
per 28 days) succinate days)
MAXALT-MLT 4 MO; QL (36 subcutaneous
per 28 days) syringe 6 mg/0.5 ml
migergot 2 MO

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

formulary or visit us on the Web at www.Express-Scripts.com.
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SUMAVEL 4 QL (9 per 28 donepezil 1 MO
DOSEPRO days)
SUBCUTANEOUS B ON ORAL R MO
NEEDLE-FREE
INJECTOR 4 EXELON 4 MO
MG/0.5 ML TRANSDERMAL
SUMAVEL 4 MO; QL (9 per  galantamine 2 MO
DOSEPRO 28 days) :
SUBCUTANEOUS GILENYA 5 PA; MO
NEEDLE-FREE glatopa 5 PA; MO; QL
INJECTOR 6 (30 per 30
MG/0.5 ML days)
TREXIMET 4 MO; QL (18 HORIZANT 4 PA; MO
per 28 days) KEVEYIS 5  PA:MO
ZEMBRACE 5 QL (8 per 28 memantine oral 2 PA; MO
SYMTOUCH days) solution
zolmitriptan 2 MO; QL (18 memantine oral 2 PA; MO
per 28 days) tablet
ZOMIG 4 MO QL8 \EMANTINE 4  PA;MO
per 28 days) ORAL
ZOMIG ZMT 4  MO;QL (18 TABLETS,DOSE
per 28 days) PACK
MISCELLANEOUS NAMENDA PA; MO
NEUROLOGICAL THERAPY NAMENDA PA: MO
AMPYRA 5  PA;MO;LA  TITRATION PAK
ARICEPT 4 MO NAMENDA XR 3 PA;MO
AUBAGIO 5 PA: MO NAMZARIC 3 P A; MO
COPAXONE 5 PA;MO; QL NUEDEXTA 3 MO
SUBCUTANEOUS (30 per 30 RAZADYNE ER 4 MO
SYRINGE 20 days)
MG/ML RAZADYNEORAL 4 MO
TABLET
COPAXONE 5  PA;MO;QL ——
SUBCUTANEOUS (12 per 28 rivastigmine 2 Mo
SYRINGE 40 days) rivastigmine tartrate 2 MO
MG/ML
TECFIDERA 5 PA; MO

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

formulary or visit us on the Web at www.Express-Scripts.com.
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tetrabenazine 5 PA; MO LIORESAL 3 PA
INTRATHECAL

TYSABRI 5 PA; MO; LA SOLUTION 50

XENAZINE 5 PA; MO; LA MCG/ML

MUSCLE RELAXANTS / MESTINON ORAL 5 MO

ANTISPASMODIC THERAPY MESTINON 5 MO

baclofen 2 MO TIMESPAN

cyclobenzaprine oral 2 PA; MO pyridostigmine 2 MO

tablet bromide

DANTRIUM ORAL 4 MO tizanidine oral 2 MO

CAPSULE 25 MG, capsule 2 mg, 4 mg

50 MG tizanidine oral 1 MO

dantrolene 2 MO capsule 6 mg

FEXMID PA; MO tizanidine oral tablet 2 MO

GABLOFEN PA; MO ZANAFLEX 4 MO

INTRATHECAL

SOLUTION 10,000 NARCOTIC ANALGESICS

MCG/20ML (500 ABSTRAL 5 PA;MO; QL

MCG/ML) SUBLINGUAL (120 per 30

GABLOFEN 5  PA;MO ;&Bl\i}éé lggoMCG’ days)

INTRATHECAL MCG ’

SOLUTION 40,000

MCG/20ML (2,000 ABSTRAL 5 PA;MO; QL

MCG/ML) SUBLINGUAL (116 per 30

GABLOFEN 4 PA; MO TABLET 400 MCG days)

INTRATHECAL ABSTRAL 5 PA;MO; QL

SYRINGE 50 SUBLINGUAL (77 per 30

MCG/ML (1 ML) TABLET 600 MCG days)

LIORESAL 3 PA; MO ABSTRAL 5 PA;MO; QL

INTRATHECAL SUBLINGUAL (58 per 30

SOLUTION 2,000 TABLET 800 MCG days)

ﬁgg/%i’ 500 acetaminophen- 2 QL (4500 per
codeine oral solution 30 days)

300 mg-30mg/12.5
ml

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

formulary or visit us on the Web at www.Express-Scripts.com.
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acetaminophen- 2 MO; QL (360 DOLOPHINE 4 MO; QL (120
codeine oral tablet per 30 days) ORAL TABLET 10 per 30 days)
300-15 mg, 300-30 MG
g DOLOPHINE 4 MO; QL (240
acetaminophen- 2 MO; QL (180 ORAL TABLET 5 per 30 days)
codeine oral tablet per 30 days) MG
300-60 mg DURAGESIC 5 MO; QL (9 per
ACTIQ 5  PA;MO; QL TRANSDERMAL 30 days)
(120 per 30 PATCH 72 HOUR
days) 100 MCG/HR
BELBUCA 4 MO; QL (60 DURAGESIC 4 MO; QL (10
per 30 days) TRANSDERMAL per 30 days)
_ PATCH 72 HOUR
BUPRENEX 4 l\g?; (?33(257 12 MCG/HR, 25
P Y MCG/HR, 50
buprenorphine hcl 2 MO; QL (267 MCG/HR
injection solution per 30 days) DURAGESIC 5 MO: QL (10
buprenorphine hcl 2 QL (267 per 30 TRANSDERMAL per 30 days)
injection syringe days) PATCH 72 HOUR
buprenorphine hcl 2 MO; QL (300 75 MCG/HR
sublingual tablet 2 per 30 days) duramorph (pf) 2 MO; QL (4000
mg injection solution 0.5 per 30 days)
buprenorphine hcl 2 MO; QL (75 mg/m
sublingual tablet 8 per 30 days) duramorph (pf) 2 QL (2000 per
mg injection solution 1 30 days)
BUTRANS 3 MO;QL (4per M8/ml
28 days) EMBEDA ORAL 5 MO; QL (60
CAPITAL WITH 4  MO;QL (4500 CAPSULEORAL per 30 days)
CODEINE per 30 days) ONLY.EXT.REL
PELL 100-4 MG
' 2 MO; QL (1
Z’Zizne sulfate oral pe?_;)(? da(YS§0 EMBEDA ORAL 4  MO; QL (90
CAPSULE,ORAL per 30 days)
DILAUDID ORAL 4 MO; QL (1500 ONLY.EXT.REL
LIQUID per 30 days) PELL 20-0.8 MG,
DILAUDID ORAL 4  Mo;QL@so  30-1.2MG, 502
TABLET per 30 days) MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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EMBEDA ORAL 5 MO; QL (90 fentanyl citrate 5 PA; MO; QL
CAPSULE,ORAL per 30 days) buccallozenge ona (116 per 30
ONLY,.EXT.REL handle 400 mcg days)
PELL 60-2.4 MG fentanyl citrate 5 PA;MO; QL
EMBEDA ORAL MO; QL (75 buccal lozenge ona (77 per 30
CAPSULE,ORAL per 30 days) handle 600 mcg days)
I?IIE\II?IE( é%)grle\}ié fentanyl citrate 5 PA;MO; QL
- buccal lozenge ona (58 per 30
endocet oral tablet MO; QL (360 handle 800 mcg days)
10_372§ ?5’55-325 per 30 days) fentanyl transdermal 2 MO:; QL (9 per
e, /07320 M patch 72 hour 100 30 days)
EXALGO ER MO; QL (60 mcg/hr
](E)DETAI?IJN%?E?)LET per 30 days) fentanyl transdermal 2 MO; QL (10
RELEASE 24 HR patch 72 hour 12 per 30 days)
12 MG. 8 MG mcg/hr, 25 mcg/hr,
’ 50 meg/hr, 75
EXALGO ER MO; QL (60 mcg/hr
ORAL TABLET per 30 days) FENTANYL 4 MO:; QL (10
EXTENDED TRANSDERMAL per 30 days)
RELEASE 24 HR PATCH 72 HOUR
16 MG 37.5 MCGHOUR,
EXALGO ER MO; QL (47 62.5 MCG/HOUR
ORAL TABLET per 30 days) FENTANYL 5 MO: QL (10
EXTENDED TRANSDERMAL per 30 days)

RELEASE 24 HR
32 MG

PATCH 72 HOUR
87.5 MCG/HOUR

huceul losonge na (9pers0 TENTORA S PAMOQL
e 1 20 (f'mcg dayslg BUCCAL TABLET, (120 per 30

’ EFFERVESCENT days)
fentanyl citrate PA; MO; QL 100 MCG, 200
buccal lozenge on a (29 per 30 MCG
handle 1,600 mcg days) FENTORA 5 PA; MO; QL
fentanyl citrate PA; MO; QL BUCCAL TABLET, (116 per 30
buccal lozenge on a (120 per 30 EFFERVESCENT days)
handle 200 mcg days) 400 MCG

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

formulary or visit us on the Web at www.Express-Scripts.com.
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FENTORA 5 PA;MO; QL hydromorphone oral 2 MO; QL (60

BUCCAL TABLET, (77 per 30 tablet extended per 30 days)

EFFERVESCENT days) release 24 hr 12 mg,

600 MCG 8 mg

FENTORA 5 PA; MO; QL hydromorphone oral 5 MO; QL (60

BUCCAL TABLET, (58 per 30 tablet extended per 30 days)

EFFERVESCENT days) release 24 hr 16 mg

800 MCG hydromorphone oral 5 MO; QL (47

HYCET 4 MO; QL (5550 tablet extended per 30 days)
per 30 days) release 24 hr 32 mg

hydrocodone- 2 MO; QL (5550 HYSINGLA ER 5 MO; QL (60

acetaminophen oral per 30 days) ORAL per 30 days)

solution 7.5-325 TABLET,ORAL

mg/15 ml ONLY,EXT.REL.24

hydrocodone- 2 MO; QL (360 HR 100 MG, 80 MG

acetaminophen oral per 30 days) HYSINGLA ER 5 MO; QL (50

tablet 10-300 mg, ORAL per 30 days)

10-325mg, 2.5-325 TABLET,ORAL

mg, 5-300 mg, 5-325 ONLY.EXT.REL.24

mg, 7.5-300 mg, 7.5- HR 120 MG

325 mg HYSINGLA ER 4 MO:; QL (60

hydrocodone- 2 MO; QL (50 ORAL per 30 days)

ibuprofen oral tablet per 30 days) TABLET,ORAL

10-200 mg, 5-200 ONLY.EXT.REL.24

mg, 7.5-200 mg HR 20 MG, 30 MG,

hydromorphone (pf) 2 MO; QL (240 40 MG, 60 MG

injection solution 10 per 30 days) IBUDONE ORAL 4 MO; QL (50

(mg/ml) (5 ml), 10 TABLET 10-200 per 30 days)

mg/ml MG

hydromorphone 2 QL (1200 per ibuprofen-oxycodone 2 MO; QL (28

injection syringe 2 30 days) per 30 days)

mg/ml KADIAN ORAL 4 MO; QL (90

hydromorphone oral 2 MO; QL (1500 CAPSULE,EXTEN per 30 days)

liquid per 30 days) D.RELEASE

hydromorphone oral 2 MO; QL (180 5(1)311;/}‘(};:280 11\(/)[(1;/[36

tablet per 30 days) ’ i

MG, 50 MG, 60 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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KADIAN ORAL 4 MO; QL (60 methadone injection 2 QL (160 per 30
CAPSULE,EXTEN per 30 days) days)
PDE}iliIl::]::FéSl](E)O MG methadone oral 2 MO; QL (600
solution 10 mg/5 ml per 30 days)
KADIAN ORAL 5 MO:; QL (30
’ thad / 2 MO; QL (1200
CAPSULE.EXTEN per 30 days) s Oé(? p (
D RELEASE solution 5 mg/5 m per ays)
PELLETS 200 MG methadone oral 2 MO; QL (120
tablet 10 mg per 30 days)
KADIAN ORAL 4 MO; QL (75
CAPSULE,EXTEN per 30 days) methadone oral 2 MO; QL (240
D.RELEASE tablet 5 mg per 30 days)
PELLETS 80 MG morphine 2 MO; QL (300
LAZANDA NASAL 5 PA; MO; QL concentrate oral per 30 days)
SPRAY ,NON- (45 per 30 solution
I\A/I%IE}?SSPORLAIS(()O days) MORPHINE 4 QL (200 per 30
INTRAVENOUS days)
LAZANDA NASAL 5 PA; QL (23 SYRINGE 10
SPRAY ,NON- per 30 days) MG/ML
AEROSOL 300 :
MCG/SPRAY ﬁorphzne ‘ 2 QL (1000 per
intravenous syringe 30 days)
LAZANDA NASAL 5 PA; MO; QL 2 mg/ml
SPRAY,NON- (30 per 30 : 5 L
AEROSOL 400 days) e hine . an (500 per 30
/SPRAY intravenous syringe ys)
MCG 4 mg/ml
levorphanol tartrate 2 MO; (?(1143(120 MORPHINE 4 QL (250 per 30
per 30 days) INTRAVENOUS days)
lorcet (hydrocodone) 2 MO; QL (360 SYRINGE 8
per 30 days) MG/ML
lorcet plus oral 2 MO; QL (360 morphine oral 2 MO; QL (50
tablet 7.5-325 mg per 30 days) capsule, er per 30 days)
lortab 10-325 2 MO;QL@Be0  hirphase2dhr
per 30 days) g
lortab 5-325 2 MO.QL (360 Mo'phineoral 2 MO;QL (60
r 30 days) capsule, er per 30 days)
per Sb days multiphase 24 hr 30
lortab 7.5-325 2 MO; QL (360 mg, 90 mg

per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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morphine oral 1 MO; QL (60 MS CONTIN ORAL 4 MO; QL (120
capsule, er per 30 days) TABLET per 30 days)
multiphase 24 hr 45 EXTENDED
mg, 60 mg, 75 mg RELEASE 15 MG,
morphine oral 2 MO; QL (90 30 MG
capsule,extend.relea per 30 days) MS CONTIN ORAL 5 MO; QL (30
se pellets 10 mg, 20 TABLET per 30 days)
mg, 30 mg, 50 mg, EXTENDED
60 mg RELEASE 200 MG
morphine oral 2 MO; QL (60 MS CONTIN ORAL 5 MO; QL (100
capsule,extend.relea per 30 days) TABLET per 30 days)
se pellets 100 mg EXTENDED
morphine oral 2 MO; QL (75 RELEASE 60 MG
capsule,extend.relea per 30 days) NORCO 4 MO; QL (360
se pellets 80 mg per 30 days)
morphine oral 2 MO; QL (900 OPANA ER ORAL 3 MO; QL (90
solution per 30 days) TABLET,ORAL per 30 days)
. i ONLY.EXT.REL.12
morphine oral tablet 2 hggé(?ga(lsigo HR 10 MG, 15 MG,
P Y 20 MG, 5 MG, 7.5
morphine oral tablet 2 MO; QL (60 MG
thended release 100 per 30 days) OPANA ER ORAL 3 MO: QL (67
g TABLET,ORAL per 30 days)
morphine oral tablet 2 MO; QL (120 ONLY.EXT.REL.12
extended release 15 per 30 days) HR 30 MG
mg, 30 mg OPANA ER ORAL 5  MO; QL (50
morphine oral tablet 2 MO; QL (30 TABLET,ORAL per 30 days)
extended release 200 per 30 days) ONLY.EXT.REL.12
mg HR 40 MG
morphine oral tablet 2 MO; QL (100 OPANA ORAL 4 MO; QL (200
extended release 60 per 30 days) TABLET 10 MG per 30 days)
e OPANA ORAL 4 MO; QL (180
MS CONTIN ORAL 5 MO; QL (60 TABLET 5 MG per 30 days)
TABLET 30 da
EXTENDED pet ¥s) oxycodone oral 2 MO; QL (360
RELEASE 100 MG capsule per 30 days)
oxycodone oral 2 MO; QL (180
concentrate per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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oxycodone oral 1 MO; QL (1200 oxycodone- 2 MO; QL (360
solution per 30 days) acetaminophen oral per 30 days)
oxycodone oral 2 MO; QL (180 tablet 10-325 mg,
2.5-325 mg, 5-325
tablet 10 mg, 15 mg, per 30 days)
20 mg mg, 7.5-325 mg
oxycodone oral ) MO:; QL (134 oxycodone-aspirin 2 MO; QL (360
tablet 30 mg per 30 days) per 30 days)
oxycodone oral 2 MO; QL (360 8ﬁEONTIN : gﬁ{?& (()Q(I;agz())
tablet 5 mg per 30 days) TABLET.ORAL
OXYCODONE 4 MO; QL (90 ONLY,EXT.REL.12
ORAL per 30 days) HR 10 MG, 15 MG,
TABLET,ORAL 20 MG, 30 MG, 40
ONLY,EXT.REL.12 MG
EORNIIO(}MG, 20 MG, OXYCONTIN 3 MO; QL (67
ORAL per 30 days)
OXYCODONE 4 QL (90 per 30 TABLET,ORAL
ORAL days) ONLY,EXT.REL.12
TABLET,ORAL HR 60 MG
gﬁ%ﬁ? '3I§)E1\L/['(132 OXYCONTIN 5 MO; QL (60
’ ORAL per 30 days)
OXYCODONE 4 QL (67 per 30 TABLET,ORAL
ORAL days) ONLY,EXT.REL.12
TABLET,ORAL HR 80 MG
gg%gﬁ?'REL'lz oxymorphone oral 1 MO; QL (200
tablet 10 mg per 30 days)
OXYCODONE > MO; QL (60 oxymorphone oral 2 MO; QL (180
ORAL per 30 days)
TABLET.ORAL tablet 5 mg per 30 days)
ONLY.EXT.REL.12 oxymorphone oral 2 MO; QL (90
HR 80 MG tablet extended per 30 days)
oxycodone- 2 QL (800 per 30 geleasi ]52 hr 10'mg,
acetaminophen oral days) me, 7o me
solution oxymorphone oral 1 MO; QL (90
tablet extended per 30 days)
release 12 hr 15 mg,
20 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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oxymorphone oral 1 MO; QL (67 SUBSYS 5 PA; MO; QL
tablet extended per 30 days) SUBLINGUAL (56 per 30
release 12 hr 30 mg SPRAY ,NON- days)
oxymorphone oral 2 MO; QL (50 I\A/I%IE}?SSI)%I:A?O
tablet extended per 30 days)
release 12 hr 40 mg SUBSYS 5 PA; MO; QL
PERCOCETORAL 4  MO;QL (360  SUBLINGUAL (42 per 30
SPRAY ,NON- days)
TABLET 10-325 per 30 days)
AEROSOL 800
MG, 2.5-325 MG, 5- MCG/SPRAY
325 MG, 7.5-325
MG SYNALGOS-DC 4 MO; QL (300
PRIMLEV 4 MO; QL (360 per 30 days)
per 30 days) TREZIX ORAL 4 MO; QL (300
reprexain oral tablet 2 MO; QL (50 52%1)58%141]\5/[&}6_ per 30 days)
10-200 mg, 5-200 per 30 days) il
mg TYLENOL- 4 MO; QL (360
ROXICODONE 4  Mo;QL(180 CODEINE#3 per 30 days)
ORAL TABLET 15 per 30 days) TYLENOL- 4 MO; QL (180
MG CODEINE #4 per 30 days)
ROXICODONE 4 MO; QL (134 vicodin 2 MO; QL (360
ORAL TABLET 30 per 30 days) per 30 days)
MG vicodin es 2 MO: QL (360
ROXICODONE 4 QL (360 per 30 per 30 days)
ORAL TABLET 5 days) vicodin hp I MO; QL (360
MG
per 30 days)
SUBSYS 5 PA; MO; QL _
SUBLINGUAL (120 per 30 XARTEMIS XR 4 Né?é(?ga( 150
SPRAY,NON- days) P y
AEROSOL 100 XODOL 10/300 4 MO; QL (360
MCG/SPRAY, 200 per 30 days)
MCG/SPRAY XODOL 5/300 4  MO:; QL (360
SUBSYS 5 PA;MO; QL per 30 days)
gg&g\ﬁgﬁL Eli“ I;er 30 XODOL 7.5/300 4 MO; QL (360
B - ysS
AEROSOL 400 per 30 days)
MCG/SPRAY

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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XTAMPZA ER 4 QL (90 per 30 butorphanol tartrate 2 MO; QL (720
ORAL days) injection solution 1 per 30 days)
CAPSULE,SPRINK mg/ml
%ﬁ%ﬁ;il;ll; MG butorphanol tartrate 2 MO; QL (360
18 MG. 27 MG 9’ injection solution 2 per 30 days)
MG ’ ’ mg/ml
XTAMPZA ER 5 QL (90 30 butorphanol tartrate 2 MO; QL (5 per
ORAL days) per nasal 28 days)
CAPSULE,SPRINK CAMBIA 4 ST; MO; QL
LE.ER 12HR (9 per 30 days)
TMPRR 36 MG CELEBREX 4 MO
zamicet 2 g)OL d;5585)0 per celecoxib MO
Yy

CONZIP 4 MO; QL (30
ZOHYDRO ER 4 MO; QL (90 per é(()) da( )
ORAL CAPSULE, per 30 days) ok
ORAL ONLY, ER DAYPRO 4 ST; MO
12ZHR diclofenac potassium MO
NON-NARCOTIC ANALGESICS diclofenac sodium 5 MO
ANAPROXDS 4 ST; MO oral
ARTHROTEC 50 4 ST; MO diclofenac sodium 2 MO

topical drops
ARTHROTEC 75 4 ST; MO i i
BUNAVAIL 1 MO: QL (30 diclofenac sodium 2

’ topical gel 1 %

BUCCAL FILM per 30 days) oplearser”
2.1-0.3 MG diclofenac—l 2 MO

misoprosto
BUNAVAIL 4 MO; QL (60 - d -
BUCCAL FILM per 30 days) diflunisal 2 MO
i)[zc_}m MG, 6.3-1 DUEXIS 4  ST;MO

EC-NAPROSYN 4 ST; MO
buprenorphine- 2 MO; QL (360
naloxone sublingual per 30 days) etodolac 2 MO
tablet 2-0.5 mg EVZIO 4 ST; MO; QL
buprenorphine- 2 MO; QL (90 (0.8 per 30
naloxone sublingual per 30 days) days)
tablet 8-2 mg FELDENE 4 ST; MO

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

formulary or visit us on the Web at www.Express-Scripts.com.
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FENOPROFEN ST; MO MOBIC ORAL 4 ST; MO; QL
ORAL CAPSULE TABLET 7.5 MG (30 per 30
400 MG days)
fenoprofen oral MO nabumetone 2 MO
tablet nalbuphine injection 2 MO; QL (200
FLECTOR PA; MO; QL solution 10 mg/ml per 30 days)
5120 [;er 30 nalbuphineinjection 2 MO; QL (100
ys solution 20 mg/ml per 30 days)
Jlurbiprofen MO naloxone injection 2 MO
ibuprofen oral MO solution
suspension naloxone injection 2 MO
ibuprofen oral tablet MO syringe 1 mg/ml
jgo mg, 600 mg, 300 naltrexone 2 MO
NAPRELAN CR 5 ST; MO
ketop;;ofen oral MO ORAL TABLET,
capswe ER MULTIPHASE
ketoprofen oral MO 24 HR 375 MG, 500
capsule,ext rel. MG
pellets 24 hr 200 mg NAPRELAN CR 4 ST;MO
meclofenamate oral MO ORAL TABLET,
capsule 100 mg ER MULTIPHASE
meclofenamate oral MO 24 HR 750 MG
capsule 50 mg NAPROSYN ORAL 4 ST; MO
mefenamic acid MO TABLET 500 MG
meloxicam oral MO raproxen oral 2 MO
. suspension
suspension
meloxicam oral MO naproxen oral tablet 1 MO
tablet 15 mg naproxen oral 2 MO
meloxicam oral MO; QL (30 tall)let, de((lla)/zeci
tablet 7.5 mg per 30 days) recease (drrec
MOBIC ORAL ST- MO naproxen sodium 2 MO
SUSPENSION oraltablet 275 mg,
550 mg
MOBIC ORAL ST; MO

TABLET 15 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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naproxen sodium 2 MO tolmetin oral tablet MO
oral tablet, er 600 mg
multiphase 24 hr TRAMADOL QL (30 per 30
NARCAN 3 MO; QL 2per ORAL days)

28 days) CAPSULE,ER
NUCYNTA ER 4 MO;QL(0  DIPHASE24HR

17-83

per 30 days)
NUCYNTA ORAL 4 MO; QL (181 ESR‘ZI\L/IADOL anLys(;O per 30
TABLET 100 MG per 30 days) CAPSULE.ER
NUCYNTA ORAL 4 MO; QL (362 BIPHASE 24 HR
TABLET 50 MG per 30 days) 25-75 100 MG, 200
NUCYNTA ORAL 4 Mo;QL42 MG
TABLET 75 MG per 30 days) tramadol oral tablet MO; QL (240
oxaprozin 2 MO per 30 days)
PENNSAID 4 ST- MO tramadol oral tablet MO; QL (30
TOPICAL ’ extended release 24 per 30 days)
SOLUTION IN hr 100 mg, 200 mg
METERED-DOSE tramadol oral tablet, MO; QL (30
PUMP er multiphase 24 hr per 30 days)
piroxicam 2 MO 300 mg
SUBOXONE 3 MO; QL (60 tramadol- . Moé(?g; (240
SUBLINGUAL per 30 days) acetaminophen per 30 days)
FILM 12-3 MG ULTRACET MO; QL (240
SUBOXONE 3 MO; QL (360 per 30 days)
SUBLINGUAL per 30 days) ULTRAM MO; QL (240
FILM 2-0.5 MG per 30 days)
SUBOXONE 3 MO; QL (90 ULTRAM ER MO; QL (30
SUBLINGUAL per 30 days) ORAL TABLET per 30 days)
FILM 4-1 MG, 8-2 EXTENDED
MG RELEASE 24 HR
sulindac oral 1 MO 300 MG
TIVORBEX 4 ST;Mo; QL  _YIMOVO ST, MO

(90 per 30 VIVITROL MO

days) VIVLODEX ORAL ST; MO
tolmetin oral capsule 2 MO CAPSULE 10 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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VIVLODEX ORAL 4 ST; MO; QL ABILIFY ORAL 5 MO; QL (180
CAPSULE 5 MG (30 per 30 TABLET 5 MG per 30 days)
days) ADDERALL ORAL 4 MO
VOLTAREN GEL 3 MO TABLET 20 MG, 5
TOPICAL GEL 1 % MG, 7.5 MG
ZIPSOR ST; MO ADDERALL XR MO
ZORVOLEX ST; MO ADZENYS XR-
ZUBSOLV MO: QL (90 ODT
SUBLINGUAL per 30 days) AMBIEN 4 ST; MO; QL
TABLET 1.4-0.36 (30 per 30
MG, 5.7-1.4 MG days)
ZUBSOLV 4  QL(30per30  AMBIEN CR 4 ST; MO; QL
SUBLINGUAL days) (30 per 30
TABLET 11.4-2.9 days)
MG -
amitriptyline 2 PA; MO
ZUBSOLV 4 MO; QL (30 :
SUBLINGUAL per 30 days) amoxapune . VO
TABLET 2.9-0.71 ANAFRANIL 4 PA; MO
MG APLENZIN ORAL 4 MO; QL (90
ZUBSOLV 4 MO; QL (60 TABLET per 30 days)
SUBLINGUAL per 30 days) EXTENDED
TABLET 8.6-2.1 RELEASE 24 HR
MG 174 MG
PSYCHOTHERAPEUTIC DRUGS APLENZIN ORAL 4 MO; QL (60
TABLET per 30 days)
ABILIFY 5 MO EXTENDED
MAINTENA RELEASE 24 HR
ABILIFY ORAL 5 MO; QL (90 348 MG
TABLET 10 MG per 30 days) APLENZIN ORAL 4  MO; QL (30
ABILIFY ORAL 5 MO; QL (60 TABLET per 30 days)
TABLET 15 MG, 20 per 30 days) EXTENDED
MG RELEASE 24 HR
522 MG
ABILIFY ORAL 5 MO; QL (450
TABLET 2 MG per 30 days) APTENSIO XR 4 MO
ABILIFY ORAL 5 MO; QL (30 aripiprazole oral MO; QL (90
TABLET 30 MG per 30 days) tablet 10 mg per 30 days)

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

formulary or visit us on the Web at www.Express-Scripts.com.
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aripiprazole oral 2 MO; QL (60 bupropion hcl oral 2 MO; QL (90
tablet 15 mg per 30 days) tablet extended per 30 days)
aripiprazole oral 2 MO; QL (450 release 24 hr 130 mg
tablet 2 mg per 30 days) bupropion hcl oral 2 MO; QL (60
aripiprazole oral 5 MO: QL (60 tablet extended per 30 days)
tablet 20 mg per 30 days) release 24 hr 300 mg
aripiprazole oral 5 MO; QL (30 buspirone MO
tablet 30 mg per 30 days) CELEXA ORAL MO; QL (120
aripiprazole oral 2 MO; QL (180 TABLET 10 MG per 30 days)
tablet 5 mg per 30 days) CELEXA ORAL 4 MO; QL (60
aripiprazole oral 5 MO; QL (90 TABLET 20 MG per 30 days)
tablet,disintegrating per 30 days) CELEXA ORAL 4 MO; QL (30
10 mg TABLET 40 MG per 30 days)
aripiprazole oral 5 MO; QL (60 chlorpromazine 1 MO
tablet, disintegrating per 30 days) injection
15 mg chlorpromazine oral 2 MO
ARISTADA 5 MO tablet 10 mg, 200
armodafinil 2 PA mg, 25 mg, 50 mg
ATIVAN ORAL 4 PA: MO chlorpromazine oral 1 MO
’ tablet 100 mg
BELSOMRA 4 (S3TO’ NeIrO?;)OQL citalopramoral 2 MO
daysl; solution
. citalopramoral 1 MO; QL (120

BRISDELLE 4 rﬁ?é(?ga;?;()) tablet 10 mg per 30 days)
bupropion hel oral ) MO citalopramoral | MO:; QL (60

tablet 20 mg per 30 days)
tablet
bupropion hcl oral 2 MO; QL (120 Zt[;lll:f;rg Z oral 1 Ne[?_% (?(Ii‘a(z())
tablet extended per 30 days) g p Y
release 100 mg clomipramine oral 2 PA; MO
bupropion hcl oral 2 MO; QL (90 capsule 25 mg, 50
tablet extended per 30 days) e
release 150 mg clomipramine oral 1 PA; MO
bupropion hcl oral 2 MO; QL (60 capsule 75 mg
tablet extended per 30 days)
release 200 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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clonidine hcl oral 2 MO DESOXYN 4 PA; MO
"’Zl’ fet e’;’;”hded DESVENLAFAXIN 4  MO; QL (120
refease f2 hr E ORAL TABLET per 30 days)
clorazepate 2 PA; MO EXTENDED
dipotassium RELEASE 24 HR
clozapine oral tablet 2 MO 100 MG
clozapine oral 5 DESVENLAFAXIN 4 MO; QL (240
pine . E ORAL TABLET per 30 days)
tablet, disintegrating
100mg, 12.5 25 EXTENDED
e RELEASE 24 HR
g 50 MG

SIﬁOA%APINE 4 dexedrine 2 MO
TABLET,DISINTE DEXEDRINE 4 MO
GRATING 150 MG, SPANSULE
200 MG dexmethylphenidate 1 MO
CLOZARIL MO oral capsule,er
CONCERTA MO biphasic 50-50 10

mg, 20 mg, 5 mg
CYMBALTA MO; QL (180 .
ORAL per 30 days) dexmethylphenidate 2 MO
CAPSULEDELAY oral capsule,er
ED ’ biphasic 50-50 15
RELEASE(DR/EC) mg, 30 mg, 40 mg
20 MG dexmethylphenidate 2 MO
CYMBALTA 4  MO:QL (120  oraltablet
ORAL per 30 days) dextroamphetamine 1 MO
CAPSULE,DELAY oral capsule,
ED extended release 10
RELEASE(DR/EC) mg, 15 mg
30 MG dextroamphetamine 2 MO
CYMBALTA 4 MO; QL (60 oral capsule,
ORAL per 30 days) extended release 5
CAPSULE,DELAY mg
ED :

dext het 2 MO
RELEASE(DR/EC) e
60 MG

dextroamphetamine- 2 MO
DAYTRANA 4 MO amphetamine
desipramine oral 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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diazepam intensol 2 PA; MO escitalopram oxalate 2 MO
diazepam oral 2 PA; MO oral solution
solution 5 mg/5 ml escitalopram oxalate 1 MO; QL (60
(1 mg/ml) oral tablet 10 mg per 30 days)
diazepamoral tablet 2 PA; MO escitalopram oxalate 1 MO; QL (30
P P
doxepin oral ) PA: MO oral tablet 20 mg per 30 days)
duloxetine oral ) MO:; QL (180 escitalopram oxalate 1 MO; QL (120
capsule,delayed per 30 days) oraltablet 5 mg per 30 days)
release(dr/ec) 20 mg eszopiclone 2 ST; MO; QL
duloxetine oral 2 MO; QL (120 ((130 I;er 30
capsule,delayed per 30 days) ays
release(dr/ec) 30 mg FANAPT ORAL 4 MO; QL (720
duloxetine oral 2 MO; QL (90 TABLET 1 MG per 30 days)
capsule,delayed per 30 days) FANAPT ORAL 5 QL (90 per 30
release(dr/ec) 40 mg TABLET 10 MG days)
duloxetine oral 2 MO; QL (60 FANAPT ORAL 5 MO; QL (60
capsule,delayed per 30 days) TABLET 12 MG per 30 days)
release(dr/ec) 60 mg FANAPT ORAL 4 MO; QL (360
EFFEXOR XR 4 MO; QL (60 TABLET 2 MG per 30 days)
ORAL per 30 days) )
FANAPT ORAL 4 MO; QL (180
CAPSULE EXTEN TABLET 4 MG per 30 days)
DED RELEASE
24HR 150 MG FANAPT ORAL 5 MO; QL (120
EFFEXOR XR 4 MO.QL (180 _ABLET6MG per 30 days)
ORAL per 30 days) FANAPT ORAL 5 MO; QL (90
CAPSULE,EXTEN TABLET 8§ MG per 30 days)
?4%%1‘3?45%%]3 FANAPT ORAL 4 MO; QL (8 per
. TABLETS,DOSE 28 days)
EFFEXOR XR 4 MO; QL (90 PACK
ORAL per30.days)  EAzACLO ORAL 5
CAPSULEEXTEN TABLET,DISINTE
DED RELEASE GRATING 100 MG
24HR 75 MG
EMSAM 5 MO
ergoloid 2 MO

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

formulary or visit us on the Web at www.Express-Scripts.com.
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FAZACLO ORAL 4 fluoxetine oral tablet 2 MO; QL (240
TABLET,DISINTE 10 mg per 30 days)
GRATING 12.5 :
MG, 150 MG, 200 leg?;etme oral tablet MO
MG, 25 MG &
FLUOXETINE MO
FETZIMA ORAL MO; QL (28 ORAL TABLET 60
CAPSULE.EXT per 28 days) MG
REL 24HR DOSE
PACK fluphenazine MO
FETZIMA ORAL MO, QL (30 decanoate
CAPSULE.,EXTEN per 30 days) fluphenazine hcl MO
EEDIZ%EB];[E}ASE 24 fluvoxamine oral MO; QL (90
capsule,extended per 30 days)
FETZIMA ORAL MO; QL (180 release 24hr 100 mg
g‘g‘gsgé“féig];; per 30 days) fluvoxamine oral MO; QL (60
capsule,extended per 30 days)
HR 20 MG release 24hr 150 mg
FETZIMA ORAL MO; QL (90 fluvoxamine oral MO; QL (90
CAPSULE,EXTEN per 30 days) tablet 100 mg per 30 days)
DED RELEASE 24
HR 40 MG fluvoxamine oral MO; QL (360
tablet 25 30 d
FETZIMA ORAL MO; QL (45 goletoome per 30 days)
CAPSULE.EXTEN per 30 days) fluvoxamine oral MO; QL (180
DED RELEASE 24 tablet 50 mg per 30 days)
HR 80 MG FOCALIN MO
fluoxetine oral MO; QL (240 FOCALIN XR MO
capsule 10 mg per 30 days)

- FORFIVO XL MO; QL (30
fluoxetine oral MO per 30 days)
capsule 20 mg

- GEODON MO
fluoxetine oral MO; QL (60 INTRAMUSCULA
capsule 40 mg per 30 days) R
fluoxetine oral MO; QL (4 per GEODON ORAL MO; QL (240
capsule,delayed 28 days) CAPSULE 20 MG per 30 days)
release(dr/ec)

- GEODON ORAL MO; QL (120
fluoxetine oral MO CAPSULE 40 MG per 30 days)

solution

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

formulary or visit us on the Web at www.Express-Scripts.com.
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GEODON ORAL 5 MO; QL (80 INVEGA ORAL MO; QL (41
CAPSULE 60 MG per 30 days) TABLET per 30 days)
GEODON ORAL 5 MO: QL (60 Eﬁ{giggg R O
CAPSULE 80 MG per 30 days) MG
guanidine 2 MO INVEGA MO
HALDOL MO SUSTENNA
HALDOL MO INTRAMUSCULA
DECANOATE INGE 117
MG/0.75 ML, 156
haloperidol 1 MO MG/ML, 234
haloperidol 2 MO MG/L.5 ML, 78
decanoate MG/0.5 ML
haloperidol lactate 2 MO INVEGA MO
SUSTENNA
HETLIOZ 5 PA; MO; QL INTRAMUSCULA
(30 per 30 R SYRINGE 39
days) MG/0.25 ML
imipramine hcl 2 PA; MO INVEGA TRINZA MO
imipramine pamoate 1 PA; MO IRENKA MO; QL (90
INVEGA ORAL 5  MO; QL (240 per 30 days)
TABLET per 30 days) KAPVAY MO
EXTENDED )
RELEASE 24HR KHEDEZLA ORAL MO; QL (120
1.5 MG TABLET per 30 days)
EXTENDED
INVEGA ORAL 5 MO; QL (120 RELEASE 24HR
TABLET per 30 days) 100 MG
EXTENDED
MG TABLET per 30 days)
EXTENDED
INVEGA ORAL 5 MO; QL (60 RELEASE 24HR 50
TABLET per 30 days) MG
EXTENDED ‘
RELEASE 24HR 6 LATUDA ORAL MO; QL (30
MG TABLET 120 MG per 30 days)
LATUDA ORAL MO; QL (240

TABLET 20 MG

per 30 days)

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

formulary or visit us on the Web at www.Express-Scripts.com.
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LATUDA ORAL 3 MO; QL (120 methylphenidate 2 MO
TABLET 40 MG per 30 days) oral capsule, er
LATUDA ORAL 3 MO:;:QL(60 D h?glc 3 oggo 10
TABLET 60 MG, 80 per 30 days) me, U me, ST Mg,
MG 60 mg
LEXAPRO ORAL 4 MO methylphenidate 2 MO
oral capsule,er
SOLUTION biphasic 50-50 20
LEXAPRO ORAL 4 MO; QL (60 mg, 40 mg
TABLET 10 MG per 30 days) methylphenidate ) MO
LEXAPRO ORAL 4 MO; QL (30 oral solution 10
TABLET 20 MG per 30 days) mg/5 ml
LEXAPRO ORAL 4 MO; QL (120 methylphenidate 2 MO
TABLET 5 MG per 30 days) oral solution 5 mg/5
lithium carbonate 1 MO mi
lithium citrate oral 2 MO metilly l]la)izemdate 2 MO
solution 8 meq/5 ml orattablet
LITHOBID 4 MO methylphenidate 1 MO
oral tablet extended
lorazepam intensol 2 PA; MO release
lorazepamoral 2 PA; MO methylphenidate 2 MO
tablet oral tablet extended
loxapine succinate MO release 24hr
(30’ per 3’0 oral tablet,chewable
days) mirtazapine oral 1 MO
maprotiline 2 MO tablet
MARPLAN 3 MO mirtazapine oral 2 MO
tablet, disintegrating
METADATE CD 4 MO
modafinil 2 PA; MO
metadate er 2 MO
molindone 2
methamphetamine 2 PA; MO
NARDIL 4 MO
METHYLIN ORAL 4 MO
SOLUTION nefazodone 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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NORPRAMIN 4 MO olanzapine- 1 MO
ORAL TABLET 10 fluoxetine oral
MG, 100 MG, 150 capsule 12-50 mg, 6-
MG, 25 MG, 50 MG 25 mg, 6-50 mg
nortriptyline 2 MO ORAP ORAL 4 MO
NUPLAZID 5 TABLET 1 MG
NUVIGIL 4 PA: MO oxazepam 2 PA; MO
olanzapine 5 MO paliperidone oral MO; QL (240
ntramuscular tablet extended per 30 days)
release 24hr 1.5 mg
?;Z}Za]p 011;1; oral 2 l\groé()Q(Ifa(i()) paliperidone oral 2 MO; QL (120
g P Y tablet extended per 30 days)

olanzapine oral 2 MO; QL (30 release 24hr 3 mg
tablet 15 mg, 20 mg per 30 days) paliperidone oral 5 MO: QL (60
olanzapine oral 2 MO; QL (240 tablet extended per 30 days)
tablet 2.5 mg per 30 days) release 24hr 6 mg
olanzapine oral 2 MO; QL (120 paliperidone oral 5 MO; QL (41
tablet 5 mg per 30 days) tablet extended per 30 days)
olanzapine oral 2 MO; QL (81 release 24hr 9 mg
tablet 7.5 mg per 30 days) PAMELOR MO
olanzapine oral 2 MO; QL (60 PARNATE MO
tablet,disint ti 30 da
]aO nj -GSHHegranng pet ¥s) paroxetine hcl oral 1 MO; QL (180

g tablet 10 mg per 30 days)
olanzap.m'e oral . 2 MO; QL (30 paroxetine hcl oral 1 MO; QL (90
tablet disintegrating per 30 days) tablet 20 m er 30 days)
15 mg, 20 mg J P Y
olanzapine oral 2 MO; QL (120 Itaabrlo)tcgténe heloral I MO;OQ(I; (6())
tablet,disintegrating per 30 days) apetovme per ays
Smg paroxetine hcl oral 1 MO; QL (45
olanzapine- ) MO tablet 40 mg per 30 days)
Sfluoxetine oral paroxetine hcl oral 2 MO; QL (180
capsule 12-25 mg, 3- tablet extended per 30 days)
25 mg release 24 hr 12.5

mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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paroxetine hcl oral 2 MO; QL (90 PEXEVA ORAL 4 MO; QL (90
tablet extended per 30 days) TABLET 20 MG per 30 days)
release 24 hr 23 mg PEXEVA ORAL 4  MO:; QL (60
paroxetine hcl oral 2 MO; QL (60 TABLET 30 MG per 30 days)
tallylet e)gjnhdeg7 5 per 30 days) PEXEVA ORAL 4 MO: QL (45
;fg“‘se "z TABLET 40 MG per 30 days)
PAXIL CR ORAL 4 MO:;QL(180  Pheneizine . 10
TABLET per 30 days) pimozide 2 MO
%Egiggz R PRISTIQ ORAL 3 MO; QL (120
2.5 MG TABLET per 30 days)
: EXTENDED
PAXIL CR ORAL 4 MO; QL (90 RELEASE 24 HR
TABLET per 30 days) 100 MG
EE(E 52“83151234 R PRISTIQ ORAL 3 MO; QL (480
TABLET per 30 days)
2 MG EXTENDED
PAXIL CR ORAL 4 MO; QL (60 RELEASE 24 HR
TABLET per 30 days) 25 MG
EXTENDED PRISTIQ ORAL 3 MO; QL (240
RELEASE 24 HR
375 MG TABLET per 30 days)
75 EXTENDED
PAXIL ORAL 4 MO RELEASE 24 HR
SUSPENSION 50 MG
PAXIL ORAL 4 MO; QL (180 procentra 2 MO
TABLET 10 MG per 30 days) protripyline 5 MO
PAXIL ORAL 4 MO; QL (90 PROVIGIL 5 PA: M
TABLET 20 MG per 30 days) OVIG ;MO
PROZAC ORAL 4 MO; QL (24
PAXIL ORAL 4 MO; QL (60 CAOPSUEEOIO MG pe?é(()2 da(ys)o
TABLET 30 MG per 30 days)
PROZAC ORAL 4 M
TABLET 40 MG per 30 days)

P : > MO PROZAC ORAL 4 MO; QL (60
perpnenazine CAPSULE 40 MG per 30 days)
PEXEVA ORAL 4 MO;QL(180  "ppozACWEEKLY 4  MO; QL (4
TABLET 10 MG per 30 days) > ({ags) (4 per

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

formulary or visit us on the Web at www.Express-Scripts.com.
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quetiapine oral 2 MO; QL (240 RISPERDAL 3 MO
tablet 100 mg per 30 days) CONSTA
quetiapine oral 2 MO; QL (120 INTRAMUSCULA
tablet 200 mg per30 days) R SYRINGE 12.5
MG/2 ML, 25 MG/2
quetiapine oral 2 MO; QL (902 ML
tablet 25 mg per 30 days) RISPERDAL 5 MO
quetiapine oral 2 MO; QL (81 CONSTA
tablet 300 mg per 30 days) INTRAMUSCULA
quetiapine oral 2 MO; QL (60 &CS}ZRIE/II\IIJGEOZ,IZ&é "
tablet 400 mg per 30 days) ML ’
tiapi [ 2 MO; QL (480
fa”bele’fg’ ’0”:1”“ e?; (? da( ) RISPERDAL M- 4 MO; QL (960
g P Y TAB ORAL per 30 days)
QUILLICHEW ER 4 MO TABLET,DISINTE
QUILLIVANT XR 4 MO GRATING 0.5 MG
REMERON 4 MO RISPERDAL M- 4 MO; QL (480
TAB ORAL per 30 days)
REMERON 4 MO TABLET,DISINTE
SOLTAB GRATING 1 MG
RESTORIL 4 PA; MO RISPERDAL M- 4 MO; QL (240
REXULTI ORAL 5  MO;QL(480  IABORAL per 30 days)
TABLET 0.25 MG per 30 days) TABLET,DISINTE
GRATING 2 MG
REXULTI ORAL 5 MO; QL (240
TABLET 0.5 MG per 30 days) RISPERDAL M- 4 MO;QL (6l
TAB ORAL per 30 days)
REXULTI ORAL 5 MO; QL (120 TABLET,DISINTE
TABLET 1 MG per 30 days) GRATING 3 MG
REXULTI ORAL 5 MO; QL (60 RISPERDAL M- 4 MO:; QL (120
TABLET 2 MG per 30 days) TAB ORAL per 30 days)
REXULTI ORAL 5 MO; QL (40 TABLET,DISINTE
TABLET 3 MG per 30 days) GRATING 4 MG
REXULTI ORAL 5 MO:; QL (30 RISPERDAL ORAL 4 MO; QL (480
TABLET 4 MG per 30 days) SOLUTION per 30 days)
RISPERDAL ORAL 4 MO; QL (1920

TABLET 0.25 MG

per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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RISPERDAL ORAL 4 MO; QL (960 risperidone oral 2 MO; QL (240
TABLET 0.5 MG per 30 days) tablet,disintegrating per 30 days)
RISPERDAL ORAL 4 MO; QL (480 ™8
TABLET 1 MG per 30 days) risperidone oral 1 MO; QL (161
RISPERDAL ORAL 4 MO:; QL (240 tablet, disintegrating per 30 days)
TABLET 2 MG per 30 days) 3 mg
RISPERDAL ORAL 4 MO; QL (161 risperidone oral 1 MO; QL (120
; tablet, disintegrating per 30 days)
TABLET 3 MG per 30 days) 4 mg
RISPERDAL ORAL 4 MO; QL (120
TABLET 4 MG per 30 days) RITALIN MO
risperidone oral 2 MO; QL (480 RITALIN LA MO
solution per 30 days) ROZEREM 3 MO; QL (30
risperidone oral 1 MO; QL (1920 per 30 days)
tablet 0.25 mg per 30 days) SAPHRIS (BLACK 3 MO; QL (60
risperidone oral 1 MO; QL (960 SLI?]I;:II}III{\PE})U AL per 30 days)
tablet 0.5 mg per 30 days)
TABLET 10 MG
risperidone oral 1 MO; QL (480
o zfze ‘1 mg per 3 (? da(ys) SAPHRIS (BLACK 3 MO; QL (240
CHERRY) per 30 days)
risperidone oral 1 MO; QL (240 SUBLINGUAL
tablet 2 mg per 30 days) TABLET 2.5 MG
risperidone oral 1 MO; QL (161 SAPHRIS (BLACK 3 MO; QL (120
tablet 3 mg per 30 days) CHERRY) per 30 days)
risperidone oral 1 MO; QL (120 ?Xgi%\}fGSUﬁé
tablet 4 mg per 30 days)
risperidone oral 2 MO; QL (1920 ?‘:%‘EEEBIIO?\/IR(?I& 0 4 MO
tablet, disintegrating per 30 days) ’
MG
0.25 mg
risperidone oral 2 MO; QL (960 ,?,il]{;ﬁg}; ];:(I)JO?\/[R(?L . MO:’))(?(I; (240
tablet,disintegrating per 30 days) per ays)
0.5 mg SEROQUEL ORAL 4 MO; QL (120
risperidone oral 2 MO; QL (480 TABLET 200 MG per 30 days)
tablet,disintegrating per 30 days) SEROQUEL ORAL 4 MO; QL (902
1 mg TABLET 25 MG per 30 days)
SEROQUEL ORAL 4 MO; QL (81

TABLET 300 MG

per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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SEROQUEL ORAL 4 MO; QL (60 SILENOR 4 MO; QL (30
TABLET 400 MG per 30 days) per 30 days)
SEROQUEL ORAL 4 MO; QL (480 SONATA ORAL 4 ST; MO; QL
TABLET 50 MG per 30 days) CAPSULE 10 MG (60 per 30
SEROQUEL XR 3 MO; QL (161 days)
ORAL TABLET per 30 days) SONATA ORAL 4 ST; MO; QL
EXTENDED CAPSULE 5 MG (30 per 30
RELEASE 24 HR days)
150 MG STRATTERA 3 MO
SEROQUEL XR 3 MO; QL (120 )
ORAL TABLET per 30 days) SURMONTIL 4 PA; MO
EXTENDED SYMBYAX 4 MO
;%LI]\E/I?}SE 24 HR temazepam 2 PA; MO
S 5 M

SEROQUEL XR 3 MO; QL (81 thioridazine ©
ORAL TABLET per 30 days) thiothixene 1 MO
EXTENDED TOFRANIL 4  PA;MO
RELEASE 24 HR
300 MG TRANXENE T- 4 PA; MO

TAB ORAL
ORAL TABLET per 30 days) 75 MG
EXTENDED
RELEASE 24 HR tranylcypromine 1 MO
400 MG trazodone 1 MO
SEROQUEL XR 3 MO;QLM480  iluoperazine > MO
ORAL TABLET per 30 days)
EXTENDED trimipramine 2 PA; MO
RELEASE 24 HR TRINTELLIX 3 QL (60 per 30
50 MG ORAL TABLET 10 days)
sertraline oral 2 MO MG
concentrate TRINTELLIX 3 QL (30 per 30
sertraline oral tablet 1 MO; QL (60 ORAL TABLET 20 days)
100 mg per 30 days) MG
sertraline oral tablet 1 MO; QL (240 TRINTELLIX 3 QL (120 per 30
25mg per 30 days) ORAL TABLET 5 days)

MG
sertraline oral tablet 1 MO; QL (120
50 mg per 30 days) VALIUM 4 PA; MO

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

52



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

venlafaxine oral 2 MO; QL (60 VERSACLOZ 5

ik S”le’zej}’le”f;g per 30 days) VIIBRYD ORAL 3 MO; QL (120

refease c7r 100 Mg TABLET 10 MG per 30 days)

vosooviondsd— perd0daysy  VUBRYDORAL 3 MO;QL (60
: TABLET 20 M 30 d

release 24hr 37.5 mg G per ays)

; VIIBRYD ORAL 3 MO; QL (30
venlafaxine oral 2 MO; QL (90 ;
capsule,extended per 30 days) TABLET 40 MG per 30 days)
release 24hr 75 mg VIIBRYD ORAL 3 MO; QL (30
venlafaxine oral 2 MO; QL (90 TABLEIS,DOSE per 180 days)
tablet 100 mg, 75 30 d PACK 10 MG (7)-

able mg, 75 mg per ays) 20 MG (23)

;egll“{ ;”5””6 oral 2 MO; (?(11;(270 VRAYLAR ORAL 5 QL (120 per 30

ablet 25 mg per 30 days) CAPSULE 1.5 MG days)

;eglla{ e oral 2 MO; (%a(l?o VRAYLAR ORAL 5 QL (60 per 30

abtet>/.0 mg per ys CAPSULE 3 MG days)

;egll“{ aine oral 2 MO; &% (150 VRAYLAR ORAL 5 QL (40 per 30

ablet 50 mg per 30 days) CAPSULE 4.5 MG days)

VENLAFAXINE 4 MO:QL(60  GRAVI AR ORAL 5 QL (30 per 30

ORAL TABLET per 30 days) CAPSULE 6 MG days)

EXTENDED Y

RELEASE 24HR VRAYLAR ORAL 4 QL (7per30

150 MG CAPSULE,DOSE days)

VENLAFAXINE 4 MO; QL (30 PACK

ORAL TABLET per 30 days) VYVANSE MO

?E(EEIZIS)IE? R WELLBUTRIN SR 4 MO; QL (120

25 MG ORAL TABLET per 30 days)

> EXTENDED

VENLAFAXINE 4  MO;QL (180  RELEASE 100 MG

ORAL TABLET per 30 days) WELLBUTRIN SR 4  MO:; QL (90

EE(EEIZIS)IE? R ORAL TABLET per 30 days)
EXTENDED

37.5 MG RELEASE 150 MG

ggﬁﬁ%@f ~ MO;(?(]; (90 WELLBUTRIN SR 4 MO; QL (60

DAL per 30 days) ORAL TABLET per 30 days)
EXTENDED

RELEASE 24HR 75
MG

RELEASE 200 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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WELLBUTRIN XL 4 MO; QL (90 ZOLOFT ORAL 4 MO; QL (240
ORAL TABLET per 30 days) TABLET 25 MG per 30 days)
R, ZOLOFT ORAL 4 MO; QL (120
150 MG TABLET 50 MG per 30 days)
Ipid / 2 T; MO; QL
WELLBUTRIN XL 4 MO; QL (60 zotpraemora (830’ e?§oQ
ORAL TABLET per 30 days) o S‘;
EXTENDED Y
RELEASE 24 HR ZYPREXA 4 MO
300 MG INTRAMUSCULA
XYREM 5 PA; MO; LA R
ZYPREXA ORAL 4 MO; QL (60
zaleplon oral 2 ST; MO; QL
’ ’ TABLET 10 MG 30 d
capsule 10 mg (60 per 30 pet 2ys)
days) ZYPREXA ORAL 5 MO; QL (30
zaleplon oral 2 ST; MO; QL E/I%BLET 15 MG, 20 per 30 days)
capsule 5 mg (30 per 30
days) ZYPREXA ORAL 4 MO; QL (240
zenzedi oral tablet 2 MO TABLET 2.5 MG per 30 days)
10 mg, 5 mg ZYPREXA ORAL 4 MO; QL (120
ZENZEDI ORAL 4 MO TABLET 5 MG per 30 days)
TABLET 15 MG, ZYPREXA ORAL 4 MO; QL (81
2.5 MG, 20 MG, 30 TABLET 7.5 MG per 30 days)
MG, 7.5 MG ZYPREXA 3
ziprasidone hcl oral 2 MO; QL (240 RELPREVV
capsule 20 mg per 30 days) INTRAMUSCULA
ziprasidone hcl oral 2 MO; QL (120 IISOSI[{J SPENSION
capsule 40 mg per 30 days) RECONSTITUTIO
ziprasidone hcl oral 2 MO; QL (80 N 210 MG
capsule 60 mg per 30 days) ZYPREXA ZYDIS 4 MO:; QL (60
ziprasidone hcl oral 2 MO; QL (60 ORAL per 30 days)
capsule 80 mg per 30 days) TABLET,DISINTE
ZOLOFT ORAL 4 MO GRATING 10 MG
CONCENTRATE ZYPREXA ZYDIS 5 MO; QL (30
) ORAL per 30 days)
ZOLOFT ORAL 4 MO; QL (60 TABLET.DISINTE

TABLET 100 MG

per 30 days)

GRATING 15 MG,
20 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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ZYPREXA ZYDIS 4 MO; QL (120 propafenone oral 2 MO
ORAL per 30 days) capsule,extended
TABLET,DISINTE release 12 hr 325
GRATING 5 MG mg, 425 mg

CARDIOVASCULAR, propafenone oral 2 MO

HYPERTENSION/LIPIDS tablet
quinidine gluconate 2 MO

ANTIARRHYTHMIC AGENTS
amiodarone ) PA; MO quinidine sulfate 2 MO
. . oraltablet
intravenous solution
od ; 2 MO RYTHMOL ORAL 4 MO
amiodarone ora
TABLET 225 M
tablet 200 mg, 400 > MG
mg RYTHMOL SR 4 MO
BETAPACE ORAL 4 MO sorine oral tablet 2 MO
TABLET 120 MG, 120 mg, 160 mg, 80
160 MG, 80 MG mg
dofetilide 2 sorine oral tablet 2
240
flecainide 2 MO e
— sotalol af oral tablet 2 MO
mexiletine 2 MO 120
mg
MULTAQ . MO sotalol oral tablet 2 MO
NEXTERONE 4 PA 160 mg, 240 mg, 80
pacerone oral tablet 2 MO e
100 mg, 200 mg, 400 SOTYLIZE 3 MO
e TIKOSYN 4 MO
procainamide . ANTIHYPERTENSIVE THERAPY
injection solution
100 mg/ml ACCUPRIL 4 MO
procainamide 2 ACCURETIC 4 MO
injection solution 5 M
500 mg/mi acebutolol O
propafenone oral 1 MO ADALAT CC 4 MO
capsule,extended afeditab cr 2 MO
release 12 hr 225 mg ALDACTAZIDE 4 MO
ALDACTONE 4 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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ALTACE 4 MO BIDIL 3 MO
amiloride 2 MO bisoprolol fumarate 2 MO
amiloride- 1 MO bisoprolol- 1 MO
hydrochlorothiazide hydrochlorothiazide
amlodipine 1 MO bumetanide injection 2 MO
amlodipine- 2 MO bumetanide oral 1 MO
benazepril BYSTOLIC 3 MO
amlodipine- 2 MO CALAN 4 MO
valsartan
amlodipine- 1 MO CALAN SR 4 MO
valsartan-hcthiazid candesartan 2 MO
?gajl_ t;zq(l;le]t 0] 01_(;]06 02_5 candesartan- 2 MO

: o e hydrochlorothiazid
mg, 10-320-25mg vdrochlorothiazi

rodimi 5 MO captopril oral tablet 1 MO
amlodipine-
valsartan-hcthiazid 7{”00 mg, 12.5mg, 50
oral tablet 5-160- il
12.5mg, 5-160-25 captopril oral tablet 2 MO
mg 25 mg
ATACAND 4 MO captopril- 2 MO
ATACAND HCT 4 MO hydrochlorothiazide

CARDENE IV IN 4
atenolol 1 MO SODIUM
atenolol- 1 MO CHLORIDE
chlorthalidone CARDIZEM CD 4 MO
AVALIDE - O CARDIZEM LA MO
AVAPRO - VO CARDIZEM ORAL MO
AZOR 4 MO TABLET 120 MG,
benazepril 1 MO 30 MG, 60 MG
. CARDURA ORAL 4 ST;MO; QL
Zeg}‘fze%”r’ . b TABLET 1 MG, 2 (30 per 30
vdrochlorothiazide MG, 4 MG days)

BENICAR MO CARDURA ORAL 4 ST; MO; QL
BENICAR HCT 4 MO TABLET 8 MG (60 per 30
betaxolol oral 2 MO days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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CARDURA XL 4 ST; MO; QL CORGARD ORAL 4
(30 per 30 TABLET 20 MG, 40
days) MG
cartia xt 2 MO CORGARD ORAL 4 MO
carvedilol 1 MO TABLET 80 MG
CATAPRES 4 MO CORZIDE o
CATAPRES-TTS-1 4  MO; QL (4per _COZAAR S MO
28 days) DEMADEX ORAL 4 MO
CATAPRES-TTS-2 4  MO; QL (4 per E/I%B%EI\IGIO MG, 20
28 days) ’
CATAPRES-TTS-3 4  MO; QL (4per _DEMSER S
28 days) DIBENZYLINE 5 MO
chlorothiazide 1 MO diltiazem hcl 2
chlorothiazide 2 MO Iniravenous
sodium diltiazem hcl oral 2 MO
chlorthalidone oral 1 MO capsule, extended
tablet 25 mg, 50 mg release 180 mg, 360
’ mg, 420 mg
Z(Z))’;elfme heloral ! MO diltiazem hcl oral 2 MO
capsule,extended
clonidine 2 MO; QL (4per  release 12 hr
Z}”gg}i;ie;n}a’iip %Zlhhr 28 days) diltiazem hcl oral 2 MO
0.2 my/2'4 hrg ’ capsule,extended
< e release 24hr 120 mg,
clonidine 1 MO; QL (4per 240 mg, 300 mg
i:cel:;?egn;a;p %ilhhr 28 days) diltiazem hcl oral 1 MO
Yo me tablet
clorpres oral tablet 2 MO }
0.1-15 mg, 0.2-15 dilt-xr . 1O
mg DIOVAN 4 MO
CLORPRES ORAL 4 MO DIOVAN HCT 4 MO
EAAGBLET 0.3-15 DIURIL 4 MO
COREG 4 MO DIURIL IV 5
COREG CR 3 MO doxazosin oral tablet 1 MO; QL (30
1 mg, 2mg, 4 mg per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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doxazosin oral tablet 1 MO; QL (60 indapamide 1 MO
& mg per 30 days) INDERAL LA 4 MO
DUTOPROL R VO INNOPRAN XL 4 MO
DYAZIDE 4 MO INSPRA 4 MO
DYRENIUM & MO irbesartan 1 MO
EDARBI - MO irbesartan- 2 MO
EDARBYCLOR 4 MO hydrochlorothiazide
EDECRIN 4 MO isradipine 2 MO
enalapril maleate 1 MO labetalol 2 MO
enalapril- 1 MO intravenous solution
hydrochlorothiazide labetalol oral 2 MO
EPANED 4 MO LASIX ORAL 4
eplerenone 2 MO TABLET 20 MG
eprosartan 2 MO %i;ﬁ?%h(}’ 20 4 MO
ethacrynate sodium 5 MG
EXFORGE 4 MO lisinopril 1 MO
EXFORGE HCT 4 MO lisinopril- 1 MO
felodipine > MO hydrochlorothiazide
fosinopril ) MO LOPRESSOR HCT 4 MO

3 } LOPRESSOR 4 MO
J}Z?/Sal’l:gcpl: ;éroth iazide ? MO (IDO%ABEIJ GT ABLET
furosemz:;le inj elction 2 MO losartan ) MO
7
40 mg/5 ml (8 vdrochlorothiazide
mg/mi) LOTENSIN ORAL 4 MO
furosemide oral 1 MO E/I%BLET 20 MG, 40
tablet
hydralazine 2 MO Iéi?;[}?ﬂlg 5)“?216 E MO
hydrochlorothiazide 1 MO MG, 10-40 MG, 5-
HYZAAR 4 MO 10 MG, 5-20 MG

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

58



Drug Name Drug Requirements| |Drug Name Drug Requirements

Tier /Limits Tier /Limits
matzim la 2 MO nadolol- 2 MO
MAVIK ORAL 4 MO bendroflumethiazide
TABLET 1 MG, 2 nicardipine 2 MO
MG intravenous solution
MAXZIDE 4 MO nicardipine oral 2 MO
MAXZIDE-25MG 4 MO nifedical x| 2 MO
methyclothiazide 2 MO nifedipine oral tablet 2 MO

extended release
methyldopa 2 MO 24hr
metolazone 2 MO nimodipine 5 MO
metoprolol succinate 2 MO nisoldipine oral 5 MO
metoprolol ta- 2 MO tablet extended
hydrochlorothiaz release 24 hr 17 mg,
metoprolol tartrate 2 MO 25.54ngg, 308m3g, 34
intravenous solution e, 7O Mg, 0.0 Mg
metoprolol tartrate 2 nlz(;ldlpme ;IWZIZ 1 MO
intravenous syringe Z lefzggx;znhre 20 mg
metoprolol tartrate 1 MO
oral tablet 100 mg, NORVASC - MO
25 mg, 50 mg ORENITRAM 4 PA; MO
MICARDIS 4 MO ORAL TABLET
EXTENDED
MICARDIS HCT 4 MO RELEASE 0.125
MICROZIDE 4 MO MG
MINIPRESS 4 MO ORENITRAM 5 PA; MO
ORAL TABLET
minoxidil oral 2 MO EXTENDED
moexipril 1 MO RELEASE 0.25 MG,
1 MG, 2.5 MG
moexipril- 2 MO : :
hydrochlorothiazide perindopril 1 MO
erbumine
nadolol oral tablet 2 MO
20 mg, 40 mg phenoxybenzamine 5 MO
nadolol oral tablet 1 MO pindolol 2 MO
80 mg prazosin oral 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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PRINIVIL ORAL 4 MO TEKTURNA HCT 3 MO
TABLET 10 MG, 20 :
MG, 5 MG telmisartan 2 MO
PROCARDIA XL 4 MO telmisartan- R C

amlodipine
P rtop ranolol 2 telmisartan- 2 MO
intravenous hydrochlorothiazid
propranolol oral 2 MO TENORETIC 100 4 MO
capsule,extended
release 24 hr TENORETIC 50 4 MO
propranolol oral 2 MO TENORMIN 4 MO
solution terazosin oral 1 MO; QL (30
propranolol oral 1 MO capsule 1 mg, 2 mg, per 30 days)
tablet Smg
propranolol- 2 MO terazosin oral 1 MO; QL (60
hydrochlorothiazid capsule 10 mg per 30 days)
quinapril 1 MO TIAZAC 4 MO
quinapril- 2 MO timolol maleate oral 2 MO
hydrochlorothiazide TOPROL XL 4 MO
ramipril ! MO torsemide oral 1 MO
REMODULIN 5 PA; MO; LA trandolapril 1 MO
SECTRAL - MO trandolapril- 2 MO
spironolactone 1 MO verapamil
spironolacton- 1 MO triamterene- 1 MO
hydrochlorothiaz hydrochlorothiazid
SULAR ORAL 4 MO TRIBENZOR 4 MO
TABLET
EXTENDED TWYNSTA 4 MO
RELEASE 24 HR UPTRAVI 5 PA;MO; LA
17 MG, 34 MG, 8.5 valsartan 2 MO
MG

valsartan- 2 MO
TARKA 4 MO hydrochlorothiazide
faztia xt MO VASERETIC MO
TEKTURNA 3 MO VASOTEC MO

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

formulary or visit us on the Web at www.Express-Scripts.com.
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verapamil 2 MO ARIXTRA 4 MO
intravenous solution SUBCUTANEOUS
. SYRINGE 2.5
verapamil oral 1 MO MG/0.5 ML
VERELAN 4 MO aspirin-dipyridamole 2 MO
VERELAN PM 4 MO BRILINTA 3 MO
ZEBETA 4 MO cilostazol 2 MO
ZESTORETIC 4 MO clopidogrel 1 MO
ZESTRIL 4 MO COUMADIN ORAL 4 MO
ZIAC 4 MO CYKLOKAPRON 4 MO
e dipyridamole oral 2 MO
digitek S O DURLAZA 4 MO
digoxin oral solution 2 MO EFFIENT 3 MO
50 meg/ml
digoxin oral tablet 2 MO ELIQUIS 3 MO
LANOXIN ORAL 4 MO eroxaparim S 0
TABLET 125 MCG, fondaparinux 9 MO
250 MCG subcutaneous
syringe 10 mg/0.8
LANOXIN ORAL 3 MO il 5 mo/0.dml 7.5
TABLET 187.5 YR
MCG, 62.5 MCG &
d ] 2 MO
COAGULATION THERAPY / T
subcutaneous
AGGRENOX 4 MO syringe 2.5 mg/0.5
ARGATROBAN 5 MO ml
ARGATROBAN IN 5 FRAGMIN . MO
SUBCUTANEOUS
0.9 % SOD CHLOR SOLUTION
INTRAVENOUS
SOLUTION
ARIXTRA 5 MO
SUBCUTANEOUS
SYRINGE 10
MG/0.8 ML, 5
MG/0.4 ML, 7.5
MG/0.6 ML

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

formulary or visit us on the Web at www.Express-Scripts.com.
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FRAGMIN 5 MO PRADAXA 3 MO
SUBCUTANEOUS
SYRINGE 10,000 PROMACTA 5 PA;MO; LA
ANTI-XA SAVAYSA 4 MO
UNIT/ML, 12,500 -
ANTI-XA UNIT/0.5 Zi‘faevx:n”:;‘w’d S MO
ML, 15,000 ANTI-
XA UNIT/0.6 ML, warfarin 1 MO
18,000 ANTI-XA XARELTO 3 MO
UNIT/0.72 ML,
7,500 ANTI-XA ZONTIVITY 3 MO
UNIT/0.3 ML LIPID/CHOLESTEROL LOWERING
FRAGMIN 4 MO AGENTS
SUBCUTANEOUS ALTOPREVORAL 4  MO; QL (30
SYRINGE 2,500
TABLET per 30 days)
ANTI-XA UNIT/0.2
ML, 5,000 ANTI EXTENDED
XA’UI,\HT 0.2 MI: RELEASE 24 HR
i 20 MG, 40 MG
heparin (porcme) " 2 amlodipine- 1 MO; QL (30
5 % dex intravenous .
. atorvastatin oral per 30 days)
parenteral solution tablet 10-10 me. 10-
20,000 unit/500 mi o 0
(40 unit/mi) g s

heparin (porcine) in 2 MO
5 % dex intravenous

10-80mg, 2.5-20
mg, 5-10 mg, 5-20
mg, 5-40 mg, 5-80

parenteral solution mg
j;(]Ogg ZZ;Z;?)O amlodipine- 2 MO; QL (30
25000 't/50b / atorvastatin oral per 30 days)
, uni m
(50 unit/ml) tablet 2.5-10 mg,
2.5-40 mg

heparin (porcine R 1° ANTARA ORAL 4 MO
injection solution CAPSULE 30 MG,
jantoven 1 MO 90 MG
LOVENOX 4 MO atorvastatin 1 MO; QL (30
pentoxifylline 2 MO per 30 days)
PERSANTINE 4 MO CADUET 4 MO;QL (30

per 30 days)
PLAVIX 4 MO

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

formulary or visit us on the Web at www.Express-Scripts.com.
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cholestyramine light 2 MO fluvastatin oral 2 MO; QL (60
oral powder in capsule 40 mg per 30 days)
packet fluvastatin oral 2 MO; QL (30
COLESTID ORAL 4 MO tablet extended per 30 days)
GRANULES release 24 hr
COLESTID ORAL 4 MO gemfibrozil oral 1 MO
TABLET JUXTAPID 5 PA;MO; LA
colestipol oral 2 MO KYNAMRO 5 PA: MO: LA
granules
colestipol oral tablet 2 MO LESCOL XL 4 MO; QL (30
per 30 days)
CRESTOR 4 Moé(%a(” LIPITOR 4 MO; QL (30
per ys) per 30 days)
Jenofibrate 2B MO LIPOFEN 4 MO
micronized
LIVALO MO; QL (30
fenofibrate 2 MO or é(? da( S)
nanocrystallized P Y
FENOFIBRATE 4 MO LOFIBRA MO
ORAL CAPSULE LOPID MO
FENOFIBRATE 4 lovastatin oral tablet 1 MO; QL (30
ORAL TABLET 10 mg per 30 days)
120 MG, 40 MG lovastatin oral tablet 1 MO; QL (60
fenofibrate oral 2 MO 20 mg, 40 mg per 30 days)
tablet 160 mg, 54 mg LOVAZA 4 ST: MO
Jenofibric acid 2 MO niacin oral tablet MO
fenofibric acid 2 MO extended release 24
(choline) hr
FENOGLIDE 4 MO NIACOR 4 MO
FIBRICOR ORAL 4 NIASPAN 4 MO
TABLET 105 MG EXTENDED-
FIBRICOR ORAL 4 MO RELEASE
TABLET 35 MG omega-3 acid ethyl 1 ST; MO
fluvastatin oral 2 MO; QL (30 esters
capsule 20 mg per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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PRALUENT PEN 5 PA; MO; QL TRICOR 4 MO

SUBCUTANEOUS (2 per 28 days) TRIGLIDE ORAL 4 MO

PEN INJECTOR TABLET 160 MG

150 MG/ML

PRALUENT PEN 5 PA; MO; QL TRILIPIX 4 MO

SUBCUTANEOUS (4 per 28 days) VASCEPA 3 MO

II\’AE(I}‘I/;/II}IJJECTOR 73 VYTORIN 10-10 3 MO; QL (30
per 30 days)

PRALUENT > PAMOIQL 'y roRrmN 1020 3 MO; QL (30

SYRINGE (2 per 28 days) per 30 days)

SUBCUTANEOUS 4

SYRINGE 150 VYTORIN 10-40 3 MO; QL (30

MG/ML per 30 days)

PRALUENT 5 PA; MO; QL VYTORIN 10-80 3 MO; QL (30

SYRINGE (4 per 28 days) per 30 days)

SUBCUTANEOUS WELCHOL 3 MO

SYRINGE 75

MG/ML ZETIA MO

PRAVACHOL 4 MO; QL (30 ZOCOR 4 MO; QL (30

ORAL TABLET 20 per 30 days) per 30 days)

MG, 40 MG, 80 MG MISCELLANEOUS

pravastatin 1 MO; QL (30 CARDIOVASCULAR AGENTS

per30days)  corLANOR 3 PA;MO

prevcc;llte oral 2 MO ENTRESTO 3 PA; MO; QL

powder (60 per 30

QUESTRAN ORAL 4 MO days)

POWDER IN

PACKET RANEXA 3 MO

REPATHA 5 PA; MO; QL VECAMYL >

SURECLICK (3 per 30 days) NITRATES

REPATHA 5 PA; MO; QL ISORDIL 4 MO

SYRINGE (3 per 30 days) ISORDIL 4 MO

rosuvastatin 2 QL (30 per 30 TITRADOSE

days) ORAL TABLET 5
simvastatin 1 MO; QL (30 MG

per 30 days)

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

formulary or visit us on the Web at www.Express-Scripts.com.
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isosorbide dinitrate 2 MO calcipotriene- 2 MO
oral betamethasone
isosorbide 1 MO calcitriol topical 1 MO
mononitrate COSENTYX 5  PA;MO
MINITRAN 4 MO COSENTYX PEN 5 PA; MO
nitro-bid 2 MO DOVONEX 4 MO
NITRO-DUR 4 MO TOPICAL
nitroglycerin 2 PA ENSTILAR 5 MO
Intravenous selenium sulfide 2 MO
nitroglycerin 2 MO topical lotion
transdermal patch SORIATANE 5 MO
24 hour ORAL CAPSULE
nitroglycerin 2 MO 10 MG, 17.5 MG, 25
translingual MG
spray,non-aerosol SORILUX 4 MO
NITROLINGUAL 4 MO STELARA 5 PA: MO
NITROMIST 4 MO SUBCUTANEOUS
NITROSTAT 3 MO SYRINGE

TACLONEX 4 MO
DERMATOLOGICALS/TOPICA

TALTZ 5 PA
L THERAPY

AUTOINJECTOR
ANTIPSORIATIC / (3 PACK)
ANTISEBORRHEIC TALTZ SYRINGE 5 PA
acitretin oral 2 MO VECTICAL 4 MO
capsule 10 mg
acitretin oral 5 MO BURN RAPY
capsule 17.5 mg, 25 SILVADENE 4 MO
mg silver sulfadiazine 2 MO
calcipotriene scalp 2 MO ssd P MO
calcipotriene topical 1 MO MISCELLANEOUS
cream DERMATOLOGICALS
calcipotriene topical 2 MO 2-MOP 3 MO
ointment

ALDARA 4 ST; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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ammonium lactate 2 MO VALCHLOR 5 MO
CARAC 5 MO VEREGEN 4 MO
CONDYLOX 3 MO ZONALON 4 MO
TOPICAL GEL ZYCLARA 5 ST;MO
dlcl.ofenac soodmm 5 PA; MO THERAPY FOR ACNE
topical gel 3 %
doxepin topical ) ABSORICA ORAL 4 MO
CAPSULE 10 MG,
EFUDEX TOPICAL 4 ST; MO 20 MG, 30 MG, 35
CREAM MG, 40 MG
ELIDEL 4 PA; MO ABSORICA ORAL 4
FLUOROURACIL 5 ST;MO CAPSULE25 MG
TOPICAL CREAM ACANYA 4 MO
0.5 % TOPICAL GEL
fluorouracil topical 2 MO WITH PUMP
cream 35 % ACZONE 4 MO
fluorouracil topical 2 MO TOPICAL GEL
solution adapalene topical 2 PA; MO
imiquimod 2 MO cream
methoxsalen rapid 5 MO adapalene topical 2 PA; MO
gel0.1%
OXSORALEN 5 MO avalone tomioal ] PAMO
ULTRA adapalene topica ;
gel0.3 %
PANRETIN 5 MO
ATRALIN 4 PA; MO
PICATO 5 MO
avita topical cream 2 PA; MO
podofilox R V10 AVITA TOPICAL 4 PA;MO
PROTOPIC 4 PA; MO GEL
prudoxin 2 MO AZELEX 4 MO
REGRANEX 5 MO BENZACLIN 4 MO
SOLARAZE 5 PA; MO BENZAMYCIN 4 MO
tacrolimus topical 2 PA; MO claravis oral capsule 2 MO
TOLAK 4 MO 10 mg, 30 mg
UVADEX 4 claravis oral capsule | MO

20 mg, 40 mg

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

formulary or visit us on the Web at www.Express-Scripts.com.
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CLEOCIN T 4 MO ery pads 2 MO
clindacin p 4 MO erygel 2
CLINDAGEL 4 MO erythromycin with 2 MO
clindamycin 1 MO ethanol topical gel
phosphate topical erythromycin with 2 MO
foam ethanol topical
clindamycin 2 MO solution
phosphate topical erythromycin- 2 MO
gel benzoyl peroxide
clindamycin 2 MO EVOCLIN 4 MO
ph?sphate topical FABIOR 4 MO
lotion
clindamycin 2 MO FINACEA 4 MO
phosphate topical METROCREAM 4 MO
solution METROGEL 4 MO
clindamycin 2 MO TOPICAL GEL 1 %
phosphate topical METROLOTION 4 MO
swab
tronidazol, 2 MO

clindamycin-benzoyl 1 MO ;ne roniaazore

X . opical cream
peroxide topical gel
1-5 % metronidazole 2 MO

topical gel

DIFFERIN 4 PA; MO
TOPICAL CREAM metronidazole 2 MO
DIFFERIN 4  PA;MO fopical lotion
TOPICAL GEL 0.1 MIRVASO 4 MO
% TOPICAL GEL
DIFFERIN 4 PA myorisan oral 2 MO
TOPICAL GEL 0.3 capsule 10 mg, 20
% mg, 40 mg
DIFFERIN 4 PA; MO myorisan oral 2
TOPICAL LOTION capsule 30 mg
DUAC 4 MO neuac 2 MO
EPIDUO FORTE 4 PA; MO NORITATE 4 MO

EPIDUO TOPICAL 4 PA; MO
GEL WITH PUMP

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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ONEXTON 4 MO lidocaine hcl 2 MO
TOPICAL GEL urethral
WITH PUMP lidocaine topical 2 PA; MO
RETIN-A PA; MO adhesive
RETIN-A MICRO 4 PA;MO paichmedicated
RETIN-A MICRO 4 PA: MO llq’ocame topical | MO:; QL (36
PUMP TOPICAL ointment per 30 days)
GEL WITH PUMP lidocaine-prilocaine 2 MO
0.08 % topical cream
SOOLANTRA 4 MO LIDODERM 4 PA; MO
TAZORAC PA; MO XYLOCAINE 4
. ] INJECTION
tmrl?c:t;’;i‘;nheres topical 1 PAMO SOLUTION 20
: MG/ML (2 %)
gel with pump
tretinoin topical PA: MO TOPICAL ANTIBACTERIALS
TRETIN-X 4  PA:MO ALTABAX 3 MO
TOPICAL CREAM BACTROBAN 4 MO
0.0375 % TOPICAL CREAM
VELTIN 4 PA; MO CORTISPORIN 4 MO
zenatane oral 1 MO TOPICAL
capsule 10 mg gentamicin topical 2 MO
zenatane oral 2 MO KLARON 4 MO
le 20 mg, 30
;cgs;toemg e mupirocin 2 MO
ZIANA 4 PA: MO mupirocin calcium 2 MO
TOPICAL ANESTHETICS NEO-SYNALAR f— M
lidocaine (pf) 2 MO Sulchetamzde 2 MO
L . sodium (acne)
injection solution 5
mg/ml (0.5 %) SULFAMYLON 3 MO
lidocaine hcl 2 MO TOPICAL CREAM
injection solution 20 SULFAMYLON 4 MO
mg/ml (2 %) TOPICAL PACKET
lidocaine hcl mucous 2 MO TOPICAL ANTIFUNGALS
membrane ciclopirox 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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clotrimazole topical 2 MO nystop 2 MO
clotrimazole- 2 MO oxiconazole 2
betamethasone OXISTAT 4 MO
econazole topical 1 MO TOPICAL ANTIVIRALS
ERTACZO 4 MO acyclovir topical | MO
EXELDERM 4 MO

DENAVIR 3 MO
EXTINA 4 MO XERESE 4 MO
JUBLIA . MO ZOVIRAX 5 MO
KERYDIN 3 MO TOPICAL
ketoconazole topical 2 MO TOPICAL CORTICOSTEROIDS
LOPROX TOPICAL 4 MO ala-corl‘ z‘opical 2 MO
SHAMPOO cream
LOTRISONE 4 MO ALA-SCALP 4 ST; MO
TOPICAL CREAM

alclometasone 2 MO
LUZU 4 MO

amcinonide 1 MO
MENTAX 4 MO

apexicon e 2 MO
NAFTIFINE 4 MO
TOPICAL CREAM betamethasone 2 MO
1% dipropionate
naftifine topical > MO betamethaso'ne 2 MO
cream 2 % valerate topical

cream
NAFTIN TOPICAL 4 MO
CREAM 2 % betamethasone 1 MO

valerate topical
NAFTIN TOPICAL 3 MO foam
GEL

betamethasone 2 MO
NIZORAL 4 MO valerate topical
TOPICAL lotion
SHAMPOO

betamethasone 2 MO
nyamyc 2 MO valerate topical
nystatin topical 2 MO ointment
nystatin- 9 MO betamethasone, 2 MO
triamcinolone augmented

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

formulary or visit us on the Web at www.Express-Scripts.com.
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CAPEX 3 ST; MO DESOWEN 4 ST; MO
clobetasol scalp 2 MO desoximetasone 1 MO
clobetasol topical 1 MO f;pzcal cream0.05
foam ?
clobetasol topical 2 MO deS?xlmetasone 2 MO
topical cream (.25
gel o
;’lgb ctasol topical ! MO desoximetasone 2 MO
otion .
topical gel
cl.obetasoltop ical ! MO desoximetasone 1 MO
ointment . .
topical ointment
lobetasol topical 1 MO
¢ 0Derasariopica diflorasone 1 MO
shampoo
clobetasol topical 2 MO DIPROLENE i ST; MO
spray,non-aerosol DIPROLENE AF 4 ST; MO
clobetasol-emollient 2 MO ELOCON 4 ST; MO
lopical cream fluocinolone 2 MO
CLOBEX i ST, MO fluocinonide topical 2 MO
clodan 1 MO cream 0.1 %
CLODERM 4 ST; MO fluocinonide topical 2 MO
CORDRAN TAPE 4 ST;MO gel
LARGE ROLL fluocinonide topical 2 MO
ointment
cormax scalp
CUTIVATE 4 ST: MO ﬂuloc.monzde topical 2 MO
TOPICAL LOTION solution
DERMATOP 4 ST: MO fluocinonide-e 2 MO
TOPICAL CREAM flurandrenolide 2
DESONATE 4 ST; MO fluticasone topical 2 MO
desonide topical 1 MO cream
cream fluticasone topical 1 MO
desonide topical 1 MO lotion
lotion fluticasone topical 2 MO
desonide topical 2 MO ointment

ointment

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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halobetasol 2 MO prednicarbate 2 MO
propionate PSORCON 4 ST
HALOG 4 ST; MO SERNIVO 5 ST
Zy dm"t‘”f’s‘?”e ; MO SYNALAR 0.025% 4  ST;MO
L'tlyra e topica CREAM
ointment
} TEMOVATE 4 ST; MO
Zydroc;orttlsqnel 2 MO TOPICAL
utyrate topica OINTMENT
solution
hydrocortisone 1 MO TOPICORT 4 ST; MO
butyr-emollient triamcinolone MO
tonide topical
hydrocortisone 2 MO aeeromiae fopiea
. aerosol
topical cream 1 %,
2.5% triamcinolone 2 MO
hydrocortisone 2 MO Zfeecl::lde topical
topical lotion 2.5 %
hydrocortisone 2 MO trlamczfzolone‘ 2 MO
. : acetonide topical
topical ointment 1 lotion
%, 2.5 %
hydrocortisone 2 MO mamcu.ziolone. / 2 MO
lerate acetonide topica
va ointment 0.025 %,
KENALOG 4 ST; MO 0.1%,0.5%
TOPICAL trianex 2 MO
LOCOID TOPICAL 4 ST; MO : }
CREAM triderm topical 2 MO
cream
ig'(ijOOIII\I) TOPICAL S ST, MO ULTRAVATE 4 ST; MO
TOPICAL CREAM
B?SEQ%E?PICAL 4 ST, MO ULTRAVATE 5 ST
TOPICAL LOTION
SOOI TOPICAL R ST: MO ULTRAVATE 4 ST;MO
TOPICAL
mometasone topical MO OINTMENT
OLUX ST; MO ULTRAVATE X 4 ST; MO
PANDEL 4 ST; MO VANOS 5 ST; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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TOPICAL ENZYMES alendronate oral 1 MO; QL (30
SANTYL 3 MO tablet 40 mg per 30 days)
TOPICAL SCABICIDES / anagrelide S
PEDICULICIDES ANTABUSE 4 MO
ELIMITE 4 ARALAST NP 5 MO; LA
INTRAVENOUS
EURAX 4 MO RECON SOLN 500
lindane topical 2 MO MG
shampoo AURYXIA 5 MO
OVIDE 4 MO CARBAGLU 5 MO; LA
permethrin topical 2 MO CARNITOR 4 MO
cream
cevimeline 2 MO
SKLICE 3 MO
DIAGNOSTICS/ CHEMET > MO
CLINIMIX 3 PA
MISCELLANEOUS AGENTS 4759 DIW
IRRIGATING SOLUTIONS SULFIT FREE
lactated ringers 2 MO CLINIMIX E 4 PA
irrigation 2.75%/D10W SUL
FREE
neomycin-polymyxin 2 MO
b gu POy CLINIMIX E 4 PA
2.75%/D5W SULF
PHYSIOLYTE 4 FREE
PHYSIOSOL 4 d10 %-0.45 % o)
IRRIGATION sodium chloride
ringers irrigation 2 MO d2.5%-0.45 % 2
MISCELLANEOUS AGENTS sodium chloride
acamprosate 2 MO d5 % and 0.9 % 2 MO
sodium chloride
ACTONEL ORAL 4 ST; MO; QL -
TABLET 30 MG (30 per 30 d5 %—045 % sodlum 2 MO
days) chloride
ADAGEN 5 MO dextrose 10 % and 2
0.2 % nacl
AGRYLIN 4 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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dextrose 10 % in 2 MO LITHOSTAT 4 MO
water (d10w) midodrine 2 MO
dextrose 5 % in 2 MO NORTHERA 5 PA: MO
water (d5w)
intravenous NUTRESTORE 4 MO
parenteral solution ORFADIN 5 LA
dextrose 5 %0- 2 MO pilocarpine hcl oral 2 MO
lactated ringers

PROLASTIN-C 5 LA
dextrose 5%-0.2 % 2
sod chloride RAVICTI 5 MO
dextrose 5%-0.3 % 2 RECLAST 4 PA; MO
sod.chloride RENAGEL 4 MO
a’extrqse with sodium 2 RENVELA 5 MO
chloride

RILUTEK 5 MO
disulfiram 2 MO

riluzole 2 MO
etidronate disodium 2 MO

risedronate oral 2 MO; QL (30
EVOXAC 4 MO tablet 30 mg per 30 days)
EXJADE > MOLA SALAGEN 4 MO
FERRIPROX ORAL S sodium chloride 0.9 MO
SOLUTION % intravenous
FERRIPROX ORAL 5 MO parenteral solution
TABLET sodium chloride 2 MO
FOSRENOL 4 MO irrigation
GLASSIA 5 MO; LA sodium 3 MO
INCRELEX 5  MO;LA phenylbutyrate

sodiumpolystyrene 2 MO
JADENU 5 MO (sorb free)
KAYEXALATE 4 MO SYPRINE 5 MO
kionex oral powder 2 MO THIOLA 5 MO
levocarnitine (with 2 MO VELPHORO 5 MO
sugar)

VELTASSA 3 MO
levocarnitine oral 2 MO
tablet water for irrigation, 2 MO

sterile

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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ZEMAIRA 5 MO; LA olopatadine nasal 2 MO:; QL (30.5
zoledronic acid- 2 PA; MO per 30 days)
mannitol-water PATANASE 4 MO; QL (30.5
intravenous solution per 30 days)
SMOKING DETERRENTS periogard 2 MO
buproban 2 triamcinolone 2 MO
CHANTIX 3 MO acetonide dental
CONTINUING
MONTH BOX acetasol hc 2 MO
CHANTIX 3 MO acetic acid otic 2 MO
TARTIN
1§/IONTH lg}OX ﬂuocinglon? 2 MO
acetonide oil
NICOTROL 4 MO hydrocortisone- 2 MO
NICOTROL NS 4 MO acetic acid
ZYBAN 4 MO ofloxacin otic 2 MO
EAR, NOSE/ THROAT OTIC STEROID / ANTIBIOTIC
MEDICATIONS CIPRO HC o
MISCELLANEOUS AGENTS CIPRODEX 3 MO
ASTEPRO NASAL 4 MO; QL (60 COLY-MYCIN S 4 MO
ilgl{{%\égl? N- per 30 days) neomycin- 2 MO

polymyxin-hc otic

ATROVENT 4 MO;QL (30
per 30 days) ENDOCRINE/DIABETES

azelastine nasal 2 MO; QL (60 ADRENAL HORMONES
per 30 days) ACTHAR H.P. 5 PA; MO

NASAL

CORTEF 4 MO
chlorhexidine 2 MO .
gluconate mucous cortisone 2 MO
membrane DEPO-MEDROL 4 MO
ipratropium bromide 2 MO; QL (30 dexamethasone 2 MO
nasal per 30 days) intensol

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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dexamethasone oral 2 MO prednisolone sodium 2 MO
elixir phosphate oral
dexamethasone oral 1 MO solution 15 mg/5 ml
rablet (3 mg/ml), 25 mg/5
ml (5 mg/ml), 5 mg
dexamethasone 2 MO base/5 ml (6.7 mg/5
sodiumphosphate ml)
injection solution prednisolone sodium 1 PA; MO
DEXPAK 13 DAY 4 MO phosphate oral
fludrocortisone 9 MO tablet disintegrating
10 mg
hyd 1. [ 2 MO
yarocortisone ord prednisolone sodium 2 PA; MO
KENALOG 4 MO phosphate oral
INJECTION tablet, disintegrating
MEDROL PA; MO 15 mg, 30 mg
MEDROL (PAK) MO prednisone intensol 2 PA; MO
methylprednisolone 2 MO pred@isone oral 2 MO
acetate solution
methylprednisolone 1 PA; MO prednisone oral 1 PA;MO
oral tablet tablet
methylprednisolone 1 MO RAYOS PA; MO
oral tablets,dose SOLU-CORTEF 4 MO
pack (PF) INJECTION
methylprednisolone 2 MO RECON SOLN 100
sodium succ MG/2 ML, 250
injection recon soln MG2 ML
125 mg, 40 mg SOLU-MEDROL 4 MO
MILLIPRED ORAL 4 MO (PF) INJECTION
SOLUTION SOLU-MEDROL 4 MO
millipred oral tablet 1 PA; MO (PF)
INTRAVENOUS
ORAPRED ODT 4 PA; MO RECON SOLN 500
MG/4 ML
SOLU-MEDROL 4 MO
INTRAVENOUS

RECON SOLN 2
GRAM

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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veripred 20 2 MO AFREZZA 4 MO
INHALATION
ANTITHYROID AGENTS CARTRIDGE
methimazole oral 2 MO WITH INHALER 4
tablet 10 mg, 5 mg UNIT, 4 UNIT (30)/
) ) 8 UNIT (60), 4
propylthiouracil 2 MO UNIT (60)/ § UNIT
TAPAZOLE 4 MO (30), 8 UNIT (60)/
DIABETES THERAPY 12 UNIT (30)
acarbose oral tablet 2 MO; QL (90 ALCOHOL PADS 3 MO
100 mg per 30 days) ALOGLIPTIN 4 ST; QL (30 per
acarbose oral tablet 2 MO; QL (360 30 days)
25 mg per 30 days) ALOGLIPTIN- 4 ST; QL (60 per
acarbose oral tablet 2 MO; QL (180 METFORMIN 30 days)
50 mg per 30 days) ALOGLIPTIN- 4 QL (30 per 30
ACTOPLUS MET 4  MO.QL(90  TIOGLITAZONE days)
per 30 days) AMARYL ORAL 4 MO; QL (240
ACTOPLUS MET 4 MO; QL (60 TABLET I MG per 30 days)
XR ORAL per 30 days) AMARYL ORAL 4 MO; QL (120
TABLET, ER TABLET 2 MG per 30 days)
gglglf(%g‘sﬁ é“ AMARYL ORAL 4 MO; QL (60
= TABLET 4 MG per 30 days)
ACTOPLUS MET 4 MO; QL (30
> APIDRA ST; MO
XR ORAL per 30 days) .
TABLET, ER APIDRA ST; MO
MULTIPHASE 24 SOLOSTAR
HR 30-1,000 MG AVANDIA ORAL 4 MO;QL (60
ACTOS 4 MO; QL (30 TABLET 2 MG, 4 per 30 days)
per 30 days) MG
BYDUREON 3 PA; MO; QL
(4 per 28 days)
BYETTA 3 PA; MO; QL
SUBCUTANEOUS (2.4 per 30
PEN INJECTOR 10 days)
MCG/DOSE(250

MCG/ML) 2.4 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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BYETTA 3 PA;MO; QL glipizide oral tablet 1 MO; QL (60
SUBCUTANEOUS (1.2 per 30 extended release per 30 days)
PEN INJECTOR 5 days) 24hr 10 mg
ﬁggjﬁgsﬁ gzlf/?L glipizide oral tablet 1 MO; QL (240
) 1. extended release per 30 days)
CYCLOSET 4 MO; QL (180 24hr 2.5 mg
per30days)  ipizide oraliablet 1 MO; QL (120
DUETACT 4 MO; QL (30 extended release per 30 days)
per 30 days) 24hr 5 mg
FARXIGA ORAL 3 MO; QL (30 glipizide-metformin 2 MO; QL (240
TABLET 10 MG per 30 days) oral tablet 2.5-250 per 30 days)
FARXIGA ORAL 3 MO:; QL (60 e
TABLET 5 MG per 30 days) glipizide-metformin 2 MO; QL (120
FORTAMET ORAL 4  MO;QL (75 ¥ 5’“;’ (1)60’ 2.3-300 per 30 days)
TABLET per 30 days) e, Ivvme
EXTENDED GLUCAGEN 3 MO
RELEASE 24HR HYPOKIT
1,000 MG GLUCAGON 3 MO
FORTAMET ORAL 4 MO; QL (150 EMERGENCY KIT
TABLET per 30 days) (HUMAN)
D GLUCOPHAGE 4 MO; QL (75
500 MG ORAL TABLET per 30 days)
1,000 MG
DAUZEPADS2 X ey MO GLUCOPHAGE 4 MO; QL (150
ORAL TABLET per 30 days)
glimepiride oral 1 MO; QL (240 500 MG
tablet I mg per 30 days) GLUCOPHAGE 4 MO: QL (90
glimepiride oral 1 MO; QL (120 ORAL TABLET per 30 days)
tablet 2 mg per 30 days) 850 MG
glimepiride oral 1 MO; QL (60 GLUCOPHAGE XR 4 MO; QL (120
tablet 4 mg per 30 days) ORAL TABLET per 30 days)
. ) EXTENDED
(?ZOszzzde oral tablet 1 I\irO:,5 (?(I;a( 150 RELEASE 24 HR
e P Y 500 MG
glipizide oral tablet 1 MO; QL (240
Smg per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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GLUCOPHAGE XR 4 MO; QL (75 GLYSET ORAL 4 MO; QL (360
ORAL TABLET per 30 days) TABLET 25 MG per 30 days)
R, GLYSET ORAL 4 MO; QL (180
750 MG TABLET 50 MG per 30 days)
GLUCOTROL 4 MO:QL(120  CLYXAMBI 4 (S3TO %?;OQL
ORAL TABLET 10 per 30 days) P
days)

MG
GLUCOTROL 4 MO:QL (240 HUMALOG s MO
ORAL TABLET 5 per 30 days) HUMALOG 3 MO
MG KWIKPEN
GLUCOTROL XL 4 MO; QL (60 HUMALOG MIX 3 MO
ORAL TABLET per 30 days) 50-50
Eﬁ{gﬁggﬁ R 10 HUMALOG MIX 3 MO
MG 50-50 KWIKPEN

HUMALOG MIX 3 M
GLUCOTROL XL 4 MO; QL (240 75?25 06 ©
ORAL TABLET per 30 days)
EXTENDED HUMALOG MIX 3 MO
RELEASE 24HR 75-25 KWIKPEN
2.5 MG HUMULIN 70/30 3 MO
EXTENDED
RELEASE 24HR 5 HUMULIN N 3 MO
MG HUMULIN N 3 MO
GLUMETZA ORAL 4 MO:; QL (60 KWIKPEN
TABLET,ER per 30 days) HUMULIN R 3 MO
GAST.RETENTION
24 HR 1,000 MG HUMULIN R U-500 3

(CONC) KWIKPEN
GLUMETZA ORAL 4 MO; QL (120
TABLET,ER per 30 days) HUMULIN R U-500 3 MO
GAST.RETENTION (CONCENTRATED
24 HR 500 MG )
GLYSET ORAL 4 MO; QL (90 INSULIN PEN 3 MO

NEEDLE

TABLET 100 MG

per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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INSULIN 3 MO JENTADUETO XR 4 ST; QL (60 per
SYRINGE (DISP) ORAL TABLET, IR 30 days)
U-100 0.3 ML, 1 - ER, BIPHASIC
ML, 1/2 ML 24HR 2.5-1,000 MG
INVOKAMET 3 MO; QL (60 JENTADUETO XR 4 ST; QL (30 per
ORAL TABLET per 30 days) ORAL TABLET, IR 30 days)
150-1,000 MG, 150- - ER, BIPHASIC
500 MG, 50-1,000 24HR 5-1,000 MG
MG KAZANO 4 ST, MO; QL
INVOKAMET 3 MO; QL (120 (60 per 30
ORAL TABLET 50- per 30 days) days)
>00 MG KOMBIGLYZE XR 3 MO; QL (60
INVOKANAORAL 3 MO; QL (90 ORAL TABLET, per 30 days)
TABLET 100 MG per 30 days) ER MULTIPHASE
INVOKANA ORAL 3 MO; QL (30 ij’ GHR 2.5-1,000
TABLET 300 MG per 30 days)
, KOMBIGLYZE XR 3 MO:; QL (30
JANUMET 3 hg?é (?(1143(68()) ORAL TABLET, per 30 days)
p Y ER MULTIPHASE
JANUMET XR 3 MO:; QL (30 24 HR 5-1,000 MG,
ORAL TABLET, per 30 days) 5-500 MG
ER MULTIPHASE
24 HR 100-1,000 LANTUS S O
MG, 50-500 MG LANTUS 3 MO
JANUMET XR 3 MO;QL(60  SOLOSTAR
ORAL TABLET, per 30 days) LEVEMIR 3 MO
LT o 5w
- FLEXTOUCH
JANUVIA . MO; (?(I;a@()) metformin oral 1 MO; QL (75
per ys tablet 1,000 mg per 30 days)
JARDIANCE . MO; (?c%aﬁo metformin oral 1 MO; QL (150
per ys) tablet 500 mg per 30 days)
JENTADUETO . ST, MO; QL metformin oral 1 MO; QL (90
(60 per 30 tablet 850 m er 30 days)
days) g p y
metformin oral 1 MO; QL (120
tablet extended per 30 days)
release 24 hr 500 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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metformin oral 1 MO; QL (75 NOVOLOG 4 ST; MO

tablet extended per 30 days) PENFILL

release 24 hr 750 mg ONGLYZA 3 MO: QL (30

metformin oral 1 MO; QL (75 per 30 days)

tablet extended per 30 days)

ENI 4 MO; QL (30
release 24hr 1,000 OS O; QL (
mg per 30 days)
miglitol oral tablet 2 QL (Qper30 Pioglitazone 2 Moé(?f; (30
100 mg days) per 30 days)
miglitol oral tablet 2 QL (360 per 30 lgj ;gié;?;f{ze_ ! ﬁgroéongass())
25 mg days)
miglitol oral tablet 2 QL (180 per 30 l;leeotﬁoh;f;zizne- 2 1;2?%(?321;9;))
50 mg days)
nateglinide oral 2 MO; QL (90 E’igllz}]]g)l{lf) Ol;d% 4 MO:;))(())(I; (960
tablet 120 mg per 30 days) = per 30 days)
nateglinide oral 2 MO; QL (180 ?iglljl?’l{l\ll &%AL 4 Néroé(?g{a(i;go
tablet 60 mg per 30 days) P Y

PRANDIN ORAL 4 MO; QL (240
II\II\?SEUDLLIES’ S MO TABLET 2 MG per 30 days)
DISP..SAFETY PRECOSE ORAL 4 MO; QL (90
NESINA 4 ST: MO: QL TABLET 100 MG per 30 days)
(30 per 30 PRECOSE ORAL 4 MO; QL (360
days) TABLET 25 MG per 30 days)
NOVOFINE 32 3 MO PRECOSE ORAL 4 MO; QL (180
NOVOLIN 70/30 4  ST;MO TABLET 50 MG per 30 days)
NOVOLIN N 4 ST; MO PROGLYCEM 3 MO
- repaglinide oral 2 MO; QL (960
NOVOLINR 4 ST, MO tablet 0.5 mg per 30 days)
NOVOLOG . ST, MO repaglinide oral 2 MO; QL (480
NOVOLOG 4 ST; MO tablet 1 mg per 30 days)
FLEXPEN repaglinide oral 2 MO; QL (240
NOVOLOG MIX 4 ST; MO tablet 2 mg per 30 days)
70-30 repaglinide- 2 MO:; QL (150
NOVOLOG MIX 4 ST; MO metformin per 30 days)

70-30 FLEXPEN

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

formulary or visit us on the Web at www.Express-Scripts.com.
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RIOMET MO; QL (765 TRESIBA 3 MO
per 30 days) FLEXTOUCH U-
STARLIX ORAL MO;QL (90 2%
TABLET 120 MG per 30 days) TRULICITY 4  PA;MO; QL
STARLIX ORAL MO; QL (180 (2 per 28 days)
TABLET 60 MG per 30 days) VGO 20 3 MO
SYMLINPEN 120 PA; MO; QL VGO 30 3 MO
(189per30 "yGo 40 3 MO
days)
SYMLINPEN 60 PA; MO; QL VICTOZA 3-PAK 3 gA;el;/I% (?aLS)
(10.5 per 30 P Y
days) XIGDUO XR 3 MO; QL (30
SYNJARDY ORAL MO: QL (60 ORAL TABLET, IR per 30 days)
- ER, BIPHASIC
TABLET 12.5-1,000 per 30 days) 24HR 10-1.000 MG
MG, 12.5-500 MG, ’
5-1,000 MG XIGDUO XR 3 MO; QL (60
SYNJARDY ORAL MO: QL (120 ORAL TABLET, IR per 30 days)
TABLET 5-500 MG 30d - ER, BIPHASIC
§ per30 days)  4HR 10-500 MG,
TANZEUM PA; MO; QL 5-1,000 MG, 5-500
(4 per 28 days) MG
tolazamide oral MO; QL (120 MISCELLANEOUS HORMONES
tablet 250 mg per 30 days) ALDURAZYME 5 MO
tolazamide oral MO; QL (60 )
tablet 500 mg per 30 days) ANADROL-50 > PA; MO
tolbutamide MO; QL (180 ANDRODERM . PA; MO
per 30 days) ANDROGEL 3 PA; MO
TOUIEO MO TRANSDERMAL
SOLOSTAR GEL IN
METERED-DOSE
TRADJENTA ST; MO; QL PUMP 20.25
(30 per 30 MG/1.25 GRAM
days) (1.62 %)
TRESIBA MO

FLEXTOUCH U-
100

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

formulary or visit us on the Web at www.Express-Scripts.com.
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ANDROGEL 4 PA; MO DEPO- 4 MO
TRANSDERMAL TESTOSTERONE
OGA)E(IE SIN PACKET 1 desmopressin 2 MO
MG/2.5GRAM), 1 injection
% (50 MG/5 desmopressin nasal 2 MO
GRAM) solution
ANDROGEL 3 PA; MO desmopressin nasal 2 MO
TRANSDERMAL spray,non-aerosol
?E; ;(I)\Ié)? 2C5KET desmopressin oral MO
MG/1.25 GRAM), doxercalciferol 2
1.62 % (40.5 intravenous
MG/2.5 GRAM) doxercalciferol oral 1 MO
AVEED 4 MO capsule 0.5 mcg
AXIRON 4 PA; MO doxercalciferol oral 2 MO

) capsule 1 mcg, 2.5
cabergoline 2 MO meg
calcitonin (salmon) 2 MO ELAPRASE 5 MO
?alcztrlol ‘ 2 MO ELELYSO 5 MO
intravenous solution
1 mcg/ml FABRAZYME 5 MO

— INTRAVENOUS
calcitriol oral 2 MO RECON SOLN 35
CERDELGA 5 MO MG
CEREZYME 5 MO FORTESTA 4 PA; MO
INTRAVENOUS fortical 2 MO
RECON SOLN 400
UNIT HECTOROL 4 MO
CHORIONIC 4 PA; MO Isl\é{%%}]gg (XUS
GONADOTROPIN, MCG/2 ML
HUMAN
HECTOROL ORAL 4 M

danazol oral capsule 2 MO CTOROL O ©
100 mg, 50 mg KANUMA 5 MO
danazol oral capsule 1 MO KORLYM 5 MO
200 mg KUVAN 5 MO
DDAVP s MO LUMIZYME 5 MO

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

formulary or visit us on the Web at www.Express-Scripts.com.
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METHITEST 4 MO STIMATE 3 MO
methyltestosterone 5 MO STRENSIQ 5 MO; LA
oral capsule STRIANT 4  PA;MO
MIACALCIN 4 MO SYNAREL 5 MO
MYALEPT 5 PA;MO; LA TESTIM 4 PA: MO
NAGLAZYME 5 MO; LA testosterone 2 MO
NATESTO 4 PA; MO cypionate
NATPARA 5 PA; MO; LA testosterone 2 MO
NOVAREL 4  PA;MO enanthate
TESTOSTERONE 4 PA; MO
drol / 5 PA; MO ’
;’;;’ZZ t 7; ;”e ord ’ TRANSDERMAL
g GEL IN
oxandrolone oral 2 PA; MO METERED-DOSE
tablet 2.5 mg PUMP
pamidronate 2 MO testosterone 2 PA; MO
intravenous solution transdermal gel in
PARICALCITOL 4 P"C/’;e; 1% (25
HEMODIALYSIS mg/2.3grany)
PORT INJECTION TESTOSTERONE 4 PA; MO
. . TRANSDERMAL
lcitol oral 2 MO
parcascitor ora GEL IN PACKET 1
capsule 1 mcg, 4
meg % (50 MG/5
GRAM)
icalcitol oral 1 MO
b 2;;‘;“[;; (;)n:gm VOGELXO 4  PA;MO
TRANSDERMAL
PREGNYL 4 PA; MO GEL
ROCALTROL 4 MO VOGELXO 4 PA; MO
SAMSCA 5 PA: MO TRANSDERMAL
GEL IN
SENSIPAR ORAL 3 MO METERED-DOSE
TABLET 30 MG PUMP
SENSIPAR ORAL 5 MO VPRIV 5 MO
TABLET 60 MG, 90
MG ZAVESCA 5 MO; LA
SOMAVERT 5 MO ZEMPLAR 3 MO
INTRAVENOUS

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

formulary or visit us on the Web at www.Express-Scripts.com.
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ZEMPLARORAL 4 MO GASTROENTEROLOGY
CAPSULE 1 MCQG,
2 MCG ANTIDIARRHEALS /
zoledronic acid 2 MO ENHRIEE R OIDIES
intravenous solution atropine injection 2
inge 0.05 mg/mi,
ZOMETA 5 MO Syringe . oo me/m
0.1 mg/ml
THYROID HORMONES BENTYL 4 MO
CYTOMEL 4 MO INTRAMUSCULA
LEVOTHYROXINE 4 MO R
INTRAVENOUS BENTYL ORAL 4 MO
RECON SOLN 100 CAPSULE
MCG BENTYL ORAL 4 MO
levothyroxine oral 1 MO TABLET
levoxyl oral tablet 1 MO CUVPOSA 4 MO
100 meg, 112 mcg, dicyclomine 2
125 meg, 137 meg, intramuscular
150 meg, 175 mcg,
200 meg, 25 mcg, 50 dicyclomine oral 2 MO
mcg, 75 mcg, 88 mcg capsule
liothyronine 2 MO dicyclomine oral 2 MO
solution
SYNTHROID 4 MO
dicyclomine oral 2 MO
THYROLAR-1 4 MO tablet
THYROLAR-1/2 4 MO diphenoxylate- 5 MO
THYROLAR-1/4 4 MO atropine
THYROLAR-2 4 MO glycopyrrolate 2 MO
injection
THYROLAR-3 4 MO
/ lat [ 2 MO
TIROSINT 4 MO grycopyrrotate ora
TRIOSTAT 4 MO LOMOTIL i VO
- - loperamide oral 2 MO
unithroid oral tablet 1 MO capsule
100 meg, 112 mcg, P
125 meg, 150 meg, methscopolamine 2 MO
175 meg, 200 mcg, oral
25 meg, 300 meg, 50 ROBINUL FORTE 4 MO

mcg, 75 mcg, 88 mcg

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

formulary or visit us on the Web at www.Express-Scripts.com.
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ROBINUL 5 MO CIMZIA 5  PA:MO
INJECTION CIMZIA POWDER 5  PA:MO
ROBINUL ORAL 4 MO FOR RECONST
MISCELLANEOUS COLAZAL 4 MO
GASTROINTESTINAL AGENTS oot P 10
ACTIGALL 4 MO COLYTE WITH 4 MO
AKYNZEO 3 PA; MO FLAVOR PACKS

ORAL RECON
alosetron S O SOLN 240-22.72-
ALOXI 5 MO 6.72 -5.84 GRAM
AMITIZA 3 MO compro 2 MO
ANUSOL-HC 4 MO constulose 2 MO
RECTAL CREAM CORTIFOAM 3 MO
ANZEMET 4 MO CREON ORAL 3 MO
INTRAVENOUS CAPSULE.DELAY
SOLUTION 100 D
MG/5 ML RELEASE(DR/EC)
ANZEMET ORAL 4  PA:MO 12,000-38,000 -

60,000 UNIT,
APRISO 4 MO 24,000-76,000 -
ASACOL HD 3 MO 120,000 UNIT,

3,000-9,500- 15,000
AZULFIDINE 4 MO UNIT. 6000-19.000
AZULFIDINE EN- 4 MO 230,000 UNIT
TABS CREON ORAL 5 MO
balsalazide 2 MO CAPSULE,DELAY

: ED
budesonide oral 5 MO RELEASE(DR/EC)
CANASA 4 MO 36,000-114,000-
CESAMET 5  PA:MO 180,000 UNIT
CHENODAL 5  PA:MO:LA  Ccromolynoral 2 MO
CHOLBAM ORAL 5  PA:MO CYSTADANE > Mo
CAPSULE 250 MG DELZICOL ORAL 3 MO
CHOLBAM ORAL 5  PA:MO; QL ESP SULE,DELAY
CAPSULE 50 M 120 per 30
v G ((jays)per RELEASE(DR/EC)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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DIPENTUM 5 MO hydrocortisone 2 MO
dronabinol oral 5 PA; MO rectal enema
capsule 10 mg KRISTALOSE 4 MO
dronabinol oral 1 PA; MO lactulose oral 2 MO
capsule 2.5 mg, 5 mg solution 10 gram/15
EMEND 3 MO ml
INTRAVENOUS LIALDA 3 MO
EMEND ORAL 3 PA; MO LINZESS 3 MO
CAPSULE LOTRONEX 5 MO
](EZXII?IS\II?L%)RD%I%E 3 PAMO MARINOL ORAL 5 PA;MO
PACK ’ CAPSULE 10 MG,
5 MG
ENTOCORT EC S O MARINOL ORAL 4 PA;MO
enulose 2 MO CAPSULE 2.5 MG
GASTROCROM 4 MO meclizine oral tablet 2 MO
GATTEX ONE- 5 MO [2.5mg, 25 mg
VIAL mesalamine with 2 MO
gavilyte-c ) MO cleansing wipe
gavilyte-g 5 MO mgtoc{opramzc{e hel 2 MO
injection solution
lyte-h and 2 MO
gaviyiemn an metoclopramide hcl 2 MO
bisacodyl .
oral solution
gavilyte-n 2 MO metoclopramide hcl 1 MO
generlac 2 MO oral tablet
GIAZO 5 MO metoclopramide hcl 2
GOLYTELY 4 MO oral .
tablet, disintegrating
granisetron (pf) 2 MO 10 mg
int luti
l]nagan:igzzt; sodution metoclopramide hcl 2 MO
oral
granisetron hcl 2 MO tablet disintegrating
intravenous Smg
granisetron hcl oral 2 PA; MO

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

formulary or visit us on the Web at www.Express-Scripts.com.
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METOZOLV ODT 4 MO PERTZYE ORAL 4 ST; MO
ORAL CAPSULE,DELAY
TABLET,DISINTE ED
GRATING 5 MG RELEASE(DR/EC)

8,000-28,750-
MOVANTIK 3 MO 30250 UNIT
MOVIPREP MO polyethylene glycol 2 MO
NULYTELY WITH MO 3350 oral powder
FLAVOR PACKS PREPOPIK 3 MO
ondansetron & PA; MO prochlorperazine MO
Qn‘dan.setron h.d (P 2 MO prochlorperazine 2 MO
injection solution . Lo

edisylate injection
ondansetron hcl (pf) 2 solution 10 mg/2 ml
injection syringe (5 mg/ml)
ondansetron hcl oral 2 PA; MO prochlorperazine 1 MO
solution maleate oral
ondansetron hcl oral 2 PA procto-med hc 2
tablet 24 mg procto-pak 2 MO
ondansetron hcl oral 2 PA; MO
tablet 4 mg, 8 mg proctosol hc 2 MO
OSMOPREP 4 MO proctozone-hc 2 MO
PANCREAZE 4 ST; MO RECTIV 3 MO
peg 3350- MO REGLAN ORAL 4 MO
electrolytes oral RELISTOR 5 MO
recon soln 236- SUBCUTANEOUS
22.74-6.74 -5.86 SOLUTION
gram RELISTOR 5 MO
peg-electrolyte soln 2 SUBCUTANEOUS
PENTASA 3 MO SYRINGE
PERTZYE ORAL 5  ST;MO REMICADE > PAMO
CAPSULE,DELAY SANCUSO 5 MO
ED
RELEASE(DR/EC) SFROWASA 4
16,000-57,500- SUCRAID 5 MO
60,500 UNIT sulfasalazine 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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SUPREP BOWEL 3 MO ZOFRAN (AS 4 MO
PREP KIT HYDROCHLORID
TRANSDERM.- 4 MO E) INTRAVENOUS
SCOP ZOFRAN (AS 4 PA; MO
; : HYDROCHLORID
trilyte with flavor 2 MO
packets E) ORAL
UCERIS ORAL 5 MO ZOFRAN ODT PA; MO
UCERIS RECTAL 4 MO ZUPLENZ PA; MO
URSO 250 4 MO ULCER THERAPY
URSO FORTE 4 MO ACIPHEX MO
. ACIPHEX MO; QL (30

diol 2 MO ’
ursoato SPRINKLE per 30 days)
VARUBI 4 PA; MO

amoxicil- 2 MO; QL (112
VIBERZI 5 MO clarithromy- per 30 days)
VIOKACE 3 MO lansopraz
7ZENPEP ORAL 3 MO carafate oral 1 MO
CAPSULE,DELAY suspension
ED CARAFATE ORAL 4 MO
RELEASE(DR/EC) TABLET
10,000-34,000 - —
55,000 UNIT, cimetidine 2 MO
15,000-51,000 - cimetidine hcl oral 2 MO
S R oby CYTOTEC 4 MO
109,000 UNIT, DEXILANT ORAL 4 MO; QL (30
25,000-85,000- CAPSULE,BIPHAS per 30 days)
136,000 UNIT, E DELAYED
3,000-10,000- RELEAS 30 MG
ig’ggg I;I;Ig)bs,ooo- DEXILANT ORAL 4 MO
UI<IIT oh CAPSULE,_BIPHAS
E DELAYED

ZENPEP ORAL 5 MO RELEAS 60 MG
ESPSULE’DELAY esomeprazole 2 MO; QL (30
RELEASE(DR/EC) magnesium oral per 30 days)
40.000-136.000- capsule,delayed
21’8 000 Ui\HT release(dr/ec) 20 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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esomeprazole 2 MO NEXIUM PACKET 3 MO; QL (30
magnesiumoral ORAL GRANULES per 30 days)
capsule,delayed DR FOR SUSP IN
release(dr/ec) 40 mg PACKET 10 MG,
2.5 MG, 20 MG, 5
esomeprazole 2
. MG
sodium
- NEXIUM PACKET 3 MO
famotidine (pf) 2 MO ORAL GRANULES
famotidine (pf)-nacl 2 DR FOR SUSP IN
(iso-0s) PACKET 40 MG
famotidine oral 2 MO nizatidine oral 2 MO
suspension capsule
famotidine oral 1 MO nizatidine oral 1 MO
tablet 20 mg, 40 mg solution
lansoprazole oral 2 MO; QL (30 OMECLAMOX- 4 MO; QL (80
capsule,delayed per 30 days) PAK per 30 days)
release(dr/ec) 15 mg omeprazole oral 1 MO; QL (30
lansoprazole oral 2 MO capsule,delayed per 30 days)
capsule,delayed release(dr/ec) 10
release(dr/ec) 30 mg mg, 20 mg
misoprostol 2 MO omeprazole oral 1 MO
NEXIUM IV 4 MO C“;’S”le’ je/l"y ej ;
INTRAVENOUS release(dr/ec) 40 mg
RECON SOLN 40 omeprazole-sodium 1 MO; QL (30
MG bicarbonate oral per 30 days)
NEXIUM ORAL 4  MO;QL@B0  capsule20-1.1mg-
CAPSULE,DELAY per 30 days) gram
ED omeprazole-sodium 2 MO
RELEASE(DR/EC) bicarbonate oral
20 MG capsule 40-1.1 mg-
NEXIUM ORAL 4 MO gram
CAPSULE,DELAY pantoprazole 2 MO
ED intravenous
4ROE Il\J/IEGASE(DR/EC) pantoprazole oral 1 MO; QL (30
tablet, delayed per 30 days)
release (dr/ec) 20
mg

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

formulary or visit us on the Web at www.Express-Scripts.com.
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pantoprazole oral 1 MO PROTONIX ORAL 4 MO
tablet,delayed GRANULES DR
release (dr/ec) 40 FOR SUSP IN
mg PACKET
PEPCID ORAL 4 MO PROTONIX ORAL 4 MO; QL (30
SUSPENSION TABLET,DELAYE per 30 days)
PREVACIDORAL 4  MO; QL (30 %;EELg‘é%EM G
CAPSULE,DELAY per 30 days) ( )
ED PROTONIX ORAL 4 MO
RELEASE(DR/EC) TABLET,DELAYE
15 MG D RELEASE
PREVACIDORAL 4 MO (DR/EC) 40 MG
CAPSULE.DELAY PYLERA 3 MO
ED
RELEASE(DR/EC) rabeprazole 2 MO
30 MG ranitidine hcl 2 MO
PREVACID 4  MO;QL (30 " i}ffl"’” solution 25
SOLUTAB ORAL per 30 days) &
TABLET,DISINTE ranitidine hcl oral 2 MO
GRAT, DELAY capsule 150 mg
REL 15 MG ranitidine hcl oral 1 MO
PREVACID 4 MO capsule 300 mg
SOLUTAB ORAL ranitidine hcl oral 2 MO
TABLET,DISINTE -
GRAT, DELAY TP
REL 30 MG ranitidine hcl oral 1 MO
1
PREVPAC 4  MO;QL (112 Zb fet 130 mg, 300
per 30 days) g

PRILOSEC ORAL 4 MO sucralfate oral tablet 2 MO
SUSP,.DELAYED ZANTAC MO
RELEASE FOR INJECTION
RECON SOLUTION 25

MG/ML
PROTONIX 4 MO o
INTRAVENOUS ZANTAC ORAL 4 MO

TABLET

ZEGERID ORAL 4 MO; QL (30

CAPSULE 20-1.1
MG-GRAM

per 30 days)

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

formulary or visit us on the Web at www.Express-Scripts.com.
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ZEGERID ORAL 4 MO ARANESP (IN 5  PA;MO
CAPSULE 40-1.1 POLYSORBATE)
MG-GRAM INJECTION
ZEGERID ORAL 4  MO,QL@B0  OYRINGE 100
PACKET 20-1,680 per 30 days)  MCG/0.5 ML, 150
MG ’ MCG/0.3 ML, 200
MCG/0.4 ML, 300
ZEGERID ORAL 4 MO MCG/0.6 ML, 500
PACKET 40-1,680 MCG/ML, 60
MG MCG/0.3 ML
IMMUNOLOGY, VACCINES / ARCALYST 5 PA; MO
BIOTECHNOLOGY AVONEX (WITH 5  PA;MO; QL
BIOTECHNOLOGY DRUGS ALBUMIN) (4 per 28 days)
AVONEX 5  PA;MO;QL
ACTIMMUNE . MC INTRAMUSCULA (4 per 28 days)
ARANESP (IN 5  PA;MO R PEN INJECTOR
POLYSORBATE) KIT
ISI\(I)JSSTTII(())E 00 AVONEX 5 PA;MO;QL
INTRAMUSCULA (4 per 28 days)
MCG/ML, 150 R SYRINGE KIT
MCG/0.75 ML, 200
MCG/ML, 300 BETASERON 5  PA;MO; QL
MCG/ML, 60 SUBCUTANEOUS (15 per 28
MCG/ML KIT days)
ARANESP (IN 4  PA:MO EGRIFTA 5  PA;MO
POLYSORBATE) SUBCUTANEOUS
INJECTION RECON SOLN 1
SOLUTION 25 MG
MCGjML’ 40 EPOGEN 4  PA:MO
MCGML INJECTION
ARANESP (IN 4  PA:MO SOLUTION 2,000
POLYSORBATE) UNIT/ML, 20,000
INJECTION UNIT/2 ML, 3,000
SYRINGE 10 UNIT/ML, 4,000
MCG/0.4 ML, 25 UNIT/ML
ﬁggjg-szl\ih 40 EPOGEN 5 PA;MO
: INJECTION
SOLUTION 20,000
UNIT/ML

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

formulary or visit us on the Web at www.Express-Scripts.com.
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EXTAVIA 5 PA; MO; QL INTRON A 3 MO
SUBCUTANEOUS (15 per 28 INJECTION
KIT days) SOLUTION 6
) MILLION
GENOTROPIN PA; MO UNTT/ML.
GENOTROPIN 4 PA; MO  EUKINE p VO
MINIQUICK
INJECTION
SUBCUTANEOUS RECON SOLN
SYRINGE 0.2
MG/0.25 ML MIRCERA 4 MO
GENOTROPIN 5 PA; MO MOZOBIL 5 MO
MINIQUICK NEULASTA 5 PA;MO
SUBCUTANEOUS
SUBCUTANEOUS
SYRINGE 0.4 SYRINGE
MG/0.25 ML, 0.6
MG/0.25 ML, 0.8 NEUPOGEN 5 PA; MO
ﬁgﬁ 8-;2 ﬁi } , NORDITROPIN 5  PA;MO
MG/0.25 ML, 1.4 FLEXPRO
MG/0.25 ML, 1.6 NUTROPIN AQ 5 PA; MO
MG/0.25 ML, 1.8 NUTROPIN AQ 5  PA;MO
MG/0.25 ML, 2 NUSPIN
MG/0.25 ML
OMNITROPE 5 PA; MO
GRANIX 5 PA; MO
PEGASYS 5 MO; QL (2 per
HUMATROPE 5 PA; MO PROCLICK 28 days)
INTRON A 3 MO SUBCUTANEOUS 28 days)
INJECTION SOLUTION
RECON SOLN 10 PEGASYS 5 MO; QL (2 per
MILLION UNIT (1 SUBCUTANEOUS 28 days)
ML) SYRINGE
INTRON A 5 MO PEGINTRON 5  MO; QL (4 per
INJECTION
28 days)
RECON SOLN 18
MILLION UNIT (1 PEGINTRON 5 MO; QL (4 per
ML), 50 MILLION REDIPEN 28 days)
UNIT (1 ML)

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

formulary or visit us on the Web at www.Express-Scripts.com.
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PLEGRIDY 5 PA; MO; QL REBIF REBIDOSE 5 PA; MO; QL
SUBCUTANEOUS (1 per 28 days) SUBCUTANEOUS (4.2 per 180
PEN INJECTOR PEN INJECTOR days)
125 MCG/0.5 ML 8.8MCG/0.2ML-22
PLEGRIDY 5 PA; MO; QL MCG/0.5ML (6)
SUBCUTANEOUS (1 per 180 REBIF TITRATION 5 PA;MO; QL
PEN INJECTOR 63 days) PACK (4.2 per 180
MCG/0.5 ML- 94 days)
MCG/0.5 ML SAIZEN 5 PA:MO
PLEGRIDY 5 PA; MO; QL _
SUBCUTANEOUS (1 per 28 days) ?ﬁ:%EKNE ASY > PA;MO
SYRINGE 125 i
MCG/0.5 ML SEROSTIM 5 PA; MO
PLEGRIDY 5 PA; MO; QL SUBCUTANEOUS
RECON SOLN 4
SUBCUTANEOUS (1 per 180 MG. 5 MG. 6 MG
SYRINGE 63 days) ’ ’
MCG/0.5 ML- 94 SYLATRON 5 MO
MCG/0.5 ML ZARXIO 5 PA;MO
PROCRIT S 4 MO ZOMACTON 5  PA;MO
INJECTION
SUBCUTANEOUS
UNIT/ML, 2,000 MG
UNIT/ML, 3,000
UNIT/ML, 4,000 ZOMACTON 4 PA; MO
UNIT/ML SUBCUTANEOUS
PROCRIT 5 PA; MO &%CON SOLN'S
INJECTION
SOLUTION 20,000 ZORBTIVE 5 PA; MO
%g%i 40,000 VACCINES / MISCELLANEOUS
IMMUNOLOGICALS
PROLEUKIN 5 MO ACTHIB (PF) 3 MO
REDIF(WITH 5 PAMOIOL © “hacpamar 3 Mo
ADOLESN/ADULT
REBIF REBIDOSE 5 PA;MO; QL )(PF)
SUBCUTANEOUS (6 per 28 days) INTRAMUSCULA
PEN INJECTOR 22 R SUSPENSION
MCG/0.5 ML, 44
MCG/0.5 ML ATGAM S A

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

formulary or visit us on the Web at www.Express-Scripts.com.
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BCG VACCINE, 3 MO GAMMAPLEX 5  PA;MO
LIVE (PF) GAMUNEX-C 5  PA;MO
BEXSERO (PF) 3 MO INJECTION
: SOLUTION 1

BIVIGAM 5  PA;MO CRAM/I0 ML (10

BOOSTRIX TDAP 3 MO %)

BOTOX 3 PA;MO GARDASIL (PF) 3 MO
CARIMUNE NF 5  PA;MO GARDASIL 9 (PF) 3 MO
NANOFILTERED

INTRAVENOUS GRASTEK 3 PA;MO
RECON SOLN 6 HAVRIX (PF) 3 MO
GRAM INTRAMUSCULA

CERVARIX 3 MO R SUSPENSION

VACCINE (PF) 1440 ELISA

UNIT/ML
I —
INTRAMUSCULA

DYSPORT 4  PA;MO R SYRINGE 720

ENGERIX-B (PF) PA; MO &LLISA UNIT/0.5

INTRAMUSCULA

R SYRINGE HIBERIX (PF)

ENGERIX-B 3 PA;MO HYPERRAB S/D 4

PEDIATRIC (PF) (PF)

FLEBOGAMMA 5  PA;MO IMOVAX RABIES 3 MO
DIF VACCINE (PF)

INTRAVENOUS

SOLUTION 10 % glf)ANRIX (DTAP) 3 MO
fomepizole 2 MO INTRAMUSCULA

GAMASTAN S/D 3 MO R SUSPENSION

CAMMAGARD e IPOL INJECTION 3 MO
LIQUID SUSPENSION

GAMMAKED 5  PA;MO IXIARO (PT) S O
INJECTION MENACTRA (PF) 3 MO
SOLUTION 1 INTRAMUSCULA

GRAM/10 ML (10 R SOLUTION

0

%) MENHIBRIX (PF) 3

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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MENOMUNE - 3 MO TENIVAC (PF) 3 MO
A/C/Y/W-135 (PF) INTRAMUSCULA
MENVEO A-C-Y- 3 MO R SYRINGE
W-135-DIP (PF) TETANUS,DIPHTH 3 MO
ERIA TOX
M-M-R II (PF) 3 MO PED(PF)
OCTAGAM PA; MO TETANUS. 3 MO
ORALAIR 4 PA; MO DIPHTHERIA
SUBLINGUAL TOXOIDS-TD
TABLET 300 INDX
REACTIVITY ITIHYMOGLOBULI 5 PA
PEDVAX HIB (PF) 3 MO TRUMENBA 3
PRIVIGEN 5 PA; MO TWINRIX (PF) 3 MO
PROQUAD (PF) 3 MO INTRAMUSCULA
QUADRACEL (PF) 3 R SUSPENSION
TYPHIM VI 3
RABAVERT (PF) 3 MO INTRAMUSCULA
RAGWITEK 3 MO R SOLUTION
RECOMBIVAX HB 3 PA; MO TYPHIM VI 3 MO
(PF) INTRAMUSCULA
INTRAMUSCULA R SYRINGE
R SUSPENSION 10
MCG/ML, 40 VAQTA (PF) 3
MCG /ML’ INTRAMUSCULA
R SYRINGE
RECOMBIVAX HB 3 PA; MO
(PF) ’ VARIVAX (PF) 3 MO
INTRAMUSCULA VARIZIG 5 MO
R SYRINGE 10 INTRAMUSCULA
MCG/ML R SOLUTION
RECOMBIVAX HB 3 PA XEOMIN 4 PA; MO
(PF) INTRAMUSCULA
INTRAMUSCULA R RECON SOLN 50
R SYRINGE 5 UNIT
MCG/0.5 ML YF-VAX (PF) 3 MO
ROTARIX 3 ZOSTAVAX (PF) 3 MO
ROTATEQ 3 MO
VACCINE

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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MUSCULOSKELETAL / BONIVA PA; MO
RHEUMATOLOGY INTRAVENOUS
GOUT THERAPY BONIVA ORAL ST; MO; QL
(1 per 30 days)
allopurinol 1 MO EVISTA MO
aloprim FORTEO PA; MO; QL
COLCHICINE 4 ST; MO (2.4 per 28
ORAL days)
colchicine- 2 MO FOSAMAX ORAL ST; MO; QL
probenecid TABLET 70 MG (4 per 28 days)
COLCRYS 4 ST; MO FOSAMAX PLUS ST; MO; QL
MITIGARE 3 MO b (4 per 28 days)
probenecid 2 MO z.bandronate . PA; MO
intravenous solution

ULORIC 3 ST, MO ibandronate oral MO; QL (1 per
ZYLOPRIM 4 MO 30 days)
OSTEOPOROSIS THERAPY PROLIA PA; MO
ACTONEL ORAL 4 ST; MO; QL raloxifene MO
TABLET 150 MG (1 per 30 days) risedronate oral MO; QL (1 per
ACTONEL ORAL 4 ST; MO; QL tablet 150 mg 30 days)
TABLET 35 MG (4 per 28 days) risedronate oral MO; QL (4 per
ACTONEL ORAL 4 ST; MO; QL tablet 35 mg, 35 mg 28 days)
TABLET 5 MG (30 per 30 (12 pack), 35 mg (4

days) pack)
alendronate oral 2 MO; QL (1286 risedronate oral MO; QL (30
solution per 30 days) tablet 5 mg per 30 days)
alendronate oral 1 MO; QL (30 risedronate oral MO; QL (4 per
tablet 10 mg, 5 mg per 30 days) tablet,delayed 28 days)
alendronate oral 1 MO:; QL (4 per release (dr/ec)
tablet 35 mg, 70 mg 28 days) OTHER RHEUMATOLOGICALS
ATELVIA 4 ST; MO; QL ACTEMRA PA; MO

(4 per 28 days) ~ “A\Rava MO; QL (30
BINOSTO 4 ST; MO; QL per 30 days)

(4 per 28 days) ~ "BENLYSTA MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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CUPRIMINE 5 MO ORENCIA 5 PA; MO
DEPEN 5 MO ORENCIA (WITH 5 PA; MO
TITRATABS MALTOSE)
ENBREL 5 PA;MO; QL OTEZLA 5 PA; MO

(B per 28 days)  “orEzLA 5  PA;MO
ENBREL 5 PA; MO; QL STARTER
SURECLICK (8 per 28 days) OTREXUP (PF) 4 MO
HUMIRA 5 PA; MO; QL SUBCUTANEOUS
PEDIATRIC (3 per 180 AUTO-INJECTOR
CROHN'S START days) 10 MG/0.4 ML, 15
SUBCUTANEOUS MG/0.4 ML, 20
SYRINGE KIT 40 MG/0.4 ML, 25
MG/0.8 ML MG/0.4 ML, 7.5
HUMIRA 5 PA;MO;QL  MGO04ML
PEDIATRIC (6 per 180 OTREXUP (PF) 4
CROHN'S START days) SUBCUTANEOUS
SUBCUTANEOUS AUTO-INJECTOR
SYRINGE KIT 40 17.5 MG/0.4 ML,
MG/0.8 ML (6 22.5 MG/0.4 ML
PACK) RASUVO (PF) 4 MO
HUMIRA PEN 5 PA;MO; QL RIDAURA O

(4 per 28 days)
HUMIRA PEN 5  PA;MO;QL %EEEITJA ORAL 3 1\2?;(?(11;(65())
CROHN'S-UC-HS (6 per 180 p Y
START days) SAVELLA ORAL 3 MO; QL (55
HUMIRA 5 PA: MO: QL gﬁ]éiETS,DOSE per 30 days)
SUBCUTANEOUS (2 per 28 days)
SYRINGE KIT 10 SIMPONI 5 PA; MO
MG/0.2 ML, 20 .
MG/0.4 ML SIMPONI ARIA 5 PA; MO
HUMIRA 5 PAMO: QL ELIANZ > PAMO
SUBCUTANEOUS (4 per 28 days) ~ XELJANZ XR 5 PA
SYRINGE KIT 40
MG/0.8 ML OBSTETRICS/GYNECOLOGY
leflunomide 2 MO; QL (30 ACTIVELLA 4 PA

per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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ALORA 4 PA; MO; QL errin 2 MO
(8 per 28 days)
ESTRACE ORAL 4 PA; MO
ANGELIQ 4 PA; MO ESTRACE 3 MO
AYGESTIN 4 MO VAGINAL
camila 2 MO estradiol oral 2 PA; MO
CLIMARA 4 PA; MO; QL estradiol PA; MO; QL
(4 per 28 days)  transdermal patch (8 per 28 days)
CLIMARA PRO PA; MO semiweekly
] estradiol 2 PA; MO; QL
COMBIPATCH PA; MO transdermal patch (4 per 28 days)
CRINONE MO weekly
}//AGINAL GEL 4 estradiol valerate 2 MO
° intramuscular oil 20
CRINONE 4 PA; MO mg/ml, 40 mg/ml
VAGINAL GEL 8
o estradiol- 2 PA; MO
° norethindrone acet
deblitane 2 MO ESTRING 3 MO
DELESTROGEN 4 MO
estropipate PA; MO
DEPO-ESTRADIOL 4 MO EVAMIST A PA: MO: QL
DEPO-PROVERA 3 MO (16.2 per 30
INTRAMUSCULA days)
R SOLUTION FEMHRT LOW 4 PA; MO
DEPO-PROVERA 4 MO DOSE
INTRAMUSCULA
R SUSPENSION FEMRING 4 MO
DEPO-SUBQ 4 MO fyavoly 2 A
PROVERA 104 hydroxyprogesterone 5
DIVIGEL 4  PA;MO;QL  caproare
(30 per 30 Jinteli 2 PA; MO
days) jolivette 2 MO
DUAVEE 3 MO lopreeza 2 PA; MO
ELESTRIN 4 PA; MO; QL
(52 per 30 yza 2 MO
days)

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

formulary or visit us on the Web at www.Express-Scripts.com.
98



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

MAKENA 5 PREMARIN 4 MO
INTRAMUSCULA VAGINAL
R OIL 250 MG/ML )
(1 ML) PREMPHASE 4 PA; MO
medroxyprogesteron 2 MO PREMPRO PA; MO
e intramuscular progesterone 2 MO
suspension micronized
medroxyprogesteron 2 MO PROMETRIUM 4 MO
c oral PROVERA 4 MO
MENEST PA; MO sharobel 2 MO
MENOSTAR 4 PA; MO; QL

’ ’ VAGIFEM 4 MO

(4 per 28 days)

) . VIVELLE-DOT 4 PA;MO; QL
mimvey 2 PA; MO (8 per 28 days)
mimvey lo 2 PAMO MISCELLANEOUS OB/GYN
MINIVELLE 4 PA; MO; QL AVC VAGINAL 4 MO

(8 per 28 days)

CLEOCIN 4 MO
nora-be 2 MO VAGINAL
?oretthmdr?.n ¢ ) 2 MO clindamycin 2 MO

contracepuve phosphate vaginal

norethindrone 2 MO CLINDESSE MO
acetate
norethindrone ac-eth 2 PA; MO GYNAZOLE-1 MO
estradiol oral tablet LUPANETA PACK 5 MO
0.5-2.5 mg-mcg, 1-5 (1 MONTH)
meneg LUPANETA PACK 5 MO
norlyroc (3 MONTH)
NOR-QD 4 MO LYSTEDA MO
ORTHO 4 MO METROGEL MO
MICRONOR VAGINAL
PREFEST 4 PA; MO metronidazole 2 MO
PREMARIN 4 MO vaginal
INJECTION miconazole-3 2 MO
PREMARINORAL 3 MO vaginal suppository

NUVARING 4 MO

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

formulary or visit us on the Web at www.Express-Scripts.com.
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NUVESSA 4 MO delyla (28) 2
TERAZOL 3 4 MO desog- 2 MO
VAGINAL CREAM e.estradiol/e.estradio
TERAZOL 7 4 MO !
terconazole 2 MO DESOGEN 4 MO
tranexamic acid oral 1 MO drosp z.renone—ethmy ! 2 MO
estradiol
vandazole 2 MO emoquette ) MO
xulane 2 MO enpresse 2 MO
ORAL CONTRACEPTIVES / :
l 28 2 MO
RELATED AGENTS Jalmina (25)
- FEMCON FE 4 MO
amethia 2 MO
GENERESS FE 4 MO
amethyst 2 MO
- gianvi (28) 2 MO
apri 2 MO
gildagia 2 MO
aranelle (28) 2 MO
gildess 1.5/30 (21) 2 MO
ashlyna 2 MO
gildess 24 fe 2 MO
aubra 2 MO
introvale 2 MO
aviane 2 MO
- Jjuleber 2 MO
balziva (28) 2 MO
junel 1.5/30 (21) 2 MO
bekyree (28) 2 MO
junel 1720 (21) 2 MO
BEYAZ 4 MO
— junelfe 1.5/30(28) 2 MO
blisovi 24 fe 2 MO
— junelfe 1/20 (28) 2 MO
blisovife 1.5/30 (28) 2 MO
— junelfe 24 2 MO
blisovife 1/20 (28) 2 MO
kaitlib fe 2
BREVICON (28) 4 MO
- kariva (28) 2 MO
briellyn 2 MO
kelnor 1/35 (28) 2 MO
cryselle (28) 2 MO
kimidess (28) 2 MO
cyclafem 1/35 (28) 2 MO
cyclafem7/7/7 (28) 2 MO
CYCLESSA (28) 4 MO

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

formulary or visit us on the Web at www.Express-Scripts.com.
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| norgest/e.estradiol- 2 LOESTRIN FE 1/20 4 MO
e.estrad oral (28-DAY)
tablets,dose pack, 3 .
month 0.15 mg-30 lomedia 24 fe 2 MO
mcg (84)/10 meg (7) loryna (28) 2 MO
larin 1.5/30 (21) 2 MO LOSEASONIQUE 4 MO
larin 1/20 (21) 2 MO lutera (28) 2 MO
larin fe 1.5/30 (28) 2 MO marlissa 2 MO
larinfe 1/20 (28) 2 MO microgestin 1.5/30 2 MO
layolis fe 2 MO (1)
loena 28 > MO microgestin 1/20 2 MO

(21)
lessina Z MO microgestin fe 1.5/30 2 MO
levonest (28) 2 MO (28)
levonorgestrel- 2 MO microgestin fe 1/20 2 MO
ethinyl estrad oral (28)
fo glet 0.1-20 mg- MINASTRIN24FE 4 MO

MODICON (28) 4 MO
levonorgestrel- 2
ethinyl estrad oral mononessa (28) 2 MO
tablet 90-20 mcg NATAZIA 4 MO
levonorgestrel- 28 MO necon 0.5/35 (28) 2 MO
ethinyl estrad oral
tablets,dose pack, 3 necon 1/35 (28) 2 MO
month necon 1/50 (28) 2 MO
levonorg-eth estrad 2 necon 10/11 (28) 9 MO
triphasic

necon 7/7/7 (28) 2 MO
levora-28 2 MO

nikki (28) 2 MO
LO LOESTRIN FE 4 MO

noreth-ethinyl 2 MO
%ZOI;ESTRIN 1.5/30 4 MO estradiol-iron

norethindrone- 2 MO
LOESTRIN 1/20 4 MO e.estradiol-iron oral
1) tablet 1 mg-20 mcg
LOESTRIN FE 4 MO (24)/75 mg (4)

1.5/30 (28-DAY)

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

formulary or visit us on the Web at www.Express-Scripts.com.
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norgestimate-ethinyl 2 MO quasense 2 MO
estradiol oral tablet .
0.18/0.215/0.25 mg- reclipsen (28) 2 MO
25 meg SAFYRAL 4 MO
NORINYL 1+35 4 MO SEASONIQUE 4 MO
(28) setlakin 2 MO
g(g))RINYL 1+50 4 MO sprintec (28) 5 MO
sronyx 2 MO
nortrel 0.5/35 (28) 2 MO
nortrel 135 (21) 2 MO tarina fe 1120 (28) .
tri-1 t 2 MO
nortrel 1/35 (28) 2 MO ri-legestfe
tri-lo-estaryll 2 MO
nortrel 7/7/7 (28) 2 MO riromestarya
7 ) MO tri-lo-sprintec 2 MO
ocella
ogestrel (28) ) MO trinessa (28) 2 MO
TRI-NORINYL (28 4 MO
orsythia 2 MO (28)
ORTHO TRL 4 MO tri-previfem (28) 2 MO
CYCLEN (28) tri-sprintec (28) 2 MO
ORTHO TRI- 4 MO trivora (28) 2 MO
CYCLEN LO (28) velivet triphasic 2 MO
ORTHO-CYCLEN 4 MO regimen (28)
(28) vestura (28) 2 MO
?/gsT gg)_NOVUM 4 MO vienva 2 MO
ORTHO-NOVUM 4 MO vyfemla (28) S
7/7/7 (28) wymzya fe 2 MO
OVCON-35 (28) 4 MO YASMIN (28) 4 MO
pimtrea (28) 2 MO YAZ (28) 4 MO
pirmella oral tablet 2 MO zenchent (28) 2 MO
1-35 mg-mcg zenchent fe 2 MO
portia 2 Mo zovia 1/35¢ (28) 2 MO
previfem MO zovia 1/50e (28) 2 MO
QUARTETTE 4 MO OXYTOCICS

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

formulary or visit us on the Web at www.Express-Scripts.com.
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methylergonovine 2 MO NEOSPORIN 4 MO
oral (NEO-POLYM-

GRAMICID
OPHTHALMOLOGY )
s OCUFLOX 4 MO
ANTIBIOTICS ) .
ofloxacin ophthalmic 2 MO
AZASITE 3 MO
polymyxin b sulf- 1 MO
bacitracin 2 MO trimethoprim
ophthalmic
POLYTRIM 4 MO
bacitracin- 2 MO -
polymyxin b tobramycin 1 MO
ophthalmic TOBREX 4 MO
BESIVANCE 3 MO OPHTHALMIC
DROPS
CILOXAN 4 MO
TOBREX 3 MO
ciprofloxacin hcl 2 MO OPHTHALMIC
ophthalmic OINTMENT
erythromycin 1 MO VIGAMOX 4 MO
ophthalmic
ZYMAXID 4 MO
gatifloxacin 2 MO
ANTIVIRALS
gentak ophthalmic 1 MO —
ointment trifluridine 2 MO
gentamicin 1 MO VIROPTIC 4 MO
ophthalmic ZIRGAN 4 MO
ILOTYCIN S MO BETA-BLOCKERS
levofloxacin 2 MO BETAGAN 4 MO
ophthalmic OPHTHALMIC
MOXEZA 4 MO DROPS 0.5 %
NATACYN 3 MO betaxolol ophthalmic 2 MO
neomycin- 2 MO BETIMOL 4 MO
bacitracin- BETOPTIC S 4 MO
polymyxin
carteolol 1 MO
neomycin- 2 MO
Ppolymyxin- ISTALOL 4 MO
gramicidin

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

formulary or visit us on the Web at www.Express-Scripts.com.
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levobunolol 1 MO CYSTARAN 5 MO
ophthalmic drops
0.5 % ELESTAT 4 MO

} EMADINE 4 MO

metipranolol 2
timolol maleate 1 MO cpinastine 2 MO
ophthalmic drops LACRISERT 4 MO
timolol maleate 2 MO LASTACAFT 4 MO
opht}.zalmlclge‘l olopatadine 2 MO
forming solution ophthalmic
TIMOPTIC 4 MO

PATADAY 3 MO
OCUDOSE (PF)

PATANOL 4 MO
TIMOPTIC-XE 4 MO

PAZEO 3 MO
CHOLINESTERASE INHIBITOR
MIOTICS RESTASIS 3 MO; QL (60

per 30 days)

PHOSPHOLINE 3 MO
IODIDE NON-STEROIDAL ANTI-

INFLAMMATORY AGENTS
CYCLOPLEGIC MYDRIATICS

ACULAR 4 MO
atropine ophthalmic 2 MO
drops ACULARLS 4 MO
DIRECT ACTING MIOTICS ACUVAIL (PF) A MO
ISOPTO CARPINE 4 MO bromfenac 2 MO
pilocarpine hcl 9 MO diclofena.csodium 2 MO
ophthalmic drops 1 ophthalmic
%, 2 %0, 4 % flurbiprofen sodium 2 MO
MISCELLANEOUS ILEVRO 3 MO
OPHTHALMOLOGICS rotorolac ) MO
ALOCRIL 4 MO ophthalmic
ALOMIDE 4 MO NEVANAC 3 MO
azelastine 2 MO OCUFEN 4 MO
ophthalmic PROLENSA 3 MO
BEPREVE 4 MO ORAL DRUGS FOR GLAUCOMA
cromolyn . 2 MO acetazolamide 2 MO
ophthalmic

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

formulary or visit us on the Web at www.Express-Scripts.com.
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acetazolamide 2 MO neomycin- 2 MO
sodium bacitracin-poly-hc
DIAMOX 4 MO neomycin-polymyxin 1 MO
SEQUELS b-dexameth
methazolamide oral 2 MO neomycin- 2 MO
tablet 25 mg polymyxin-hc
methazolamide oral 1 MO ophthalmic
tablet 50 mg PRED-G 4 MO
OTHER GLAUCOMA DRUGS PRED-G S.0O.P. 4 MO
AZOPT 4 MO TOBRADEX 4 MO
bimatoprost 2 MO TOBRADEX ST 4 MO
COMBIGAN 3 MO tobramycin- 2 MO
COSOPT 4 MO dexamethasone

ZYLET 3 MO
COSOPT (PF) 4 MO
dorzolamide 2 MO STEROIDS
dorzolamide-timolol 2 MO ALREX . MO
latanoprost ) MO dexqmethasone 2 MO
sodiumphosphate
LUMIGAN 3 MO ophthalmic
OPHTHALMIC
DROPS 0.01 % DUREZOL 4 MO
SIMBRINZA 4 MO FLAREX R VO
TRAVATAN 7 3 MO Sfluorometholone 2 MO
travoprost 2 MO FML FORTE . MO
(benzalkonium) FML LIQUIFILM 4 MO
TRUSOPT 4 MO FML S.O.P. 3 MO
XALATAN 4 ST; MO LOTEMAX 3 MO
ZIOPTAN (PF) 4 ST; MO MAXIDEX 4 MO
STEROID-ANTIBIOTIC OMNIPRED 4 MO
COMBINATIONS PRED FORTE 4 MO
MAXITROL R MO PRED MILD 4 MO

[\

prednisolone acetate MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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prednisolone sodium 2 MO adrenalin injection 2
phosphate solution 1 mg/ml (1
ophthalmic ml)
VEXOL 4 MO cetirizine oral 2 MO
STEROID-SULFONAMIDE solution 1 mg/m!
COMBINATIONS CLARINEX ORAL 4 MO
SYRUP
BLEPHAMIDE 4 MO
CLARINEX ORAL 4 MO; QL (30
183 IaEI}:HAMIDE “ MO TABLET per 30 days)
— CLARINEX-D 12 4 MO;QL (60
sulfacgtamzde- 2 MO HOUR per 30 days)
prednisolone
desloratadine 2 MO; QL (30
SULFONAMIDES per 30 days)
BLEPH-10 4 MO diphenhydramine hcl 2 MO
sulfacetamide %) MO injection solution 50
sodium ophthalmic mg/ml
SYMPATHOMIMETICS diphenhydramine hcl 2 PA
oral elixir
ALPHAGAN P 3 MO
OPHTHALMIC EPINEPHRINE 4 MO; QL (4 per
DROPS 0.1 % INJECTION AUTO- 30 days)
INJECTOR
ALPHAGANP 4 MO
OPHTHALMIC EPIPEN 2-PAK 3 MO; QL (4 per
DROPS 0.15 % 30 days)
apraclonidine 9 MO EPIPEN JR 2-PAK 3 MO; QL (4 per
30 days)
brimonidine 2 MO
hydroxyzine hcl oral 2 PA; MO
IOPIDINE 4 MO wublet
VASOCONSTRICTOR levocetirizine oral 2 MO
DECONGESTANTS solution
naphazoline 2 MO levocetirizine oral 2 MO; QL (30
tablet 30
RESPIRATORY AND e per 30 days)
ALLERGY PHENERGAN 4 MO
INJECTION
AW ALRILINIG § promethazine 2 MO

ANTIALLERGENIC AGENTS

injection solution

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

formulary or visit us on the Web at www.Express-Scripts.com.
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promethazine oral 2 PA; MO ALVESCO 4 MO; QL (12.2
INHALATION HFA per 30 days)
SEMPREX-D 4 MO AEROSOL
XYZAL ORAL 4 MO INHALER 160
SOLUTION MCG/ACTUATION
XYZAL ORAL 4 MO; QL (30 ALVESCO 4 MO; QL (6.1
TABLET per 30 days) INHALATION HFA per 30 days)
AEROSOL
PULMONARY AGENTS INHALER 80
ACCOLATE 4 MO MCG/ACTUATION
acetylcysteine 2 PA; MO aminophylline 2
ntravenous solution
ADCIRCA 5 PA; MO; QL n
(60 per 30 250 mg/10 ml
days) ANORO ELLIPTA 3 MO:; QL (60
ADEMPAS 5  PA;MO;LA per 30 days)
ADVAIR DISKUS 3 MO; QL (60 ﬁgggi{%R 3 MO; (?(I; (30
per 30 days) per ays)
ADVAIR HFA 3 moouz oY s (3())
per 30 days) per ays
AEROSPAN 3 QL(178per  ASMANEXHFA . MO_;) (?if (13
30 days) per ays)
albuterol sulfate 2 PA; MO ASMANEX . MO; QL (30
. . . TWISTHALER per 30 days)
inhalation solution
for nebulization 0.63 INHALATION
AEROSOL POWDR
mg/3 ml, 1.25 mg/3
ml, 2.5 mg /3 ml BREATH
(0.083 %), 5 mg/mi ACTIVATED 110
’ MCG (30 DOSES),
albuterol sulfate oral 2 MO 220 MCG (30
Syrup DOSES)
albuterol sulfate oral 2 MO ASMANEX 3 MO; QL (240
tablet 2 mg TWISTHALER per 30 days)
INHALATION
1 M
albuterol sulfate oral (@) AEROSOL POWDR
tablet 4 mg
BREATH
albuterol sulfate oral 2 MO ACTIVATED 220
tablet extended MCG (120 DOSES)

release 12 hr

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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ASMANEX MO; QL (60 ESBRIET 5 PA; QL (270
TWISTHALER per 30 days) per 30 days)
INHALATION .
AEROSOL POWDR FIRAZYR 5 PA; MO
BREATH FLOVENT DISKUS 3 MO; QL (60
ACTIVATED 220 INHALATION per 30 days)
MCG (60 DOSES) BLISTER WITH
DEVICE 100
ATROVENT HFA MO; QL (25.8 MCG/ACTUATION
per 30 days) 50
BECONASE AQ MO; QL (50 MCG/ACTUATION
per 30 days) FLOVENT DISKUS 3 MO; QL (240
BERINERT PA; MO INHALATION per 30 days)
INTRAVENOUS BLISTER WITH
KIT DEVICE 250
BEVESPI QL (10.7 per MCG/ACTUATION
AEROSPHERE 30 days) FLOVENT HFA 3 MO; QL (12
BREO ELLIPTA MO: QL (60 INHALATION HFA per 30 days)
er 30 days) AEROSOL
P INHALER 110
BROVANA PA; MO MCG/ACTUATION
budesonide PA; MO FLOVENT HFA 3 MO; QL (24
inhalation INHALATION HFA per 30 days)
budesonidenasal MO; QL (17.2 3?1?25315220
0
per30 dayS)  MCG/ACTUATION
CINRYZE PA; MO
’ FLOVENT HFA 3 MO; QL (10.6
COMBIVENT MO; QL (8 per  INHALATION HFA per 30 days)
RESPIMAT 30 days) AEROSOL
cromolyn inhalation PA; MO INHALER 44
MCG/ACTUATION
DALIRESP PA; MO
flunisolide nasal 2 MO; QL (50
DULERA MO; QL (13 spray,non-aerosol per 30 days)
per 30 days) 25 meg (0.025 %)
DYMISTA MO; QL (23 fluticasone nasal 2 MO; QL (16
per 30 days) per 30 days)
ELIXOPHYLLIN MO
ORAL ELIXIR 80
MG/15 ML

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

formulary or visit us on the Web at www.Express-Scripts.com.
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INCRUSE 4 ST; MO; QL OMNARIS 4 MO; QL (12.5
ELLIPTA (30 per 30 per 30 days)
days) OPSUMIT 5  PA;MO;LA
lpratroglum bromide 2 PA; MO ORKAMBI 5 PA; MO; QL
inhalation
(112 per 28
ipratropium- 2 PA; MO days)
albuterol PERFOROMIST 3 PAMO
KALYDECO ORAL 5 PA; MO; QL
’ ’ PROAIR HFA 3 MO; QL (17
GRANULES IN (56 per 28 or é()Q da( S)
PACKET days) P Y
KALYDECOORAL 5  PA;MO;QL E%SSERLICK 3 13\/(I)Od;aQS% (2 per
TABLET (60 per 30 Y
days) PROVENTIL HFA 4 MO; QL (13.4
LETAIRIS 5  PA;MO;LA per 30 days)
levalbuterol hcl 2 PA; MO PULMICORT : PA; MO
inhalation solution PULMICORT 3 MO; QL (2 per
for nebulization 0.31 FLEXHALER 30 days)
mg/3 ml, 0.63 mg/3 INHALATION
ml AEROSOL POWDR
BREATH
mhatatonsoluion 0 ACTIVATED 180
fornebulization 1.25 MCG/ACTUATION
mg/0.5 ml PULMICORT 3 MO; QL (1 per
FLEXHALER 30 days)
metaproterenol 2 MO INHALATION
mometasone nasal 2 QL (34 per 30 AEROSOL POWDR
days) BREATH
ACTIVATED 90
montelukast MO MCG/ACTUATION
NASONEX 4 MO QL34 PULMOZYME 5  PA:MO
per 30 days)
_ AL QNASL NASAL 4 MO; QL (4.9
NUCALA > g‘i’ g@c}lﬁ’ HFA AEROSOL per 30 days)
days) P INHALER 40
Y MCG/ACTUATION
OFEV 5 PA; MO; QL
(60 per 30
days)

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

QNASL NASAL 4 MO; QL (8.7 SYMBICORT 3 MO; QL (10.2
HFA AEROSOL per 30 days) per 30 days)
ﬁé{ (I}A/IIAZI(EZBFS%TI ON terbutaline oral 2 MO

terbutaline 2 MO
QVAR > Ilzgroé(?clia( 154 subcutaneous

y
REVATIO 5 PA; MO THEO-24 a0
INTRAVENOUS theophylline oral 2
luti
REVATIO ORAL 5  PA;MO;QL  Jomfon
SUSPENSION FOR (224 per 30 theophylline oral 2 MO
RECONSTITUTIO days) tablet extended
N release
REVATIO ORAL 5 PA;MO; QL theophylline oral 2 MO
TABLET (90 per 30 tablet extended
days) release 12 hr
RUCONEST PA; MO TRACLEER 5 PA;MO; LA
SEEBRI 4 ST; QL (60 per TUDORZA 3 MO; QL (1 per
NEOHALER 30 days) PRESSAIR 30 days)
SEREVENT 3 MO; QL (60 TYVASO PA; MO
DISKUS per 30 days) UTIBRON 4 QL (60 per 30
sildenafil 5 PA NEOHALER days)
iniravenous VENTAVIS 5  PA;MO
sildenafil oral 2 ngg; M03? OQL VENTOLIN HFA 3 MO:; QL (36
Ela S};er per 30 days)
y

VERAMYST 4 MO; QL (10
SINGULAIR 4 MO per 30 days)
RESPIMAT 30 days)

XOLAIR 5 PA; MO; LA;
SPIRIVA WITH 3 MO; QL (90 QL (6 por 28
HANDIHALER per 90 days) days)
STIOLTO 4 MO; QL (4 per XOPENEX 4 PA: MO
RESPIMAT 30 days) .

XOPENEX HFA 4 MO; QL
STRIVERDI 3 MO; QL (4 per O pe(r)_;)(? da;z())
RESPIMAT 30 days)

zafirlukast 2 MO

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

formulary or visit us on the Web at www.Express-Scripts.com.
110



Drug Name Drug Requirements| |Drug Name Drug Requirements
Tier /Limits Tier /Limits
ZETONNA 4 MO; QL (6.1 dutasteride- 2 MO
per 30 days) tamsulosin

ZYFLO 5 MO finasteride oral 2 MO
ZYFLO CR 5 MO tablet 5 mg

FLOMAX 4 ST; MO
UROLOGICALS

JALYN 4 MO
ANTICHOLINERGICS /
ANTISPASMODICS PROSCAR S
darifenacin 9 RAPAFLO 3 ST; MO
DETROL 4 MO tamsulosin 1 MO
DETROL LA 4 MO UROXATRAL 4 ST; MO
ENABLEX 4 MO bethanechol chloride 2 MO
flavoxate 2 MO URECHOLINE 4 MO
GELNIQUE 4 MO; QL (30 MISCELLANEOUS UROLOGICALS
TRANSDERMAL per 30 days) AMMONIUM 4
GEL IN PACKET CHLORIDE
MYRBETRIQ 3 MO CIALIS ORAL 3 PA; MO; QL
oxybutynin chloride 9 MO TABLET 2.5 MG, 5 (30 per 30
oral MG days)
OXYTROL 4  MO;QL (8per CYSTAGON 3 MO;LA

28 days) ELMIRON 3 MO

tolterodine 2 MO potassium citrate 2 MO
TOVIAZ 3 MO PROCYSBI 5 MO
trospium 2 MO UROCIT-K 10 4 MO
VESICARE 3 MO UROCIT-K 15 4 MO
BENIGN PROSTATIC UROCIT-K 5 4 MO

HYPERPLASIA (BPH) THERAPY

SIA(BPH) VITAMINS, HEMATINICS /
alfuzosin 2 MO ELECTROLYTES
AVODART 4 MO ELECTROLYTES
dutasteride 2 MO

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

formulary or visit us on the Web at www.Express-Scripts.com.
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calcium acetate oral 2 MO potassium chlorid- 2 MO
capsule d5-0.45%nacl
dextrose-kcl-nacl 2 MO infravenous .
parenteral solution
eliphos 2 MO 20 meq/l
klor-con 10 1 MO potassium chloride 2
klor-con 8 1 MO m 0.9%nacl
intravenous
klor-con ml5 1 MO parenteral solution
klor-con m20 1 MO 20 meq/l, 40 meq/l
klor-con sprinkle MO potassium chloride 2
in5 % dex
K-TAB ORAL 4 MO intravenous
TABLET parenteral solution
EXTENDED 20 meq/l, 40 meq/I
RELEASE 10 MEQ, - -
20 MEQ potassium chloride 2 MO
in lr-d5 intravenous
k-tab oral tablet 2 parenteral solution
extended release 8 20 meq/!
meq ) )
potassium chloride 2
lactated ringers 2 MO intravenous
intravenous piggyback 10
magnesium sulfate 2 MO meq/100 mi, 20
injection solution meq/100 mi, 40
meq/100 ml
magnesium sulfate 2 : :
injection syringe potassium chloride 2 MO
intravenous solution
NORMOSOL-R IN 3 : :
59 DEXTROSE potassium chloride 1 MO
oral capsule,
PHOSLO 4 MO extended release
PHOSLYRA 4 MO potassium chloride 2 MO
potassium chlorid- oral liquid
45'045%""0] potassium chloride 1 MO
intravenous oral tablet extended
parenteral solution release 8 meq

10 meq/Il, 30 meq/I,
40 meq/l

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

formulary or visit us on the Web at www.Express-Scripts.com.
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potassium chloride 1 MO TPN 4
oral tablet,er ELECTROLYTES
particles/erystals MISCELLANEOUS NUTRITION
potassium chloride- 2 PRODUCTS
0.45 % nacl : -
amino acids 15 % 2 PA
potassium chloride- 2 MO )
d5-0.2%nacl AMINOSYN 7 % 3 PA
intravenous WITH
parenteral solution ELECTROLYTES
20 meq/l AMINOSYN 8.5 %- 3 PA
potassium chloride- 2 ELECTROLYTES
d5-0.3%nacl AMINOSYN I1 10 3 PA
intravenous %
parenteral solution
20 meq/l éMINOSYN 115 3 PA
0
potassium chloride- 2 MO 5
d5-0.9%nacl AMINOSYN 117 % 3 PA
intravenous AMINOSYN II 8.5 3 PA
parenteral solution %
20 meq/l AMINOSYN I 8.5 3 PA
potassium chloride- 2 %-
d5-0.9%nacl ELECTROLYTES
iniravenous AMINOSYN-HBC 3 PA
parenteral solution 79
40 meq/l °
. . AMINOSYN-PF 10 3 PA
ringers intravenous 2 y
0
o C%ZEZZZ? 045 . MO AMINOSYN-PF 7 3 PA
pilrenteral solution 7o (SULFITE-
FREE)
3 } o
sodium chloride 3 % 2 MO AMINOSYN-RF 5.2 3 PA
sodium chloride 5 % 2 %
sodium chloride 2 MO CLINIMIX 3 PA
intravenous 5%/D15W
parenteral solution SULFITE FREE
2.5 meq/ml
sodium lactate 2
intravenous

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

formulary or visit us on the Web at www.Express-Scripts.com.
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CLINIMIX 3 PA FREAMINE HBC 4 PA
5%/D25W 6.9 %
SULFITE-FREE HEPATAMINE 8% 3 PA
CLINIMIX 3 PA —— :
219DSW avenous T .
emulsion 20 %
?zdg/%%w SULF o PA INTRALIPID 4 PA
FREEO INTRAVENOUS
EMULSION 30 %
CLINIMIX 4.25%- 3 PA
D20W SULF-FREE IONOSOL-B IN 3
D5W
CLINIMIX 4.25%- 3 PA
D25W SULF-FREE TONOSOL-MB IN >
D5W
0
CLINIMIX 5% R A ISOLYTE-PIN5% 3
D20W(SULFITE- DEXTROSE
FREE)
CLINIMIX E 4 PA ISOLYTE-5 3
4.25%/D10W SUL NEPHRAMINE 5.4 3 PA
FREE %
CLINIMIX E 4 PA NORMOSOL-M IN 4
4.25%/D25W SUL 5% DEXTROSE
FREE NORMOSOL-RPH 3
CLINIMIX E 4 PA 7.4
4.25%/D5W SULF
FREE NUTRILIPID 4 PA
PLASMA-LYTE 3
CLINIMIX E 4 PA 148
5%/D15W SULFIT
FREE PLASMA-LYTE A 3
CLINIMIX E 4 PA PLASMA-LYTE-56 3
5%/D20W SULFIT IN 5 % DEXTROSE
FREE premasol 10 % 2 PA; MO
CLINIMIX E 4 PA PREMASOL 6 % 3 PA
5%/D25W SULFIT
FREE PROCALAMINE 4 PA
3%
CLINISOL SF 15 % 4  PA;MO °
PROSOL 20 % 4 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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travasol 10 % 1 PA; MO
TROPHAMINE 10 3 PA; MO
%

TROPHAMINE 6% 3 PA
VITAMINS / HEMATINICS
PRENATAL 4 MO
VITAMIN ORAL

TABLET

SODIUM 4 MO
FLUORIDE ORAL

TABLET

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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8
8MOP.....ooiiiiiiiii, 65
A
abacavir.........ccoeeeeeiiiiiieee.... 1
abacavir-lamivudine-
zidovuding ...............cee..... 2
ABELCET .......covviiiii, 1
ABILIFY .o, 41
ABILIFY MAINTENA ....... 41
ABRAXANE ..., 15
ABSORICA........ccccoeeeeee, 66
ABSTRAL........oovvvieeeei, 30
acamprosSate ..........ceeevvvvnnnn.. 72
ACANYA. ..o, 66
acarbose.........cceeeeeeiiiiiunnnn... 76
ACCOLATE.......ccccoounnn..... 107
ACCUPRIL........ccccueeeen 55
ACCURETIC........ccccee...... 55
acebutolol .............cooeee, 55
acetaminophen-codeine ..30, 31
acetasolhc ............oooovvnnn.l. 74
acetazolamide .................... 104
acetazolamide sodium ........ 105
acetic acid.........cooeevvvvennnnnn. 74
acetylcysteine..................... 107
ACIPHEX..........vveeeeee, 88
ACIPHEX SPRINKLE........ 88
ACIHIEtN.....ccvvneiviinniiiiinnnnn, 65
ACTEMRA.........ccccoeeeeee. 96
ACTHARHP........cc..eni. 74
ACTHIB (PF)........cccunu. 93
ACTIGALL .........ccooeeeee. 85
ACTIMMUNE.................... 91
ACTIQ oo, 31
ACTIVELLA.........cc..eo.l. 97
ACTONEL .................... 72, 96
ACTOPLUS MET............... 76
ACTOPLUS MET XR ........ 76
ACTOS. ... 76
ACULAR ....cccoeviii 104
ACULARLS......cccooeeeeen 104
ACUVAIL (PF)....cccoeun.. 104

acyclovir.......ooooeiiiiiinnee 2,69
acyclovir sodium................... 2
ACZONE......cccooovviii 66
ADACEL(TDAP
ADOLESN/ADULT)(PF) 93
ADAGEN ..., 72
ADALATCC......vvveee. 55
adapalene...........cccccovvvvinnnns 66
ADCIRCA........ccvveeeee 107
ADDERALL........ccccoeeeee. 41
ADDERALL XR................ 41
adefovir ....ooveviiiiieii, 2
ADEMPAS........coovv 107
ADOXA ..o 13
adrenalin............................ 106
adrucil ..........ccooeeeeiiiiiiinn. 15
ADVAIR DISKUS............. 107
ADVAIR HFA................... 107
ADZENYS XR-ODT .......... 41
AEROSPAN......cccooeeeeiii, 107
afeditaber.......ocooooooiiinnnnn.l. 55
AFINITOR ..........ccccceeeee 15
AFINITOR DISPERZ ......... 15
AFREZZA ..o, 76
AGGRENOX.......cccoeeeeeei. 61
AGRYLIN ... 72
a-hydrocort .........cccvveeeeeeen. 74
AKYNZEO........ccccoveeeeeei. 85
ala-cort ......coooeeiiiiiniiiiien, 69
ALA-SCALP ......ccccooeee. 69
ALBENZA .......cccoovveeeeiii, 8
albuterol sulfate.................. 107
alclometasone ..................... 69
ALCOHOL PADS .............. 76
ALDACTAZIDE ................ 55
ALDACTONE.................... 55
ALDARA ..., 65
ALDURAZYME................ 81
ALECENSA .......ccccoveeeee. 15
alendronate .................... 72, 96
alfuzosin.................oooovnnn. 111
ALIMTA ..., 15

ALINTA ....cooiiiieeeeeee, 8
ALKERAN.......ccvvvieeee 15
allopurinol ............c.ceevvvnnnes 96
almotriptan malate............... 27
ALOCRIL.......ccvvieeeerne. 104
ALOGLIPTIN...........ccun. 76
ALOGLIPTIN-METFORMIN
....................................... 76
ALOGLIPTIN-
PIOGLITAZONE............ 76
ALOMIDE.............cconnn. 104
aloprim...........coovvvvvviiiiinnns 96
ALORA .....coiiiiieee 98
alosetron ..o 85
ALOXI ..ooviiiiiiiiiiiiieeeee 85
ALPHAGANRP.................. 106
ALREX ..ooviiiiiiiiieee, 105
ALTABAX ...ccoviiieeeeee 68
ALTACE...ccoiiiiiieeee 56
ALTOPREV ........ceevennns 62
ALVESCO.....cccccvvviirnne 107
amantadine hel...................... 2
AMARYL...oooviiiiiieeen, 76
AMBIEN ......ccooiiiiiieiene 41
AMBIEN CR..........ccceunnne 41
AMBISOME...........cccennnn. 1
amcinonide ............ccceeeeeee. 69
AMERGE .........ccccvviien 27
amethia..........oooeiii 100
amethyst ..........ceevvvvvviennnn, 100
amifostine crystalline .......... 14
amikacin..........oooeeiiiiinnnnnenn. 8
amiloride...........cccevvvvviinnins 56
amiloride-hydrochlorothiazide
....................................... 56
amino acids 15 % ............... 113
aminophylline .................... 107
AMINOSYN 7 % WITH
ELECTROLYTES.......... 113
AMINOSYN 8.5 %-
ELECTROLYTES.......... 113
AMINOSYN II 10 % ......... 113

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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AMINOSYNII 15 % ......... 113
AMINOSYNII 7%........... 113
AMINOSYN II 8.5 %......... 113
AMINOSYN II 8.5 %-
ELECTROLYTES.......... 113
AMINOSYN-HBC 7%....... 113
AMINOSYN-PF 10 % ....... 113
AMINOSYN-PF 7 %
(SULFITE-FREE) .......... 113
AMINOSYN-RF 5.2 %....... 113
amiodarone ..............cceeeeee. 55
AMITIZA ...oooviiiiiai 85
amitriptyline..........cocceveeeee. 41
amlodipine...........cccceevveenens 56
amlodipine-atorvastatin ....... 62
amlodipine-benazepril.......... 56
amlodipine-valsartan........... 56
amlodipine-valsartan-hcthiazid
....................................... 56
AMMONIUM CHLORIDE111
ammonium lactate ............... 66
aAmoXapPIne .........ccecvvvvvvenennn. 41
amoxicil-clarithromy-lansopraz
....................................... 88
amoxicillin.......................... 11
amoxicillin-pot clavulanate.. 11
amphotericinb ............ccc.ee.... 1
ampicillin..............cccooeeeen. 11
ampicillin sodium................ 11
ampicillin-sulbactam........... 11
AMPYRA. ... 29
ANADROL-50.................... 81
ANAFRANIL .......ccceevnnnn 41
anagrelide .............cccvveeeeeen. 72
ANAPROXDS......cccooune 38
anastrozole .............ccceeeeeee. 15
ANCOBON .......cccvvieeiie. 1
ANDRODERM................... 81
ANDROGEL................. 81, 82
ANGELIQ ....cooovvivieeinne 98
ANORO ELLIPTA............. 107
ANTABUSE.......ccccceevnn. 72
ANTARA ..o 62
ANUSOL-HC..................... 85
ANZEMET .....cccoviviiinnne 85

APIDRA........coiieee, 76
APIDRA SOLOSTAR......... 76
APLENZIN.........cccoeeeeeee, 41
APOKYN...oooiiiiiieeee, 27
apraclonidine ..................... 106
F210) 0 D UUUUUUUUUURURURRRRRN 100
APRISO.......coovvviiiieeann, 85
APTENSIO XR................... 41
APTIOM ......cccvvviiei. 23
APTIVUS. ..o, 2
ARALAST NP......ooeeeenn. 72
aranelle (28)..........ccccevvvnis 100
ARANESP (IN
POLYSORBATE)........... 91
ARAVA......cooiiieeee. 96
ARCALYST ..o 91
ARCAPTA NEOHALER ...107
ARGATROBAN.................. 61
ARGATROBAN IN 0.9 %
SOD CHLOR.................. 61
ARICEPT .....ccoevvivieeeeen, 29
ARIMIDEX ........cccooeeeeee, 15
aripiprazole.................... 41, 42
ARISTADA......ccovveeee 42
ARIXTRA ..., 61
armodafinil ......................... 42
ARNUITY ELLIPTA......... 107
AROMASIN......cccovveeee. 15
ARRANON ......cccceveeeee. 15
ARTHROTEC 50................ 38
ARTHROTEC 75................ 38
ASACOL HD..........ccceune. 85
ashlyna ...........ccoooiiiininn, 100
ASMANEX HFA ............... 107
ASMANEX TWISTHALER
.............................. 107, 108
aspirin-dipyridamole ........... 61
ASTAGRAF XL ................. 15
ASTEPRO ......cccvvvvveeen, 74
ATACAND.......cccvvee. 56
ATACAND HCT................ 56
ATELVIA........ccooeiie, 96
atenolol.............cccoeeeeeeenil. 56
atenolol-chlorthalidone......... 56

ATGAM ...oooiiiiiiiiieie, 93
ATIVAN.....cooiiviiiieeee, 42
atorvastatin ..............ccceeeeeee. 62
atovaquUONE.......cevvvvvevneeninnnnnn 8
atovaquone-proguanil............. 8
ATRALIN ....cooviiiiiiiine 66
ATRIPLA.....coovviiiiieeis 2
atropine.........eeeeeeunnnnnns 84, 104
ATROVENT...........ceeene 74
ATROVENT HFA ............. 108
AUBAGIO.......cccvvveeeenn 29
F21010) ¢ DTSRRI 100
AUGMENTIN .................... 11
AURYXIA.....coooiieeeeee, 72
AVALIDE........ccvvveeee 56
AVANDIA ... 76
AVAPRO ....cooviiiiia 56
AVASTIN ..o, 15
AVC VAGINAL................. 99
AVEED .....cccooviiiiieie 82
AVELOX ...oooviiiiiiieeeaee, 12
AVELOX ABC PACK........ 12
AVELOX IN NACL (ISO-
OSMOTIC) ....oveveiiiee. 12
AVIANE ....ceeeeieeeieeeeeeeeeeeeeees 100
AVIEA . eeeeieeeeeeeeeeee e 66
AVITA ..o 66
AVODART.......ccevveernn 111
AVONEX....ccooviiiiiiiin 91
AVONEX (WITH ALBUMIN)
....................................... 91
AVYCAZ .ccoooviiaiee 5
AXERT ..oovviiiiiiiiiiieeii, 28
AXIRON ....cooiiiiiiiiiiinnn 82
AYGESTIN ..o 98
azacitidine................eevvvvnnnns 15
AZACTAM IN DEXTROSE
(ISO-OSM) ...coevvviriiieaanne 8
AZASAN....cooviiiiiii 15
AZASITE ..o, 103
azathiopring ...................veee. 15
azathioprine sodium ............ 15
azelastine ..................... 74, 104
AZELEX ...ooiiiiiiiiiiiiinnn, 66
AZILECT ..oooiiiiiiiiiiiee 27

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
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AZOPT..oooiiiiiiiiiiiiien, 105
AZOR ...t 56
AZIreONaAM ......vvvneeeerrriennnnnnnn. 8
AZULFIDINE..................... 85
AZULFIDINE EN-TABS.... 85
B
baciim.........ceeeevviiiieeeinniinne 8
bacitracin.........cceeeevveen... 8, 103
bacitracin-polymyxinb....... 103
baclofen......cccccceeeiiiniiiiinins 30
BACTRIM..........cooeees 13
BACTRIMDS.................... 13
BACTROBAN.................... 68
BACTROBAN NASAL...... 74
balsalazide ...............cccee 85
balziva (28) .....ccccovveeeeennnnne. 100
BANZEL .....ccoooiiiiiiis 23
BARACLUDE................... 2
BCG VACCINE, LIVE (PF) 94
BECONASE AQ................ 108
bekyree (28)....cvviiieeiieiennnns 100
BELBUCA .........ccoeves 31
BELEODAQ.........ccceuunnne 15
BELSOMRA .........cccouneee. 42
benazepril ......ccceeeeeeeeeeeennn. 56
benazepril-hydrochlorothiazide
....................................... 56
BENICAR ......cooeiiiis 56
BENICAR HCT.................. 56
BENLYSTA ..o 96
BENTYL..oooviiiiiiiiiiis 84
BENZACLIN...........cccunnne 66
BENZAMYCIN.................. 66
benztroping ..............ccccueeee 27
BEPREVE.......ccccceennnen. 104
BERINERT........................ 108
BESIVANCE.........cccuuuu. 103
BETAGAN ......ccoeviiie 103
betamethasone dipropionate. 69
betamethasone valerate........ 69
betamethasone, augmented .. 69
BETAPACE ... 55
BETASERON.................... 91
betaxolol...................... 56, 103

bethanechol chloride........... 111
BETHKIS ......ccooviiiin, 8
BETIMOL .......cccceevvniennnen 103
BETOPTIC S.......coovvvvvnns 103
BEVESPI AEROSPHERE..108
bexarotene ............cceeeeeeennnn. 15
BEXSERO (PF).....oveeveen... 94
BEYAZ ....ooovvvvvvinnnn, 100
BIAXIN....cooiieiieiec, 7
bicalutamide........................ 15
BICILLIN C-R.......uueee. 11
BICILLIN L-A.....ccoovveeenee. 11
BICNU ...t 15
BIDIL.....oooiiieien 56
BILTRICIDE .........cccouoon... 8
bimatoprost.........cceeeeeeennnnn. 105
BINOSTO.....cccceovvivieeee, 96
bisoprolol fumarate ............. 56
bisoprolol-hydrochlorothiazide
....................................... 56
BIVIGAM ........oooovveeee, 94
bleomycin..........cceeeeeennnnns 15
BLEPH-10.......ccoevvvniennnes 106
BLEPHAMIDE.................. 106
BLEPHAMIDE S.OP........ 106
blisovi24fe.....cccoooeeeeeiiii. 100
blisovi fe 1.5/30 (28) .......... 100
blisovi fe 1/20 (28) ............. 100
BONIVA ....ccooieeiie 96
BOOSTRIX TDAP ............. 94
BOSULIF ......cooeiviiieeee, 15
BOTOX ..o 94
BREO ELLIPTA................ 108
BREVICON (28)................ 100
briellyn .......cccccceeeeeininnnnns 100
BRILINTA ... 61
brimonidine........................ 106
BRISDELLE..............co..... 42
BRIVIACT ..., 23
bromfenac.......................... 104
bromocriptine...................... 27
BROVANA .......ccoovvvvevinn, 108
budesonide................... 85, 108
bumetanide .............cccc........ 56
BUNAVAIL ... 38

BUPHENYL......ccccceevennnnn 72
BUPRENEX.......cccccceennnnn 31
buprenorphine hcl ............... 31
buprenorphine-naloxone....... 38
buproban...........ccceeeeeeeeennnn. 74
bupropion hel...................... 42
busSpirone ............eeeeeennnnnnn. 42
BUSULFEX ....cccvviieiinnn 15
butorphanol tartrate ............. 38
BUTRANS ..., 31
BYDUREON..........ccuueeee. 76
BYETTA ...ooeiiiieeens 76, 77
BYSTOLIC..........eeeeeeennnen 56
C
cabergoline .............ccceeeeeee. 82
CABOMETYX ....coeevinnnen. 15
CADUET......cciiiieeiiee, 62
CAFERGOT ......ccceevvinneeen. 28
CALAN. ..ot 56
CALAN SR ....ccoovveeeen. 56
calcipotriene...............evvvneees 65
calcipotriene-betamethasone 65
calcitonin (salmon).............. 82
calcitriol.......coooovveeiinnnnn. 65, 82
calcium acetate................... 112
CAMBIA ..o, 38
camila.......ooooooiiiiiiiiiii 98
CAMPTOSAR.......coouueeeeen. 15
CANASA ..., 85
CANCIDAS......ccceveeeeieenn. 1
candesartan................c........ 56
candesartan-hydrochlorothiazid
....................................... 56
CAPASTAT ..o 8
CAPEX...ooiiiiiiiiiiiiieeen, 70
CAPITAL WITH CODEINE
....................................... 31
CAPRELSA.......ccccevvieen. 15
captopril.........ceeevininnnnnnnn. 56
captopril-hydrochlorothiazide
....................................... 56
CARAC. ..o, 66
carafate...........coooiiiiinii 88
CARAFATE.....ccccevvieen. 88
CARBAGLU .......cccovuuneeeen. 72
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carbamazeping .................... 23

CARBATROL.................... 23
carbidopa .........ccocvvrrrrinnnnnn. 27
carbidopa-levodopa ............. 27
carbidopa-levodopa-

entacapone ...................... 27
carboplatin............c.ceeevvennns 15
CARDENE IV IN SODIUM

CHLORIDE................... 56
CARDIZEM .........ccoovuuunn.... 56
CARDIZEM CD................. 56
CARDIZEM LA ................. 56
CARDURA. ..o 56
CARDURA XL......ccuuun..... 57
CARIMUNE NF

NANOFILTERED........... 94
CARNITOR..........ccoovvnnnnn... 72
carteolol.................oooevnnnnn. 103
cartia Xt........ccooeeeeeeeeeiinnnnnnn.. 57
carvedilol..........ccoooovvveenn. 57
CASODEX ....oeeviiiiiiiinnnn... 15
CATAPRES.........coovvnnnnn. 57
CATAPRES-TTS-1............. 57
CATAPRES-TTS-2............. 57
CATAPRES-TTS-3............. 57
CAYSTON ....oveeeeiiiiii 8
CEDAX ...oooviiieeeiiiee 5
cefaclor........cccoeeeeiiiiiiieennii, 5
cefadroxil........ccccoooevvvnnen.n. 5
cefazolin..........ccoeeevvennnnnnn. 5,6
cefdinir ......cooeevvvvviiiiieeeiinnn, 6
cefepime ............ooevvvvvivrinnnnnns 6
cefIXime........cooeeeeeeiiiiiinnnnn... 6
cefotaxime ...............oovvennnee... 6
cefotetan.........ccceeeeeevvvnnnnnn.... 6
cefoXitiN.....ccovveviieneiiiieeienn, 6
cefpodoxime .............evvvvennnnes 6
cefprozil.........cccoevvniiiiinnnnn.l. 6
ceftazidime .............cccceueee... 6
CEFTIN.......coooieeeei 6
ceftriaxone .......ccooevevvvvnennnnnn. 6
cefuroxime axetil................... 6
cefuroxime sodium................ 6
CELEBREX...........coovvunnnn... 38
celecoxib.......oveeeeiiiiiiinnnnn... 38

CELEXA ... 42
CELLCEPT ...t 16
CELLCEPT INTRAVENOUS
....................................... 15
CELONTIN .....ccoeeeeiiennn. 23
cephalexin..........cccccvveeeenennn. 6
CERDELGA ........ccuvvveeee. 82
CEREBYX ....ccooiiiiiiiiieennn. 24
CEREZYME.........cccuvveeee.. 82
CERVARIX VACCINE (PF)
....................................... 94
CESAMET .....cccccvvvvvvirennnn. 85
CEtiriZINg ....eeeeeeiniiieee, 106
cevimeline .................ooeeees 72
CHANTIX....coovveeeiiieennn 74
CHANTIX CONTINUING
MONTH BOX................. 74
CHANTIX STARTING
MONTH BOX................. 74
CHEMET .....cccocevvveinn. 72
CHENODAL.......coouveeeen. 85
chloramphenicol sod succinate
......................................... 8
chlorhexidine gluconate....... 74
chloroquine phosphate........... 8
chlorothiazide ..................... 57
chlorothiazide sodium ......... 57
chlorpromazine ................... 42
chlorthalidone ..................... 57
CHOLBAM.......cceevveenen. 85
cholestyramine light ............ 63
CHORIONIC
GONADOTROPIN,
HUMAN ... 82
CIALIS....ccooiiiiiiiieeen, 111
ciclopiroX........oovvvvvvvviiinnnnnns 68
cidofovir ......ccciiiiiiiiiieennn, 2
cilostazol.........ccccuvvvvveeennnnn. 61
CILOXAN ...ccviiieeeeiieeee. 103
cimetidine ...........ccvvvvveeeeenn. 88
cimetidine hcl...................... 88
CIMZIA......ccoieeiiieeee, 85
CIMZIA POWDER FOR
RECONST .....ccceveviinen. 85
CINRYZE.........ccco 108

CIPRO.....cooeiiiiiiiiiiee, 12
CIPROHC..........coevven. 74
CIPRO IND5W.....ccouueeeen. 12
CIPRODEX.........ceevrnnee. 74
ciprofloxacin................uuveee. 12
ciprofloxacin (mixture)........ 12
ciprofloxacin hel .......... 12, 103
ciprofloxacin in 5 % dextrose
....................................... 12
ciprofloxacin lactate ............ 12
cisplatin...........ccovvvvvveivinnnns 16
citalopram.............cccuvvneeen. 42
cladribine ..........cccceevvuenneen. 16
CLAFORAN.......ccceeevie. 6
claravis ........ccooeeiiiiiiiiiie, 66
CLARINEX.....ccccevviinnn. 106
CLARINEX-D 12 HOUR...106
clarithromycin...................... 7
CLEOCIN......ccovvveeeennn 8, 99
CLEOCIN IN 5 %
DEXTROSE.........ccccuuuee.... 8
CLEOCIN T ...oovviiieiiiieeeen. 67
CLIMARA......ccceeeeeeieen. 98
CLIMARA PRO.................. 98
clindacinp .....coovvvvvvvvvvinnnnns 67
CLINDAGEL .......cccouuneeen. 67
clindamycin hel..................... 8
clindamycin in 5 % dextrose .. 8
clindamycin pediatric ............ 8

clindamycin phosphate 8, 9, 67,
99
clindamycin-benzoyl peroxide

....................................... 67
CLINDESSE.........ccooeuieeen. 99
CLINIMIX 5%/D15W

SULFITE FREE ............. 113
CLINIMIX 5%/D25W

SULFITE-FREE............. 114
CLINIMIX 2.75%/D5W

SULFIT FREE ............... 114
CLINIMIX 4.25%/D10W

SULF FREE. ................... 114
CLINIMIX 4.25%/D5SW

SULFIT FREE ................ 72

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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CLINIMIX 4.25%-D20W

SULF-FREE................... 114
CLINIMIX 4.25%-D25W

SULF-FREE.................. 114
CLINIMIX 5%-

D20W(SULFITE-FREE) 114
CLINIMIX E 2.75%/D10W

SULFREE...................... 72
CLINIMIX E 2.75%/D5W
SULF FREE................... 72
CLINIMIX E 4.25%/D10W
SULFREE..................... 114
CLINIMIX E 4.25%/D25W
SUL FREE..................... 114
CLINIMIX E 4.25%/D5W
SULF FREE................... 114
CLINIMIX E 5%/D15W
SULFIT FREE ............... 114
CLINIMIX E 5%/D20W
SULFIT FREE ............... 114
CLINIMIX E 5%/D25W
SULFIT FREE ............... 114
CLINISOL SF 15 %........... 114
clobetasol.........c.....ooevvunnnn... 70
clobetasol-emollient ............ 70
CLOBEX....ccooooeieiiiiiiinnn... 70
clodan.......ccooooovveviiiinnn, 70
CLODERM............ccovvuunn.... 70
CLOLAR........cceeeeinnn. 16
clomipramine....................... 42
clonazepam............cccceeeees 24
clonidine ..........ccooeevvvennennnn. 57
clonidine hel .................. 43, 57
clopidogrel...........cccvvveeeeee. 61
clorazepate dipotassium....... 43
clorpres.......ccccevvvivieviiinnnnns 57
CLORPRES.........coovvvvnnnn.. 57
clotrimazole ..................... 1, 69
clotrimazole-betamethasone . 69
clozapine...........ccccvvvininneeen. 43
CLOZAPINE........cccuunnnn.... 43
CLOZARIL ..........ccovvvvvnn. 43
COARTEM......cccceovvvvvin 9
codeine sulfate .................... 31
COGENTIN.......cceerverrinnnn.. 27

COLAZAL ....ccevveeiaeenn 85
COLCHICINE.......cccvveeeee. 96
colchicine-probenecid.......... 96
COLCRYS...ccovieeeeeiiieenn, 96
COLESTID......coeveeeiiiaennnn. 63
colestipol .........ccccvvvvveeenennn. 63
colistin (colistimethate na)..... 9
COlOCOTt..cceviiiiiiieeiiiiiieeene 85
COLY-MYCIN S................ 74
COLYTE WITH FLAVOR
PACKS. ..o 85
COMBIGAN .....ccccovireeen. 105
COMBIPATCH................... 98
COMBIVENT RESPIMAT 108
COMBIVIR......ccoeeeeririiiinnn. 2
COMETRIQ .....cevveviinannn. 16
COMPLERA ..o 2
COMPIO ..oeeeeeeeeeeeeeeeeerieeennenns 85
COMTAN.....cccvveeiiiiiieennn 27
CONCERTA........cceevvveee. 43
CONDYLOX....cvveeeriiiennnnnn 66
constulose ..........eeeevruineenenn. 85
CONZIP ... 38
COPAXONE .....cccoovivieeeenn. 29
COPEGUS......ccceveeeiiieeee 2
CORDRAN TAPE LARGE
ROLL ...ooeiiiiiieeee. 70
COREG ....cooviiiiieiiiiieeene 57
COREGCR ....cccceevviiieeenn. 57
CORGARD........cccevvrrenenn 57
CORLANOR........ccovveeeen. 64
COTMAX .eeeeeeeeeeeeeeeeeeneenenneens 70
CORTEF .....ccvviiiiiiieeene 74
CORTIFOAM.......ccccuvueeeen. 85
COTtISONE .vvevveeeeeriiiieeeenne 74
CORTISPORIN................... 68
CORZIDE.......ccccceevviianen. 57
COSENTYX..ovviieiiiiiieeennns 65
COSENTYXPEN............... 65
COSMEGEN ......cccovuvieeeenn. 16
COSOPT ..., 105
COSOPT (PF)..cceveeeien. 105
COTELLIC.......coeeeviianen. 16
COUMADIN .....cccovvirireennn 61
COZAAR ..o, 57

CREON .......ooevviiiiien, 85
CRESEMBA...........covvvvee. 1
CRESTOR........cccoiiiiiinne 63
CRINONE. .....ccoeviiiiiiiinnn, 98
CRIXIVAN......coviieeeieeee, 2
cromolyn.............. 85, 104, 108
cryselle (28) ....oovvvvvvvvvvnnnnnns 100
CUBICIN .....ccoeiiiiiiiieeeen, 9
CUPRIMINE..........c......... 97
CUTIVATE.....ccooeeee. 70
CUVPOSA ... 84
cyclafem 1/35 (28) ............. 100
cyclafem 7/7/7 (28) ............ 100
CYCLESSA (28)....cccuuve.... 100
cyclobenzaprine .................. 30
CYCLOPHOSPHAMIDE ... 16
CYCLOSET .....ccooiviiiee 77
cyclosporine...........cccuvvveeee. 16
cyclosporine modified......... 16
CYKLOKAPRON............... 61
CYMBALTA......cceevee. 43
CYRAMZA .....ccooveee. 16
CYSTADANE........couue.. 85
CYSTAGON .......ccovuvneen. 111
CYSTARAN......ceevee. 104
cytarabing ............c.oevvvvvnnnns 16
cytarabine (pf)..........ovvvvvnnes 16
CYTOMEL...........ccevunnee.. 84
CYTOTEC........ccooe 88
CYTOVENE........cccevieee.. 2
D
d10 %-0.45 % sodium chloride
....................................... 72
d2.5 %-0.45 % sodium
chloride..........ccccvvvinnnnen. 72
d5 % and 0.9 % sodium
chloride...........cceeeeeeee. 72
d5 %-0.45 % sodium chloride
....................................... 72
dacarbazine..............c.eeeeee. 16
DACOGEN.........ccccevnnee. 16
DAKLINZA........cooveeeeee 2
DALIRESP ........ccoovvvnnnnnn.. 108
DALVANCE.......c..coovvveee. 9
danazol ..........cooeiiiiniinnnnee. 82
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benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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DANTRIUM..........cccevune 30

dantrolene ................oovvunnn... 30
DAPSONE.........ccccovveeeeeenns 9
DAPTACEL (DTAP
PEDIATRIC) (PF)........... 94
DARAPRIM.....ccooovviiinn, 9
darifenacin..............ccceee... 111
DARZALEX.....cccccoevvinnneen. 16
daunorubicin............ccee.... 16
DAYPRO ....ceiiiiiiii, 38
DAYTRANA......cccooeeeeee. 43
DDAVP ..., 82
deblitane ..........ccc.coovvvvnnnnn... 98
decitabine .........ccooeevvvnnnnnn. 16
DELESTROGEN................. 98
delyla (28)......ccceeeinennnnnnnn. 100
DELZICOL.......cc.ccouveennee. 85
DEMADEX ......cccoovvviinnnen. 57
demeclocycline ................... 13
DEMSER........cccvvvein, 57
DENAVIR........ooovveeen, 69
DEPACON........ccovveeeee, 24
DEPAKENE.........ccc.ccoo..... 24
DEPAKOTE........cccooeuenn. 24
DEPAKOTE ER.................. 24
DEPAKOTE SPRINKLES .. 24
DEPEN TITRATABS......... 97
DEPO-ESTRADIOL........... 98
DEPO-MEDROL................ 74
DEPO-PROVERA .............. 98
DEPO-SUBQ PROVERA 104
....................................... 98
DEPO-TESTOSTERONE ... 82
DERMATOP .......ccneenn. 70
DESCOVY ..ccoeiiiiiiiiieeeei 2
desipramine....................o.... 43
desloratadine ...................... 106
desmopressin ...................... 82
desog-e.estradiol/e.estradiol
...................................... 100
DESOGEN ........coovvvvennne.n. 100
DESONATE. ..., 70
desonide..........coevviiiinnnnnnn. 70
DESOWEN.........cccoeeeeeee. 70
desoximetasone.................... 70

DESOXYN ...ooviiiiiiiiieeeee, 43
DESVENLAFAXINE ......... 43
DETROL. ......ccceeevvvviinnn... 111
DETROL LA .........oovvvven. 111
dexamethasone.................... 75
dexamethasone intensol....... 74
dexamethasone sodium
phosphate.................. 75, 105
dexedring ..........ccoeeevvvunnnnnnns 43
DEXEDRINE SPANSULE.. 43
DEXILANT ....cooovvvieeee, 88
dexmethylphenidate ............ 43
DEXPAK 13 DAY .............. 75
dexrazoxane hcl .................. 14
dextroamphetamine ............. 43
dextroamphetamine-
amphetamine ................... 43
dextrose 10 % and 0.2 % nacl
....................................... 72
dextrose 10 % in water (d10w)
....................................... 73

dextrose 5 % in water (dSw) 73

dextrose 5 %-lactated ringers 73
dextrose 5%-0.2 % sod

chloride ........ccoeevvvvuneenn. 73
dextrose 5%-0.3 %

sod.chloride..................... 73
dextrose with sodium chloride

....................................... 73
dextrose-kcl-nacl................ 112
DIAMOX SEQUELS. ......... 105
DIASTAT ....ooovvvveeinnnn 24
DIASTAT ACUDIAL......... 24
diazepam..........cccuveeeeeen. 24, 44
diazepam intensol................ 44
DIBENZYLINE.................. 57
diclofenac potassum........... 38
diclofenac sodium .. 38, 66, 104
diclofenac-misoprostol ........ 38
dicloxacillin ........................ 11
dicyclomine ........................ 84
didanosine.................oovuunne.... 2
DIFFERIN .......ccocviiinnt, 67
DIFICID ..o 7
diflorasone ................oouuuen... 70

DIFLUCAN........cooiirrreeenen. 1
diflunisal.............ccconinnnnnn. 38
digitek ......ooeeveeiiiiiiiiiie, 61
digoxin .....ooeeveviiiiiiiiiiieee, 61
dihydroergotamine .............. 28
DILANTIN 30 MG ............. 24
DILANTIN EXTENDED 100

MG ..o, 24
DILANTIN INFATABS 50

MG .. 24
DILANTIN-125 125 MG/5

ML .o 24
DILAUDID...........cceevennnnee 31
diltiazem hcl ............oovveeies 57
dilt-Xr.. ..o, 57
DIOVAN ....cooiiiieeeeieee, 57
DIOVAN HCT.................... 57
DIPENTUM..........cuvvrrnnee 86
diphenhydramine hel.......... 106
diphenoxylate-atropine ........ 84
DIPROLENE..........cccuuee.. 70
DIPROLENE AF................ 70
dipyridamole........................ 61
disulfiram ..............ccooeeeeee. 73
DITROPAN XL................. 111
DIURIL ......ccoeeeiiiiiiee, 57
DIURILIV ..o, 57
divalproex..........ccocevvvvnnnnnn. 24
DIVIGEL..........cccoi 98
DOCEFREZ .........cccouuuee... 16
docetaxel...........covvvvvvvvrinnnns 16
dofetilide...........c.cevvvrrvrnnnnns 55
DOLOPHINE..................... 31
donepezil ..........ccceiuviiinnnen. 29
DORIBAX......cooeiiiiiieee, 9
dorzolamide ....................... 105
dorzolamide-timolol............ 105
DOVONEX.......ccociriiinnen 65
doxazoSin...........ceeeeeeenn. 57, 58
doxepin..........ceeeuuennnnne. 44, 66
doxercalciferol.................... 82
DOXIL ...coeeeeeeeeieiiiiie, 16
doxorubicin.............eevvvennnnns 16
doxorubicin, peg-liposomal . 16
doxy-100........ccevviiiiiiiinnen. 13

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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doxycycline hyclate............. 13
doxycycline monohydrate.... 13

dronabmnol...................uuen.... 86
drospirenone-ethinyl estradiol
...................................... 100
DROXIA ....oeeeiivieeeee, 16
DUAC ..o, 67
DUAVEE ..., 98
DUETACT ...ccooevvviieeeee, 77
DUEXIS ..., 38
DULERA......ccooeiiii 108
duloxetine ............cooovvvunnnn... 44
DUOPA......ccooeiiieee, 27
DURAGESIC .......cccceee. 31
duramorph (pf) .....oevvvvvvnnnnns 31
DUREZOL ........ccoovvuuenn..... 105
DURLAZA. ..., 61
dutasteride ..................oo..... 111
dutasteride-tamsulosin........ 111
DUTOPROL.......ccccooee. 58
DYAZIDE ........coovvveeene. 58
DYMISTA ..o 108
DYRENIUM........cccooeeeee. 58
DYSPORT........coovvveeee. 94
E
€.€.5.400.....cccceiiiiiiiiieeeienn, 7
E.E.S. GRANULES .............. 7
EC-NAPROSYN................. 38
econazole...............ooovvenn.l. 69
EDARBI.....ccoviiivieeen 58
EDARBYCLOR ................. 58
EDECRIN.........coovvvieeeee, 58
EDURANT ...t 2
EFFEXOR XR ......cccovunnnnne. 44
EFFIENT ..o, 61
EFUDEX ....cooviiiiiiiieeeee, 66
EGRIFTA ....ccoeoiieeeee, 91
ELAPRASE........ccccoeeeeee. 82
ELDEPRYL......ovvvvviiiinnnnn. 27
ELELYSO ...ccoeeivviiiiieeeee, 82
ELESTAT ....oeeiiiiiii 104
ELESTRIN ..., 98
ELIDEL.........ccoovviieeee, 66
ELIGARD .........coovvveeee, 16
ELIMITE ..., 72

eliphos .......coovvvveiiiiiiiie, 112
ELIQUIS ...cooiiiiiiiiiieen. 61
ELITEK....cccovviiiieiiieen. 14
ELIXOPHYLLIN............... 108
ELLENCE .....cccccvvvveeene. 16
ELMIRON........ceevviinn. 111
ELOCON....ccoviiiiieeiie. 70
EMADINE.........ccccovninnnnn. 104
EMBEDA .......cccocvveenn. 31, 32
EMCYT..ooiiiiiiiiieeeeen. 16
EMEND......cooviiiiieiinen. 86
emoquette .........eevvverrrrnnnnns 100
EMPLICITT ......coooeeeenen. 17
EMSAM ...oooiiiiiiieeee, 44
EMTRIVA. ..., 2
EMVERM .......ccoovviiiien. 9
ENABLEX .....ccccevviiinnen. 111
enalapril maleate ................. 58
enalapril-hydrochlorothiazide
....................................... 58
ENBREL ..ot 97
ENBREL SURECLICK....... 97
endocet .....coouvviiieiiiiiiieeene 32
ENGERIX-B (PF)............... 94
ENGERIX-B PEDIATRIC
(PF) e 94
€NOXaPaArin .........ccevveeeeeeennns 61
ENPIESSC..eeeerreereerrreereeeennenns 100
ENSTILAR.....ccvvveeeien. 65
entacapone ............ceeeevvvnnnn.. 27
ENLECAVIL ..eeeeeeeeeeeeeeeeeeeeeeeaens 2
ENTOCORT EC................. 86
ENTRESTO........ceeveeven. 64
eNUIOSE ..ooovviiiiiiiiiiiiieeeee 86
ENVARSUS XR......ccouueee. 17
EPANED......cccoiiiieeie. 58
EPIDUO.....ccoviiiiiieeiien. 67
EPIDUO FORTE................ 67
epinastine............ccccevvvveenen. 104
EPINEPHRINE.................. 106
EPIPEN 2-PAK.......c.......... 106
EPIPEN JR 2-PAK............. 106
epitol .ooeeeeeeieeii 24
EPIVIR.....ccoviiiiiiiiiicee, 2
EPIVIR HBV.......ccccovninnnen. 2

eplerenone ............ccccvveenen. 58
EPOGEN ......cccvvviiiiiineen. 91
eprosartan ...............eeeveeenens 58
EPZICOM .....cccoeevvvviiiiieeaens 2
EQUETRO ......cccceevveen. 24
ERAXIS(WATER DILUENT)
......................................... 1
ERBITUX....cccvvvvieiiiinneen. 17
ergoloid .........ooooviiiiiiiinnnn, 44
ERGOMAR .......ccceevinnenn. 28
ERIVEDGE ...........couunee. 17
EITIN .eeeeieeeeeeeeeeeeeeaiiieeee 98
ERTACZO.......cccceevvvnneen. 69
ERWINAZE ......cccovvvvinnnn.. 17
ery pads .....oooeveiiiiiiiiiiiiee 67
erygel....oooiiiiiiiiiiiiiiiiiiien 67
ERYPED 200..........cevvvvnnnnnnn. 7
ERYPED 400..........couvvuunnnnnn. 7
ery-tab ....ccooeeeiiiiie 7
ERY-TAB....ccoooeiiiiiiiiieeeeees 7
ERYTHROCIN.........c........... 7
erythrocin (as stearate)........... 7
erythromycin.................. 7, 103

erythromycin ethylsuccinate .. 7
erythromycin with ethanol ... 67
erythromycin-benzoyl peroxide

....................................... 67
ESBRIET......cccoeviiieennne. 108
escitalopram oxalate ............ 44

esomeprazole magnesium ....88,
89

esomeprazole sodium .......... 89
ESTRACE .....ccoeeevvvvinnn.. 98
estradiol .........cccccooovviiinn.... 98
estradiol valerate ................. 98
estradiol-norethindrone acet. 98
ESTRING .....oeeviiiiiiiinnnn. 98
estropipate ...........ccceuvvnnnenn. 98
eszopiclone ............ccccuvveeee. 44
ethacrynate sodium.............. 58
ethambutol..............ccoeeeeinnnil. 9
ethosuximide....................... 24
etidronate disodium............. 73
etodolac ........cceeeeeiiiiiiinnnnn... 38
ETOPOPHOS..................... 17

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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EURAX ....cooeeeiiiiiieeeee, 72
EVAMIST ..., 98
EVISTA. ..o, 96
EVOCLIN .......coovvvieeeee, 67
EVOTAZ....uoeeeeeiiiieaeeecn, 2
EVOXAC ...ccooeiiiivieeeei, 73
EVZIO.....coovoeeeiiiiiiieeen, 38
EXALGO ER......ccccooeee. 32
EXELDERM ......ccccooeeee. 69
EXELON ...coooviiiiiiiiiieeeee, 29
eXEeMmMEStane ..........ceeevunernnnnn. 17
EXFORGE..........cccccoeeeee. 58
EXFORGE HCT ................. 58
EXJADE.....ccccooovvvieeiii, 73
EXTAVIA ..., 92
EXTINA ..., 69
F

FABIOR ......ccccoooviviiieee, 67
FABRAZYME.................... 82
falmina (28) .......covvvvvvvrnnnns 100
famciclovir.............ooovveee.... 2
famotidine.................ovvunnn... 89
famotidine (pf) .....ccvvvvveeeen. 89
famotidine (pf)-nacl (iso-os) 89
FAMVIR .....ccooooviviiiieiins 2
FANAPT ..., 44
FARESTON .......ccccooeeeee. 17
FARXIGA .......ooovvveeeee, 77
FARYDAK........cccoveeeeiii. 17
FASLODEX ......cccovveeeein. 17
FAZACLO..................... 44, 45
felbamate .........c...cooovvvvnnnn... 24
FELBATOL.........c..cceee. 24
FELDENE ..........ccccoeeeee. 38
felodipine...........cevvvvvvvennens 58
FEMARA ..., 17
FEMCONFE.......cccooe....... 100
FEMHRT LOW DOSE ....... 98
FEMRING...........cccoeeeeee. 98
fenofibrate .........ccccevvvnnennnnn. 63
FENOFIBRATE ................. 63
fenofibrate micronized......... 63
fenofibrate nanocrystallized. 63
fenofibric acid..................... 63

fenofibric acid (choline) ...... 63
FENOGLIDE...........ccuvee.e. 63
fenoprofen .........cccvveeeeeeenn. 39
FENOPROFEN................... 39
fentanyl.............oovvviviiiinnnns 32
FENTANYL.......covvvvvvinnnn 32
fentanyl citrate .................... 32
FENTORA...........c........ 32, 33
FERRIPROX .....ccccovviinnnn. 73
FETZIMA ..., 45
FEXMID ....ccoooevviiiiiinnn.. 30
FIBRICOR........c..ccovnriennnn. 63
FINACEA........ooovveee, 67
finasteride .........ccoeeevvvnnnennns 111
FIRAZYR ..o 108
FIRMAGON KIT W
DILUENT SYRINGE...... 17
FLAGYL ...ooeiiiiiieeee 9
FLAREX .....ccccvvvvviviiiiinnn, 105
flavoxate .....coooevvvvnviviinnnnnnns 111
FLEBOGAMMA DIF ......... 94
flecainide .........ccooeeeerevvnnnnnn. 55
FLECTOR .....cccooovvvviee, 39
FLOMAX ... 111
FLOVENT DISKUS. .......... 108
FLOVENT HFA ................ 108
fluconazole ........cc..ccovvueeennn. 1
fluconazole in nacl (iso-osm) . 1
flucytosine .........cccevveeeeennnnn. 1
fludarabine.............ccouunveeene. 17
fludrocortisone .................... 75
FLUMADINE........cccoeennn. 2
flunisolide.........cccccoevvennnnn. 108
fluocinolone ........................ 70
fluocinolone acetonide oil.... 74
fluocinonide ...........ccouunvee.n. 70
fluocinonide-e..................... 70
fluorometholone ................. 105
fluorouracil.................... 17, 66
FLUOROURACIL.............. 66
fluoxetmne.........covvvvevvvunnnennns 45
FLUOXETINE........cccuven. 45
fluphenazine decanoate........ 45
fluphenazine hcl.................. 45
flurandrenolide.................... 70

flurbiprofen..........ccccceeeeeenn. 39
flurbiprofen sodium............ 104
flutamide..........ccccovvuvveeeennne 17
fluticasone ................... 70, 108
fluvastatin..........cceeeeeeeeennn. 63
fluvoxamine ...........ccceeeeennne 45
FML FORTE ........ccc..... 105
FML LIQUIFILM .............. 105
FML S.O.P....cccvvvveeee. 105
FOCALIN.......ccvvveerienn. 45
FOCALIN XR .....cccevvunnnee. 45
FOLOTYN ..cooiiiiiiieeee 17
fomepizole.......ccccuvveeeeee.nn. 94
fondaparinux...........ccceeeveee 61
FORFIVO XL......cccevvuvneee. 45
FORTAMET.........coounnneen. 77
FORTAZ ...coovviiiiiiie 6
FORTEO ....cccoovviiiiiiiinn 96
FORTESTA ... 82
fortical ............oooviiiiiiiiiis 82
FOSAMAX.....cccovvveieinnnn. 96
FOSAMAXPLUS D........... 96
fosinopril .......cccovvvveeeeennnnn. 58
fosinopril-hydrochlorothiazide
....................................... 58
fosphenytoin ....................... 24
FOSRENOL .......cccccovunnneenn. 73
FRAGMIN........cecevenne 61, 62
FREAMINE HBC 6.9 % ....114
FROVA ..o, 28
frovatriptan............ccceeevves 28
FURADANTIN ..o, 14
furosemide ...........oocuveeeenne 58
FUSILEV ...cooviiiiiiiinnn. 14
FUZEON ....ccoviiiiiiiiieen 2
fyavolv ... 98
FYCOMPA.......cccvveeee 24
G
gabapentin .............ccccevveeen. 24
GABITRIL ......cccceeevneen. 24
GABLOFEN. .......cccevinnee. 30
galantamine......................... 29
GAMASTAN S/D................ 94
GAMMA GARD LIQUID.... 94
GAMMAKED ......ccoouuneeen. 94
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GAMMAPLEX.......cuvvveeeee 94

GAMUNEX-C.....ccoovuvvneeeen. 94
ganciclovir sodium................. 2
GARDASIL (PF) ................ 94
GARDASIL 9 (PF) ............. 94
GASTROCROM.................. 86
gatifloxacin.............c..euueee. 103
GATTEX ONE-VIAL......... 86
GAUZE PAD.......ccoeuunen.. 77
gavilyte-C........eevvvvveviinnnnnns 86
gavilyte-g.........covvvvvveininnnns 86
gavilyte-h and bisacodyl...... 86
gavilyte-n...........ccocvvvnnnnenn. 86
GELNIQUE........cccevnee. 111
gemcitabine..............c.eeeeeeee. 17
gemfibrozil ..........c.ccoeeveens 63
GEMZAR ......ccocvvveiiee 17
GENERESSFE.................. 100
generlac ..., 86
gengraf ..., 17
GENOTROPIN.................... 92
GENOTROPIN MINIQUICK
....................................... 92
gentak........ocooeeviiiiiiiiii 103
gentamicin ............... 9, 68, 103
gentamicin in nacl (iso-osm).. 9
gentamicin sulfate (pf)........... 9
GENVOYA ....cooiiiiiiee, 2
GEODON .......ccceevennn 45, 46
gianvi (28) ....oevvvevvviiiiiiiinns 100
GIAZO ..o 86
gildagia...........cooovviviniinnnns 100
gildess 1.5/30 (21).............. 100
gildess 24 fe........cccvnnnnnnee 100
GILENYA ..o, 29
GILOTRIF ......ccevveeiiann. 17
GLASSIA ..., 73
glatopa .......cooeveeiiiiiiiie, 29
GLEEVEC.........cco... 17, 18
GLEOSTINE ......cccovviiieeen. 18
glimepiride...........ccceevvvennins 77
glipizide..........ccoocvvvvrnnnnnnn. 77
glipizide-metformin............. 77
GLUCAGEN HYPOKIT..... 77

GLUCAGON EMERGENCY

KIT (HUMAN)............... 77
GLUCOPHAGE ................. 77
GLUCOPHAGE XR ...... 77, 78
GLUCOTROL .................... 78
GLUCOTROL XL .............. 78
GLUMETZA ........ccceuuvee... 78
glycopyrrolate ..................... 84
GLYSET......ooviieeeeeen. 78
GLYXAMBI........cccuvvvveeeen. 78
GOLYTELY ..ooevvveeaiiieennn. 86
GRALISE ......cccooviiiiieeenn, 24
GRALISE 30-DAY STARTER

PACK..cooiiiiieeeee. 24
granisetron (pf) ...........cc...e 86
granisetron hcl .................... 86
GRANIX ..o 92
GRASTEK.......coveiiiiiieenns 94
griseofulvin microsize ........... 1

griseofulvin ultramicrosize .... 1
GRIS-PEG

(ULTRAMICROSIZE)....... 1
guaniding ..............cccevnnnnne. 46
GYNAZOLE-I ......cccccueeees 99
H
HALAVEN.......ccoooiiiin. 18
HALDOL ......cccevviiiiaen. 46
HALDOL DECANOATE.... 46
halobetasol propionate......... 71
HALOG.....c.ccooiiiiiiieiieens 71
haloperidol.............ccvvvvenee. 46
haloperidol decanoate.......... 46
haloperidol lactate................ 46
HARVONLI.......ccoooiiiis 2
HAVRIX (PF)...ccooovieannen. 94
HECTOROL.........ccceeuneen. 82
heparin (porcime)................. 62
heparin (porcine) in 5 % dex 62
HEPATAMINE 8%............ 114
HEPSERA .........cccoiinis 2
HERCEPTIN ......cccceeennnen. 18
HETLIOZ ......c.ccoveuiveanen. 46
HEXALEN .....ccccovviiiinnen. 18
HIBERIX (PF)....cccuvveennne. 94
HIPREX .....cocooiiiiiiiiniiens 14

HORIZANT......cccvvvveeiens 29
HUMALOG.........cccceeeennn. 78
HUMALOG KWIKPEN ..... 78
HUMALOG MIX 50-50...... 78
HUMALOG MIX 50-50
KWIKPEN.........cccuveenee. 78
HUMALOG MIX 75-25...... 78
HUMALOG MIX 75-25
KWIKPEN........ccvveee. 78
HUMATROPE.................... 92
HUMIRA........ccviieeeie. 97
HUMIRA PEDIATRIC
CROHN'S START .......... 97
HUMIRA PEN.................... 97
HUMIRA PEN CROHN'S-
UC-HS START................ 97
HUMULIN 70/30................ 78
HUMULIN 70/30 KWIKPEN
....................................... 78
HUMULIN N....ccoovvri. 78
HUMULIN N KWIKPEN. ... 78
HUMULIN R.......ccooinne. 78
HUMULIN R U-500 (CONC)
KWIKPEN........cccuveenne 78
HUMULIN R U-500
(CONCENTRATED)...... 78
HYCAMTIN......cccvvveens 18
HYCET ...ooiiiiiieiie, 33
hydralazine ......................... 58
HYDREA .......ccccoviei. 18
hydrochlorothiazide............. 58
hydrocodone-acetaminophen 33
hydrocodone-ibuprofen ....... 33
hydrocortisone ......... 71, 75, 86
hydrocortisone butyrate ....... 71
hydrocortisone butyr-emollient
....................................... 71
hydrocortisone valerate........ 71
hydrocortisone-acetic acid ... 74
hydromorphone.................... 33
hydromorphone (pf) ............ 33
hydroxychloroquine .............. 9
hydroxyprogesterone caproate
....................................... 98
hydroxyurea.............ccceu.e. 18
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hydroxyzine hcl.................. 106

HYPERRAB S/D (PF) ........ 94
HYSINGLA ER.................. 33
HYZAAR ... 58
|
ibandronate ...........ccccuueeee. 96
IBRANCE ....ccooviiiiiieeee 18
IBUDONE........cvveiieinn 33
ibuprofen ...........ccccvveieeeeen. 39
ibuprofen-oxycodone........... 33
ICLUSIG ..., 18
IDAMYCIN PFS................. 18
idarubicin........ccceeeevrnnnneenn. 18
IFEX .o, 18
ifosfamide ...............coeevennis 18
ILARIS (PF) v, 92
ILEVRO ...coooiiiiiiiien. 104
ILOTYCIN ..., 103
imatinib ...........cccceenniinenenn. 18
IMBRUVICA ........cccuveee.. 18
imipenem-cilastatin................ 9
imipramine hel.................... 46
imipramine pamoate ............ 46
imiquimod ..........cccvvveeenenn. 66
IMITREX .....ccvvviieein. 28
IMITREX STATDOSE KIT
REFILL ....ccoviiiiiieeaee 28
IMOVAX RABIES VACCINE
(PF) e 94
IMURAN......ccviieeeeiiiienn. 18
INCRELEX .....cccceeevviiinenn. 73
INCRUSE ELLIPTA.......... 109
indapamide ............cccuvveeeeen. 58
INDERAL LA ......cccconne 58
INFANRIX (DTAP) (PF).... 94
INLYTA ..o, 18
INNOPRAN XL.......cc......... 58
INSPRA......cooiiieeeei 58

INSULIN PEN NEEDLE.... 78
INSULIN SYRINGE (DISP)

U-100....eeeeeeeiiieeeeeee, 79
INTELENCE .......cccoviieeee. 2
intralipid ..........oooovvriiiiinnnns 114
INTRALIPID.........cccun..e. 114
INTRON Ao 92

INVEGA SUSTENNA
INVEGA TRINZA
INVIRASE
INVOKAMET
INVOKANA
IONOSOL-B IN D5W
IONOSOL-MB IN D5W ....114

ipratropium bromide
ipratropium-albuterol

ISENTRESS
ISOLYTE-P IN 5 %

DEXTROSE
ISOLYTE-S

ISOPTO CARPINE
ISORDIL TITRADOSE
1sosorbide dinitrate
1sosorbide mononitrate
ISTALOL ..o

JANUMET
JANUMET XR
JANUVIA
JARDIANCE

JENTADUETO................... 79
JENTADUETO XR............. 79
JEVTANA ... 18
Jinteli..eeeieeiiiiiiiiii, 98
Jolivette......ouvvvvvvveeeiinnnn, 98
JUBLIA ..., 69
Juleber .......ooovveviiiiiiiinnnn, 100
junel 1.5/30 (21) ....ccunne 100
junel 1/20 (21)cceeveeeeeeneee 100
junel fe 1.5/30 (28)............. 100
junel fe 1/20 (28)................ 100
junelfe 24 ..........cceeeennnis 100
JUXTAPID........coovvrrn 63
K

KADCYLA......cccovvvviviiinnns 18
KADIAN........coovvvviiiis 33, 34
kaitlib fe ........cccocevvvnininnnn. 100
KALETRA .....cccooevvvenn. 3
KALYDECO..................... 109
KANUMA .......ccoovvvvvviinns 82
KAPVAY ..o, 46
kariva (28) ....ooeveeeeiiiiiinins 100
KAYEXALATE ................. 73
KAZANO.....ooooiiiiiieeeeen, 79
kelnor 1/35 (28).....euvveunnnnnn. 100
KENALOG.................... 71, 75
KEPIVANCE...................... 14
KEPPRA .......oooeeiiiiii, 24
KEPPRAXR .......covvvenn. 24
KERYDIN.........oovvvvvvviiinnns 69
KETEK........oovvvviiiiiinnnn. 9
ketoconazole .................... 1, 69
ketoprofen............ccceeeeennee 39
ketorolac ............vvveeennnnnnnn. 104
KEVEYIS...oooiiiiiiiiis 29
KEYTRUDA .......ccovvvvvvvns 18
KHEDEZLA.........ccc.c...... 46
kimidess (28) ......vvvveennnnnnnn. 100
KINERET........cc..eovvneenne. 97
€10} 115 SO 73
KITABIS PAK........vvvvennnnn. 9
KLARON ..o, 68
KLONOPIN........covvvvvvvirnns 24
klor-con 10 .........ovvvvvennnnnnn. 112
klor-con 8 .........evvvveennnnnnn. 112
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klor-conm15....cccccevvveennnnn. 112

klor-con m20...................... 112
klor-con sprinkle ................ 112
KOMBIGLYZE XR............ 79
KORLYM....oooviiiiieeeee 82
KRISTALOSE................. 86
K-tab .o 112
K-TAB ..ccoviiiiiiiiiieee, 112
KUVAN ..o 82
KYNAMRO ........ccoceeenn. 63
L
1 norgest/e.estradiol-e.estrad
...................................... 101
labetalol..............coovvviiiinnns 58
LACRISERT .......cccenneeee. 104
lactated ringers............. 72, 112
lactulose........ccvveeeeiniinnnnenn. 86
LAMICTAL.......cccevveeene 25
LAMICTAL ODT............... 25
LAMICTAL STARTER
(BLUE) KIT......ccocuveeeee. 25
LAMICTAL STARTER
(GREEN) KIT ................. 25
LAMICTAL STARTER
(ORANGE) KIT.............. 25
LAMICTAL XR ................. 25
LAMICTAL XR STARTER
(BLUE)..cccciiieiiieeee. 25
LAMICTAL XR STARTER
(GREEN) ......oovveeiiiienn. 25
LAMICTAL XR STARTER
(ORANGE) .....ccevvvieeen. 25
LAMISIL......coovriirieeeineen. 1
lamivudine ..........ccccveeeeeeen... 3
lamivudine-zidovudine .......... 3
lamotrigine..............cevvvvvnens 25
LANOXIN...cooviiiiieeeeee 61
lansoprazole...........ccceeeeeeen. 89
LANTUS ...oooiiiieiiieeee, 79
LANTUS SOLOSTAR......... 79
larin 1.5/30 (21) cceeennnneeen. 101
larin 1/20 (21) cvvveeeenneeen. 101
larin fe 1.5/30 (28).............. 101
larin fe 1/20 (28) ................ 101
LASIX ..o, 58

LASTACAFT .......ouunne... 104
latanoprost ..........ccccvvvveeeeen. 105
LATUDA .....cccceeeee. 46, 47
layolis fe.......oooeeiiiiiiienee. 101
LAZANDA.........ccvveeee. 34
leena 28 ........oovvveeeeiiiiiinnnn. 101
leflunomide......................... 97
LENVIMA.........ooovv 19
LESCOL XL......covvvvvvvrennnnn. 63
lessma........ccoeeevvvvneiiinnnnnns 101
LETAIRIS .....ooeiiiviinne. 109
letrozole.........cccoeeeveiiiinnnnnn. 19
leucovorin calcium .............. 14
LEUKERAN..........ccovvennn. 19
LEUKINE...........ccvvvvvienn. 92
leuprolide............oovvvvrirnnnnns 19
levalbuterol hel .................. 109
LEVAQUIN.........ovvvvivvinnnn. 12
LEVEMIR ...........coovvvunnne.... 79
LEVEMIR FLEXTOUCH ... 79
levetiracetam....................... 25
LEVETIRACETAM IN NACL
(ISO-09)....cccerirrrrreennn. 25
levobunolol........................ 104
levocarniting .............coe...... 73
levocarnitine (with sugar) .... 73
levocetirizing ..................... 106
levofloxacin.................. 12, 103
levofloxacin in dSw ............. 12
levoleucovorin calcium........ 14
levonest (28) ......cccvvvvvevnnnnns 101
levonorgestrel-ethinyl estrad
...................................... 101
levonorg-eth estrad triphasic
...................................... 101
levora-28......cccccovveveviinnnnn. 101
levorphanol tartrate ............. 34
levothyroxine..................... 84
LEVOTHYROXINE............ 84
levoxyl...ooooviiiiiiiiiie, 84
LEXAPRO.....cccoovvviieeen 47
LEXIVA ..o 3
LIALDA ... 86
lidocame .........cccoeeeeerevvnnnnnn. 68
lidocaine (pf)......cccvvvveveenennn. 68

lidocaine hel.........coooveeneeee. 68
lidocaine-prilocaine.............. 68
LIDODERM.......ccccovuvnneen. 68
LINCOCIN......cccvveeeeiienenn. 9
lincomycin ...........vvvvvveennnnnnnn. 9
lindane ........ccoccuvveeeennnnneen. 72
linezolid..........oooviiiiiiiiiiieeen. 9
LINZESS ..o, 86
LIORESAL......ccccceeevnnnn. 30
liothyronine..................ouu.e. 84
LIPITOR......cccvviiieeeeiiee. 63
LIPOFEN ......ccccvveiiineen. 63
lisinopril .........coeevivninnnnnnen. 58
lisinopril-hydrochlorothiazide

....................................... 58
lithium carbonate................. 47
lithium citrate..................... 47
LITHOBID .......cccccevvinneee. 47
LITHOSTAT ....ooevvviiinneen. 73
LIVALO...ooooiiiiieeeeee. 63
LO LOESTRIN FE............. 101
LOCOID.....ccocvvvveeeiiinenen. 71
LODOSYN....ccovvvieeiiieenen. 27
LOESTRIN 1.5/30 (21) ...... 101
LOESTRIN 1/20 (21)......... 101
LOESTRIN FE 1.5/30 (28-

| DY\ @ IR 101
LOESTRIN FE 1/20 (28-DAY)

...................................... 101
LOFIBRA.......ccceveeeeee. 63
lomedia 24 fe ..................... 101
LOMOTIL......cvvveeeeinn. 84
LONSURF......ccccceviiiiieen. 19
loperamide.............cccceeeennn. 84
LOPID....coeviiiiiiiiiiieeen, 63
lopreeza ...........ccoovvvvvvevnnnnnns 98
LOPRESSOR.........ccouueeee. 58
LOPRESSOR HCT ............. 58
LOPROX....cooiiiiiieeiiiinenen. 69
lorazepam .........cccceeeeeeeeennnn. 47
lorazepam intensol .............. 47
lorcet (hydrocodone) ........... 34
lorcet plus .......covvvvvvvveviinnnnns 34
lortab 10-325.......cccevinnneeen. 34
lortab 5-325 ..o 34
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lortab 7.5-325.ccieeeiieeinn. 34

loryna (28) ....ccoeveeiiiiiiinnn 101
losartan.........cceeeeeeenninneeenn. 58
losartan-hydrochlorothiazide 58
LOSEASONIQUE ............. 101
LOTEMAX....cccovvveeeinen. 105
LOTENSIN.....cccviieeeeeee. 58
LOTREL......ccovovviiiiieinn. 58
LOTRISONE...........cc........ 69
LOTRONEX........ccceevvnnnnn. 86
lovastatin ...........cccvvveeeeeeeen. 63
LOVAZA ..o 63
LOVENOX.....cccovveeeiinnn 62
loxapine succinate................ 47
LUMIGAN .....cccocvveeiee. 105
LUMIZYME........ccceevunnn. 82
LUNESTA ... 47
LUPANETA PACK (1
MONTH) ..o 99
LUPANETA PACK (3
MONTH) ... 99
LUPRON DEPOT............... 19
LUPRON DEPOT (3
MONTH) ..o 19
LUPRON DEPOT (4
MONTH) ... 19
LUPRON DEPOT (6
MONTH) ..o 19
LUPRON DEPOT-PED....... 19
lutera (28) ..ccevvvvvevviiviiiiinnns 101
LUZU...cciiiiieeeeee 69
LYNPARZA......ccccveene 19
LYRICA ...ccoooviiiiiei 25
LYSODREN.........ccccevunnee. 19
LYSTEDA ..o 99
lyZa..oooeeeiiiii, 98
M
MACROBID..........c.ccoueee. 14
MACRODANTIN............... 14
magnesium sulfate.............. 112
MAKENA ..o, 99
MALARONE.......cccoviieeenn. 9
MALARONE PEDIATRIC...9
malathion..........ccccceeernninnee. 72
maprotiline..................ceee 47

MARINOL ........ccoeeiiins 86
marlissa ..........oeeeeinnnnnnnn. 101
MARPLAN........coeviis 47
MATULANE........ccceennee. 19
matzim la........cccceeeeeieennnnn. 59
MAVIK ......oooeiiiiiiie, 59
MAXALT ..cooviiiiiiieiins 28
MAXALT-MLT.................. 28
MAXIDEX .....ccccceveeinen. 105
MAXIPIME..........cccvvvinnne. 6
MAXITROL .......cccevunneee. 105
MAXZIDE.........ccoveiinns 59
MAXZIDE-25MG............... 59
meclizing .............oevvvvvvvnnnnns 86
meclofenamate..................... 39
MEDROL......cccvvviieeen. 75
MEDROL (PAK)................ 75
medroxyprogesterone .......... 99
mefenamic acid ................... 39
mefloquine..........ccceeevnnnnnnnn. 9
MEGACE ..., 19
MEGACEES..........ccccuene 19
megestrol ...........ooevennnnnnnnn. 19
MEKINIST .....cooeiiiiiiis 19
meloxicam .............eevvveennnn. 39
melphalan hel...................... 19
memanting .............eeeeennnn... 29
MEMANTINE.................... 29
MENACTRA (PF).............. 94
MENEST ..., 99
MENHIBRIX (PF).............. 94
MENOMUNE - A/C/Y/W-135
(PF) e 95
MENOSTAR ... 99
MENTAX ..cooviiiiiiiiiiiis 69
MENVEO A-C-Y-W-135-DIP
(PF) e 95
MEPRON ........oooiiiiiiie 9
mercaptopurine ................... 19
METOPENEM ...vvvveveeiiiinnnnennnnn 9
MERREM........cccvvvieiinenn. 9
mesalamine with cleansing
WIPE.eeieeiieeieeieeeeeeevieiiiiaens 86
100 1S V- RO 14
MESNEX ....oooiiiiiiiiiiiis 14

MESTINON........coeveeeenne. 30
MESTINON TIMESPAN..... 30
METADATECD................ 47
metadate er.......ccceeeeeieennnnn. 47
metaproterenol................... 109
metformin...................... 79, 80
methadone ..............cooeees 34
methamphetamine ............... 47
methazolamide.................... 105
methenamine hippurate........ 14
methimazole........................ 76
METHITEST ...........c....... 83
methotrexate sodium ........... 19
methotrexate sodium (pf) ..... 19
methoxsalen rapid ............... 66
methscopolamine ................ 84
methyclothiazide.................. 59
methyldopa .............ccoeenns 59
methylergonovine............... 103
METHYLIN .....cccceevinen. 47
methylphenidate................... 47
methylprednisolone ............. 75

methylprednisolone acetate.. 75
methylprednisolone sodium

SUCC vevvvriieeeererrninnaeeenenns 75
methyltestosterone............... 83
metipranolol....................... 104
metoclopramide hcl............. 86
metolazone..............oceeeene 59
metoprolol succinate............ 59
metoprolol ta-hydrochlorothiaz

....................................... 59
metoprolol tartrate............... 59
METOZOLV ODT.............. 87
METROCREAM ................ 67
METROGEL ...................... 67
METROGEL VAGINAL .... 99
METROLOTION................. 67
metronidazole ............ 9, 67, 99
metronidazole in nacl (iso-os) 9
mexiletine .............oeeeeeennnes 55
MIACALCIN...........cceeunn. 83
MICARDIS........ccceeviineen. 59
MICARDIS HCT ................ 59
miconazole-3 ...................... 99
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microgestin 1.5/30 (21)....... 101

microgestin 1/20 (21) ......... 101
microgestin fe 1.5/30 (28)...101
microgestin fe 1/20 (28)...... 101
MICROZIDE...................... 59
midodrine .............ceeeeennnnns 73
100110051 ¥ (0| A 28
miglitol ........cccooeeiiiiiiiiiis 80
MIGRANAL......cccceeeee. 28
millipred ...........oovviiiiinnnnnnn. 75
MILLIPRED............c....... 75
100010017/ 99
mimvey 10........ccoeeeeiiiiinins 99
MINASTRIN 24 FE ........... 101
MINIPRESS ......ccccvvee. 59
MINITRAN ... 65
MINIVELLE ...................... 99
MINOCIN ....cooviiiiieeiine 13
minocycling ...............cceee 13
minoxXidil ..........ccceevvvvnnnnnn. 59
MIRAPEX ....cooiiiiiieee 27
MIRAPEXER .................... 27
MIRCERA ... 92
mMirtazapine ..............ccceeueeeee 47
MIRVASO......cccocvvveeeennen. 67
misoprostol............evvveennnnnn. 89
MITIGARE...........ccceunnens 96
MItOMYCIN....cceeererreerernnnans 19
mitoxantrone ....................... 19
M-M-R I (PF).....eevveennnee. 95
MOBIC......coeeviiiiieeeee, 39
modafinil ...........cccceinnnnnn. 47
moderiba........ooccveeiieiininneen. 3
moderiba dose pack............... 3
MODICON (28).....ccccuuvnnee 101
10010150:410) 8 | IS 59
moexipril-hydrochlorothiazide
....................................... 59
molindone................ceeuunnne 47
mometasone ................. 71, 109
mononessa (28) ........cccveenn. 101
montelukast........................ 109
MONUROL..........cceerennnee. 14
morphine..............cceeueees 34, 35
MORPHINE....................... 34

morphine concentrate .......... 34
MOVANTIK ........ccoeninine 87
MOVIPREP............c..cuuuee 87
MOXEZA .....cccoovvveeenee. 103
moxifloxacin.............ccueeene 12
MOXIFLOXACIN-
SOD.ACE,SUL-WATER. 13
MOZOBIL........cceeevrinnen. 92
MS CONTIN ......ooeveeeneee. 35
MULTAQ..ccciiiiiiieeeeee. 55
10010103170 oR1 1 R 68
mupirocin calcium............... 68
MUSTARGEN.................... 19
MYALEPT .....cccvvvviee 83
MYAMBUTOL .................. 10
MYCAMINE........cceovee. 1
MYCOBUTIN.........cc.euunee 10
mycophenolate mofetil ...19, 20
mycophenolate sodium........ 20
MYFORTIC .........ccccnnne. 20
100140 ST 1 1 B 67
MYRBETRIQ.................... 111
MYSOLINE..........ccoovnnnn 25
N
nabumetone...............ee.en..... 39
nadolol..........cccciiiiiinennn. 59
nadolol-bendroflumethiazide 59
nafcillin .............ooeeeninnnnne, 11
naftifine .............ooooeiinnne 69
NAFTIFINE.........cccceeeenn. 69
NAFTIN ...oooiiiiiiiieeeeee, 69
NAGLAZYME ................... 83
nalbuphine .......................... 39
naloxone ...........eeeeeueennnne. 39
naltrexone ..............cccecunne 39
NAMENDA.......cccceeeee. 29
NAMENDA TITRATION
PAK .o, 29
NAMENDA XR.................. 29
NAMZARIC.......ccoevveeeennn. 29
naphazoline...........ccccceeun... 106
NAPRELAN CR................. 39
NAPROSYN....cooiiiieees 39
NAPTOXEN ..evvereererrerreeaneenneens 39
naproxen sodium............ 39, 40

naratriptan..........c.eeeeeeeennnnes 28
NARCAN....ccooviiiiiiei 40
NARDIL.....ccoveiiiiiieieann 47
NASONEX......ccoviiiiieeenns 109
NATACYN...ooiieiiiiieeeees 103
NATAZIA ...cooveeiiieees 101
nateglnide .........ccccceeveennnnn. 80
NATESTO....cccovviiiieiaannnn 83
NATPARA......cccvveeee 83
NEBUPENT .......ccccevennnne 10
necon 0.5/35 (28) ...ccoeunnnnn. 101
necon 1/35 (28) .....ccceennne 101
necon 1/50 (28) ...euvvvernnnnnnn. 101
necon 10/11 (28) .....evvennnnn. 101
necon 7/7/7 (28) ...cceennnnnnn. 101
NEEDLES, INSULIN
DISP.,SAFETY ............... 80
nefazodone.............cccceennne 47
NEOMYCTN .evvvvriiieeeeeeeeearnnnnns 10
neomycin-bacitracin-poly-hc
...................................... 105

neomycin-polymyxin b gu... 72
neomycin-polymyxin b-

dexameth...............oeeeeee. 105
neomycin-polymyxin-
gramicidin...................... 103
neomycin-polymyxin-hc......74,
105
NEORAL......coeeviiieeeene 20
NEOSPORIN (NEO-POLYM-
GRAMICID)......cccouueee. 103
NEO-SYNALAR................. 68
NEPHRAMINE 5.4 %........ 114
NESINA ..., 80
NEUAC ..vvveeeeeeeeeeeeeeaaiiiieeeee 67
NEULASTA ..o 92
NEUPOGEN...........cceennnnn 92
NEUPRO......cccovviiiiiiannn 27
NEURONTIN.........cccennnee 25
NEVANAC......ccooiieeeans 104
NEVIFAPINEG ...vvvvvvvveeeveennnnennnnnnn 3
NEXAVAR.....cooiiiieieann 20
NEXIUM....oooviiiiiiieiennn 89

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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NEXIUMIV ... 89

NEXIUM PACKET ............ 89
NEXTERONE ................... 55
NIACIN.......cvvueeeeeeeiiiiieeeee, 63
NIACOR ..o 63
NIASPAN EXTENDED-
RELEASE...........ccoooo.. 63
nicardiping ...............ccceuuneee 59
NICOTROL.....ccceeeeeeee.. 74
NICOTROL NS................. 74
nifedical X1.......................... 59
nifedipine.............ceeeeeennnnnns 59
Nikki (28) .eovveviiiiiiiiiiiiiiiiis 101
NILANDRON..................... 20
NIMOdipine...........vvvvvveennnnnn. 59
NINLARO ...ccooveeeeeeeeee. 20
NIPENT......ooviiieeeeeeeeeeee. 20
nisoldiping ..............cceenees 59
Nitro-bid.........ovvvvvviiiininnnnnn. 65
NITRO-DUR....................... 65
nitrofurantoin ...................... 14

nitrofurantoin macrocrystal.. 14
nitrofurantoin monohyd/m-

CIYStuuiiiieieieeee e, 14
nitroglycerin...........cccceunnnn. 65
NITROLINGUAL............... 65
NITROMIST ........cceennns 65
NITROSTAT ....ccoeeeeeens 65
nizatiding ...........coeeeveeinnens 89
NIZORAL ..o 69
111002 o S 99
NORCO......coeiiiiiiieeeee 35

NORDITROPIN FLEXPRO 92
noreth-ethinyl estradiol-iron

...................................... 101
norethindrone (contraceptive)
....................................... 99
norcthindrone acetate .......... 99
norethindrone ac-eth estradiol
....................................... 99
norethindrone-e.estradiol-iron
...................................... 101
norgestimate-ethinyl estradiol
...................................... 102
NORINYL 1435 (28) ......... 102

NORINYL 1+50 (28) ......... 102
NORITATE .....ccoocviieeeens 67
NOTIYTOC .ovvvviieeeeeeeeiiiie 99
NORMOSOL-M IN 5 %
DEXTROSE................... 114
NORMOSOL-R IN 5 %
DEXTROSE................... 112
NORMOSOL-R PH 7.4......114
NORPRAMIN .........cccuueee. 48
NOR-QD....oevvieeiiiiieee 99
NORTHERA ........ccccceee. 73
nortrel 0.5/35 (28) .............. 102
nortrel 1/35 (21) eeeeevnnnneen. 102
nortrel 1/35 (28) .vvvvennnnnnn.. 102
nortrel 7/7/7 (28) .eeeennnn... 102
nortriptyling ...........ceeeeeeen.. 48
NORVASC.....ccoviiiiiians 59
NORVIR .....oooiiiiiiiiiiiie 3
NOVAREL......coocviiieiann 83
NOVOFINE 32................... 80
NOVOLIN 70/30 ................ 80
NOVOLIN N...cooviiiieeen 80
NOVOLINR.......ccoeeeeene 80
NOVOLOG......cccccuvveeeennn 80
NOVOLOG FLEXPEN ....... 80
NOVOLOG MIX 70-30 ...... 80
NOVOLOG MIX 70-30
FLEXPEN........ccccovunnneen. 80
NOVOLOG PENFILL ........ 80
NOXAFIL ...oovveeiiiiiieeeeee, 1
NUCALA ..o 109
NUCYNTA. ..o 40
NUCYNTA ER......ccceeenne 40
NUEDEXTA ....ccccoovvvienne 29
NULOJIX ..ooviiieiiiiiieieas 20
NULYTELY WITH FLAVOR
PACKS. ..o 87
NUPLAZID.....ccoocuvvvveeanne 48
NUTRESTORE .................. 73
NUTRILIPID..................... 114
NUTROPIN AQ.................. 92
NUTROPIN AQ NUSPIN... 92
NUVARING......cccccveeeennne 99
NUVESSA....cccoiiiiiiens 100
NUVIGIL .....ccoeoviiiiieianns 48

111740011 69
NYStatin.....oeeeeieeeeerernnnnnes 1, 69
nystatin-triamcinolone ......... 69
NYSTOP cevevvviiiiiiiiiiiiieeeeeen 69
(0]
ocella.....coooevviiiiiinninnn. 102
OCTAGAM......ceeveeee. 95
octreotide acetate................. 20
OCUFEN.....cccoiiveeeiien. 104
OCUFLOX ....vvvveeeeeiienn. 103
ODEFSEY ....cccoiiiiiieiiee. 3
ODOMZO ......covvvveeeeienn. 20
OFEV ..o, 109
ofloxacin................ 13, 74, 103
ogestrel (28) .....ccocuuveveeeneen. 102
olanzapine.........c.ccccevvvvvnnnnns 48
olanzapine-fluoxetine .......... 48
olopatadine .................. 74, 104
OLUX .tiiieiiiiiieeeeeeiieeenn 71
OLYSIO...ccoiiiiiieeeeeieeee, 3
OMECLAMOX-PAK.......... 89
omega-3 acid ethyl esters..... 63
omeprazole ...........ccccvvvneen. 89
omeprazole-sodium
bicarbonate...................... 89
OMNARIS......cccceeeiinn. 109
OMNIPRED.............ouue... 105
OMNITROPE.........cc.uueee.. 92
ondansetron......................... 87
ondansetron hcl................... 87
ondansetron hel (pf) ............ 87
ONEXTON........oevveeeinnen. 68
ONFI...ooviiiiiiiiiiieeeee 26
ONGLYZA.....ccocvveeieen. 80
ONMEL......ccoooiiiiiiiiinneen. 1
ONZETRA XSAIL ............. 28
OPANA.....ooieeeee, 35
OPANAER.....ccccceeevnn. 35
OPDIVO.....covoiiiiiiiee. 20
OPSUMIT .....ccoceeeviinenen. 109
ORACEA ..o, 13
ORALAIR ......ccevvieeeiee. 95
ORAP....ooiiiiiiiiieee, 48
ORAPRED ODT................. 75
ORAVIG ..o 1

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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ORBACTIV....cevveeeeene. 10
ORENCIA ......cccceveviiieenn 97
ORENCIA (WITH
MALTOSE) ......cceeeennee. 97
ORENITRAM........cccuvveee. 59
ORFADIN.....cccevveiiieeen. 73
ORKAMBI........cceevvenn. 109
orsythia..........oeeeeiinnnnnnnee. 102
ORTHO MICRONOR......... 99
ORTHO TRI-CYCLEN (28)
...................................... 102
ORTHO TRI-CYCLEN LO
(28) e 102
ORTHO-CYCLEN (28)......102
ORTHO-NOVUM 1/35 (28)
...................................... 102
ORTHO-NOVUM 7/7/7 (28)
...................................... 102
OSENI....ccoiiiiiiiiiiiiieeeen, 80
OSMOPRERP.........cccuvueen.. 87
OTEZLA ... 97
OTEZLA STARTER........... 97
OTREXUP (PF)....ccocuuvneeeen. 97
OVCON-35(28) .ccovvvveenenn 102
OVIDE.....ccoiiiiiiieeeinn 72
oxacillin...........cocoiiiiiiiienn. 11
oxacillin in dextrose(iso-osm)
....................................... 11
oxaliplatin..........ccccoenneeeen. 20
oxandrolone ...............ceee.e. &3
OXaAPIrOZIN......ccevvvveeeeerrennnnns 40
OXAZEPAM...evvrrrineeeererannnnnnn 48
oxcarbazeping ..................... 26
oxiconazole........cccccoeuueeeeen. 69
OXISTAT ..o, 69
OXSORALEN ULTRA....... 66
OXTELLAR XR................. 26
oxybutynin chloride............ 111
oxycodone ..................... 35, 36
OXYCODONE................... 36
oxycodone-acetaminophen .. 36
oxycodone-aspirin............... 36
OXYCONTIN.....ceeeviraen. 36
oxymorphone................. 36, 37
OXYTROL......ceevevrien. 111

P
PACETONE ..o 55
paclitaxel ........ccccceeeeeeeennnnns 20
paliperidone ........................ 48
PAMELOR.......cc.cceevnnnen. 48
pamidronate ........................ 83
PANCREAZE..................... 87
PANDEL......ccccvviiieiiinen. 71
PANRETIN......cccceeeeene. 66
pantoprazole................... 89, 90
paricalcitol ........ccceeeeeeeenn.n. 83
PARICALCITOL................ 83
PARNATE.......ccceeeiiinen. 48
paromomycin ...................... 10
paroxetine hcl................. 48, 49
PASER .....cooiiiiiiiii, 10
PATADAY ...ccooivveiiieen. 104
PATANASE.....ccccccvnninnen. 74
PATANOL........cccevvinen. 104
PAXIL...vvieieiiieeeee, 49
PAXIL CR....covvviieeeeee 49
PAZEO.....cccoiiiiiiiinnen. 104
PCE..ooiiiiiieeee 7
PEDVAXHIB (PF)............. 95
peg 3350-electrolytes .......... 87
PEGANONE.........ccccovunnnee. 26
PEGASYS ..o, 92
PEGASYS PROCLICK....... 92
peg-electrolyte soln ............. 87
PEGINTRON...........ccnee. 92
PEGINTRON REDIPEN..... 92
PENICILLIN G POT IN
DEXTROSE.................... 11
penicillin g potassium.......... 11
penicillin g procaine ............ 11
penicillin g sodium.............. 11
penicillin v potassium.......... 11
PENNSAID .....ccceveeeien. 40
PENTAM ....cooiiiiiiiiien, 10
PENTASA ... 87
pentoxifylline...................... 62
PEPCID....cccooviiiiiieeineen. 90
PERCOCET.........ccceevvnnnen. 37
PERFOROMIST ................ 109
perindopril erbumine ........... 59

periogard.........cceeeeeeeieennnnns 74

PERJETA ....ccooviiiiiiiinn 20
permethrin ................cceeee 72
perphenazine....................... 49
PERSANTINE..........c.oe.... 62
PERTZYE ...cccooviiiiian 87
PEXEVA ...ccooiiiiiiiee 49
phenelzine................coceeee 49
PHENERGAN ................... 106
phenobarbital ..................... 26
phenoxybenzamine.............. 59
PHENYTEK........cccceeennnnn 26
phenytoin...........cceeeeeeennnns 26
phenytoin sodium................ 26
phenytoin sodium extended . 26
PHOSLO ......ccovveeee. 112
PHOSLYRA......ccceeeeee 112
PHOSPHOLINE IODIDE ..104
PHYSIOLYTE.................... 72
PHYSIOSOL IRRIGATION 72
PICATO ..cccoviiiiieeee. 66
pilocarpine hcl ............. 73, 104
PIMOZIAE ....vvvvieieiieeeeeeees 49
pimtrea (28) .....cccveeeernnnnn. 102
pindolol ..........vvveeeiiinnnnn. 59
pioglitazone ........................ 80
pioglitazone-glimepiride...... 80
pioglitazone-metformin ....... 80
piperacillin-tazobactam ....... 12
pirmella ........cccvvvvviiiinnnnnnn. 102
PIrOXICAM...vvvvvvveveeeennannnnnnnnn 40
PLAQUENIL.........ccocunneee. 10
PLASMA-LYTE 148 ......... 114
PLASMA-LYTE A ............ 114
PLASMA-LYTE-56 IN 5 %
DEXTROSE................... 114
PLAVIX .o 62
PLEGRIDY ....coocvvvieeeenn 93
POdofiloX .....vvvvveiiieiieiienas 66
polyethylene glycol 3350..... 87
polymyxin b sulfate............. 10
polymyxin b sulf-trimethoprim
...................................... 103
POLYTRIM.........cceevvnnnne 103
POMALYST.....cccvveeeenn 20

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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POILIA .oeeiiiiiiiiiieeeeeeeeeeeennn, 102
potassium chlorid-d5-

0.45%macl.......cccoeuneeee. 112
potassium chloride ..... 112, 113
potassium chloride in 0.9%nacl

...................................... 112
potassium chloride in 5 % dex

...................................... 112

potassium chloride i Ir-d5 .112
potassium chloride-0.45 % nacl

...................................... 113
potassium chloride-d5-
0.2%mnacl........ccccevvunnneen. 113
potassium chloride-d5-
0.3%nacl........................ 113
potassium chloride-d5-
0.9%macl..........ooeeeeeeeeeen. 113
potassium citrate ................ 111
POTIGA ....ccoiviiiiieie 26
PRADAXA.....cccovvieeeeee 62
PRALUENTPEN................ 64
PRALUENT SYRINGE...... 64
pramipeXxole ............eeeeunnns 27
PRANDIN ..ot 80
PRAVACHOL.................... 64
pravastatin ...........ceeeeeeennnnn.. 64
PrazoSin .....eeeeeeniseeeeeeeeeeannnn. 59
PRECOSE .....ccccviiiieiien 80
PRED FORTE ................... 105
PRED MILD...................... 105
PRED-G.....coovvvvivieeee. 105
PRED-GS.O.P................... 105
prednicarbate ...................... 71
prednisolone acetate........... 105
prednisolone sodium phosphate
................................ 75, 106
prednisone ........cceeeeeeeeennnnn.. 75
prednisone intensol.............. 75
PREFEST .....coovviiiiiiiinnnn. 99
PREGNYL.....cooceeviieeannen. 83
PREMARIN ........ccceennnee. 99
premasol 10 % ................... 114
PREMASOL 6 %............... 114
PREMPHASE.........cccccunn. 99
PREMPRO ........ouvviiiiiinnnnn. 99

PRENATAL VITAMIN

ORAL TABLET............. 115
PREPOPIK.........cccvvvennen. 87
PREVACID.......ccccvvveee. 90
PREVACID SOLUTAB...... 90
prevalite.......ccccvveeeeeeeeeennnnns 64
previfem .........cccceeeeiiiiinnnn. 102
PREVPAC.......ccccccevrnnnn. 90
PREZCOBIX.......ccccoeeveeennnn 3
PREZISTA ..., 3
PRIFTIN......coviiiiiieeeie. 10
PRILOSEC.......cceeveeiee. 90
PRIMAQUINE................... 10
PRIMAXIN IV ... 10
primidone .......ccceeeeeeeeeennnn... 26
PRIMLEV ......cccocvvviennen. 37
PRINIVIL.......cceeiiiiiinne 60
PRISTIQ.....ccoviiiiiieiiiinnen. 49
PRIVIGEN .......cccccceevnnnnnn. 95
PROAIR HFA.................... 109
PROAIR RESPICLICK......109
probenecid.............cceeeeennnnns 96
procainamide ...................... 55
PROCALAMINE 3%......... 114
PROCARDIA XL ............... 60
PrOCeNtra....cvvvvveeeennnnnnnnnn. 49
prochlorperazine ................. 87
prochlorperazine edisylate ... 87
prochlorperazine maleate..... 87
PROCRIT......ccvviiieeeee. 93
procto-med he ..................... 87
procto-pak......cccceeeeeeeeeeennnn. 87
proctosolhc ..........cceeenninns 87
proctozone-hc ..................... 87
PROCYSBLI.......ccoevvnnen. 111
progesterone micronized...... 99
PROGLYCEM.................... 80
PROGRAF.......ccccceevrnnen. 20
PROLASTIN-C .................. 73
PROLENSA .....ccocveeeen. 104
PROLEUKIN...........ccouueeee. 93
PROLIA ....coooiiiiieie, 96
PROMACTA......cccvveeee. 62
promethazine ............. 106, 107
PROMETRIUM.................. 99

propafenone ........................ 55
propranolol ......................... 60
propranolol-hydrochlorothiazid
....................................... 60
propylthiouracil................... 76
PROQUAD (PF).....ccc......... 95
PROSCAR.....cccvviireee 111
PROSOL 20 %......ccccenenne. 114
PROTONIX.........eeverren. 90
PROTOPIC.........ccevvneee. 66
protriptyling ..........cccceeennn.. 49
PROVENTIL HFA............. 109
PROVERA ... 99
PROVIGIL ........ccceeviene. 49
PROZAC......cccoovveeeeenn. 49
PROZAC WEEKLY ........... 49
PrudoXin .......eeeeeeeeeeeeeeennnns 66
PSORCON.....ccocuvriiiiiannn 71
PULMICORT .......cccconnee 109
PULMICORT FLEXHALER
...................................... 109
PULMOZYME.................. 109
PURIXAN ...coooviiiiiiiene 20
PYLERA ....ccooviiiiiiin, 90
pyrazinamide ...................... 10
pyridostigmine bromide....... 30
Q
QNASL ..o, 109, 110
QUADRACEL (PF)............ 95
QUALAQUIN ......ceeveee. 10
QUARTETTE..........c.......... 102
QUASENSE .evvvvviieeeeeneinnnnnnn 102
QUDEXY XR....ooevvvviinnnnnn. 26
QUESTRAN.......cceevriineen. 64
quetiapine ...........ccccvvveeeenen. 50
QUILLICHEW ER.............. 50
QUILLIVANT XR.............. 50
quinapril ..........coeeeeneninnnnen. 60
quinapril-hydrochlorothiazide
....................................... 60
quinidine gluconate ............. 55
quinidine sulfate.................. 55
quinine sulfate..................... 10
QVAR ..o, 110

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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RABAVERT (PF)............... 95
rabeprazole ................ccee. 90
RAGWITEK .........ccoeeenneee. 95
raloxifene...........ccceeeeiinns 96
ramipril.......ccoooeeeeiiniiiiinin, 60
RANEXA ...ooiiiiiieeeie 64
ranitidine hel....................... 90
RAPAFLO......ccovvveeeeneen. 111
RAPAMUNE.........ccoonne 20
RASUVO (PF)....eevveeennee. 97
RAVICTL....ccovviiiiiieeaee 73
RAYOS ..ot 75
RAZADYNE......cccceeenn. 29
RAZADYNE ER................. 29
REBETOL.....cccvviiiieee. 3
REBIF (WITH ALBUMIN). 93
REBIF REBIDOSE ............. 93
REBIF TITRATION PACK 93
RECLAST ..o 73
reclipsen (28) ......vvvveevennnnnnn 102
RECOMBIVAX HB (PF).... 95
RECTIV ..ooviiiiiiiiiieii 87
REGLAN.....cooviiiiiieiie 87
REGRANEX .....cccccevvennnee. 66
RELENZA DISKHALER......3
RELISTOR ......ccvvveeee 87
RELPAX ..oooiiiiiiiieieiie 28
REMERON..........ccceevmnnnne 50
REMERON SOLTAB......... 50
REMICADE .........ccconn. 87
REMODULIN .........cccu...... 60
RENAGEL .......ccceevevrnne. 73
RENVELA .......ccociiiiin 73
repaglinide ...............cccceee 80
repaglinide-metformin......... 80
REPATHA SURECLICK.... 64
REPATHA SYRINGE ........ 64
TEPreXaiN...ccvvrrreeeeeeererennens 37
REQUIP .....oeevviiiieeeee, 27
REQUIP XL ....ccvvvveeenee 27
RESCRIPTOR.........cceuvveeee. 3
RESTASIS.....ccoiiieee. 104
RESTORIL......ccoeeveeeinnne. 50
RETIN-A...cooiiiiiieiie 68

RETIN-A MICRO............... 68
RETIN-A MICRO PUMP ... 68

RETROVIR.......ccceevevnneen. 4
REVATIO .....cccvvveeee. 110
REVLIMID...........ceevvnnneen. 20
REXULTT...ccovviiiiiieeiee. 50
REYATAZ ....ccooveeinn, 4
RHEUMATREX................. 20
ribasphere ........ccccceeeeeeeeennnnee 4
ribasphere ribapak ................. 4
TIDAVIIIN e 4
RIDAURA......ccvvieeeeiee. 97
rifabutin.........ccccceeeiiiinnnni, 10
RIFADIN......ccciiiieeeee. 10
RIFAMATE......ccccceevvnne. 10
rfampin........cceeeeeeeeeneeeennnn. 10
RIFATER ....cooooiiiiiieien, 10
RILUTEK .....coccvviiieeiinen. 73
riluzole .......oeeeiiniiiiiiiinnnn 73
rimantading ..........ccceeeeeeeennnnn. 4
TINGETS wovvvvvvveeennnnnnnnnnnnn 72, 113
RIOMET......coooiiiiiiiiinen. 81
risedronate ............co....... 73, 96
RISPERDAL ................. 50, 51
RISPERDAL CONSTA....... 50
RISPERDAL M-TAB.......... 50
rISPeridone .......cceeeeeeeeennnn... 51
RITALIN....cooviiiiieiiieen. 51
RITALIN LA ..o 51
RITUXAN ..cooviiiiieeee, 20
rIvastigmine ............ceeeeen..... 29
rivastigmine tartrate............. 29
rizatriptan ........ooeeeeeiiennnnnns 28
ROBINUL......cccvvviiiien. 85
ROBINUL FORTE.............. 84
ROCALTROL .................... 83
ropINIrole ...ovvvvvveeiiinnn. 27
rosuvastatin...........ccceeeeuenee. 64
ROTARIX ..o, 95
ROTATEQ VACCINE........ 95
TOWEEPIA . euvueneeeerrrinnnaaeeeenns 26
ROXICODONE.................. 37
ROZEREM...........cceeevennen. 51
RUCONEST ......cccevvieeen. 110
RYTARY ..cooviiiiiiiiinn 27

RYTHMOL ..........coovvunnnn.... 55
RYTHMOL SR.................... 55
S
SABRIL.......ooooviiieeeein, 26
SAFYRAL......cccvvveeeeii, 102
NYAN VA 2\ DR 93
SAIZEN CLICK.EASY....... 93
SALAGEN .......ccoooeeeeeiiiin. 73
SAMSCA ....ooooviieeeeee, 83
SANCUSO ..o, 87
SANDIMMUNE ............ 20, 21
SANDOSTATIN................. 21
SANDOSTATIN LAR
DEPOT......coovvvieeeeie, 21
SANTYL ..coooiiiiiiieeee, 72
SAPHRIS (BLACK
CHERRY).....ccoocvirrirnnnen 51
SARAFEM ........ccccooeeeii. 51
SAVAYSA ..o, 62
SAVELLA......cccvvveeeiii, 97
SEASONIQUE ................. 102
SECTRAL ..., 60
SEEBRI NEOHALER......... 110
selegiline hel...........c.ccooe.. 27
selenium sulfide .................. 65
SELZENTRY ...cccooovvviiinnnnnnn. 4
SEMPREX-D......cccceeeeenn. 107
SENSIPAR ........cccoeeeeee, 83
SEREVENT DISKUS ........ 110
SERNIVO.......ccovvveeeeeen, 71
SEROQUEL .................. 51, 52
SEROQUEL XR ................. 52
SEROSTIM .......cccoeeeeeeenn, 93
sertraling ...........ccceeeeeevvnnnnnn. 52
setlakin.............ccceeoeeeennnn. 102
SFROWASA .....cccooeeeiiii. 87
sharobel........c.cooeeviiinnnn 99
SIGNIFOR..........ccccoeeeeee, 21
SIGNIFOR LAR ................. 21
sildenafil............................ 110
SILENOR .......coovvieeeee, 52
SILVADENE...................... 65
silver sulfadiazine ............... 65
SIMBRINZA .......cccceeee. 105
SIMPONI ..., 97

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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SIMPONI ARIA ................. 97

SIMULECT .....ovvvveeeeeennnn. 21
simvastatin.......................... 64
SINEMET......cccoiviiiinn. 27
SINEMET CR...................... 27
SINGULAIR.........ccvvveeee.. 110
SITOlIMUS ....ccvvveeiiiieeeeiin 21
SIRTURO......ccvvvvveeeeeeeenn. 10
SIVEXTRO .....ccccovvvvnnnn. 10
SKLICE...........ccooviii, 72
sodium chloride............. 73, 113
sodium chloride 0.45 % ...... 113
sodium chloride 0.9 %......... 73
sodium chloride 3 %........... 113
sodium chloride 5 %........... 113
SODIUM FLUORIDE........ 115
sodium lactate .................... 113
sodium phenylbutyrate ........ 73
sodium polystyrene (sorb free)
....................................... 73
SOLARAZE ..........cc.oooo. 66
SOLODYN........cceevvrieees 14
SOLTAMOX ......cvvvvveeeeennn. 21
SOLU-CORTEF (PF).......... 75
SOLU-MEDROL................ 75
SOLU-MEDROL (PF)........ 75
SOMATULINE DEPOT ..... 21
SOMAVERT ......oovvveeeeennn. 83
SONATA.....cooovvvveieeeeeee, 52
SOOLANTRA ................... 68
SORIATANE..........cccoooo.. 65
SORILUX.........coovviirreins 65
SOTINE ...eeeeeeeeeeeeeeeeeeeeeeeeeas 55
sotalol...........ooovvvieeeeiiiniinnn. 55
sotalolaf..................oooeiii. 55
SOTYLIZE............cooeee. 55
SOVALDI ............cccoee. 4
SPIRIVA RESPIMAT........ 110
SPIRIVA WITH
HANDIHALER.............. 110
spironolactone..................... 60
spironolacton-hydrochlorothiaz
....................................... 60
SPORANOX..........cceeveeee. 1
sprintec (28) ......evvvevveeeeennnn. 102

SPRITAM.......cccooeeeeeeeennnnnn 26
SPRYCEL .......cccocoeeeeii. 21
STONYX.eeeeeeeeeeeeeeeereerereeenenns 102
SSA et 65
STALEVO 100................... 27
STALEVO 125 ... 27
STALEVO 150 ... 27
STALEVO 200................... 27
STALEVO 50 .....cccceeeeennnn. 27
STALEVO 75 ...eeevieeennn. 27
STARLIX .....coovvvieeeieiiinnn. 81
stavudine...........ccoeeeevvvuneennnnn. 4
STELARA .......ccoeeeeei, 65
STIMATE.......cccoooeevviinnnn. 83
STIOLTO RESPIMAT....... 110
STIVARGA .....cccoooeeveeen. 21
STRATTERA ... 52
STRENSIQ..........oooeeeeenns 83
STREPTOMYCIN............... 10
STRIANT .....coovvieeiieiiinnnn, 83
STRIBILD ........eeeeeeeennnnnn. 4
STRIVERDI RESPIMAT...110
STROMECTOL.................. 10
SUBOXONE ......cccceeeeeenn. 40
SUBSYS..ooiiiiiiieeeeeeee, 37
SUCRAID ......cccoooeeeeeeenn. 87
sucralfate .........cccoeeevvvvnnnens 90
SULAR.....cooeiiiiiieeeeee, 60
sulfacetamide sodium......... 106

sulfacetamide sodium (acne) 68
sulfacetamide-prednisolone 106

sulfadiazine..............ccccceeeee. 13
sulfamethoxazole-trimethoprim
....................................... 13
SULFAMYLON ................. 68
sulfasalazine........................ 87
sulindac ..., 40
sumatriptan ...........ccceeeeeee... 28
sumatriptan succinate .......... 28
SUMAVEL DOSEPRO....... 29
SUPRAX....ccovvveeeeiieenn. 6,7
SUPREP BOWEL PREP KIT
....................................... 88
SURMONTIL.......cceeeeennnne 52
SUSTIVA ... 4

SUTENT.......coovviieeeeeee, 21
SYLATRON.........coeeeeeen 93
SYLVANT ..., 21
SYMBICORT ......cccceeee. 110
SYMBYAX ..o, 52
SYMLINPEN 120............... 81
SYMLINPEN 60................. 81
SYNAGIS.......ccoovvieeeeeenn. 4
SYNALAR CREAM........... 71
SYNALGOS-DC ................ 37
SYNAREL.......ccvveeeiii. 83
SYNERCID.........cooeeeeee. 10
SYNJARDY .....vveeeeeee, 81
SYNRIBO ......ccovvvveeeeenn, 21
SYNTHROID .......c............. 84
SYPRINE ........oovveeeei, 73
T
TABLOID .....cccceevvvvvinnnn... 21
TACLONEX........covvvvennn.... 65
tacrolimus ........coeeevvven... 21, 66
TAFINLAR ....ccoooiiiinnn 21
TAGRISSO.....ccceeevvvirinnnne.. 21
TALTZ AUTOINJECTOR (3
PACK)....ooiiiiieiiiiii, 65
TALTZ SYRINGE............... 65
TAMIFLU ....ccooooviviiiieeeee 4
tamoxifen........ccoeeevvvvneennnnn. 21
tamsulosin.............cceeeeees 111
TANZEUM.........coovvvrinnnn.... 81
TAPAZOLE..........cccounnn..... 76
TARCEVA ....cccooeiiiv 22
TARGRETIN.........ccovvnene.. 22
tarina fe 1/20 (28)............... 102
TARKA ......cccoeeeeee 60
TASIGNA .....cooeeiiiinn. 22
TASMAR ....oeeiiiiii 27
TAXOTERE ..........couuune.... 22
TAZICEF .....ccooeviiiiiiieeee, 7
TAZORAC ..o 68
taztia Xt....oooeeeeeeeiiiiiieeeeeeee, 60
TECENTRIQ.......cccvvvvvvnnns 22
TECFIDERA .........oouun...... 29
TECHNIVIE.........cccoooeeeii 4
TEFLARO .....ccccoovvviiieeee, 7
TEGRETOL...........ccovvunn..... 26

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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TEGRETOL XR ................. 26
TEKTURNA.........coovvrinnnn.. 60
TEKTURNA HCT .............. 60
telmisartan .............ccceeeeee. 60
telmisartan-amlodipine ........ 60
telmisartan-hydrochlorothiazid
....................................... 60
temazepam.................eeeennnn. 52
TEMOVATE ........cccoovvv. 71
TENIVAC (PF)....cvvvvvennen. 95
TENORETIC 100 ............... 60
TENORETIC 50 ................. 60
TENORMIN ..........coovvunnnn... 60
TERAZOL 3....cceeevvvvean. 100
TERAZOL 7...ooeeveveeenannnnn. 100
tETaZOSIN .ovvvvevvveneeeiieenen 60
terbinafine hel....................... 1
terbutaline .................c........ 110
terconazole..............ccee...... 100
TESTIM .........coov, 83
testosterone .........oecevuveennnnen. 83
TESTOSTERONE .............. 83
testosterone cypionate ......... 83
testosterone enanthate.......... 83
TETANUS,DIPHTHERIA
TOX PED(PF)........cuue..... 95
TETANUS-DIPHTHERIA
TOXOIDS-TD ................ 95
tetrabenazine ....................... 30
tetracycling ..........ccceeeeunnnnnn. 14
THALOMID..........ccovvuun..... 22
THEO-24 .......oveeeeieennnn. 110
theophylline ............c...ee.. 110
THIOLA ... 73
thioridazine ......................... 52
thiotepa........cevvvvvvvveeeeennnnnnn. 22
thiothixene ..............ccoeeee. 52
THYMOGLOBULIN........... 95
THYROLAR-I ................... 84
THYROLAR-1/2 ................ 84
THYROLAR-1/4 ................ 84
THYROLAR-2................... 84
THYROLAR-3 ................... 84
tiagabine ..........eeeeveeeiiinnnnnns 26
TIAZAC ..........oooovve, 60

TIKOSYN ..o, 55
timolol maleate ............ 60, 104
TIMOPTIC OCUDOSE (PF)
...................................... 104
TIMOPTIC-XE.................. 104
TINDAMAX .....cooveiiinns 10
tinidazole ..............oevvvvinnnnns 10
TIROSINT ..., 84
TIVICAY ooveeeiiieeeeeee. 4
TIVORBEX......ccccceeevinen. 40
t1zanidine ........ccceeeeeeeiiennnnns 30
TOBI ... 10
TOBI PODHALER.............. 10
TOBRADEX ......ccceevueneee. 105
TOBRADEXST ................ 105
tobramycin...............evvvvnnnes 103
tobramycin in 0.225 % nacl . 10
tobramycin sulfate............... 10
tobramyc in-dexamethasone 105
TOBREX......cccovveeeeinen. 103
TOFRANIL ......ccceeveee. 52
TOLAK ..ooviiiiiiiiieiien, 66
tolazamide ...........ccceeevnnnnen. 81
tolbutamide ........................ 81
tolcapone ........cccceeeeeeieeeennnnn. 27
tolmetin ...........covvvvvvvviinnnnnns 40
tolterodine............ccceuveeeeee. 111
TOPAMAX ....cooevieiiins 26
TOPICORT.........ceeveeren. 71
topIramate.....ccoeeeeeeeeeeernnnn. 26
TOPIRAMATE................... 26
170 012§ U 22
topotecan ............eevvvvevvennnnns 22
TOPROL XL ......ccceeevnnnnnn. 60
TORISEL .....ccccvviiiiiiinen. 22
torsemide .........veveeeniiienennnnn. 60
TOUJEO SOLOSTAR ........ 81
TOVIAZ...ccovviiiiineen. 111
TPN ELECTROLYTES.....113
TRACLEER............c.ouee. 110
TRADJENTA .....cccoeeee. 81
tramadol..........ccccceeiiniinneen. 40
TRAMADOL..............cuuu. 40
tramadol-acetaminophen...... 40
trandolapril ..........ccceeeeinnee 60

trandolapril-verapamil......... 60

tranexamic acid ............ 62, 100
TRANSDERM-SCOP.......... 88
TRANXENE T-TAB........... 52
tranylcypromine .................. 52
travasol 10 % ........oeeevennnne. 115
TRAVATAN Z........uuuueee... 105
travoprost (benzalkonium)..105
trazodone ...........ccceveennnnnnnnn. 52
TREANDA.........coiiire 22
TRECATOR.........cccovunneee. 10
TRELSTAR.......ccocvvviinnnnee. 22
TRESIBA FLEXTOUCH U-
100 e, 81
TRESIBA FLEXTOUCH U-
200 e 81
tretinoin .....eeeeeereiiieeeeeeee, 68
tretinoin (chemotherapy) ..... 22
tretinoin microspheres ......... 68
TRETIN-X....cccoviieeeeinen. 68
TREXALL .....cccvvvieeeiee. 22
TREXIMET ........cccvvvinnnnen. 29
TREZIX...cooiiiiiiiiiiiiiienn. 37

triamcinolone acetonide..71, 74
triamterene-hydrochlorothiazid

....................................... 60
tIANE X .evvveeeeeeeeeeeeeeeeeeeee 71
TRIBENZOR.........ccocuvneee. 60
TRICOR ....cooviiiiiiiiiiiieen, 64
triderm.....eeeeeeeeeeeeeenieiis 71
trifluoperazine..................... 52
trifluridine.................ceee 103
TRIGLIDE..........cccovviinee. 64
tri-legest fe......ccooeeeviiinnins 102
TRILEPTAL.......ccceovnnneen. 26
TRILIPIX ..., 64
tri-lo-estarylla .................... 102
tri-lo-sprintec ..........c......... 102
trilyte with flavor packets .... 88
trimethoprim ...........cccoo... 14
trimIpramine ..............ooc...... 52
trinessa (28) .....vevveevennnnnnnnn. 102
TRI-NORINYL (28)........... 102
TRINTELLIX .....ccccovuvnnee. 52
TRIOSTAT....ccvvvieeiieee. 84

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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tri-previfem (28)................. 102

TRISENOX .....ooevvivniiineenn. 22
tri-sprintec (28) ......ccoovueeee. 102
TRIUMEQ........ccciiiiieeeenn. 4
trivora (28)....eevvvvvvvvvvveennnnns 102
TRIZIVIR.....ccovvviiiiiiiieene 4
TROKENDI XR.................. 26
TROPHAMINE 10 %......... 115
TROPHAMINE 6%............ 115
trOSPIUM.....cevvverrerriiiirieanans 111
TRULICITY ..ovvvveeeeiiee. 81
TRUMENBA........coonieeee. 95
TRUSOPT .....cceveviiiien. 105
TRUVADA........ccoiieee 4
TUDORZA PRESSAIR......110
TWINRIX (PF)..ccccevnnnnene. 95
TWYNSTA....ccoviiiiieee, 60
TYBOST ..o, 5
TYGACIL .....covveveiieee, 10
TYKERB.......ccoevveee. 22

TYLENOL-CODEINE #3... 37
TYLENOL-CODEINE #4... 37

TYPHIM VL....coooviinn. 95
TYSABRI........ccoeevinnn. 30
TYVASO....ccoooveeeiiiiiiinnnnn. 110
TYZEKA .....cooiiiiiiiiiin, 5
U

UCERIS......coooiiieeeee 88
ULORIC......ccoeeiiiiiiieeee, 96
ULTRACET ..., 40
ULTRAM.....ooooviviveeeee, 40
ULTRAMER ........cc..nil. 40
ULTRAVATE .................... 71
ULTRAVATE X....coooounn. 71
UNASYN ..o, 12
unithroid .........coooovvveeeiiinnnnn. 84
UPTRAVIL......oooveeee, 60
URECHOLINE.................. 111
UROCIT-K 10.......uuueee..n 111
UROCIT-K 15 .....ovvvivinnnnnn. 111
UROCIT-K 5...ccoovvieeen 111
UROXATRAL................... 111
URSO 250 ..ueeeeiiiiiiiieeee, 88
URSO FORTE.................... 88
ursodiol........ccoeeiiiiiiiiienni, 88

UTIBRON NEOHALER....110

UVADEX ..o 66
A%
VAGIFEM.........ccceveeee. 99
valacyclovir .......ccceeeeeeeeeennnn. 5
VALCHLOR ........ccconne. 66
VALCYTE ..ccooiiiiiiie. 5
valganciclovir ...........ccceeeeeee. 5
VALIUM......cocovvviveeeeen. 52
valproate sodium................. 26
valproic acid .........cceeeeennnn... 26
valproic acid (as sodium salt)
....................................... 26
valsartan ............oooeeiiiinnee 60
valsartan-hydrochlorothiazide
....................................... 60
VALTREX ...coooiiiiiiiiien, 5
VANCOCIN......ccovveeeeannnn 14
VanComycCin...........oeeeeuuuenene 14
vandazole.............ccccuveneeee. 100
VANOS...cooiiiiieeee, 71
VAQTA (PF).ccoiiiieeie 95
VARIVAX (PF)...ccceevannnnen. 95
VARIZIG ...ccoovviiiiiiiinnn, 95
VARUBI ..., 88
VASCEPA......ccciiieei 64
VASERETIC .......ccccconne. 60
VASOTEC......coociiieeeannn. 60
VECAMYL ....occoviiiiinnn. 64
VECTIBIX ....cccovviieeeeee. 22
VECTICAL .....ccvvveeeee. 65
VELCADE ......cccovvveeenee. 22
velivet triphasic regimen (28)
...................................... 102
VELPHORO...........ccoeuuue. 73
VELTASSA ... 73
VELTIN ...ooviiiiiiiiieeeeee, 68
VENCLEXTA .....cccceovunen. 22
VENCLEXTA STARTING
PACK ..ot 22
venlafaxine ...........c.eeceine 53
VENLAFAXINE ................ 53
VENTAVIS ... 110
VENTOLIN HFA .............. 110
VERAMYST ...oovvviniinnen. 110

verapamil...........cceeeeeeeennnnns 61
VEREGEN .........cccccoeeeei. 66
VERELAN .......cccooveeeeeie, 61
VERELAN PM................... 61
veripred 20........evveeeiienennnn. 76
VERSACLOZ........ccc...... 53
VESICARE........cccccoceeooo. 111
vestura (28) ....coeevviviiieeeennns 102
VEXOL .....oovvvvvvinnnn. 106
VFEND ....coooeiiiiiiiiiieee 1
VFEND IV ..o 1
VGO 20 ..o, 81
VGO 30 ..o, 81
VGO 40 ..o, 81
VIBERZI .....ccoovvvveieien 88
VIBRAMYCIN................... 14
VICOdin.......oeeeeiiiiiiiieeeeee, 37
VICOdIN €S....uueeiiiiiiiieeeeen, 37
vicodinhp......ccccoeeeeiiinniis 37
VICTOZA 3-PAK............... 81
VIDAZA. ..., 22
VIDEX 2 GRAM PEDIATRIC

......................................... 5
VIDEXEC .....ccovviiiin, 5
VIEKIRA PAK ......ccooeeeeen 5
A% (<] 11 NN 102
VIGAMOX .....ccoovvveeeeennn 103
VIIBRYD ...oviiiiiien 53
VIMOVO ..o, 40
AY2 01, 1 S72N 26
vinblastine .............ccoeeeeeen. 22
vincasar pfS.......cceeeeeeieneennnn. 22
VINCTIStING ..vvveciiiiii, 22
vinorelbine.......................... 22
VIOKACE........ccccooeeeeiii. 88
VIRACEPT........ovvveeeein 5
VIRAMUNE..........ccooeeeeiin 5
VIRAMUNE XR................... 5
VIRAZOLE.........ccccooeeeeei. 5
VIREAD......ccooeeiiiiieeec 5
VIROPTIC.........oovvveeeen 103
VITEKTA.....ccoooeiiiiin, 5
VIVELLE-DOT .................. 99
VIVITROL.........c.ccoeeee. 40
VIVLODEX................... 40, 41

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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VOGELXO......cccceeeevrnnnn 83 Y ZIRGAN......covviiiiiiin 103

VOLTAREN GEL .............. 41 YASMIN (28).cceveeeeeeaannns 102 ZITHROMAX ........cceeennne 8
voriconazole..............cccuvuenee 1 YAZ (28) eveeieieiiieeieeeaeians 102 ZITHROMAX TRI-PAK....... 8
VOSPIRE ER..................... 110 YERVOY ..coooviiiieeen, 23 ZITHROMAX Z-PAK .......... 8
VOTRIENT ......ccccevveennee. 22 YF-VAX (PF) .ccvvvvieeen 95 ZMAX ..o 8
VPRIV, 83 Z ZOCOR ....ooeviiiiiiiieeeee, 64
VRAYLAR.........oeees 53 zafirlukast............ccccuvnnnnen. 110 ZOFRAN (AS

vyfemla (28) .......cccennnnnnee 102 zaleplon.......ceeeeeiiiiiinnnnn, 54 HYDROCHLORIDE)...... 88
VYTORIN 10-10 ................ 64 ZALTRAP ..o 23 ZOFRAN ODT......cceeeuneeee 88
VYTORIN 10-20 ................ 64 ZAMICEL .ovvverieeeeeeeeeeiiinneee, 38 ZOHYDRO ER................... 38
VYTORIN 10-40 ................ 64 ZANAFLEX .....ccccvvevnnen. 30 zoledronic acid.................... 84
VYTORIN 10-80 ................ 64 ZANOSAR ......ovvvviiiiinnnn 23 zoledronic acid-mannitol-water
VYVANSE.....cccooiiiis 53 ZANTAC........cooiii 90 74
W ZARONTIN.........cceveen. 26 ZOLINZA.....ccooeiieeeeene 23
warfarin ........cccoeeeeiiiiiiiine 62 ZARXIO.....ccovvvviiiiiiiiiiiinans 93 zolmitriptan.............ccceeeeee. 29
water for irrigation, sterile ... 73 ZAVESCA......ccvvvvinnnnn 83 ZOLOFT....ovnnnn. 54
WELCHOL............ccennnns 64 ZEBETA........cooiiii, 61 zolpidem..........cooonvnnnnnnnnnnn, 54
WELLBUTRIN SR.............. 53 ZEGERID ... 90, 91 ZOMACTON........cceevrmnnn 93
WELLBUTRIN XL............. 54 ZELAPAR.......coovi 27 ZOMETA ...ccooviiiiiiiiiis 84
wymzya fe .........occceennnnen. 102 ZELBORAF ... 23 ZOMIG......covviiiiiiiiiiininns 29
X ZEMAIRA ...t 74 ZOMIGZMT.....ccevvveenne. 29
XALATAN ..o, 105 ZEMBRACE SYMTOUCH 29 ZONALON.......ceeeeveeies 66
XALKORI.........ccounns 22,23 ZEMPLAR .................... 83, 84 ZONEGRAN ........cceeeens 26
XARELTO ...ccooeeiieiis 62 ZeNatane...........eeeeeeueennennnnn. 68 zonisamide.............cccuveeeeeee. 27
XARTEMIS XR.................. 37 zenchent (28) ......coeeveenneen. 102 ZONTIVITY .o 62
XELJANZ .cooviiiiieeeiens 97 zenchent fe.............cccvveee. 102 ZORBTIVE .......ccceeeeeenns 93
XELJANZ XR .....ccceees 97 ZENPEP.........cooviin 88 ZORTRESS ......oooiiiiis 23
XENAZINE .......ccooeveinns 30 ZenZedi ..oeveriieeeeeeieiie, 54 ZORVOLEX.........ccceevennns 41
XEOMIN ....cooviiiiiiiiiiis 95 ZENZEDI ........coovviiis 54 ZOSTAVAX (PF)............... 95
XERESE......ccoviiiiiiieeeee. 69 ZEPATIER ......ccvvviie. 5 ZOSYN .o, 12
XGEVA. ..o 15 ZERBAXA ....cccoiiiiee. 7 ZOSYN IN DEXTROSE (ISO-
XIFAXAN .cooviiiieiieeieen, 10 ZERIT ..o, 5 OSM)..cooiiiiieiie, 12
XIGDUO XR.......coeeeennnnne 81 ZESTORETIC .................... 61 zovia 1/35¢ (28) cccoevvrrnennnn. 102
XODOL 10/300 .................. 37 ZESTRIL .....cccoeviiiiii 61 zovia 1/50e (28) .cccevvvveeeenen. 102
XODOL 5/300 .......ccceunnnenee 37 ZETIA .o 64 ZOVIRAX ...covvviiiiiiiann, 5, 69
XODOL 7.5/300 ................. 37 ZETONNA .....ccoceveeeiee. 111 ZUBSOLV...cooovviiieeeee, 41
XOLAIR......coeeeeeeiiiiinn 110 ZIAC ..o, 61 ZUPLENZ .....ccovvvvvieiaaannns 88
XOPENEX ......ccoeviiiiiinn 110 ZIAGEN ......coooiiiii 5 ZYBAN. .o, 74
XOPENEX HFA................. 110 ZIANA oo, 68 ZYCLARA ..., 66
XTAMPZA ER.................... 38 zidovudine ............ccccvvnennnen. 5 ZYDELIG.....cccceevviiiins 23
XTANDL....cooeeiiiiieeeeee, 23 ZINACEF ..., 7 ZYFLO ..o 111
Xulane ........cccoeeeeeeiiiinnnnnnnn, 100 ZINECARD (AS HCL)....... 15 ZYFLOCR....oooeeveeens 111
XYLOCAINE.........c..... 68 ZIOPTAN (PF)...ccccuvnnnnnen. 105 ZYKADIA. ..o, 23
XYREM ...ooovviiiiiiiiiiins 54 ziprasidone hcl.................... 54 ZYLET oo, 105
XYZAL ..ooovieeiiieeeee. 107 ZIPSOR....ccooviiiiii 41 ZYLOPRIM..........eeeeenne 96

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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ZYMAXID .....ccceevevvnnnen. 103 ZYPREXA RELPREVV ..... 54 ZYTIGA
ZYPREXA. ..o 54 ZYPREXA ZYDIS......... 54, 55 ZYVOX

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vi. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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With Express Scripts Medicare, you will have access to over 68,000 network pharmacies nationally.
You may fill your prescriptions at a retail, home infusion, long-term care or Indian Health Service /
Tribal / Urban Indian Health Program (I/T/U) pharmacy, or through our convenient home delivery
service.

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

apply.

This formulary was updated on 09/01/2016. For more recent information or other questions, please
contact Express Scripts Medicare Customer Service at the numbers located on the back of your member
ID card. Customer Service is available 24 hours a day, 7 days a week. You can also visit us on the Web
at www.Express-Scripts.com.

Express Scripts Medicare (PDP) is a prescription drug plan with a Medicare contract.
Enrollment in Express Scripts Medicare depends on contract renewal.

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