California
Essential Drug List

The Essential Drug List (formulary) includes a list of drugs covered by Health Net. The drug list is
updated at least monthly and is subject to change. All previous versions are no longer in effect. You can
view the most current drug list by going to our website at www.healthnet.com. Refer to Evidence of

Coverage or Certificate of Insurance for specific cost share information.

For California Individual & Family Plans:
Drug Lists Select Health Net Large Group — Formulary (pdf).

For Small Business Group:
Drug Lists Select Health Net Small Business Group — Formulary (pdf).

NOTE: To search the drug list online, open the (pdf) document. Hold down the “Control” (Ctrl)
and “F” keys. When the search box appears, type the name of your drug and press the “Enter”
key. If you have questions or need more information call us toll free.

California Individual & Family Plans (off-Exchange)
If you have guestions about your pharmacy coverage call Customer Service at_1-800-839-2172

California Individual & Family Plans (on-Exchange)
If you have guestions about your pharmacy coverage call Customer Service at_1-888-926-4988

Hours of Operation
8:00am — 7:00pm Monday through Friday
8:00am — 5:00pm Saturday

Small Business Group
If you have questions about your pharmacy coverage call Customer Service at_1-800-361-3366

Hours of Operation
8:00am — 6:00pm Monday through Friday
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Welcome to Health Net

What If | Have Questions Regarding My Pharmacy Benefit?

If you have questions about your pharmacy coverage contact Customer Service at the phone number

listed on your Health Net ID card or on the cover of this book. Customer Service can help you with

questions about your prescription drug benefits, including, but not limited to:

e information about drugs covered under the medical benefit

e the processes for submitting an exception request, requesting prior authorization and step therapy
exceptions

e actual dollar amounts of cost sharing for drugs including drugs subject to coinsurance

What is the Drug List?

The drug list is a complete list of covered drugs used to treat common diseases or health problems. The
drug list is selected by a committee of doctors and pharmacists who meet regularly to decide which
drugs should be included. The committee reviews new drugs and new information about existing drugs
and chooses drugs based on:

Safety

Effectiveness

Side effects

Value (if two drugs are equally effective, the less costly drug will be preferred)

How do | find a drug in the Drug List?
You can search for a drug by using the search tool, alphabetical index or by categorical list. There are
three ways to find out if your drug is covered.

Search Tool: Open the List of Drugs (PDF). Hold down the “Control” (Ctrl) and “F” keys. When the
search box appears, type the name of your drug. Press the “Enter” key.

Alphabetical Index: The index at the end of the PDF lists the names of generic and brand name drugs
from A to Z. Once you find a drug name, go to the page number listed to see if the drug is covered.

Categorical list: The drugs are grouped into therapeutic categories. If you know what therapeutic
category your drug is in look through the list to find the category. Then look under the category and
class for your drug.

If a generic equivalent for a brand name drug is not available in the market or not covered, the generic
drug will not be listed separately. The presence of a drug on the drug list does not guarantee that your
doctor will prescribe the drug for a particular medical condition.

How are the drugs listed in the categorical list?
A drug is listed alphabetically by its brand and generic names in its therapeutic category and class.



Example:

Drug Name Drug Tier | Requirements/ Limits
MAVYRET (glecaprevir-pibrentasvir) TABS 3 PA
terbutaline sulfate tabs 1

The generic drug name for a brand drug is included after the brand name in parentheses and all
Bold italicized lowercase letters.

Brand Drug Example: MAVYRET (glecaprevir-pibrentasvir) TABS

If a generic equivalent for a brand name drug is both available and covered, the generic drug will be
listed separately from the brand name drug in all bold and italicized lowercase letters.

Generic Drug Example: terbutaline sulfate tabs

If a generic drug is marketed under a proprietary, trademark-protected brand name, the brand
name will be listed after the generic name in parentheses and regular typeface in all CAPITAL
letters.

Generic Drug Marketed Under A Proprietary Brand Name Example: levothyroxine sodium
(LEVOXYL) TABS

How much will | pay for my drugs?
To see how much you will pay for a drug, check the abbreviations in the Drug Tier column on the
formulary.

Drug Class/Plan Benefit Phase Maximum Cost Share Days Supply
Oral Cancer Drugs Before Deductible Is Met $250 30 Days
All other (non-oral After Deductible Is Met $250 30 Days
cancer) Drugs

Bronze Plan Members | After Deductible Is Met $500 30 Days

Note: For oral chemotherapy drugs - Notwithstanding any deductible, the total amount of copayment or
coinsurance an insured is required to pay shall not exceed two hundred dollars ($250) for an individual
prescription of up to a 30-day supply.

Below is a description for each tier. Refer to Evidence of Coverage or Certificate of Insurance for specific
cost share information.

Tier Description

1 Drugs in this tier include generic drugs and low-cost preferred brand drugs.

2 Drugs in this tier are higher cost generic drugs and preferred brand drugs

Drugs in this tier are non-preferred brand drugs, brand drugs with generic
equivalents on a lower tier, or drugs that have a preferred alternative at a lower
tier.




Tier 4 Drugs include drugs that are made using biotechnology, drugs that must be
distributed through a specialty pharmacy, drugs that require special training for
self-administration, or drugs that require regular monitoring of care by a

4 pharmacy, and drugs that cost more than six hundred dollars for a one-month
supply.
Includes preventive benefit drugs, including contraceptives, covered at no cost to
5 members under the Affordable Care Act. A deductible does not apply.
. A Brand name is listed for reference only, when a generic equivalent is available.

Generic drugs will be used whenever one is available, unless a Brand is
specifically requested. You may be asked to pay a higher copayment for the
Brand if a generic is available. Refer to your plan documents for coverage
details.

Are there any limits on my drug coverage?

Some drugs have limits on coverage. The table below provides a description of abbreviations that may
appear in the Limits column on the drug list:

Abbreviation Definition Description

AL Age Limit These drugs may require prior authorization if your age does
not fall within manufacturer, FDA, or clinical
recommendations.

AC Anti-cancer Oral cancer drugs are subject to a maximum $250 copayment
for a one-month supply, before any deductible has been met,
per state law (or $750 maximum for a three-month supply
through mail order, if applicable).

LA Limited Access Some drugs may be subject to limited access or restricted
access. This means that a drug may only be available at select
pharmacies. Limited access may be due to the following
reasons:

e The FDA or the manufacturer has restricted distribution of
a drug to certain facilities, pharmacies or prescribers, or

e Certain drugs require special handling, coordination of
care, or patient education that cannot be provided at a
retail pharmacy.

If the drug is approved, we will let you know how to get
limited access drugs.

PA Prior Authorization | This drug requires prior authorization. This means that you or
your prescriber must get approval from us before you fill your

prescription. If you do not get approval, we may not cover the
drug.




PV Preventive Drugs | Drugs under the Affordable Care Act (ACA) as preventive
health drugs, including contraceptive drugs and devices,
covered at no charge. Preventive health drugs are determined
based on evidence-based recommendations by the United States
Preventive Services Task Force. Members in grandfathered
Groups will pay a copayment.

QL Quantity Limit These drugs have a limit on the amount that will be covered.
Your doctor must request approval for a higher quantity of the
drug from Health Net. Health Net covers a 12-month supply
when dispensed at one time of all self-administered hormonal
contraceptives on the Formulary.

RX/OTC Prescription & Certain drugs are available both in a prescription form and in
Over-the- an OTC form. Only prescription drugs are covered by your
Counter (OTC) plan with the exception of some insulin, insulin supplies and

some covered preventive drugs. OTC drugs on the drug list,
including OTC preventive drugs and contraceptives, require
a prescription to be covered.

ST Step Therapy Step therapy is when you are required to use one drug before
another, in a stepwise fashion. Unless an exception is made,
one or more preferred drugs must be tried first before
progressing to a drug that is subject to step therapy.

SF Split Fill Split-fill means the drug is eligible for our split-fill program.
The program provides certain high-cost drugs with an initial
14-day supply at no charge to the member. If the member
tolerates the drug and requests a refill, the applicable copay
will be applied.

How often does the Drug List change?
The formulary will be updated with changes on a monthly basis. The types of changes may include the
following:

e Removal of a drug or dosage form of a drug from the formulary;
e Any change in tier placement of a drug that results in an increase in cost sharing;
e Adding or changing utilization management procedures applicable to a drug.

If these changes occur, you will be notified at least 60 days in advance of the change, unless the drug
is removed for safety reasons.

How can | get prior authorization or an exception to the rules for drug coverage?
Requests for prior authorization may be submitted electronically, by phone at 1-800-548-5524, or by
fax at 1-800-314-6223. Once your doctor’s request is received, we will notify your doctor of our
decision within 72 hours. If Health Net fails to respond to a completed prior authorization or step
therapy exception request within 72 hours of receiving a non-urgent request and 24 hours of receiving a
request based on exigent circumstances, the request is deemed approved and the health insurer may not
deny the request thereafter.



If your doctor believes that waiting 72 hours for a standard decision could seriously harm your health,
your doctor can ask for a fast (expedited) decision. This applies only to requests for drugs that you have
not already received. We must make expedited decisions within 24 hours after we get your doctor’s
supporting statement.

If we approve your drug’s exception, the approval continues until the end of the plan year. To keep the
exception in place for the plan year, you must remain enrolled in our plan, your doctor must continue to
prescribe your drug, and your drug must be safe for treating your condition.

In some cases, our plan requires you to first try certain drugs to treat your medical condition before we
will cover another drug for that condition. This is called step therapy. Step therapy is when you are
required to use one drug before another, in a stepwise fashion. The required first step drug or preferred
drug is a proven, cost-effective medication. Unless an exception is made, one or more preferred drugs
must be tried before progressing to a drug that is subject to step therapy. You or your doctor can request
an exception if your health may be harmed by waiting. Your doctor must submit a supporting statement
to us explaining why you need the drug. You or your doctor may appeal the denial of an exception
request. The denial documents provide more information on appeal rights and procedures if there is a
medical need to use a second step drug without trying a first step drug, an exception to coverage may be
requested by the prescriber. A request for an exception to a step therapy requirement may be submitted in
the same manner as a request for prior authorization. The request shall be treated in the same manner, and
shall be responded to in the same manner, as a request for prior authorization for prescription drugs. If
you have already tried and failed the preferred drug(s), or if you are already taking a drug that is subject
to step therapy when you switch to enrolled in a Health Net plan, you will not have to undergo step
therapy and the drug will be approved for coverage when medically necessary.

If a drug is not on the drug list, and is not specifically excluded from coverage, your doctor can ask for an
exception. To request an exception, your doctor can submit a prior authorization request along with a
supporting statement explaining why you need the drug. Requests for prior authorization may be
submitted electronically or by telephone or fax. If we approve an exception for a drug that is not on the
drug list, the non-preferred brand drug tier (Tier 3) or Tier 4 (Specialty) copayment applies.

Health Net will cover all medically necessary drugs. If Health Net fails to respond to a completed prior
authorization or step therapy exception request within 72 hours of receiving a non-urgent request and 24
hours of receiving an expedited request, the request will be approved and Health Net may not deny the
request thereafter.

Are all contraceptives covered?

Contraceptive benefits include coverage for a variety of U.S. Food and Drug Administration (FDA)-
approved prescription contraceptive methods. If your doctor determines that none of the covered
methods on the drug list or if a covered therapeutic equivalent of a drug, device, or product is not
available, and is medically necessary for you, Health Net will provide coverage. Coverage is subject to
limitations and restrictions. Prior authorization or step therapy may be required for some other FDA-
approved prescription contraceptive drugs, devices, or products prescribed by your doctor.

What blood glucose supplies covered?

Specific brands of blood glucose monitors, blood glucose testing strips, lancets, ketone testing strips, pen
delivery systems for injecting insulin and insulin needles and syringes are covered on the drug list. A
prescription from your doctor is required to obtain these from a pharmacy.
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Insulin pumps and all related necessary supplies, podiatric devices to prevent or treat diabetes-related
complications and visual aids, excluding eyewear, to assist the visually impaired with proper dosing of
insulin are covered under the medical benefit.

What drugs are under my medical benefit?

Drugs that are not considered self-injectable and are administered by your doctor will be covered
under your medical benefit. If your doctor does not have the drug, your doctor will give you
instructions on where you can receive the drug. Certain drugs that are self-administered are covered
under your pharmacy benefit.

Refer to your Evidence of Coverage or Certificate of Insurance for coverage information and
exceptions.

Can | go to any pharmacy?

Except in emergency and urgent situations, Health Net does not cover drugs dispensed by non-network
pharmacies. Health Net contracts with most U.S. chain pharmacies and many independent pharmacies.
These pharmacies are called in-network pharmacies. To find an in-network pharmacy near you, visit our
website at Find a pharmacy or call us at the telephone number on your Health Net ID card or listed on
the front cover of this book.

Some injectable and high cost drugs are considered specialty drugs. These drugs must be filled at an
in-network specialty pharmacy. Specialty drugs are noted on the drug list in the Requirements/Limits
column with the abbreviation “LA” or a statement indicating the drug must be dispensed from a
network specialty pharmacy. After your drug has been approved, we will arrange for the specialty
pharmacy to contact you to set up delivery.

Pharmacy Lock-In Program (Individual Market Only)

Health Net’s pharmacy benefit manager, together with Medical Management, reviews a member's
medication usage and history, and using the criteria below, may enroll members in the Pharmacy Lock-In
Program.

A member enrolled in the Pharmacy Lock-In Program is limited to using one specific retail pharmacy for
a 12-month period to obtain all prescription drugs, with the exception of prescription drugs dispensed in
conjunction with emergency care, 90-day supplies of maintenance drugs through the mail-order program
and specialty drugs obtained through the specialty pharmacy vendor.

A member also has the right to request a review of the decision to place them in a lock-in program
upon receiving the notification letter.

Criteria:
A member needs to meet one of the following criteria to be considered for the Pharmacy Lock-In Program:

» Prescriptions written on a stolen, forged or altered prescription blank issued by a licensed
prescriber, which led to a member conviction within the past 24 months. Generally, this is reported
by the Provider to the plan.

* Member has diagnosis in the past 24 months of drug poisoning, drug or alcohol abuse, a suicide
attempt or suicidal ideations and has filled prescription medications in two or more pharmacies in
the last 180 days. Illicit drug abuse or dependency may be counted as well.
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https://www.healthnet.com/portal/common/content/iwc/common/unprotected/pharmacy_info/comm_pharmacy_locator.action

» Referrals from the provider reporting suspected abuse or the prescriber is specifically requesting
the lock-in due to alleged abuse. Such provider request will be clearly documented in clinical
database.

* Member had two or more violations of a pain contract with the same or different prescriber in a
24-month period.

A member needs to meet two or more of the following criteria to be considered for the Pharmacy
Lock-In Program:

Prescribed medications do not correlate with the member’s medical condition, as identified

by his/her PCP, or ICD-10 code from encounter data.

Member has filled controlled prescriptions at three or more pharmacies per any 90-day period.
Pharmacies are distinct and do not share a database. Example: Two CVS stores would count as one
pharmacy but a Walgreens and a CVS store would count as two pharmacies.

Member receives three or more controlled substance medications from two or more doctors in any 90-
day period. The doctors are not affiliated with the same practice.

Member receives overlapping or duplicative psychiatric medications or anti-anxiety agents from two
or more providers in any 90-day period. Providers are not affiliated with the same practice.

Member has been seen in a hospital emergency room two or more times in any 90-day period with
excessive non-emergent claims. Example; toothache, back pain, contusion, unspecified pain, etc.
Member has a high Morphine Equivalency Dose (MED) of greater than or equal to 90 morphine
milligram equivalents (MME) in any 90-day period. If there are any cash claims known and validated,
these can be factored into the total MME calculation.

Member has medication claims in profile of high abuse potential such as combinations of opiates,
muscle relaxers, stimulants and benzodiazepines (also known as Holy Trinity or

Houston Cocktail) in any 90-day period.

Can | use a mail order pharmacy?

For certain kinds of prescription drugs, you can use the Health Net contracted Mail Order Pharmacy.
Generally, the drugs available through mail order are drugs that you take on a regular basis for a chronic
or long-term medical condition. Tier 4 or Specialty drugs are not available through mail order.

To use the mail order pharmacy, your doctor must provide a new prescription that allows up to a 90-day
supply of each drug. Mail order forms are available on our website at Forms and Brochures - Pharmacy
or you may call us at the telephone number on your Health Net ID card or on the front cover of this
book to request a form.

How can | save money on my prescription drugs?
You can save time and money with these simple steps:

Ask your doctor about generic drugs that may work for you.

Fill prescriptions at in-network pharmacies.

Be sure your doctor prescribes drugs on the drug list.

Fill your maintenance drugs through our mail order pharmacy program.
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Definitions

Brand drug: Is a drug that is marketed under a proprietary, trademark-protected name. A brand drug is
listed in this formulary in all CAPITAL letters.

Coinsurance: Is a percentage of the cost of a covered health care benefit that you pay after you have
paid the deductible, if a deductible applies to the health care benefit.

Copayment: Is a fixed dollar amount that you pay for a covered health care benefit after you have paid
the deductible, if a deductible applies to the health care benefit.

Deductible: Is the amount you pay for covered health care benefits that are subject to the deductible
before your health insurer begins to pay. If the plan has a deductible, it may have either one deductible
or separate deductibles for medical benefits and prescription drug benefits. After you pay your
deductible, you usually pay only a copayment or coinsurance for covered health care benefits. The plan
pays the rest.

Drug Tier: Is a group of prescription drugs that correspond to a specified cost sharing tier. The drug tier
in which a prescription drug is placed determines your portion of the cost for the drug.

Enrollee: Is a person enrolled in a health plan who is entitled to receive services from the plan. All
references to enrollees in this formulary template shall also include subscribers as defined in this section
below.

Exception request: Is a request for coverage of a non-formulary drug. If you, your designee, or your
doctor submits a request for coverage of a non-formulary drug, the plan must cover the non-formulary
drug when it is medically necessary for you to take the drug.

Exigent circumstances: Is when you are suffering from a medical condition that may seriously
jeopardize your life, health, or ability to regain maximum function, or when you are undergoing a
current course of treatment using a non-formulary drug.

Formulary or prescription drug list: Is the list of drugs that is covered by the plan under the
prescription drug benefit of the policy.

Generic drug: Is a drug that is the same as its brand name drug equivalent in dosage, strength, effect,
how it is taken, quality, safety, and intended use. A generic drug is listed in the drug list in bold and
italicized lowercase letters.

Medically Necessary: Is a health care benefit needed to diagnose, treat, or prevent a medical condition
or its symptoms and that meet accepted standards of medicine. Plans usually do not cover health care
benefits that are not medically necessary.

Non-formulary drug: Is a prescription drug that is not listed on the drug list.

Out-of-pocket costs: Are your expenses for health care benefits that aren't reimbursed by the plan. Out-
of-pocket costs include deductibles, copayments, and coinsurance for covered health care benefits, plus
all costs for health care benefits that are paid by the Member and not covered by the plan.

Prescribing provider: This is a health care provider who can write a prescription for a drug to diagnose,
treat, or prevent a medical condition.

Prescription: Is an oral, written, or electronic order from a prescribing provider authorizing a
prescription drug to be provided to a specific individual.
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Prescription drug: Is a drug that by law requires a prescription.
Prior Authorization: Is a decision by the plan that a health care benefit is medically necessary for you.

If a prescription drug is subject to prior authorization in the drug list, your doctor must request approval
from the plan to cover the drug before you fill your prescription. The plan must grant a prior
authorization request when it is medically necessary for you to take the drug.

Split-fill program: For certain high cost drugs, displayed as “SF”, provides the first fill of the drug at no
copayment or coinsurance for up to a 14 day supply. Refills will be at the applicable copayment or
coinsurance.

Step therapy: Is a specific sequence in which prescription drugs for a particular medical condition must
be tried. If a drug is subject to step therapy in the drug list, you may have to try one or more other drugs
before the plan will cover that drug for your medical condition. If your doctor submits a request for an
exception to the step therapy requirement, the plan must grant the request when it is medically necessary
for you to take the drug.

Subscriber: Means the person who is responsible for payment to a plan or whose employment or other
status, except for family dependency, is the basis for eligibility for membership in the plan.



Drug Name

Drug |[Requirements/
Tier |Limits

ADHD/ANTI-NARCOLEPSY/ANTI-
OBESITY/ANOREXIANTS - Drugs to Treat

ADHD, Sleep and Eating Disorders
Amphetamines

(Dextroamphetamine
Sulfate) PROCENTRA
SOLN

Drug |Requirements/
Drug Name Tier |Limits
dextroamphetamine
sulfate tabs 10 mg, 5 1
mg
methamphetamine hcl | , |PA; ST;
tabs

(Dextroamphetamine
Sulfate) ZENZEDI TABS 10
MG, 5 MG

amphetamine-
dextroamphetamine
cp24 1.25 mg-1.25 mg-
1.25 mg-1.25 mg, 2.5
mg-2.5 mg-2.5 mg-2.5
mg, 3.75 mg-3.75 mg-
3.75mg-3.75 mg, 5
mg-5 mg-5 mg-5 mg,
6.25 mg-6.25 mg-6.25
mg-6.25 mg, 7.5 mg-
7.6 mg-7.6 mg-7.5 mg

QL(2 ea
daily,90 day(s)
limit)

VYVANSE CAPS 10 MG,
20 MG, 30 MG, 40 MG, 50

QL(1 ea daily)

amphetamine-
dextroamphetamine
tabs 1.25 mg-1.25 mg-
1.25 mg-1.25 mg, 2.5
mg-2.5 mg-2.5 mg-2.5
mg, 3.125 mg-3.125
mg-3.125 mg-3.125
mg, 5 mg-5 mg-56 mg-5
mg, 7.5 mg-7.5 mg-7.5
mg-7.5 mg

amphetamine-
dextroamphetamine
tabs 1.875 mg-1.875
mg-1.875 mg-1.875
mg, 3.75 mg-3.75 mg-
3.756 mg-3.75 mg

QL(90 ea per
fill retail)

dextroamphetamine
sulfate cp24 10 mg, 15
mg, 5 mg

dextroamphetamine
sulfate soln 5 mg/bml

1=Preferred Generics
4=H'|5<\gh Cost Drugs
AL=Age Limit AC:
PA=Prior Authorization

1

2=Preferred Brands/High Cost Generics
5=Preventive Drugs
C=Anti-cancer

MG, 60 MG, 70 MG 2
(lisdexamfetamine

dimesylate)

VYVANSE CHEW 10 MG, Limited to 1 per
20 MG, 30 MG, 40 MG, 50 day;QL(1 ea
MG, 60 MG 2 |daily)
(lisdexamfetamine

dimesylate)

Analeptics

caffeine citrate soln 1

Anorexiants Non-Amphetamine
benzphetamine hel tabs| 1 |PA
diethyipropion hcl tabs | 1 |PA
diethylpropion hcl th24 | 1 |PA
LOMAIRA TABS 3 |PA
(phentermine hcl)

phentermine hclcaps | 1 |PA
phentermine hcl tabs 1 |PA
PHENTERMINE PA
HYDROCHLORIDE CAPS | 3
(phentermine hcl)

QSYMIA CP24 PA; QL(1 ea
(phentermine hcl- 3 |daily)
topiramate)

Anti-Obesity Agents

CONTRAVE TB12 PA
(naltrexone hcl- 3

bupropion hcl)

SAXENDA SOPN PA; QL(0.5 ml
(liraglutide (weight 3 |daily)
management))

3=Non-Preferred Brands
7=Brand Reference Only, Generic is Available

LA=Limited Access QL=Quantity Limit ST=Step Therat:)eyIr

PV=Preventive Drugs

RX/OTC=Prescription & Over-the-Coun




Drug Name ?—:g? E(ranqitrsirements/ Drug Name ?{g? E(rﬁtrsirements/
XENICAL CAPS 1 3 |PA methylphenidate hcl
(orlistal tabs 10 mg, 5 mg 1
Attention-Deficit/Hyperactivity Disorder (ADHD) methylphenidate hcl QL(3 ea daily)
atomoxetine hcl caps QL(2 ea daily) | |tabs 20 mg 1
‘1’ g mg pmesmms | ngg;h;;lghenic;a;e hc,54 dQL'lm 968 day(s)
1 aily, ay(s
?toogvoxetgze hcl ggps L |QL(1 ea daily) fng mg, /" mg, limit)
mg, mg, mg i QL(2 ea
P . methylphenidate hcl :
%ogdlne hcl (adhd) 1 |QL@eadaily) | 1oy gg mg 1 ﬁr?]liltrg,% day(s)
guanfacine hcl (adhd) QL(1 ea daily) | |methylphenidate hcl QL(1 ea
tb24 ! tbcr 10 mg, 20 mg i it Nalad
Stimulants - Misc. methylphenidate hcl QL(1 ea daily)
armodafinil tabs 1 |PAIST fggf 18 mg, 27 mg, 36 | 1
(methylphenidate) 3 |QH(teadaly) | methyiphenidate hel | | |QL( ea daiy)
dexmethylphenidate hel |QL(1 ea daily) | |27 %4 M9 ST Al e
cp24 10 mg, 15mg, 20 | modafinil tabs 2 |daily)
gg 33 mg gangg 35 QUILLIVANT XR SRER 5 |PA ST:QL(12
) ) i | dail
dexmethylphenidate hcl QL(2 ea daily) el et ——— .
tabs 10 mg, 2.5 mg, 5 1 ﬁ‘l}/élcl;:i(gr(];“sLYCOSIDES - Drugs to Treat Bacterial
mg : .
; Aminoglycosides
Gheow 10mg, 2.5 mg, 5| 1 P
mg gemlkacrn sulfate 4
mefhylphenidate hcl QL(1 ea dally) | [goooom® Sk
cp24 10 mg, 20 mg, 30| 1 (tobramycin) 7 ’
mg, 40 mg y
methylphenidate hcl QL(1 ea neomycin sulfate tabs | 1
cp24 60 mg ! ﬁﬁ"r'g’tgﬁ)ea Pl | |paromomycin sulfate | |
methyiphenidate hcl caps : -
cpcr 10 mg, 40 mg, 50 | 1 streptomycin sulfate 4
mg, 60 mg :gll; PODHALER CAPS PA
i QL(2 ea dall .
methylphenidate hcl fgb;f;%v cin nebu 300 |, |PALA
soln 10 mg/5ml, 5 1 9 ,
mg/5ml tobramycin nebu 300 , |PA
mg/5ml

1 Preferred Generics
h Cost Drugs
ge Limit

PA Prror Authorization

C=Anti-cancer
PV=Preventive Drugs

2=Preferred Brands/High Cost Generics
5=Preventive Drugs

LA=Limited Ac

3=Non-Preferred Brands

7=Brand Reference Only, Generic is Available

Cess

QL=Quantity Limit ST= Step Th eraP
er

RX/OTC=Prescription & Over- the Coun




Drug |Requirements/ Drug |Requirements/
Drug Name Tier |Limits Drug Name Tier |Limits
PA; Mustuse | [RINVOQ TB24 15 MG 4 |PAST
tobramycin nebu 300 | , |gSanariealn | |(upadacitinib)
mg/5ml peciaty XELJANZ TABS 10 MG PA; ST
1-844-538- o B 4
4661 (fofacitinib citrate)

; PA XELJANZ TABS 5 MG PA; ST;,QL(2
tobramycin sulfate soln | 4 (tofacitinib citrate) 4 |ea daily)
PV\N eSS [ RN BN WAV VEN fo Aol TR (XELJANZ XR TB24 11 MG |, |PA; ST;QL(1
to Treat Pain, Swelling, Muscle and Joint (tofacitinib citrate) ea daily)
Conditions XELJANZXRTB24 22MG | , [PA; QL(1ea
Anti-TNF-alpha - Monoclonal Antibodies (tofacitinib citrate) daily)

PA; ST; Must Antirheumatic Antimetabolites
HUMIRA PEDIATRIC use =T
CROHNS DISEASE 4 AcariaHealth PA; ST; Must
STARTER PACK PSKT Specialty Rx at | [OTREXUP SOAJ 10 use
: AcariaHealth
(adalimumab) 1-844-538- MG/0.4ML (methotrexate | 4 Specialty Rx at
4661 (antirheumatic)) 1-844-538-
PA; ST; Must 4661;,LA
use ; .
HUMIRA PEN PNKT 4 |AcariaHealth | [OTR=CUP 3D 122 PA; STILA
(adalimumab) Specialty Rx at 175 MG/O’4ML 20 ' ’
1-844-538- : B
4661 MG/0.4ML, 22.5 4
MG/0.4ML, 25 MG/0.4ML
E’ﬁ‘e? ST Must || (methotrexate
g%JL\\/lRI% RPENkCTD/UC/HS 4 |AcariaHealth (antirheumatic))
dali b Specialty Rx at RASUVO SOAJ 10 PA; ST; Must
(a@adalimumab) 1-844-538- MG/0.2ML, 12.5 use
4661 MG/0.25ML, 15 MG/0.3ML, AcariaHealth
aT- 17.5 MG/0.35ML, 22.5 Specialty Rx at
UMIRA PEN.PEDIATRIC DA STIMUst 1 1\GI0.45ML, 25 MG/O.5ML, | 4 |1-844-538-
UC STARTER PACK 4y at MGI01SL 0T
4661 (antirheumatic))
PA; ST; Must RASUVO SOAJ 20 PA; ST;LA
HUMIRA PEN-PS/UV use MG/0.4ML (mejthotrexate 4
STARTER PNKT 4 |AcariaHealth | | antirheumatic))
adalimumab Specialty Rx at
( ) 1-844-538- Gold Compounds
4661 RIDAURA CAPS 5
PA; ST; Must (auranofin)
use .
HUMIRA PSKT A AcariaHealth Interleukin-1 Blockers
(adalimumab) Specialty Rx at PA; ST; Must
1-844-538- ARCALYST SOLR use Acariatith
4661 (rilonacept) 4 ?‘,%eﬂaét%/st at
Antirheumatic - Enzyme Inhibitors 4661 haad

1=Preferred Generics
4=H'|gh Cost Drugs
AL=Age Limit AC=Anti-cancer 3
PA=Prior Authorization PV=Preventive Drugs

2=Preferred Brands/High Cost Generics  3=Non-Preferred Brands

5=Preventive Drugs 7=Brand Reference Only, Generic is Available

LA=Limited Access QL=Quantity Limit ST=Step TheraPy
RX/OTC=Prescription & Over-the-Counter
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Drug

Requirements/

Requirements/

Drug Name Tier |Limits Drug Name Limits
Interleukin-6 Receptor Inhibitors flurbiprofen tabs
PA; ST; MUST | |-
ACTEMRA ACTPEN SOAJ USE ACARIA IbuprOfen tabs
(tocilizumab) 4 Eiiﬁﬁgg(_ INDOCIN SUPP RE 50 MG
4661 (indomethacin)
ACTEMRA SOSY PA INDOCIN SUSP OR 25
(tocilizumab) E MG/5ML (indomethacin)
PA; ST; Must | |indomethacin caps 25
KEVZARA SOAJ 4 e Q;’ﬁ”%“x";‘t mg, 50 mg
(sarilumab) TB44.538. indomethacin cpcr 75
4661 mg
PA; ST; Must ketoprofen caps 50 mg,
KEVZARA SOSY o |Bohcratin | |76 mg
(sarilumab) 1_% 4 4_5}3’8_ ketoprofen cp24 200
4661 mg _
Nonsteroidal Anti-inflammatory Agents (NSAIDs) 'IFEE)?/IRI)E?'hAA(I%/IINE SOLN QL(1 ea daily,5

day(s) limit)

(Diclofenac Potassium) 1 NA 15.75 MG/SPRAY
(Ibuprofen) IBU TABS 1 tromethamine)

- ketorolac tromethamine QL (20 ea per
gl_l\'lo\aé)grg&t)o&% RELAFEN 1 QL(4 ea daily) tabs or 10 mg fill retail)
(Nabumetone) RELAFEN 1 |QL(3 ea daily) meclofenamate sodium
TABS 750 MG caps

PA; QL(2 ea mefenamic acid caps
celecoxib caps 1 |daily); AL(AL .
';git 60 yrs meloxicam tabs 15 mg QL(1 ea daily)
diclofenac potassium 1 meloxicam tabs 7.5 mg QL(2 ea daily)
tabs 50 mg nabumetone fabs 500 QL4 ea daily)
diclofenac sodium tb24 | 1 n‘,z umefone 1abs Y
diclofenac sodium tbec | 1 %g)umetone tabs 750 QL(3 ea daily)
diclofenac w/ :
misoprostol tbec 1 g?grgvxgenysjgc%gn tabs
efodolac caps 200 mg, | naproxen susp 125
300 mg mg/5ml
gto"g%a ctabs 400mg, | naproxen tabs 250 mg,
g . 375 mg, 500 mg
etodolac tb24 400 mg, | | |QL(2eadaily)

500 mg, 600 mg

oxaprozin tabs

1=Preferred Generics
4=H'|gh Cost Drugs
AL=Age Limit AC=Anti-cancer
PA=Prior Authorization

2=Preferred Brands/High Cost Generics
5=Preventive Drugs

3=Non-Preferred Brands
7=Brand Reference Only, Generic is Available

LA=Limited Access QL=Quantity Limit ST=Step Theralo(g/r

PV=Preventive Drugs

RX/OTC=Prescription & Over-the-Coun




Drug |Requirements/ Drug |Requirements/
Drug Name Tier |Limits Drug Name Tier |Limits
iroxi PA; ST; M
piroxicam caps 10 mg . use icériallj-lsltch
.. QL(1 ea daily) ENBREL SOLN 25 Specialty Rx at
piroxicam caps 20 mg | 1 MG/0.5ML (etanercepty | * |1-844-538-
SPRIX SOLN (ketorolac | , |QL(1 eadaily,5 4661;,QL(0.143
tromethamine) day(s) limit) ml daily); SP
sulindac tabs 150 m 1 |QL(2 eadaily) s Acratith
9 ENBREL SOLR 25 MG use Acaria
- etanercept) 4 |Specialty Rx at
sulindac tabs 200mg | 1 ( 1-844-538-
' : 4661;SP
tolmetin sodium caps 1 PA; ST; Must
- - ENBREL SOSY 25 use AcariaHIth
tolmetin sodium tabs 1 MG/0.5ML, 50 MG/ML 4 |Specialty Rx at
etanerce 1-844-538-
Phosphodiesterase 4 (PDE4) Inhibitors ( ph 4661;SP
OTEZLA TABS 4 |PAST PA; ST; Must
(apremilast S st s | |ENBREL SURECLICK B0 Fcenat i
, ST; Mus
e u SOAJ (etanercept) 1-844-538-
OTEZLA TBPK 4 |AcariaHealth 4661,SP
(apremilast) SEVEIVESSC IS ANALGESICS - NonNarcotic - Drugs to Treat

1-844-538-
4661;LA

Pain, Muscle and Joint Conditions

Analgesic Combinations

Pyrimidine Synthesis Inhibitors | (Acetaminophen-
leflunomide tabs 10 mg| 1 |QL(2eadaily) | ISalicylamide- .
: Phenyltoloxamine)
leflunomide tabs 20 mg| 1 |QL(1eadaily) | IDURAXIN CAPS
: 5 : (Butalbital-Acetaminophen) | 4
Selective Costimulation Modulators BUPAP, TENCON TABS
PA; ST; Must (Butalbital-Acetaminophen- |
ORENCIA CLICKJECT use AcariaHIth | |Caffeine) BAC TABS
SOAJ (abatacept) “ fga‘ﬂag%’SRx at | [(Butalbital-Acetaminophen-
42561 e Caffeine) ESGIC, 1
N T ZEBUTAL CAPS
; , Mus .
> Apari butalbital-
AcariaHlth ’
ORENCIA SOSY 4 |Specialty Rx at | |acetaminophen tabs 50|
(abatacept) 1-844-538- mg-300 mg, 50 mg-325
4661 mg
Soluble Tumor Necrosis Factor Receptor Agents | |butalbital-
PA; ST; Must acetaminophen- 1
ENBREL MINI SOCT use AcariaHlth caffeine caps
(etanercept) 4 ?%ﬂ?gg’s'?x at | |putalbital-
4661:SP acetaminophen- 1
: caffeine tabs

1=Preferred Generics

2=Preferred Brands/High Cost Generics

3=Non-Preferred Brands

_ 7=Brand Reference Only, Generic is Available
LA=Limited Access QL=Quantity Limit ST=Step TheraPy
er

4=ngh Cost Drugs 5=Preventive Drugs
AL=Age / Li
RX/OTC=Prescription & Over-the-Coun

e Limit AC=Anti-cancer 3
PA=Prior Authorization PV=Preventive Drugs
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Drug |[Requirements/ Drug [Requirements/
Drug Name Tier |Limits Drug Name Tier |Limits
buftalbital-aspirin- . (Aspirin) ASPIRIN 81 LOW PV
caffeine caps DOSE, ASPIRIN ADULT
: LOW STRENGTH,
Salicylates ASPIRIN CHILDRENS,
(Aspirin) ADULT ASPIRIN PV ASPIRIN LOW DOSE,
REGIMEN, ASPIR-LOW, ASPIRIN LOW
ASPIRIN 81, ASPIRIN STRENGTH, BAYER
ADULT LOW DOSE, CHEWABLE LOW DOSE,
ASPIRIN ADULT LOW CHILDRENS ASPIRIN,
STRENGTH, ASPIRIN EC CHILDRENS ASPIRIN
LOW DOSE, ASPIRIN LOW STRENGTH, CVS
ENTERIC COATED ASPIRIN ADULT LOW
ADULT LOW STRENGTH, DOSE, EQ ASPIRIN LOW
ASPIRIN LOW DOSE, DOSE, EQL ASPIRIN LOW
BAYER ASPIRIN EC LOW DOSE, GNP ADULT
DOSE, BAYER LOW ASPIRIN LOW
DOSE, CVS ASPIRIN STRENGTH,
ADULT LOW STRENGTH, GOODSENSE ASPIRIN 5
CVS ASPIRIN EC, CVS ADULT LOW STRENGTH,
ASPIRIN LOW DOSE, CVS QC ASPIRIN LOW DOSE,
ASPIRIN LOW QC CHEWABLE ASPIRIN
STRENGTH, ECOTRIN LOW DOSE, QC
LOW STRENGTH, EQ CHILDRENS ASPIRIN, RA
ASPIRIN ADULT LOW ASPIRIN ADULT LOW
DOSE, EQL ASPIRIN LOW| 5 DOSE, RA ASPIRIN
DOSE, GNP ASPIRIN ADULT LOW STRENGTH,
LOW DOSE, RA ASPIRIN CHILDRENS,
GOODSENSE ASPIRIN SB CHILDRENS ASPIRIN,
LOW DOSE, H-E-B SM ASPIRIN ADULT LOW
ASPIRIN, HM ASPIRIN EC STRENGTH, SM ASPIRIN
LOW DOSE, KLS ASPIRIN LOW DOSE, SM
LOW DOSE, KP ASPIRIN, CHILDRENS ASPIRIN, ST
MINIPRIN LOW DOSE, QC JOSEPH LOW DOSE
ASPIRIN LOW DOSE, RA ASPIRIN, TGT
ASPIRIN EC ADULT LOW CHILDRENS ASPIRIN
STRENGTH, SB ASPIRIN CHEW
ADULT LOW STRENGTH, (Aspirin) GNP ASPIRIN, PV
SB LOW DOSE ASA EC, GOODSENSE ASPIRIN,
SM ASPIRIN ADULT LOW PX ENTERIC ASPIRIN, RA
STRENGTH, SM ASPIRIN ASPIRIN EC, SB ASPIRIN, | °
EC LOW STRENGTH, ST TGT ASPIRIN TBEC 81
JOSEPH ASPIRIN, ST MG
JOSEPH LOW DOSE (Aspirin) GOODSENSE PV
ASPIRIN, TGT ASPIRIN ASPIRIN, HM ASPIRIN, PX
LOW DOSE TBEC ’ ’ 5
ASPIRIN, TGT ASPIRIN
CHEW 81 MG
aspirin chew 81 mg 5 |PV
aspirin thec 81 mg 5 |PV

1=Preferred Generics
4=H'|gh Cost Drugs
AL=Age Limit AC:
PA=Prior Authorization

C=Anti-cancer 3
PV=Preventive Drugs

2=Preferred Brands/High _Cost Generics
5=Preventive Drugs

3=Non-Preferred Brands
7=Brand Reference Only, Generic is Available

LA=Limited Access QL=Quantity Limit ST=Step Theranr

RX/OTC=Prescription & Over-the-Coun




Drug Name I%_rg? E(ranqitrsirements/ Drug Name I%_rg? Ee:wsirements/
diflunisal tabs 1 Zggmhand tartrate p [PAST
salsalate tabs ! meperidine hcl soln 1
ANALGESICS - OPIOID - Drugs to Treat Pain, . e
Muscle and Joint Conditions meperidine hcl tabs 1
Opioid Agonists methadone hcl conc 10 1
U THADONE mo
1 methadone hcl soln 10
HYDROCHLORIDE 1
INTENSOL CONC mg/5ml, 5 mg/5ml .
(Methadone Hal) methadone hcl tabs 10 | | |QL(12 ea daily)
METHADOSE TBSO 40 1 mg, 5 mg
MG methadone hcl tbso 40 | |
codeine sulfate tabs 1 mg R
gOI)NZIP CP24 (framadol | rcr;)ozrghme sulfate beads| | |QL(1 ea daily)
C . .
fentanyl citrate Ipop bu PA ST morphine sulfate cp24 QL(2 ea daily)
1200 200 or 10 mg, 100 mg, 20 1
mcg, <LV mcg, 2 mg, 30 mg, 40 mg, 50

fentanyl citrate Ipop bu | , |PA; ST;QL(4 lg’o%izr’wiss#’llfate soln 1
1600 mcg 8 daly) morphinge sulfate soln Not available
fentanyl pt72 100 Limittg% Eeci)' c | |or 100 mg/5ml, 20 1 |through mail
mcg/hr, 12 meg/hr, 25 | |month:QL(0. mg/5ml, 20 mg/ml order
mcg/hr, 50 meg/hr, 75 ea daily) .
g o S 35 |
fentanyl pt72 37.5 'F;;T(')thlg . mg ’ ’
mcg/hr, 62.5 meg/hr, 1 Imonth:QL(0.5 | |[morphine sulfate tabs
87.5 meg/hr ea daily) or 15 mg, 30 mg 1
’;}g';nm?ffphone helliqd| r;r()oorphineéulfateztgocr or QL(3 ea daily)

mg, 15 mg, 1
hydromorphone hcl 1 mg, 30 mg, 60 mg
tabs 2 mg, 4 mg, 8 mg NUCYNTA ER TB12 , |QL(2 ea daily)
hydromorphone hcl QL(4 ea daily) | |(fapentadol hcl)
tb24 12 mg, 16 mg, 8 1 r\;UCYNtTAd Tlpﬁsb , |QL(6 ea daily)
mg (tapentadol hc
hydromorphone hcl , |QL(2eadaily) | JOXAYDO TABS 5 MG 5
tb24 32 mg (oxycodone hcl)
KADIAN CP24 200 MG 3 |QL(Zeadaily) | |OXAYDO TABS 7.5 MG 3 |QL(4eadaily)
(morphine sulfate) (oxycodone hcl)

1 Preferred Generics
h Cost Drugs
ge Limit

PA Prror Authorization

7

C=Anti-cancer
PV=Preventive Drugs

2=Preferred Brands/High Cost Generics
5=Preventive Drugs
LA=Limited Access

3=Non-Preferred Brands

7=Brand Reference Only, Generic is Available

QL=Quantity Limit ST= Step Th eraP
er

RX/OTC=Prescription & Over- the Coun




Drug Name I%_:g? E(ra#itjsirements/ Drug Name I%_:g? E(re:%tjsirements/
oxycodone hclcaps 5 | (Oxycodone W/
mg Acetaminophen) 1
oxycodone hcl conc 5;“5[’38 ETTABS 2.5 MG-
1
100 mg/5mi (Oxycodone W/ QL(6 ea daily)
oxycodone hcl soln 5 1 Acetaminophen) 1
mg/bml ENDOCET TABS 5 MG-
oxycodone hcl tabs 10 325 MG -
mg, 15 mg, 20 mg, 5 1 acetaminophen w/
mg codeine soln 12 1
oxycodone hcl tabs 30 QL(4 ea dally) | |9/omI-120 mg/Sml
mg 1 acgtqmn;ogh%f})_ w/ .
: codeine tabs 15 mg-
?)o(y,gvngrphone hcltabs | | |QL8eadaily) | |359 mg, 30 mg-300 mg
acetaminophen w/ QL(6 ea daily)
gxy morphone hcltabs | codeine tabs 60 mg- 1
o;yngvorphone hel tb12 QL(2 ea daily) 300 mg
10mg, 15mg, 20 mg, | ggfl"gﬁ%-ophen- i
30 mg, 40 mg, 5 mg, : .
7.5 mg caffelgg w/ ?delneso 1
. caps 30 m mg-
tramadol hel cp24 100 mgs00mg 0
mg. 150 mg, 200 mg, | 1 butalbital-
mg | acetaminophen-
tramadol hcl tabs 50 1 |QL@eadaily) | |caffeine w/ codeine 1
mg caps 30 mg-40 mg-50
tramadol hcl tb24 100 , |QLBeadaily) | img-325 mg
mg butalbital-aspirin- 1
tramadol hcl tb24 100 1 caffeine w/cod caps
mg, 200 mg, 300 mg hydrocodone-
tramadol hcl tb24 200 1 |QL(1 eadaily) | |acetaminophen soln
o o/l 5 ma/tomi-217
Opioid Combinations mg/omi, o mg/10mi-
Iy — mg/10ml, 7.5 mg/15mi-
sll\?/)/uéglg)ltal Aspirin-Caffeine L 325 mg/15ml
ASCOMP/CODEINE CAPS hydrocodone-
(Hydrocodone- QL(240 ea per | |acetaminophen tabs 10 1
Acetaminophen) LORCET, 1 fill retail) mg-300 mg, 5 mg-300
LORCET HD, LORCET mg
S ASS L5 eaqaiv | |Avdrocodone- QL(240 ea per
gcé¥§%iﬁgghen) (4eadaly) || scetaminophen tabs 10 L [retai)
ENDOCET TABS 10 MG- 1 mg-325 mg, 5 mg-325

325 MG, 7.5 MG-325 MG

mg, 7.5 mg-325 mg

1=Preferred Generics
4=H'|gh Cost Drugs
AL=Age Limit AC:
PA=Prior Authorization

2=Preferred Brands/High Cost Generics
5=Preventive Drugs
C=Anti-cancer 3
PV=Preventive Drugs

LA=Limited Access

3=Non-Preferred Brands

7=Brand Reference Only, Generic is Available

QL=Quantity Limit ST=Step TheraPy
er

RX/OTC=Prescription & Over-the-Coun




Requirements/

Requirements/

Drug Name Limits Drug Name Lirntts
hydrocodone- QL(6 ea daily) ggoonlﬁgTE m;B§010 OMMGG-

?‘?ﬁgggg’,’ﬁg tabs 7.5 MG-300 MG ’

) . Not availabi (oxycodone w/

hydrocodone-ibuprofen oL avaliab’s | | acetaminophen)

tabs 10 200 through mail '
abs 10U mg-2Uu mg order tramadol- QL(8 ea daily)
hydrocodone-ibuprofen acetaminophen tabs

tabs 10 mg-200 mg, 5 Opioid Partial Agonists

%Cléfgg mg, 7.5 mg- 2uprenorphine hel subl QL(3 ea daily)

mg

(hydrocodone- buprenorphine hcl subl | , |QL(4 ea daily)
acetaminophen) 8 mg ; .
NALOCET TABS buprenorphine hcl- QL(3 ea daily)
(oxycodone w/ naloxone hcl dihydrate

acetaminophen) film 0.5 mg-2 mg, 1 mg-

OXYCODONE AND 4 mg, 2mg-8 mg
ACETAMINOPHEN TABS buprenorphine hcl- QL(2 ea daily)
(oxycodone w/ naloxone hcl dihydrate

acetaminophen) Zlm 3 mg- 22 m,cl]7 I

oxycodone w/ QL(4 ea daily) uprenorphine hcl-

acetaminophen tabs 10 naloxone hcl dihydrate

mg-325 mg, 7.5 mg- subl 0.5 mg-2 mg, 2

325 mg mg-8 mg

BUPRENORPHINE PTWK Limited to 4

oxycodone w/
acetaminophen tabs
2.5 mg-325 mg

oxycodone w/
acetaminophen tabs 5
mg-325 mg

QL(6 ea daily)

TD 10 MCG/HR, 15
MCG/HR, 20 MCG/HR, 5
MCG/HR

(buprenorphine)

patches per
month;QL(4 ea
per 28 days
retail)

oxycodone-ibuprofen
tabs

QL(4 ea daily)

OXYCODONE/ACETAMIN
OPHEN TABS

(oxycodone w/
acetaminophen)

BUPRENORPHINE PTWK

QL(4 ea per 28

PRIMLEV TABS
(oxycodone w/
acetaminophen)

1=Preferred Generics
4=H'|gh Cost Drugs
AL=Age

PA=Prior Authorization
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2=Preferred Brands/High Cost Generics
5=Preventive Drugs
Limit C=Anti-cancer

TD 10 MCG/HR, 15 days retail)
MCG/HR, 20 MCG/HR, 5
MCG/HR
(buprenorphine)
Limit 7.5mls
butorphanol tartrate per
soln month;QL(0.25
ml daily)
pentazocine w/
naloxone hcl tabs
PROBUPHINE IMPLANT PA

KIT IMPL
(buprenorphine hcl)

3=Non-Preferred Brands
7=Brand Reference Only, Generic is Available

LA=Limited Access QL=Quantity Limit ST=Step Theralo(g/r

PV=Preventive Drugs

RX/OTC=Prescription & Over-the-Coun




Anthelmintics

Drug |Requirements/ Drug |Requirements/

Drug Name Tier |Limits Drug Name Tier |Limits

PA; Covered Limit 300gms
SbU B'}(;SQD';;C;SY 4 |under the testosterone gel 50 1 |per
(bup P ) Medical Benefit mg/59m month;QL(10
ANDROGENS-ANABOLIC - Drugs to Regulate gm daily)
Hormones testosterone soln 30 1 |QL(6 midaily)
Anabolic Steroids mg/ act
ANADROL-50 TABS ANORECTAL AND RELATED PRODUCTS -
(oxymetholone) 3 Rectal Drugs to Treat Pain, Swelling and Itching
oxandrolone tabs 10 , |QL2eadaily) | |Intrarectal Steroids
mg (Hydrocortisone QL(60 ml daily)
oxandrolone tabs 2.5 | gmg;,e“a'» COLOCORT | 1
mg CORTIFOAM FOAM
Androgens (hydrocortisone acetate| 2
ANDRODERM PT24 ST; QL(60 ea | |(intrarectal))
(testosterone) 3 Sail120ea | |hydrocortisone Q60 midaily)

per fill mail) (intrarectal) enem

UCERIS FOAM RE 2 PA; ST
danazol caps 1 MG/ACT (budesonide 3
METHITEST TABS > (intrarectal))
(methyltestosterone) Rectal Combinations
methyltestosterone 1 ANALPRAM-HC LOTN
caps (hydrocortisone acetate| 3
STRIANT MISC 3 |QL(2eadaily) w/ pramoxine)
(testosterone) PROCTOFOAM HC FOAM
TESTIM GEL > |PA;QL(10gm (hydrocortisone acetate| 2
(testosterone) daily) w/ pramoxine)
testosterone gel 1 %, Limited to 300 | | Rectal Steroids
1.62 %, 20.25 gms per (Hydrocortisone (Rectal))
mg/1.25gm, 25 1 mrﬁnégi’e)l'(m PROCTO-MED HC, L
mg/2.5gm, 40.5 9 y PROCTOSOL HC,
testosterone gel 1 %’ QL(’]O gm hydl' ocortisone (I' ectal) 1
25 mg/2.5gm, 50 1 |daily) crea
mg/5gm Vasodilating Agents
testosterone gel 10 , |QL(4gmdaily) | RECTIVOINT
mg/act (nitroglycerin (intra- 3
anal

testosterone gel 25 1 RAE-SEM%) )
mg/2.5gm eI UERN ANTHELMINTICS - Drugs to Treat Worm

daily) Infections

albendazole tabs

1

1=Preferred Generics
4=H'|gh Cost Drugs
AL=Age Limit AC=Anti-cancer 3
PA=Prior Authorization PV=Preventive Drugs

2=Preferred Brands/High Cost Generics  3=Non-Preferred Brands

5=Preventive Drugs 7=Brand Reference Only, Generic is Available

LA=Limited Access QL=Quantity Limit ST=Step TheraPy
RX/OTC=Prescription & Over-the-Counter
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Drug |Requirements/ Drug |Requirements/
Drug Name Tier |Limits Drug Name Tier |Limits
BENZNIDAZOLE TABS AL(Atleast2 | | hitazoxanide tabs or 1
(benznidazole) 2 Jyrsold- Up to
;’,20\ ygLO?) Carbapenems
, , : ea ,
ivermectin tabs or3mg| 1 |C5LC S8 | | ortapenem sodium solr | 4 [PA
praziquantel tabs 1 imipenem-cilastatin solr| 2 |PA
ANTI-INFECTIVE AGENTS - MISC. - Drugs to INVANZ SOLR 2 [PA
Treat Bacterial Infections (ertapenem sodium)
Anti-infective Agents - Misc. meropenem solr 4 |PA
metronidazole caps 1 MERREM SOLR ~|PA
5 (meropenem)
metronidazole tabs 1 PRIVAXIN [V SOLR PA
pentamidine 1 (imipenem-cilastatin)
isethionate solr Glycopeptides
PRIMSOL SOLN 3 FIRVANQ SOLR s |PA
(trimethoprim hcl) (vancomycin hcl)
tinidazole tabs 250 mg | 1 |PAST vancomycin hcl caps L |PA
tinidazole tabs 500 L [ST 125 mg
Iniaazole tabs U0 mg vancomycin hcl caps
; ; 250 m 1
trimethoprim tabs 1 g
TRIMETHOPRIM TABS , Leprostatics _
(trimethoprim) dapsone tabs 100 mg | 1 |QL(4eadally)
XIFAXAN TABS 200 MG 3 |PAQL(9ea
(rifaximin) per fill retail) dapsone tabs 25 mg 1
(rifaximin) daly) clindamycin hcl caps 1
Anti-infective Misc. - Combinations _ 4 _ 'p
(Sulfamethoxazole- clindamycin palmitate 1
Trimethoprim) SULFATRIM| 1 hydrochloride solr
PEDIATRIC SUSP Monobactams
sqlfamethqxazole— 1 CAYSTON SOLR a PA
trimethoprim susp (aztreonam lysine)
S".’Ifametho.vaOIe' 1 Oxazolidinones
trimethoprim tabs linezolid susr 100 L |QLT0mi per
Antiprotozoal Agents mg/5ml 90 days retail)
ALINIA SUSR 100 . . QL 20 ea per
MG/5ML (nitazoxanide) | ° linezolid tabs 600 mg 1 190 Ejays rerian)
q P (tedizolid phosphate) 2 |days retail)

1 Preferred Generics 2=Preferred Brands/High Cost Generics  3=Non-Preferred Brands
H'g Cost Drugs 5=Preventive Drugs 7=Brand Reference Only, Generic is Aval able
AL=Age Limit C=Anti-cancer LA=Limited Access L=Quantity Limit ST=Step

erapy
PA= Prlor Authorization PV=Preventive Drugs RX/OTC=Prescription & Over-the- CounPer
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1=Preferred Generics

2=Preferred Brands/High Cost Generics

Drug |Requirements/ Drug |Requirements/
Drug Name Tier |Limits Drug Name Tier |Limits
Urinary Anti-infectives nitroglycerin pt24 td 0.1 QL(1 ea daily)
tromethamine pack ! mg/hr, 0.6 mg/hr
tabs mg/spray
methenamine nitroglycerin subl s/ 0.3 | |
mandelate tabs 0.5 gm,| 1 mg, 0.4 mg, 0.6 mg
nitrofurantoin — ,
macrocrystal caps 1 Antianxiety Agents - Misc.
nitrofurantoin monohyd | buspirone hcl tabs 1
macro caps PA;

: : hydroxyzine hcl soln im administered
nitrofurantoin susp 1 25 mg/ml, 50 mg/ml 4 |underthe
ANTIANGINAL AGENTS - Drugs to Treat Chest , medical benefit
Pain hydroxyzine hcl syrpor | |
Antianginals-Other '170 ;ng/5”.7’ o
ranolazine tb12 1000 yaroxyzine nci iabs or
mg 1 10mg, 25mg, 50mg | *
ranolazine tb12 500 mg| 1 |QL(4 eadaily) ggggoxyzme pamoate 1
Nitrates Benzodiazepines
(Nitroglycerin) MINITRAN 1 |QL(1 ea daily) (Alprazolam)

PT24 ALPRAZOLAM XR TB24 1
DILATRATE SR CPCR 3 (Diazepam) DIAZEPAM "
(isosorbide dinitrate) INTENSOL CONC
GONITRO PACK 3 |PA (Lorazepam) LORAZEPAM | 4
(nitroglycerin) INTENSOL CONC
isosorbide dinitrate . ALPRAZOLAM INTENSOL 3
tabs CONC (alprazolam)
isosorbide mononitrate | alprazolam tabs 0.25 1
tabs mg, 0.5 mg, 1 mg, 2 mg
isosorbide mononitrate | alprazolam tb24 0.5 1
tb24 mg, 1mg, 2 mg, 3 mg
NITRO-BID OINT 5 alprazolam tbdp 0.25 2
(nitroglycerin) mg, 0.5 mg, 1 mg, 2 mg
NITRO-DUR PT24 0.3 QL(1 ea daily) | |chlordiazepoxide hcl 1
MG/HR, 0.8 MG/HR 2 caps
(nitroglycerin) clorazepate 1
dipotassium tabs

3=Non-Preferred Brands

5=Preventive Drugs 7=Brand Reference Only, Generic is Available
LA=Limited Access QL=Quantity Limit ST=Step TheraPy
er

4=ngh Cost Drugs
AL=Age / Li
RX/OTC=Prescription & Over-the-Coun

e Limit AC=Anti-cancer 3
PA=Prior Authorization PV=Preventive Drugs
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Drug |Requirements/ Drug |Requirements/
Drug Name Tier |Limits Drug Name Tier |Limits
diazepam conc 5 L propafenone hcl tabs 1 |QL@ eadaily)
mg/ml 225 mg, 300 mg
diazepam soln 5 1 Antiarrhythmics Type llI
mg/5ml (Amiodarone Hcl) 1
diazepam tabs 10 mg | 1 |QL(4eadaily) PAC.ERONE TABS
diazepam tabs 2 mg, 5 . amiodarone hcl tabs 1
mg dofetilide caps 1
lorazepam conc 1 MULTAQ TABS 5
(dronedarone hcl)
lorazepam tabs 1
ANTIASTHMATIC AND BRONCHODILATOR
oxazepam caps 10 mg, 1 AGENTS - Drugs to Treat Lung Conditions
15 mg al@ ea daly) Anti-Inflammatory Agents
ea dai i
oxazepam caps 30 mg | 1 y cromolyn sodium nebu | 1
ﬁg‘;{ﬁﬁ#gg"'wcs - Drugs to treat abnormal Antiasthmatic - Monoclonal Antibodies
. . PA; Must use
A.ntlarrhythrr.ucs Type I-A FASENRA SOSY . écaegiaall-{eaFI{tQ ot
disopyramide 1 (benralizumab) TBA4 538,
phosphate caps 4661
I\N/IgR(Z'iA.\S%E CanC;?J : 100 , NUCALA SOAJ 100 , |PA
Py MG/ML (mepolizumab)
phosphate) PA; Must use
NORPACE CR CP12 150 NUCALA SOLR 100 MG 4 |Acaria
MG (disopyramide 3 (mepolizumab) Specialty (844)
phosphate) 538-4661;SP
quinidine gluconate 1 NUCALA SOSY 100 4 |PA
tber MG/ML (mepolizumab)
quinidine sulfate tabs A XOLAIR SOSY 4 |PA
200 mg, 300 mg (omalizumab)
Antiarrhythmics Type I-B Bronchodilators - Anticholinergics
mexiletine hel caps 1 ATROVENT HFA AERS ;2‘2 12 Inhalers
(ipratropium bromide 2 | month:QL(0.86
Antiarrhythmics Type I-C hfa) gm daily)
flecainide acetate tabs | 1 INCRUSE ELLIPTAAEPB | _ [QL(1 ea daily)
propafenone hcl cp12 (.um ecllc{lnlum brqmlde)
225 mg, 325 mg, 425 1 ipratropium bromide 1
mg soln
ropafenone hcl tabs QL(6 ea dail SPIRIVA HANDIHALER QL(1 ea daily)
g 55’ mg 1 ( y) CAPS (tiotropium 2
bromide monohydrate)

1=Preferred Generics
4=H'|gh Cost Drugs
AL=Age Limit AC=Anti-cancer 3
PA=Prior Authorization PV=Preventive Drugs

2=Preferred Brands/High Cost Generics  3=Non-Preferred Brands

5=Preventive Drugs 7=Brand Reference Only, Generic is Available

LA=Limited Access QL=Quantity Limit ST=Step TheraPy
RX/OTC=Prescription & Over-the-Counter
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Drug Name

Requirements/
Limits

Drug Name

Requirements/
Limits

SPIRIVA RESPIMAT
AERS 1.25 MCG/ACT

(tiotropium bromide
monohydrate)

Limit 1 Inhaler
per
month;QL(0.14
3 gm daily)

FLOVENT DISKUS AEPB
50 MCG/BLIST

(fluticasone propionate
(inhalation))

QL (40 ea daily)

SPIRIVA RESPIMAT

Limit 1 inhaler

FLOVENT HFA AERO 110

Limit 2 inhalers

AERS 2.5 MCG/ACT per MCG/ACT, 220 MCG/ACT per
(tiotropium bromide month;QL(0.14 | |(fluticasone propionate month;QL(0.8
monohydrate) gm daily) hfa) gm daily)
Leukotriene Modulators FLOVENT HFA AERO 44 bgpit Tinhaler
montelukast sodium QL(1 ea daily) | [MCG/ACT (fluticasone month-QL(0.36
chew propionate hfa) gm daily) (©.
montelukast sodium QL(1 ea daily) Limit 1 inhaler
: : AEPB (budesoniae ea per fill
QL(1 ea dail \ s '
;ngntelukast sodium ( ily) (inhalation), retail. 3 ea per
abs fill mail)
zafirlukast tabs 10 mg 1 QVAR REDIHALER AERB Limit 1 inhaler
_ 40 MCG/ACT per
zafirlukast tabs 20 mg | 1 |QL(2eadaily) | |(beclomethasone month;QL(0.36
; ST dipropionate hfa) gm daily)
Zileuton tb12 1 QVAR REDIHALER AERB Limit 2 Inhalers
; ST 80 MCG/ACT per
ZYFLO TABS (Zileuton) 3 (beclomethasone month;QL(0.72
Steroid Inhalants dipropionate hfa) gm daily)

ARNUITY ELLIPTA AEPB
(fluticasone furoate

QL(1 ea daily)

Sympathomimetics

(Fluticasone-Salmeterol)
WIXELA INHUB AEPB

QL(2 ea daily)

Limit 1 inhaler

(inhalation))

budesonide (inhalation) QL(8 ml daily)
susp 0.25 mg/2ml

budesonide (inhalation) QL(4 ml daily)
susp 0.5 mg/2mi

budesonide (inhalation) QL(2 ml daily)

susp 1 mg/2ml

FLOVENT DISKUS AEPB
100 MCG/BLIST

(fluticasone propionate
(inhalation))

QL(20 ea daily)

FLOVENT DISKUS AEPB
250 MCG/BLIST

(fluticasone propionate
(inhalation))

QL (8 ea daily)

1=Preferred Generics
4=H'|gh Cost Drugs
AL=Age

PA=Prior Authorization

2=Preferred Brands/High Cost Generics
5=Preventive Drugs
Limit C=Anti-cancer

ADVAIR HFA AERO per
(fluticasone-salmeterol) month;QL(0.4

gm daily)
albuterol sulfate aers in QL(0.47 gm
108 mcg/act daily)
albuterol sulfate aers in QL(1.2 gm
108 mcg/act daily)
albuterol sulfate aers in QL(0.72 gm
108 mcg/act daily)
albuterol sulfate aers in QL(0.57 gm
108 mcg/act daily)
albuterol sulfate nebu

in 0.083 %, 0.5 %, 0.63
mg/3ml, 1.25 mg/3mi,
2.5 mg/0.5mli

3=Non-Preferred Brands
7=Brand Reference Only, Generic is Available

LA=Limited Access QL=Quantity Limit ST=Step Therat:)(g/r

PV=Preventive Drugs

RX/OTC=Prescription & Over-the-Coun
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Drug |[Requirements/ Drug |Requirements/
Drug Name Tier |Limits Drug Name Tier |Limits
ALBUTEROL SULFATE levalbuterol tartrafe 1 QL(0.6 gm
NEBU IN 0.5 % (albuterol | 2 aero daily)
sulfate) Limit 2 inhalers
albuterol sulfate syrp or| PROAIR RESPICLICK 3 |per
2 mg/5ml AEPB (albuterol sulfate) month;QL(0.07
Ibuterol sulfate tabs or ca daily)
g u 320 1 SEREVENT DISKUS QL(2 ea daily)
mg, 4 mg , AEPB (salmeterol 2
albuterol sulfate tb12 or| , |QL(2eadaily) | |xjnafoate)
4 mg, 8 mg STIOLTO RESPIMAT QL(0.14 gm
ANORO ELLIPTA AEPB QL(2 ea daily) | |AERS (tiotropium 2 |daily)
(umeclidinium- 2 bromide-olodaterol hcl)
vilanterol) Limit 1 inhaler
ARCAPTA NEOHALER QL(1 ea daily) | |STRIVERDI RESPIMAT , |per
CAPS (indacaterol 3 AERS (olodaterol hcl) month;QL(0.14
maleate) gm daily)
BREO ELLIPTA AEPB QL(2 ea daily) | |terbutaline sulfate tabs | 1
%‘;’;’ﬁgﬁgg’e furoate- Z TRELEGY ELLIPTA AEPB QL(2 ea daily)
(fluticasone- 2
BREZTRI AEROSPHERE QL(0.36 gm DS
AIIER o (bu cjesoni de- , daily) L)J(mets(ldlnlum vilanterol)
glycopyrrolate- anthines
formoterol fumarate) Et;)IXOF;wH\I(IITLIN ELIX 3
budesonide-formoterol 'F;‘er?‘“ inhaler (THgg‘_) 5 4y C’gzei
Ef:le%arate dihydrate L onth:QL(0.34 | |(theophyiline) 2
gm daily) theophyiline soln 80 L
COMBIVENT RESPIMAT FL)gp't Vinhaler | | ma/15