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This drug list applies to all Large Group HMO and Large Group POS products, and the following Small Group HMO
products: HMO GF 1, HMO GF 2, HMO GF 3, HMO GF 4, HMO GF 5, HMO GF 6, HMO GF 7, Bronze HDHP NG 1, CalChoice
Bronze HDHP NG 3, CalChoice Bronze HMO NG 2, CalChoice Silver HMO NG 1, CalChoice Silver HMO NG 2, CalChoice
Silver HMO NG 3, Silver HMO NG 1, Silver HMO NG 2, CalChoice Gold HMO NG 2, CalChoice Gold HMO NG 3, CalChoice
Gold HMO NG 5, Gold HMO NG 1, Gold HMO NG 2, Gold HMO NG 3, Gold HMO NG 4, Gold HMO NG 5, Gold HMO NG 6,
Gold HMO NG 7, CalChoice Platinum HMO NG 1, CalChoice Platinum HMO NG 2, CalChoice Platinum HMO NG 3, Platinum
HMO NG 1, Platinum HMO NG 2, Platinum HMO NG 3, Platinum HMO NG 4, Platinum HMO NG 7, Platinum HMO NG 8

List of covered prescription drugs for Employer-sponsored plans from Sharp Health Plan

An electronic version of this Prescription Drug List is available on the Sharp Health Plan website, by visiting
sharphealthplan.com/search-drug-list

You can find specific cost sharing information in your plan’s coverage documents by logging in to your Sharp Connect account on our
website by visiting sharphealthplan.com/login

This document is subject to change and all previous versions are no longer in effect. Last updated 01/01/21.
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INntroduction

January 2021

This document contains a list of the federal Food and Drug Administration (FDA) approved drugs covered for Sharp Health
Plan Members under the pharmacy outpatient prescription drug benefit, and is also known as the Formulary. The
outpatient prescription drug benefit covers outpatient drugs provided to Members through a network retail, specialty or
mail order pharmacy. Drugs covered under the pharmacy benefit are generally oral or topical medications, unless
otherwise listed on the Formulary. The presence of a drug on the Formulary does not guarantee that it will be prescribed
by your Prescribing Provider for a particular medical condition. Refer to the end of this Introduction for information about
drug benefit exclusions for the outpatient prescription drug benefit.

If you have questions regarding your outpatient prescription drug benefit, please call our Customer Service department
at 1-855-298-4252.

A Medical Benefit drug is a drug that is physician administered or is self-injectable. Medical Benefit drugs are covered
under the Medical Benefit. Refer to your Member Handbook for specific information about the Cost Shares, exclusions
and limitations for these drugs covered under your Medical Benefit:

1. Medically Necessary formulas and special food products prescribed by a Plan Physician to treat
phenylketonuria (PKU), provided that these formulas and special foods exceed the cost of a normal diet.

2. Medically Necessary injectable and non-injectable drugs and supplies that are administered in a physician’s
office or self-injectable drugs.

3. FDA-approved medications used to induce spontaneous and non-spontaneous abortions that may only be
dispensed by, or under direct supervision of, a physician.

4. Immunization or immunological agents, including, but not limited to: biological sera, blood, blood plasma or
other blood products administered on an outpatient basis, allergy sera and testing materials.

5.  Equipment and supplies for the management and treatment of diabetes, including insulin pumps and all
related necessary supplies, blood glucose monitors, testing strips, lancets and lancet puncture devices.
(Insulin, glucagon and insulin syringes are covered under the outpatient prescription drug benefit.)

6. Items that are approved by the FDA as a medical device. Please refer to the Member Handbook under
Disposable Medical Supplies, Durable Medical Equipment, and Family Planning for information about medical
devices covered by Sharp Health Plan.

DEFINITIONS

Defined terms are capitalized throughout this Formulary and have the meaning set forth below throughout this Formulary
and in the Glossary section of your Member Handbook.

“Appeal” is a written or oral request, by or on behalf of a Member, to re-evaluate a specific determination made by Sharp
Health Plan or any of its delegated entities (e.g., Plan Providers).

“Brand-Name Drug” is a drug that is marketed under a proprietary, trademark protected name. The Brand Name Drug
shall be listed in all CAPITAL letters.

“Coinsurance” is a percentage of the cost of a Covered Benefit (for example, 20%) that an Enrollee pays after the Enrollee
has paid the Deductible, if a Deductible applies to the Covered Benefit, such as the prescription drug benefit.
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“Copayment” is a fixed dollar amount (for example, $20) that an Enrollee pays for a Covered Benefit after the Enrollee
has paid the Deductible, if a Deductible applies to the Covered Benefit, such as the prescription drug benefit.

“Deductible” is the amount an Enrollee pays for certain Covered Benefits before Sharp Health Plan begins payment for
all or part of the cost of the Covered Benefit under the terms of the policy.

“Drug Tier” is a group of Prescription Drugs that corresponds to a specified cost sharing tier in Sharp Health Plan’s
Prescription Drug coverage. The tier in which a Prescription Drug is placed determines the Enrollee's portion of the cost
for the drug.

“Enrollee” is a person enrolled in Sharp 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. An Enrollee is also
referred to as a Member.

“Exception Request” is a request for coverage of a Prescription Drug. If an Enrollee, his or her designee, or prescribing
health care provider submits an Exception Request for coverage of a Prescription Drug, Sharp Health Plan must cover the
Prescription Drug when the drug is determined to be Medically Necessary to treat the Enrollee's condition. Drugs and
supplies that fall within one of the outpatient prescription drug benefit exclusions described in the Member Handbook are
not eligible for an Exception Request.

“Exigent Circumstances” are when an Enrollee is suffering from a health condition that may seriously jeopardize the
Enrollee's life, health, or ability to regain maximum function, or when an Enrollee is undergoing a current course of
treatment using a Nonformulary Drug.

“Formulary” is the complete list of drugs preferred for use and eligible for coverage under a Sharp Health Plan product,
and includes all drugs covered under the outpatient prescription drug benefit of the Sharp Health Plan product. Formulary
is also known as a Prescription Drug list,

“Generic Drug” is the same drug as its brand name equivalent in dosage, safety, strength, how it is taken, quality,
performance, and intended use. A Generic Drug is listed in bold and italicized lowercase letters.

“Grievance” is a written or oral expression of dissatisfaction regarding Sharp Health Plan, a provider and/or a pharmacy,
including quality of care concerns.

“Nonformulary Drug” is a Prescription Drug that is not listed on Sharp Health Plan’s Formulary.

“Out-of-Pocket Cost” are Copayments, Coinsurance, and the applicable Deductible, plus all costs for health care services
that are not covered by Sharp Health Plan.

“Prescribing Provider” is a health care provider authorized to write a Prescription to treat a medical condition for a Sharp
Health Plan Enrollee.

“Prescription” is a drug that is approved by the federal Food and Drug Administration (FDA) that is prescribed by the
Enrollee’s Prescribing Provider and requires a prescription under applicable law.

“Prescription Drug” is a drug that is prescribed by the Enrollee's Prescribing Provider and requires a Prescription under
applicable law.
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“Prior Authorization” is Sharp Health Plan’'s requirement that the Enrollee or the Enrollee's Prescribing Provider obtain

the Sharp Health Plan’s Authorization for a Prescription Drug before Sharp Health Plan will cover the drug. Sharp Health
Plan shall grant a Prior Authorization when it is Medically Necessary for the Enrollee to obtain the drug.

“Step Therapy"” is a process specifying the sequence in which different Prescription Drugs for a given medical condition

and medically appropriate for a particular patient are prescribed. Sharp Health Plan may require the Enrollee to try one or
more drugs to treat the Enrollee's medical condition before Sharp Health Plan will cover a particular drug for the condition
pursuant to a Step Therapy request. If the Enrollee's Prescribing Provider submits a request for Step Therapy exception,
Sharp Health Plan shall make exceptions to Step Therapy when the criteria is met.

“Subscriber” means the person who is responsible for payment to Sharp Health Plan or whose employment or other
status, except for family dependency, is the basis for eligibility for membership in the plan.

How often does the Formulary change?

The Sharp Health Plan Formulary is developed to identify safe and effective drugs for Members while maintaining
affordable benefits. The Formulary and Drug Coverage Requirements and Limits are updated regularly by the Pharmacy
and Therapeutics (P&T) Committee, which meets quarterly. The Formulary and the Drug Coverage Requirements and
Limits are subject to change monthly as new clinical information and new drugs become available. The P&T Committee
members are clinical pharmacists and actively practicing physicians of various medical specialties. The P&T Committee
frequently consults with other medical experts for input to the Committee.
The P&T Committee evaluates clinical effectiveness, safety and overall value through:

e Medical and scientific publications

e Relevant utilization experience

e Physician recommendations

Will | be notified of a Formulary change?

Sharp Health Plan will provide sixty (60) days written notice of a Formulary change to negatively affected Members. The
notice will include the date the Member will be impacted by the change. Some examples of Formulary changes that will
resultin a notice to the member include, but are not limited to:

e Adrug or dosage form is moved to a higher Drug Tier that results in an increase in cost sharing
e Adrug or dosage form is removed from the Formulary

e Drug Coverage Requirements or Limits for a drug are added or changed

Changes to the Formulary that may occur without prior written notice to the Member include:

e Adrugisremoved from the Formulary because it is removed from the market by either the drug
manufacturer or the FDA

e Adrugis added to the Formulary
e Adrugis moved to a lower Drug Tier
e ADrug Coverage Requirement or Limit is removed from a drug

e Agenericdrugis drug is added to the Formulary and the Brand Name drug is moved to a higher Drug Tier
or removed from the Formulary
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The drug formulary can be accessed by current and prospective Members. To view the most current Formulary, please
visit sharphealthplan.com/search-drug-list.

How do | locate a Prescription Drug on the Formulary?

Covered Prescription Drugs are listed alphabetically by Generic name and Brand-Name in the alphabetical Index.

Within the Formulary, drugs are listed alphabetically under the column titled “Prescription Drug Name"” by its Brand or
Generic name under the therapeutic category and class to which it belongs. If a generic for a Brand Name Drug is not
available or is not covered, the Generic Drug name will not be listed separately by its generic name.

You can find a Prescription Drug on the formulary by looking for its Generic or Brand-Name alphabetically in the Index,
or by looking for it in the Formulary, where it is listed alphabetically under the therapeutic category and class to which it
belongs. Sharp Health Plan uses the Medispan classification system for therapeutic category and class.

How do | know if the drug listed on the Formulary is a Brand or Generic
Drug?
Brand-Name Drugs are listed in all CAPITALS followed by the generic name in parentheses in (lowercase bold italics).

If a Generic equivalent for a Brand-Name Drug is available and is covered, the Generic Drug will be listed separately
from the Brand-Name Drug in all lowercase bold italics.

When a Generic Drug is marketed under a Brand-Name, the Brand-Name will be listed after the Generic name in
parentheses with the first letter of the word capitalized.

Here is how this is listed on the Formulary:

Drug Type Listing on the Formulary

Brand-Name Drug and Generic-Name FIBRICOR TAB 35MG (fenofibric acid)
Generic-Name that is covered on the Formulary fenofibric acid tab 35mg

Generic Drug marketed with a Brand-Name amiodarone hcl tab 100mg (Pacerone)

Some drugs are commercially available as both a Brand-Name and a Generic-Name. Contracted pharmacies are
required to dispense the Generic version of the drug, unless Prior Authorization for the Brand-Name Drug is obtained
from Sharp Health Plan.

The Brand-Name listed in this document is for reference only and is not an indication that the Brand-Name Drug is
covered by Sharp Health Plan, unless Sharp Health Plan has Authorized the Brand-Name Drug due to medical necessity
or specifically noted.

What is a Drug Tier?

Each covered drug is assigned to a Drug Tier. The Drug Tier is a group of drugs that indicates what your Copayment or
Coinsurance is for each drug. A Deductible may also apply. For information about your Copayments, Coinsurance
and/or Deductible, please consult your benefits information available online by visiting sharphealthplan.com/login and
log in to your SharpConnect account. When you create a SharpConnect account, you can easily access your benefit
information online 24 hours a day, 7 days a week.

A preferred drug is a drug that the Pharmacy and Therapeutics Committee has determined provides greater value than
its alternatives when considering clinical effectiveness, safety and overall value.

The Drug Tier is marked throughout this document by one of the following symbols:
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Symbol Drug Tier Description

PV PV Select drugs covered with no Copayment when specific criteria are met. This
Drug Tier includes certain generic and over-the-counter contraceptives for
women.

1 Tier 1 Preferred Generic Drugs. These drugs are subject to your Tier 1 Copayment.

2 Tier 2 Preferred Brand Name Drugs and inhaler spacers. These drugs and inhaler

spacers are subject to your Tier 2 Copayment.

3 Tier 3 Non-preferred drugs (may include Brand-Name or Generic Drugs). These
drugs are subject to your Tier 3 Copayment.

Are There Any Coverage Requirements or Limits?

Some covered Generic and Brand-Name Drugs have coverage requirements or limits on coverage. Symbols are used to
identify drugs with a Coverage Requirement or Limit. The following symbols are used in this Formulary:

Symbol Meaning Description

PA Prior Authorization Requires Prior Authorization by Sharp Health Plan based on specific clinical
criteria. See “What is Prior Authorization?” below for additional information.

PA** Prior Authorization if Requires Prior Authorization by Sharp Health Plan based on specific clinical
Step Therapy is not met | criteria, if Step Therapy criteria has not been met.

QL Quantity Limit Coverage is limited to a specific quantity per Prescription and/or time period.
Prior Authorization is required for other quantities.

ST Step Therapy Coverage depends on previous use of another drug. Prior Authorization may be
required. See “What Is Step Therapy?” below for additional information.

MO Mail Order A maintenance drug that is available for up to a 90-day supply and is eligible to be
filled through mail order.

SP Specialty A specialty drug that must be filled by a pharmacy in the Sharp Health Plan
Specialty Pharmacy network and is limited to a 30-day supply per fill.

OAC Oral Anti-Cancer An orally administered anticancer medication. Notwithstanding any Deductible,
the total amount of Copayments and Coinsurance does not exceed two hundred
fifty dollars ($250) for an individual Prescription of up to a 30-day supply.

What Is Prior Authorization?

Drugs with a PA symbol in the Coverage Requirements and Limits column of the Formulary are subject to Prior
Authorization. Your Prescribing Provider must request Prior Authorization, or approval for coverage, from Sharp Health
Plan by calling our Customer Service department, submitting a fax request, or submitting an electronic Prior
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Authorization Form. Once all the needed supporting information has been received, the Prior Authorization request will
be either approved or denied based on our clinical policies within 72 hours for non-urgent requests, or within 24 hours
in urgent or Exigent Circumstances. Exigent Circumstances exist when a Member is suffering from a health condition
that may seriously jeopardize the Member's life, health, or ability to regain maximum function or when an enrollee is
undergoing a current course of treatment using a Nonformulary Drug. Sharp Health Plan will provide coverage for the
Prescription, including refills, for the duration of the Prescription for non-urgent requests, and for the duration of the
exigency for requests based on Exigent Circumstances. If Sharp Health Plan fails to respond to a completed Prior
Authorization 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 granted.

If Sharp Health Plan denies a request for Prior Authorization, the Member, an Authorized Representative, or the
Prescribing Provider can file an Appeal or Grievance. Information about this process is described in the section of the
Formulary called, “You Have the Right to Appeal.”

If Sharp Health Plan approved a Prior Authorization request for your medication and medical condition, Sharp Health Plan
will not discontinue or limit coverage if your Prescribing Provider continues to prescribe it for the same medical condition,
provided the drug is appropriately prescribed and is safe and effective for treating your medical condition.

What is PA**?

Drugs with a PA** symbol in the Coverage Requirements and Limits column of the Formulary are subject to Prior
Authorization based on specific clinical criteria, if Step Therapy has not been met. There may be a situation when it is
Medically Necessary for you to receive certain drugs without first trying the alternative drug. In these instances, your doctor
may request a Prior Authorization by following the Prior Authorization process described above.

What Is Quantity Limit?

Drugs with a QL symbol in the Coverage Requirements and Limits column of the Formulary are subject to Quantity Limits.
Quantity Limits exist when drugs are limited to a determined number of doses based on criteria, including, but not limited
to, safety, potential overdose hazard, abuse potential, or approximation of usual doses per month, not to exceed the FDA
maximum approved dose. A Member's Prescribing Provider may submit a request for a quantity of medication that
exceeds the Quantity Limit by following the Prior Authorization request procedure stated above. Medical Necessity for the
quantity requested must be provided. Once all the needed supporting information has been received, the Prior
Authorization request will be either approved or denied within 72 hours for non-urgent requests, or within 24 hours in
urgent or Exigent Circumstances.

What Is Step Therapy?

Drugs with a ST symbol in the Coverage Requirements and Limits column of the Formulary are subject to Step Therapy.
The Step Therapy program encourages safe and cost-effective medication use. Under this program, a “step” approach is
required to receive coverage for certain drugs. This means that to receive coverage, you may need to first try a proven,
cost-effective drug. Remember, treatment decisions are always between you and your doctor. There may be a situation
when it is Medically Necessary for you to receive certain drugs without first trying the alternative drug. In these
instances, your doctor may request a Step Therapy Exception Request by following the Prior Authorization as described
above. If Sharp Health Plan fails to respond to a completed Step Therapy 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 granted.

If you have moved from another insurance plan to Sharp Health Plan and are taking a medication that your previous
insurer covered, Sharp Health Plan will not require you to follow Step Therapy in order to obtain the medication. Your
doctor may need to submit a request to Sharp Health Plan in order to provide you with this continuity of coverage.

What Is MO?

Drugs with a MO symbol in the Coverage Requirements and Limits column of the Formulary are classified as Maintenance
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Drugs and can be filled for a 90-day supply at a retail location or at Mail Order.

What Is a Specialty Drug?

Drugs with a SP symbol in the Coverage Requirements and Limits column of the Formulary are Specialty drugs. A
Specialty drug is a drug that the FDA or the manufacturer states must be distributed through a Specialty pharmacy, drugs
that require the Member to have special training or clinical monitoring for self-administration, or drugs that the Pharmacy
and Therapeutics Committee determines to be a Specialty medication.

What Is an Oral Anti-Cancer Drug?

Drugs with an OAC symbol in the Coverage Requirements and Limits column of the Formulary are Oral Anti-Cancer drugs.
Notwithstanding any Deductible, the total amount of Copayments and Coinsurance for these drugs does not exceed two
hundred fifty dollars ($250) for an individual Prescription of up to a 30-day supply.

What if a Drug Is Not Listed on the Formulary? What is a Formulary
Exception?

Drugs that are not listed on the Formulary are Nonformulary Drugs and are not covered. There may be times when it is
Medically Necessary for you to receive a Nonformulary Drug. In these instances, your Prescribing Provider may request a
Formulary Exception, by following the Prior Authorization Request process described above. Once all the needed
supporting information has been received, the Exception Request will be either approved or denied based on medical
necessity within 72 hours for non-urgent requests, or within 24 hours in urgent or Exigent Circumstances. If Sharp Health
Plan denies an Exception Request, the Member, an Authorized Representative, or the Provider can file an Appeal with
Sharp Health Plan. Nonformulary Brand-Name Drugs approved for coverage will be subject to the Tier 3 Cost Share.
Nonformulary Generic Drugs approved for coverage will be subject to the Tier 1 Cost Share. When approved, Sharp
Health Plan shall provide coverage of the Nonformulary non-urgent request for the duration of the Prescription, including
refills. Sharp Health Plan shall provide coverage, including refills, pursuant to a request based on Exigent Circumstances
for the duration of the exigency.

Where Can | Fill My Prescription Drug?

To find a pharmacy in our network, use our Pharmacy Locator tool. First, register for an account at www.caremark.com.
The Pharmacy Locator tool is available after you log into your account and will allow you to search for a pharmacy that
meets your needs. For example, you can search for a pharmacy close to your home, one that is open 24 hours a day, or
one that offers drive-thru service.

Specialty drugs can be filled at CVS Specialty Pharmacy and will be mailed to you. Visit www.CVSspecialty.com to enroll.
You can also take your Specialty drug prescription to a CVS retail pharmacy. Your Prescription will be sent to CVS Specialty
Pharmacy to be filled. You may return to your local CVS pharmacy to pick up your Prescription.

Mail order medications can be filled at CVS/caremark. You can enroll with CVS/caremark by visiting
info.caremark.com/mailservice.

What Is Therapeutic Interchange?

Sharp Health Plan employs therapeutic interchange as part of its prescription drug benefit. Therapeutic interchange is
the practice of replacing (with the Prescribing Provider's approval) a Prescription Drug originally prescribed for a patient
with a Prescription Drug that is its therapeutic equivalent. Using therapeutic interchange may offer advantages, such as
value through improved convenience, affordability, improved outcomes or fewer side effects. Two or more drugs are
considered therapeutically equivalent if they can be expected to produce similar levels of clinical effectiveness and
sound medical outcomes in patients. If, during the Prior Authorization process, the requested medication has a
preferred therapeutic equivalent on the Sharp Health Plan Formulary, a request to consider the preferred drug(s) may
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be conveyed to the Prescribing Provider. The Prescribing Provider may choose to use therapeutic interchange and select
a pharmaceutical that does not require Prior Authorization or Step Therapy.

What Is Generic Substitution?

The FDA applies rigorous standards for identity, strength, quality, purity and potency before approving a Generic

Drug. Generics are required to have the same active ingredient, strength, dosage form, and route of administration as
their brand-name equivalents. When a Generic Drug is available, the pharmacy is required to switch a Brand-Name Drug
to the generic equivalent, unless Sharp Health Plan has authorized the Brand-Name Drug due to medical necessity. If the
brand-name drug is Medically Necessary and Prior Authorization is obtained from Sharp Health Plan, you must pay the
Cost Share for the corresponding tier.

You Have the Right to Appeal

If you do not agree with a coverage decision, you, your Authorized Representative or your doctor may request an Appeal.
You must submit your request within 180 days from the postmark date of the denial notice.

Appeals Due to Denial of Coverage for a Nonformulary Drug

If an exception request for coverage of a Nonformulary drug is denied, you, your Authorized Representative or your
doctor may request an external Exception Request review. Sharp Health Plan will ensure that a decision is made within 72
hours in routine circumstances or 24 hours in urgent circumstances.

All Other Appeals

If a decision is made to delay, deny or modify coverage of a Formulary Drug, you, your Authorized Representative or your
doctor may request an Appeal. A decision will be made within 30 days in routine circumstances or 72 hours in urgent
circumstances.

For all types of Appeals, the circumstance may be considered urgent if the routine decision-making process might
seriously jeopardize your life or health, or when you are experiencing severe pain.

Please refer to your Member Handbook for more information on the Appeal process.

Questions

If you have any questions, please contact Customer Care by calling 1-855-298-4252. If you or somebody who you are
helping have questions about Sharp Health Plan, you have the right to obtain assistance and information in your language
without any cost to you.

Exclusions and Limitations to the Outpatient Prescription Drug Benefit

The services and supplies listed below are exclusions and limitations to your Outpatient Prescription Drug Benefits and
are not covered by Sharp Health Plan:

1. Drugs dispensed by a person or entity other than a Plan Pharmacy, except as Medically Necessary for
treatment of an Emergency Medical Condition or urgent care condition.

2. Drugs prescribed by non-Plan Providers and not authorized by Sharp Health Plan, except when coverage is
otherwise required for treatment of an Emergency Medical Condition.

3. Over-the-counter medications or supplies, even if written on Prescription, except as specifically identified as
covered in this Formulary. This exclusion does not apply to over-the-counter products that Sharp Health Plan
must cover as a “preventive care” benefit under federal law with a Prescription or if the prescription legend
drug is Medically Necessary due to a documented failure or intolerance to the over-the-counter equivalent or
therapeutically comparable drug.
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10.
11.

12.
13.
14,

15.

16.

17.
18.
19.

20.

Drugs dispensed in institutional packaging (such as unit dose) and drugs that are repackaged.
Drugs that are packaged with over-the-counter medications or other non-prescription items/supplies.
Vitamins (other than pediatric or prenatal vitamins listed in this Formulary).

Drugs and supplies prescribed solely for the treatment of hair loss, sexual dysfunction, athletic performance,
cosmetic purposes, anti-aging for cosmetic purposes, and mental performance. (Drugs for mental
performance are not excluded from coverage when they are used to treat diagnosed mental iliness or
medical conditions affecting memory, including, but not limited to, treatment of the conditions or symptoms
of dementia or Alzheimer’s disease.)

Herbal, nutritional and dietary supplements.

Drugs prescribed solely for the purpose of shortening the duration of the common cold.

Drugs prescribed by a dentist or when prescribed for a dental treatment.

Drugs and supplies prescribed in connection with a service or supply that is not a Covered Benefit, unless
required to treat a complication that arises as a result of the service or supply.

Travel and/or required work-related immunizations.

Infertility drugs are excluded, unless added by the employer as a supplemental benefit.

Drugs obtained outside of the United States, unless they are furnished in connection with Urgent Care
Services or Emergency Services.

Drugs that are prescribed solely for the purposes of losing weight, except when Medically Necessary for the
treatment of morbid obesity. Members must be enrolled in a Sharp Health Plan-approved comprehensive
weight loss program prior to or concurrent with receiving the weight loss drug.

Off-label use of FDA-approved Prescription Drugs, unless the drug is recognized for treatment of such
indication in one of the standard reference compendia (the United States Pharmacopoeia Drug Information,
the American Medical Association Drug Evaluations, or the American Hospital Formulary Service Drug
Information) or the safety and effectiveness of use for this indication has been adequately demonstrated by
at least two studies published in a nationally recognized, major peer-reviewed journal.

Replacement of lost, stolen, or destroyed medications.
Compounded medications, unless determined to be Medically Necessary and Prior Authorization is obtained.

Brand-Name Drugs when a generic equivalent is available. Some drugs are commercially available as both a
brand-name version and a generic version. It is the policy of Sharp Health Plan that when a Generic Drug is
available, Sharp Health Plan does not cover the corresponding Brand-Name Drug. If a generic version of a
drug is available, the brand-name version will require Prior Authorization. Sharp Health Plan requires the
dispensing pharmacy to dispense the Generic Drug, unless Prior Authorization for the Brand-Name Drug is
obtained.

Any Prescription Drug for which there is an over-the-counter product that has the identical active ingredient
and dosage as the Prescription Drug.

The exclusions listed above do not apply to:

1.

Coverage of an entire class of Prescription Drugs when one drug within that class becomes available over-
the-counter.

Drugs listed in this Formulary.

Over-the-counter products that are specifically covered and listed as a preventive care benefit under
California State or federal law. Covered preventive drugs include FDA-approved tobacco cessation drugs and
FDA-approved contraceptive drugs. Preventive drugs are provided at $0 Cost Sharing subject to certain
exceptions. For more information regarding coverage of certain over-the-counter drugs as preventive drugs,
please see your Formulary and your Member Handbook under Family Planning and Preventive Care Services.
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Nondiscrimination Notice

Sharp Health Plan complies with applicable federal civil rights laws and does not discriminate on the basis of race, color,
national origin, ancestry, religion, sex, marital status, gender, gender identity, sexual orientation, age or disability. Sharp
Health Plan does not exclude people or treat them differently because of race, color, national origin, ancestry, religion,
sex, marital status, gender, gender identity, sexual orientation, age or disability.

Sharp Health Plan:

* Provides free aids and services to people with disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters
o Information in other formats (such as large print, audio, accessible electronic formats or other formats) free
of charge

* Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact Customer Care at 1-800-359-2002.

If you believe that Sharp Health Plan has failed to provide these services or discriminated in another way on the
basis of race, color, national origin, ancestry, religion, sex, marital status, gender, gender identity, sexual
orientation, age or disability, you can file a grievance with our Civil Rights Coordinator at:

* Address: Sharp Health Plan Appeal/Grievance Department, 8520 Tech Way, Suite 200, San Diego, CA 92123-1450

* Telephone: 1-800-359-2002 (TTY 711)

* Fax: 1-619-740-8572
You can file a grievance in person or by mail or fax, or you can also complete the online Grievance / Appeal form on the
plan’s website sharphealthplan.com. Please call our Customer Care team at 1-800-359-2002 if you need help filing a
grievance. You can also file a discrimination complaint if there is a concern of discrimination based on race, color, national
origin, age, disability or sex with the U.S. Department of Health and Human Services, Office for Civil Rights electronically
through the Office for Civil Rights Complaint Portal, available at ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or
phone at: U.S. Department of Health and Human Services, 200 Independence Avenue SW., Room 509F, HHH Building,
Washington, DC 20201, 1-800-368-1019, 1-800-537-7697 (TDD).

Complaint forms are available at hhs.gov/ocr/office/file/index.html.

The California Department of Managed Health Care is responsible for regulating health care service plans. If your
grievance has not been satisfactorily resolved by Sharp Health Plan or your grievance has remained unresolved for more
than 30 days, you may call toll-free the Department of Managed Health Care for assistance:

* 1-888-466-2219 Voice
* 1-877-688-9891 TDD

The Department of Managed Health Care’s website has complaint forms and instructions online: www.dmhc.ca.gov.

IMPORTANT: Can you read this letter? If not, we can have somebody help you read it. You may
also be able to get this letter written in your language. For free help, please call Sharp Health Plan
right away at 1-858-499-8300 or 1-800-359-2002.

IMPORTANTE: ;Puede leer esta carta? Si no le es posible, podemos ofrecerle ayuda para que
alguien se la lea. Ademas, usted también puede obtener esta carta en su idioma. Para ayuda
gratuita, por favor llame a Sharp Health Plan inmediatamente al 1-858-499-8300 o 1-800-359-
2002.
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Language Assistance Services

English
ATTENTION: If you do not speak English, language assistance services, free of charge, are available to
you. Call 1-800-359-2002 (TTY:711).

Espaiol (Spanish)
ATENCION: si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia lingiiistica. Llame al 1-
800-359-2002 (TTY:711).

FE2d 3 (Chinese)
AR CMBRERARREDX  BRuLUAEESESEMRE. EEE 1-800-359-2002 (TTY:711).

Tiéng Viét (Vietnamese)
CHU Y: N&u ban néi Tiéng Viét, cé cac dich vu hd tro ngdn ngit mién phi danh cho ban. Goi s6 1-800-359-
2002 (TTY:711).

Tagalog (Tagalog - Filipino):
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika
nang walang bayad. Tumawag sa 1-800-359-2002 (TTY:711).

St=2 01 (Korean):
=9 S E MEStAlE 82, 20 XA ANHIAE RE2 01
2 x

1, & FAl 2~ S LICEH 1-800-359-
2002 (TTY:711) HOZ M3toll A AIL.

ol

Zuygkpkl (Armenian):

NRTURLNRESNPL Bph ununid bp huybpbl, wyw dkq win]&wp Jupnn b npudunpdty
1EqUuljul wowlgnipjubh Swnwyn pjniiubp: Quiquhwpbp 1-800-359-2002 (TTY (hknwwnhuy)’
711).

:(Farsi)
1-800-359-2002 (TTY:711) 25 b Lad () n 0BG &y seas (Al Cilligast i€ (a8 ) Gl 40 R 4a i
P PP R

Pycckuii (Russian):
BHUMAHWE: Ecnu Bbl rOBOPUTE Ha PYCCKOM A3bIKE, TO Bam A0OCTYMNHbl 6ecnaaTHble ycayri nepesoja.
3BoHuTe 1-800-359-2002 (Tenetamn: 711).

HZAEE (Japanese):
AEEIE BREZEINDGE, BHOESEXEZ ZFAWZ+F$, 1-800-359-2002
(TTY:711) £ T, FEBIEICTTER LS,
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(Arabic): s b
aila o8 5) 1-800-359-2002 pd » Jaad , laally cll ) 635 45 galll sacbisal) il (8 Aalll HS3) ot i€ 1); 4ds gala

(711 2S5 aaall
L'I’T-lTEI°[(Punjabi):
s fe6: 7 3 Uarst Sz 3. 31 gy fieg wofesT Ae 3073 &8t He3 Gussy J1 1-800-359-
2002 (TTY/TDD: 711) 3 & |

121 (Mon Khmer, Cambodian):
uwa: 1I0ASMEASINW MaNis], INISWIHMaN IS SAS NI
AHGEISINUUITH®AY $1 S1800) 1-800-359-2002(TTY:711)4

Hmoob (Hmong):

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 1-800-
359-2002 (TTY:711).

&4} (Hindi):
& ¢ afe oMy Bl Sierd § o Sues fo goed & HTST TgriaT JaTd SUasy & | 1-800-359-2002
(TTY:711) TR DI BN [hofel |

A 'Ing (Thai):
Fau: araaunamM e lnaaadginsaldusnisiiamdanienae ' lews 1ns 1-800-359-2002 (TTY:711).
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Sharp Health Plan effective: 01/01/2021

PRESCRIPTION DRUG NAME DRUG COVERAGE
TIER REQUIREMENTS AND
LIMITS

ADHD/ANTI-NARCOLEPSY/ANTI-OBESITY/ANOREXIANTS - DRUGS
TO TREAT NERVOUS SYSTEM DISORDERS
AMPHETAMINES

amphetamine extended release susp
1.25 mg/ml

PA, QL (1350 mL / 75
days), MO; PA Required
for Age greater than or
equal to age 19

amphetamine sulfate tab 5 mg

PA, QL (360 tabs / 75
days), MO; PA Required
for Age greater than or
equal to age 19

amphetamine sulfate tab 10 mg

PA, QL (360 tabs / 75
days), MO; PA Required
for Age greater than or
equal to age 19

amphetamine-dextroamphetamine cap
er 24hr 5 mg

PA, QL (270 caps / 75
days), MO; PA Required
for Age greater than or
equal to age 19

amphetamine-dextroamphetamine cap
er 24hr 10 mg

PA, QL (270 caps / 75
days), MO; PA Required
for Age greater than or
equal to age 19

amphetamine-dextroamphetamine cap
er 24hr 15 mg

PA, QL (90 caps/ 75
days), MO; PA Required
for Age greater than or
equal to age 19

amphetamine-dextroamphetamine cap
er 24hr 20 mg

PA, QL (90 caps/ 75
days), MO; PA Required
for Age greater than or
equal to age 19

amphetamine-dextroamphetamine cap
er 24hr 25 mg

PA, QL (90 caps/ 75
days), MO; PA Required
for Age greater than or
equal to age 19

amphetamine-dextroamphetamine cap
er 24hr 30 mg

PA, QL (90 caps / 75
days), MO; PA Required
for Age greater than or
equal to age 19

amphetamine-dextroamphetamine tab
5mg

PA, QL (270 tabs / 75
days), MO; PA Required
for Age greater than or
equal to age 19

MO - Available at mail-order OAC - Oral Anti-Cancer PA - Prior Authorization PA** - 11
Prior Authorization if step therapy is not met QL - Quantity Limits SP - Specialty ST -
Step Therapy



PRESCRIPTION DRUG NAME DRUG COVERAGE
TIER REQUIREMENTS AND
LIMITS
amphetamine-dextroamphetamine tab 1 PA, QL (270 tabs / 75
7.5 mg days), MO; PA Required
for Age greater than or
equal to age 19
amphetamine-dextroamphetamine tab 1 PA, QL (270 tabs / 75
10 mg days), MO; PA Required
for Age greater than or
equal to age 19
amphetamine-dextroamphetamine tab 1 PA, QL (270 tabs / 75
12.5 mg days), MO; PA Required
for Age greater than or
equal to age 19
amphetamine-dextroamphetamine tab 1 PA, QL (180 tabs / 75
15 mg days), MO; PA Required
for Age greater than or
equal to age 19
amphetamine-dextroamphetamine tab 1 PA, QL (180 tabs / 75
20 mg days), MO; PA Required
for Age greater than or
equal to age 19
amphetamine-dextroamphetamine tab 1 PA, QL (90 tabs / 75
30 mg days), MO; PA Required
for Age greater than or
equal to age 19
dextroamphetamine sulfate cap er 1 PA, QL (360 caps/ 75
24hr 5 mg days), MO; PA Required
for Age greater than or
equal to age 19
dextroamphetamine sulfate cap er 1 PA, QL (360 caps/ 75
24hr 10 mg days), MO; PA Required
for Age greater than or
equal to age 19
dextroamphetamine sulfate cap er 1 PA, QL (180 caps/ 75
24hr 15 mg days), MO; PA Required
for Age greater than or
equal to age 19
dextroamphetamine sulfate oral 1 PA, QL (3600 mL / 75
solution 5 mg/5ml days), MO; PA Required
for Age greater than or
equal to age 19
(Dextroamphetamine Sulfate Oral Solution 1 PA, QL (3600 mL / 75
5 mg/5ml) PROCENTRA days), MO; PA Required
for Age greater than or
equal to age 19
MO - Available at mail-order OAC - Oral Anti-Cancer PA - Prior Authorization PA** - 12

Prior Authorization if step therapy is not met QL - Quantity Limits SP - Specialty ST -

Step Therapy



PRESCRIPTION DRUG NAME

DRUG
TIER

COVERAGE
REQUIREMENTS AND
LIMITS

(Dextroamphetamine Sulfate Tab 2.5 mg)
ZENZEDI

PA, QL (360 tabs / 75
days), MO; PA Required
for Age greater than or
equal to age 19

dextroamphetamine sulfate tab 5 mg

PA, QL (360 tabs / 75
days), MO; PA Required
for Age greater than or
equal to age 19

(Dextroamphetamine Sulfate Tab 5 mg)
ZENZEDI

PA, QL (360 tabs / 75
days), MO; PA Required
for Age greater than or
equal to age 19

(Dextroamphetamine Sulfate Tab 7.5 mg)
ZENZEDI

PA, QL (360 tabs / 75
days), MO; PA Required
for Age greater than or
equal to age 19

dextroamphetamine sulfate tab 10 mg

PA, QL (360 tabs / 75
days), MO; PA Required
for Age greater than or
equal to age 19

(Dextroamphetamine Sulfate Tab 10 mg)
ZENZEDI

PA, QL (360 tabs / 75
days), MO; PA Required
for Age greater than or
equal to age 19

(Dextroamphetamine Sulfate Tab 15 mg)
ZENZEDI

PA, QL (180 tabs / 75
days), MO; PA Required
for Age greater than or
equal to age 19

(Dextroamphetamine Sulfate Tab 20 mg)
ZENZEDI

PA, QL (180 tabs / 75
days), MO; PA Required
for Age greater than or
equal to age 19

(Dextroamphetamine Sulfate Tab 30 mg)
ZENZEDI

PA, QL (90 tabs / 75
days), MO; PA Required
for Age greater than or
equal to age 19

methamphetamine hcl tab 5 mg

PA, QL (450 tabs / 75
days), MO; PA Required
for Age greater than or
equal to age 19

MYDAYIS CAP 12.5MG (amphetamine-
dextroamphetamine)

PA, QL (180 caps/ 75
days), MO; PA Required
for Age greater than or
equal to age 19

MO - Available at mail-order OAC - Oral Anti-Cancer
Prior Authorization if step therapy is not met QL - Quantity Limits SP - Specialty ST -
Step Therapy

PA - Prior Authorization PA** - 13



PRESCRIPTION DRUG NAME DRUG COVERAGE
TIER REQUIREMENTS AND
LIMITS
MYDAYIS CAP 25MG (amphetamine- 2 PA, QL (180 caps/ 75
dextroamphetamine) days), MO; PA Required
for Age greater than or
equal to age 19
MYDAYIS CAP 37.5MG (amphetamine- 2 PA, QL (90 caps/ 75
dextroamphetamine) days), MO; PA Required
for Age greater than or
equal to age 19
MYDAYIS CAP 50MG (amphetamine- 2 PA, QL (90 caps/ 75
dextroamphetamine) days), MO; PA Required
for Age greater than or
equal to age 19
VYVANSE CAP 10MG (lisdexamfetamine 2 PA, QL (180 caps/ 75
dimesylate) days), MO; PA Required
for Age greater than or
equal to age 19
VYVANSE CAP 20MG (lisdexamfetamine 2 PA, QL (180 caps/ 75
dimesylate) days), MO; PA Required
for Age greater than or
equal to age 19
VYVANSE CAP 30MG (lisdexamfetamine 2 PA, QL (180 caps/ 75
dimesylate) days), MO; PA Required
for Age greater than or
equal to age 19
VYVANSE CAP 40MG (lisdexamfetamine 2 PA, QL (90 caps/ 75
dimesylate) days), MO; PA Required
for Age greater than or
equal to age 19
VYVANSE CAP 50MG (lisdexamfetamine 2 PA, QL (90 caps/ 75
dimesylate) days), MO; PA Required
for Age greater than or
equal to age 19
VYVANSE CAP 60MG (lisdexamfetamine 2 PA, QL (90 caps / 75
dimesylate) days), MO; PA Required
for Age greater than or
equal to age 19
VYVANSE CAP 70MG (lisdexamfetamine 2 PA, QL (90 caps / 75
dimesylate) days), MO; PA Required
for Age greater than or
equal to age 19
VYVANSE CHW 10MG (lisdexamfetamine 2 PA, QL (180 tabs / 75
dimesylate) days), MO; PA Required
for Age greater than or
equal to age 19
MO - Available at mail-order OAC - Oral Anti-Cancer PA - Prior Authorization PA** - 14
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PRESCRIPTION DRUG NAME DRUG COVERAGE

TIER REQUIREMENTS AND
LIMITS
VYVANSE CHW 20MG (lisdexamfetamine 2 PA, QL (180 tabs / 75
dimesylate) days), MO; PA Required

for Age greater than or
equal to age 19

VYVANSE CHW 30MG (lisdexamfetamine 2 PA, QL (180 tabs / 75

dimesylate) days), MO; PA Required
for Age greater than or
equal to age 19

VYVANSE CHW 40MG (lisdexamfetamine 2 PA, QL (90 tabs / 75

dimesylate) days), MO; PA Required
for Age greater than or
equal to age 19

VYVANSE CHW 50MG (lisdexamfetamine 2 PA, QL (90 tabs / 75

dimesylate) days), MO; PA Required
for Age greater than or
equal to age 19

VYVANSE CHW 60MG (lisdexamfetamine 2 PA, QL (90 tabs / 75

dimesylate) days), MO; PA Required
for Age greater than or
equal to age 19

ANOREXIANTS NON-AMPHETAMINE

benzphetamine hcl tab 25 mg 1 PA
benzphetamine hcl tab 50 mg 1 PA
diethylpropion hcl tab 25 mg 1 PA
diethylpropion hcl tab er 24hr 75 mg 1 PA
phendimetrazine tartrate cap er 24hr 1 PA
105 mg

phendimetrazine tartrate tab 35 mg 1 PA
phentermine hcl cap 15 mg 1 PA
phentermine hcl cap 30 mg 1 PA
phentermine hcl cap 37.5 mg 1 PA
phentermine hcl tab 37.5 mg 1 PA

ATTENTION-DEFICIT/HYPERACTIVITY DISORDER (ADHD) AGENTS

atomoxetine hcl cap 10 mg (base 1 PA, QL (360 caps / 75

equiv) days), MO; PA Required
for Age greater than or
equal to age 19

atomoxetine hcl cap 18 mg (base 1 PA, QL (360 caps / 75

equiv) days), MO; PA Required
for Age greater than or
equal to age 19

MO - Available at mail-order OAC - Oral Anti-Cancer PA - Prior Authorization PA** - 15
Prior Authorization if step therapy is not met QL - Quantity Limits SP - Specialty ST -
Step Therapy



PRESCRIPTION DRUG NAME DRUG COVERAGE

TIER REQUIREMENTS AND
LIMITS
atomoxetine hcl cap 25 mg (base 1 PA, QL (360 caps/ 75
equiv) days), MO; PA Required

for Age greater than or
equal to age 19
atomoxetine hcl cap 40 mg (base 1 PA, QL (180 caps/ 75
equiv) days), MO; PA Required
for Age greater than or
equal to age 19
atomoxetine hcl cap 60 mg (base 1 PA, QL (90 caps/ 75
equiv) days), MO; PA Required
for Age greater than or
equal to age 19
atomoxetine hcl cap 80 mg (base 1 PA, QL (90 caps/ 75
equiv) days), MO; PA Required
for Age greater than or
equal to age 19
atomoxetine hcl cap 100 mg (base 1 PA, QL (90 caps/ 75
equiv) days), MO; PA Required
for Age greater than or
equal to age 19

clonidine hcl tab er 12hr 0.1 mg 1 MO
guanfacine hcl tab er 24hr 1 mg (base 1 MO
equiv)
guanfacine hcl tab er 24hr 2 mg (base 1 MO
equiv)
guanfacine hcl tab er 24hr 3 mg (base 1 MO
equiv)
guanfacine hcl tab er 24hr 4 mg (base 1 MO
equiv)
DOPAMINE AND NOREPINEPHRINE REUPTAKE INHIBITORS
(DNRIS)
SUNOSI TAB 75MG (solriamfetol hcl) 2 PA, MO
SUNOSI TAB 150MG (solriamfetol hcl) 2 PA, MO

STIMULANTS - MISC.

armodafinil tab 50 mg 1 PA, MO
armodafinil tab 150 mg 1 PA, MO
armodafinil tab 200 mg 1 PA, MO
armodafinil tab 250 mg 1 PA, MO
dexmethylphenidate hcl cap er 24 hr 5 1 PA, QL (180 caps/ 75

mg days), MO; PA Required
for Age greater than or
equal to age 19

MO - Available at mail-order OAC - Oral Anti-Cancer PA - Prior Authorization PA** - 16
Prior Authorization if step therapy is not met QL - Quantity Limits SP - Specialty ST -
Step Therapy



PRESCRIPTION DRUG NAME

DRUG
TIER

COVERAGE
REQUIREMENTS AND
LIMITS

dexmethylphenidate hcl cap er 24 hr
10 mg

PA, QL (180 caps/ 75
days), MO; PA Required
for Age greater than or
equal to age 19

dexmethylphenidate hcl cap er 24 hr
15 mg

PA, QL (180 caps/ 75
days), MO; PA Required
for Age greater than or
equal to age 19

dexmethylphenidate hcl cap er 24 hr
20 mg

PA, QL (180 caps/ 75
days), MO; PA Required
for Age greater than or
equal to age 19

dexmethylphenidate hcl cap er 24 hr
25 mg

PA, QL (90 caps/ 75
days), MO; PA Required
for Age greater than or
equal to age 19

dexmethylphenidate hcl cap er 24 hr
30 mg

PA, QL (90 caps/ 75
days), MO; PA Required
for Age greater than or
equal to age 19

dexmethylphenidate hcl cap er 24 hr
35 mg

PA, QL (90 caps/ 75
days), MO; PA Required
for Age greater than or
equal to age 19

dexmethylphenidate hcl cap er 24 hr
40 mg

PA, QL (90 caps/ 75
days), MO; PA Required
for Age greater than or
equal to age 19

dexmethylphenidate hcl tab 2.5 mg

PA, QL (360 tabs / 75
days), MO; PA Required
for Age greater than or
equal to age 19

dexmethylphenidate hcl tab 5 mg

PA, QL (360 tabs / 75
days), MO; PA Required
for Age greater than or
equal to age 19

dexmethylphenidate hcl tab 10 mg

PA, QL (180 tabs / 75
days), MO; PA Required
for Age greater than or
equal to age 19

methylphenidate hcl cap er 10 mg (cd)

-

PA, QL (180 caps/ 75
days), MO; PA Required
for Age greater than or
equal to age 19

MO - Available at mail-order OAC - Oral Anti-Cancer
Prior Authorization if step therapy is not met QL - Quantity Limits SP - Specialty ST -
Step Therapy

PA - Prior Authorization PA** - 17



PRESCRIPTION DRUG NAME

DRUG
TIER

COVERAGE
REQUIREMENTS AND
LIMITS

methylphenidate hcl cap er 20 mg (cd) 1 PA, QL (180 caps/ 75
days), MO; PA Required
for Age greater than or
equal to age 19

methylphenidate hcl cap er 24hr 10 1 PA, QL (180 caps/ 75

mg (la) days), MO; PA Required
for Age greater than or
equal to age 19

methylphenidate hcl cap er 24hr 10 1 PA, QL (180 caps/ 75

mg (xr) days), MO; PA Required
for Age greater than or
equal to age 19

methylphenidate hcl cap er 24hr 15 1 PA, QL (180 caps/ 75

mg (xr) days), MO; PA Required
for Age greater than or
equal to age 19

methylphenidate hcl cap er 24hr 20 1 PA, QL (180 caps/ 75

mg (la) days), MO; PA Required
for Age greater than or
equal to age 19

methylphenidate hcl cap er 24hr 20 1 PA, QL (180 caps/ 75

mg (xr) days), MO; PA Required
for Age greater than or
equal to age 19

methylphenidate hcl cap er 24hr 30 1 PA, QL (180 caps/ 75

mg (la) days), MO; PA Required
for Age greater than or
equal to age 19

methylphenidate hcl cap er 24hr 30 1 PA, QL (180 caps/ 75

mg (xr) days), MO; PA Required
for Age greater than or
equal to age 19

methylphenidate hcl cap er 24hr 40 1 PA, QL (90 caps/ 75

mg (la) days), MO; PA Required
for Age greater than or
equal to age 19

methylphenidate hcl cap er 24hr 40 1 PA, QL (90 caps/ 75

mg (xr) days), MO; PA Required
for Age greater than or
equal to age 19

methylphenidate hcl cap er 24hr 50 1 PA, QL (90 caps/ 75

mg (xr) days), MO; PA Required
for Age greater than or
equal to age 19

MO - Available at mail-order OAC - Oral Anti-Cancer PA - Prior Authorization PA** - 18
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PRESCRIPTION DRUG NAME DRUG COVERAGE
TIER REQUIREMENTS AND
LIMITS
methylphenidate hcl cap er 24hr 60 1 PA, QL (90 caps/ 75
mg (la) days), MO; PA Required
for Age greater than or
equal to age 19
methylphenidate hcl cap er 24hr 60 1 PA, QL (90 caps/ 75

mg (xr)

days), MO; PA Required
for Age greater than or
equal to age 19

methylphenidate hcl cap er 30 mg (cd)

PA, QL (180 caps/ 75
days), MO; PA Required
for Age greater than or
equal to age 19

methylphenidate hcl cap er 40 mg (cd)

PA, QL (90 caps/ 75
days), MO; PA Required
for Age greater than or
equal to age 19

methylphenidate hcl cap er 50 mg (cd)

PA, QL (90 caps/ 75
days), MO; PA Required
for Age greater than or
equal to age 19

methylphenidate hcl cap er 60 mg (cd)

PA, QL (90 caps/ 75
days), MO; PA Required
for Age greater than or
equal to age 19

methylphenidate hcl chew tab 2.5 mg

PA, QL (540 tabs / 75
days), MO; PA Required
for Age greater than or
equal to age 19

methylphenidate hcl chew tab 5 mg

PA, QL (540 tabs / 75
days), MO; PA Required
for Age greater than or
equal to age 19

methylphenidate hcl chew tab 10 mg

PA, QL (540 tabs / 75
days), MO; PA Required
for Age greater than or
equal to age 19

methylphenidate hcl soln 5 mg/5ml|

PA, QL (5400 mL / 75
days), MO; PA Required
for Age greater than or
equal to age 19

methylphenidate hcl soln 10 mg/5ml

-

PA, QL (2700 mL / 75
days), MO; PA Required
for Age greater than or
equal to age 19
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methylphenidate hcl tab 5 mg

PA, QL (540 tabs / 75
days), MO; PA Required
for Age greater than or
equal to age 19

methylphenidate hcl tab 10 mg

PA, QL (540 tabs / 75
days), MO; PA Required
for Age greater than or
equal to age 19

methylphenidate hcl tab 20 mg

PA, QL (270 tabs / 75
days), MO; PA Required
for Age greater than or
equal to age 19

methylphenidate hcl tab er 10 mg

PA, QL (270 tabs / 75
days), MO; PA Required
for Age greater than or
equal to age 19

methylphenidate hcl tab er 20 mg

PA, QL (270 tabs / 75
days), MO; PA Required
for Age greater than or
equal to age 19

(methylphenidate hcl tab er 20 mg)
Metadate Er

PA, QL (270 tabs / 75
days), MO; PA Required
for Age greater than or
equal to age 19

methylphenidate hcl tab er 24hr 18
mg

PA, QL (180 tabs / 75
days), MO; PA Required
for Age greater than or
equal to age 19

methylphenidate hcl tab er 24hr 27
mg

PA, QL (180 tabs / 75
days), MO; PA Required
for Age greater than or
equal to age 19

methylphenidate hcl tab er 24hr 36
mg

PA, QL (180 tabs / 75
days), MO; PA Required
for Age greater than or
equal to age 19

methylphenidate hcl tab er 24hr 54
mg

PA, QL (90 tabs / 75
days), MO; PA Required
for Age greater than or
equal to age 19

methylphenidate hcl tab er osmotic
release (osm) 18 mg

PA, QL (180 tabs / 75
days), MO; PA Required
for Age greater than or
equal to age 19
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methylphenidate hcl tab er osmotic 1 PA, QL (180 tabs / 75
release (osm) 27 mg days), MO; PA Required
for Age greater than or
equal to age 19
methylphenidate hcl tab er osmotic 1 PA, QL (180 tabs / 75
release (osm) 36 mg days), MO; PA Required
for Age greater than or
equal to age 19
methylphenidate hcl tab er osmotic 1 PA, QL (90 tabs / 75
release (osm) 54 mg days), MO; PA Required
for Age greater than or
equal to age 19
modafinil tab 100 mg 1 PA, MO
modafinil tab 200 mg 1 PA, MO
ALLERGENIC EXTRACTS/BIOLOGICALS MISC - DRUGS FOR ALLERGIES
ALLERGENIC EXTRACTS
GRASTEK SUB 2800BAU (timothy grass 2 PA, MO
pollen allergen extract)
ORALAIR SUB 300 IR (grass mixed 2 PA, MO
pollens allergen extract)
RAGWITEK SUB (short ragweed pollen 2 PA, MO

allergen extract)

AMINOGLYCOSIDES - DRUGS TO TREAT INFECTIONS
AMINOGLYCOSIDES - DRUGS TO TREAT INFECTIONS

neomyecin sulfate tab 500 mg 1

paromomyecin sulfate cap 250 mg 1

tobramycin nebu soln 300 mg/4ml 1 SP, PA, QL (224 mL / 28
days)

tobramycin nebu soln 300 mg/5ml 1 SP, PA, QL (280 mL / 28

days)

ANALGESICS - ANTI-INFLAMMATORY - DRUGS TO TREAT PAIN AND

INFLAMMATION CONDITIONS
ANTIRHEUMATIC - ENZYME INHIBITORS

RINVOQ TAB 15MG ER (upadacitinib) 2 SP, PA, QL (30 tabs / 30
days)

XELJANZ TAB 5MG (tofacitinib citrate) 2 SP, PA, QL (60 tabs / 30
days)

XELJANZ TAB 10MG (tofacitinib citrate) 2 SP, PA, QL (60 tabs / 30
days)

XELJANZ XR TAB 11MG (tofacitinib 2 SP, PA, QL (30 tabs / 30
citrate) days)

XELJANZ XR TAB 22MG (tofacitinib 2 SP, PA, QL (30 tabs / 30
citrate) days)
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NONSTEROIDAL ANTI-INFLAMMATORY AGENTS (NSAIDS)

celecoxib cap 50 mg 1 MO
celecoxib cap 100 mg 1 MO
celecoxib cap 200 mg 1 MO
celecoxib cap 400 mg 1 MO
diclofenac potassium tab 50 mg 1 MO
diclofenac sodium tab delayed release 1 MO
25 mg

diclofenac sodium tab delayed release 1 MO
50 mg

diclofenac sodium tab delayed release 1 MO
75 mg

diclofenac sodium tab er 24hr 100 mg 1 MO
diclofenac w/ misoprostol tab delayed 1 MO
release 50-0.2 mg

diclofenac w/ misoprostol tab delayed 1 MO
release 75-0.2 mg

etodolac cap 200 mg 1 MO
etodolac cap 300 mg 1 MO
etodolac tab 400 mg 1 MO
etodolac tab 500 mg 1 MO
etodolac tab er 24hr 400 mg 1 MO
etodolac tab er 24hr 500 mg 1 MO
etodolac tab er 24hr 600 mg 1 MO
flurbiprofen tab 50 mg 1 MO
flurbiprofen tab 100 mg 1 MO
ibuprofen susp 100 mg/5ml 1
ibuprofen tab 400 mg 1 MO
(Ibuprofen Tab 400 mg) IBU 1 MO
ibuprofen tab 600 mg 1 MO
(Ibuprofen Tab 600 mg) IBU 1 MO
ibuprofen tab 800 mg 1 MO
(Ibuprofen Tab 800 m) IBU 1 MO
indomethacin cap 25 mg 1 MO
indomethacin cap 50 mg 1 MO
indomethacin cap er 75 mg 1 MO
ketoprofen cap 50 mg 1 MO
ketoprofen cap 75 mg 1 MO
ketorolac tromethamine tab 10 mg 1
meclofenamate sodium cap 50 mg 1 MO
meclofenamate sodium cap 100 mg 1 MO
mefenamic acid cap 250 mg 1 MO
meloxicam tab 7.5 mg 1 MO
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meloxicam tab 15 mg 1 MO
nabumetone tab 500 mg 1 MO
nabumetone tab 750 mg 1 MO
naproxen sodium tab 275 mg 1 MO
naproxen sodium tab 550 mg 1 MO
naproxen tab 250 mg 1 MO
naproxen tab 375 mg 1 MO
naproxen tab 500 mg 1 MO
(Naproxen Tab Ec 375 mg) EC-NAPROXEN 1 MO
(Naproxen Tab Ec 375 mg) NAPROXEN 1 MO
(Naproxen Tab Ec 500 mg) EC-NAPROXEN 1 MO
(Naproxen Tab Ec 500 mg) NAPROXEN 1 MO
oxaprozin tab 600 mg 1 MO
piroxicam cap 10 mg 1 MO
piroxicam cap 20 mg 1 MO
sulindac tab 150 mg 1 MO
sulindac tab 200 mg 1 MO
tolmetin sodium cap 400 mg 1 MO
tolmetin sodium tab 600 mg 1 MO

PHOSPHODIESTERASE 4 (PDE4) INHIBITORS

OTEZLA TAB 10/20/30 (apremilast) 2 SP, PA, QL (55 tabs / 28
days)
OTEZLA TAB 30MG (apremilast) 2 SP, PA, QL (60 tabs / 30
days)
PYRIMIDINE SYNTHESIS INHIBITORS
leflunomide tab 10 mg 1 MO
leflunomide tab 20 mg 1 MO

ANALGESICS - NONNARCOTIC
ANALGESIC COMBINATIONS

butalbital-acetaminophen cap 50-300 1 QL (48 caps / 25 days)
mg
butalbital-acetaminophen tab 25-325 1 QL (96 tabs / 25 days)
mg
butalbital-acetaminophen tab 50-325 1 QL (48 tabs / 25 days)
mg
(Butalbital-acetaminophen Tab 50-325 mg) 1 QL (48 tabs / 25 days)
TENCON
(Butalbital-acetaminophen-caffeine Soln 1 QL (720 mL / 25 days)
50-325-40 mg/15ml) VTOL LQ
butalbital-acetaminophen-caffeine tab 1 QL (48 tabs / 25 days)
50-325-40 mg
butalbital-aspirin-caffeine cap 50-325- 1 QL (48 caps / 25 days)
40 mg
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SALICYLATES
(Aspirin Chew Tab 81 mg) ASPIRIN PV QL (100 tabs / 30 days);
CHILDRENS $0 copay for members

age 50-59 or age 12-59
years at risk for
preeclampsia, otherwise
not covered

aspirin tab delayed release 81 mg PV QL (100 tabs / 30 days);
$0 copay for members
age 50-59 or age 12-59
years at risk for
preeclampsia, otherwise
not covered

diflunisal tab 500 mg 1 MO
salsalate tab 500 mg 1 MO
salsalate tab 750 mg 1 MO
ANALGESICS - OPIOID - DRUGS TO TREAT PAIN
OPIOID AGONISTS
codeine sulfate tab 30 mg 1 PA, QL (42 tabs / 25
days); Subject to initial
7-day limit
fentanyl citrate buccal tab 100 mcg 1 PA
(base equiv)
fentanyl citrate buccal tab 200 mcg 1 PA
(base equiv)
fentanyl citrate buccal tab 400 mcg 1 PA
(base equiv)
fentanyl citrate buccal tab 600 mcg 1 PA
(base equiv)
fentanyl citrate buccal tab 800 mcg 1 PA
(base equiv)
fentanyl citrate lozenge on a handle 1 PA
200 mcg
fentanyl citrate lozenge on a handle 1 PA
400 mcg
fentanyl citrate lozenge on a handle 1 PA
600 mcg
fentanyl citrate lozenge on a handle 1 PA
800 mcg
fentanyl citrate lozenge on a handle 1 PA
1200 mcg
fentanyl citrate lozenge on a handle 1 PA
1600 mcg
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fentanyl td patch 72hr 12 mcg/hr 1 ST, QL (10 patches / 25
days); PA**

fentanyl td patch 72hr 25 mcg/hr 1 ST, QL (10 patches / 25
days); PA**

fentanyl td patch 72hr 37.5 mcg/hr 1 ST, QL (10 patches / 25
days); PA**

fentanyl td patch 72hr 50 mcg/hr 1 PA; High Strength
Requires PA

fentanyl td patch 72hr 62.5 mcg/hr 1 PA; High Strength
Requires PA

fentanyl td patch 72hr 75 mcg/hr 1 PA; High Strength
Requires PA

fentanyl td patch 72hr 87.5 mcg/hr 1 PA; High Strength
Requires PA

fentanyl td patch 72hr 100 mcg/hr 1 PA; High Strength
Requires PA

hydrocodone bitartrate cap er 12hr 10 1 PA

mg

hydrocodone bitartrate cap er 12hr 15 1 PA

mg

hydrocodone bitartrate cap er 12hr 20 1 PA

mg

hydrocodone bitartrate cap er 12hr 30 1 PA

_mg

hydrocodone bitartrate cap er 12hr 40 1 PA

mg

hydrocodone bitartrate cap er 12hr 50 1 PA

_mg

hydromorphone hcl liqgd 1 mg/ml 1 PA, QL (600 mL / 25
days); Subject to initial
7-day limit

hydromorphone hcl tab 2 mg 1 PA, QL (180 tabs / 25
days); Subject to initial
7-day limit

hydromorphone hcl tab 4 mg 1 PA, QL (150 tabs / 25
days); Subject to initial
7-day limit

hydromorphone hcl tab 8 mg 1 PA, QL (60 tabs / 25
days); Subject to initial
7-day limit

hydromorphone hcl tab er 24hr 8 mg 1 ST, QL (120 tabs / 25
days); PA**

hydromorphone hcl tab er 24hr 12 mg 1 ST, QL (120 tabs / 25
days); PA**
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hydromorphone hcl tab er 24hr 16 mg

ST, QL (120 tabs / 25
days); PA**

hydromorphone hcl tab er 24hr 32 mg

PA, QL (120 tabs / 25
days); Subject to initial
7-day limit

meperidine hcl oral soln 50 mg/5ml

PA, QL (90 mL / 25
days); Subject to initial
7-day limit

meperidine hcl tab 50 mg

PA, QL (18 tabs / 25
days); Subject to initial
7-day limit

methadone hcl conc 10 mg/ml

QL (30 mL / 25 days);
Indicated for opioid
addiction

(Methadone Hcl Conc 10 mg/ml)
METHADONE HCL INTENSOL

PA, QL (30 mL/ 25
days); Indicated for
opioid addiction

methadone hcl soln 5 mg/5ml

ST, QL (450 ml / 25
days); PA**

methadone hcl soln 10 mg/5ml

ST, QL (300 mL / 25
days); PA**

methadone hcl tab 5 mg

ST, QL (90 tabs / 25
days); PA**

methadone hcl tab 10 mg

ST, QL (60 tabs / 25
days); PA**

methadone hcl tab for oral susp 40 mg

QL (180 tabs / 25 days);
Indicated for opioid
addiction

(Methadone Hcl Tab For Oral Susp 40 mg) 1 QL (90 tabs / 25 days);
METHADOSE Indicated for opioid
addiction
morphine sulfate beads cap er 24hr 30 1 ST, QL (30 caps / 25
mg days); PA**
morphine sulfate beads cap er 24hr 45 1 ST, QL (30 caps / 25
mg days); PA**
morphine sulfate beads cap er 24hr 60 1 ST, QL (30 caps / 25
mg days); PA**
morphine sulfate beads cap er 24hr 75 1 ST, QL (30 caps / 25
_mg days), PA**
morphine sulfate beads cap er 24hr 90 1 ST, QL (30 caps / 25
mg days); PA**
morphine sulfate beads cap er 24hr 1 PA; High Strength
120 mg Requires PA
morphine sulfate cap er 24hr 10 mg 1 ST, QL (60 caps / 25
days); PA**
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morphine sulfate cap er 24hr 20 mg

ST, QL (60 caps / 25
days); PA**

morphine sulfate cap er 24hr 30 mg

ST, QL (60 caps / 25
days); PA**

morphine sulfate cap er 24hr 40 mg

ST, QL (60 caps / 25
days); PA**

morphine sulfate cap er 24hr 50 mg

ST, QL (30 caps / 25
days); PA*x*

morphine sulfate cap er 24hr 60 mg

ST, QL (30 caps / 25
days); PA**

morphine sulfate cap er 24hr 80 mg

ST, QL (30 caps / 25
days); PA**

morphine sulfate cap er 24hr 100 mg

PA; High Strength
Requires PA

morphine sulfate oral soln 10 mg/5ml

-

PA, QL (900 mL / 25

days); Subject to initial

7-day limit

morphine sulfate oral soln 20 mg/5ml

-

PA, QL (675 mL/ 25

days); Subject to initial

7-day limit

morphine sulfate oral soln 100
mg/5ml (20 mg/ml)

PA, QL (135 mL / 25

days); Subject to initial

7-day limit

morphine sulfate suppos 5 mg

PA, QL (180 supp / 25

days); Subject to initial

7-day limit

morphine sulfate suppos 10 mg

PA, QL (180 supp / 25

days); Subject to initial

7-day limit

morphine sulfate suppos 20 mg

PA, QL (120 supp / 25

days); Subject to initial

7-day limit

morphine sulfate suppos 30 mg

PA, QL (90 supp / 25

days); Subject to initial

7-day limit

morphine sulfate tab 15 mg

PA, QL (180 tabs / 25

days); Subject to initial

7-day limit

morphine sulfate tab 30 mg

PA, QL (90 tabs / 25

days); Subject to initial

7-day limit

morphine sulfate tab er 15 mg

ST, QL (90 tabs / 25
days); PA**

morphine sulfate tab er 30 mg

ST, QL (90 tabs / 25
days); PA**
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morphine sulfate tab er 60 mg 1 PA; High Strength
Requires PA

morphine sulfate tab er 100 mg 1 PA; High Strength
Requires PA

morphine sulfate tab er 200 mg 1 PA; High Strength
Requires PA

NUCYNTA ER TAB 50MG (tapentadol hcl) 2 ST, QL (60 tabs / 25
days); PA*x*

NUCYNTA ER TAB 100MG (tapentadol 2 ST, QL (60 tabs / 25

hcl) days); PA**

NUCYNTA ER TAB 150MG (tapentadol 2 PA; High Strength

hcl) Requires PA

NUCYNTA ER TAB 200MG (tapentadol 2 PA; High Strength

hcl) Requires PA

NUCYNTA ER TAB 250MG (tapentadol 2 PA; High Strength

hcl) Requires PA

NUCYNTA TAB 50MG (tapentadol hcl) 2 PA, QL (120 tabs / 25
days); Subject to initial
7-day limit

NUCYNTA TAB 75MG (tapentadol hcl) 2 PA, QL (90 tabs / 25
days); Subject to initial
7-day limit

NUCYNTA TAB 100MG (tapentadol hcl) 2 PA, QL (60 tabs / 25
days); Subject to initial
7-day limit

oxycodone hcl cap 5 mg 1 PA, QL (180 caps / 25
days); Subject to initial
7-day limit

oxycodone hcl conc 100 mg/5ml (20 1 PA, QL (90 mL / 25

mg/ml) days); Subject to initial
7-day limit

oxycodone hcl soln 5 mg/5ml| 1 PA, QL (900 mL / 25
days); Subject to initial
7-day limit

oxycodone hcl tab 5 mg 1 PA, QL (180 tabs / 25
days); Subject to initial
7-day limit

oxycodone hcl tab 10 mg 1 PA, QL (180 tabs / 25
days); Subject to initial
7-day limit

oxycodone hcl tab 15 mg 1 PA, QL (120 tabs / 25
days); Subject to initial
7-day limit

MO - Available at mail-order OAC - Oral Anti-Cancer PA - Prior Authorization PA** - 28

Prior Authorization if step therapy is not met QL - Quantity Limits SP - Specialty ST -
Step Therapy



PRESCRIPTION DRUG NAME

DRUG
TIER

COVERAGE

REQUIREMENTS AND

LIMITS

oxycodone hcl tab 20 mg

PA, QL (90 tabs / 25

days); Subject to initial

7-day limit

oxycodone hcl tab 30 mg

PA, QL (60 tabs / 25

days); Subject to initial

7-day limit

oxycodone hcl tab er 12hr deter 10 mg

ST, QL (60 tabs / 25
days); PA*x*

oxycodone hcl tab er 12hr deter 15 mg

ST, QL (60 tabs / 25
days); PA**

oxycodone hcl tab er 12hr deter 20 mg

ST, QL (60 tabs / 25
days); PA**

oxycodone hcl tab er 12hr deter 30 mg

ST, QL (60 tabs / 25
days); PA**

oxycodone hcl tab er 12hr deter 40 mg

PA; High Strength
Requires PA

oxycodone hcl tab er 12hr deter 60 mg

PA; High Strength
Requires PA

oxycodone hcl tab er 12hr deter 80 mg

PA; High Strength
Requires PA

oxymorphone hcl tab 5 mg

PA, QL (180 tabs / 25

days); Subject to initial

7-day limit

oxymorphone hcl tab 10 mg

PA, QL (90 tabs / 25

days); Subject to initial

7-day limit

SUBSYS SPR 100MCG (fentanyl) 2 PA

SUBSYS SPR 200MCG (fentanyl) 2 PA

SUBSYS SPR 400MCG (fentanyl) 2 PA

SUBSYS SPR 600MCG (fentanyl) 2 PA

SUBSYS SPR 800MCG (fentanyl) 2 PA

SUBSYS SPR 1200MCG (fentanyl) 2 PA

SUBSYS SPR 1600MCG (fentanyl) 2 PA

tramadol hcl cap er 24hr biphasic 1 ST, QL (30 caps / 25
release 100 mg days); PA**
tramadol hcl cap er 24hr biphasic 1 ST, QL (30 caps / 25
release 150 mg days); PA**

tramadol hcl cap er 24hr biphasic
release 200 mg

ST, PA; High Strength
Requires PA, PA**

tramadol hcl cap er 24hr biphasic
release 300 mg

ST, PA; High Strength
Requires PA, PA**

tramadol hcl tab 50 mg

PA, QL (180 tabs / 25

days); Subject to initial

7-day limit
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tramadol hcl tab er 24hr 100 mg 1 ST, QL (30 tabs / 25);
PA**
tramadol hcl tab er 24hr 200 mg 1 PA; High Strength
Requires PA
tramadol hcl tab er 24hr 300 mg 1 PA; High Strength
Requires PA
tramadol hcl tab er 24hr biphasic 1 ST, QL (30 tabs / 25);
release 100 mg PA**
tramadol hcl tab er 24hr biphasic 1 PA; High Strength
release 200 mg Requires PA
tramadol hcl tab er 24hr biphasic 1 PA; High Strength
release 300 mg Requires PA
XTAMPZA ER CAP 9MG (oxycodone) 2 ST, QL (60 caps / 25
days); PA**
XTAMPZA ER CAP 13.5MG (oxycodone) 2 ST, QL (60 caps / 25
days); PA**
XTAMPZA ER CAP 18MG (oxycodone) 2 ST, QL (60 caps / 25
days); PA**
XTAMPZA ER CAP 27MG (oxycodone) 2 ST, QL (60 caps / 25
days); PA**
XTAMPZA ER CAP 36MG (oxycodone) 2 PA; High Strength
Requires PA

OPIOID COMBINATIONS

acetaminophen w/ codeine soln 120-
12 mg/5mli

ST, QL (2700 mL / 25
days); Subject to initial
7-day limit, PA**

acetaminophen w/ codeine tab 300-15
mg

ST, QL (400 tabs / 25
days); Subject to initial
7-day limit, PA**

acetaminophen w/ codeine tab 300-30 1 ST, QL (360 tabs / 25
mg days); Subject to initial
7-day limit, PA**
acetaminophen w/ codeine tab 300-60 1 ST, QL (180 tabs / 25
mg days); Subject to initial
7-day limit, PA**
acetaminophen-caffeine- 1 ST, QL (300 caps / 25
dihydrocodeine cap 320.5-30-16 mg days); Subject to initial
7-day limit, PA**
(Acetaminophen-caffeine- 1 ST, QL (300 caps / 25
dihydrocodeine Cap 320.5-30-16 mg) days); Subject to initial
TREZIK 7-day limit, PA**
acetaminophen-caffeine- 1 ST, QL (300 tabs / 25
dihydrocodeine tab 325-30-16 mg days); Subject to initial
7-day limit, PA**
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butalbital-acetaminophen-caff w/ cod 1 QL (48 caps / 25 days)
cap 50-300-40-30 mg
butalbital-acetaminophen-caff w/ cod 1 QL (48 caps / 25 days)
cap 50-325-40-30 mg
butalbital-aspirin-caff w/ codeine cap 1 QL (48 caps / 25 days)
50-325-40-30 mg
(Butalbital-aspirin-caff W/ codeine Cap 50- 1 QL (48 caps / 25 days)
325-40-30 mg) ASCOMP/ CODEINE
hydrocodone-acetaminophen soin 7.5- 1 ST, QL (2700 mL / 25
325 mg/15ml days); Subject to initial
7-day limit, PA**
hydrocodone-acetaminophen tab 5- 1 ST, QL (240 tabs / 25
300 mg days); Subject to initial
7-day limit, PA**
hydrocodone-acetaminophen tab 5- 1 ST, QL (240 tabs / 25
325 mg days); Subject to initial
7-day limit, PA**
hydrocodone-acetaminophen tab 7.5- 1 ST, QL (180 tabs / 25
300 mg days); Subject to initial
7-day limit, PA**
hydrocodone-acetaminophen tab 7.5- 1 ST, QL (180 tabs / 25
325 mg days); Subject to initial
7-day limit, PA**
hydrocodone-acetaminophen tab 10- 1 ST, QL (180 tabs / 25
300 mg days); Subject to initial
7-day limit, PA**
hydrocodone-acetaminophen tab 10- 1 ST, QL (180 tabs / 25
325 mg days); Subject to initial
7-day limit, PA**
hydrocodone-ibuprofen tab 5-200 mg 1 ST, QL (50 tabs / 25
days); Subject to initial
7-day limit, PA**
hydrocodone-ibuprofen tab 7.5-200 1 ST, QL (50 tabs / 25
mg days); Subject to initial
7-day limit, PA**
hydrocodone-ibuprofen tab 10-200 mg 1 ST, QL (50 tabs / 25
days); Subject to initial
7-day limit, PA**
oxycodone w/ acetaminophen tab 2.5- 1 ST, QL (360 tabs / 25
325 mg days); Subject to initial
7-day limit, PA**
(Oxycodone W/ acetaminophen Tab 2.5- 1 ST, QL (360 tabs / 25
325 mg) ENDOCET days); Subject to initial
7-day limit, PA**
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oxycodone w/ acetaminophen tab 5- 1 ST, QL (360 tabs / 25
325 mg days); Subject to initial
7-day limit, PA**
(Oxycodone W/ acetaminophen Tab 5-325 1 ST, QL (360 tabs / 25
mg) ENDOCET days); Subject to initial
7-day limit, PA**
oxycodone w/ acetaminophen tab 7.5- 1 ST, QL (240 tabs / 25
325 mg days); Subject to initial
7-day limit, PA**
(Oxycodone W/ acetaminophen Tab 7.5- 1 ST, QL (240 tabs / 25
325 mg) ENDOCET days); Subject to initial
7-day limit, PA**
oxycodone w/ acetaminophen tab 10- 1 ST, QL (180 tabs / 25
325 mg days); Subject to initial
7-day limit, PA**
(Oxycodone W/ acetaminophen Tab 10- 1 ST, QL (180 tabs / 25
325 mg) ENDOCET days); Subject to initial
7-day limit, PA**
oxycodone-aspirin tab 4.8355-325 mg 1 ST, QL (360 tabs / 25

days); Subject to initial
7-day limit, PA**

tramadol-acetaminophen tab 37.5-325
mg

ST, QL (40 tabs / 25
days); Subject to initial
7-day limit, PA**

OPIOID PARTIAL AGONISTS

BELBUCA MIS 75MCG (buprenorphine 2 ST, QL (60 films / 25
hcl) days); PA**
BELBUCA MIS 150MCG (buprenorphine 2 ST, QL (60 films / 25
hcl) days); PA**
BELBUCA MIS 300MCG (buprenorphine 2 ST, QL (60 films / 25
hcl) days); PA**
BELBUCA MIS 450MCG (buprenorphine 2 ST, QL (60 films / 25
hcl) days); PA**
BELBUCA MIS 600MCG (buprenorphine 2 PA; High Strength
hcl) Requires PA
BELBUCA MIS 750MCG (buprenorphine 2 PA; High Strength
hcl) Requires PA
BELBUCA MIS 900MCG (buprenorphine 2 PA; High Strength
hcl) Requires PA
buprenorphine hcl sl tab 2 mg (base 1
equiv)
buprenorphine hcl sl tab 8 mg (base 1
equiv)
buprenorphine hcl-naloxone hcl sl film 1
2-0.5 mg (base equiv)
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buprenorphine hcl-naloxone hcl sl film
4-1 mg (base equiv)

1

buprenorphine hcl-naloxone hcl sl film
8-2 mg (base equiv)

1

buprenorphine hcl-naloxone hcl sl film
12-3 mg (base equiv)

buprenorphine hcl-naloxone hcl sl tab
2-0.5 mg (base equiv)

buprenorphine hcl-naloxone hcl sl tab
8-2 mg (base equiv)

buprenorphine td patch weekly 5
mcg/hr

ST, PA, QL (4 patches /
month)

buprenorphine td patch weekly 7.5

ST, PA, QL (4 patches /

mcg/hr month)

buprenorphine td patch weekly 10 1
mcg/hr

ST, PA, QL (4 patches /
month)

buprenorphine td patch weekly 15 1
mcg/hr

PA; High Strength
Requires PA

buprenorphine td patch weekly 20 1
mcg/hr

PA; High Strength
Requires PA

butorphanol tartrate nasal soln 10 1
mg/ml

pentazocine w/ naloxone tab 50-0.5 1
mg

PA, QL (120 tabs / 25
days); Subject to initial
7-day limit

ZUBSOLV SUB 0.7-0.18 (buprenorphine 2
hcl-naloxone hcl dihydrate)

ZUBSOLV SUB 1.4-0.36 (buprenorphine 2
hcl-naloxone hcl dihydrate)

ZUBSOLV SUB 2.9-0.71 (buprenorphine 2
hcl-naloxone hcl dihydrate)

ZUBSOLV SUB 5.7-1.4 (buprenorphine 2
hcl-naloxone hcl dihydrate)

ZUBSOLV SUB 8.6-2.1 (buprenorphine 2
hcl-naloxone hcl dihydrate)

ZUBSOLV SUB 11.4-2.9 (buprenorphine 2
hcl-naloxone hcl dihydrate)

ANDROGENS-ANABOLIC - DRUGS TO REGULATE MALE HORMONES
ANABOLIC STEROIDS

oxandrolone tab 2.5 mg 1 PA
oxandrolone tab 10 mg 1 PA
ANDROGENS
ANDRODERM DIS 2MG/24HR 2 PA, MO
(testosterone)
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ANDRODERM DIS 4MG/24HR 2 PA, MO
(testosterone)

danazol cap 50 mg

danazol cap 100 mg

danazol cap 200 mg

methyltestosterone cap 10 mg PA, MO

testosterone td gel 10mg/act (2% ) PA, MO

testosterone td gel 12.5 mg/act (1%) PA, MO

e e

testosterone td gel 20.25 mg/1.25gm
(1.62%)

PA, MO

testosterone td gel 20.25 mg/act 1 PA, MO
(1.62%)

testosterone td gel 25 mg/2.5gm 1 PA, MO
(1%)

testosterone td gel 40.5 mg/2.5gm 1 PA, MO
(1.62%)

testosterone td gel 50 mg/5gm (1%) 1 PA, MO

testosterone td soln 30 mg/act 1 PA, MO

ANORECTAL AND RELATED PRODUCTS
INTRARECTAL STEROIDS

CORTIFOAM AER 90MG (hydrocortisone 2
acetate (intrarectal))

hydrocortisone enema 100 mg/60ml 1

RECTAL COMBINATIONS

hydrocortisone acetate w/ pramoxine 1
perianal cream 1-1%

PROCTOFOAM AER HC 1% 2
(hydrocortisone acetate w/
pramoxine)

RECTAL STEROIDS

hydrocortisone perianal cream 1% 1

(Hydrocortisone Perianal Cream 1%) 1
PROCTO-PAK

hydrocortisone perianal cream 2.5% 1

(Hydrocortisone Perianal Cream 2.5%) 1
PROCTO=MED HC

(Hydrocortisone Perianal Cream 2.5%) 1
PROTOZONE -HC-PAK

ANTHELMINTICS - DRUGS TO TREAT INFECTIONS OF PARASITES
ANTHELMINTICS - DRUGS TO TREAT INFECTIONS OF PARASITES

albendazole tab 200 mg 1
EMVERM CHW 100MG (mebendazole) 2
ivermectin tab 3 mg 1
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praziquantel tab 600 mg 1

ANTI-INFECTIVE AGENTS - MISC. - DRUGS TO TREAT INFECTIONS
ANTI-INFECTIVE AGENTS - MISC. - DRUGS TO TREAT INFECTIONS

metronidazole cap 375 mg

metronidazole tab 250 mg

metronidazole tab 500 mg

o e il

pentamidine isethionate for
nebulization soln 300 mg

tinidazole tab 250 mg

tinidazole tab 500 mg

trimethoprim tab 100 mg

N ===

XIFAXAN TAB 550MG (rifaximin) MO

ANTI-INFECTIVE MISC. - COMBINATIONS

sulfamethoxazole-trimethoprim susp 1
200-40 mg/5ml

[

(Sulfamethoxazole-trimethoprim Susp 200-
40 mg/5ml) SULFATRIM PEDIATRIC

sulfamethoxazole-trimethoprim tab 1
400-80 mg

sulfamethoxazole-trimethoprim tab 1
800-160 mg

ANTIPROTOZOAL AGENTS

atovaquone susp 750 mg/5ml 1

nitazoxanide tab 500 mg 1

GLYCOPEPTIDES

vancomycin hcl cap 125 mg (base 1
equivalent)

vancomycin hcl cap 250 mg (base 1
equivalent)

LEPROSTATICS

-

dapsone tab 25 mg MO

-

dapsone tab 100 mg MO

LINCOSAMIDES

clindamycin hcl cap 75 mg

clindamycin hcl cap 150 mg

clindamycin hcl cap 300 mg

ol D il

clindamycin palmitate hcl for soln 75
mg/5ml (base equiv)

OXAZOLIDINONES

linezolid for susp 100 mg/5ml 1

linezolid tab 600 mg 1
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URINARY ANTI-INFECTIVES - DRUGS TO TREAT URINARY TRACT
INFECTIONS

fosfomycin tromethamine powd pack 3 1
gm (base equivalent)

methenamine hippurate tab 1 gm 1
methenamine mandelate tab 0.5 gm 1
nitrofurantoin macrocrystalline cap 25 1
mg

nitrofurantoin macrocrystalline cap 50 1
mg

nitrofurantoin macrocrystalline cap 1
100 mg

nitrofurantoin monohydrate 1
macrocrystalline cap 100 mg

nitrofurantoin susp 25 mg/5ml 1

ANTIANGINAL AGENTS - DRUGS TO TREAT HEART CONDITIONS
ANTIANGINALS-OTHER

ranolazine tab er 12hr 500 mg 1 MO
ranolazine tab er 12hr 1000 mg 1 MO
NITRATES

isosorbide dinitrate tab 5 mg 1 MO

isosorbide dinitrate tab 10 mg 1 MO

isosorbide dinitrate tab 20 mg 1 MO

isosorbide dinitrate tab 30 mg 1 MO

isosorbide mononitrate tab 10 mg 1 MO

isosorbide mononitrate tab 20 mg 1 MO

isosorbide mononitrate tab er 24hr 30 1 MO

mg

isosorbide mononitrate tab er 24hr 60 1 MO

mg

isosorbide mononitrate tab er 24hr 1 MO

120 mg

NITRO-DUR DIS 0.3MG/HR 2 MO

(nitroglycerin)

NITRO-DUR DIS 0.8MG/HR 2 MO

(nitroglycerin)

nitroglycerin sl tab 0.3 mg 1 MO

nitroglycerin sl tab 0.4 mg 1 MO

nitroglycerin sl tab 0.6 mg 1 MO

nitroglycerin td patch 24hr 0.1 mg/hr 1 MO

(Nitroglycerin Td Patch 24hr 0.1 mg/hr) 1 MO

MINITRAN

nitroglycerin td patch 24hr 0.2 mg/hr 1 MO
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(Nitroglycerin Td Patch 24hr 0.2 mg/hr) 1 MO
MINITRAN

nitroglycerin td patch 24hr 0.4 mg/hr 1 MO
(Nitroglycerin Td Patch 24hr 0.4 mg/hr) 1 MO
MINITRAN

nitroglycerin td patch 24hr 0.6 mg/hr 1 MO
(Nitroglycerin Td Patch 24hr 0.6 mg/hr) 1 MO
MINITRAN

nitroglycerin tl soln 0.4 mg/spray 1 MO
(400 mcg/spray)

ANTIANXIETY AGENTS - DRUGS TO TREAT ANXIETY
ANTIANXIETY AGENTS - MISC.

buspirone hcl tab 5 mg

buspirone hcl tab 7.5 mg

buspirone hcl tab 10 mg

buspirone hcl tab 15 mg

buspirone hcl tab 30 mg

hydroxyzine hcl syrup 10 mg/5ml

hydroxyzine hcl tab 10 mg

hydroxyzine hcl tab 25 mg

hydroxyzine hcl tab 50 mg

hydroxyzine pamoate cap 25 mg

hydroxyzine pamoate cap 50 mg

hydroxyzine pamoate cap 100 mg

meprobamate tab 200 mg

RlRrRr|RrRrRrRRR(R(RR[R|~

meprobamate tab 400 mg

BENZODIAZEPINES

alprazolam orally disintegrating tab 1
0.5 mg

alprazolam orally disintegrating tab 1
0.25 mg

alprazolam orally disintegrating tab 1 1
mg

alprazolam orally disintegrating tab 2 1
_mg

alprazolam tab 0.5 mg

alpr