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Express Scripts Medicare (PDP)
2025 Formulary (List of Covered Drugs)

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

Formulary ID Number: 25065, v7

This formulary was updated on 08/26/2024. For more recent information or to price a medication, you
can visit us on the Web at express-scripts.com. Or you can contact Express Scripts Medicare® (PDP)
Customer Service at the numbers located on the back of your member ID card. Customer Service is
available 24 hours a day, 7 days a week.

Note to current members: This formulary has changed since last year. Please review this document to
understand your plan’s drug coverage.
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When this drug list (formulary) refers to “we,” “us” or “our,” it means Medco Containment Life
Insurance Company or Medco Containment Insurance Company of New York (for employer plans
domiciled in New York). When it refers to “plan” or “our plan,” it means Express Scripts Medicare.

This document includes the list of the covered drugs (formulary) for our plan, which is current as of
August 26, 2024. For more recent information, please contact us. Our contact information, along with
the date we last updated the formulary, appears above and on the back cover.

You must use network pharmacies to fill your prescriptions to get the most from your benefit.
Benefits, premium and/or copayments/coinsurance may change on January 1, 2026. The formulary
and/or pharmacy network may change at any time. You will receive notice when necessary.

ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame
al 1.800.268.5707 (TTY: 1.800.716.3231).

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

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

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

Can my drug coverage change?

Most changes in drug coverage happen on January 1, but we may add or remove drugs on the formulary
during the year, move them to different cost-sharing tiers, or add new restrictions. We must follow the
Medicare rules in making these changes. Updates to the formulary are posted to our website at express-
scripts.com.

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

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

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

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

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

Some of these drug types may be new to you. For more information, see the section below titled
“What are original biological products and how are they related to biosimilars?”
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¢ Drugs removed from the market. If the Food and Drug Administration deems a drug on our
formulary to be unsafe or the drug’s manufacturer removes the drug from the market, we will
immediately remove the drug from our formulary and provide notice to members who take the
drug.

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

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

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

The enclosed formulary is current as of 08/26/2024. To get current information about the drugs covered
by our plan, please contact us. Our contact information appears on the front and back covers.

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

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

Alphabetical Listing
If you are not sure what category to look under, you should look for your drug in the Index that
begins on page 75. 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.

This drug list was updated in August 2024.
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What are generic drugs?

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

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

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

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

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

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

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

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

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

You may be able to find out if your drug has any additional requirements or limits by looking in the
drug list that begins on page 1. Note: This drug list includes all possible restrictions and limits on
coverage. The requirements and limits may not apply to your plan’s specific coverage. To confirm
whether a particular drug is covered, visit us on the Web at express-scripts.com or contact Customer
Service.
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You can ask us to make an exception to these restrictions or limits. See the section “How do I request an
exception to the formulary?” below for information about how to request an exception.

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

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

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

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

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

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

e You can ask us to cover your drug even if it is not on our formulary. If approved, the drug will
be covered at a pre-determined cost-sharing level, and you will not be able to ask us to provide
the drug at a lower cost-sharing level.

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

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

You should contact us to ask for an initial coverage decision for a formulary, tier or utilization
restriction exception. When you are requesting an exception, you should submit a statement from
your prescriber or physician supporting your request. Generally, we must make our decision within
72 hours of getting your prescriber’s supporting statement. You can request an expedited (fast)
exception if you or your prescriber believes that your health could be seriously harmed by waiting up to
72 hours for a decision. If your request to expedite is granted, we must give you a decision no later than
24 hours after we get a supporting statement from your prescriber.

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

How do I request an appeal?

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

This drug list was updated in August 2024.
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When you make an appeal, we review the coverage decision we have made to check to see if we were
following all of the rules properly. Your appeal is handled by different reviewers than those who made
the original unfavorable decision. When we have completed the review, we give you our decision.

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

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

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

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

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

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

When you enter a long-term care facility

When you leave a long-term care facility

When you are discharged from a hospital

When you leave a skilled nursing facility

When you cancel hospice care

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

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

Other coverage that your plan may provide

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

e Prescription drugs when used for anorexia, weight loss or weight gain
e Prescription drugs when used to promote fertility
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e Prescription drugs when used for cosmetic purposes or to promote hair growth

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

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

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

¢ 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 75.

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

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

This drug list was updated in August 2024.
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Drug Tiers

Tier Includes Helpful tips

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

Generic commonly prescribed generic amount.

Drugs drugs and may include other

low-cost drugs.

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

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

Brand Drugs | some generic drugs. drugs.

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

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

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

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

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

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

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

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

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

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

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

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

This drug list was updated in August 2024.
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Below is a list of abbreviations that may appear on the following pages in the “Requirements/Limits”
column that tells you if there are any special requirements for coverage of your drug.

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

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

List of abbreviations

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

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

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

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

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

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

This drug list was updated in August 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
itraconazole oral 3 MO
solution
ANTIFUNGAL ketoconazole oral 1 MO
AGENTS micafungin 3 MO
nystatin oral | MO
ABELCE'T‘ . PA posaconazole oral 4 PA; MO;
amphotericin b 3 PA;MO tablet,delayed QL (96 per
caspofungin 3 release (drlec) 30 days)
clotrimazole mucous 1 MO terbinafine hcl oral 1 MO
membrane voriconazole 4 PA; MO
CRESEMBA 4 PA intravenous
ORAL voriconazole oral 4 PA; MO
fluconazole in nacl 3 PA; MO suspension for
(iso-osm) reconstitution
i”f” avenous voriconazole oral 3 PA; MO
piggyback 200 tablet
mg/100 ml
ANTIVIRALS
fluconazole in nacl 3 PA
(iso-osm) abacavir 2 MO
intravenous abacavir-lamivudine 2 MO
piggyback 400 acyclovir oral 1 MO
mg/200 ml capsule
ﬂucona;ole oral 2 MO acyclovir oral 3 MO
suspension for suspension 200 mgl5
reconstitution ml
fluconazole oral 1 MO acyclovir oral tablet 1 MO
tablet : acyclovir sodium 3 PA; MO
flucytosine 4 MO intravenous solution
griseofulvin 3 MO adefovir 3 MO
rierosize amantadine hcl oral 2 MO
griseofulvin 3 MO capsule
ultramicrosize amantadine hcl oral 2 MO
itraconazole oral 3 MO; QL solution
capsule Ej 1a2y()S )per 30 APTIVUS 4 MO
atazanavir 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
BARACLUDE 4 MO FUZEON 4 MO
ORAL SUBCUTANEOU
SOLUTION S RECON SOLN
BIKTARVY 4 MO GENVOYA 4 MO
CIMDUO 4 MO INTELENCE 3 MO
COMPLERA 4 MO ORAL TABLET
darunavir 4 MO 2> MG
DELSTRIGO 4 MO SENTRESSHD [0
DESCOVY 4 MO ORAL POWDER
DOVATO 4 MO IN PACKET
EDURANT 4 MO ISENTRESS 4 MO
efavirenz oral tablet 3 MO ORAL TABLET
efavirenz- 4 MO ISENTRESS 4 MO
emtricitabin-tenofov ORAL
efavirenz-lamivu- 4 MO TABLET,CHEWA
tenofov disop BLE 100 MG
emtricitabine 3 MO i)SIE}zERESS 2 MO
emtrtcztgbme- 4 MO TABLET,CHEWA
tenofovir (tdf) oral BLE 25 MG
tablet 100-150 mg
emtricitabine- 3 MO JUL.UC‘A 4 MO
tenofovir (tdf) oral lamivudine 2 MO
tablet 133-200 mg, lamivudine- 2 MO
167-250 mg, 200- zidovudine
300 mg LEDIPASVIR- 4 PA;MO;
EMTRIVA ORAL 2 MO SOFOSBUVIR QL (28 per
SOLUTION 28 days)
entecavir 3 MO LIVTENCITY 4 PA; LA;
etravirine 4 MO QL (120 per
EVOTAZ 4 MO I 30 days)
fameiclovir 5 MO lopznavzr-i"ltonavzr 3 MO
: oral solution

Josamprenavir < MO lopinavir-ritonavir 2 MO

oral tablet

maraviroc 4 MO

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

MAVYRET 4 PA; MO; PREZISTA ORAL 3 MO
ORAL PELLETS QL (168 per TABLET 150 MG,
IN PACKET 28 days) 75 MG
MAVYRET 4 PA; MO; RELENZA 3 MO
ORAL TABLET QL (84 per DISKHALER

28 days) REYATAZ ORAL 4 MO
nevirapine oral 3 POWDER IN
suspension PACKET
nevirapine oral 2 MO ribavirin oral 2 MO
tablet capsule
nevirapine oral 3 MO ribavirin oral tablet 2 MO
tablet extended 200 mg
release 24 hr 400 mg rimantadine 3 MO
NORVIR ORAL 3 MO ritonavir D MO
POWDER IN
PACKET serzenTy [ o
ODEFSEY 4 MO ORAL
oseltamivir 2 MO SOLUTION
PAXLOVID 1 QL (20 per SELZENTRY % MO
ORAL 90 days) ORAL TABLET
TABLETS,DOSE 25 MG, 75 MG
11\)/[A(§K 150-100 SOFOSBUVIR- 4  PA;MO;

VELPATASVIR QL (28 per

PAXLOVID 1 QL (30 per 28 days)
ORAL 90 days)
TABLETS.DOSE STRIBILD 4 MO
PACK 300 MG SUNLENCA 4
(150 MG X 2)-100 ORAL
MG SYMTUZA 4 MO
PIFELTRO 4 MO tenofovir disoproxil 3 MO
PREVYMIS 4  PA;MO; Jumarate
ORAL QL (30 per TIVICAY ORAL 2

30 days) TABLET 10 MG
PREZCOBIX 4 MO TIVICAY ORAL 4 MO
PREZISTAORAL 4 MO TABLET 25 MG,
SUSPENSION 50 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
TIVICAY PD 4 MO cefaclor oral 3
TRIUMEQ 4 MO suspens?on for
TRIUMEQ PD 3 MO reconstitution 250
mgl5 ml
valacyclovir oral 2 MO; QL cefadroxil oral 1 MO
tablet 1 gram (120 per 30 capsule
days) P o
valacyclovir oral 2 MO; QL Ez]; Zelrai;)ln%j 2 MO
tablet 500 mg (60 per 30 reconstitution 250
days) mgl5 ml, 500 mgl5
valganciclovir oral 4 MO ml
recon soln cefazolin injection 3 MO
valganciclovir oral 2 MO recon soln 1 gram,
tablet 500 mg
VEMLIDY 4 MO cefazolin injection 3
VIRACEPT 4 MO recon soln 10 gram
ORAL TABLET cefdinir oral capsule 1 MO
VIREAD ORAL 4 MO cefdinir oral 2 MO
POWDER suspension for
VIREAD ORAL 3 MO reconstitution
TABLET 150 MG, cefepime injection MO
200 MG, 250 MG -
cefixime MO
VOSEVI 4 I())?: (g/éojer cefoxitin PA; MO
p intravenous recon
28 days)
soln 1 gram, 2 gram
zidovudine oral 3 MO -
casule cefoxitin 3 PA
P intravenous recon
zidovudine oral 3 MO soln 10 gram
Syrup cefpodoxime 3 MO
zidovudine oral | MO cefprozil 5 MO
tablet P
CEPHALOSPO ceftazidime injection 3 PA; MO
recon soln 1 gram, 2
RINS gram
cefaclor oral capsule 2 MO ceftazidime injection 3 PA

recon soln 6 gram

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

This drug list was updated in August 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
ceftriaxone injection 3 MO azithromycin oral 1 MO
recon soln 1 gram, 2 tablet 250 mg, 500
gram, 250 mg, 500 mg, 600 mg
mg clarithromycin oral 3 MO
ceftriaxone injection 3 suspension for
recon soln 10 gram reconstitution
cefuroxime axetil 2 MO clarithromycin oral 2 MO
oral tablet tablet
cefuroxime sodium 3 PA; MO clarithromycin oral 2 MO
injection recon soln tablet extended
750 mg release 24 hr
cefuroxime sodium 3 PA; MO DIFICID ORAL 4 MO; QL
intravenous recon TABLET (20 per 10
soln 1.5 gram days)
cephalexin oral 1 MO ery-tab oral 3 MO
capsule 250 mg, 500 tablet,delayed
mg release (drlec) 250
cephalexin oral 1 MO mg, 333 mg
suspension for erythrocin (as 3
reconstitution stearate) oral tablet
tazicef injection 3 PA; MO 250 mg
TEFLARO 4 PA; MO erythromycin 3 MO
ethylsuccinate oral
tablet
erythromycin oral 3 MO

azithromycin 3 PA; MO

intravenous

azithromycin oral 2 MO

packet

azithromycin oral 1 MO albendazole 4 MO
suspension for amikacin injection 3 PA; MO
reconstitution solution 500 mg/2

azithromycin oral 1 mi

tablet 250 mg (6 ARIKAYCE 4 PA; LA
pack), 500 mg (3 atovaquone 3 MO

pack)

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

This drug list was updated in August 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
atovaquone- 3 MO gentamicin in nacl 3 PA; MO
proguanil (iso-osm)
aztreonam 3 PA; MO infr avenous
CAYSTON 4  PA; MO; piggyback 100
mgl/100 ml, 60
LA; QL (84
mg/50 ml, 80 mg/50
per 56 days) ml
chloroquine & MO gentamicin in nacl 3 PA
phosphate .
(iso-osm)
clindamycin hcl | MO INtravenous
clindamycin in 5 % 3 PA; MO piggyback 80
dextrose mgl100 ml
clindamycin 3 PA; MO gentamicin injection 3 PA; MO
phosphate injection solution 40 mg/ml
COARTEM 3 MO hydroxychloroquine 1 MO
colistin 4 PA; MO:; oral tablet 200 mg
(colistimethate na) QL (30 per imipenem-cilastatin PA; MO
10 days) isoniazid oral MO
dapsone oral 2 MO solution
DAPTOMYCIN 4 MO isoniazid oral tablet 1 MO
INTRAVENOUS ivermectin oral 2 PA; MO;
RECON SOLN QL (20 per
350 MG 30 days)
daptomycin 4 MO linezolid in dextrose 3 PA; MO
intravenous recon 504
soln 500 mg linezolid oral 4 MO
EMVERM 4 MO suspension for
ertapenem 3 PA; MO; reconstitution
QL (14 per linezolid oral tablet 3 MO
14 days) mefloquine 1
cthambutol 2 MO meropenem 2 PA; QL (30
intravenous recon per 10 days)
soln 1 gram
meropenem 2 PA; QL (10
intravenous recon per 10 days)
soln 500 mg

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

This drug list was updated in August 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
metronidazole in 3 PA; MO tobramycin 4 PA; MO;
nacl (iso-os) inhalation QL (224 per
metronidazole oral 1 MO 28 days)
tablet tobramycin sulfate 3 PA; MO
neomycin 1 MO injection solution
nitazoxanide 4 MO; QL TRECATOR MO
(12 per 30 vancomycin PA; MO;
days) intravenous recon QL (20 per
pentamidine 3 PA; MO; soln 1,000 mg 10 days)
inhalation QL (1 per vancomycin 3 PA; QL (2
28 days) intravenous recon per 10 days)
pentamidine 3 MO soln 10 gram
injection vancomycin 3 PA; MO;
praziquantel 3 MO intravenous recon QL (10 per
soln 500 mg 10 days)
PRIFTIN 2 MO :
primaquine 1 MO vancomycin 3 PA; MO;

. : intravenous recon QL (27 per
pyrazinamide 3 MO soln 750 mg 10 days)
pyrimethamine 4 PA; MO vancomycin oral 3 PA; MO;
quinine sulfate 3 MO capsule 125 mg QL (40 per
rifabutin 3 MO 10 days)
rifampin 3 MO vancomycin oral 3 PA; MO;
intravenous capsule 250 mg QL (80 per
rifampin oral 2 MO XIFAXAN ORAL 2 ll)ldall\is())
SIRTURO 4 PATA TABLET 200 MG QL (9 per
STREPTOMYCIN 4 PA; MO; 30 days)

%Ld(fos)per XIFAXANORAL 4  PA; MO;
S Y TABLET 550 MG QL (90 per
tigecycline 4 PA; MO 30 days)
tinidazole 2 MO PENICILLINS
tobramycin in 0.225 4 PA; MO; amonicillin oral 1 MO
% nacl QL (280 per
capsule
28 days)
amoxicillin oral 1 MO
suspension for
reconstitution

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

This drug list was updated in August 2024.
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amoxicillin oral 1 MO AUGMENTIN 3 MO
tablet ORAL
amoxicillin oral 1 MO SUSPENSION
tablet,chewable 125 FOR
mg, 250 mg RECONSTITUTI
cillin-pot 1 MO ON 125-31.25

amoxicillin-po MG/5 ML
clavulanate oral
suspension for BICILLIN L-A 3 PA; MO
reconstitution INTRAMUSCUL
amoxicillin-pot 1 MO AR SYRINGE

[ 1,200,000 UNIT/2
e ML, 2,400,000

et UNIT/4 ML
“?“OX;C’”ZW ot 1 . MO BICILLIN L-A 3 PA
e INTRAMUSCUL

oo 13 AR SYRINGE
refease 2 600,000 UNIT/ML
amoxicillin-pot ! MO dicloxacillin 1 MO
clavulanate oral
tablet,chewable 200- nafcillin injection 3 PA; MO
28.5 mg recon soln 1 gram, 2
amoxicillin-pot 1 gram
clavulanate oral nafcillin injection 4 PA
tablet,chewable 400- recon soln 10 gram
57 mg oxacillin in 3 PA
ampicillin oral 1 MO dextrose(iso-osm)
capsule 500 mg oxacillin injection 3 PA
ampicillin sodium 3 PA; MO recon soln 1 gram,
injection recon soln 10 gram
1 gram, 10 gram, oxacillin injection 3 PA; MO
125 mg recon soln 2 gram
ampicillin- 3 PA; MO penicillin g 3 PA; MO
sulbactam injection potassium injection
recon soln 1.5 gram, recon soln 20
3 gram million unit
ampicillin- 3 PA penicillin g sodium 3 PA; MO
sulbactam injection penicillin v 1 MO
recon soln 15 gram 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 viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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Tier  ts/Limits Tier  ts/Limits
piperacillin- 3 MO sulfamethoxazole- 2 MO
tazobactam trimethoprim oral
intravenous recon suspension
soln 2.25 gram, sulfamethoxazole- 1 MO
3.375 gram, 4.5 trimethoprim oral
gram tablet
piperacillin- 3
tazobactam
intravenous recon
soln 40.5 gram doxy-100 3 PA; MO
B e LM

oral capsule
ciprofloxacin hcl 1 MO r -
oral tablet 250 mg doxycycline hyclate 1 MO
500 mg, 750 mg ' oral tablet 100 mg,
' 20 m
ciprofloxacin in 5 % 3 PA; MO & :
dexirose doxycycline 1 MO
intravenous monohydrate oral
piggyback 200 capsule 100 mg, 50
mgl100 ml mg
levofloxacin in d5w 3 PA; MO doxycycline 3 MO
intravenous monohydrate oral
piggyback 500 suspension for
mgl100 ml, 750 reconstitution
mgl150 ml doxycycline 1 MO
levofloxacin oral 3 MO monohydrate oral
solution tablet 100 mg, 50
mg, 75 m
levofloxacin oral 1 MO g g
rablet minocycline oral 1 MO
capsule
moxifloxacin oral 2 MO p -
minocycline oral 3 MO
moxifloxacin- 3 PA; MO tablet
d.chloride(i
sod.chioride(iso) tetracycline oral 3 MO
capsule

sulfadiazine 3 MO

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

This drug list was updated in August 2024.
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URINARY abiraterone oral 4 PA; MO;
TRACT tablet 500 mg QL (60 per
AGENTS 30 days)
methenamine MO AKEEGA 4 PA; LA;
hi QL (60 per
Ippurate
t
nitrofurantoin ALECENSA 4 PA: MO:
macrocrystal oral 1 (240
capsule 100 mg, 50 QL (240 per
mg 30 days)
. ; ALUNBRIG 4 PA; QL (30
t t MO ’
Zq’ornof P ORAL TABLET per 30 days)
, hy may = 180 MG, 90 MG
t t
il ALUNBRIG 4 PA;QL (60
ANTINEOPL ORAL TABLET per 30 days)
ASTIC/ 30 MG
IMMUNOSUP ALUNBRIG 4 PA; QL (30
PRESSANT ORAL per 180
TABLETS,DOSE days)
DRUGS PACK
ADJUNCTIVE anastrozole 1 MO
AGENTS AUGTYRO 4  PA; MO;
leucovorin calcium MO QL (240 per
oral 30 days)
MESNEX ORAL MO AYVAKIT 4 PAJLA;
XGEVA PA; MO QL (30 per
30 days)
‘,%Il\éTIINEOPLAS azathioprine oral 1 PA; MO
IMMUNOSUPP rablet 50 mg
RESSANT BALVERSA 4 PA; LA
DRUGS bexarotene 4 PA; MO
. . M
abiraterone oral PA; MO; bicalutamide . ©
tablet 250 mg QL (120 per BOSULIF ORAL 4 PA; MO;
30 days) CAPSULE 100 QL (1 80 per
MG 30 days)

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

This drug list was updated in August 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
BOSULIF ORAL 4 PA; MO; COMETRIQ 4 PA; MO;
CAPSULE 50 MG QL (330 per ORAL CAPSULE QL (112 per
30 days) 140 MG/DAY (80 28 days)
BOSULIF ORAL 4  PA; MO; MG X1-20 MG
TABLET 100 MG QL (90 per X3)
30 days) COMETRIQ 4 PA; MO;
BOSULIF ORAL 4 PA; MO; ORAL CAPSULE QL (84 per
TABLET 400 MG, QL (30 per 60 MG/DAY (20 28 days)
500 MG 30 days) MG X 3/DAY)
BRAFTOVI 4  PA; MO; COPIKTRA 4 PAJLA;
LA; QL QL (60 per
(180 per 30 30 days)
days) COTELLIC 4 PA; MO;
BRUKINSA 4 PA;LA; LA; QL (63
QL (120 per per 28 days)
30 days) cyclophosphamide 2 PA; MO
CABOMETYX 4  PA; MO; oral capsule
LA; QL (30 CYCLOPHOSPH 2 PA
per 30 days) AMIDE ORAL
CALQUENCE 4  PA;LA; TABLET 25 MG
QL (60 per CYCLOPHOSPH 2 PA; MO
30 days) AMIDE ORAL
CALQUENCE 4 PA;LA; TABLET 50 MG
(ACALABRUTIN QL (60 per cyclosporine 3 PA; MO
IB MAL) 30 days) modified oral
CAPRELSA 4  PA;LA; capsule
ORAL TABLET QL (60 per cyclosporine 3 PA
100 MG 30 days) modified oral
CAPRELSA 4  PA;LA; solution
ORAL TABLET QL (30 per cyclosporine oral 3 PA; MO
300 MG 30 days) capsule
COMETRIQ 4 PA; MO; DAURISMO 4 PA; MO;
ORAL CAPSULE QL (56 per ORAL TABLET QL (30 per
100 MG/DAY (80 28 days) 100 MG 30 days)
MG X1-20 MG DAURISMO 4 PA;MO;
X1) ORAL TABLET QL (60 per
25 MG 30 days)

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

This drug list was updated in August 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
DROXIA 2 MO everolimus 4 PA; MO;
ELIGARD % PA: MO (antineoplastic) QL (180 per
ELIGARD (3 5 PA: MO oral tablet for 30 days)
MONTH) ’ suspension 5 mg
ELIGARD (4 2 PA;MO ?V.em”m”s . 2 PAMO
immunosuppressive
MONTH) ) oral tablet 0.25
ELIGARD (6 2 PA; MO mg
MONTH) everolimus 4 PA; MO
ENVARSUS XR 3 PA; MO (immunosuppressive
ERIVEDGE 4 PA; MO; ) oral tablet 0.5 mg,
QL (30 per 0.75 mg, 1 mg
30 days) exemestane 3 MO
ERLEADAORAL 4 PA;MO; FIRMAGONKIT 4  PA;MO
TABLET 240 MG QL (30 per W DILUENT
30 days) SYRINGE
ERLEADA ORAL 4 PA; MO; SUBCUTANEOU
TABLET 60 MG QL (120 per S RECON SOLN
30 days) 120 MG
erlotinib oral tablet 4 PA; MO; FIRMAGON KIT 3 PA; MO
100 mg, 150 mg QL (30 per W DILUENT
30 days) SYRINGE
erlotinib oral tablet 4 PA; MO; SUBCUTANEOU
25 mg QL (60 per S RECON SOLN
30 days) 80 MG
everolimus 4 PA; MO; FOTIVDA 4 PA; LA;
(antineoplastic) QL (30 per QL (21 per
oral tablet 30 days) 28 days)
everolimus 4 PA; MO; FRUZAQLA 4 PA; QL (84
(antineoplastic) QL (330 per ORAL CAPSULE per 28 days)
oral tablet for 30 days) I MG
suspension 2 mg FRUZAQLA 4 PA; QL (21
everolimus 4 PA; MO; ORAL CAPSULE per 28 days)
(antineoplastic) QL (240 per S MG
oral tablet for 30 days) GAVRETO 4 PA; LA;
suspension 3 mg QL (120 per
30 days)

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

This drug list was updated in August 2024.
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gefitinib 4 PA; MO; IMBRUVICA 4 PA; QL
QL (30 per ORAL (324 per 30
30 days) SUSPENSION days)
gengraf 3 PA;MO IMBRUVICA 4  PA;QL(30
GILOTRIF 4 PA; MO; ORAL TABLET per 30 days)
QL (30 per 140 MG, 280 MG,
30 days) 420 MG
GLEOSTINE 3 MO INLYTA ORAL 4 PA; MO;
ORAL CAPSULE TABLET 1 MG QL (180 per
10 MG 30 days)
GLEOSTINE 4 MO INLYTA ORAL 4 PA; MO;
ORAL CAPSULE TABLET 5 MG QL (120 per
100 MG, 40 MG 30 days)
hydroxyurea 1 MO INQOVI 4 PA; MO;
IBRANCE 4 PA;MO; QL (5 per
28 days)
QL (21 per
28 days) INREBIC 4 PA;MO;
ICLUSIG 4 PA; QL (30 LA; QL
(120 per 30
per 30 days) days)
IDHIFA 4 PAMO; IWILFIN 4 PA;LA;
LA:; QL (30
er 30 days) QL (240 per
S P y 30 days)
imatinib oral tablet 4 PA; MO; TAKAFI 4 PA: MO:
100 mg QL (180 per
30 days) QL (60 per
S y 30 days)
Zgg””’b oral tablet 4 g‘i’ (12/{)0, JAYPIRCA ORAL 4  PA; MO;
e pet TABLET 100 MG QL (60 per
30 days) 30 days)
g\éili%\gg?ULE 4 E‘;(;)QL 20 JAYPIRCAORAL 4  PA;MO;
pet TABLET 50 MG QL (30 per
140 MG days) 30 days)
IMBRUVICA 4 PA; QL (30
ORAL CAPSULE per 30 days) JYLAMVO < PA
70 MG

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

This drug list was updated in August 2024.
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KISQALI 4 PA; MO; lenalidomide oral 4 PA; MO;
FEMARA CO- QL (49 per capsule 10 mg, 15 QL (28 per
PACK ORAL 28 days) mg, 25 mg, 5 mg 28 days)
TABLET 200 lenalidomide oral 4 PA; QL (28
MG/DAY (200 MG capsule 2.5 mg, 20 per 28 days)
X 1)-2.5 MG mg
KISQALI 4 PA; MO; LENVIMA ORAL 4  PA;MO;
FEMARA CO- QL (70 per CAPSULE 10 QL (30 per
PACK ORAL 28 days) MG/DAY (10 MG 30 days)
TABLET 400 X 1), 4 MG
)1\21;/ ??ﬁé‘)o MG LENVIMA ORAL 4  PA; MO;

: CAPSULE 12 QL (90 per
KISQALI 4 PA; MO; MG/DAY (4 MG 30 days)
FEMARA CO- QL (91 per X 3), 18 MG/DAY
PACK ORAL 28 days) (10 MG X 1-4 MG
TABLET 600 X2), 24
MG/DAY (200 MG MG/DAY (10 MG
X 3)-2.5 MG X 2-4 MG X 1)

KISQALI ORAL 4 PA; MO; LENVIMA ORAL 4 PA; MO;

TABLET 200 QL (21 per CAPSULE 14 QL (60 per

MG/DAY (200 28 days) MG/DAY (10 MG 30 days)

MG X 1) X 1-4 MG X 1), 20

KISQALI ORAL 4  PA;MO; MG/DAY (10 MG

TABLET 400 QL (42 per X 2), 8 MG/DAY

MG/DAY (200 28 days) (4 MG X 2)

MG X 2) letrozole 1 MO

KISQALI ORAL 4  PA;MO; LEUKERAN 4 MO

TABLET 600 QL (63 per - :

MG/DAY (200 28 days) le]}',p mthde kit MO

MG X 3) sSuocutaneous Ki

KOSELUGO 4 PA LN

KRAZATI 4 5 /‘;(;) QeLr 0 ORAL TABLET QL (30 per
days)p 100 MG 30 days)

-~ — LORBRENA 4  PA;MO;

lapatinib 4 I()) /I*; (ﬁ%’b N ORAL TABLET QL (90 per

30 days) 25 MG 30 days)

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

This drug list was updated in August 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
LUMAKRAS 4 PA; MO; MEKINIST 4 PA; MO;
ORAL TABLET QL (240 per ORAL TABLET QL (90 per
120 MG 30 days) 0.5 MG 30 days)
LUMAKRAS 4 PA; MO; MEKINIST 4 PA; MO;
ORAL TABLET QL (90 per ORAL TABLET 2 QL (30 per
320 MG 30 days) MG 30 days)
LUPRON DEPOT 4 PA; MO MEKTOVI 4 PA; MO;
LYNPARZA 4  PA; MO; LA; QL
QL (120 per (180 per 30
30 days) days)
LYSODREN 4 mercaptopurine 2 MO
LYTGOBI ORAL 4 PA: LA; methotrexate PA; MO
TABLET 12 QL (84 per sodium (pf)
MG/DAY (4 MG 28 days) injection solution
X 3) methotrexate 1 PA
LYTGOBI ORAL 4 PA;LA; sodium injection
TABLET 16 QL (112 per methotrexate 1 PA; MO
MG/DAY (4 MG 28 days) sodium oral
X4) mycophenolate 2 PA; MO
LYTGOBI ORAL 4 PA; LA; mofetil oral capsule
TABLET 20 QL (140 per mycophenolate 4 PA; MO
MG/DAY (4 MG 28 days) mofetil oral
X3) suspension for
MATULANE 4 reconstitution
megestrol oral 2 PA; MO mycophenolate 2 PA; MO
suspension 400 mofetil oral tablet
mgl10 ml (40 mycophenolate 3 PA; MO
mglml) sodium
megestrol oral 3 PA; MO NERLYNX 4 PA; MO:;
suspension 625 mgl5 LA
ml (125 mglmi) nilutamide 4 PA; MO
megestrol oral 2 PA; MO NINLARO 4 PA: MO:
tablet
QL (3 per
MEKINIST 4 PA; MO; 28 days)
ORAL RECON QL (1200
SOLN per 30 days)

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

This drug list was updated in August 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier ts/Limits Tier ts/Limits
NUBEQA 4 PA; MO; pazopanib 4 PA; MO;
LA; QL QL (120 per
(120 per 30 30 days)
days) PEMAZYRE 4 PA: LA;
octreotide acetate 4 PA; MO QL (28 per
injection solution 28 days)
1,000 mcglml, 500 PIQRAY ORAL 4 PA;MO;
mcglml TABLET 200 QL (28 per
octreotide acetate 3 PA; MO MG/DAY (200 28 days)
injection solution MG X 1)
100 mcglml, 200 PIQRAY ORAL 4 PA; MO;
mcglml, 50 mcglml TABLET 250 QL (56 per
ODOMZO 4 PA; MO; MG/DAY (200 28 days)
LA; QL (30 MG X1-50 MG
per 30 days) X1), 300 MG/DAY
OJEMDA ORAL 4 PA:QL (%9 (150 MG X 2)
SUSPENSION per 28 days) POMALYST 4 PA; MO;
FOR LA; QL (21
RECONSTITUTI per 28 days)
ON PROGRAF ORAL 3 PA; MO
OJEMDA ORAL 4 PA; QL (20 GRANULES IN
TABLET 500 per 28 days) PACKET
MG/WEEK (100 PURIXAN 4
MG X)) QINLOCK 4 PA; LA;
OJJAARA 4 PA; QL (30 QL (90 per
per 30 days) 30 days)
ONUREG 4  PA;MO; RETEVMOORAL 4  PA;MO;
QL (14 per CAPSULE 40 MG LA; QL
28 days) (180 per 30
ORGOVYX 4 PA; LA; days)
QL (30 per RETEVMO ORAL 4 PA: MO:
28 days) CAPSULE 80 MG LA; QL
ORSERDU ORAL 4 PA; QL (30 (120 per 30
TABLET 345 MG per 30 days) days)
ORSERDU ORAL 4 PA; QL (90 REVLIMID 4 PA; MO;
TABLET 86 MG per 30 days) LA; QL (28
per 28 days)

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

This drug list was updated in August 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier ts/Limits Tier ts/Limits
REZLIDHIA 4 PA; QL (60 sirolimus oral 4 PA; MO
per 30 days) solution
REZUROCK 4 PA; LA, sirolimus oral tablet 3 PA; MO
QL (30 per SOLTAMOX 4 MO
30 days) SOMATULINE 4 PA:MO
ROZLYTREK 4 PA; MO; DEPOT
ORAL CAPSULE QL (150 per sorafenib 4  PA;MO;
100 MG 30 days) QL (120 per
ROZLYTREK 4  PA;MO; 30 days)
ORAL CAPSULE Ny d(a905)per SPRYCELORAL 4  PA;MO:
y TABLET 100 MG, QL (30 per
ROZLYTREK 4 PA; MO; 140 MG, 50 MG, 30 days)
ORAL PELLETS QL (336 per 80 MG
IN PACKET 28 days) SPRYCELORAL 4  PA; MO
RUBRACA 4 PA; MO; TABLET 20 MG, QL (60 per
LA; QL 70 MG 30 days)
fjlazz)per 30 STIVARGA 4 PA;MO;
y QL (84 per
RUXIENCE 4  PA; MO 28 days)
RYDAPT 4 PA; MO; sunitinib malate 4 PA; MO;
QL (224 per QL (30 per
28 days) 30 days)
SANDIMMUNE 3 PA TABLOID 3 MO
S(I;SIETION TABRECTA 4  PA;MO
SCEMBLIX 1 PA: QL tacrolllmus oral 3 PA; MO
ORAL TABLET (120 per 30 capsute
100 MG days) TAFINLAR 4  PA;MO;
SCEMBLIX 4 PAOL ORAL CAPSULE QL (120 per
ORAL TABLET (600 per 30 30 days)
20 MG days) TAFINLAR 4  PA;MO;
_ ORAL TABLET QL (840 per
SCEMBLIX 4 PA; QL FOR 28 days)
ORAL TABLET (300 per 30 SUSPENSION
40 MG days)
TAGRISSO 4  PA;MO;
SIGNIFOR 4  PA LA: QL (30
per 30 days)

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

This drug list was updated in August 2024.
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TALZENNA 4  PA; MO; TUKYSA ORAL 4  PA;LA;
QL (30 per TABLET 50 MG QL (300 per
30 days) 30 days)
tamoxifen 1 MO TURALIO ORAL 4 PA; LA;
TASIGNA ORAL 4  PA;MO; CAPSULE 125 QL (120 per
CAPSULE 150 QL (112 per MG 30 days)
MG, 200 MG 28 days) VANFLYTA 4  PA;QL (56
TASIGNA ORAL 4  PA;MO; per 28 days)
CAPSULE 50 MG QL (120 per VENCLEXTA 2 PA;LA;
30 days) ORAL TABLET QL (60 per
TAZVERIK 4  PA;LA 10 MG 30 days)
TEPMETKO 4 PA: LA VENCLEXTA 4 PA; LA;
THALOMID 4  PA;MO; %%?/{LGT ABLET ?OL d(al 83(; per
ORAL CAPSULE QL (28 per y
100 MG, 50 MG 28 days) VENCLEXTA 4 PATLAS
THALOMID 4 PA;QL (56 %RQCL} TABLET %L d(jos)per
ORAL CAPSULE per 28 days) y
150 MG, 200 MG ;’EECLEXJA 4 gA;(LA;
TARTIN L (42 per
TIBSQVO R P A PACK 180 days)
toremifene - MO VERZENIO 4  PA;MO;
TRAZIMERA 4  PA;MO LA: QL (60
TRELSTAR 3 PA; MO per 30 days)
INTRAMUSCUL VITRAKVIORAL 4  PA; MO;
AR SUSPENSION CAPSULE 100 LA; QL (60
FOR MG per 30 days)
&E}CONSTITUTI VITRAKVIORAL 4  PA; MO;
CAPSULE 25 MG LA: QL
tretinoin 4 MO (180 per 30
(antineoplastic) days)
TRUQAP 4 PA; QL (64 VITRAKVI ORAL 4 PA; MO;
per 28 days) SOLUTION LA; QL
TUKYSA ORAL 4  PA;LA; (300 per 30
TABLET 150 MG QL (120 per days)
30 days) VIZIMPRO 4 PA; MO;
QL (30 per
30 days)

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

This drug list was updated in August 2024.
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
VONJO 4  PA:QL ZOLINZA 4  PA; MO;
(120 per 30 QL (120 per
days) 30 days)
WELIREG 4  PA;LA ZYDELIG 4  PA;MO;
XALKORI ORAL 4 PA; MO; QL (60 per
CAPSULE QL (60 per 30 days)
30 days) ZYKADIA 4 PA; MO;
XALKORI ORAL 4 PA; MO; QL (90 per
PELLET 150 MG QL (180 per 30 days)
30 days) AUTONOMIC
XALKORI ORAL 4  PA:MO; | CNS DRUGS,
PELLET 20 MG, QL (120 per NEUROLOGY
50 MG 30 days) | PSYCH
XERMELO 4  PA;LA;
QL (84 per ANTICONVULS
28 days) ANTS
XOSPATA 4 PAJLA; APTIOM ORAL 4  MO;QL
QL (90 per TABLET 200 MG (180 per 30
30 days) days)
XPOVIO 4 PAJLA APTIOM ORAL 4  MO; QL
XTANDI ORAL 4  PA:;MO; TABLET 400 MG (90 per 30
CAPSULE QL (120 per days)
30 days) APTIOM ORAL 4  MO;QL
XTANDI ORAL 4  PA;MO; TABLET 600 MG, (60 per 30
TABLET 40 MG QL (120 per 800 MG days)
30 days) BRIVIACT 3 MO;QL
XTANDI ORAL 4  PA;MO; INTRAVENOUS (600 per 30
TABLET 80 MG QL (60 per days)
30 days) BRIVIACT ORAL 4  MO;QL
ZEJULA ORAL 4  PA;MO; SOLUTION (600 per 30
TABLET LA; QL (30 days)
per 30 days) BRIVIACT ORAL 4  MO;QL
ZELBORAF 4  PA;MO; TABLET (60 per 30
QL (240 per days)
30 days)
ZIRABEV 4  PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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carbamazepine oral 3 MO divalproex 1 MO
capsule, er EPIDIOLEX 4 PA;MO;
multiphase 12 hr LA
carbaquepine oral 3 MO epitol 5 MO
e 100 mgl5 EPRONTIA 3 PA:MO
carbamazepine oral 2 MO ethosuximide 2 MO
tablet felbamate 3 MO
carbamazepine oral 3 MO FINTEPLA 4 PA; LA;
tablet extended QL (360 per
release 12 hr 30 days)
carbamazepine oral 2 MO FYCOMPA 4 MO; QL
tablet,chewable ORAL (720 per 30
clobazam oral 3 PA; MO; SUSPENSION days)
suspension QL (480 per FYCOMPA 4 MO; QL

30 days) ORAL TABLET (30 per 30
clobazam oral tablet 3 PA; MO; 11\2 é/l G, 12MG, 8 days)

QL (60 per

30 days) FYCOMPA 3 MO; QL
clonazepam oral 1 MO; QL ORAL TABLET 2 (60 per 30
tablet 0.5 mg, 1 mg (90 per 30 MG days)

days) FYCOMPA 4 MO; QL
clonazepam oral 1 MO: QL ORAL TABLET 4 (60 per 30
tablet 2 mg (300 per 30 MG, 6 MG days)

days) gabapentin oral | MO; QL
clonazepam oral 3 MO: QL capsule 100 mg, 400 (270 per 30
tablet, disintegrating (90 per 30 ne : days)
0.125 mg, 0.25 mg, days) gabapentin oral 1 MO;QL
0.5 mg, 1 mg capsule 300 mg (360 per 30
clonazepam oral 3 MO; QL : days)
tablet,disintegrating (300 per 30 gabapentin oral 2 MO; QL
2 mg days) solution 250 mgl5 (2160 per
DIACOMIT 4 PA/LA ’”Ib 1 30 gag)

; gabapentin ora 1 MO; QL
diazepam rectal 3 MO tablet 600 mg (180 per 30
DILANTIN 30 MO 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 viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.

This drug list was updated in August 2024.
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gabapentin oral 1 MO; QL phenobarbital oral 3 PA; MO
tablet 800 mg (120 per 30 elixir
days) phenobarbital oral 2 PA
lacosamide oral 3 MO; QL tablet 100 mg, 15
solution (1200 per mg, 30 mg, 60 mg
30 days) phenobarbital oral 2 PA; MO
lacosamide oral 3 MO; QL tablet 16.2 mg, 32.4
tablet 100 mg, 150 (60 per 30 mg, 64.8 mg, 97.2
mg, 200 mg days) mg
lacosamide oral 3 MO; QL phenytoin oral 1 MO
tablet 50 mg (120 per 30 suspension 125 mgl5
days) ml
lamotrigine oral 1 MO phenytoin oral 2 MO
tablet tablet,chewable
lamotrigine oral 1 MO phenytoin sodium 1 MO
tablet, chewable extended oral
dispersible capsule 100 mg
lamotrigine oral 3 MO phenytoin sodium 1
tablet,disintegrating extended oral
levetiracetam oral 1 MO capsule 200 mg, 300
solution 100 mglml mg
levetiracetam oral 1 MO pregabalin oral 2 MO; QL
tablet capsule 100 mg, 150 (90 per 30
levetiracetam oral 2 MO ?Og;jog?i; 25 mg, days)
tablet extended & g
release 24 hr pregabalin oral 2 MO; QL
LIBERVANT 4 PA: QL (10 capsule 225 mg, 300 (60 per 30
mg days)
per 30 days) :
methsuximide 3 MO p regqbalzn oral 2 MO; QL
solution (900 per 30
NAYZILAM 2 PA; MO; days)
%Ld(lo )per PRIMIDONE 3 MO
ays ORAL TABLET
oxcarbazepine oral 3 MO 125 MG
suspension primidone oral 1 MO
oxcarbazepine oral 2 MO tablet 250 mg, 50
tablet mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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roweepra oral tablet MO XCOPRI 4 MO; QL
500 mg MAINTENANCE (56 per 28
rufinamide oral PA; MO PACK days)
suspension XCOPRI ORAL 4 MO; QL
rufinamide oral PA; MO TABLET 100 MG, (30 per 30
tablet 200 mg 25 MG, 50 MG days)
rufinamide oral PA; MO XCOPRI ORAL 4 MO; QL
tablet 400 mg TABLET 150 MG, (60 per 30
subvenite MO TITRATION (28 per 180
SYMPAZAN PA; MO; PACK ORAL days)
ORAL FILM 10 QL (60 per TABLETS,DOSE
MG, 20 MG 30 days) PACK 12.5 MG
SYMPAZAN PA; MO; (14)- 25 MG (14)
ORAL FILM 5 QL (60 per XCOPRI 4 MO: QL
MG 30 days) TITRATION (28 per 180
tiagabine MO PACK ORAL days)
topiramate oral PA; MO TABLETS,DOSE
capsule, sprinkle 512?12(0%)513[1\5((}14)
;Zlgzctzmate oral PA; MO 50 MG (14)- 100

— MG (14)
valproic acid MO ZONISADE 4 PA;MO
valgrozc acid {as MO zonisamide 1 PA; MO
sodium salt) oral
solution 250 mgl5 ZTALMY 4 PA; LA;
ml QL (1100
per 30 days)

VALTOCO PA; MO;

QL (10 per ANTIPARKINS

30 days) ONISM
vigabatrin PA; MO; AGENTS

LA benztropine oral 1 PA; MO
vigadrone PA; LA bromocriptine 3 MO
vigpoder PA; LA carbidopa 3 MO

carbidopa-levodopa 1 MO

oral tablet

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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carbidopa-levodopa 1 MO EMGALITY 2 PA; MO;
oral tablet extended SUBCUTANEOU QL (2 per
release S SYRINGE 120 30 days)
carbidopa-levodopa 3 MG/ML
oral ergotamine-caffeine 2 MO
tablet,disintegrating naratriptan D MO; QL
carbidopa-levodopa- 3 MO (18 per 28
entacapone days)
entacapone 3 MO NURTEC ODT 2 PA; QL (16
INBRIJA 4  PA;QL per 30 days)
INHALATION (300 per 30 rizatriptan oral | MO; QL
CAPSULE, days) tablet (24 per 28
W/INHALATION days)
DEVICE rizatriptan oral 2 MO; QL
NEUPRO 3 MO tablet,disintegrating (24 per 28
pramipexole oral 1 MO days)
tablet sumatriptan 3 MO; QL
rasagiline 3 MO (18 per 28
ropinirole oral 1 MO days)
tablet sumatriptan 1 MO; QL
selegiline hel 5 MO succinate oral Ei 1a8y f)er 28
leillee );y phenidyl oral ! MO sumatriptan 3 QL (8 per
succinate 28 days)
MIGRAINE / subcutaneous
CLUSTER cartridge 6 mgl0.5
HEADACHE ml
THERAPY sumatriptan 3 QL (8 per
dihydroergotamine 4 QL (8 per succinate 28 days)
nasal 28 days) subcutaneous pen
EMGALITY PEN 2 PA; MO; injector 4 mgl0.5 ml
QL (2 per sumatriptan 3 MO; QL (8
30 days) succinate per 28 days)
subcutaneous pen
injector 6 mgl0.5 ml

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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sumatriptan 3 MO; QL (8 galantamine oral 2 MO
succinate per 28 days) tablet
subafzaneous glatiramer 4 PA; QL (30
solution subcutaneous per 30 days)
MISCELLANEO syringe 20 mglml
US glatiramer 4 PA; QL (12
NEUROLOGICA subcutaneous per 28 days)
L THERAPY syringe 40 mglml
dalfampridine 2 PA; MO; glatopa 4 PA; MO;
QL (60 per subcutaneous QL (30 per
30 days) syringe 20 mglml 30 days)
dimethyl fumarate 4 PA; MO; glatopa 4 PA; MO;
oral capsule,delayed QL (14 per sub?ulaneous QL (12 per
release(drlec) 120 30 days) syringe 40 mglml 28 days)
mg KESIMPTA PEN 4 PA; MO;
dimethyl fumarate 4 PA; MO; QL (1.6 per
oral capsule,delayed QL (120 per 28 days)
release(drlec) 120 180 days) memantine oral 3 PA; MO
mg (14)- 240 mg capsule,sprinkle,er
(46) 24hr
dimethyl fumarate 4 PA; MO; memantine oral 3 PA; MO
oral capsule,delayed QL (60 per solution
release(drlec) 240 30 days) memantine oral P PA; MO
mg tablet
donepezil oral tablet 1 MO NAMZARIC 5 PA
10 mg, 5 mg ORAL
donepezil oral 1 MO CAP,SPRINKLE,
tablet,disintegrating ER 24HR DOSE
fingolimod 4 PA; MO; PACK
QL (30 per NAMZARIC 2 PA; MO
30 days) ORAL
galantamine oral 2 MO CAPSULE,SPRIN
capsule,ext rel. KLE,ER 24HR
pellets 24 hr NUEDEXTA 4 PA; MO
galantamine oral 3 MO

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 viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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RADICAVA ORS 4 PA; MO NARCOTIC
STARTER KIT ANALGESICS
S'USP' ' acetaminophen- 2 MO; QL
rivastigmine 3 MO codeine oral solution (4500 per
rivastigmine tartrate 2 MO 120-12 mgl5 ml 30 days)
teriflunomide 4 PA; MO; acetaminophen- 2 MO; QL
QL (30 per codeine oral tablet (360 per 30
30 days) 300-15 mg, 300-30 days)
tetrabenazine oral 4 PA; MO; mg
tablet 12.5 mg QL (240 per acetaminophen- 2 MO; QL
30 days) codeine oral tablet (180 per 30
tetrabenazine oral 4 PA; MO; 300-60 mg days)
tablet 25 mg QL (120 per buprenorphine hcl 1 MO
30 days) sublingual
MUSCLE endocet 2 MO; QL
RELAXANTS / (360 per 30
ANTISPASMOD days)
IC THERAPY fentanyl citrate 4 PA; MO;
baclofen oral tablet 1 MO buccal lozenge on a QL (120 per
10 mg, 20 mg, 5 mg handle 1,200 mcg, 30 days)
1,600 mcg, 400 mcg,
cyclobenzaprine 3 PA; MO 600 mcg, 800 mcg
ngzl tablet 10 mg, 5 fentanyl citrate 3 PA; MO;
buccal lozenge on a QL (120 per
dantrolene oral 3 MO handle 200 mcg 30 days)
pyridostigmine 2 MO fentanyl 3 PA: MO:;
bromide oral tablet transdermal patch QL (10 per
60 mg 72 hour 100 mcglhr, 30 days)
pyridostigmine 2 12 mceglhr, 25
bromide oral tablet mcglhr, 50 mcglhr,
extended release 75 mcglhr
tizanidine oral 1 MO hydrocodone- 2 MO; QL
tablet acetaminophen oral (5550 per
solution 7.5-325 30 days)

mgll15 ml

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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hydrocodone- 2 MO; QL morphine oral 2 MO; QL
acetaminophen oral (360 per 30 solution (900 per 30
tablet 10-325 mg, 5- days) days)
325 mg, 7.5-325 mg morphine oral tablet 2 MO; QL
hydrocodone- 2 MO; QL (180 per 30
ibuprofen oral tablet (50 per 30 days)
7.5-200 mg days) morphine oral tablet 2 PA; MO;
hydromorphone 3 extended release QL (120 per
(pf) injection 30 days)
solution 10 (mglml) oxycodone oral 2 MO; QL
(5ml), 10 mglml capsule (360 per 30
hydromorphone oral 3 MO; QL days)
liquid (2400 per oxycodone oral 3 MO; QL

30 days) concentrate (180 per 30
hydromorphone oral 2 MO; QL days)
tablet (180 per 30 oxycodone oral 2 MO; QL

days) solution (1200 per
hydromorphone oral 3 PA; MO; 30 days)
tablet extended QL (60 per oxycodone oral P MO:; QL
release 24 hr 30 days) tablet 10 mg, 15 mg, (180 per 30
methadone oral 2 PA; MO; 20 mg, 30 mg days)
solution 10 mgl5 ml QL (600 per oxycodone oral 5 MO; QL

30 days) tablet 5 mg (360 per 30
methadone oral 2 PA; MO; days)
solution 5 mgl5 ml QL (1200 oxycodone- 5 MO:; QL

per 30 days) acetaminophen oral (360 per 30
methadone oral 2 PA; MO; tablet 10-325 mg, 5- days)
tablet 10 mg QL (120 per 325 mg, 7.5-325 mg

30 days) oxycodone- 2 QL (360 per
methadone oral 2 PA; MO; acetaminophen oral 30 days)
tablet 5 mg QL (240 per tablet 2.5-325 mg

30 days)
morphine 2 MO; QL
concentrate oral (900 per 30
solution days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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NON- Sflurbiprofen oral 1 MO
NARCOTIC tablet 100 mg
ANALGESICS ibu oral tablet 600 1 MO
buprenorphine- 2 MO; QL r.ng, 800 mg
naloxone sublingual (60 per 30 ibuprof en or al 1 MO
film 12-3 mg days) suspension
buprenorphine- 2 MO:; QL ibuprofen oral tablet | MO
naloxone sublingual (360 per 30 400 mg, 800 mg
film 2-0.5 mg days) ibuprofen oral tablet 1
buprenorphine- 2 MO; QL 600 mg
naloxone sublingual (90 per 30 meloxicam oral 1 MO; QL
film 4-1 mg, 8-2 mg days) tablet (30 per 30
buprenorphine- 1 MO; QL days)
naloxone sublingual (360 per 30 nabumetone | MO
tablet 2-0.5 mg days) naloxone injection 1 MO
buprenorphine- 1 MO; QL solution
naloxone sublingual (90 per 30 naloxone injection 1 MO
tablet 8-2 mg days) syringe
butorphanol nasal 3 1\;1(?’ Q158 naloxone nasal | MO
Eiayf)er naltrexone | MO
celecoxib 7 MO naproxen oral tablet 1 MO
diclofenac 1 MO naproxen oral 1 MO
potassium oral tablet,delayed
tablet 50 mg release (drlec) 375
m
diclofenac sodium 1 MO i -
oral oxaprozin oral 3 MO
tablet
diclofenac sodium 4 MO; QL — 7 MO
topical solution in (224 per 28 P IF?Xanm
metered-dose pump days) sulindac 1 MO
diflunisal 2 MO tramadol oral tablet 1 MO; QL
etodolac oral 2 MO 30 mg (240 per 30
days)
capsule
tramadol- | MO; QL
todol, [ tablet 2 MO ’
clodordc orat avie acetaminophen (240 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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VIVITROL 4 MO ARISTADA 4 MO:; QL
APEUTIC AR days)
DRUGS SUSPENSION,EX
TENDED REL
ABILIFY 4 MO; QL SYRING 1,064
ASIMTUFII (2.4 per 56 MG/3.9 ML
INTRAMUSCUL days) ARISTADA 4 MO; QL
AR INTRAMUSCUL (1.6 per 28
SUSPENSION,EX AR days)
TENDED REL SUSPENSION,EX
SYRING 720 TENDED REL
MG/2.4 ML SYRING 441
ABILIFY 4 MO; QL MG/1.6 ML
ASIMTUFII (3.2 per 56 ARISTADA 4 MO; QL
INTRAMUSCUL days) INTRAMUSCUL (2.4 per 28
AR AR days)
SUSPENSION,EX SUSPENSION,EX
TENDED REL TENDED REL
SYRING 960 SYRING 662
MG/3.2 ML MG/2.4 ML
ABILIFY 4 MO; QL (1 ARISTADA 4 MO:; QL
MAINTENA per 28 days) INTRAMUSCUL (3.2 per 28
amitriptyline 1 MO AR days)
amoxapine 2 MO SUSPENSION,EX
aripiprazole oral 3 MO TENDED REL
solution SYRING 882
— l l 5 MO OL MG/3.2 ML
dripiprazote ord Q armodafinil 3 PA; MO;
tablet (30 per 30
days) QL (30 per
i [ [ 3 MO:; QL 20 days)
aripiprazole ora ; ; :
tablet,disintegrating (60 per 30 asenapine maleate . MO; QL
days) (60 per 30
ARISTADA 4 MO; QL days)
INITIO 4.8 ’ Sr 365 atomoxetine oral 3 MO; QL
da. sI)) capsule 10 mg, 18 (60 per 30
el mg, 25 mg, 40 mg days)

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

This drug list was updated in August 2024.
28


http://www.express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
atomoxetine oral 3 MO; QL clorazepate 3 PA; MO;
capsule 100 mg, 60 (30 per 30 dipotassium oral QL (90 per
mg, 80 mg days) tablet 3.75 mg 30 days)
AUVELITY 4 ST; MO; clorazepate 3 PA; MO;
QL (60 per dipotassium oral QL (360 per
30 days) tablet 7.5 mg 30 days)
bupropion hcl oral 1 MO clozapine oral tablet 2
tablet clozapine oral 3
bupropion hcl oral 1 MO; QL tablet, disintegrating
tablet extended (90 per 30 desipramine MO
release ?4 hr 150 mg days) desvenlafaxine MO: QL
bupropion hcl oral 1 MO; QL succinate (30 per 30
tablet extended (30 per 30 days)
release 24 hr 300 mg days) dextroamphetamine 3 MO
bupropion hcl oral 1 MO; QL -amphetamine oral
tablet sustained- (60 per 30 capsule,extended
release 12 hr days) release 24hr
buspirone 1 MO dextroamphetamine 2 MO
CAPLYTA 3 MO; QL -amphetamine oral
(30 per 30 tablet
days) diazepam intensol 1 PA; MO;
chlorpromazine oral 3 MO QL (240 per
citalopram oral 2 MO 30 days)
solution diazepam oral 1 PA; MO;
citalopram oral 1 MO; QL solution 5 mgl5 ml QL (1200
tablet (30 per 30 (1 mglml) per 30 days)
days) diazepam oral tablet 1 PA; MO;
clomipramine MO QL (120 per
clonidine hcl oral MO 30 days)
tablet extended doxepin oral capsule 3 MO
release 12 hr doxepin oral 3 MO
clorazepate 3 PA; MO; concentrate
dipotassium oral QL (180 per doxepin oral tablet 2 MO; QL
tablet 15 mg 30 days) (30 per 30
days)

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

This drug list was updated in August 2024.
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DRIZALMA 3 MO; QL fluoxetine oral | MO; QL
ORAL CAPSULE, (60 per 30 capsule 10 mg (30 per 30
DELAYED REL days) days)
SPRINKLE 20 fluoxetine oral 1 MO; QL
MG, 30 MG, 60 capsule 20 mg (90 per 30
MG days)
DRIZALMA 3 MO; QL Sfluoxetine oral 1 MO:; QL
g%fkgég;%iﬂ Eﬁg}gﬁr 30 capsule 40 mg (60 per 30
days)
i/}) GR INKLE 40 fluoxetine oral 1 MO
solution
duloxetine oral 1 MO; QL .
capsule,delayed (60 per 30 jc;]up henatzme 3 MO
release(drlec) 20 days) ccanoate
mg, 30 mg, 60 mg fluphenazine hcl 3 MO
EMSAM 4 MO Sfluvoxamine oral 2 MO; QL
escitalopram 3 MO tablet 100 mg 890 p)er 30
oxalate oral solution : ays
escitalopram 1 MO: QL fluvoxamine oral 2 MO; QL
’ tablet 25 mg (30 per 30
oxalate oral tablet (30 per 30
days) days)
i ) fluvoxamine oral 2 MO; QL
FANAPT ORAL 3 ST; MO; rablet 50 (60 30
TABLET QL (60 per apter o me pet
days)
30 days) :
FANAPT ORAL 3 ST; MO; haloperidol 10
TABLETS,DOSE QL (8 per haloperidol 3
PACK 180 days) decanoate
FETZIMA ORAL 3  MO: QL ’”’;‘;’.””S;géar .
CAPSULE.EXT (28 per 180 *;‘; “ ’Z‘))” meim
REL 24HR DOSE days) "
PACK 20 MG (2)- haloperidol 3 MO
40 MG (26) c.iecanoate
FETZIMA ORAL 3  MO:; QL ’”’f‘;’.””slcgéar .
CAPSULE,EXTE (30 per 30 ;‘;” ’0/” s Omg s
NDED RELEASE days) mE e,
24 HR mglml(1ml)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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haloperidol lactate 3 MO INVEGA 4 MO; QL
injection SUSTENNA (0.5 per 28
haloperidol lactate 1 MO INTRAMUSCUL days)
oral AR SYRINGE 78
imipramine hcl 3 MO MG/0.5 ML
INVEGA 4 MO: QL INVEGA 4 MO; QL
TRINZA (0.88 per 90
HAFYERA (3.5 per 180
INTRAMUSCUL days)
INTRAMUSCUL days)
AR SYRINGE 273
AR SYRINGE MG/0.88 ML
1,092 MG/3.5 ML i
INVEGA 4 MO; QL (5 INVEGA 4 MO; QL
TRINZA (1.32 per 90
HAFYERA per 180
INTRAMUSCUL days)
INTRAMUSCUL days)
AR SYRINGE 410
AR SYRINGE MG/1.32 ML
1,560 MG/5 ML :
INVEGA 4 MO: QL INVEGA 4 MO; QL
TRINZA (1.75 per 90
SUSTENNA (0.75 per 28
INTRAMUSCUL days)
INTRAMUSCUL days)
AR SYRINGE 546
AR SYRINGE 117 MG/1.75 ML
MG/0.75 ML i
INVEGA 4 MO; QL (1 INVEGA 4 MO; QL
TRINZA (2.63 per 90
SUSTENNA per 28 days)
INTRAMUSCUL days)
INTRAMUSCUL
AR SYRINGE 819
AR SYRINGE 156 MG/2.63 ML
MG/ML —
INVEGA 4 MO: QL lz'thl‘um c?rbonale 1 MO
SUSTENNA (1.5 per 28 lithium citrate 1
INTRAMUSCUL days) lorazepam intensol 1 PA; QL
AR SYRINGE 234 (150 per 30
MG/1.5 ML days)
INVEGA 2 MO; QL lorazepam oral 1 PA; MO;
SUSTENNA (0.25 per 28 tablet 0.5 mg, 1 mg QL (90 per
INTRAMUSCUL days) 30 days)
AR SYRINGE 39 lorazepam oral 1 PA; MO;
MG/0.25 ML tablet 2 mg QL (150 per
30 days)
loxapine succinate | MO

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

This drug list was updated in August 2024.
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lurasidone oral 3 MO; QL nortriptyline oral 3 MO
tablet 120 mg, 20 (30 per 30 solution
mg, 40 mg, 60 mg days) NUPLAZID 3 PA;MO;
lurasidone oral 3 MO; QL QL (30 per
tablet 80 mg (60 per 30 30 days)

days) olanzapine 3 MO
MARPLAN MO intramuscular
methylphenidate hcl MO olanzapine oral | MO; QL
oral capsule,er tablet (30 per 30
biphasic 50-50 days)
methylphenidate hcl 3 MO olanzapine oral 3 MO; QL
oral solution tablet,disintegrating (30 per 30
methylphenidate hcl 2 MO days)
oral tablet paliperidone oral 3 MO; QL
methylphenidate hcl 3 MO tablet extended (30 per 30
oral tablet extended release 24hr 1.5 mg, days)
release 3 mg, 9 mg
methylphenidate hcl 3 MO paliperidone oral 3 MO; QL
oral tablet,chewable tablet extended (60 per 30
mirtazapine oral 1 MO release 24hr 6 mg days)
tablet paroxetine hcl oral 3 MO
mirtazapine oral 2 MO Sup ensz'on
tablet, disintegrating paroxetine hcl oral 1 MO; QL
modafinil oral tablet 2 PA; MO; Zgble 10'mg, 20 mg, 513210 Ser 30
100 mg QL (30 per & Y

30 days) paroxetine hcl oral 1 MO; QL
modafinil oral tablet 2 PA; MO; tablet 30 mg 516210 f)er 30
200 mg QL (60 per Y

30 days) perphenazine 3 MO
molindone oral 3 phenelzine 2 MO
tablet 10 mg, 25 mg pimozide 3 MO
molindone oral 3 MO protriptyline 3 MO
tablet 5 mg quetiapine oral 1 MO; QL
nefazodone 3 MO tablet 100 mg, 200 (90 per 30
nortriptyline oral 1 MO mg, 25 mg, 50 mg days)

capsule

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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quetiapine oral 1 MO; QL risperidone oral 1 MO; QL
tablet 300 mg, 400 (60 per 30 tablet 4 mg (120 per 30
mg days) days)
quetiapine oral 3 MO; QL risperidone oral 3 MO; QL
tablet extended (30 per 30 tablet,disintegrating (60 per 30
release 24 hr 150 days) 0.25mg, 0.5 mg, 1 days)
mg, 200 mg mg, 2 mg, 3 mg
quetiapine oral 3 MO; QL risperidone oral 3 MO; QL
tablet extended (60 per 30 tablet,disintegrating (120 per 30
release 24 hr 300 days) 4 mg days)
mg, 400 mg, 50 mg SECUADO 4  MO;QL
ramelteon 2 MO; QL (30 per 30
(30 per 30 days)
days) sertraline oral 3 MO
REXULTI ORAL 3 MO; QL concentrate
TABLET (30 per 30 sertraline oral tablet 1 MO; QL
days) 100 mg, 50 mg (60 per 30
risperidone 2 MO:; QL (2 days)
microspheres per 28 days) sertraline oral tablet 1 MO; QL
intramuscular 25 mg (30 per 30
suspension,extended days)
Ir;; Py ’é ; ’l“gm SODIUM 4  PA;LA;
2o Mg OXYBATE QL (540 per
risperidone 4 MO; QL (2 (PREFERRED 30 days)
microspheres per 28 days) NDCS
intramuscular STARTING
suspension,extended WITH 00054)
rel recon 37.5 mgl2 thioridazine 2 MO
ml, 50 mg/2 ml B
risperidone oral 1 MO thiothixene 3 MO
solution tranylcypromine 3 MO
risperidone oral 1 MO; QL trazodone 1 MO
tablet 0.25 mg, 0.5 (60 per 30 trifluoperazine 2 MO
mg, I mg, 2mg, 3 days) trimipramine 3 MO
s TRINTELLIX 2 MO; QL
(30 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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UZEDY 4 MO; QL UZEDY 4 MO; QL
SUBCUTANEOU (0.28 per 28 SUBCUTANEOU (0.14 per 28
S days) S days)
SUSPENSION,EX SUSPENSION,EX
TENDED REL TENDED REL
SYRING 100 SYRING 50
MG/0.28 ML MG/0.14 ML
UZEDY 4 MO; QL UZEDY 4 MO; QL
SUBCUTANEOU (0.35 per 28 SUBCUTANEOU (0.21 per 28
S days) S days)
SUSPENSION,EX SUSPENSION,EX
TENDED REL TENDED REL
SYRING 125 SYRING 75
MG/0.35 ML MG/0.21 ML
UZEDY 4 MO; QL venlafaxine oral 1 MO; QL
SUBCUTANEOU (0.42 per 56 capsule,extended (30 per 30
S days) release 24hr 150 days)
SUSPENSION,EX mg, 37.5 mg
TENDED REL venlafaxine oral 1 MO; QL
SYRING 150 capsule,extended (90 per 30
MG/0.42 ML release 24hr 75 mg days)
UZEDY 4 MO; QL venlafaxine oral 1 MO; QL
SUBCUTANEOU (0.56 per 56 tablet (90 per 30
SUSPENSION EX ) days)
TENDED REL VERSACLOZ 4
SYRING 200 vilazodone 2 MO; QL
MG/0.56 ML (30 per 30
UZEDY 4 MO;QL days)
SUBCUTANEOU (0.7 per 56 VRAYLARORAL 3 MO; QL
S days) CAPSULE (30 per 30
SUSPENSION,EX days)
TENDED REL zaleplon oral 3 MO; QL
SYRING 250 capsule 10 mg (60 per 30
MG/0.7 ML days)
zaleplon oral 3 MO; QL
capsule 5 mg (30 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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ziprasidone hcl 3 MO; QL mexiletine 2 MO
(60 per 30 pacerone oral tablet 3 MO
days) 100 mg, 400 mg
zipr a}vidone 3 MO pacerone oral tablet 1 MO
mesylate 200 mg
zolpidem oral tablet | MO; QL propafenone oral 3 MO
(30 per 30 capsule,extended
days) release 12 hr
ZURZUVAE 4 PA; MO; propafenone oral 2 MO
ORAL CAPSULE QL (28 per tablet
;%RQSI’J?AI\EG 1 13)15 (11\2/1[38) quinidine sulfate | MO
; ; oral tablet
ORAL CAPSULE QL (14 per alol af I
30 MG 365 days) sotarol 4
ZYPREXA 3 MO: QL (2 sotalol oral | MO
RELPREVV per 28 days) ANTIHYPERTE
INTRAMUSCUL NSIVE
AR SUSPENSION THERAPY
FOR
RECONSTITUTI acebutolol S 1O
ON 210 MG aliskiren 3 MO
CARDIOVAS amiloride 1 MO
e Z)’Z;‘;lfzzilfldlf)-rothiazide : MO
I(_)IKII/,?JII{PTIE]:)NSSI amlodipine 1 MO
amlodipine- 1 MO
ANTIARRHYTH benazepril
MIC AGENTS amlodipine- 1 MO
amiodarone oral 3 MO olmesartan
tablet 100 mg amlodipine- 1 MO
amiodarone oral 1 MO valsartan
tablet 200 mg amlodipine- 1 MO
amiodarone oral 3 valsartan-hcthiazid
tablet 400 mg atenolol 1 MO
dofetilide 3 MO atenolol- 1 MO
flecainide 2 MO chlorthalidone

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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benazepril 1 MO diltiazem hcl oral 1 MO
benazepril- 1 MO capsule,extended
hydrochlorothiazide release 24hr 180
betaxolol oral 2 MO m.g,‘240 mg, 300 mg
bisoprolol fumarate 1 MO f;g;jlzem heloral ! MO
bisoprolol- .. ! MO diltiazem hcl oral 1 MO
hydrochlorothiazide
: tablet extended
l_”fme I{anlde 3 MO release 24 hr
injection : dilt-xr 1 MO
bumetanide oral ! MO doxazosin oral 1 MO; QL
candesartan I MO tablet 1 mg, 2 mg, 4 (30 per 30
candesartan- 1 MO mg days)
hydrochlorothiazid doxazosin oral 1 MO; QL
captopril 1 MO tablet 8§ mg (60 per 30
cartia xt 1 MO days)
carvedilol 1 MO enalapril maleate 1 MO
chlorthalidone oral 1 MO oral tab‘let
tablet 25 mg, 50 mg ch’llap’;l’ll' P 1 MO
NPT ) ydrochlorothiazide
clonidine . MO; QL (4 oral tablet 5-12.5
per 28 days) mg
clonidine hcl oral 1 MO eplerenone 5 MO
tablet —
diltiazem hcl oral 1 MO /e el?dlp m‘e ! MO
capsule,extended Josinopril 1 MO
release 12 hr Sfosinopril- 1 MO
diltiazem hcl oral 1 MO hydrochlorothiazide
capsule,extended furosemide injection 3 MO
release 24 hr 360 solution
mg, 420 mg furosemide oral 1 MO
diltiazem hcl oral 1 solution 10 mgiml,
capsule,extended 40 mgl5 ml (8
release 24hr 120 mg mgiml)
furosemide oral 1 MO
tablet
hydralazine oral 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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hydrochlorothiazide 1 MO nifedipine oral 1 MO
indapamide 1 MO tablet extended
irbesartan 1 MO release
rbesartan- 1 MO nifedipine oral | MO
- tablet extended
hydrochlorothiazide release 24hr
KERENDIA 2 gé’;glaéig) nimodipine 3 MO
labetalol oral 1 MO ojmesartan 1 ﬁg
. : olmesartan-
51'Sl.n0p ”5 i ﬁg amlodipin-hcthiazid
isinopril- .
hydrochlorothiazide olmesartan . ! MO
hydrochlorothiazide
losartan k MO perindopril 1 MO
losartan- 1 MO erbumine
hydrochlorothiazide pindolol 5 MO
matzim la 1 MO .
prazosin 1 MO
metolazolnle ? ﬁg propranolol oral 1 MO
metoprolo . .
succiﬁate quinapril !
metoprolol ta- 1 MO ramipril ! MO
hydrochlorothiaz spironolactone oral 1 MO
metoprolol tartrate 1 MO lal.)let
oral tablet 100 mg, spironolacton- 1 MO
25 mg, 50 mg hydrochlorothiaz
metyrosine 4  PA;MO telmisartan 1 MO
minoxidil oral 1 MO telmisartan- 1 MO
moexipril oral tablet 1 amlodipine
15 mg telmisartan- 1 MO
moexipril oral tablet 1 MO hydrochlorothiazid
7.5 mg terazosin oral 1 MO; QL
nadolol 3 MO capsule 1 mg, 2 mg, (30 per 30
P | Smg days)
ne zvo.o. MO terazosin oral 1 MO; QL
nicardipine oral 3 MO capsule 10 mg (60 per 30
days)
tiadylt er 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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timolol maleate oral 3 MO DOPTELET (15 4 PA; MO;
; TAB PACK) LA
torsemide oral | MO
trandolapril 1 MO DOPTELET (30 4 PA; MO;
treprostinil sodium 4 PA; MO TAB PACK) LA
triamterene- | MO ELIQUIS 2 ?g()o ’ e?l?:o
hydrochlorothiazid dayf)
g EEEA;] TORAL IL";‘:, 1(\241? ( " ELIQUISDVT-PE 2  MO;QL
er’30 days) TREAT 30D (74 per 180
p y START days)
UPTRAVI ORAL 4 PA; MO; ; 3 MO: QL
TABLETS,DOSE LA; QL ero-xdparin :
subcutaneous (28 per 28
PACK (200 per :
180 days) Aj"ermge/] 0[0 mglml, days)
50 mgim
valsartan oral tablet 1 MO enoxaparin 3 MO: QL
valsartan- o 1 MO subcutaneous (22.4 per 28
hydrochlorothiazide syringe 120 mgl0.8 days)
verapamil oral | MO ml, 80 mgl0.8 ml
COAGULATION enoxaparin 3 MO; QL
THERAPY subcutaneous (16.8 per 28
— syringe 30 mgl0.3 days)
aspirin- 3 MO ml, 60 mgl0.6 ml
dipyridamole
BRILINTA 5 MO enoxaparin 3 MO; QL
subcutaneous (11.2 per 28
CABLIVI 4 PA; LA syringe 40 mgl0.4 days)
INJECTION KIT ml
cilostazol 1 MO fondaparinux 4 MO
clopidogrel oral 1 MO; QL subcutaneous
tablet 75 mg (30 per 30 syringe 10 mgl0.8
days) ml, 5 mgl0.4 ml, 7.5
dabigatran etexilate 3 MO; QL mgl0.6 ml
(60 per 30 fondaparinux 3 MO
days) subcutaneous
dipyridamole oral 3 MO Sylrlnge 2.5 mgl0.5
DOPTELET (10 4  PA; MO; S _
TAB PACK) LA heparin (porcine) 2 MO

injection solution

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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jantoven 1 MO colestipol oral 3
pentoxifylline 1 MO packet
prasugrel 2 MO colestipol oral tablet 3 MO
PROMACTA 4 PA:; MO; ezetimibe 1 MO
LA ezetimibe- | MO; QL
warfarin 1 MO simvastatin (30 per 30
XARELTODVT- 2 MO; QL | days)
PE TREAT 30D (51 per 180 fenofibrate 1 MO
START days) micronized oral
XARELTOORAL 2 MO; QL prs:ge 134 it 200
SUSPENSION (775 per 28 & 75 mg, 0/ mg
FOR days) fenofibrate | MO
RECONSTITUTI nanocrystallized
ON fenofibrate oral | MO
XARELTO ORAL 2 MO;QL tablet 160 mg, 54
TABLET 10 MG, (30 per 30 mg
15 MG, 20 MG days) fenofibric acid 3 MO
XARELTO ORAL 2 MO;QL (choline)
TABLET 2.5 MG (60 per 30 Sfluvastatin oral 1 MO; QL
days) capsule 20 mg (30 per 30
LIPID/CHOLES days)
TEROL Sfluvastatin oral 1 MO; QL
LOWERING capsule 40 mg (60 per 30
AGENTS days)
atorvastatin 1 MO; QL gemfibrozil ! MO
(30 per 30 icosapent ethyl 2 MO
days) lovastatin oral 1 MO; QL
cholestyramine 2 MO tablet 10 mg (30 per 30
(with sugar) oral days)
powder in packet lovastatin oral 1 MO; QL
cholestyramine light 2 tablet 20 mg, 40 mg (60 per 30
oral powder in days)
packet niacin oral tablet 1 MO
colesevelam 3 MO 500 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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niacin oral tablet 3 MO digoxin oral tablet | MO
extended release 24 125 mceg (0.125
hr mg), 250 mcg (0.25
omega-3 acid ethyl 1 MO mg)
esters ENTRESTO 2 MO; QL
pitavastatin calcium 1 MO; QL (60 per 30

(30 per 30 days)
days) ranolazine 3 MO
pravastatin 1 MO; QL VERQUVO 2 MO; QL
(30 per 30 (30 per 30
days) days)
prevalite oral 2 MO VYNDAMAX 4 PA; MO
powder in packet NITRATES
REPATHA 2 Pg;z(glags) isosorbide dinitrate 1 MO
P y oral tablet 10 mg,
REPATHA 2 PA; QL (7 20 mg, 30 mg, 5 mg
PUSHTRONEX per 28 days) “osorbide 1 MO
REPATHA 2 PA; QL (6 mononitrate
SURECLI.CK per 28 days) nitro-bid ) MO
rosuvastatin 1 MO; QL nitroglycerin 1 MO
(30 per 30 .
sublingual
days) : :
simvastatin 1 MO; QL nitroglycerin ! MO
transdermal patch
(30 per 30
24 hour
dayy itrogl ] 3 MO
MISCELLANEO nitrog ycerin
translingual
US
CARDIOVASCU
LAR AGENTS
CORLANOR 2 MO; QL
ORAL TABLET (60 per 30
days)
digoxin oral solution 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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DERMATOL SKYRIZI 4 PA; MO;
ICALS/T SUBCUTANEOU QL (2 per
(P?I(éfL SO S PEN INJECTOR 28 days)
THERAPY SKYRIZI 4 PA; MO;
SUBCUTANEOU QL (2 per
ANTIPSORIATI S SYRINGE 150 28 days)
C/ MG/ML
ANTISEBORRH SOTYKTU 4 PA; MO;
EIC QL (30 per
30 days)
acitretin 3 MO STELARA 4 PA: MO
calcipotriene scalp 2 MO; QL INTRAVENOUS QL,(104 ,per
(120 per 30 180 days)
days) STELARA 4  PA;MO;
calcipotriene topical 3 MO; QL SUBCUTANEOU QL (0.5 per
cream él 20 per 30 S SOLUTION 28 days)
ays) STELARA 4 PA;MO;
calcipotriene topical 3 MO; QL SUBCUTANEOU QL (0.5 per
ointment (120 per 30 S SYRINGE 45 28 days)
days) MG/0.5 ML
SYRINGES) QL (10 per SUBCUTANEOU QL (1 per
28 days) S SYRINGE 90 28 days)
COSENTYX PEN 4 PA; MO; MG/ML
(2 PENS) QL (10 per TREMFYA 4 PA;MO;
28 days) QL (2 per
COSENTYX 4 PA; MO; 28 days)
S SYRINGE 75 28 days) US
MG/0.5 ML DERMATOLOG
UNOREADY QL (10 per
PEN 28 days) ammonium lactate 1 MO
selenium sulfide 1 MO DUPIXENT 4 PA; MO;
S PEN INJECTOR per 28 days)

200 MG/1.14 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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DUPIXENT 4 PA; MO; lidocan iii 3 PA; QL (90
SUBCUTANEOU QL (8 per per 30 days)
S PEN INJECTOR 28 days) methoxsalen 4 MO
f;)[(}x)c(}}ézl\Il\;L i PA OL PANRETIN 4 PA; MO
SYRINGE (1.34 per 28 pimecrolimus =B /?f 1}%(3;
SUBCUTANEOU days) _% d(ays) per
S SYRINGE 100
MG/0.67 ML podofilox topical 2 MO
DUPIXENT 4 PA; MO; solution
SUBCUTANEOU QL (4.56 REGRANEX 4 QL (15 per
S SYRINGE 200 per 28 days) 30 days)
MG/1.14 ML SANTYL 2 MO:; QL
DUPIXENT 4 PA;MO; (180 per 30
SUBCUTANEOU QL (8 per days)
S SYRINGE 300 28 days) silver sulfadiazine 1 MO
MG/2 ML ssd I MO
fluorouracil topical 2 MO tacrolimus topical 3 PA; MO;
cream 5 % QL (100 per
fluorouracil topical 2 MO 30 days)
solution VALCHLOR 4  PA;MO
imiquimod topical 2 MO THERAPY FOR
cream in packet 5 %5 ACNE
lidocaine hcl mucous 2 MO
membrane solution accutane oral 3
4% (40 mgiml) capsule 10 mg, 20

e : mg, 40 mg
lidocaine topical 3 PA; MO;
adhesive QL (90 per amnesteenm
patch,medicated 5 30 days) claravis
70 clindamycin MO; QL
lidocaine topical 3 MO; QL phosphate topical (120 per 30
ointment (36 per 30 gel days)
days) clindamycin 2 MO; QL
lidocaine viscous 1 phosphate topical (150 per 30
lidocaine-prilocaine 2 MO; QL gel, once daily days)
topical cream (30 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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clindamycin 2 MO; QL TOPICAL
phosphate topical (120 per 30 ANTIBACTERIA
lotion days) LS
clindamycin ‘ 2 MO; QL gentamicin topical 3 MO; QL
phosphate topical (120 per 30 cream (60 per 30
solution days) dayf)
ery pads o 2 MO gentamicin topical 2 MO; QL
erythromycin with 1 MO ointment (60 per 30
ethanol topical days)
solution mupirocin 1 MO; QL
isotretinoin oral 3 (44 per 30
capsule 10 mg, 20 days)
mg, 30 mg, 40 mg sulfacetamide 3 MO
metronidazole 3 MO sodium (acne)
topical cream TOPICAL
metronidazole 3 MO ANTIFUNGALS
topical gel : : .
S —— 3 MO ciclopirox topical 1 1\;[(?, Q]£8
topical lotion credam gayi))er
tazarotene topical 3 PA; MO ciclopirox topical ) MO: QL
cream gel (100 per 28
tazarotene topical 3 PA; MO days)
gel ciclopirox topical 2 MO; QL
tretinoin topical 3 PA; MO shampoo (120 per 28
cream 0.025 %, 0.05 days)
0 0
76, 0.1% ciclopirox topical 1 MO; QL
tretinoin topical gel 2 PA; MO solution (6.6 per 28
0.01 %, 0.025 %, days)
0
0.05 % ciclopirox topical 2 MO; QL
zenatane 3 suspension (60 per 28
days)
clotrimazole topical 1 MO; QL
cream (45 per 28
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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clotrimazole topical 1 MO; QL nystop 2 MO; QL
solution (30 per 28 (180 per 30
days) days)
clotrimazole- 2 MO; QL TOPICAL
betamethasone (45 per 28 ANTIVIRALS
topical d
P zc.a cream ays.) acyclovir topical 3 PA; MO;
clotrimazole- 3 MO; QL ointment QL (30 per
betamethasone (60 per 28 30 days)
topical lotion days) —
_ penciclovir 3 MO:; QL (5
econazole 3 MO; QL per 30 days)
(85 per 28
days) TOPICAL
ketoconazole topical 1 MO; QL S(I)I;IST LEL LS
cream (60 per 28
days) ala-cort topical 1 MO
ketoconazole topical 1 MO; QL cream 1 %%
shampoo (120 per 28 ala-cort topical 1
days) cream 2.5 %
naftifine topical gel 3 MO; QL alclometasone 2 MO
2% (60 per 28 betamethasone 2 MO
days) dipropionate
nyamyc 2 MO; QL betamethasone 2 MO
(180 per 30 valerate topical
days) cream
nystatin topical 1 MO; QL betamethasone 2 MO
cream (30 per 28 valerate topical
days) lotion
nystatin topical 1 MO; QL betamethasone 2 MO
ointment (30 per 28 valerate topical
days) ointment
nystatin topical 2 MO; QL betamethasone, 1 MO
powder (180 per 30 augmented topical
days) cream
nystatin- 2 MO; QL betamethasone, 2 MO
triamcinolone (60 per 28 augmented topical
days) gel

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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betamethasone, 3 MO Sfluocinolone topical 3 MO
augmented topical cream
lotion Sfluocinolone topical 3 MO
betamethasone, 1 MO ointment
augmented topical Sfluocinolone topical 3 MO
ointment solution
clobetasol scalp 3 MO; QL Sfluocinonide topical 3 MO; QL
(100 per 28 cream 0.05 % (120 per 30
days) days)
clobetasol topical 3 MO; QL fluocinonide topical 3 MO; QL
cream (120 per 28 gel (120 per 30
days) days)
clobetasol topical 3 MO; QL fluocinonide topical 3 MO; QL
foam (100 per 28 ointment (120 per 30
days) days)
clobetasol topical 3 MO; QL fluocinonide topical 3 MO; QL
gel (120 per 28 solution (120 per 30
days) days)
clobetasol topical 3 MO:; QL fluocinonide- 3 MO:; QL
lotion (118 per 28 emollient (120 per 30
days) days)
clobetasol topical 3 MO; QL halobetasol 3 MO
ointment (120 per 28 propionate topical
days) cream
clobetasol topical 3 MO; QL halobetasol 3 MO
shampoo (236 per 28 propionate topical
days) ointment
clobetasol-emollient 3 MO; QL hydrocortisone 1 MO
topical cream (120 per 28 topical cream 1%
days) hydrocortisone 1 MO
desonide topical 3 MO topical lotion 2.5 %
cream hydrocortisone 1 MO
desonide topical 3 MO topical ointment 1
ointment %, 2.5%
fluocinolone and 3 MO mometasone topical 1 MO

shower cap

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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triamcinolone 1 MO dl10 %-0.45 % 3
acetonide topical sodium chloride
cream d2.5 %-0.45 % 3
triamcinolone 1 MO sodium chloride
acetonide topical d5 % and 0.9 % 3 MO
lotion sodium chloride
triamcinolone 1 MO d5 %6-0.45 % sodium 3 MO
acetonide topical chloride
ointment 0.025 %5, . X
0.1%. 0.5% deferasirox oral 2 PA; MO
: : tablet
triderm topical 1 deferiprone 4 PA: MO
e d 10 % and 3
SCABICIDES / J 109 3
PEDICULICIDE extrose 10 7o i
S water (d10w)
dextrose 5 % in 3 MO
malathion 3 MO water (d5w)
permethrin MO; QL intravenous
(60 per 30 piggyback
days) dextrose 5%6-0.2 % 3
DIAGNOSTIC sod chloride
S/ disulfiram oral 2 MO
MISCELLAN tablet 250 mg
EOUS Tl
AGENTS
droxidopa 4 PA; MO
MISCELLANEO ENDARI 4 PA;: MO
US AGENTS INCRELEX 4 MO LA
acamprosate 3 MO levocarnitine (with 3 MO
anagrelide 2 MO sugar)
carglumic acid 4 PA; MO levocarnitine oral 3 MO
CHEMET 2 PA tablet
CLINIMIX 3 PA LOKELMA 2 MO
4.25%/D5SW midodrine 2 MO
SULFIT FREE nitisinone 4 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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pilocarpine hel oral 3 MO varenicline oral 3
PROLASTIN-C 4  PA;MO; tablet 1'mg (56
INTRAVENOUS LA pack)
SOLUTION varenicline oral 3 MO
REZDIFFRA 4 PA;MO; tablets,dose pack

QL (30 per EAR, NOSE /
30 days) THROAT
riluzole 2 PA; MO MEDICATIO
sodium chloride 0.9 3 MO NS
% intravenous
parenteral solution MISCELLANEO
sodium chloride 3 MO US AGENTS
irrigation azelastine nasal 2 MO; QL
sodium 4 PA; MO spray,non-aerosol (60 per 30
phenylbutyrate oral 137 meg (0.1 %) days)
powder chlorhexidine 1 MO
sodium 4 PA gluconate mucous
phenylbutyrate oral membrane
tablet ipratropium 1 MO; QL
sodium polystyrene 2 MO bromide nasal (30 per 30
sulfonate oral days)
powder kourzeq 1
sps (with sorbitol) 2 MO periogard 1 MO
oral triamcinolone 1 MO
trientine oral 4 PA; MO acetonide dental
le 250

capsute <57 ms MISCELLANEO
SMOKING US OTIC
DETERRENTS PREPARATION
bupropion hcl 1 MO S
(smoking deter) acetic acid otic 1 MO
NICOTROL 3 (ear)
NICOTROL NS 3 MO flac otic oil
varenicline oral 3 MO fluocinolone MO

tablet 0.5 mg, 1 mg

acetonide oil

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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hydrocortisone- 3 MO prednisone 1 MO
acetic acid prednisone intensol 3 MO
ofloxacin otic (ear) 2 MO ANTITHYROID
OTIC STEROID AGENTS
/ ANTIBIOTIC methimazole oral | MO
ciprofloxacin- 2 MO; QL tablet 10 mg, 5 mg
dexamethasone 517.5 per 7 propylthiouracil ? MO
| ays) DIABETES
neomycin- . 2 MO THERAPY
polymyxin-hc otic
(ear) acarbose oral tablet 1 MO; QL
1 0 0
ENDOCRINE/ Vme iyt
DIABETES acarbose oral tablet 1 MO; QL
ADRENAL 25 mg (360 per 30
HORMONES days)
dexamethasone oral 1 MO acarbose oral tablet 1 MO; QL
. 50 mg (180 per 30
solution days)
dexamethasone oral 1 MO alcohol pads ) PA
tablet
. BYETTA 2 PA; MO;
Sludrocortisone 10 SUBCUTANEOU QL (2.4 per
hydrocortisone oral 1 MO S PEN INJECTOR 30 days)
methylprednisolone 1 PA; MO 10
oral tablet MCG/DOSE(250
methylprednisolone 1 MO MCG/ML) 2.4 ML
oral tablets,dose BYETTA 2 PA; MO;
pack SUBCUTANEOU QL (1.2 per
prednisolone oral 2 MO S PEN INJECTOR 30 days)
solution 5 MCG/DOSE (250
prednisolone sodium 2 MO MCG/ML) 1.2 ML
phosphate oral diazoxide 4 MO
solution 25 mgl5 ml DROPSAFE 2 PA
(5 mgiml), 5 mg ALCOHOL PREP
basel5 ml (6.7 mgl5 PADS

ml)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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FARXIGA ORAL 2 MO; QL GVOKE 2 MO
TABLET 10 MG (30 per 30 GVOKE 7 MO
days) HYPOPEN 2-
FARXIGA ORAL 2 MO; QL PACK
TABLET 5 MG (60 per 30 GVOKE PFS 1- % MO
days) PACK SYRINGE
glimepiride oral 1 MO; QL SUBCUTANEOU
tablet 1 mg (240 per 30 S SYRINGE 1
days) MG/0.2 ML
glimepiride oral 1 MO; QL HUMALOG 2 MO
tablet 2 mg (120 per 30 JUNIOR
days) KWIKPEN U-100
glimepiride oral 1 MO; QL HUMALOG 2 MO
tablet 4 mg (60 per 30 KWIKPEN
days) INSULIN
glipizide oral tablet 1 MO; QL HUMALOG MIX 2 MO
10 mg (120 per 30 50-50 KWIKPEN
days) HUMALOG MIX 2 MO
glipizide oral tablet 1 MO; QL 75-25 KWIKPEN
5 mg (240 per 30 HUMALOG MIX 2 MO
days) 75-25(U-
glipizide oral tablet 1 MO; QL 100)INSULN
extended release (60 per 30 HUMALOG U- P MO
24hr 10 mg days) 100 INSULIN
glipizide oral tablet 1 MO; QL HUMULIN 70/30 P MO
extended release (240 per 30 U-100 INSULIN
24hr 2.5 mg days) HUMULIN 70/30 2 MO
glipizide oral tablet 1 MO; QL U-100 KWIKPEN
;:;;n?ed release é 1a205 )per 30 HUMULIN N 5 MO
e Y NPH INSULIN
glipizide-metformin 1 MO; QL KWIKPEN
oral tablet 2.5-250 (240 per 30 HUMULIN N 5 MO
mE days) NPH U-100
glipizide-metformin 1 MO; QL INSULIN
oral tablet 2.5-500 (120 per 30
mg, 5-500 mg days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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HUMULIN R 2 MO LYUMIJEV 2 MO
REGULAR U-100 KWIKPEN U-100
INSULN INSULIN
HUMULIN R U- 2 MO LYUMIJEV 2 MO
500 (CONC) KWIKPEN U-200
INSULIN INSULIN
HUMULIN R U- 2 MO LYUMIJEV U-100 2 MO
500 (CONC) INSULIN
KWIKPEN metformin oral 1 MO; QL
INSULIN LISPRO 2 MO tablet 1,000 mg (75 per 30
SUBCUTANEOU days)
S SOLUTION metformin oral 1 MO; QL
JANUMET 2 MO; QL tablet 500 mg (150 per 30
(60 per 30 days)
days) metformin oral 1 MO; QL
JANUMET XR 2 MO; QL tablet 850 mg (90 per 30
ORAL TABLET, (30 per 30 days)
ER days) metformin oral 1 MO; QL
MULTIPHASE 24 tablet extended (120 per 30
HR 100-1,000 MG release 24 hr 500 mg days)
JANUMET XR 2 MO; QL metformin oral 1 MO; QL
ORAL TABLET, (60 per 30 tablet extended (60 per 30
f/ﬁJLTIPHASE o days) release 24 hr 750 mg days)
HR 50-1,000 MG, MOURNJARO : g‘i; (1;40;
50-500 MG 59 day‘é’)er
JANUVIA 2 ?;[(? ;e?I?;O nateglinide oral 1 MO; QL
P tablet 120 mg (90 per 30
days) days)
JARDIANCE 2 ?;[(? ;6(3150 nateglinide oral 1 MO:; QL
P tablet 60 mg (180 per 30
days) days)
LANTUS 2 MO
SOLOSTAR U-100
INSULIN
LANTUS U-100 2 MO
INSULIN

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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OZEMPIC 2 PA; MO; SYNJARDY 2 MO; QL
SUBCUTANEOU QL (3 per (60 per 30
S PEN INJECTOR 28 days) days)
0.25MG OR 0.5 SYNJARDY XR 2  MO:;QL
MG (2 MG/3 ML), ORAL TABLET, (30 per 30
1 MG/DOSE (4 IR - ER, days)
MG/3ML), 2 BIPHASIC 24HR
MG/DOSE (8 10-1,000 MG, 25-
MG/3 ML) 1,000 MG
pioglitazone I MO:QL SYNJARDY XR 2 MO:;QL
(30 per 30 ORAL TABLET, (60 per 30
days) IR - ER, days)
repaglinide oral 1 MO; QL BIPHASIC 24HR
tablet 0.5 mg (960 per 30 12.5-1,000 MG, 5-
days) 1,000 MG
repaglinide oral 1 MO; QL TOUJEO MAX U- 2 MO
tablet 1 mg (480 per 30 300 SOLOSTAR
days) TOUJEO 2 MO
repaglinide oral 1 MO; QL SOLOSTAR U-300
tablet 2 mg (240 per 30 INSULIN
days) TRULICITY 2 PA;MO;
saxagliptin 2 MO; QL QL (2 per
(30 per 30 28 days)
days) XIGDUO XR 2 MO;QL
saxagliptin- 2 MO; QL ORAL TABLET, (30 per 30
metformin oral (60 per 30 IR - ER, days)
tablet, er multiphase days) BIPHASIC 24HR
24 hr 2.5-1,000 mg 10-1,000 MG, 10-
saxagliptin- 2 MO; QL 500 MG
metformin oral (30 per 30 XIGDUO XR 2 MO; QL
tablet, er multiphase days) ORAL TABLET, (60 per 30
24 hr 5-1,000 mg, 5- IR - ER, days)
500 mg BIPHASIC 24HR
SOLIQUA 100/33 2 MO;QL 2.5-1,000 MG, 5-
(90 per 30 1,000 MG, 5-500
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 viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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MISCELLANEO testosterone 2 PA; MO
US HORMONES enanthate
cabergoline D MO testosterone 2 PA; MO;
Teitoni ; 7 MO transdermal gel in QL (300 per
ca cz;omn (salmon) metered-dose pump 30 days)
nasa 12.5 mgl 1.25 gram
calcitriol oral 1 MO (1%)
capsule testosterone 3 PA; MO;
calcitriol oral 3 transdermal gel in QL (150 per
solution metered-dose pump 30 days)
cinacalcet oral 3 PA; MO 20.25 mgl1.25 gram
tablet 30 mg, 60 mg (1.62%)
cinacalcet oral 4 PA; MO testosterone 3 PA; MO;
tablet 90 mg transdermal gel in QL (300 per
danazol MO packet] % (25 30 daYS)
y - ] mgl2.5gram), 1 %
esmopressin nasa (50 mgl5 gram)
spray,non-aerosol : :
10 mceglspray (0.1 testosterone 3 PA; MO;
ml) transdermal gel in QL (37.5
ket 1.62 % 30d
desmopressin oral 2 MO [Zg Ze 5 mall. 20 5 pet ays)
doxercalciferol oral 3 MO gram)
mifepristone oral 4 PA; MO testosterone 3 PA; MO;
tablet 300 mg transdermal gel in QL (150 per
paricalcitol oral 3 MO packet 1.62 % (40.5 30 days)
sapropterin 4 PA; MO mgl2.5 gram)
SOMAVERT 4 PA: MO testosterone 3 PA; MO;

5 PAT MO transdermal solution QL (180 per
tes tgs terone ’ in metered pump 30 days)
c.'yplonale ‘ wlapp
intramuscular oil
100 mglml, 200 tolvaptan 4 PA; MO
mglml THYROID
testosterone 2 PA HORMONES
cypionate ‘ euthyrox 1 MO
intramuscular oil levothyroxine oral 1 MO

200 mglml (1 ml)

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 viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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levoxyl oral tablet 1 MO MISCELLANEO
100 mcg, 112 mcg, US
125 mcg, 137 mcg, GASTROINTES
150 meg, 175 meg, TINAL AGENTS
200 mcg, 25 mcg, 50
meg, 75 mcg, 88 alosetron oral tablet 3 PA; MO
meg 0.5 mg
liothyronine oral MO alosetron oral tablet 4 PA; MO
unithroid MO Lmg 3 BA MO
tant ;
GASTROENT e — o
alsalazide
EROLOGY :
betaine 4 MO
ANTIDIARRHE budesonide oral 3 MO
ALS/ capsule,delayed, exte
ANTISPASMOD nd.release
ICS budesonide oral 4 MO
dicyclomine oral MO tablet,delayed and
capsule ext.release
dicyclomine oral MO compro 3 MO
solution constulose | MO
dicyclomine oral MO CORTIFOAM 2 MO
tablet CREON 2 MO
dip hei?oxy Za;‘}f y MO cromolyn oral 3 MO
Zt'rzpme oza e MO dronabinol 3 PA
te-
IPIREROXyare enulose 1 MO
atropine oral tablet
GATTEX 30-VIAL 4 PA; MO
glycopyrrolate oral MO :
tablet 1 mg, 2 mg gavilyte-c 1 MO
loperamide oral MO gavilyte-g 1 MO
capsule generlac 1
granisetron hcl oral 3 PA; MO
hydrocortisone 3 MO
rectal

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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hydrocortisone 1 MO OCALIVA 4 PA; MO;
topical cream with LA; QL (30
perineal applicator per 30 days)
2.5% ondansetron hcl oral 3 PA; MO
INFLECTRA 4 PA; MO; solution

QL (20 per ondansetron hcl oral 1 PA; MO

28 days) tablet 4 mg, 8§ mg
lactu{ose oral 1 MO ondansetron oral 1 PA; MO
solution 10 gram/15 tablet,disintegrating
ml 4 mg, 8§ mg
LINZESS 3 ST; MO; peg 3350- 1

QL (30 per electrolytes

30 days) peg-electrolyte 1 MO
lubiprostone 3 MO; QL .

(60 per 30 prochlorperazine 3 MO

days) prochlorperazine | MO
meclizine oral tablet 1 MO maleate oral
12.5 mg, 25 mg procto-med hc | MO
mesalamine oral 3 MO proctosol hc topical 1 MO
capsule (with del rel proctozone-hc 1 MO
tablets) RELISTOR 4  ST; MO;
mesalamine oral 3 SUBCUTANEOU QL (18 per
capsule, extended S SOLUTION 30 days)
release RELISTOR 4  ST; MO;
mesalamine oral 3 MO SUBCUTANEOU QL (18 per
capsule,extended S SYRINGE 12 30 days)
release 24hr MG/0.6 ML
mesalamine oral 3 MO RELISTOR 4 ST; MO;
tablet,delayed SUBCUTANEOU QL (12 per
release (drlec) S SYRINGE 8§ 30 days)
mesalamine rectal 3 MO MG/0.4 ML
metoclopramide hcl 1 MO scopolamine base 3 MO
oral solution SKYRIZI 4 PA; MO;
metoclopramide hcl 1 MO INTRAVENOUS (12816 5130 p)er
oral tablet ays
nitroglycerin rectal 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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SKYRIZI 4 PA; MO; ZYMFENTRA 4 PA; MO;
SUBCUTANEOU QL (1.2 per QL (2 per
S WEARABLE 56 days) 28 days)
INJECTOR 180 ULCER
ﬁgﬁ\& 1)\“ (150 THERAPY
SKYRIZI 4 PA: MO: esomeprazole 2 MO; QL
SUBCUTANEOU QL, (2.4 £) or magnesium oral (30 per 30
S WEARABLE 56 days) capsule,delayed days)
INJECTOR 360 release(drlec) 20
MG/2.4 ML (150 mg
MG/ML) esomeprazole 2 MO; QL
sodium,potassium,m 3 MO magnesium oral (60 per 30
ag sulfates oral capsule,delayed days)
vecon soln 17.5- release(drlec) 40
3.13-1.6 gram mg
sodium, potassium,m 3 famotidine oral 1 MO
ag sulfates oral tablet 20 mg, 40 mg
recon soln 17.5- lansoprazole oral 2 MO; QL
3.13-1.6 gram 2 capsule,delayed (30 per 30
pack (480ml) release(drlec) 15 days)
SUCRAID 4  PA mg
sulfasalazine 1 MO lansoprazole oral 2 MO; QL
: capsule,delayed (60 per 30
SYMPROIC 2 ?;[(?’ Q%O release(drlec) 30 days)
per m
days) g
misoprostol 2 MO
TRULANCE 2 MO; QL
(30 per 30 omeprazole oral 1 MO; QL
days) capsule,delayed (30 per 30
. release(drlec) 10 days)
;tgsoodzol oral capsule 2 MO mg, 20 mg
mg omeprazole oral 1 MO; QL
ursodiol oral tablet 2 MO capsule,delayed (60 per 30
VARUBI 2 PA release(drlec) 40 days)
VOWST 4 PA; LA mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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pantoprazole oral 1 MO; QL NYVEPRIA 4 PA; MO
tablet,delayed (30 per 30 OMNITROPE 4 PA: MO
Zlease (drlec) 20 days) PEGASYS 4 MO: QL (4
g SUBCUTANEOU per 28 days)
pantoprazole oral | MO; QL S SOLUTION
aidiged @m0 oys 5 wore
- y SUBCUTANEOU per 28 days)
& S SYRINGE
izzr‘e‘%ﬁ?mal MO PROCRIT 2 PA;MO
P INJECTION
sucralfate oral 1 MO SOLUTION 10,000
tablet UNIT/ML, 2,000
IMMUNOLO UNIT/ML, 3,000
GY UNIT/ML, 4,000
’ UNIT/ML
VACCINES /
BIOTECHNO PROCRIT 4 PA; MO
INJECTION
LOGY SOLUTION 20,000
UNIT/ML, 40,000
BIOTECHNOLO UNIT/ML
GY DRUGS
RETACRIT 2 PA; MO
ACTIMMUNE 4 PA; MO INJECTION
ARCALYST 4 PA SOLUTION 10,000
AVONEX 4 PA;MO; UNIT/ML, 2,000
INTRAMUSCUL QL (1 per UNIT/ML, 20,000
AR PEN 28 days) UNIT/2 ML,
Wox - mewo. LML
INTRAMUSCUL QL (1 per :
AR SYRINGE 28 days) RETACRIT 4 PA;MO
KIT INJECTION
SOLUTION 40,000
BESREMI 4 PA; LA UNIT/ML
BETASERON 4 PA; MO;
SUBCUTANEOU QL (14 per
S KIT 28 days)
NIVESTYM 4  PA;MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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VACCINES / IMOVAX RABIES 1 \Y%
MISCELLANEO VACCINE (PF)
US INFANRIX 2
IMMUNOLOGI (DTAP) (PF)
CALS IPOL 1V
ABRYSVO (PF) 1V IXCHIQ (PF) 1V
ACTHIB (PF) 2 IXIARO (PF) 1V
ADACEL(TDAP Y JYNNEOS (PF) 1 PA;V
ADOLESN/ADUL KINRIX (PF) 9
T)(PF) MENACTRA (PF) 1V
AREXVY (PF) 1V INTRAMUSCUL
BCG VACCINE, Y AR SOLUTION
LIVE (PF) MENQUADFI 1 \%
BEXSERO 1 \ (PF)
BOOSTRIX TDAP 1 v MENVEO A-C-Y- 1V
DAPTACEL D W-135-DIP (PF)
(DTAP INTRAMUSCUL
PEDIATRIC) (PF) AR KIT
ENGERIX-B (PF) 1 PA;V M-M-R II (PF) v
ENGERIX-B I PAV PEDIARIX (PF) 2
PEDIATRIC (PF) PEDVAX HIB 2
GARDASIL9(PF) 1V (PF)
HAVRIX (PF) Y PENBRAYA (PF) 1V
INTRAMUSCUL PENTACEL (PF) 2
AR SYRINGE INTRAMUSCUL
1,440 ELISA AR KIT 15LF-
UNIT/ML 48MCG-62DU -10
HAVRIX (PF) 2 MCG/0.5SML
INTRAMUSCUL PREHEVBRIO 1 PA;V
AR SYRINGE 720 (PF)
ELISA UNIT/0.5 PRIORIX (PF) 1 Vv
ML PRIVIGEN 4 PA;MO
HEPLISAV-B (PF) 1 PA;V PROQUAD (PF) >
HIBERIX (PF) 2 QUADRACEL 5

(PF)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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RABAVERT (PF) 1 \% VAQTA (PF) 1 Vv
RECOMBIVAX 1 PA;V INTRAMUSCUL
HB (PF) AR SUSPENSION
ROTARIX ORAL 2 50 UNIT/ML
SUSPENSION VAQTA (PF) 2
ROTARIX ORAL 1 INTRAMUSCUL
SUSPENSION AR SYRINGE 25
FOR UNIT/0.5 ML
RECONSTITUTI VAQTA (PF) 1 \
ON INTRAMUSCUL
ROTATEQ 2 GEISTS/(&ILI\IGE 50
VACCINE
SHINGRIX (PF) I V.QL(2 VARIVAX (PF) A
per 720 YF-VAX (PF) 1 \
days) MISCELLAN
TDVAX 1 \Y EOUS
TENIVAC (PF) 1 A SUPPLIES
TETANUS,DIPH 2 T
THERIA TOX US SUPPLIES
PED(PF)
TICOVAC 2 BD INSULIN 2 PA; MO
INTRAMUSCUL SYRINGE
AR SYRINGE 1.2 BD INSULIN 2 PA: MO
MCG/0.25 ML SYRINGE
TICOVAC 5 Vv SYRINGE 0.3 ML
INTRAMUSCUL 30 GAUGE X 172",
AR SYRINGE 2.4 0.3 ML 31
MCG/0.5 ML GAUGE X 15/64",
0.5 ML 31
TRUMENBA M GAUGE X 5/16", 1
TWINRIX (PF) 1 \ ML 30 GAUGE X
TYPHIM VI 1 \ 1/2",1 ML 31
VAQTA (PF) 2 GAUGE X 15/64",
INTRAMUSCUL 1/2 ML 31
AR SUSPENSION GAUGE X 15/64"

25 UNIT/0.5 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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BD INSULIN 2 PA OMNIPOD 5 G6- 2 QL (1 per
SYRINGE G7INTRO 720 days)
SYRINGE 1 ML KT(GENY)
25 GAUGE X 5/8", OMNIPOD 5 Gé6- 2
I ML 25X 1" G7 PODS (GEN 5)
BD PEN NEEDLE 2 PA; MO OMNIPOD DASH 2 QL (I per
BD PEN NEEDLE 2 PA INTRO KIT (GEN 720 days)
CEQUR 2 MO 4
SIMPLICITY OMNIPOD DASH 2 MO
CEQUR > MO PODS (GEN 4)
SIMPLICITY OMNIPOD GO 2
INSERTER PODS
GAUZE PADS 2 2 PA OMNIPOD GO 2
X2 PODS 10
INSULIN 2 PA UNITS/DAY
SYRINGE- OMNIPOD GO 2
NEEDLE U-100 PODS 15
SYRINGE 0.3 ML UNITS/DAY
29 GAUGE, 172 OMNIPOD GO 2
ML 28 GAUGE PODS 20
INSULIN 2 PA;MO UNITS/DAY
SYRINGE- OMNIPOD GO 2
NEEDLE U-100 PODS 25
SYRINGE 1 ML UNITS/DAY
29 GAUGE X 1/2 OMNIPOD GO 5
INSULIN 2 PA; MO PODS 30
(S;Ifg;INGES UNITS/DAY
PREFERRED OMNIPOD GO 2

PODS 40
BRANDS) UNITS/DAY
SYRINGE 1 ML
29 GAUGE X 1/2" PEN NEEDLES 2 PA
OMNIPOD 5 G6 2 MO; QL (1 g%ﬁ,'ERRED
i_l)\ITRO KIT (GEN gzr S7)20 BRANDS)

Y NEEDLE 29

OMNIPOD 5 G6 2 MO GAUGE X 12"
PODS (GEN 5)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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MUSCULOSK OTHER
ELETAL/ RHEUMATOLO
RHEUMATO GUCAILS
LOGY ACTEMRA 4 PA; MO;
ACTPEN QL (3.6 per
GOUT 28 days)
THERAPY ACTEMRA 4 PA;MO;
allopurinol oral 1 MO SUBCUTANEOU QL (3.6 per
tablet 100 mg, 300 S 28 days)
mg BENLYSTA 4 PA; MO
colchicine oral 2 MO SUBCUTANEOU
tablet S
febuxosta[ 2 MO CYLTEZO(CF) 4 PA; MO;
probenecid 2 MO PEN SSLd(4 per
probenecid- 2 MO ‘ ays)
colcicine PENCROHNS:  per1s0
- per
CYLTEZO(CF) 4 PA; QL (4
alendronate oral 1 MO; QL PEN PSORIASIS- per 180
tablet 10 mg (30 per 30 uv days)
days) CYLTEZO(CF) 4  PA;MO:;
alendronate oral 1 MO:; QL (4 SUBCUTANEOU QL (2 per
tablet 35 mg, 70 mg per 28 days) S SYRINGE KIT 28 days)
ibandronate oral 2 MO; QL (1 10 MG/0.2 ML, 20
per 30 days) MG/0.4 ML
PROLIA 3 PA;MO; CYLTEZO(CF) 4  PA;QL(4
QL (1 per SUBCUTANEOU per 28 days)
180 days) S SYRINGE KIT
raloxifene 2 MO 40 MG/0.4 ML
TERIPARATIDE 4  PA;QL CYLTEZO(CE) 4 PAMO;
SUBCUTANEOU QL (4 per
SUBCUTANEOU (2.48 per 28
S SYRINGE KIT 28 days)
S PEN INJECTOR days) 40 MG/0.8 ML
20 MCG/DOSE :
(620MCG/2.48ML)

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

This drug list was updated in August 2024.
60


http://www.express-scripts.com

Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
ENBREL MINI 4  PA;MO; HUMIRA(CF) 4  PA;MO;
QL (8 per (PREFERRED QL (4 per
28 days) NDCS 28 days)
ENBREL 4 PA;MO; STARTING
SUBCUTANEOU QL (8 per WILH 00074
S SOLUTION 28 days) SUBCUTANEOU
PEREL i mao SSONGEKD
SUBCUTANEOU QL (8 per :
S SYRINGE 28 days) ES;I\’HRA(CF) 4 g‘}‘f (1:[0;
SURECLICK oL(sper  (PREFERRED 28
28 days) STARTING
HUMIRA 4  PA;MO; WITH 00074)
(PREFERRED QL (4 per SUBCUTANEOU
NDCS 28 days) S PEN INJECTOR
STARTING KIT 40 MG/0.4
WITH 00074) ML
SUBCUTANEOU HUMIRA(CF) 4 PA;MO;
S SYRINGE KIT
40 MG/0.8 ML PRy S per
(PREFERRED 28 days)
HUMIRA PEN 4 PA; MO; NDCS NDCS
(PREFERRED QL (4 per STARTING
NDCS 28 days) WITH 00074)
STARTING SUBCUTANEOU
WITH 00074) S PEN INJECTOR
HUMIRA(CF) 4  PA;MO; KIT 80 MG/0.8
(PREFERRED QL (2 per ML
NDCS 28 days) HUMIRA(CF) 4 PA; MO;
STARTING PEN CROHNS- QL (3 per
WITH 00074) UC-HS 180 days)
SUBCUTANEOU (PREFERRED
S SYRINGE KIT NDCS NDCS
10 MG/0.1 ML, 20 STARTING
MG/0.2 ML WITH 00074)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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HUMIRA(CF) 4  PA:MO; OTEZLA 4  PA:MO;
PEN PEDIATRIC QL (4 per STARTER ORAL QL (55 per
UC (ONLY NDCS 180 days) TABLETS,DOSE 180 days)
STARTING PACK 10 MG (4)-
WITH 00074) 20 MG (4)-30 MG
HUMIRA(CF) 4  PA;MO:; (47)
PEN PSOR-UV- QL (3 per penicillamine oral 4 PA; MO
ADOL HS 180 days) tablet
(PREFERRED RIDAURA 4 MO
NDCS NDCS RINVOQ ORAL 4  PA;MO;
STARTING
WITH 00074) TABLET QL (30 per
EXTENDED 30 days)
leflunomide 2 MO; QL RELEASE 24 HR
(30 per 30 15 MG, 30 MG
days) RINVOQ ORAL 4  PA;MO;
ORENCIA 4 PA; MO; TABLET QL (84 per
CLICKJECT QL (4 per EXTENDED 180 days)
28 days) RELEASE 24 HR
ORENCIA 4  PA;MO; 45 MG
SUBCUTANEOU QL (4 per XELJANZ ORAL 4  PA;MO;
S SYRINGE 125 28 days) SOLUTION QL (480 per
MG/ML 24 days)
ORENCIA 4 PA;MO; XELJANZ ORAL 4  PA; MO;
SUBCUTANEOU QL (1.6 per TABLET QL (60 per
S SYRINGE 50 28 days) 30 days)
MG/0.4 ML XELJANZ XR 4  PA;MO;
ORENCIA 4 PA; MO; QL (30 per
SUBCUTANEOU QL (2.8 per 30 days)
18\4%5?1]\/(1}5 87.5 28 days) YUFLYMA(CF) 4  PA.QL(3
i AI CROHN'S-UC- per 180
OTEZLA ORAL 4  PA:MO; HS days)
TABLET 30 MG %Ldg)s)per YUFLYMA(CF) 4  PAQL@4
AUTOINJECTOR per 28 days)
SUBCUTANEOU
S AUTO-
INJECTOR, KIT
40 MG/0.4 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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YUFLYMA(CF) 4 PA; QL (2 estradiol vaginal 2 MO
AUTOINJECTOR per 28 days) cream
SUBCUTANEOU estradiol vaginal 3 MO
S AUTO- tablet
é?ﬁg%%RMIEIT estradl:ol valerate 3 MO
YUFLYMA(CF) 4  PA;QL(2 esm’tfl’.‘); Z 2 PAMO
SUBCUTANEOU per 28 days) rorethindarone ace
S SYRINGE KIT fyavoly 3 PA;MO
20 MG/0.2 ML heather 1 MO
YUFLYMA(CF) 4 PA; QL (4 incassia | MO
SUBCUTANEOU per 28 days) jinteli 3 PA: MO
S SYRINGE KIT i 1 MO
40 MG/0.4 ML zy ;‘7 .
yllana 2 PA; MO;
OBSTETRICS QL (8 per
/ 28 days)
GYNECOLOG lyza 1
Y medroxyprogesteron 1 MO
ESTROGENS / -
PROGESTINS mimvey 2 PA; MO
camila 1 MO nora-b'e ! MO
deblitane 1 MO norethzndroz?e 1
(contraceptive)
DEPO-SUBQ 2 MO norethindrone 1 MO
PROVERA 104
: acetate
dotti 2 PA; MO; norethindrone ac- 3 PA; MO
QL (8 per h diol oral
28 days) eth estradiol ora
: tablet 0.5-2.5 mg-
errin 1 MO meg, 1-5 mg-mcg
estradiol oral 3 PA; MO progesterone P MO
estradiol 2 PA; MO; micronized
transdermal patch QL (8 per sharobel 1 MO
semiweekly 28 days) yuvafem 3 MO
estradiol 2 PA; MO;
transdermal patch QL (4 per
weekly 28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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MISCELLANEO desogestrel-ethinyl 1
US OB/GYN estradiol
clindamycin 3 MO drospirenone-ethinyl 1 MO
phosphate vaginal estradiol oral tablet
3-0.02 mg
eluryng 2 MO
othinv 7 drospirenone-ethinyl 1
eton()je;tre -ethiny estradiol oral tablet
estradio 3-0.03 mg
LILETTA 2 MO enpresse 1 MO
metronidazole 2 MO enskyce 1 MO
vaginal gel 0.75 %%
(37.5mgl5 gram) estarylla 1 MO
MYFEMBREE 4 PA: MO ethynodiol diac-eth 1
: tradiol
NEXPLANON 2 eslm_ 0 — 6
terconazole 2 MO fatmznazl (28) :
tranexamic acid 2 MO m rovate
oral isibloom 1 MO
xulane MO Jjasmiel (28) 1 MO
zafemy MO Juleber 1 MO
ORAL kariva (28) 1 MO
CONTRACEPTI kelnor 1135 (28) 1 MO
VES /| RELATED kelnor 1-50 (28) 1 MO
AGENTS kurvelo (28) 1 MO
altavera (28) 1 MO [ norgestle.estradiol- 1
alyacen 1/35 (28) 1 MO e.estrad oral
; I tablets,dose pack,3
apri MO month 0.1 mg-20
aranelle (28) 1 MO mcg (84)110 mcg
aubra eq 1 MO (7)
aviane 1 MO larin 1.5/30 (21) 1 MO
cryselle (28) 1 MO larin 1/20 (21) 1 MO
cyred eq 1 MO larin fe 1.5/30 (28) 1 MO
desog- 1 larin fe 1120 (28) 1 MO
e.estradiolle.estradi lessina 1 MO
ol levonest (28) 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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levonorgestrel- | MO norgestimate-ethinyl |
ethinyl estrad oral estradiol oral tablet
tablet 0.1-20 mg- 0.18/10.21510.25 mg-
mcg 25 mcg, 0.25-35 mg-
levonorgestrel- 1 mcg
ethinyl estrad oral norgestimate-ethinyl 1 MO
tablet 0.15-0.03 mg estradiol oral tablet
levonorgestrel- 1 0.1810.215/0.25 mg-
ethinyl estrad oral 35 meg (28)
tablets,dose pack,3 nortrel 0.5/35 (28) 1 MO
month nortrel 1135 (21) 1 MO
levonorg-eth estrad 1 nortrel 1135 (28) 1 MO
triphasic nortrel 71717 (28) I MO
levora-28 ! MO pimtrea (28) | MO
loryna (28) 1 MO portia 28 1 MO
jow-ogestrel (28) 1 MO reclipsen (28) 1 MO
ute;;c.z (28; 1 MO setlakin | MO
marlissa (28) MO sprintec (28) 1 MO
microgestin 1.5/30 | MO
(21) sronyx | MO
microgestin 1/20 | MO syeda ! MO
(21) tarina fe 1-20 eq 1 MO
microgestin fe 1 MO (28)
1.5130 (28) tilia fe 3 MO
microgestin fe 1/20 1 MO tri-estarylla 1 MO
(28) tri-legest fe 3 MO
mili 1 MO tri-lo-estarylla 1 MO
nikki (28) 1 MO tri-lo-sprintec 1
norethindrone ac- 1 MO tri-sprintec (28) 1 MO
eth estradiol oral trivora (28) 1 MO
tablet 1-20 mg-mcg trqo= (28) 1 MO
norethindrone- | . : ;

. velivet triphasic 1 MO
e.estradiol-iron oral ) (28)
tablet 1 mg-20 mcg reginen
(21)175mg (7) vestura (28) 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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vienva 1 MO polymyxin b sulf- 1 MO
zovia 1-35 (28) 1 MO trimethoprim
OPHTHALM tobramycin | MO; QL
OLOGY ophthalmic (eye) (10 per 14

days)
ANTIBIOTICS ANTIVIRALS
bacitracin 2 MO trifluridine 2 MO
ophthalmic (eye) ZIRGAN 3 MO
ba;itracii?- , 1 MO BETA-
POy BLOCKERS
ciprofloxacin hcl 1 MO
ophthalmic (eye) be;a;o?ol' 2 MO
t
erythromycin | MO; QL ophthalmic (eye)
ophthalmic (eye) (3.5per 14 carteolol 1 MO
days) levobunolol 1 MO
gentamicin | MO; QL ophthalmic (eye)
ophthalmic (eye) (70 per 30 drops 0.5 %o
drops days) timolol maleate 1 MO
levofloxacin 2 ophthalmic (eye)
ophthalmic (eye) drops
drops 0.5 % timolol maleate 3 MO
moxifloxacin 2 MO ophthalmic (eye)
ophthalmic (eye) gel forming solution
drops MISCELLANEO
NATACYN 3 Us
neomycin- 2 MO OPHTHALMOL
bacitracin- OGICS
polymyxin atropine ophthalmic 2 MO
neomycin- 2 MO (eye) drops 1 %
POIJ’W?J")CZ:”' azelastine 2 MO
gramicidin ophthalmic (eye)
neo-polycin 2 cromolyn 1
ofloxacin 1 MO ophthalmic (eye)

ophthalmic (eye)

polycin 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
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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cyclosporine 2 MO; QL
ophthalmic (eye) (60 per 30
days)
CYSTARAN . PA acetazolamide MO
epinastine 2 MO methazolamide MO
OXERVATE 4 PA; MO
pilocarpine hcl 2 MO
ophthalmic (eye)
drops 1%, 2 %, 4 %
sulfacetamide 1 MO dorzolamide 1
sodium ophthalmic dorzolamide-timolol 1 MO
(eye) drops latanoprost 1 MO
sulfacetamide 1 travoprost 2 MO
sodium ophthalmic
(eye) ointment
sulfacetamide- 1 MO
prednisolone
XDEMVY 4 PA; QL (10 :
per 42 days) neomycin- MO
bacitracin-poly-h
XIIDRA 2 MO QL deiracpory=ae
(60 per 30 neomycin- MO
days) polymyxin b-
dexameth
neomycin- MO
polymyxin-hc
ophthalmic (eye)
neo-polycin hc
. . tobramycin- MO; QL
diclofenac sodium 1 MO dexamethasone (10 per 14
ophthalmic (eye) days)
T MO pmROLS T
ketorol 1 M
Oe h()t;ziz;lr;ic (eye) © dexamethasone MO
4 J sodium phosphate
ophthalmic (eye)
fluorometholone MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at express-scripts.com.
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loteprednol MO levocetirizine oral 1 MO; QL
etabonate tablet (30 per 30
prednisolone acetate MO days)
prednisolone sodium MO promethazine oral 3 PA; MO
phosphate PULMONARY
ophthalmic (eye) AGENTS
SYMPATHOMI acetylcysteine 2 PA; MO
METICS ADEMPAS 4 PA; MO;
apraclonidine MO LA; QL (90
brimonidine MO per 30 days)
ophthalmic (eye) albuterol sulfate | MO; QL
drops 0.1 %, 0.15 % inhalation hfa (17 per 30
brimonidine MO aerosol inhaler 90 days)
ophthalmic (eye) mcglactuation
drops 0.2 % albuterol sulfate 1 QL (134
RESPIRATOR inhalation hfa per 30 days)
Y AND aerosol inhaler 90
mcglactuation
ALLERGY package size 6.7 gm
ANTIHISTAMI albuterol sulfate 1 PA; MO
NE / inhalation solution
mgl3 ml, 1.25 mg/3
NLE RGN ml, 2.5 mg I3 ml
cetirizine oral MO (0.083 %), 2.5
solution 1 mglml mgl0.5 ml
epinephrine injection MO; QL (2 albuterol sulfate 1 MO
auto-injector 0.15 per 30 days) oral syrup
mgl0.3 ml, 0.3 albuterol sulfate 3 MO
mgl0.3 ml m oral tablet
i specity) alyq 4 PAQL(6
hydroxyzine hel oral PA; MO per 30 days)
tc)z; b Zre(;xy Fenerora ’ ambrisentan 4 PA; MO;
— LA; QL (30
levocetirizine oral MO per 30 days)

solution
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
arformoterol 3 PA; MO; ATROVENT HFA 3 MO; QL
QL (120 per (25.8 per 30
30 days) days)
ASMANEX HFA 2 MO; QL bosentan 4 PA; MO;
(13 per 30 LA; QL (60
days) per 30 days)
ASMANEX 2 MO; QL (1 breyna 2 MO; QL
TWISTHALER per 30 days) (10.3 per 30
INHALATION days)
AEROSOL BREZTRI 2 MO:;QL
POWDR AEROSPHERE (10.7 per 30
ACTIVATED 110 days)
MCG/ budesonide 3 PA; MO;
ACTUATION inhalation QL (120 per
(30). 220 MCG/ suspension for 30 days)
ACi"U ATION (30) nebulization 0.25
mgl2 ml, 0.5 mg/2
ASMANEX 2 MO; QL (2 nj #
E&i{iﬁ%gg per 30 days) budesonide 3 PA; MO;
AEROSOL inhalation QL (60 per
POWDR suspension for 30 days)
BREATH nebulization 1 mg/2
ACTIVATED 220 ml
MCG/ budesonide- 2 QL (10.2
ACTUATION formoterol per 30 days)
(120) CINRYZE 4 PA; MO
ASMANEX 2 QL (1 per COMBIVENT 2 MO; QL (8
TWISTHALER 30 days) RESPIMAT er 30 days
p y
IIEHALATION cromolyn inhalation 2 PA; MO
Pg&%SROL DULERA 2 MO; QL
BREATH 5113 p)er 30
ACTIVATED 220 ays
MCG/ Slunisolide 2 MO; QL
ACTUATION (60) (50 per 30
days)
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
FLUTICASONE 3 ST; MO; KALYDECO 4 PA; MO;
PROPIONATE QL (12 per QL (56 per
INHALATION 30 days) 28 days)
HFA AEROSOL montelukast oral 3 MO
INHALER 110 granules in packet
MCG/ACTUATIO
N montelukast oral | MO
FLUTICASONE 3 ST; MO; rablet
PROPIONATE QL (24 per ZOb’;etflc”‘hke‘:j ; o al . MO
INHALATION 30 days) ’
HFA AEROSOL OFEV 4 PA;MO;
INHALER 220 QL (60 per
MCG/ACTUATIO 30 days)
N OPSUMIT 4 PA; MO;
FLUTICASONE 3 ST; MO; LA; QL (30
PROPIONATE QL (10.6 per 30 days)
INHALATION per 30 days) OPSYNVI 4 PA; MO;
HFA AEROSOL QL (30 per
INHALER 44 30 days)
MCG/ACTUATIO ORKAMBIORAL 4  PA;MO;
N GRANULES IN QL (56 per
Sfluticasone 1 MO; QL PACKET 28 days)
propionate nasal (16 per 30 ORKAMBI ORAL 4 PA; MO;
days) TABLET QL (112 per
fluticasone propion- 2 MO; QL 28 days)
salmeterol (60 per 30 pirfenidone oral 4 PA; MO;
inhalation blister days) capsule QL (270 per
with device 30 days)
formoterol fumarate 3 PA; MO; pirfenidone oral 4 PA; MO;
QL (120 per tablet 267 mg QL (270 per
30 days) 30 days)
icatibant 4 PA; MO pirfenidone oral 4 PA; MO;
ipratropium 1 PA; MO tablet 801 mg QL (90 per
bromide inhalation 30 days)
ipratropium- 1 PA; MO PULMOZYME 4 PA; MO
albuterol
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
QVAR 2 MO; QL terbutaline oral 3 MO
REDIHALER (10.6 per 30 theophylline oral )
INHALATION days) solution
HFA AEROSOL theophylline oral 1 MO
BREATH tablet extended
ACTIVATED 40 s 13
MCG/ACTUATIO refease 12
N theophylline oral | MO
ovak > woL e
REDIHALER (21.2 per 30
INHALATION days) tiotropium bromide 2 QL (90 per
HFA AEROSOL 90 days)
BREATH TRELEGY 2 MO; QL
ACTIVATED 80 ELLIPTA (60 per 30
MCG/ACTUATIO days)
N TRIKAFTA 4  PA; MO;
roflumilast 3 PA; MO; ORAL QL (56 per
QL (30 per GRANULES IN 28 days)
30 days) PACKET,
sajazir 4 PA; MO SEQUENTIAL
sildenafil 2 PA; MO; TRIKAFTA 4 PA; MO;
(pulmonary arterial QL (90 per ORAL TABLETS, QL (84 per
hypertension) oral 30 days) SEQUENTIAL 28 days)
tablet wixela inhub 2 QL (60 per
SPIRIVA 2 MO;QL (4 30 days)
RESPIMAT per 30 days) XOLAIR 4 PA; MO;
STIOLTO % MO:; QL (4 SUBCUTANEOU LA; QL (8
RESPIMAT per 30 days) S AUTO- per 28 days)
STRIVERDI 2 MO; QL (4 INJECTOR 150
RESPIMAT per 30 days) MG/ML, 300
MG/2 ML
SYMDEKO 4 I())?,’ (1;/160’& XOLAIR 4 PA; MO;
53 S)p SUBCUTANEOU LA: QL (1
. y S AUTO- per 28 days)
tadalafil 4 PA;QL (60 INJECTOR 75
(pulmonary arterial per 30 days) MG/0.5 ML

hypertension) oral
tablet 20 mg
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Drug Name Drug Requiremen Drug Name Drug Requiremen

Tier  ts/Limits Tier  ts/Limits
XOLAIR 4 PA; MO; oxybutynin chloride 1 MO
SUBCUTANEOU LA; QL (8 oral tablet extended
S RECON SOLN per 28 days) release 24hr
XOLAIR 4 PA; MO; tolterodine 3 MO
gg\B((lilljgégllasooU LA;zgla (8 | trospium oral tablet 1 MO

per ays

MG/ML, 300 BENIGN
MGP2 ML HYPERPLASIA
XOLAIR 4 PA; MO; BPH) THER AP\%
SUBCUTANEOU LA: QL (I )
S SYRINGE 75 per 28 days) alfuzosin 1 MO
MG/0.5 ML dutasteride | MO
zafirlukast 3 MO finasteride oral 1 MO
UROLOGICA tablet 5 mg
| ) tamsulosin 1 MO
ANTICHOLINE MISCELLANEO
RGICS / Ulsl LOGICALS
ANTISPASMOD WLLOIEGAEIIG
ICS bethanechol chloride 2 MO
mirabegron P MO CYSTAGON 3 PA; LA
MYRBETRIQ P ELMIRON 2 MO
ORAL potassium citrate 1 MO
SUSPENSION,EX oral tablet extended
TENDED REL release
RECON tadalafil oral tablet 3 PA; MO;
MYRBETRIQ 2 MO 2.5mg QL (60 per
ORAL TABLET 30 days)
EXTENDED tadalafil oral tablet 3 PA; MO;
RELEASE 24 HR 5mg QL (30 per
oxybutynin chloride 1 MO 30 days)
oral syrup
oxybutynin chloride 1 MO

oral tablet 5 mg
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Drug Name Drug Requiremen Drug Name Drug Requiremen
Tier  ts/Limits Tier  ts/Limits
VITAMINS, potassium chloride 3
HEMATINICS in water intravenous
piggyback 10
/ meql100 mi, 20
ELECTROLY meql100 ml, 40
TES meql100 ml
ELECTROLYTE potassium chloride 3
S intravenous
potassium chloride 1 MO
klor-con 10 1 MO oral capsule,
klor-con 8 1 MO extended release
klor-con m10 1 MO potassium chloride 3 MO
klor-con m15 1 MO oral liquid
klor-con m20 1 MO potassium chloride 3
klor-con oral packet 3 MO oral packet
20 potassium chloride 1 MO
magnesium sulfate 3 MO oral tablet extended
Lo ; release 10 meq, 8
injection solution
: meq
mc.tglzgsmm s.ulfate . potassium chloride 1
yection syringe oral tablet extended
potassium chlorid- 3 release 20 meq
_ 0
ket potassium chloride 1 MO
potassium chloride 3 oral tablet,er
in 0.9%nacl particles/crystals 10
intravenous meq
parenteral solution , .
potassium chloride 1
20 meq'/l, 40 me?/l oral tablet,er
potassium chloride 3 particles/crystals 15
in 5% dex meq, 20 meq
mtrav[enozlts Iuti potassium chloride- 3
parenteral solution 0.45 % nacl
20 meqll
py— lorid 3 potassium chloride- 3
posasstum ciiorige d5-0.2%mnacl
in lr-d5 intravenous .
) intravenous
parenteral solution .
20 p parenteral solution
neq 20 megqll
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Drug Name Drug Requiremen Drug Name Drug Requiremen

Tier ts/Limits Tier ts/Limits
potassium chloride- 3
d5-0.9%mnacl
;voq'ium chloride 0.45 3 MO fluoride (sodium) 1
% intravenous oral tablet
sodium cﬁlorzde 3% 3 prenatal vitamin 1
hypertonic oral tablet
sodium chloride 5 %% 3 MO
hypertonic

CLINIMIX 3 PA
5%/D15W
SULFITE FREE

CLINIMIX 3 PA
4.25%/D10W
SULF FREE

CLINIMIX 5%- 3 PA
D20W(SULFITE-
FREE)

electrolyte-148 2

intralipid 3 PA
intravenous
emulsion 20 %%

ISOLYTE S PH 7.4

ISOLYTE-P IN 5
% DEXTROSE

PLENAMINE
premasol 10 %
travasol 10 %

TROPHAMINE
10 %

W | W

PA
PA
PA
PA

W W W| W
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Index

abacavir................cccoeeeeeennnnn... 1 amantadine hcl......................... 1 aspirin-dipyridamole............... 38
abacavir-lamivudine.................. 1 ambrisentan............................ 68  atazanavir.............cccceeeeennne... 1
ABELCET....cccooviiiiiee. 1 amikacin............cccooeevvveannnne. 5 atenolol...........ccccuuvvveennnnn.. 35
ABILIFY ASIMTUFII......... 28 amiloride...............cccocoeen.... 35 atenolol-chlorthalidone........... 35
ABILIFY MAINTENA........ 28  amiloride-hydrochlorothiazide 35  atomoxetine...................... 28,29
abiraterone............................ 10 amiodarone............................ 35 atorvastatin........................... 39
ABRYSVO (PF)....ccccceveeennn. 57 amitriptyline........................... 28 atovaquonme..................eeeeeee..... 5
ACAMPrOSALe .........cceeeeeanennn. 46 amlodipine...............c.uuuuee...... 35 atovaquone-proguanil............... 6
acarbose............ccccceeeeeeeeeennnn, 48  amlodipine-benazepril............. 35 atropine..........eeeeeeeeeeennnnn, 66
ACCULANE ....vvveaeaaaaaeeeaaee, 42 amlodipine-olmesartan............ 35 ATROVENTHFA.............. 69
acebutolol..................ccc......... 35 amlodipine-valsartan.............. 35 aubraeq........ccooeeeunennnnn.... 64
acetaminophen-codeine........... 25 amlodipine-valsartan- AUGMENTIN......cocviiieees 8
acetazolamide......................... 67  hcthiazid................................. 35 AUGTYRO.......cccccl 10
acetic Acid.............ceeeeeeeennn..... 47  ammonium lactate.................. 41 AUVELITY ... 29
acetylcysteine.................coo..... 68 ammnesteem.............cccceeeennn..... 42 @viane..........ccceeeeeeeieeiiiiaannnnn, 64
ACIITCLM e 41  amoxapine.............................. 28 AVONEX.....ccooooiiiiiiiiiieeeennn. 56
ACTEMRA .........ccooeii 60 amoxicillin.......................... 7,8 AYVAKIT.....coooovvieeinn. 10
ACTEMRA ACTPEN.......... 60 amoxicillin-pot clavulanate....... 8 azathioprine.............ccccceeuuun.. 10
ACTHIB (PF).....cccvvvvvirinnnns 57 amphotericin b......................... 1 azelastine.......................... 47, 66
ACTIMMUNE.................... 56 ampicillin...............cooovvvvvvnnnnnn. 8  azithrOMYCiN......evvvvevevvannnnnnnnnn, 5
acyclovir.......cccceeeeeeeeeeeennn... 1,44  ampicillin sodium..................... 8 aztreonam................................ 6
acyclovir sodium....................... 1 ampicillin-sulbactam................ 8  bacCitracin............ccccuvvvvvenennn. 66
ADACEL(TDAP anagrelide.............................. 46  bacitracin-polymyxinb........... 66
ADOLESN/ADULT)(PF).... 57 anastrozole............................. 10 baclofen...............cccoeeeeuunnnn... 25
AAEfOVIF ....vvveeeiaaiaaeeeeeeecn, 1 apraclonidine.......................... 68  balsalazide............................. 53
ADEMPAS.......ccccoiiii 68 aprepitant..............ccuueuenenn..... 53  BALVERSA...........ccooonne. 10
AKEEGA.......coooiiiiiieeee, 10 a@priceccceiceeiiiieieee 64 BARACLUDE.........cccceeeenns 2
ala-cort..........ccoeveevieenaenn... 44  APTIOM.....ccooovvvvviiiiieenne, 19 BCG VACCINE, LIVE (PF).57
albendaczole............................. 5 APTIVUS.....ccooiiee 1 BD INSULIN SYRINGESS, 59
albuterol sulfate...................... 68 aranelle (28) .......................... 64 BD PEN NEEDLE............... 59
alclometasone......................... 44  ARCALYST....ccovvivieeeeenn. 56  benazepril................cceeeeeunnnn. 36
alcohol pads.......................... 48  AREXVY (PF)..cccccciiiinnnn, 57  benazepril-

ALECENSA....ccoooiiiiiieies 10 arformoterol........................... 69  hydrochlorothiazide................ 36
alendronate........................... 60 ARIKAYCE.....ccooccevvviinns 5 BENLYSTA......ccovviieieeen. 60
AlfUZOSIN ..o 72 aripiprazole................cccc...... 28 benztropine............................. 22
aliskiren............ccoeuveeeeennnn... 35 ARISTADA. ..o, 28 BESREMI.......cccovvvvieennn. 56
allopurinol.............................. 60 ARISTADA INITIO............ 28 betaine........ccceeeennnieaannnn. 53
AloSetron........ccceeeeeeeieaeaaannnn... 53 armodafinil.......................u..... 28  betamethasone dipropionate....44
altavera (28) ..ccceeeeeeeeeeeeeeeannn.. 64  asenapine maleate................... 28  betamethasone valerate........... 44
ALUNBRIG.....ccooiveiie. 10 ASMANEXHFA................. 69  betamethasone, augmented44, 45
alyacen 1135 (28) c..ooveevennnn... 64 ASMANEX BETASERON.........ccceunneen. 56
ALVG i 68 TWISTHALER..................... 69  betaxolol......................... 36, 66
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bethanechol chloride............... 72 candesartan- CilosStazol.......cccouveeeeeesieaanannn.. 38

bexarotene.............cccuuuuu...... 10 hydrochlorothiazid.................. 36 CIMDUO.......ccccoviiiiiiiiiiiiiinns 2
BEXSERO.........cooevvviveeenne 57 CAPLYTA ..o, 29 cinacalcet................ccceuuuannn. 52
bicalutamide........................... 10 CAPRELSA.......cccovveen. 11 CINRYZE........ooooiieeeannn. 69
BICILLIN L-A....oovviiinnnn. 8 captopril.......ccccceeeeeieaaaannnnn. 36 ciprofloxacin hcl................. 9, 66
BIKTARVY .......cccco 2 carbamazepine........................ 20 ciprofloxacin in 5 % dextrose....9
bisoprolol fumarate................ 36  carbidopa..............ccccueuuenn.... 22 ciprofloxacin-dexamethasone ..48
bisoprolol- carbidopa-levodopa............ 22,23  citalopram.............................. 29
hydrochlorothiazide................ 36 carbidopa-levodopa- Claravis...........oeveevvvvvvvnnnnnnnn. 42
BOOSTRIX TDAP.............. 57  entacapone............ccccceeeenn..... 23 clarithromycin............cccceenn..... 5
bosentan................................ 69 carglumic acid........................ 46  clindamycin hcl......................... 6
BOSULIF...........cc.......... 10, 11 carteolol..................cccceennn.... 66 clindamycin in 5 % dextrose..... 6
BRAFTOVI........ccvvvvveeee 11 cartia Xt.......ooooeeeeeeeeeennnnnne 36  clindamycin phosphate
DFreyna.......ccuveeeviiiieaeeaannnn, 69 carvedilol................cccooouun... 30 e, 6,42, 43, 64
BREZTRI AEROSPHERE.. 69 caspofungin..................cc....... 1 CLINIMIX 5%/D15W
BRILINTA .....ccooiiiiiie 38 CAYSTON.....cooiiiiiiiiiieeen, 6 SULFITE FREE.................. 74
brimonidine........................... 68  cefaclor............cccceeveveennnnnnnnn. 4 CLINIMIX 4.25%/D10W
BRIVIACT ........cooei 19  cefadroxil.............cccccuvvvvnenn.... 4 SULFFREE......oooovvnnen.n. 74
bromocriptine......................... 22 cefazolin.........ccccovueenniiiiiiaaannn. 4  CLINIMIX 4.25%/D5W
BRUKINSA.......cccoiiiiiees 11 cefdinir......ccccoveeeeiiiinineeaan, 4 SULFITFREE..................... 46
budesonide........................ 53,69 cefepime..........ccceeveeeiiiiinnnnnn. 4  CLINIMIX 5%-
budesonide-formoterol............ 69 CefiXime.......ccovvuuiiiiiiiiiiiaa, 4 D20W(SULFITE-FREE)......74
bumetanide............................. 36 CefOXItiN. e, 4 clobazam.................ccccccuvvunnn. 20
buprenorphine hel................... 25  cefpodoxime...........ccccceeeeeennnn.. 4  clobetasol..............ccceenn....... 45
buprenorphine-naloxone......... 27  cefprozil...........cccool 4  clobetasol-emollient................ 45
bupropion hcl.......................... 29 ceftazidime...........cccceeeeeennn...... 4  clomipramine.......................... 29
bupropion hcl (smoking ceftriaxone.............................. S5 clonazepam............................ 20
deter)...........cccccciiiiiiiiiiiii. 47  cefuroxime axetil..................... S5 clonidine...............cccouvvvvvnnnnnn. 36
DUSPITONE ..., 29 cefuroxime sodium................... 5 clonidine hcl...................... 29, 36
butorphanol............................ 27  celecoxib............................... 27  clopidogrel............................. 38
BYETTA ..o, 48  cephalexin.........ccccceeeeeeeeeenannn. 5 clorazepate dipotassium.......... 29
cabergoline............ccccceeeennn.... 52 CEQUR SIMPLICITY ......... 59  clotrimazole.................. 1,43, 44
CABLIVI.................. 38 CEQUR SIMPLICITY clotrimazole-betamethasone....44
CABOMETYX...oovvvviviririnnns 11 INSERTER.......cccccovvvvrrinnnnn. 59  clozapine.............ccccuuuunn.... 29
calcipotriene.............cccuu...... 41 cetirizine........cccovvuvevennnnannnnn. 68 COARTEM........ccvvvvvveeeenn. 6
calcitonin (salmon) ................ 52 CHEMET......cccoovvvvvvrirrirnnnns 46  colchicine........cccceeeeeeeeeeeeannn.. 60
calcitriol ................................. 52 chlorhexidine gluconate.......... 47  colesevelam..............cccc.......... 39
CALQUENCE.........cccvveee. 11 chloroquine phosphate.............. 6 colestipol.........ccccvviiivinniiann, 39
CALQUENCE chlorpromazine....................... 29 colistin (colistimethate na) ....... 6
(ACALABRUTINIB MAL). 11  chlorthalidone......................... 36 COMBIVENT RESPIMAT..69
CAMILA ..o 63 cholestyramine (with sugar)...39 COMETRIQ...............cc..... 11
candesartan........................... 36 cholestyramine light................ 39 COMPLERA...........ccvvvn. 2
CIClOPIroX ..., A3 COMPFO ... 53
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CONStUIOSE ..., 53 daptomycin............ccccceuueeinnn. 6 diphenoxylate-atropine........... 53
COPIKTRA.......ccovvvvreee. 11 darunavir...........cccccvvvveveeenannnn. 2 dipyridamole.......................... 38
CORLANOR........cccvvvieees 40 DAURISMO........ccccveveeenne. 11 disulfiram............cccccouveenn.... 46
CORTIFOAM.........ccovvvvvenn 53 deblitane..............cccc.c............. 63 divalproex..........ccccceeeeeeeeannnn.. 20
COSENTYX ..o 41  deferasiroX.......ccccceeeeeeeeeannn... 46  dofetilide...................ocuvvuvnn.. 35
COSENTYX (2 deferiprone..............ccccoevuuunn. 46  donepezil...............oouuvvevvvnnnnn. 24
SYRINGES).....ccooviiiieennn 41 DELSTRIGO...........cceuvveennn. 2 DOPTELET (10 TAB
COSENTYX PEN (2 PENS).41 DEPO-SUBQ PROVERA PACK) ..ooiiiiiiiiiieeeiieeeeee 38
COSENTYX UNOREADY 104 .. 63 DOPTELET (15 TAB

PEN ..ot 41 DESCOVY...cooooiiieiiiiieeeee, 2 PACK) .o, 38
COTELLIC.........oovvvrririirinnnns 11 desipramine................cccouuu.. 29 DOPTELET (30 TAB
CREON.....ccovviiiiiiieeeieee, 53 desmopressin.......................... 52 PACK) ..o, 38
CRESEMBA..........ccovvvveeee. 1 desog-e.estradiolle.estradiol....64  dorzolamide............................ 67
cromolyn..................... 53, 66,69 desogestrel-ethinyl estradiol....64  dorzolamide-timolol................ 67
cryselle (28) ...ueeeeiiiieieeaaannnn, 64 desonide............ccccceeeeiiiiiannn.. 45 dOttio.ceeeaaaaaaaeeieiiii 63
cyclobenzaprine...................... 25  desvenlafaxine succinate......... 29 DOVATO......ccoooiiiieeeeee. 2
cyclophosphamide................... 11 dexamethasone....................... 48  doxazosSin............ccccueeunaannnn.. 36
CYCLOPHOSPHAMIDE....11  dexamethasone sodium AOXEPIN .. 29
cyclosporine...................... 11,67  phosphate..................ccceeeuu.... 67 doxercalciferol....................... 52
cyclosporine modified............. 11 dextroamphetamine- doxy-100..........ccccoveeevvvvennnnnn... 9
CYLTEZO(CF).....cccccuvvvnee. 60 amphetamine.......................... 29 doxycycline hyclate.................. 9
CYLTEZO(CF) PEN............ 60 dextrose 10 % and 0.2 % nacl. 46 doxycycline monohydrate......... 9
CYLTEZO(CF) PEN dextrose 10 % in water DRIZALMA SPRINKLE.... 30
CROHN'S-UC-HS................ 60  (dIOW) .ccceeeiieeeiiieeeieee 46  dronabinol.............................. 53
CYLTEZO(CF) PEN dextrose 5 % in water (d5w)...46 DROPSAFE ALCOHOL
PSORIASIS-UV.....ccccvveeenns 60 dextrose 5%4-0.2 % sod PREPPADS.......ccccvvvee. 48
CVIed € ..o, 64 chloride.................................. 46  drospirenone-ethinyl estradiol. 64
CYSTAGON.......eeeviiieeens 72 DIACOMIT......cccevveee. 20 DROXIA.....ccooiieeiieeee, 12
CYSTARAN...........ccc 67 diazepam.......................... 20,29 droxidopa............................... 46
d10 %-0.45 % sodium chloride 46  diazepam intensol................... 29 DULERA....ccoooiiiiiiieieeeeen. 69
d2.5 %-0.45 % sodium diazoxide.............ccccovvvvvvvnnn. 48  duloxetine................cccccuvvuunn. 30
chloride.............ccccccccooovinii. 46  diclofenac potassium............... 27 DUPIXENT PEN............ 41,42
d5 % and 0.9 %% sodium diclofenac sodium.............. 27,67 DUPIXENT SYRINGE....... 42
chloride.............cccccuvvvevennn... 46  dicloxacillin...............ccccuee.... 8 dutasteride............................. 72
d5 %9-0.45 % sodium chloride.. 46  dicyclomine............................ 53 econazole................ccouuuue...... 44
dabigatran etexilate................ 38 DIFICID......ccccovviviiiiieeeeee, 5 EDURANT........ccoviiiieee. 2
dalfampridine......................... 24 diflunisal..............ccccuvvveen..... 27 efavirenz..........cccccceeeeeeeennnnnnn. 2
danazol.............cooovvveveveenn. 52 digoXiN.....cccoveeeiiiiiiiiiaaannn, 40  efavirenz-emtricitabin-tenofov.. 2
dantrolene...................ccc...... 25  dihydroergotamine.................. 23 efavirenz-lamivu-tenofov
dapsone..............ccccevcvveeennnann.. 6 DILANTIN 30 MG.............. 20 diSOP .cooeeeeaeeeiiee e, 2
DAPTACEL (DTAP diltiazem hcl........................... 36  electrolyte-148.........uuuuueeen..... 74
PEDIATRIC) (PF)................ 5T  dilt-XT..cccceeiiiiiiiiiiiic 36 ELIGARD.....ccocoiiiiiin. 12
DAPTOMYCIN.......ccoeeennee. 6 dimethyl fumarate.................. 24  ELIGARD (3 MONTH)....... 12
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ELIGARD (4 MONTH)....... 12 ertapenem............cccccceeeeeeunnnnn. 6 fingolimod.............................. 24
ELIGARD (6 MONTH)....... 12 erypads........ccccveeeeecuveenaanne. 43  FINTEPLA........cccovvvieenn 20
ELIQUIS. ..., 38 ery-tab.......ocooeeiiiieeeiiee 5 FIRMAGON KIT W
ELIQUIS DVT-PE TREAT erythrocin (as stearate) ........... 5 DILUENT SYRINGE.......... 12
30D START ......cceeeeeeeeee. 38  erythromycin...................... 5,66  flac otic Oil.........ccccccuueunnnnn... 47
ELMIRON.........oovvvviiiiiiiiinnns 72 erythromycin ethylsuccinate.....5  flecainide................ccccceeen....... 35
CLUTYIG ..o 64  erythromycin with ethanol...... 43 fluconazole..............ccccceeeeunn.... 1
EMGALITY PEN................. 23 escitalopram oxalate.............. 30  fluconazole in nacl (iso-osm) ....1
EMGALITY SYRINGE....... 23 esomeprazole magnesium........ 55 flucytosine..........cccceeeeeeeennnnnn. 1
EMSAM............ccc 30 estarylla................................. 64  fludrocortisone....................... 48
emtricitabine.............cccccceen..... 2 estradiol..........ccccceeeeeeaeaannnn... 63 flunisolide......................ocou..... 69
emtricitabine-tenofovir (tdf)....2  estradiol valerate.................... 63  fluocinolone............................ 45
EMTRIVA ... 2 estradiol-norethindrone acet... 63  fluocinolone acetonide oil........ 47
EMVERM........cccovvvrvieine 6 ethambutol.............................. 6 fluocinolone and shower cap....45
enalapril maleate.................... 36 ethosuximide.......................... 20 fluocinonide............................ 45
enalapril-hydrochlorothiazide. 36 ethynodiol diac-eth estradiol... 64  fluocinonide-emollient ............. 45
ENBREL.......ccoovvvvviiiiiiiiiinns 61 etodolac.................................. 27 fluoride (sodium)................... 74
ENBREL MINI.................... 61 etonogestrel-ethinyl estradiol.. 64  fluorometholone..................... 67
ENBREL SURECLICK....... 61  etravirine.............c..cccceeeeennnnn. 2 fluorouracil............................ 42
ENDARI.......ccooiiieeee, 46  eUthYroX.......ccceeeeeecieverennnn... 52 fluoxetine..........c.ccccouuuveannn... 30
eNAdoCet .......ccoeeeeieiiiiaaaaann. 25  everolimus (antineoplastic).... 12 fluphenazine decanoate........... 30
ENGERIX-B (PF)................ 57  everolimus Sfluphenazine hel...................... 30
ENGERIX-B PEDIATRIC (immunosuppressive ) ............. 12 flurbiprofen..............ccc.uu....... 27
(PE) e, 57 EVOTAZ....ccooiiiiiieeeeen, 2 flurbiprofen sodium................ 67
CHOXAPATIN ...eeeevevvaaaaaaaanann, 38 exemestane...............ccccoeuun. 12 FLUTICASONE

CHPIESSC ..vvvieaeaaaaaaaanns 64 ezetimibe.........cccceeeeeeeeeeannnn... 39 PROPIONATE..................... 70
eNnSkyce ..., 64  ezetimibe-simvastatin............. 39  fluticasone propionate............. 70
ENLACAPONE.........eeeeeaeaaaaannnnn.. 23 falmina (28) ......cooueeeevevennnnnnn. 64  fluticasone propion-salmeterol 70
CRECCAVIT .. 2 famciclovir............................... 2 fluvastatin................cccoceuuvne. 39
ENTRESTO.......................... 40  famotidine...........ccccceeeeeennn..... 55 fluvoxamine............................ 30
CHUIOSE ..., 53 FANAPT....coooiiieieeeeeeeeeee. 30 fondaparinux...........cccccceunn.... 38
ENVARSUS XR................... 12 FARXIGA.....ccoovvvvviviiiiiiiinns 49  formoterol fumarate............... 70
EPIDIOLEX..........ccceevinnnn. 20  febuxostat............cccccceeunnn.... 60  fosamprenavir.......................... 2
EPINASTING ..., 67 felbamate...................cco......... 20 fOSINOPTIl....ueeeeeaaaaaaaannnnn 36
ePINephrine...............cccceuuu... 68 felodipine.............ccccceuvvnnnn.... 36  fosinopril-hydrochlorothiazide 36
EPILOL ..., 20 fenofibrate..............cccccuuun...... 39 FOTIVDA.....cooovvieieieee, 12
eplerenone............................. 36 fenofibrate micronized............ 39 FRUZAQLA.......oovvvveeeee. 12
EPRONTIA..........ccoe 20  fenofibrate nanocrystallized....39  furosemide.............................. 36
ergotamine-caffeine................ 23 fenofibric acid (choline) ......... 39 FUZEON....coooooiiiiiiiiiine, 2
ERIVEDGE...........cccuvvvee. 12 fentanyl.........ccc.cccoeeeeeennnnn... 25 fyavolv.......ccccooveciiiiiiinn 63
ERLEADA.......cccovvvvveeeeee 12 fentanyl citrate....................... 25 FYCOMPA......ccooccviieein, 20
erlotinib...............ccoeeveeeeunnnnn. 12 FETZIMA..........ccce. 30 gabapentin........................ 20, 21
C I cevvvviieeeeeeeeeieeeeaae e 63  finasteride.............cccuuuune...... 72 galantamine............................ 24
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GARDASIL 9 (PF)............... 57 HUMALOG MIX 50-50 HUMULIN R REGULAR
GATTEX 30-VIAL............... 53 KWIKPEN........coovviir, 49  U-100 INSULN..........ccnnee. 50
GAUZE PAD.....ccccvvvee 59 HUMALOG MIX 75-25 HUMULIN R U-500
GAVILYLE-C.oooveieaeeeieeee, 53 KWIKPEN........coooviir, 49 (CONC)INSULIN............... 50
GAVILYLEe-G .. 53 HUMALOG MIX 75-25(U- HUMULIN R U-500
GAVRETO.....ccccvvvvree. 12 100)INSULN.....ccovirrrreennee 49 (CONC) KWIKPEN............. 50
GefitiNiD .......ovvveveveneninnnnnnnnn. 13 HUMALOG U-100 hydralazine...............ccccceuun.... 36
gemfibrozil..............ccccouvvvnnn. 39 INSULIN.....cooooiiiiiiiiieeeeen. 49  hydrochlorothiazide................ 37
generlac.................................. 53  HUMIRA (PREFERRED hydrocodone-acetaminophen
GONGTAS ovvvviiiieaeaeaennn 13 NDCS STARTING WITH 25,26
GeNtamicin.................... 6,43,66 00074)....cccceviiiiiiiiiieeeeeeeen, 61  hydrocodone-ibuprofen........... 26
gentamicin in nacl (iso-osm)....6 HUMIRA PEN hydrocortisone....... 45, 48, 53, 54
GENVOYA.......ccooe 2 (PREFERRED NDCS hydrocortisone-acetic acid...... 48
GILOTRIF ......cccovvveveenenn. 13 STARTING WITH 00074)... 61  hydromorphone...................... 26
glatiramer ...........ccccceeee..... 24  HUMIRA(CF) hydromorphone (pf) ............... 26
glatopa.............ccccouveveeeiniinnnn. 24 (PREFERRED NDCS hydroxychloroquine.................. 6
GLEOSTINE.......cc.ceeeeenn. 13 STARTING WITH 00074)... 61  hydroxyurea........................... 13
glimepiride.....................cc...... 49 HUMIRA(CF) PEN hydroxyzine hcl...................... 68
glipizide..........cccouvvveiiiienaann. 49 (PREFERRED NDCS ibandronate...........cccccceeeen...... 60
glipizide-metformin................ 49 NDCS STARTING WITH IBRANCE.........cooii 13
glycopyrrolate....................... 53 00074).ccciiieeeeeeiiiiiieeeeeeen Ol  BDU.eeeeeeiieeeeee e, 27
granisetron hcl........................ 53 HUMIRA(CF) PEN Ibuprofen............cccceeeeeennnnnne. 27
griseofulvin microsize............... I CROHNS-UC-HS icatibant ............cccccoeeeueeeennn. 70
griseofulvin ultramicrosize........ 1  (PREFERRED NDCS ICLUSIG....ooiiiiiie 13
GVOKE......oooiiieieiiiieee, 49 NDCS STARTING WITH icosapent ethyl........................ 39
GVOKE HYPOPEN 2- 00074) .ccceeiiiieeeeeieee e 61 IDHIFA.......ccooooiiiiiiieee, 13
PACK ..o 49 HUMIRA(CF) PEN IMAtINGD .........ovvveeeeeiiiaaeanne, 13
GVOKE PFS 1-PACK PEDIATRIC UC (ONLY IMBRUVICA........ccvvvere. 13
SYRINGE............................ 49 NDCS STARTING WITH imipenem-cilastatin.................. 6
halobetasol propionate............ 45 00074).cccceeeeiiiiiiiiiii 62  imipramine hcl........................ 31
haloperidol................cccc......... 30 HUMIRA(CF) PEN PSOR- IMiquimod...................oovvvvunn. 42
haloperidol decanoate............. 30 UV-ADOL HS IMOVAX RABIES
haloperidol lactate.................. 31 (PREFERRED NDCS VACCINE (PF)..................... 57
HAVRIX (PF)...ccoviviiiiinns 57 NDCS STARTING WITH INBRIJA ..o, 23
heather ........ccccceeeeeeeeeeeeeeaeannn.. 63 00074) ..eeeiiiiiiieieeeeeeeeeeeennn. 02 INCASSIA....coeeeeeeeeeeeeeeeeeeeerrannn, 63
heparin (porcine) ................... 38 HUMULIN 70/30 U-100 INCRELEX.....cccccvviiieeann, 46
HEPLISAV-B (PF)............... 57 INSULIN....cccoooiiiiiiieiin. 49 indapamide............................. 37
HIBERIX (PF)....ccccvvveennnne 57 HUMULIN 70/30 U-100 INFANRIX (DTAP) (PF).... 57
HUMALOG JUNIOR KWIKPEN......oooiiiiei, 49 INFLECTRA........cccoiienn. 54
KWIKPEN U-100................. 49 HUMULIN N NPH INLYTA ..o, 13
HUMALOG KWIKPEN INSULIN KWIKPEN........... 49  INQOVI...cooviiiiiiiiiiiiiieens 13
INSULIN ....oooiiiiiiieiie, 49 HUMULIN N NPH U-100 INREBIC.......cccoeiiiiiies 13
INSULIN.....coooiiieeeiiieeee 49 INSULIN LISPRO............... 50

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

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

This drug list was updated in August 2024.
79


http://www.express-scripts.com

INSULIN SYRINGE- JYLAMVO........ccoovvivreennn. 13 leflunomide............................. 62
NEEDLE U-100.................... 59 JYNNEOS (PF)....cccccvvennnee. 57 lenalidomide................... 14
INSULIN SYRINGES KALYDECO...........ceuunne.... 70 LENVIMA.........oooiiieeeee 14
(NON-PREFERRED kariva (28) .....ooeeeeveevvevennnnnnnns 64 [eSSINA....cceeeeaaaaaaaaaaaaeaiei 64
BRANDS) ..., 59 kelnor 1135 (28) ceeeannnnnn. 64 letrozole................................. 14
INTELENCE..........ccconnnn. 2 kelnor 1-50 (28) ....ccccoveve.. 64  leucovorin calcium.................. 10
intralipid..............cccoouveeeennn.. 74 KERENDIA.........cc.oeeennn 37 LEUKERAN.......ccceevunnenn. 14
introvale...............ccccccvvvvvnnnn. 64 KESIMPTA PEN.................. 24 leuprolide...............ccceeennn....... 14
INVEGA HAFYERA............ 31  ketoconazole....................... 1,44  levetiracetam.......................... 21
INVEGA SUSTENNA.......... 31 ketorolac...............oouvvvvvunnnnann. 67 levobunolol............................ 66
INVEGA TRINZA............... 31 KINRIX (PF)...cvvvviiiiiinnnnns 57  levocarnitine........................... 46
IPOL................. 57 KISQALI.......oovvvvvvvveiiiiiinnnnns 14 levocarnitine (with sugar)...... 46
ipratropium bromide......... 47,70 KISQALI FEMARA CO- levocetirizine.......................... 68
ipratropium-albuterol............. 70 PACK....cooooiiiiiiiiiiiieeee. 14 levofloxacin........................ 9, 66
irbesartan...............cccceeuvnn.... 37  klor-con 10..............ccccceenn... 73 levofloxacin in d5w................... 9
irbesartan- klor-con 8............................... 73 levonest (28) cccceeeeeeeeeeeeeaann.... 64
hydrochlorothiazide................ 37  klor-conmlO.......................... 73 levonorgestrel-ethinyl estrad... 65
ISENTRESS........oooi 2 klor-conml5...........cccuuuu.... 73 levonorg-eth estrad triphasic... 65
ISENTRESSHD.................... 2 klor-conm20......................... 73 1evora-28........cccooeeiiviiueenann. 65
iSibloOM ..o 64  klor-con oral packet 20........... 73 levothyroxine.............coo........ 52
ISOLYTESPH74.............. 74  KOSELUGO.......ccccceeevnnnn. 14 levoxyyl.....cccccovvoiiiiiiiiiniinn, 53
ISOLYTE-PIN 5% KOUFZEq i, 47 LIBERVANT.......cccccovinnenn. 21
DEXTROSE........cccvvveennne. 74 KRAZATI....ccoovviiiiinn, 14 lidocaine...............ccoeveeeeenn.. 42
ISONIAZIA ...ooooeeeeeeeaiiiiiaaann 6 kurvelo (28).....ccccceeuvevnnnnnn.. 64 lidocaine hcl........................... 42
isosorbide dinitrate................. 40 [ norgestle.estradiol-e.estrad... 64  lidocaine viscous..................... 42
isosorbide mononitrate............ 40  labetalol..................cccvvvvvunn. 37 lidocaine-prilocaine................ 42
ISOITLINOMN ... 43 lacosamide....................c......... 21 lidocan iii...............couuuuvuvvnnnnn. 42
itraconazole............................. 1 lactulose.................couuvvevvennnn. 54 LILETTA.......coeeeeii 64
IVETMECHIN ...vvveeeeeeeeeeaaeaaavaaaanns 6 lamivudine................ccccceuuvnnne. 2 linezolid.............ooouveevveeennnnnnnnn, 6
IWILFIN.......ooooeeee 13 lamivudine-zidovudine.............. 2 linezolid in dextrose 5%............ 6
IXCHIQ (PF).........ccce 57  lamotrigine.........ccccceeeeeeeennnn... 21  LINZESS....ccooiiiiiiiiiis 54
IXIARO (PF).......cccccei 57 lansoprazole........................... 55 liothyronine...............ccc.......... 53
JAKAFT ... 13 LANTUS SOLOSTAR U- LISTNOPFIl...coooveiiaieaiieaan, 37
JANLOVEN ... 39 100 INSULIN........ccuvvrrnee. 50  lisinopril-hydrochlorothiazide. 37
JANUMET ... 50 LANTUS U-100 INSULIN.. 50 [ithium carbonate................. 31
JANUMET XR.......cccuuvnneee 50 lapatinib............cccccouveeennnn.... 14 lithium citrate......................... 31
JANUVIA ... 50 larin 1.5/30 (21) ....cccoaeuuen.. 64 LIVTENCITY ..cooviivvieennn 2
JARDIANCE........cccovunnee.n. 50 larin 1120 (21).....cccuueeveennnn... 64 LOKELMA......ccooocvviienn. 46
Jasmiel (28) .....cccccevvuvennnnnnnn. 64 larin fe 1.5/30 (28) ................. 64 LONSURF......ccoooovnnnn. 14
JAYPIRCA ... 13 larinfe 1/120 (28) ....ccuueeevennn.... 64 loperamide............................. 53
Jintelio..cccoiiiiiiiiiiiiiiiiiee, 63  latanoprost.............cceeuue...... 67 lopinavir-ritonavir .................... 2
Juleber ............ccccoccuvvvnnnnnnann.. 64 LEDIPASVIR- lorazepam...............ccccccuuu.... 31
JULUCA. ... 2  SOFOSBUVIR........cccocuvvrnenne. 2 lorazepam intensol.................. 31
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LORBRENA..........cccii 14 MENVEO A-C-Y-W-135- MOEXIPTIl......ccovveeiiiinannannn. 37
loryna (28) ...oeeeeeeeeeeeiinnnnen 65 DIP(PF)eiiiiiiiiiiiieee. 57 molindone.................ccc....... 32
[0SArtan..........cccceeeeeeeennnnn. 37  mercaptopurine...................... 15  mometasone........................... 45
losartan-hydrochlorothiazide.. 37  meropenem............................... 6 montelukast.......................... 70
loteprednol etabonate............. 68  mesalamine............................ 54  morphine................................ 26
lovastatin............................. 39 MESNEX ..o, 10 morphine concentrate............. 26
low-ogestrel (28) ...cccceveeeennnn.. 65 metformin.............................. 50 MOUNIJARO........ccccvvvvvrnnnn 50
loxapine succinate.................. 31  methadone.............................. 26  moxifloxacin...................... 9, 66
lubiprostone...........cccccceeeeunnn.. 54  methazolamide................... 67 moxifloxacin-
LUMAKRAS......cccoonnn. 15  methenamine hippurate........... 10 sod.chloride(isa)....................... 9
LUPRON DEPOT................ 15  methimazole........................... 48 MUPIFOCIN ..o, 43
lurasidone.............................. 32 methotrexate sodium.............. 15  mycophenolate mofetil............ 15
lutera (28) ..ccccevuveeeniiiiiaeaann, 65 methotrexate sodium (pf)....... 15  mycophenolate sodium............ 15
Ileq...ueeeeiiaaiiiiiiiiiiiieae, 63  methoxsalen......................... 42 MYFEMBREE.................... 64
llana.............cccccceovveeeiiannn. 63  methsuximide......................... 21 MYRBETRIQ....................... 72
LYNPARZA.....ccccvviveee. 15  methylphenidate hcel................ 32 nabumetone............................ 27
LYSODREN......ccccceveeen. 15  methylprednisolone................. 48  nadolol............ccccccovveiiiinn. 37
LYTGOBI.......ccccoeeveieeenns 15  metoclopramide hcl................. 54 nafcillin..........cccooeveeviiiiiiaan, 8
LYUMIJEV KWIKPEN U- metolazone.............cc.cccuuun.... 37  naftifine..........ccceeeeivveennnnnnn... 44
100 INSULIN.....covvvvieeeenns 50  metoprolol succinate............... 37 naloxone..............ccccuvuuunnn..... 27
LYUMIJEV KWIKPEN U- metoprolol ta- naltrexone............ccccceeuvvvnn... 27
200 INSULIN ....ccooiiieeeannne 50  hydrochlorothiaz.................... 37 NAMZARIC........ccoviie. 24
LYUMIJEV U-100 metoprolol tartrate................. 37 NAproxem..............ccccccceueeeee. 27
INSULIN......ccooeeiieen. 50  metronidazole............... 7,43, 64  naratriptan...............cccceeenn.... 23
IYZQ.aaaaiiiiiiiiiiiiiiiiiiiiieeeee 63 metronidazole in nacl (iso-os)..7 NATACYN........ccoeeorirvneenn. 66
magnesium sulfate.................. T3 MELYroSine..........cccevevvvevnennnnn. 37 nateglinide....................c......... 50
malathion.................cccccueeee... 46  mexiletine.............cccceeeeeunnnn... 35 NAYZILAM......ccoooveveeen. 21
AT AVIFOC «.aeaaeaaaaaeaaaaaaaaaaannnn, 2 MICAfUNGIN . ..., 1 nebivolol............ccccoeeeeeeennnn.... 37
marlissa (28) .......ccoveeeeeeeiiiin. 65  microgestin 1.5/30 (21).......... 65 nmefazodonme............................ 32
MARPLAN............. 32 microgestin 1/120 (21)............. 65  NEOMYCIM ... 7
MATULANE......cccoeeinnnn. 15  microgestin fe 1.5/30 (28) ...... 65 neomycin-bacitracin-poly-hc...67
matzim ld.............coooooeeeenn. 37  microgestin fe 1120 (28) ......... 65 neomycin-bacitracin-
MAVYRET........cccooiie 3  midodrine...................coo......... 46 polymyXin..........ccovvveeennanne. 66
Meclizine..........cccceeveeeeeeeeeennnn, 54 mifepristone.............ccuun...... 52 neomycin-polymyxin b-
medroxyprogesterone............. 63 Ml 65 dexameth..............ccccuuveann.... 67
mefloquine...............cccccevvvn.... 6  MIMvey.......ccceevviiiiiiiiiiienen, 63  neomycin-polymyxin-
megestrol................................ 15  minocycline...............c..ouuue...... 9O  gramicidin...........ccceeeeeenn...... 66
MEKINIST ....oovviiiiiiiiies 15  minoxidil................ccccuuun...... 37  neomycin-polymyxin-hc.... 48, 67
MEKTOVI....ccccovviiiiiias 15  mirabegron...............c............ 72 neo-polycCin..........cccccceveennnn.. 66
meloxicam..............cccouuvenn..... 27 mirtazapine................cccuu..... 32 neo-polycin hc........................ 67
TNEMANTINC ... 24 misoprostol...............cccuuun..... 55 NERLYNX....ooooiiiiiiiiiiiiannn. 15
MENACTRA (PF)............... 57 M-M-RII (PF)...cccccccovnnnnnn. 57 NEUPRO.....cccoooiiiiiii. 23
MENQUADFI (PF)............. 57  modafinil................couuuue...... 32 nevirapine..............ccceeeeeuennnnnn.. 3
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NEXPLANON..........ccounee. 64 ODOMZO.....ccccovvveeerenann, 16 OPSYNVI.....oooooviiiiiiiie 70
FUACTI .o 39,40 OFEV..iiiiiiiiiieeee, 70 ORENCIA.......cccovvveeee. 62
nicardipine............................. 37  ofloxacin.......................... 48,66 ORENCIA CLICKIJECT...... 62
NICOTROL.......ccccuvvverennnnn. 47 OJEMDA......cccoeviiieee, 16 ORGOVYX...ooooovieeiiiieeens 16
NICOTROL NS........cc. 47 OJJAARA.....cccoeviieee, 16 ORKAMBI........cccuvvvrrennne 70
nifedipine ............................... 37 olanzapine.............................. 32 ORSERDU.......ccevvvivvviiiinans 16
MIKKE (28) e, 65 olmesartan............................. 37 oseltamivir.........cccceeeeeeeeeeeennn. 3
nilutamide..............ccccceen........ 15  olmesartan-amlodipin- OTEZLA.................. 62
NIMOAIPINe ...........eveeennnn. 37  hcthiazid................................. 37 OTEZLA STARTER............. 62
NINLARO............ 15  olmesartan- OXACTIN ... 8
nitazoxanide...................cc........ 7 hydrochlorothiazide................ 37  oxacillin in dextrose(iso-osm) .. 8
RILISTIONE ..o 46  omega-3 acid ethyl esters........ 40  OXAPTOZIN.....ccceviveeeaaaannnn. 27
Ritro-bid..............cccoovveveiii.... 40  omeprazole........................... 55 oxcarbazepine........................ 21
nitrofurantoin macrocrystal....10 - OMNIPOD 5 G6 INTRO OXERVATE........ccocuuunn 67
nitrofurantoin monohyd/m- KIT (GEN 5).cuvviiiiiiiiiieeeen, 59  oxybutynin chloride................ 72
CEVSEaiieaaiiieeciiieeeeeeae e e e e e, 10  OMNIPOD 5 G6 PODS oxycodone.............ccccouuuvun..... 26
nitroglycerin..................... 40,54 (GENYS) .o, 59  oxycodone-acetaminophen...... 26
NIVESTYM ....coooviiiiiie 56 OMNIPOD 5 G6-G7 OZEMPIC........coovvviiiiaas 51
NOTA-DE ..., 63 INTRO KT(GENY).............. 59  pacerome...............ccccovueeeennnnn. 35
norethindrone (contraceptive) 63 ~ OMNIPOD 5 G6-G7 PODS paliperidone....................c....... 32
norethindrone acetate............. 63 (GENDS) oo, 59 PANRETIN.......................... 42
norethindrone ac-eth estradiol OMNIPOD DASH INTRO pantoprazole................c.c........ 56
......................................... 63,65 KIT(GEN4)..........ceeeeee... .. 59 paricalcitol............................. 52
norethindrone-e.estradiol-iron.65 OMNIPOD DASH PODS paroxetine hcl......................... 32
norgestimate-ethinyl estradiol .65 (GEN4)........cccooovvvviiiienennnnn, 59 PAXLOVID....ccoooeieiie 3
nortrel 0.5/35 (28) cccceennnnnnn. 65 OMNIPOD GO PODS......... 59  pazopanib.............ccccceeeennn...... 16
nortrel 1135 (21) ......ouvveenn.... 65 OMNIPOD GO PODS 10 PEDIARIX (PF).....cccccuuu.... 57
nortrel 1135 (28) .ccccuvvvveeannnn.. 65 UNITS/DAY ..o 59 PEDVAX HIB (PF).............. 57
nortrel 71717 (28) .....ccooveeei.. 65 OMNIPOD GO PODS 15 peg 3350-electrolytes.............. 54
nortriptyline............c.ccoc........ 32 UNITS/DAY ..ooovvviiiiiiiiiiiinans 59 PEGASYS...coooiiiiiiiiieeeeeeee. 56
NORVIR .....coovviviiiiiiiiiiiiiiiiien, 3 OMNIPOD GO PODS 20 peg-electrolyte........................ 54
NUBEQA ..., 16  UNITS/DAY ..oovveeiiiiiieennee, 59 PEMAZYRE.......cccovvnnn.n. 16
NUEDEXTA.....cccoviiveeeee 24 OMNIPOD GO PODS 25 PEN NEEDLES (NON-

NUPLAZID.....cccovvvvveeeanne. 32 UNITS/DAY ..o 59 PREFERRED BRANDS).... 59
NURTEC ODT.......ccccuuueee.. 23 OMNIPOD GO PODS 30 PENBRAYA (PF)................. 57
IYAMYC c.oooeiiiveeaaaeeaeeeeeans 44  UNITS/DAY ...coooviee, 59 penciclovir.............ouuveeeeaannn. 44
AYSEALIT oo 1,44 OMNIPOD GO PODS 40 penicillamine.......................... 62
nystatin-triamcinolone............ 44  UNITS/DAY ..ccooevieeine, 59  penicillin g potassium............... 8
IYSTOP cevvviaeeeaaeeeeeeeiiaeens 44 OMNITROPE....................... 56  penicillin g sodium.................... 8
NYVEPRIA..........ccc 56  ondansetron..............c.cc......... 54 penicillin v potassium................ 8
OCALIVA ..., 54 ondansetron hel...................... 54 PENTACEL (PF).......ccc........ 57
octreotide acetate................... 16 ONUREG......ccccccvieeeean, 16  pentamidine.............................. 7
ODEFSEY ..ooovviiiiiiiiie, 3 OPSUMIT......coooie. 70  pentoxifylline......................... 39
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perindopril erbumine............... 37  pramipexole........................... 23 protriptyline........................... 32
Periogard...........ccceeeeeeeeeeennnn. 47  prasugrel...........cccooueeeviieaannn. 39 PULMOZYME.......cccccceee. 70
PErMEtNrin . .........cceveeeeerannnn. 46  pravastatin............................. 40 PURIXAN....coooiiiiiieeeeeees 16
perphenazine......................... 32 praziquantel............................. 7 pyrazinamide..............c.cc......... 7
phenelzine.............................. 32 PrAZOSIA......eeeeaeaieaaaaaannnn. 37  pyridostigmine bromide.......... 25
phenobarbital......................... 21 prednisolone........................... 48  pyrimethamine......................... 7
Phenytoin..............ccccccevvvunnn. 21 prednisolone acetate............... 68 QINLOCK.......cccovvvvvrrrrrnnns 16
phenytoin sodium extended.....21  prednisolone sodium QUADRACEL (PF)............. 57
PIFELTRO............................. 3 phosphate......................... 48, 68  quetiapine.............cccccn..... 32,33
pilocarpine hcl.................. 47,67 prednisone...............cccccvvuunn. 48  quinapril..........ccceeeeeennnnnnnnnnn. 37
pimecrolimus.......................... 42 prednisone intensol................. 48  quinidine sulfate..................... 35
pimozide................ccceeeuunnne... 32 pregabalin.............................. 21 quinine sulfate.......................... 7
pimtrea (28) ...ccooveeeveeeannnnn. 65 PREHEVBRIO (PF)............. 57 QVAR REDIHALER........... 71
pindolol.................ccc.ouueee.... 37  premasol 10 %..........uuuuee....... 74 RABAVERT (PF)................. 58
pioglitazone............................ 51 prenatal vitamin oral tablet.....74 RADICAVA ORS
piperacillin-tazobactam............ 9 prevalite..........ccccouvvevinniiaannnn. 40 STARTER KIT SUSP.......... 25
PIQRAY ..coovviiiiiiiiii 16 PREVYMIS..........coooin 3 raloxifene............cccceeeeunnnnn.. 60
pirfenidone....................c...... 70  PREZCOBIX.......cccoovvvvvenennn. 3 ramelteon............ueiieeeann. 33
PIFOXTICAM ..., 27 PREZISTA.......ccoovi 3 ramipril......eeciiiiieeeiei 37
pitavastatin calcium................ 40 PRIFTIN....ccoooovviieeieeene, 7 ranolazine.............cccuuueu....... 40
PLENAMINE..........cccoee.... 74 primaquine...................oooe....... T rasagiline...........ccccccvveeeeeeannn. 23
POAOfilox .........uvvveiiiiiaaaaann. 42  PRIMIDONE.............ccnnn. 21 reclipsen (28) ...ccceeevveeennnnnnn... 65
POLYCIN ..., 66  primidone..................cceeeeun. 21 RECOMBIVAX HB (PF)..... 58
polymyxin b sulf- PRIORIX (PF)....cccvvviieannn. 57 REGRANEX......cccccconnnnnin. 42
trimethoprim............cc....o...... 66 PRIVIGEN..........ccccoeveennn. 57 RELENZA DISKHALER......3
POMALYST....cooovvveeeenn. 16  probenecid.................cc.cco....... 60 RELISTOR.......ccccceeeevnnnn. 54
POrtia28......cccceeeeiiiiiiiiiiiii, 65 probenecid-colchicine.............. 60 repaglinide............................. 51
posaconazole............................ 1 prochlorperazine..................... 54 REPATHA........cccoovvvviiinnn, 40
potassium chlorid-d5- prochlorperazine maleate oral.54 REPATHA
0.45%0aCL........ooeeveeeaaan, 73 PROCRIT.......ccvvvieiiiiies 56 PUSHTRONEX.........c........ 40
potassium chloride.................. 73 procto-med hc......................... 54 REPATHA SURECLICK.... 40
potassium chloride in proctosol he............................ 54 RETACRIT......ccccvvrvviiiiinnns 56
0.9%0ACL ..., 73 proctozone-hc......................... 54 RETEVMO.......ccc.c.ceeeennn. 16
potassium chloride in 5 % dex.73  progesterone micronized......... 63 REVLIMID.............cceennnn. 16
potassium chloride in Ir-d5 ...... 73 PROGRAF........cccevvv 16 REXULTI...ccccceeiviiiinnn. 33
potassium chloride in water.....73 PROLASTIN-C.................... 47 REYATAZ.......ccoevnnn. 3
potassium chloride-0.45 %% PROLIA.........ccoeee, 60 REZDIFFRA........................ 47
RACL...cooiiiiiiiiiiieeeee, 73  PROMACTA.......ccoeee. 39 REZLIDHIA........cccoeeee. 17
potassium chloride-d5- promethazine.......................... 68 REZUROCK........................ 17
0.2%0ACL.....c.cccoeeaeaannn 73 propafenone............................ 35 ribavIrin......eeeeeiiiiiieeeee 3
potassium chloride-d5- propranolol............................. 37 RIDAURA.........ccovvvvveee. 62
0.9%0aCLc.......ccceeeeenn 74 propylthiouracil...................... 48 rifabutin............ccccoveiiiiiiieaann. 7
potassium citrate.................... 72 PROQUAD (PF).....uuvveee..n. 57  rifampin...........cccooeeeeeeeennnnnn, 7
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riluzole..........ccooveevveeennnannnn.. 47  SIRTURO.......cceeviiiiiiiee 7 SUCRAID.....coovveeeeinn. 55
rimantadine ...................ccce....... 3 SKYRIZI................... 41, 54,55 sucralfate............................... 56
RINVOQ..........cc 62  sodium chloride...................... 47  sulfacetamide sodium.............. 67
FISPeridone...........ccceeeeveennn. 33 sodium chloride 0.45 % ........... 74 sulfacetamide sodium (acne) .. 43
risperidone microspheres......... 33 sodium chloride 0.9 %............. 47  sulfacetamide-prednisolone..... 67
FIEONAVIT .o 3 sodium chloride 3 % sulfadiazine................cccc......... 9
FIVASTIGMINE ..., 25 hypertonic...........ccccceeeeee..... 74 sulfamethoxazole-

rivastigmine tartrate............... 25 sodium chloride 5 % trimethoprim...........cccceeeeeeen... 9
FiZatriptan.................ccc...oo.... 23 hypertonic..........ccceeeeeeea...... 74 sulfasalazine........................... 55
roflumilast.....................oovuune. 71  SODIUM OXYBATE Sulindac ..........cccceeeeeeeeeeeeannn... 27
FOPINITOle . ... 23  (PREFERRED NDCS SUMALTIPLAN ... 23
FOSUVASTALTN ... 40 STARTING WITH 00054)... 33 sumatriptan succinate....... 23,24
ROTARIX.......cooviiii 58  sodium phenylbutyrate............ 47  sunitinib malate...................... 17
ROTATEQ VACCINE......... 58  sodium polystyrene sulfonate..47 SUNLENCA............cccvvvveeeen. 3
FOWEEPT..cvvevvvvevavvnanenanenenns 22 sodium,potassium,mag SPAQ ., 65
ROZLYTREK.......c..ccccn 17 sulfates.......ccccoeeceiievencnnnnann. 55 SYMDEKO.....ccoooiiiveannne. 71
RUBRACA......ccoieiee 17  SOFOSBUVIR- SYMPAZAN. ..o 22
rufinamide..................ccc..u..... 22 VELPATASVIR................... 3 SYMPROIC............cceeennn. 55
RUKOBIA.......cciiiiiiiies 3 SOLIQUA 100/33.................. 51 SYMTUZA......ccccoviiiie 3
RUXIENCE.......ccccooiiiiiinn. 17 SOLTAMOX.....ccocccevvvninnnnn. 17 SYNJARDY ...coovviiiiiiannn, 51
RYDAPT ....ccoviiiiiiiiii 17 SOMATULINE DEPOT...... 17 SYNJARDY XR.....ccccoeunnnee. 51
SAJAZIT «ovveeviiieeeeieeeaeeee 71  SOMAVERT.......ccoeeiii 52 TABLOID......cccceviiiiiiannn. 17
SANDIMMUNE.................. 17 sorafenib............cccccuvevvennn..... 17 TABRECTA.......cccovvveeee. 17
SANTYL.....ccoovviieeeiin, 42 sotalol..............c.oovveeeeeiiiiin, 35  tacrolimus......................... 17,42
SAPTOPLETIN c..vvvvvvvevevarvvvaravanans 52 sotalolaf..........cccceeeeeeiiiiil 35  tadalafil.............ccccoveeeeeeannnn.... 72
saxagliptin............................. 51 SOTYKTU....cooovvvviiiiiiiirnnnns 41  tadalafil (pulmonary arterial
saxagliptin-metformin............ 51 SPIRIVA RESPIMAT.......... 71 hypertension) oral tablet 20
SCEMBLIX.......................... 17  spironolactone........................ 37 MG 71
scopolamine base.................... 54 spironolacton- TAFINLAR ......coovvvviiiiiiiiins 17
SECUADO.....cccoeeeeeeeeaennnn. 33 hydrochlorothiaz.................... 37 TAGRISSO...ccoooveinn. 17
selegiline hel...............uvvvvnnnn. 23 sprintec (28) ..ooeeeeeeeviiiiiiiiinann, 65 TALZENNA.......cccooovvvviinnnn, 18
selenium sulfide............. 41 SPRITAM....ccoooovviiiiiiiann, 22 tamoxifen................ccccceueen.. 18
SELZENTRY ....coovviiiiiieannnee. 3 SPRYCEL.....ccoovvieeiiien, 17 tamsulosin.................c.c......... 72
sertraline................................ 33 sps (with sorbitol) .................. 47  tarina fe 1-20 eq (28) ............. 65
SEHAKiN ..........ccoeeeiiinnan 65  SFONYX..ovviiiiieeieieiiiiieeeeeaenn, 65 TASIGNA.....ccooovieiieiieeee, 18
sharobel..............ccccccuvveennnne.. 63 S8 42 tazaroteme............cccccuueeann... 43
SHINGRIX (PF)....ccccceeennn. 58 STELARA.......ccccoviiiiien, A1 tAzZicef wueeeeeiiiiiiieee e 5
SIGNIFOR.......ccccevviiieeans 17 STIOLTO RESPIMAT......... 71 TAZVERIK.......ccocvvviennne 18
sildenafil (pulmonary arterial STIVARGA........ccovvvveeee. 17 TDVAX..oiiiiiiiiieeieie, 58
hypertension) ......................... 71  STREPTOMYCIN................. 7 TEFLARO....c.cccccceviininnnnnn. 5
silver sulfadiazine................... 42  STRIBILD.......cceevveeenne 3 telmisartan...............ouue........ 37
SIMVASTALIN ... 40 STRIVERDI RESPIMAT....71 telmisartan-amlodipine........... 37
STPOLIMUS ... 17 subvenite.........ccccooeueeeeennnnnnen. 22
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telmisartan- TOUJEO MAX U-300 TRULICITY ..cooeeeiiieeeee 51
hydrochlorothiazid.................. 37 SOLOSTAR......cccooovvieeeans 51 TRUMENBA........ccccceeeeenn. 58
TENIVAC (PF)..cccovoiviees 58 TOUJEO SOLOSTAR U- TRUQAP.....ccovieeiiieee, 18
tenofovir disoproxil fumarate....3 300 INSULIN..........ccccunnnn.. 51 TUKYSA..........ccoc 18
TEPMETKO.........ccccvvvveenn. 18  tramadol...................c............ 27 TURALIO.....ccccoovvveeen. 18
[€TAZOSIN ..., 37  tramadol-acetaminophen........ 27  turqoz (28) .cceeeeeeeiiiiiiiiiiii 65
terbinafine hel.......................... 1 trandolapril............................ 38 TWINRIX (PF)...ovvvviiiinnnns 58
terbutaline...................ccccuuu. 71 tranexamic acid...................... 64 TYPHIM VI.........ccovvvnninnns 58
terconazole.................ccccouuuu. 64  tranylcypromine..................... 33 unithroid..........ccccceeeeeeeeennnn.... 53
teriflunomide.......................... 25 travasol 10 %o 74 UPTRAVI.....ccooviieeeeeeeeee. 38
TERIPARATIDE................. 60  travoprost........ccccceueeeennnannn.. 67  ursodiol...........ccccccovveuennaan. 55
[eSTOSLEFONE.......eeeveeaaaaaaaann. 52 TRAZIMERA.........ccoeunn. 18 UZEDY .. 34
testosterone cypionate............ 52 trazodonme................ouuuuan..... 33 valacyclovir.............ccccuvuven.... 4
testosterone enanthate............ 52 TRECATOR.......cccccovvirrrnnn. 7 VALCHLOR...........coennnen.. 42
TETANUS,DIPHTHERIA TRELEGY ELLIPTA........... 71 valganciclovir........................... 4
TOX PED(PF).......ccccovvvven. 58 TRELSTAR.....cccoooeeinnn. 18 wvalproic acid........................... 22
tetrabenazine......................... 25 TREMFYA. ..., 41  valproic acid (as sodium salt) .22
tetracycline.............cccouvvveen..... 9 treprostinil sodium.................. 38  valsartan....................ccceue. 38
THALOMID............ccoennns 18  tretinoin (antineoplastic) ........ 18  valsartan-hydrochlorothiazide .38
theophylline............................ 71 tretinoin topical...................... 43  VALTOCO........ccoeverrrnnn. 22
thioridazine............................ 33 triamcinolone acetonide.... 46,47  vancomycin...................ccc.c..... 7
thiothixene...........ccccuuuuveen..... 33 triamterene- VANFLYTA......ccooee. 18
Hadylt er......cccoeeeeeeeeceeeeeeeannnn. 37  hydrochlorothiazid.................. 38 VAQTA (PF).uuvvveeeieeeee, 58
tiagabine................................ 22 tridern.......eeeenneeeennn. 46  varenicline.................cccc......... 47
TIBSOVO.....ccccvvvvieeeiiinaen, 18  trientine........cccoeeeeeevvvveeannne. 47 VARIVAX (PF)..ccooovvieeenn. 58
TICOVAC.............ccc 58 triestarylla.............cccuuuuun... 65 VARUBI............................. 55
HEeCYCline .........vvvveeeeennnnnnn. 7 trifluoperazine........................ 33 velivet triphasic regimen (28) .65
tiliafe....ooooovveeveeenenenninnnnnnnnn, 65  trifluridine..........cccoeeeeeennnn...... 66 VEMLIDY........................... 4
timolol maleate................. 38,66 trihexyphenidyl....................... 23 VENCLEXTA.......cccovvvrinnnns 18
tinidazole...............cccccuvven.... 7 TRIKAFTA.....ccoooeiiiee, 71  VENCLEXTA STARTING

tiotropium bromide................. 71 tri-legest fe......ccoeeeeeeeeeeeaannnn... 65 PACK....coooviiiiiciiieieieeeeee, 18
TIVICAY oo, 3 tri-lo-estarylla........................ 65 venlafaxine............ccceeee........ 34
TIVICAY PD....oovveeeeeeeee 4  tri-lo-sprintec......................... 65  verapamil............cccccooeeeeunn.... 38
Hzanidine ................ooeevvvvvvvnnnn. 25  trimethoprim.......................... 10 VERQUVO........vvvvviiiiiininnnns 40
tobramycin......................... 7,66  trimipramine.......................... 33 VERSACLOZ....................... 34
tobramycin in 0.225 % nacl....... 7 TRINTELLIX.......ccoouveen.... 33 VERZENIO.........covvvveeee.. 18
tobramycin sulfate.................... 7 tri-sprintec (28) cocoeeeiiieieaannn 65  vestura (28) .......oeeeeevevereninnnn, 65
tobramycin-dexamethasone.... 67 TRIUMEQ............ccccceeeeennn, 4 VIENVA..ouuueeiiieeeeeeeeciiieeaaannn 66
tolterodine.................cccceeeuuu. 72 TRIUMEQPD............oouu. 4 vigabatrin.........cccccceeviiiiiiiinn. 22
tolvaptan..................ccccceuuu... 52 trivora (28) .eeeeeeeeeeiiiiian 65 vigadrome............................... 22
LOPIFAMALE ........ovvveevaaaaaaaeann. 22 TROPHAMINE 10 %........... T4 vigpoder...........cccuuuviiiiiiiaannn. 22
LOTEMIfene..........cceveeeeeeennnnnn, 18  trospium.............ccceeveeennnnnn. 72 vilazodone.............................. 34
torsemide................occcueeeannn. 38 TRULANCE..........ccceouunneenn. 55 VIRACEPT......ccccooiiiiiinn. 4
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VIREAD ..o 4 zafirlukast..........ccccccooveneeii.. 72

VITRAKVI........cooo 18  zaleplon.............coouvvvvveeeeann. 34
VIVITROL........ccvvveee. 28 ZEJULA......ccooiiieiiieee, 19
VIZIMPRO........cccvvvveannn. 18 ZELBORAF.....cccccovviiiiien. 19
VONJO....ooviieeiiiiiiieee 19  zenatane.............ccccovvvveennnn..... 43
voriconazole..................ccccouu.. 1 zidovudine.................cccvvvvun. 4
VOSEVI ... 4  ziprasidone hcl........................ 35
VOWST ..o 55  ziprasidone mesylate............... 35
VRAYLAR.....cccooiiii, 34 ZIRABEV.....cccooviiiiei. 19
VYNDAMAX......cccevvenns 40 ZIRGAN.......ooooviieeeeeee, 66
Warfarin................ccccceeeveeeee. 39 ZOLINZA....ccoooeeeeeeeeeeeeeenn. 19
WELIREG............oecnnnn 19  zolpidem................ccooeeeeennn. 35
wixela inhub.......................... 71  ZONISADE.......cccvvvveeenne 22
XALKORI........ccovvvviiiiee. 19 zonisamide............................. 22
XARELTO....ovvviiiiiiiieins 39 zovia 1-35 (28) ccceeveeeeeaaannn 66
XARELTO DVT-PE ZTALMY oo, 22
TREAT 30D START............ 39 ZURZUVAE........oovvvvieeenn. 35
XCOPRI.....cccovvvviiiieeeeeeies 22 ZYDELIG........ccooeiiin. 19
XCOPRI MAINTENANCE ZYKADIA. ..., 19
PACK.....coooiiiieeeeee, 22 ZYMFENTRA..................... 55
XCOPRI TITRATION ZYPREXA RELPREVV...... 35
PACK ..., 22

XDEMVY ..o 67

XELJANZ ..o, 62

XELJANZ XR....oooovvviieanns 62

XERMELO........cccccuvvvreannn. 19

XGEVA ..o, 10

XIFAXAN ..., 7

XIGDUO XR.......ccvvvveeee 51

XIIDRA ..o 67

XOLAIR ...t 71,72

XOSPATA ..., 19

XPOVIO....cccoviiiiiieiiieeies 19

XTANDI ... 19

xulane..........cccccoevvveeiiieannn. 64

YF-VAX (PF)..cccoovvvvveieene. 58

YUFLYMA(CF).......cc......... 63

YUFLYMA(CF) Al

CROHN'S-UC-HS............... 62

YUFLYMA(CF)

AUTOINJECTOR........... 62, 63

VUVASON ..vvveaaaaaeeeeeeaeeene 63

ZAFEMY e 64
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You must use network pharmacies to fill your prescriptions to get the most out of your benefit.
However, there are emergency circumstances under which you may be reimbursed for a covered
prescription that is not filled at a network pharmacy. Limitations, copayments and restrictions may

apply.
This formulary was updated on 08/26/2024. For more recent information or to price a medication, you
can visit us on the Web at express-scripts.com. Or you can contact Express Scripts Medicare® (PDP)

Customer Service at the numbers located on the back of your member ID card. Customer Service is
available 24 hours a day, 7 days a week.

© 2024 Express Scripts. All Rights Reserved.
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