Express Scripts Medicare* (PoP)

Express Scripts Medicare (PDP)
2015 Formulary (List of Covered Drugs)

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

Version Number: Formulary ID Number: 15068, v6

This formulary was updated on 08/06/2014. For more recent information or other questions, please
contact Express Scripts Medicare® (PDP) Customer Service at the numbers located on the back of
your member ID card. Customer Service is available 24 hours a day, 7 days a week. You can also visit
us on the Web at www.Express-Scripts.com.

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

When this drug list (formulary) refers to “we,” “us” or “our,” it means Express Scripts Insurance
Company or Medco Containment Life Insurance Company. When it refers to “plan” or “our plan,” it
means Express Scripts Medicare.

This document includes the list of the covered drugs (formulary) for our plan, which is current as of
August 6, 2014. For more recent information, please contact us. Our contact information, along with the
date we last updated the formulary, appears above and on the back cover.

You must use network pharmacies to fill your prescriptions to get the most from your benefit.
Benefits, formulary, pharmacy network, premium and/or copayments/coinsurance may change on
January 1, 2016, and from time to time during the year.

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

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

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

7 dias de la semana.

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

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

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

Can my drug coverage change?

Generally, if you are taking a drug covered by your plan in 2015, Express Scripts Medicare will not
discontinue or reduce coverage of the drug during the 2015 coverage year, except when a new, less
expensive generic drug becomes available or when new adverse information about the safety or
effectiveness of a drug is released. Other types of formulary changes, such as removing a drug
from our plan’s coverage, will not affect members who are currently taking the drug. It will remain
available at the same copayment or coinsurance amount for those members taking it for the
remainder of the coverage year. We feel it is important that you have continued access for the
remainder of the coverage year to the drugs that were available when you chose our plan, except
for cases in which you can save additional money or we can ensure your safety.

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

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

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




Alphabetical Listing
If you are not sure what category to look under, you should look for your drug in the Index that
begins on page 92. The Index provides an alphabetical list of all of the drugs included in this
document. Both brand-name drugs and generic drugs are listed in the Index. Look in the Index and
find your drug. Next to your drug, you will see the page number where you can find coverage
information. Turn to the page listed in the Index and find the name of your drug in the “Drug Name”
column of the list.

What are generic drugs?

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

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

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

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

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

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

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

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

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

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

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

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

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

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

e You can ask us to cover a formulary drug at a lower cost-sharing level. If your drug is contained
in our Non-Preferred Brand Drug tier, you can ask us to cover it at the cost-sharing amount that
applies to drugs in our Preferred Brand Drug tier instead. If approved, this would lower the
amount you must pay for your drug.

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

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

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

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

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

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

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

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

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

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

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

Other times when we will cover a temporary 31-day transition supply (or less, if you have a prescription
written for fewer days) include:

When you enter a long-term care facility

When you leave a long-term care facility

When you are discharged from a hospital

When you leave a skilled nursing facility

When you cancel hospice care

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

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

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

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

Prescription drugs when used to promote fertility

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

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

Prescription vitamins and mineral products (except prenatal vitamins and fluoride preparations,

which are considered Part D drugs)

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

e Over-the-counter (OTC) diabetic supplies

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

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

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

Formulary
The formulary that begins on page 1 provides coverage information about some of the drugs covered by
this plan. If you have trouble finding your drug in the list, turn to the Index that begins on page 92.

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

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

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

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

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

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

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



Drug Tiers

Tier Includes Helpful tips
Tier 1: This tier includes many Use Tier 1 drugs for the lowest cost-sharing
Generic commonly prescribed generic amount.
Drugs drugs and may include other

low-cost drugs.
Tier 2: This tier includes mostly Drugs in this tier will generally have lower
Preferred brand-name drugs as well as cost-sharing amounts than non-preferred
Brand some generic drugs. brand drugs.
Drugs
Tier 3: This tier includes non-preferred Many non-preferred drugs have lower-cost
Non-Preferred | brand-name drugs as well as alternatives in Tiers 1 and 2. Ask your doctor
Brand Drugs | some generic drugs. if switching to a lower-cost generic or preferred

brand-name drug may be right for you.

If you qualify for Extra Help

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

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

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

If you have general questions about Medicare prescription drug coverage, please call Medicare at

1.800.MEDICARE (1.800.633.4227), 24 hours a day, 7 days a week. TTY users should call
1.877.486.2048. Or visit http://www.medicare.gov.
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Below is a list of abbreviations that may appear on the following pages in the “Requirements/Limits”
column that tells you if there are any special requirements for coverage of your drug.

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

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

List of abbreviations

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

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

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

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

treat your medical condition, we may not cover Drug B unless you try Drug A first. If Drug A does not
work for you, we will then cover Drug B.
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Drug Name

Drug
Tier

Requirements
/Limits

ANTIFUNGAL AGENTS

ABELCET 2 PA; MO

AMBISOME 2 PA; MO

amphotericin b 1 PA; MO

ANCOBON 3 MO

CANCIDAS 2 PA; MO

clotrimazole mucous 1 MO

membrane

DIFLUCAN 3 MO

ERAXIS(WATER 3 MO

DILUENT)

INTRAVENOUS

RECON SOLN 100

MG

fluconazole 1 MO

fluconazole in 1

dextrose(iso-0)

intravenous

piggyback 400

mg/200 ml

Sflucytosine 1 MO

GRIS-PEG 3 MO

(ULTRAMICROSIZ

E)

griseofulvin 1 MO

microsize

griseofulvin 1 MO

ultramicrosize

itraconazole 1 MO; QL (120
per 30 days)

ketoconazole oral 1 MO

Drug Name Drug Requirements
Tier /Limits

LAMISIL ORAL 2 MO

GRANULES IN

PACKET

LAMISIL ORAL 3 MO

TABLET

MYCAMINE 2 MO

NOXAFIL ORAL 2 MO

nystatin oral 1 MO

suspension

nystatin oral tablet 1 MO

ONMEL 3 MO; QL (30
per 30 days)

SPORANOX ORAL 3 MO; QL (120

CAPSULE per 30 days)

SPORANOX ORAL 2 MO

SOLUTION

SPORANOX 3 MO; QL (120

PULSEPAK per 30 days)

terbinafine oral 1 MO

VFEND 3 MO

VFEND IV 3 MO

voriconazole 1 MO

ANTIVIRALS

abacavir 1 MO

abacavir- 1 MO

lamivudine-

zidovudine

acyclovir oral 1 MO

acyclovir sodium 1 PA

intravenous solution

adefovir 1 MO

amantadine hcl oral 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
APTIVUS ORAL 2 MO INCIVEK 3 MO
CAPSULE INTELENCE ORAL 2 MO
APTIVUS ORAL 2 TABLET 100 MG,
SOLUTION 200 MG
ATRIPLA 2 MO INTELENCE ORAL 2
BARACLUDE 2 MO TABLET 25 MG
cidofovir 1 PA; MO INVIRASE 2 MO
ISENTRESS ORAL 2
COMBIVIR 3 MO POWDER IN
COMPLERA 2 MO PACKET
COPEGUS 3 MO ISENTRESS ORAL 2 MO
CRIXIVAN 2 MO TABLET
ISENTRESS ORAL 2 MO
CYTOVENE 3 MO TABLET,CHEWAB
didanosine 1 MO LE
EDURANT 2 MO KALETRA 2 MO
EMTRIVA 2 MO lamivudine 1 MO
EPIVIR ORAL 2 MO lamivudine- 1 MO
SOLUTION zidovudine
EPIVIR ORAL 3 MO LEXIVA 2 MO
TABLET MODERIBA 1 MO
EPIVIR HBV 2 MO
ORAL SOLUTION MODERIBA DOSE 1 MO
PACK ORAL
EPIVIR HBV 3 MO TABLETS,DOSE
ORAL TABLET PACK 400 MG (7)-
EPZICOM 2 MO 400 MG (7), 600
MG (7)- 600 MG (7)
famciclovir 1 MO —
nevirapine 1 MO
FAMVIR 3 MO
NORVIR 2 MO
FLUMADINE 3
OLYSIO 2 PA; MO
foscarnet 1 PA; MO
PREZISTA ORAL 2 MO
FUZEON 2 MO SUSPENSION
ganciclovir sodium 1 MO
HEPSERA 3 MO

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

PREZISTA ORAL 2 MO stavudine 1 MO
TABLET 150 MG,
600 MG, 75 MG, STRIBILD 2 MO
800 MG SUSTIVA 2 MO
REBETOL ORAL 3 MO SYNAGIS 2 MO; LA
CAPSULE INTRAMUSCULA
REBETOL ORAL 2 MO ll\ld(S}%LsU l;l;III?N >0
SOLUTION i
oo, 3 wooiw  IGMEONE * Mool
DISKHALER per 180 days)

TAMIFLU ORAL 2 MO; QL (42
RESCRIPTOR 2 MO CAPSULE 45 MG, per 180 days)
RETROVIR 75 MG
INTRAVENOUS TAMIFLU ORAL 2 MO; QL (600
RETROVIR ORAL 3 MO SUSPENSION FOR per 180 days)
REYATAZ ) MO Il}IECONSTITUTIO
RIBAPAK DOSE 1 MO
PACK ORAL TIVICAY 2 MO
TABLETS,DOSE TRIZIVIR 3 MO
PACK 400-400 MG
(28)-MG (28). 600- TRUVADA 2 MO
400 MG (28)-MG TYZEKA 2 MO
(32)’&08'62%0 MG valacyclovir 1 MO; QL (30
(28)- (28) per 30 days)
RIBASPHERE 1 MO VALCYTE 2 MO
ORAL CAPSULE

VALTREX 3 MO; QL (30
RIBASPHERE 1 MO per é(? d a( 5)
ORAL TABLET Y
200 MG, 600 MG VICTRELIS 2 MO
RIBASPHERE 1 VIDEX 2 GRAM 2 MO
ORAL TABLET PEDIATRIC
400 MG VIDEX EC 3 MO
rimantadine 1 MO VIRAMUNE 3 MO
SELZENTRY 2 MO
SOVALDI 2 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
VIRAMUNE XR 2 MO cefazolin injection 1 MO
ORAL TABLET recon soln 1 gram
EXTENDED cefazolin injection 1
RELEASE 24 HR g
recon soln 10 gram,
100 MG
500 mg
VIRAMUNE XR 3 MO .
ORAL TABLET e
EXTENDED iggyback 1 gram/50
RELEASE 24 HR pesy &
400 MG
VIRAZOLE 2 MO cefdinir i MO
cefditoren pivoxil 1
VIREAD 2 MO oral tablet 200 mg
VISTIDE 3 PA; MO cefepime 1 MO
ZERIT 3 MO .
cefotaxime injection 1
ZIAGEN ORAL 2 MO recon soln 1 gram, 2
SOLUTION gram, 500 mg
ZIAGEN ORAL 3 MO cefotaxime injection 1 MO
TABLET recon soln 10 gram
zidovudine 1 MO cefotetan 1
ZOVIRAX ORAL 3 MO cefoxitin intravenous 1 MO
SUSPENSION recon soln 1 gram
CEPHALOSPORINS cefoxitin intravenous 1
CEDAX ORAL 3 MO Secfgnfd n 10 gram,
CAPSULE £
CEDAX ORAL 3 MO cefoxitin in dexirose, (R
SUSPENSION FOR
RECONSTITUTIO cefpodoxime 1 MO
N 180 MG/5 ML cefprozil 1 MO
CEDAX ORAL 3 ceftazidime injection 1
SUSPENSION FOR recon soln 1 gram, 6
RECONSTITUTIO
gram
N 90 MG/5 ML
P ) MO ceftazidime injection 1 MO
cefaclor recon soln 2 gram
cefadroxil 1 MO ceftazidime in d5w 3

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
CEFTIN 3 MO FORTAZ 3
ceftriaxone injection 1 INJECTION
recon soln 1 OJ ram RECON SOLN 6
g GRAM
coroone ecion [ MO ;
& INTRAVENOUS
500 mg
ceftriaxone 1 MO KEFLEX 3 MO
intravenous MAXIPIME 3 MO
cefuroxime axetil 1 MO INJECTION
. . ROCEPHIN 3 MO
;ff:gtc;;c;me sodium 1 MO INJECTION
Y RECON SOLN 500
cefuroxime sodium 1 MG
intravenous SPECTRACEF 3 MO
cephalexin . V0 SUPRAX ORAL 2 MO
CLAFORAN 3 MO CAPSULE
INJECTION SUPRAX ORAL 2 MO
RECON SOLN 1
GRAM. 10 GRAM SUSPENSION FOR
) GRAI)\/[ i RECONSTITUTIO
N 100 MG/5 ML,
CLAFORAN 3 200 MG/5 ML
{ggggllggm 500 SUPRAX ORAL 2
MG SUSPENSION FOR
RECONSTITUTIO
CLAFORAN 3 N 500 MG/5 ML
INTRAVENOUS SUPRAX ORAL 2 MO
RECON SOLN 1 TABLET
GRAM
cvor 3 wo  Samaxom T o
INTRAVENOUS LE ’
RECON SOLN 2
GRAM TEFLARO 3 MO
FORTAZ 3 MO ZINACEF 3 MO
INJECTION INJECTION
RECON SOLN 2 RECON SOLN 1.5
GRAM GRAM

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

Tier /Limits Tier /Limits
ZINACEF 3 erythromycin oral 1 MO
INJECTION tablet
&%:ON SOLN'750 erythromycin 1 MO
ethylsuccinate oral
ZINACEF 3 .
INTRAVENOUS ZZ ]Z; ro Z’ngllg MO
RECON SOLN 7.5
GRAM PCE 3 MO
ERYTHROMYCINS / OTHER ZITHROMAX 3 MO
MACROLIDES ZITHROMAX TRI- 3 MO
azithromycin 1 MO PAK
BIAXIN 3 MO ZITHROMAX Z- 3 MO
PAK
BIAXIN XL 3 MO
ZMAX 3 MO
BIAXIN XL PAK 3 MO
) ) MISCELLANEOUS ANTIINFECTIVES
clarithromycin 1 MO
ALBENZA 2 MO
DIFICID 3 MO
ALINIA 2 MO
E.E.S. 400 1 MO
amikacin injection 1 MO
E.E.S. GRANULES 2 MO solution 500 mg/2 ml
ERY-TAB ORAL 1 MO atovaquone 1 MO
TABLET,DELAYE
D RELEASE atovaquone- 1 MO
(DR/EC) 250 MG, proguanil
333 MG AZACTAM 3 MO
ERY-TAB ORAL 2 MO INJECTION
TABLET,DELAYE RECON SOLN 1
D RELEASE GRAM
(DR/EC) 500 MG AZACTAM IN 9
ERYPED 200 2 MO DEXTROSE (ISO-
OSM)
ERYPED 400 2 MO
aztreonam injection 1 MO
ERYTHROCIN 2 recon soln 1 gram
INTRAVENOUS
RECON SOLN 500 BACIIM 1
MG bacitracin 1 MO
ERYTHROCIN (AS 1 MO intramuscular
STEARATE)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
BETHKIS 2 PA; MO; QL colistin 1 MO
(224 per 28 (colistimethate na)
days) COLY-MYCIN M 3 MO
BILTRICIDE 3 MO PARENTERAL
CAPASTAT 2 CUBICIN 2 MO
CAYSTON 2 MO; LA; QL dapsone 2 MO
(84 per 28 DARAPRIM 2 MO
days)
. DORIBAX 2
chlo:Tamphemcol sod 1 INTRAVENOUS
succinate SUSPENSION FOR
chloroquine 1 MO RECONSTITUTIO
phosphate oral N 500 MG
CLEOCIN 3 MO ethambutol 1 MO
INJECTION FLAGYL 3 MO
CLEOCIN ORAL 3 MO FLAGYL ER 3 MO
CLEOCIN IN 5 % 3 MO ..
gentamicin injection 1 MO
DEXTROSE solution 40 mg/ml
INTRAVENOUS &
PIGGYBACK 300 gentamicin in nacl 1
MG/50 ML, 600 (iso-osm)
MG/50 ML intravenous
CLEOCIN IN 5 % 3 piggyback 100
mg/100 ml, 60 mg/50
DEXTROSE ml. 70 mg/50 ml, 80
INTRAVENOUS mg/100 ml, 80 mg/50
PIGGYBACK 900 ng 00 w100 m;g
MG/50 ML VMg
clindamycin hcl 1 MO gentfzmlcm sulfate !
(pf) intravenous
clindamycin in 1 MO solution 80 mg/8 ml
[V
dextrose 5 % hydroxychloroquine 1 MO
CLINDAMYCIN 1 oral
PEDIATRIC imipenem-cilastatin 1 MO
cl}inda;ln);cm 1 MO INVANZ ) MO
phosphate . INJECTION
intravenous solution
600 mg/4 ml isoniazid injection 1
COARTEM 2 MO isoniazid oral 1 MO

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

KETEK 3 MO PRIMAXIN IV 3 MO

LINCOCIN 3 MO pyrazinamide 1 MO

MALARONE 3 MO QUALAQUIN 3 MO

MALARONE 3 MO quinine sulfate 1 MO

PEDIATRIC rifabutin 1 MO

mefloquine . VO RIFADIN 3 MO

MEPRON E— 1O RIFAMATE 3 MO

meropenen 1 MO rifampin 1 MO

intravenous recon

soln 500 mg RIFATER 3 MO

MERREM 3 MO SIRTURO 2 MO; LA

INTRAVENOUS

RECON SOLN 500 SIVEXTRO &

MG Streptomycin 2 MO

- intramuscular

metronidazole oral 1

capsule STROMECTOL 2 MO

metronidazole oral 1 MO SYNERCID 2

tablet tinidazole 1 MO

nacl (iso-os) (280 per 28

MYAMBUTOL 3 MO days)

MYCOBUTIN 3 MO TOBI PODHALER 3 MO; QL (224
INHALATION 2

NEBUPENT PAIMO;QL o ApSULE O per 28 days)

(6 per 28 days) v/ INHALATION

neomycin 1 MO DEVICE

paromomycin 1 MO tobramycin in 0.225 1 PA; MO; QL
o,

PASER ) MO % nacl 2280 per 28

ays)
PENTAM 3 MO tobramycin in 0.9 % 1 MO
PLAQUENIL 3 MO nacl intravenous
. piggyback 80

polymyxin b sulfate 1 MO mg/100 ml

PRIFTIN 2 MO tobramycin sulfate 1 MO

primaquine 2 MO injection solution

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
TRECATOR 2 MO nafcillin injection 1 MO
TYGACIL ) MO recon soln 1 gram,
10 gram
XIFAXAN 2 MO nafcillin in dextrose 1
ZYVOX 2 MO iso-osm intravenous
INTRAVENOUS piggyback 1 gram/50
PARENTERAL ml
1%4(2}17;}(;{)15\)41}1, 600 oxacillin injection 1 MO
recon soln 10 gram
ZYVOX ORAL 2 MO re
oxacillin intravenous 1
PENICILLINS recon soln 2 gram
amoxicillin 1 MO oxacillin in 1
amoxicillin-pot 1 MO dextrose(iso-osm)
clavulanate penicillin g pot in 2
o dextrose intravenous
ampicillin ! MO piggyback 2 million
ampicillin sodium 1 MO unit/50 ml, 3 million
injection recon soln unit/50 ml
I gram, 10 gram, penicillin g 1 MO
125 mg SO
potassium injection
ampicillin-sulbactam 1 recon soln 5 million
injection recon soln unit
15 gram penicillin g procaine 1 MO
ampicillin-sulbactam 1 MO intramuscular
injection recon soln syringe 1.2 million
3 gram unit/2 ml
AUGMENTIN 2 MO penicillin g sodium 1 MO
ORAL o
SUSPENSION FOR p e’t“”l.l’” Y . VO
RECONSTITUTIO porassym
N 125-31.25 MG/5 PFIZERPEN-G 1
ML INJECTION
RECON SOLN 5
BICILLIN C-R 2 MO MILLION UNIT
BICILLIN L-A 2 MO
dicloxacillin 1 MO
MOXATAG 3

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

Tier /Limits Tier /Limits
piperacillin- 1 MO AVELOX IN NACL 3 MO
tazobactam (ISO-OSMOTIC)
intravenous recon
soln 3.375 gram, 4.5 CIPRO > MO
gram CIPRO IN D5W 3
TIMENTIN 2 MO ciprofloxacin 1
INTRAVENOUS intravenous solution
RECON SOLN 3.1 400 mg/40 ml
G ciprofloxacin oral 1
UNASYN 3 suspension,microcap
INJECTION sule recon
léERi(lz/[N SOLN 15 ciprofloxacin oral 1 MO

tablet
UNASYN 3 MO : .
INJECTION ?;fl; Otfroe’;“c’” . MO
RECON SOLN 3
GRAM ciprofloxacin in 5 % 1 MO
ZOSYN 3 MO zg;;obsjcgrgov enous
INTRAVENOUS mg/100 ml
RECON SOLN
3.375 GRAM FACTIVE 3 MO
ZOSYN IN 3 LEVAQUIN 3 MO
DEXTROSE (ISO- levofloxacin 1 MO
OSM) intravenous
INTRAVENOUS
PIGGYBACK 2.25 levofloxacin oral 1 MO
GRAM/50 ML levofloxacin in d5w 1
ZOSYN IN 3 MO intravenous
DEXTROSE (ISO- piggyback 500
OSM) mg/100 ml
INTRAVENOUS moxifloxacin 1 MO
PIGGYBACK 3.375
GRAM/50 ML ofloxacin oral 1 MO
QUINOLONES SULFA'S / RELATED AGENTS
AVELOX 3 MO BACTRIM 3 MO
AVELOX ABC 3 MO BACTRIM DS 3 MO
PACK sulfadiazine oral 1 MO

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

sulfamethoxazole- 1 MO URINARY TRACT AGENTS

trimethoprim FURADANTIN 3 MO

TETRACYCLINES HIPREX 3 MO

ADOXA 3 STMO MACROBID 3 MO

demeclocycline 1 MO MACRODANTIN 3 MO

DORYX 3 ST; MO ORAL CAPSULE

doxycycline hyclate 1 100 MG

intravenous MACRODANTIN 2 MO
. ORAL CAPSULE

colloﬁzlc;/cyclme hyclate 1 MO 25 MG

doxyeycline 1 MO methenamine 1 MO

monohydrate oral hippurate

capsule 150 mg, 75 MONUROL 2 MO

mg nitrofurantoin oral 1 MO

doxy c;; cf;net / ! MO nitrofurantoin 1 MO

rmononydrate ora macrocrystal oral

Suspenst onf or capsule 50 mg

reconstitution

doxyeycline 1 MO nitrofurantoin 1 MO

monohydrate oral monohyd/m-cryst

tablet 150 mg, 50 PRIMSOL 2 MO

mg, 75 mg trimethoprim 1 MO

minocycline oral 1 MO VANCOMYCIN

ORACEA 3 ST; MO VANCOCIN 3 MO

SOLODYN : ST, MO vancomycin 1 MO

tetracycline 1 MO intravenous recon

VIBRAMYCIN 3 ST;MO soln 1 ’238 mg, 10

ORAL CAPSULE gram, JUU mg

VIBRAMYCIN 3 MO vancomycin oral 1 MO

ORAL ANTINEOPLASTIC /

ORI IMMUNOSUPPRESSANT DRUGS

N ADJUNCTIVE AGENTS

VIBRAMYCIN 3 MO amifostine 1 MO

ORAL SYRUP crystalline

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
dexrazoxane 1 ALIMTA 2 MO
intravenous recon INTRAVENOUS
soln 250 mg RECON SOLN 500
ELITEK 2 MG
INTRAVENOUS ALKERAN 3
RECON SOLN 1.5 INTRAVENOUS
MG anastrozole 1 MO
FUSILEV - 1O ARIMIDEX 3 MO
KEPIVANCE . AROMASIN 3 MO
l‘eb‘tcoyorm calcium 1 MO ARRANON )
injection recon soln
100 mg, 350 mg ARZERRA 2 PA; MO
] ) lci 1 MO INTRAVENOUS
euc;ovorm calcium SOLUTION 100
ora MG/5 ML
mesna - MO ASTAGRAF XL 3 PA:MO
MESNEX 3
INTRAVENOUS AVASTIN 2 MO
MESNEX ORAL ) MO azacitidine 1 MO
XGEVA ) MO AZASAN 2 PA; MO
ZINECARD 3 MO azathioprine 1 PA; MO
INTRAVENOUS bicalutamide 1 MO
RECON SOLN 250 BICNU 2 MO
MG
bleomycin injection 1 MO
ANTINEOPLASTIC/ recon soln 30 unit
IMMUNOSUPPRESSANT DRUGS
BOSULIF ORAL 2 PA; MO
ABRAXANE 2 MO TABLET 100 MG
AFINITOR ORAL 2 PA; MO; QL BOSULIF ORAL 2 PA; MO; QL
TABLET 10 MG (60 per 30 TABLET 500 MG (30 per 30
days) days)
AFINITOR ORAL 2 PA; MO BUSULFEX 9
TABLET 2.5 MG, 5
MG, 7.5 MG CAMPTOSAR 3 MO
INTRAVENOUS
AFINITOR 2 PA; MO SOLUTION 100
DISPERZ MG/5 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
CAPRELSA ORAL 2 MO; LA cytarabine (pf) 1 MO
TABLET 100 MG injection solution 2
CAPRELSA ORAL 2 MO;LA; QL gm/’"/j 0 mi (100
TABLET 300 MG (30 per 30 merm
days) dacarbazine 1 MO
. intravenous recon
Qarboplatln . 1 MO soln 200 mg
intravenous solution
CASODEX 3 MO DACOGEN 3 MO
CELLCEPT ORAL 3 PA;MO daunorubicin !
CAPSULE intravenous solution
CELLCEPT ORAL 2 PA:MO decitabine S 1O
SUSPENSION FOR DOCEFREZ 2
RECONSTITUTIO docetaxel ) MO
N . .
intravenous solution
CELLCEPT ORAL 3 PA; MO 80 mg/4 ml (20
TABLET mg/ml)
CELLCEPT 2 PA docetaxel 1
INTRAVENOUS intravenous solution
. . 80 mg/8 ml (10
cisplatin 1 MO mg/ml)
cladribine 1 MO DOXIL ) MO
CLOLAR 2 MO doxorubicin 1 MO
COMETRIQ 2 PA; MO intravenous solution
COSMEGEN 3 MO 30 mg/25 mi
cyclophosphamide 2 PA DROXIA 2 MO
oral capsule ELIGARD 2 PA; MO
cyclophosphamide 1 PA; MO ELLENCE 3 MO
oral tablet INTRAVENOUS
cyclosporine 1 PA SOLUTION 200
; MG/100 ML
intravenous
cyclosporine oral 1 PA; MO FI\IIJ"I(“)li(AA\F/F];?\I OUS 3 MO
cyclosporine 1 PA; MO SOLUTION 100
modified MG/20 ML
cytarabine 1 MO EMCYT 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
epirubicin 1 MO gemcitabine 1 MO
intravenous solution intravenous recon
50 mg/25 ml soln 1 gram
ERBITUX 2 MO GEMZAR 3 MO
INTRAVENOUS INTRAVENOUS
SOLUTION 100 RECON SOLN 1
MG/50 ML GRAM
ERIVEDGE 2 PA; MO; QL GENGRAF 1 PA; MO
513 0 per 30 GILOTRIF ORAL 2 PA;MO: QL
ays) TABLET 20 MG (60 per 30
ERWINAZE 2 days)
ETOPOPHOS 2 MO GILOTRIF ORAL 2 PA; MO; QL
ctoposide 1 MO TABLET 30 MG (40 per 30
intravenous days)
exemestane 1 MO GILOTRIF ORAL 2 PA; MO; QL
TABLET 40 MG (30 per 30
FARESTON 2 MO days)
FASLODEX 2 MO GLEEVEC ORAL 2 PA; MO
FEMARA 3 MO TABLET 100 MG
GLEEVEC ORAL 2 PA; MO; QL
FIRMAGON KIT W 2 MO ’ ’
DILUENT TABLET 400 MG 5160 per 30
SYRINGE ays)
fludarabine 1 MO HALAVEN 2 MO
intravenous recon HERCEPTIN 2 MO
soln HEXALEN 2 MO
%Z\O)Z;ngsolmon 1 MO HYCAMTIN > MO
2.5 gram/50 mi INTRAVENOUS
Sflutamide 1 MO HYDREA . MO
FOLOTYN ) MO hydroxyurea 1 MO
INTRAVENOUS IDAMYCIN PFS 3 MO
SOLUTION 40 idarubicin 1
MG/2 ML (20
MG/ML) IFEX 3 MO
INTRAVENOUS

RECON SOLN 1
GRAM

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
ifosfamide 1 MO LUPRON DEPOT 2 PA; MO
’”tlr";e”‘”"s recon LUPRON DEPOT 2 PA;MO
soln 1 gram (3 MONTH)
IMBRUVICA 2 PS;OMO;3%L LUPRON DEPOT 2 PA;MO
(120 per (4 MONTH)
days)
LUPRON DEPOT 2 PA; MO
IMURAN 3 PA; MO (6 MONTH)
INLYTA ORAL 2 PA; MO ;
TABLET 1 MG II;][EJ[I)’RON DEPOT- 2 PA; MO
INLYTA ORAL 2 PA; MO; QL INTRAMUSCULA
TABLET 5 MG (120 per 30 R KIT 11.25 MG, 15
days) MG
irinotecan 1 MO LYSODREN 2 MO
intravenous solution
100 mg/s ml MATULANE 2 MO
ISTODAX 2 MO MEGACE 3 MO
[XEMPRA ) MO MEGACE ES 2 MO
INTRAVENOUS megestrol oral 1 MO
RECON SOLN 45 suspension 400
MG mg/10 ml (40 mg/ml)
JAKAFI ORAL 2 PA; MO megestrol oral tablet 1 MO
&%ng{dlg M1\G/f é 3 MEKINIST ORAL 2 PA;MO;QL
: 3 TABLET 0.5 MG (120 per 30
JAKAFI ORAL 2 PA; MO; QL days)
TABLET 25 MG 260 per 30 MEKINIST ORAL 2 PA;MO; QL
ays) TABLET 2 MG (30 per 30
JEVTANA 2 MO days)
KADCYLA 2 MO melphalan 1
INTRAVENOUS mercaptopurine 1 MO
RECON SOLN 100
MG methotrexate sodium 1 PA; MO
/
letrozole 1 MO ord
LEUKERAN ) MO meth.ot.rexfzte sodium 1 PA
(pf) injection recon
leuprolide 1 MO soln
lomustine 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
methotrexate sodium 1 PA; MO RAPAMUNE 2 PA; MO
(pf) injection ORAL SOLUTION
solution RAPAMUNE 3 PA; MO
mitomycin 1 MO ORAL TABLET 0.5
intravenous recon MG
soin 20 mg RAPAMUNE 2 PA;MO
mitoxantrone 1 MO ORAL TABLET 1
MUSTARGEN 2 MO MG, 2 MG
mycophenolate 1 PA; MO REVLIMID Z PA; MO; LA
mofetil RHEUMATREX 3 PA; MO
mycophenolate 1 PA; MO RITUXAN 2 PA; MO
sodium SANDIMMUNE 3 PA; MO
MYFORTIC 3 PAMO SANDOSTATIN 3 MO
NEORAL 2 PA; MO SANDOSTATIN 2 MO
NEXAVAR 2 PA; MO; LA LAR DEPOT
NILANDRON 2 MO SIGNIFOR 2 PA; MO
NIPENT 3 MO SIMULECT 2 PA; MO
, INTRAVENOUS
NULOJIX 2 PA; MO RECON SOLN 20
octreotide acetate 1 MO MG
injection solution sirolimus 1 PA: MO
ONCASPAR MO SOLTAMOX 2 MO
oxaliplatin ) . MC SOMATULINE 3 MO
intravenous solution DEPOT
100 mg/20 ml
] SPRYCEL ORAL 2 PA; MO
paclitaxel 1 MO TABLET 100 MG,
PERJETA 2 MO 20 MG, 50 MG, 80
POMALYST 2 MO MG
PROGRAF 2 PA: MO SPRYCEL ORAL 2 PA; MO; QL
INTRAVENOUS TABLET 140 MG 330 [;er 30
ays
PROGRAF ORAL 3 PA; MO
’ SPRYCEL ORAL 2 PA; MO; QL
PURINETHOL 3 MO TABLET 70 MG (60 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
STIVARGA 2 PA; MO; QL TASIGNA ORAL 2 PA; MO; QL
(84 per 28 CAPSULE 200 MG (112 per 28
days) days)
SUTENT ORAL 2 PA; MO TAXOTERE 3 MO
CAPSULE 12.5 MG INTRAVENOUS
SUTENT ORAL 2 PA;MO:QL ;%L/Eﬁglégo
CAPSULE 25 MG (60 per 30 MG/ML)
days)
SUTENT ORAL > PA;MO;QL  _HALOMID 2 PAMO
CAPSULE 50 MG (30 per 30 TOPOSAR 1 MO
days) topotecan 1 MO
SYLVANT 2 MO intravenous recon
INTRAVENOUS soln
&EGCON SOLN 100 TORISEL 2 MO
TREANDA 2 MO
SYNRIBO 1 INTRAVENOUS
TABLOID 2 MO RECON SOLN 100
tacrolimus 1 PA; MO MG
TAFINLAR ORAL 2 PA:MO:QL [ RELSTAR . 1O
CAPSULE 50 MG (180 per 30 TRELSTAR 2
days) DEPOT
TAFINLAR ORAL 2 PA; MO; QL TRELSTAR LA 2
CAPSULE 75 MG 51120 per 30 retinoin ) MO
ays) (chemotherapy)
tamoxifen . MO TREXALL 2 PA;MO
TARCEVA ORAL 2 PA; MO
TABLET 100 MG, TRISENOX 2 MO
25 MG TYKERB 2 PA; MO; LA;
QL (180 per
TARCEVA ORAL 2 PA; MO; QL 30 days)
TABLET 150 MG (30 per 30 o
days) VECTIBIX 2 PA; MO
INTRAVENOUS
TARGRETIN S MO SOLUTION 100
TASIGNA ORAL 2 PA; MO MG/5 ML (20
CAPSULE 150 MG MG/ML)
VELCADE 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
VIDAZA 3 MO ZYKADIA 2 PA; MO; QL
vinblastine 1 MO fil 50)per 30
intravenous solution ays
vincristine 1 MO ZYTIGA 2 PA; MO; QL
. . (120 per 30
intravenous solution days)
1 mg/ml ays
vinorelbine 1 MO AUTONOMIC / CNS DRUGS,
intravenous solution NEUROLOGY /PSYCH
50 mg/5 ml
meo m ANTICONVULSANTS
VOTRIENT 2 PA; MO; QL
(120 per 30 APTIOM 3 MO
days) BANZEL 2 MO
XALKORI ORAL 2 PA; MO carbamazepine 1 MO
CAPSULE 200 MG CARBATROL 3 MO
XALKORI ORAL 2 PA; MO; QL
CAPSULE 250 MG (60 per 30 CELONTIN . VO
days) clonazepam 1 PA; MO
XTANDI 2 PA; MO; QL DEPACON 3 MO
(120 per 30 DEPAKENE 3 MO
days)
YERVOY ) MO DEPAKOTE 3 MO
INTRAVENOUS DEPAKOTE ER 3 MO
SOLUTION 50 DEPAKOTE 3 MO
MG/10 ML (5 SPRINKLES
MG/ML)
ZALTRAP ; MO DIASTAT 3 PA; MO
INTRAVENOUS DIASTAT 3 PA; MO
SOLUTION 100 ACUDIAL
MG/4 ML (25 diazepam rectal 1 PA; MO
MG/ML)
DILANTIN 2 MO
ZANOSAR 2 MO
‘ ‘ DILANTIN 3 MO
ZELBORAF 2 PA; MO; QL EXTENDED
(240 per 30
days) DILANTIN 3 MO
INFATABS
ZOLINZA 2 MO
DILANTIN-125 3 MO
ZORTRESS PA; MO

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

Tier /Limits Tier /Limits
divalproex 1 MO LAMICTAL ORAL 3 MO
TABLET,
EPITOL 1 MO CHEWABLE
EQUETRO 3 MO DISPERSIBLE 25
ethosuximide 1 MO MG, 5 MG
felbamate 1 MO LAMICTAL ODT 3 MO
LAMICTAL 3 MO
FELBATOL 3 MO
STARTER (BLUE)
fosphenytoin 1 MO KIT
miecti Iuti
’I’chn;;’; Zfzumll‘)” LAMICTAL 3 MO
STARTER
FYCOMPA 2 MO (GREEN) KIT
gabapentin oral 1 MO LAMICTAL 3 MO
capsule STARTER
gabapentin oral 1 MO (ORANGE) KIT
solution 250 mg/5 ml LAMICTAL XR 3 MO
gabapentin oral 1 MO LAMICTAL XR 3 MO
tablet STARTER (BLUE)
GABITRIL ORAL 2 MO LAMICTAL XR 3 MO
TABLET 12 MG, 16 STARTER
MG (GREEN)
GABITRIL ORAL 3 MO LAMICTAL XR 3 MO
TABLET 2 MG, 4 STARTER
MG (ORANGE)
GRALISE 3 PA; MO lamotrigine oral 1 MO
GRALISE 30-DAY 3 PA;MO tablet
STARTER PACK lamotrigine oral 1 MO
KEPPRA ORAL 3 MO tablet extended
release 24hr
KEPPRA XR 3 MO —
lamotrigine oral 1 MO
KLONOPIN 3 PA; MO tablet, chewable
LAMICTAL ORAL 3 MO dispersible
TABLET levetiracetam 1 MO
intravenous
levetiracetam oral 1 MO

solution 100 mg/ml

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

19



Drug Name Drug Requirements Drug Name Drug Requirements

Tier /Limits Tier /Limits
levetiracetam oral 1 MO TEGRETOL XR 3 MO
tablet ORAL TABLET

: EXTENDED

ovacean ot [ 00

200 MG, 400 MG
release 24 hr
LYRICA ) PA: MO tiagabine 1 MO
MYSOLINE 3 MO TOPAMAX 3 PA; MO
NEURONTIN 3 PA: MO topiramate qral 1 PA; MO

capsule, sprinkle
ONFI & PA; MO topiramate oral 1 PA; MO
oxcarbazepine 1 MO tablet
OXTELLAR XR 3 MO TRILEPTAL 3 MO
PEGANONE 2 MO TROKENDI XR 3 PA; MO
phenobarbital 1 MO valproate sodium 1 MO
PHENYTEK 3 MO valproic acid 1 MO
phenytoin oral 1 MO valproic acid (as 1 MO
suspension 125 mg/5 sodium salt) oral
ml solution 250 mg/5 ml
phenytoin oral 1 MO VIMPAT 2
tablet,chewable INTRAVENOUS
phenytoin sodium 1 MO VIMPAT ORAL 2 MO
intravenous solution 7 ARONTIN 3 MO
phenytoin sodium 1 MO ZONEGRAN 3 PA: MO
extended
POTIGA ) MO zonisamide 1 PA; MO
primidone 1 MO ANTIPARKINSONISM AGENTS
QUDEXY XR 3 PA APOKYN 2 MO; LA
SABRIL 2 MO;LA AZILECT 2l MO
TEGRETOL 3 MO benztropine 1 MO
TEGRETOL XR 2 MO bromocriptine 1 MO
ORAL TABLET carbidopa 1 MO
EXTENDED )
RELEASE 12 HR carbidopa-levodopa 1 MO
100 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
carbidopa-levodopa- 1 MO AMERGE 3 MO; QL (18
entacapone per 28 days)
COGENTIN 3 MO AXERT ORAL 3 MO; QL (24
COMTAN 3 MO TABLET 12.5 MG per 28 days)
AXERT ORAL 3 MO; QL (18
ELDEPRYL 3 MO TABLET 6.25 MG per 28 days)
entacapone 1 MO CAFERGOT 3 MO
LODOSYN 3 MO dihydroergotamine 1 MO
MIRAPEX 3 MO injection
MIRAPEX ER 3 MO ERGOMAR 2 MO
NEUPRO 3 MO FROVA 3 MO; QL (27
PARCOPA 3 MO per 28 days)
; IMITREX NASAL 3 MO; QL (18
l 1 MO ’
pramipexoe SPRAY,NON- per 28 days)
REQUIP 3 MO AEROSOL 20
REQUIP XL 3 MO MG/ACTUATION
ropinirole 1 MO IMITREX NASAL 3 MO; QL (36
SPRAY,NON- per 28 days)
selegiline hcl 1 MO AEROSOL 5
SINEMET CR 2 MO IMITREX ORAL 3 MO; QL (18
per 28 days)
STALEVO 100 3 MO
IMITREX 3 MO; QL (16
STALEVO 125 3 MO SUBCUTANEOUS per 28 days)
STALEVO 150 3 MO IMITREX 3 MO; QL (16
STALEVO 200 3 MO STATDOSE KIT per 28 days)
REFILL
STALEVO 50 3 MO
MAXALT 3 MO; QL (36
STALEVO 75 3 MO per 28 days)
TASMAR 2 MO MAXALT-MLT 3 MO; QL (36
ZELAPAR 3 MO per 28 days)
MIGRAINE / CLUSTER HEADACHE MIGERGOT 1 MO
THERAPY MIGRANAL 3 MO; QL (8 per
ALSUMA 3 MO; QL (16 28 days)

per 28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
naratriptan 1 MO; QL (18 ARICEPT 3 MO
per 28 days) ARICEPT ODT 3 MO
RELPAX 2 MO; QL (18 AUBAGIO 3 PA: MO
per 28 days)
o ] COPAXONE 2 PA; MO; QL
rizatriptan ! Moéé% 3 ? SUBCUTANEOUS (12 per 28
per =6 days SYRINGE days)
sumatriptan nasal 1 MO; QL (18 COPAXONE ) PA; MO QL
spray,non-aerosol per28days)  GUBCUTANEOUS (30 per 30
20 mg/actuation SYRINGE KIT days)
sumatriptan nasal 1 MO; QL (36 .
spray,non-aerosol 5 per 28 days) donepezil ! MO
mg/actuation EXELON ORAL 3 MO
sumatriptan 1 MO; QL (18 EXELON 2 MO
succinate oral per 28 days) TRANSDERMAL
sumatriptan 1 MO; QL (16 galantamine 1 MO
succinate per 28 days) GILENY A 2 PA: MO
subcutaneous pen ’
injector 6 mg/0.5 ml HORIZANT 3 PA; MO
sumatriptan 1 MO; QL (16 NAMENDA 2 PA; MO
succinate per 28 days) NAMENDA 9 PA: MO
subcutaneous TITRATION PAK ’
solution
NAMENDA XR 2 PA; MO
SUMAVEL 3 MO; QL (18
DOSEPRO per 28 days) NUEDEXTA 2 MO
TREXIMET 3 MO; QL (18 RAZADYNE 3 MO
per 28 days) RAZADYNE ER 3 MO
zolmitriptan 1 MO; QL (18 rivastigmine tartrate 1 MO
per 28 days)
TECFIDERA 2 PA; MO
ZOMIG 3 MO; QL (18
per 28 days) TYSABRI 2 PA; MO; LA
ZOMIG ZMT 3 MO; QL (18 XENAZINE 2 PA; MO; LA
per 28 days) MUSCLE RELAXANTS /
MISCELLANEOUS NEUROLOGICAL  ANTISPASMODIC THERAPY
THERAPY baclofen 1 MO
AMPYRA 2 PA;MO; LA cyclobenzaprine 1 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
DANTRIUM 3 MO ABSTRAL 3 PA; QL (120
SUBLINGUAL per 30 days)
dantrolene 1 MO TABLET,
GABLOFEN 2 PA; MO SUBLINGUAL 100
INTRATHECAL MCG, 200 MCG,
SOLUTION 10,000 300 MCG
MCG/20ML (500 ABSTRAL 3 PA; QL (116
MCG/ML), 40,000 SUBLINGUAL 30 days)
MCG/20ML (2,000 per 58 days
MCG/ML) TABLET,
SUBLINGUAL 400
GABLOFEN 2 PA; MO MCG
INTRATHECAL ABSTRAL 3 PA; MO; QL
SYRINGE 50
MCG/ML (1 ML) SUBLINGUAL (77 per 30
TABLET, days)
LIORESAL 2 PA; MO SUBLINGUAL 600
INTRATHECAL MCG
i/[%léjg}]? I\g 02 6000 ABSTRAL 3 PA; MO; QL
MCG /ML, SUBLINGUAL (58 per 30
TABLET, days)
LIORESAL 2 PA SUBLINGUAL 800
INTRATHECAL MCG
IS\./IOCLCSIF{/III? N30 acetaminophen- 1 QL (4500 per
codeine oral solution 30 days)
MESTINON ORAL 2 MO 300 mg-30 mg /12.5
SYRUP ml
MESTINON ORAL 3 MO acetaminophen- 1 MO; QL (360
TABLET codeine oral tablet per 30 days)
MESTINON 2 MO 300-15 mg, 300-30
TIMESPAN mg
pyridostigmine 1 MO acetqminophen- 1 MO; QL (180
bromide codeine oral tablet per 30 days)
300-60 mg
tizanidi 1 MO
e ACTIQ BUCCAL 3 PA;MO; QL
ZANAFLEX 3 MO LOZENGE ON A (120 per 30
HANDLE 1,200 days)
NARCOTIC ANALGESICS MCG, 1.600 MCG,
400 MCQG, 600
MCG, 800 MCG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
AVINZA ORAL 3 MO; QL (50 DILAUDID (PF) 3 MO; QL (150
CAPSULE, ER per 30 days) INJECTION per 30 days)
MULTIPHASE 24 SOLUTION 2
HR 120 MG MG/ML
AVINZA ORAL 3 MO; QL (60 DILAUDID (PF) 3 MO;QL (75
CAPSULE, ER per 30 days) INJECTION per 30 days)
MULTIPHASE 24 SOLUTION 4
HR 30 MG, 45 MG, MG/ML
16\/? (1}\/[ G, 75 MG, 90 DILAUDID-HP 3 QL (30 per 30
(PF) INJECTION days)
BUPRENEX 3 MO; QL (267 SOLUTION
per 30 days) DOLOPHINE 3 MO:; QL (120
buprenorphine 1 QL (267 per ORAL TABLET 10 per 30 days)
injection syringe 30 days) MG
buprenorphine 1 MO; QL (300 DOLOPHINE 3 MO; QL (240
sublingual tablet, per 30 days) ORAL TABLET 5 per 30 days)
sublingual 2 mg MG
buprenorphine 1 MO; QL (75 DURAGESIC 3 MO; QL (9 per
sublingual tablet, per 30 days) TRANSDERMAL 30 days)
sublingual 8§ mg PATCH 72 HOUR
BUTRANS 2 MO;QL (4per 00MCG/HR
28 days) DURAGESIC 3 MO; QL (10
CAPITAL WITH 3 MO;QL@4500 LRANSDERMAL per 30 days)
CODEINE per30days) L ATCH 72 HOUR
12 MCG/HR, 25
codeine sulfate oral 1 MO; QL (180 MCG/HR, 50
tablet per 30 days) MCG/HR, 75
DILAUDIDORAL 3 MO;QL(1500 MCG/HR
LIQUID per 30 days) DURAMORPH (PF) 1 MO; QL (4000
DILAUDID ORAL 3 MO; QL (180 ggfgggg 0 per 30 days)
TABLET per 30 days) MG/ML
DILAUDID (PF 3 MO; QL (300
(PF) > QL ( DURAMORPH (PF) 1 QL (2000 per
INJECTION per 30 days)
INJECTION 30 days)
SOLUTION 1
MG/ML SOLUTION 1
MG/ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
ENDOCET ORAL 1 MO; QL (360 fentanyl patches 1 MO; QL (10
TABLET 10-325 per 30 days) transdermal patch per 30 days)
MG, 5-325 MG, 7.5- 72 hour 12 mcg/hr,
325 MG 25 mceg/hr, 50
ENDODAN I MO:QL@360  Meg/hr, 75 meg/hr
per 30 days) FENTORA 3 PA; MO; QL
EXALGO ER 3 MO: QL (60 BUCCAL TABLET, (120 per 30
EFFERVESCENT days)
ORAL TABLET per 30 days) 100 MCG. 200
EXTENDED MCG ’
RELEASE 24 HR
12 MG, 16 MG, 8 FENTORA 3 PA; MO; QL
MG BUCCAL TABLET, (116 per 30
EXALGO ER 3 MO;QL (47 fg g &RC\?SCENT days)
ORAL TABLET per 30 days)
EXTENDED FENTORA 3 PA; MO; QL
RELEASE 24 HR BUCCAL TABLET, (77 per 30
32 MG EFFERVESCENT days)
fentanyl citrate 1 PA; MO; QL 600 MCG
buccal lozenge on a (39 per 30 FENTORA 3 PA; MO; QL
handle 1,200 mcg days) BUCCAL TABLET, (58 per 30
fentanyl citrate 1 PA; MO; QL g(l): g i}}:\gSCENT days)
buccal lozenge on a (29 per 30
handle 1,600 mcg days) HYCET 3 MO; QL (5550
fentanyl citrate 1 PA; MO; QL per 30 days)
buccal lozenge on a (120 per 30 hydrocodone- 1 MO; QL (5550
handle 200 mcg days) acetaminophen oral per 30 days)
fentanyl citrate 1 PA; MO; QL solution 7.5-325
buccal lozenge on a (116 per 30 mg/13 mi
handle 400 mcg days) hydrocodone- 1 MO; QL (360
fentanyl citrate 1 PA: MO: QL acetaminophen oral per 30 days)
buccal lozenge on a (77 per 30 tablet 10-300 mg,
handle 600 mcg days) 10-325 mg, 5-300
mg, 5-325 mg, 7.5-
fentanyl citrate 1 PA; MO; QL 300 mg, 7.5-325 mg
zg;;% lgozgnnfcegon a4 Elsai}g/sp)er 30 hydrocodone- 1 MO; QL (50
ibuprofen oral tablet per 30 days)
fentanyl patches 1 MO; QL 9 per  7.5-200 mg
transdermal patch 30 days)
72 hour 100 mcg/hr

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

hydromorphone oral 1 MO; QL (300 KADIAN ORAL 3 MO; QL (86

liquid per 30 days) CAPSULE,EXTEN per 30 days)

i D.RELEASE
hydromorphone oral 1 MO; QL (180 PELLETS 70 MG
tablet per 30 days)

] KADIAN ORAL 3 MO; QL (75
hydromorphone oral 1 MO; QL (60 CAPSULE.EXTEN per 30 days)
tablet extended per 30 days)
release 24 hr 12 m D.RELEASE
16 mg. 8 mg & PELLETS 80 MG
hydromorphone (pf) 1 MO; QL (120 LAZANDA > Pzé; MO3;OQL
injection solution 10 per 30 days) (23 per
mg/ml days)
IBUDONE ORAL 3 MO:; QL (50 levorphanol tartrate 1 MO; QL (120
TABLET 10-200 per 30 days) per 30 days)
MG LORCET 1 QL (360 per
ibuprofen-oxycodone 1 MO; QL (28 (HYDROCODONE) 30 days)

per 30 days) LORCET HD 1 MO; QL (360
KADIAN ORAL 3 MO; QL (90 per 30 days)
CAPSULE,EXTEN per 30 days) LORCET PLUS 1 QL (360 per
D.RELEASE 30 days)
Iz)glﬂ/lléa ];,S() 11\(/)1 g[ 26 LORTAB 10-325 1 MO; QL (360
MG, 50 MG, 60 MG per 30 days)
KADIAN ORAL 3 MO: QL (60 LORTAB 5-325 1 MO; QL (360
CAPSULE,EXTEN per 30 days) per 30 days)
D.RELEASE LORTAB 7.5-325 1 MO; QL (360
PELLETS 100 MG per 30 days)
KADIAN ORAL 3 MO; QL (46 LORTAB ELIXIR 3 MO; QL (6000
CAPSULE,EXTEN per 30 days) per 30 days)
D.RELEASE A

methadone injection 1 QL (160 per

PELLETS 130 MG 30 days)
KADIAN ORAL . MO; QL (40 methadone oral 1 MO; QL (600
IC)ARl;ESIE{ELAES’EXTEN per 30 days) solution 10 mg/5 ml per 30 days)
PELLETS 150 MG methadone oral 1 MO; QL (1200
KADIAN ORAL 3 MO: QL (30 solution 5 mg/5 ml per 30 days)
CAPSULE,EXTEN per 30 days) methadone oral 1 MO; QL (120
D.RELEASE tablet 10 mg per 30 days)
PELLETS 200 MG

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

methadone oral 1 MO; QL (240 morphine oral tablet 1 MO; QL (120

tablet 5 mg per 30 days) extended release 15 per 30 days)

morphine I QL(1000per "&30me

intravenous syringe 30 days) morphine oral tablet 1 MO; QL (30

2 mg/ml extended release 200 per 30 days)

morphine 1 QL (500 per mg

intravenous syringe 30 days) morphine oral tablet 1 MO; QL (100

4 mg/ml extended release 60 per 30 days)

morphine oral 1 MO; QL (50 mg

capsule, er per 30 days) morphine 1 MO; QL (300

multiphase 24 hr concentrate oral per 30 days)

120 mg solution

morphine oral 1 MO; QL (60 MS CONTIN ORAL 3 MO; QL (60

capsule, er per 30 days) TABLET per 30 days)

multiphase 24 hr 30 EXTENDED

mg, 45 mg, 60 mg, RELEASE 100 MG

75 mg, 90 mg MS CONTINORAL 3 MO; QL (120

morphine oral 1 MO; QL (90 TABLET per 30 days)

capsule,extend.relea per 30 days) EXTENDED

se pellets 10 mg, 20 RELEASE 15 MG,

mg, 30 mg, 50 mg, 30 MG

60 mg MS CONTIN ORAL 3 MO; QL (30

morphine oral 1 MO; QL (60 TABLET per 30 days)

capsule,extend.relea per 30 days) EXTENDED

se pellets 100 mg RELEASE 200 MG

morphine oral 1 MO; QL (75 MS CONTIN ORAL 3 MO; QL (100

capsule,extend.relea per 30 days) TABLET per 30 days)

se pellets 80 mg EXTENDED

morphine oral 1 MO; QL (900 RELEASE 60 MG

solution per 30 days) NORCO 3 MO; QL (360

morphine oral tablet 1 MO; QL (180 per 30 days)
per 30 days) OPANA ORAL 3 MO; QL (200

morphine oral tablet 1 MO; QL (60 TABLET 10 MG per 30 days)

extended release 100 per 30 days) OPANA ORAL 3 MO; QL (180

mg TABLET 5 MG per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Requirements
Tier /Limits /Limits
OPANA ER ORAL 3 MO; QL (90 OXYCONTIN MO; QL (90
TABLET,ORAL per 30 days) ORAL TABLET per 30 days)
ONLY,EXT.REL.12 EXTENDED
HR 10 MG, 15 MG, RELEASE 12 HR
20 MG, 5 MG, 7.5 10 MG, 15 MG, 20
MG MG, 30 MG, 40 MG
OPANA ER ORAL 3 MO; QL (67 OXYCONTIN MO; QL (67
TABLET,ORAL per 30 days) ORAL TABLET per 30 days)
ONLY,EXT.REL.12 EXTENDED
HR 30 MG RELEASE 12 HR
OPANA ER ORAL 3 MO; QL (50 60 MG
TABLET,ORAL per 30 days) OXYCONTIN MO; QL (50
ONLY,EXT.REL.12 ORAL TABLET per 30 days)
HR 40 MG EXTENDED
OXECTA 3 MO;QL(360  RELEASEI2HR
80 MG
per 30 days)
oxycodone oral 1 MO; QL (360 toxglmto;];hone oral MO; (?(I{ (200
capsule per 30 days) avlet 1V mg per ays)
oxycodone oral 1 MO; QL (180 toxglmtogp hone oral MO; (?(I; ( §§0
concentrate per 30 days) avtet ) ms per ays
oxycodone oral I MO: QL (1200 @Xymorphone oral MO; QL (90
solution per 30 days) tablet extended per 30 days)
release 12 hr 10 mg,
oxycodone oral 1 MO; QL (180 15 mg, 20 mg, 5 mg,
tablet 10 mg, 15 mg, per 30 days) 7.5 mg
20 mg oxymorphone oral MO; QL (67
oxycodone oral 1 MO; QL (134 tablet extended per 30 days)
tablet 30 mg per 30 days) release 12 hr 30 mg
oxycodone oral 1 MO; QL (360 oxymorphone oral MO; QL (50
tablet 5 mg per 30 days) tablet extended per 30 days)
oxycodone- 1 MO; QL (360 release 12 hr 40 mg
acetaminophen per 30 days) PERCOCET MO; QL (360
oxycodone-aspirin 1 MO; QL (360 per 30 days)
per 30 days) PERCODAN MO; QL (360
per 30 days)
PRIMLEV MO:; QL (360
per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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REPREXAIN MO; QL (50 TYLENOL- 3 MO; QL (180

per 30 days) CODEINE #4 per 30 days)
ROXICET ORAL MO; QL (800 VICODIN 1 MO; QL (360
SOLUTION per 30 days) per 30 days)
ROXICODONE MO; QL (180 VICODIN ES 1 MO; QL (360
ORAL TABLET 15 per 30 days) per 30 days)
MG VICODIN HP 1 MO: QL (360
ROXICODONE MO; QL (133 per 30 days)
ORAL TABLET 30 per 30 days) VICOPROFEN 3 MO: QL (50
MG

per 30 days)
ROXICODONE MO; QL (360 .
ORAL TABLET 5 per 30 days) XARTEMIS XR 3 MO; QL (120
MG per 30 days)
SUBSYS PA; MO LA XODOL 10/300 3 l\i?é(?(lfa(igo
SUBLINGUAL QL (120 per p Y
SPRAY,NON- 30 days) XODOL 5/300 3 MO;QL (360
AEROSOL 100 per 30 days)
ﬁggﬁggﬁ 200 XODOL 7.5/300 3 MO: QL (360
per 30 days)
SUBSYS PA; MO; LA;
’ > ZAMICET 1 MO; QL (5550

SUBLINGUAL QL (84 per 30 per é (? da( )
SPRAY,NON- days) Y
AEROSOL 400 ZOHYDRO ER 3 MO; QL (90
MCG/SPRAY per 30 days)
SUBSYS PA; MO; LA; NON-NARCOTIC ANALGESICS
SUBLINGUAL QL (56 per 30
SPRAY,NON- days) ANAPROX 3 MO
AEROSOL 600 ANAPROX DS 3 MO
MCG/SPRAY ARTHROTEC 50 3 MO
SUBSY'S PA;MO;LA;  ARTHROTEC 75 3 MO
SUBLINGUAL QL (42 per 30
SPRAY,NON- days) buprenorphine- 1 PA; MO; QL
AEROSOL 800 naloxone (90 per 30
MCG/SPRAY days)
SYNALGOS-DC MO; QL (300 butorphanol tartrate 1 MO; QL (720

per 30 days) injection solution 1 per 30 days)

mg/ml

TYLENOL- MO; QL (360
CODEINE #3 per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
butorphanol tartrate 1 MO; QL (360 FELDENE 3 MO
m]e/ctéon solution 2 per 30 days) fenoprofen oral ) MO
mem tablet
buto:;phanol tartrate 1 MO; (())(I; (40 FLECTOR 3 PA; MO: QL
nasa per ays) (60 per 30
CAMBIA 3 ST; MO; QL days)
(© per 30 days) Sflurbiprofen 1 MO
CATAFLAM : MO ibuprofen oral 1 MO
CELEBREX 2 MO suspension
CONZIP 3 MO; QL (30 ibuprofen oral tablet 1 MO
per 30 days) 400 mg, 600 mg, 800
DAYPRO 3 MO e
diclofenac potassium 1 MO ketoprofen ! MO
diclofenac sodium 1 MO meclofenamate oral 1 MO
oral mefenamic acid 1 MO
diclofenac sodium 1 MO meloxicam oral 1 MO
topical drops suspension
diclofenac- 1 MO meloxicam oral 1 MO
misoprostol tablet 15 mg
diflunisal 1 MO meloxicam oral 1 MO; QL (30
DUEXIS 3 ST: MO tablet 7.5 mg per 30 days)
MOBIC ORAL 3 MO
EC-NAPROSYN 3 MO
ORAL SUSPENSION
TABLET,DELAYE MOBIC ORAL 3 MO
D RELEASE TABLET 15 MG
(DR/EC) 375 MG MOBIC ORAL 3 MO: QL (30
EC-NAPROSYN 3 ST; MO TABLET 7.5 MG per 30 days)
ORAL
TABLET.DELAYE nabumetone 1 MO
D RELEASE nalbuphine injection 1 MO; QL (200
(DR/EC) 500 MG solution 10 mg/ml per 30 days)
etodolac 1 MO nalbuphine injection 1 MO; QL (100
EVZIO 3 QL (0.8 per 30 solution 20 mg/ml per 30 days)
days) naloxone injection 1 MO

syringe 1 mg/ml

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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naltrexone 1 MO tramadol oral tablet 1 MO; QL (30
i extended release 24 per 30 days)
NAPRELAN CR 3 ST; MO hr 100 mg, 200 mg
NAPROSYN 3 ST, MO tramadol oral tablet, 1 MO; QL (30
naproxen 1 MO er multiphase 24 hr per 30 days)
. 300 mg
naproxen sodium 1 MO
oral tablet 275 mg, tramadol- 1 MO; QL (240
550 mg acetaminophen per 30 days)
NUCYNTA ORAL 3 MO; QL (181 ULTRACET 3 MO; QL (240
TABLET 100 MG per 30 days) per 30 days)
NUCYNTA ORAL 3 MO; QL (362 ULTRAM 3 MO; QL (240
TABLET 50 MG per 30 days) per 30 days)
NUCYNTA ORAL 3 MO; QL (242 ULTRAM ER 3 MO; QL (30
TABLET 75 MG per 30 days) per 30 days)
NUCYNTA ER 3 MO; QL (60 VIMOVO 3 ST; MO
per 30 days) VIVITROL 3 MO
oxaprozin . MO VOLTAREN GEL 2 MO
PENNSAID 3 ST; MO VOLTAREN-XR 3 MO
prroxicam S MO ZIPSOR 3 ST; MO
PONSTEL S 0 ZORVOLEX 3 ST;MO
REVIA 3 MO ZUBSOLV 2 PA; MO; QL
SPRIX 3 ST; MO (90 per 30
SUBOXONE 2 PA;MO;QL days)
SUBLINGUAL (60 per 30 PSYCHOTHERAPEUTIC DRUGS
FILM 12-3 MG days)
ABILIFY 2 MO
SUBOXONE 2 PA; MO; QL INTRAMUSCULA
SUBLINGUAL (90 per 30 R
FILM 2-0.5 MG, 4-1 days)
MG, 8-2 MG ABILIFY ORAL 2 MO
SOLUTION
lind [ 1 MO
Sunndac ord ABILIFY ORAL 2 MO; QL (90
tolmetin 1 MO TABLET 10 MG per 30 days)
tramadol oral tablet 1 MO; QL (240 ABILIFY ORAL 2 MO; QL (60
per 30 days) TABLET 15 MG, 20 per 30 days)

MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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ABILIFY ORAL 2 MO; QL (450 ANAFRANIL 3 PA; MO
TABLET 2 MG per 30 days) APLENZIN ORAL 3 MO; QL (90
ABILIFY ORAL 2 MO; QL (30 TABLET per 30 days)
TABLET 30 MG per 30 days) EXTENDED
ABILIFY ORAL 2 MO: QL (180 lfiLf/[’éSE 24 HR
TABLET 5 MG per 30 days)
ABILIFY 2 MO;QL(9p  AVHERZINORAL 3 MO; QF (60
DISCMELT ORAL per 30 days) per 30 days)
EXTENDED
TABLET,DISINTE RELEASE 24 HR
GRATING 10 MG 348 MG
ABILIFY 2 MO; QL (60 APLENZIN ORAL 3 MO; QL (30
DISCMELT ORAL per 30 days)
TABLET per 30 days)
TABLET,DISINTE
GRATING 15 MG EXTENDED
RELEASE 24 HR
ABILIFY 2 MO 522 MG
MAINTENA
INTRAMUSCULA ATIVAN ORAL 3 PA; MO
R BRINTELLIX 2 MO; QL (60
SUSPENSION,EXT ORAL TABLET 10 per 30 days)
ENDED REL MG
RECON 300 MG BRINTELLIX 2 MO;QL (30
ADDERALL ORAL 3 MO ORAL TABLET 20 per 30 days)
TABLET 20 MG MG
ADDERALL XR 3 MO BRINTELLIX 2 MO; QL (120
alprazolam oral 1 MO ORAL TABLET 5 per 30 days)
MG
tablet
AMBIEN 3 ST: MO: QL BRISDELLE 3 MO; (?(I; (3;)
(30 per 30 per oY days
days) bupropion hcl oral 1 MO
AMBIEN CR 3 ST;Mo;QL  fablet
(30 per 30 bupropion hcl oral 1 MO; QL (120
days) tablet extended per 30 days)
amitriptyline 1 PA; MO release 100 mg
: bupropion hcl oral 1 MO; QL (90
amoxapine ! MO tablet extended per 30 days)
AMPHETAMINE 1 MO release 150 mg
SALT COMBO

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

bupropion hcl oral 1 MO; QL (60 CYMBALTA 3 ST; MO; QL

tablet extended per 30 days) ORAL (180 per 30

release 200 mg CAPSULE,DELAY days)

. : ED

bupropion hcl oral 1 MO; QL (90 RELEASE(DR/EC)

tablet extended per 30 days) 20 MG

release 24 hr 150 mg

bupropion hcl oral 1 MO; QL (60 CYMBALTA 2 ST, MO; QL

tablet extended per 30 days) ORAL (120 per 30
CAPSULE,DELAY days)

release 24 hr 300 mg ED

buspirone 1 MO RELEASE(DR/EC)

CELEXA ORAL 3 MO:QL(120 OMG

TABLET 10 MG per 30 days) CYMBALTA 3 ST; MO; QL

CELEXA ORAL 3 MO; QL (60 8§§SL LEDELAY 260 per 30

TABLET 20 MG per 30 days) ED ULE, ays)

CELEXA ORAL 3 MO; QL (30 RELEASE(DR/EC)

TABLET 40 MG per 30 days) 60 MG

chlorpromazine 1 MO DAYTRANA 3 MO

citalopram oral 1 MO desipramine oral 1 MO

solution DESOXYN 3 MO

tal [ 1 MO; QL (120

fclz;leotp Irg }:;gom per é(? dagfs) desvenlafaxine oral 3 ST; MO; QL
tablet extended (120 per 30

citalopram oral 1 MO; QL (60 release 24 hr 100 mg days)

tablet 20 30d

aplet <vms ber ays) desvenlafaxine oral 3 ST; MO; QL

citalopram oral 1 MO; QL (30 tablet extended (240 per 30

tablet 40 mg per 30 days) release 24 hr 50 mg days)

clomipramine 1 PA; MO DEXEDRINE 3 MO

clonidine hcl oral 1 MO SPANSULE

tablet extended dexmethylphenidate 1 MO

l 12 h

refease d dextroamphetamine 1 MO

clorazepate 1 PA; MO oral capsule,

dipotassium extended release

clozapine oral tablet 1 dextroamphetamine 1 MO

CLOZARIL 3 MO oral tablet

CONCERTA 3 MO dextroamp.hetamine- 1 MO
amphetamine

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
diazepam oral 1 PA; MO escitalopram oxalate 1 MO; QL (30
solution 5 mg/5 ml oral tablet 20 mg per 30 days)
diazepam oral tablet 1 PA; MO escitalopram oxalate 1 MO; QL (120
DIAZEPAM 1 PA: MO oral tablet 5 mg per 30 days)
INTENSOL eszopiclone 1 ST; MO; QL
doxepin oral 1 PA; MO (30 per 30
days)
Capmulodelared | peridyy  FANAPTORAL 2 MO:QL(120
release(dr/ec) 20 mg TABLET 1 MG per 30 days)

. : FANAPT ORAL 2 MO; QL (90
duloxetine oral 1 MO; QL (120 TABLET 10 MG, 8 per 30 days)
capsule,delayed per 30 days) MG
release(dr/ec) 30 mg
duloxetine oral 1 MO; QL (60 l;ﬁlgéé’%’ 102R1\A/[é 2 MO; (()Q(I; (60
capsule,delayed per 30 days) per ays)
release(dr/ec) 60 mg FANAPT ORAL 2 MO; QL (360
EFFEXOR XR 3 ST: MO: QL TABLET 2 MG per 30 days)
ORAL (60 per 30 FANAPT ORAL 2 MO; QL (180
CAPSULE,EXTEN days) TABLET 4 MG per 30 days)
?f;ﬁ%ﬁglg FANAPT ORAL 2 MO; QL (120

TABLET 6 MG per 30 days)
EFFEXOR XR 3 STMO:QL b NAPT ORAL 2 QL (8per28
ORAL (180 per 30 TABLETS,DOSE days)
CAPSULE.EXTEN days) PACK ’
DED RELEASE
24HR 37.5 MG FAZACLO ORAL 3
EFFEXOR XR 3 ST; MO; QL TABLET,DISINTE
GRATING 100 MG,
ORAL (90 per 30 12.5 MG. 25 MG
CAPSULE.EXTEN days) i ’
DED RELEASE FAZACLO ORAL 2
24HR 75 MG TABLET,DISINTE
GRATING 150 MG,
EMSAM 2 MO 200 MG
ergoloid . MO FETZIMA ORAL 2 ST;MO: QL
escitalopram oxalate 1 MO CAPSULE,EXT (28 per 28
oral solution REL 24HR DOSE days)
. : PACK
escitalopram oxalate 1 MO; QL (60
oral tablet 10 mg per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
FETZIMA ORAL 2 ST; MO; QL fluvoxamine oral 1 MO; QL (90
CAPSULE,EXTEN (30 per 30 capsule,extended per 30 days)
DED RELEASE 24 days) release 24hr 100 mg
HR 120 MG Sfluvoxamine oral 1 MO; QL (60
FETZIMA ORAL 2 ST; MO; QL capsule,extended per 30 days)
CAPSULE,EXTEN (180 per 30 release 24hr 150 mg
gg%g f/IIE}EASE 24 days) fluvoxamine oral 1 MO; QL (90
tablet 100 mg per 30 days)
FETZIMA ORAL 2 ST; MO; QL . i
CAPSULE,EXTEN (90 per 30 ];L;)VZZ’;‘;’;’ZZ oral ! ﬁi?é 8&3?8 ?0
DED RELEASE 24 days)
HR 40 MG fluvoxamine oral 1 MO; QL (180
FETZIMA ORAL 2 ST:MoO.QL lablet30mg per 30 days)
CAPSULE,EXTEN (45 per 30 FOCALIN 3 MO
HR 80 MG
FORFIVO XL 3 MO; QL (30
fluoxetine oral 1 MO:; QL (240 per é(?dagfs)
capsule 10 mg per 30 days)

; GEODON 2 MO
Sfluoxetine oral 1 MO INTRAMUSCULA
capsule 20 mg R
ﬂ”(’xel””j 00”‘” 1 Moé(()% (60 GEODON ORAL 3 MO: QL (240
capsute 70 mg per 30 days) CAPSULE 20 MG per 30 days)
ﬂuoxel””; ‘l)m’ ; 1 lz\é%aQsL) (4Per GEODON ORAL 3 MO:;QL (120
capsue,detdye y CAPSULE 40 MG 30d
release(dr/ec) pet 2ys)

) ] ) MO GEODON ORAL 3 MO; QL (80
Jluoxetine ora CAPSULE 60 MG per 30 days)
solution

) ] GEODON ORAL 3 MO; QL (60
fluoxetine oral tablet 1 MO; QL (240 CAPSULE 80 MG per 30 days)
10 mg per 30 days)

idi 1 MO
fluoxetine oral tablet 1 MO shamamne
20 mg HALDOL 3 MO
fluoxetine oral tablet 3 MO HALDOL 3 MO
60 mg DECANOATE
fluphenazine 1 MO haloperidol 1 MO
decanoate haloperidol 1 MO
fluphenazine hcl 1 MO decanoate

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
haloperidol lactate 1 MO LATUDA ORAL 2 MO; QL (30
imipramine hel 1 PA: MO TABLET 120 MG per 30 days)
. . . LATUDA ORAL 2 MO; QL (240
imipramine pamoate 1 PA; MO TABLET 20 MG per 30 days)
INVEGA ORAL 2 MO; QL (240 LATUDA ORAL ) MO: QL (120
TABLET per 30 days) TABLET 40 MG 30 d
EXTENDED per 30 days)
RELEASE 24HR LATUDA ORAL 2 MO; QL (60
1.5 MG TABLET 60 MG, 80 per 30 days)
INVEGA ORAL 2 Mo;QL(20 MG
TABLET per 30 days) LEXAPRO ORAL 3 MO
EXTENDED SOLUTION
RIOPASE 24HR 3 LEXAPRO ORAL 3 MO; QL (60
TABLET 10 MG per 30 days)
INVEGA ORAL 2 MO:QL (60 LEXAPRO ORAL 3 MO: QL (30
TABLET per 30 days) TABLET 20 MG per 30 days)
EXTENDED
RELEASE 24HR 6 LEXAPRO ORAL 3 MO; QL (120
MG TABLET 5 MG per 30 days)
INVEGA ORAL 2 MO; QL (41 lithium carbonate 1 MO
TABLET per 30 days) o .
EXTENDED lithium citrate 1 MO
RELEASE 24HR 9 LITHOBID 3 MO
MG lorazepam oral 1 PA; MO
INVEGA 2 MO tablet
SUSTENNA LORAZEPAM 1 PA;MO
KAPVAY 3 MO INTENSOL
KHEDEZLA ORAL 3 ST; MO; QL loxapine succinate 1 MO
EXTENDED days)
RELEASE 24HR LUNESTA 3 ST; MO; QL
100 MG (30 per 30
days)
KHEDEZLA ORAL 3 ST; MO; QL
TABLET (240 per 30 LUVOX CR ORAL 3 MO; QL (90
EXTENDED days) CAPSULE,EXTEN per 30 days)
RELEASE 24HR 50 DED RELEASE
MG 24HR 100 MG

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

formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
LUVOX CR ORAL 3 MO; QL (60 NUVIGIL 3 PA; MO
CAPSULE,EXTEN per 30 days) .
= B
24HR 150 MG
. olanzapine oral 1 MO; QL (60
maprotiline ! MO tablet 10 mg per 30 days)
MARPLAN . MO olanzapine oral 1 MO; QL (30
METADATE CD 3 MO tablet 15 mg, 20 mg per 30 days)
METADATE ER 1 MO olanzapine oral 1 MO; QL (240
methamphetamine 1 MO tablet 2.5 mg per 30 days)
METHYLIN 3 MO olanzapine oral 1 MO; QL (120
tablet 5 mg per 30 days)
erl}lﬁ g;};i’;;dcelie ! MO olanzapine oral 1 MO; QL (81
biphasic 30_’70 10 tablet 7.5 mg per 30 days)
mg, 50 mg, 60 mg olanzapine oral 1 MO; QL (60
methylphenidate 1 MO tablet,disintegrating per 30 days)
oral capsul 10 mg
ipsule,er
biphasic 50-50 olanzapine oral 1 MO; QL (30
methylphenidate 1 MO tablet, disintegrating per 30 days)
oral solution 15 mg, 20 mg
biphaide 1Mo [
oral tablet ’
Smg
methylphenidate 1 MO .
oral tablet extended olanzap e ! MO
fluoxetine
release
methylphenidate 1 MO ORAP a MO
oral tablet extended oxazepam 1 PA; MO
release 24hr PAMELOR 3 MO
mirtazapine 1 MO PARNATE 3 MO
modafinil 5 PA; MO paroxetine hcl oral 1 MO; QL (180
NARDIL 3 MO tablet 10 mg per 30 days)
nefazodone 1 MO paroxetine hcl oral 1 MO; QL (90
NORPRAMIN 3 MO tablet 20 mg per 30 days)
. paroxetine hcl oral 1 MO; QL (60
nortripiyline ! MO tablet 30 mg per 30 days)

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

37



Drug Name Requirements Drug Name Drug Requirements

/Limits Tier /Limits
paroxetine hcl oral MO; QL (45 PAXIL CR ORAL 3 MO; QL (60
tablet 40 mg per 30 days) TABLET per 30 days)
paroxetine hcl oral MO; QL (180 EXTENDED

RELEASE 24 HR

tablet extended per 30 days) 375 MG
release 24 hr 12.5 i
mg perphenazine 1 MO
paroxetine hcl oral MO; QL (90 perphenazine- 1 PA; MO
tablet extended per 30 days) amitriptyline
release 24 hr 25 mg PEXEVA ORAL 3 MO; QL (180
paroxetine hcl oral MO; QL (60 TABLET 10 MG per 30 days)
tablet extended per 30 days) .

o 375 PEXEVA ORAL 3 MO; QL (90
;fgease " TABLET 20 MG per 30 days)
I
SUSPENSION P Y
woom TyAOGL 1 oot
TABLET 10 MG per 30 days)

PAXIL ORAL MO:; QL (90 phenelzine S MO
TABLET 20 MG per 30 days) PRISTIQ ORAL 2 ST; MO; QL
PAXIL ORAL MO; QL (60 TABLET (120 per 30
TABLET 30 MG 30d EXTENDED days)
per 30 days) RELEASE 24 HR
PAXIL ORAL MO; QL (45 100 MG
TABLET 40 MG per 30 days) PRISTIQ ORAL ) ST: MO: QL
PAXIL CR ORAL MO; QL (180 TABLET (240 per 30
TABLET per 30 days) EXTENDED days)
EXTENDED RELEASE 24 HR
RELEASE 24 HR 50 MG
125 MG PROCENTRA 1 MO
PAXIL CR ORAL MO; QL (90 .
TABLET per 30 days) protriptyline 1 MO
EXTENDED PROVIGIL 3 PA; MO
gfh%ASE 24 HR PROZAC ORAL 3 MO; QL (240
CAPSULE 10 MG per 30 days)
PROZAC ORAL 3 MO
CAPSULE 20 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
PROZAC ORAL 3 MO; QL (60 RISPERDAL ORAL 3 MO; QL (120
CAPSULE 40 MG per 30 days) TABLET 4 MG per 30 days)
PROZAC WEEKLY 3 MO; QL (4 per  RISPERDAL 2 MO
28 days) CONSTA
quetiapine oral 1 MO; QL (240 RISPERDAL M- 3 MO; QL (960
tablet 100 mg per 30 days) TAB ORAL per 30 days)
quetiapine oral 1 MO; QL (120 éﬁiﬁ%ﬂg(ﬁsslﬁg
tablet 200 mg per 30 days) i
quetiapine oral 1 MO; QL (902 RISPERDAL M- > MO; QL (480
tablet 25 mg per 30 days) TAB ORAL per 30 days)
TABLET,DISINTE
quetiapine oral 1 MO; QL (81 GRATING 1 MG
tablet 300 mg per 30 days) RISPERDAL M- 3 MO: QL (240
quetiapine oral 1 MO; QL (60 TAB ORAL per 30 days)
tablet 400 mg per 30 days) TABLET,DISINTE
quetiapine oral 1 MO; QL (480 GRATING 2 MG
tablet 50 mg per 30 days) RISPERDAL M- 3 MO; QL (161
TAB ORAL per 30 days)
UILLIVANT XR 3 MO
Q TABLET,DISINTE
REMERON 3 MO GRATING 3 MG
REMERON 3 MO RISPERDAL M- 3 MO; QL (120
SOLTAB TAB ORAL per 30 days)
RESTORIL 3 PA;MO TABLET,DISINTE
GRATING 4 MG
RISPERDAL ORAL 3 MO; QL (480 X ) .
SOLUTION per 30 days) rzspel.fzdone oral 1 MO; QL (480
solution per 30 days)
RISPERDAL ORAL 3 MO; QL (1920 X ) .
TABLET 0.25 MG per 30 days) risperidone oral 1 MO; QL (1920
tablet 0.25 mg per 30 days)
RISPERDAL ORAL 3 MO; QL (960 - - .
TABLET 0.5 MG per 30 days) rlSperldOl’le oral 1 MO, QL (960
tablet 0.5 mg per 30 days)
RISPERDAL ORAL 3 MO; QL (480 X ) .
TABLET 1 MG per 30 days) risperidone oral 1 MO; QL (480
tablet 1 mg per 30 days)
RISPERDAL ORAL 3 MO; QL (240 X ) .
TABLET 2 MG per 30 days) risperidone oral 1 MO; QL (240
tablet 2 mg per 30 days)
RISPERDAL ORAL 3 MO; QL (161 ) - .
TABLET 3 MG per 30 days) rlSperldOl’le oral 1 MO, QL (161
tablet 3 mg per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
risperidone oral 1 MO; QL (120 SAPHRIS (BLACK 2 MO; QL (60
tablet 4 mg per 30 days) CHERRY) per 30 days)
risperidone oral 1 MO; QL (1920 SUBLINGUAL
tablet, disintegrating per 30 days) TABLET,
0.25 m SUBLINGUAL 10
40 Mg MG
e MOSLO0 Sams BLAK 2 MoLL(
ha grating p y CHERRY) per 30 days)
> M8 SUBLINGUAL
risperidone oral 1 MO; QL (480 TABLET,
tablet, disintegrating per 30 days) SUBLINGUAL 5
1 mg MG
risperidone oral 1 MO; QL (240 SARAFEM 3 MO
;a}l;fet,dzsmtegratzng per 30 days) SEROQUEL ORAL 3 MO: QL (240
g TABLET 100 MG per 30 days)
it 1 MO Seoausonat 3 oL
e graung p y TABLET 200 MG per 30 days)
risperidone oral 1 MO; QL (120 %i%%g}rj ];;4 ﬁIéAL 3 MO; (()Q(I; (902
tablet, disintegrating per 30 days) per ays)
4 mg SEROQUEL ORAL 3 MO; QL (81
RITALIN 3 MO TABLET 300 MG per 30 days)
SEROQUEL ORAL 3 MO; QL (60
RITALIN LA < MO TABLET 400 MG per 30 days)
RITALIN SR S MO SEROQUEL ORAL 3  MO: QL (480
ROZEREM 2 MO; QL (30 TABLET 50 MG per 30 days)
per 30 days) SEROQUEL XR 2 MO; QL (161
SAPHRIS 2 MO; QL (60 ORAL TABLET per 30 days)
SUBLINGUAL per 30 days) EXTENDED
TABLET, RELEASE 24 HR
SUBLINGUAL 10 150 MG
MG SEROQUEL XR 2 MO; QL (120
SAPHRIS 2 MO; QL (120 ORAL TABLET per 30 days)
SUBLINGUAL per 30 days) EXTENDED
TABLET, RELEASE 24 HR
SUBLINGUAL 5 200 MG
MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
SEROQUEL XR 2 MO; QL (81 thiothixene 1 MO
ORAL TABLET per 30 days) ]
EXTENDED TOFRANIL 3 PA; MO
RELEASE 24 HR TOFRANIL-PM 3 PA; MO
300 MG TRANXENE T- 3 PA;MO
SEROQUEL XR 2 MO; QL (60 TAB
ORAL TABLET per 30 days) : 1 M
EXTENDED tranylcypromine Q)
RELEASE 24 HR trazodone 1 MO
400 MG trifluoperazine 1 MO
SEROQUEL XR 2 MO; QL (480 VALIUM 3 PA: MO
ORAL TABLET per 30 days) ’
EXTENDED venlafaxine oral 1 MO; QL (60
RELEASE 24 HR capsule,extended per 30 days)
50 MG release 24hr 150 mg
sertraline oral 1 MO venlafaxine oral 1 MO; QL (180
concentrate capsule,extended per 30 days)
l 24hr 37.5
sertraline oral tablet 1 MO; QL (60 refease r ne
100 mg per 30 days) venlafaxine oral 1 MO; QL (90
X . capsule,extended per 30 days)
;ejr;:z}lme oral tablet 1 2/2?5’(())(11;;2;)10 release 24hr 75 mg
) . venlafaxine oral 1 MO; QL (90
sertraline oral tablet 1 MO; QL (120 tablet 100 mg, 75 mg per 30 days)
50 mg per 30 days)
- venlafaxine oral 1 MO; QL (270
SILENOR 3 MO; QL (30 tablet 25 mg per 30 days)
per 30 days)
. ‘ venlafaxine oral 1 MO; QL (180
SONATA ORAL 3 ST; MO; QL tablet 37.5 mg per 30 days)
CAPSULE 10 MG (60 per 30
days) venlafaxine oral 1 MO; QL (150
tablet 50 mg per 30 days)
SONATA ORAL 3 ST; MO; QL
CAPSULE 5 MG (30 per 30 venlafaxine oral 3 MO; QL (60
days) tablet extended per 30 days)
STRATTERA 5 MO release 24hr 150 mg
. venlafaxine oral 3 MO; QL (30
SURMONTIL 3 PA; MO tablet extended per 30 days)
SYMBYAX 3 MO release 24hr 225 mg
temazepam 1 PA; MO
thioridazine 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
venlafaxine oral 3 MO; QL (180 WELLBUTRIN XL 3 MO; QL (60
tablet extended per 30 days) ORAL TABLET per 30 days)
release 24hr 37.5 mg EXTENDED
venlafaxine oral 3 MO; QL (90 ?&Lﬁ?}SE 24 HR
tablet extended per 30 days)
release 24hr 75 mg XYREM 2 MO; LA
VERSACLOZ 2 LA zaleplon oral 1 ST; MO; QL
VIIBRYD ORAL 2> MO:QL(120  Capsule 10mg 5160 per 30
TABLET 10 MG per 30 days) ays)
VIIBRYD ORAL 5 MO: QL (60 zaleplon oral 1 ST; MO; QL
TABLET 20 MG per 30 days) capsule 5 mg fﬁg/sp)er 30
TBRYDORL 2 MOOLOL Zegmiomi 1 wo
TABLET 10 MG, 5
VIIBRYD ORAL 2 MO; QL (30 MG
EQEIIEETS,DOSE per 30 days) ZENZEDI ORAL )
TABLET 15 MG, 20
VIVACTIL 3 MO MG, 30 MG
VYVANSE 3 MO ZENZEDI ORAL 2 MO
TABLET 2.5 MG
WELLBUTRIN 3 MO ’
7.5 MG
WELLBUTRIN SR 3 MO; QL (120
ORAL TABLET per é(? d agls) ziprasidone hcl oral 1 MO; QL (240
EXTENDED capsule 20 mg per 30 days)
RELEASE 100 MG ziprasidone hcl oral 1 MO; QL (120
WELLBUTRIN SR 3 MO:; QL (90 capsule 40 mg per 30 days)
ORAL TABLET per 30 days) ziprasidone hcl oral 1 MO; QL (80
EXTENDED capsule 60 mg per 30 days)
RELEASE 150 MG ziprasidone hcl oral 1 MO; QL (60
WELLBUTRIN SR 3 MO; QL (60 capsule 80 mg per 30 days)
gﬁg;&%ﬂ per 30 days) ZOLOFT ORAL 3 MO
RELEASE 200 MG CONCENTRATE
WELLBUTRIN XL 3 MO; QL (90 ZOLOFT ORAL 3 MO; QL (60
ORAL TABLET per 30 days) TABLET 100 MG per 30 days)
EXTENDED ZOLOFT ORAL 3 MO; QL (240
RELEASE 24 HR TABLET 25 MG per 30 days)
150 MG

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

ZOLOFT ORAL 3 MO; QL (120 ANTIARRHYTHMIC AGENTS
TABLET 50 MG per 30 days) amiodarone ) PA; MO
zolpidem 1 ST; MO; QL intravenous solution

S;O Sp)er 30 amiodarone oral 1 MO

Y tablet 200 mg, 400

ZOLPIMIST 3 ST; MO; QL mg

(8 per 30days)  “LETAPACE AF 3 MO
ZYPREXA 3 MO .
INTRAMUSCULA flecainide I MO
R mexiletine 1 MO
ZYPREXA ORAL 3 MO; QL (60 MULTAQ 3 MO
TABLET 10 MG per 30 days) NEXTERONE 3 PA
ZYPREXA ORAL 3 MO; QL (30
TABLET 15 MG, 20 per 30 days) PACERONE ! MO
MG procainamide 1 MO
ZYPREXA ORAL 3 MO; QL (240 ’1”556”07 Sl"l””"”
TABLET 2.5 MG per 30 days) mem
ZYPREXA ORAL 3 MO; QL (120 f’;.oecc‘t’;;f’;’jjﬁon !
TABLET 5 MG per 30 days) 500 mg/ml
ZYPREXA ORAL 3 MO; QL (81
TABLET 7.5 MG per 30 days) propafenone . O
ZVPREXA ZYDIS 3 MO: QL (60 quinidine gluconate 1 MO
ORAL per 30 days) quinidine sulfate 1 MO
TABLET,DISINTE
GRATING 10 MG RYTHMOL 3 MO

RYTHMOL SR M

ZYPREXA ZYDIS 3 MO; QL (30 OL S & ©
ORAL per 30 days) SORINE ORAL 1 MO
TABLET,DISINTE TABLET 120 MG,
GRATING 15 MG, 160 MG, 80 MG
20 MG SORINE ORAL 1
ZYPREXA ZYDIS 3 MO; QL (120 TABLET 240 MG
ORAL per 30 days) sotalol oral tablet 1 MO
TABLET,DISINTE

GRATING 5 MG
CARDIOVASCULAR,

HYPERTENSION / LIPIDS

160 mg, 240 mg, 80
mg

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

Tier /Limits Tier /Limits
SOTALOL AF 1 MO BENICAR 2 ST; MO
ORAL TABLET i
120 MG BENICAR HCT 2 ST; MO
TIKOSYN ) MO betaxolol oral 1 MO
BIDIL 2 MO
ANTIHYPERTENSIVE THERAPY
] 1 M
ACCUPRIL 3 MO bisoprolol fumarate O
bisoprolol- 1 MO
ACCURETIC 3 MO hydrochlorothiazide
acebutolol oral 1 MO bumetanide | MO
ADALAT CC 3 MO BYSTOLIC 2 MO
AFEDITAB CR 1 MO CALAN 3 MO
ALDACTONE 3 MO candesartan 1 MO
ALTACE 3 MO candesartan- 1 MO
amiloride 1 MO hydrochlorothiazid
amiloride- 1 MO captopril 1 MO
hydrochlorothiazide captopril- 1 MO
amlodipine 1 MO hydrochlorothiazide
amlodipine- 1 MO CARDENE IV IN 3
benazepril SODIUM
AMTURNIDE 3 MO CHLORIDE
ATACAND 3 ST: MO CARDENE SR 3 MO
ATACAND HCT 3 ST; MO CARDIZEM 3 MO
atenolol 1 MO CARDIZEM CD 3 MO
Ltenolol- ) MO CARDIZEM LA 3 MO
chlorthalidone CARDURA ORAL 3 ST; MO; QL
_ TABLET 1 MG, 2 (30 per 30
AVALIDE 3 ST; MO MG, 4 MG days)
AVAPRO 5 ST; MO CARDURA ORAL 3 ST;MO: QL
AZOR 2 ST; MO TABLET 8 MG (60 per 30
benazepril 1 MO days)
benazepril- 1 MO
hydrochlorothiazide

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
CARDURA XL 3 ST; MO; QL DIBENZYLINE 2 MO
(30 per 30 DILACOR XR 3 MO
days)
CARTIA XT 1 MO DILT-XR ! MO
carvedilol 1 MO c‘llltlazem hel I
intravenous
CATAPRES 2 MO diltiazem hcl oral 1 MO
CATAPRES-TTS-1 3 MO; QL (4 per  capsule, extended
28 days) release 180 mg, 360
CATAPRES-TTS-2 3 MO; QL (4per & #20mg
28 days) diltiazem hcl oral 1 MO
CATAPRES-TTS-3 3 MO:QL (4per Capsuleextended
release 12 hr
28 days)
chlorothiazide 1 MO diltiazem hcl oral 1 MO
capsule,extended
chlorothiazide 1 MO release 24hr 120 mg,
sodium 240 mg, 300 mg
chlorthalidone 1 MO diltiazem hcl oral 1 MO
clonidine 1 MO; QL (4 per tablet
28 days) DIOVAN 3 ST; MO
clonidine hcl oral 1 MO DIOVAN HCT 3 ST; MO
tablet DIURIL 3 MO
CLORPRES ORAL 1 MO
TABLET 0.1-15 DIURIL IV .
MG doxazosin oral tablet 1 MO; QL (30
CLORPRES ORAL 2 MO [ mg, 2 mg, 4 mg per 30 days)
TABLET 0.3-15 doxazosin oral tablet 1 MO; QL (60
MG 8 mg per 30 days)
COREG 3 MO DUTOPROL 2 MO
COREG CR 2 MO DYAZIDE 3 MO
CORGARD 3 MO DYRENIUM 3 MO
CORZIDE 3 MO EDARBI 3 ST; MO
COZAAR 3 ST; MO EDARBYCLOR 3 ST; MO
DEMADEX 3 MO EDECRIN 3 MO
DEMSER 2 MO enalapril maleate 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
enalapril- 1 MO lisinopril- 1 MO
hydrochlorothiazide hydrochlorothiazide
EPANED 3 MO LOPRESSOR 3 MO
eplerenone 1 MO LOPRESSOR HCT 3 MO
eprosartan 1 MO losartan 1 MO
EXFORGE 3 ST; MO losartan- 1 MO
EXFORGE HCT 3 ST: MO hydrochlorothiazide
felodipine 1 MO LOTENSIN > MO
fosinopril 1 MO LOTREL . MO
fosinopril- 1 MO MATZIM LA ! MO
hydrochlorothiazide MAVIK 3 MO
furosemide injection 1 MO MAXZIDE 3 MO
solution MAXZIDE-25MG 3 MO
Jurosemide oral ! MO methyclothiazide 1 MO
hydralazine 1 MO methyldopa ) MO
hydrochlorothiazide 1 MO metolazone 1 MO
HYZAAR 2 ST; MO metoprolol succinate 1 MO
indapamide ) MO metoprolol ta- 1 MO
INDERAL LA 3 MO hydrochlorothiaz
INNOPRAN XL 3 MO metoprolol tartrate 1 MO
INSPRA 3 MO intravenous solution
irbesartan 1 MO metoprolol tartrate 1 MO
oral
rar e MicARDS 5 st
isradipine 1 MO MICARDIS HCT 3 ST; MO
labetalol 1 MO MICROZIDE > MO
intravenous solution MINIPRESS 3 MO
labetalol oral 1 MO minoxidil oral 1 MO
LASIX 3 MO moexipril 1 MO
lisinopril 1 MO moexipril- 1 MO
hydrochlorothiazide

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

Tier /Limits Tier /Limits
nadolol 1 MO spironolactone 1 MO
nadolol- 1 MO SULAR 3 MO
bendroflumethiazide TARKA 3 MO
nicardipine 1 MO TAZTIA XT 1 MO
NIFEDICAL XL 1 MO TEKAMLO 3 MO
nifedipine oral tablet 1 MO TEKTURNA 3 MO
extended release
24hr TEKTURNA HCT 3 MO
nimodipine 1 MO telmisartan 1 MO
nisoldipine 1 MO telmisartan- 1 MO
NORVASC 3 Mo amlodipine

telmisartan- 1 MO
ORENITRAM - PA; MO hydrochlorothiazid
perindopril . MO TENORETIC 100 3 MO
erbumine
pindolol 1 MO TENORETIC 50 3 MO
prazosin 1 MO TENORMIN 3 MO
PRINIVIL 3 MO terazosin oral 1 MO; QL (30

capsule 1 mg, 2 mg, per 30 days)
PROCARDIA XL 3 MO Smg
propranolol 1 terazosin oral 1 MO; QL (60
intravenous capsule 10 mg per 30 days)
propranolol oral 1 MO TEVETEN 3 ST; MO
propranolol- 1 MO TEVETEN HCT 3 ST; MO
hydrochlorothiazid TIAZAC 3 MO
quinapril ! MO timolol maleate oral 1 MO
quinapril- 1 MO
hydrochlorothiazide TOPROL XL 3 MO
ramipril 1 MO t‘orsemlde . !

intravenous solution
REMODULIN 2 PA; MO; LA 20 mg/2 ml (10
SECTRAL 3 MO mg/mi)
spironolacton- 1 MO torsemide oral 1 MO
hydrochlorothiaz trandolapril 1 MO

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

Tier /Limits Tier /Limits
triamterene- 1 MO AGGRENOX 2 MO
hydrochlorothiazid argatroban 3 MO
TRIBENZOR 2 ST, MO argatroban in 0.9 % 3
TWYNSTA 3 ST; MO sod chlor
UNIRETIC 3 MO ARIXTRA 3 MO
UNIVASC 3 MO BRILINTA 2 MO
valsartan- 1 MO cilostazol 1 MO
hydrochlorothiazide clopidogrel ) MO
VASERETIC 3 MO COUMADIN 3 MO
VASOTEC : MO CYKLOKAPRON 3 MO
verap amil . I MO dipyridamole oral 1 MO
intravenous solution
verapamil oral 1 MO EFFIENT 2 MO
VERELAN 3 MO ELIQUIS 2 MO
VERELAN PM 3 MO enoxaparin 1 MO
ZAROXOLYN 3 MO fondaparinux 1 MO
ZEBETA 3 MO FRAGMIN 3 MO
ZESTORETIC 3 MO heparin (porcine) MO

injection solution
ZESTRIL 3 MO ; .

heparin (porcine) in 1
ZIAC 3 MO 5 % dex intravenous

parenteral solution
CARDIAC GLYCOSIDES 20,000 unit/500 ml
digoxin oral 1 MO (40 unit/ml), 25,000
LANOXIN ORAL 3 MO ”’”.ZZ 51)0 mi(100
TABLET 125 MCG, i
250 MCG heparin (porcine) in 1 MO

o ;

LANOXIN ORAL I parenterdl solution.
&%%LET 187.5 25,000 unit/500 ml

(50 unit/ml)
LANOXIN ORAL 2 MO A n ne) i 1
TABLET 62.5 MCG eparin (poreune) in

nacl (pf) intravenous
COAGULATION THERAPY parenteral solution

1,000 unit/500 m!

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
JANTOVEN 1 MO ANTARA ORAL 3
LOVENOX 3 MO CAPSULE 30 MG
pentoxifylline 1 MO atorvastatin 1 [1:/;?.;’ (?(Ii‘agfs())
PERSANTINE 3 MO CADUET 3 MO: QL (30
PLAVIX 3 MO per 30 days)
PLETAL 3 MO CHOLESTYRAMI 1 MO
PRADAXA 2 MO Eg%;{TH%RAL
PROMACTA 2 PA; MO; LA PACKET
ticlopidine 1 MO COLESTID ORAL 3 MO
tranexamic acid 1 MO GRANULES
intravenous COLESTID ORAL 3 MO
warfarin 1 MO TABLET
XARELTO ) MO colestzépol oral 1 MO
granules
ZONTIVITY 3 :
colestipol oral tablet 1 MO
LIPID/CHOLESTEROL L ERI
CHOIES SLELE0A/ AT CRESTOR 2 MO; QL (30
LLCIINTS per 30 days)
ADVICOR ORAL 2 MO; QL (60
TABLET, ER per 30 days) ]; Z"i{i’;em’e oral R 1
MULTIPHASE 24 P
HR 1,000-20 MG, fenofibrate oral 1 MO
750-20 MG tablet
ADVICOR ORAL 2 MO; QL (30 fenofibrate 1 MO
TABLET, ER per 30 days) micronized
MULTIPHASE 24
brat 1 MO
HR 1,000-40 MG, Jenofibra o lised
500-20 MG nanocrystallize
bric acid 1 MO
ALTOPREV 3 MO.QL@30  Jenofibricaci
(choline)
per 30 days)
FENOGLIDE 3 MO
amlodipine- 1 MO; QL (30
atorvastatin per 30 days) FIBRICOR 3 MO
ANTARA ORAL 3 MO Sfluvastatin oral 1 MO; QL (30
CAPSULE 130 MG, capsule 20 mg per 30 days)
43 MG, 90 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
Sfluvastatin oral 1 MO; QL (60 omega-3 acid ethyl 1 MO
capsule 40 mg per 30 days) esters
gemfibrozil oral 1 MO PRAVACHOL 3 MO; QL (30
JUXTAPID 2 MO;LA per 30 days)
KYNAMRO 3 MO: LA pravastatin 1 MO; QL (30
per 30 days)
LESCOL ORAL 3 MO; QL (30
PREVALITE ORAL 1 MO
CAPSULE 20 MG per 30 days) POWDER
ESCOLOUL 1 MO0 ol 3w
POWDER IN
LESCOL XL 3 MO; QL (30 PACKET
per 30 days) SIMCOR ORAL 3 MO; QL (60
LIPITOR 3 MO; QL (30 TABLET, ER per 30 days)
per 30 days) MULTIPHASE 24
HR 1,000-20 MG
LIPOFEN 3 MO ’ ’
750-20 MG
LIPTRUZET 3 MO; QL (30
per é(? da( ) SIMCOR ORAL 3 MO; QL (30
Y TABLET, ER per 30 days)
LIVALO 3 MO; QL (30 MULTIPHASE 24
per 30 days) HR 1,000-40 MG,
LOFIBRA 3 MO 500-20 MG, 500-40
MG
LOPID 3 MO
simvastatin 1 MO; QL (30
lovastatin oral tablet 1 MO; QL (30 per 30 days)
10 mg per 30 days)
TRICOR 3 MO
lovastatin oral tablet 1 MO; QL (60
20 mg, 40 mg per 30 days) TRIGLIDE 3 MO
LOVAZA 3 MO TRILIPIX 3 MO
niacin oral tablet 1 MO VASCEPA 2 MO
extended release 24 VYTORIN 10-10 3 MO; QL (30
hr per 30 days)
NIACOR 3 MO VYTORIN 10-20 3 MO; QL (30
NIASPAN 3 MO per 30 days)
EXTENDED- VYTORIN 10-40 3 MO; QL (30
RELEASE per 30 days)

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

Tier /Limits Tier /Limits
VYTORIN 10-80 3 MO; QL (30 ANTIPSORIATIC / ANTISEBORRHEIC
per 30 days) acitretin 1 MO
WELCHOL 2 MO calcipotriene 1 MO
ZETIA 2 MO calcipotriene- 1 MO
ZOCOR 3 MO; QL (30 betamethasone
per 30 days) calcitriol topical 1 MO

MISCELLANEOUS

DOVONEX 3 MO
CARDIOVASCULAR AGENTS

selenium sulfide 1 MO
RANEXA 2 MO topical suspension
VECAMYL 3 SORIATANE 3 MO
NITRATES SORILUX 3 MO
ISORDIL 3 MO STELARA 3 PA;MO
ISORDIL 3 MO TACLONEX 3 MO
TITRADOSE

VECTICAL 3 MO
isosorbide dinitrate 1 MO

B THERAPY
isosorbide 1 MO L
mononitrate SILVADENE 3 MO
MINITRAN 3 MO silver sulfadiazine 1 MO
NITRO-BID 1 MO SSD 1 MO
NITRO-DUR 3 MO MISCELLANEOUS
nitroglycerin 1 PA DERMATOLOGICALS
intravenous 8-MOP 2 MO
nitroglycerin 1 MO ALDARA 3 MO
transdermal ammonium lactate 1 MO
nitroglycerin 1 MO CARAC ) MO
translingual
spray,non-aerosol CONDYLOX 2 MO
NITROLINGUAL 3 MO TOPICAL GEL
NITROMIST 3 MO dzcl.ofenac sodium 1 PA; MO

topical gel
NITROSTAT 2 MO EFUDEX 3 MO
DERMATOLOGICALS/TOPICAL ELIDEL 3 PA: MO

THERAPY

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

Tier /Limits Tier /Limits
Sfluorouracil topical 1 MO AVITA TOPICAL 3 PA; MO
imiquimod 1 MO GEL
LAC-HYDRIN 3 MO AZELEX S 10
: BENZAMYCIN 3 MO
methoxsalen rapid 1
OXSORALEN 2 Mo CLARAVIS MO
OXSORALEN 3 MO CLEOCINT S MO
ULTRA CLINDACIN PAC 3 MO
PANRETIN 2 MO clindamycin 1 MO
PICATO 3 MO phosphate topical
clindamycin-benzoyl 1 MO
podofilox ! MO peroxide topical gel
PROTOPIC 2 PA; MO DIFFERIN 3 PA; MO
PRUDOXIN ! MO EPIDUO TOPICAL 3 PA; MO
REGRANEX 2 MO; QL (15 GEL WITH PUMP
per 30 days) ERY PADS 1 MO
SOLARAZE - PA; MO erythromycin with 1 MO
U-CORT 3 ST; MO ethanol topical gel
UVADEX 2 erythromycin with 1 MO
VEREGEN 3 MO ethan'OI topical
solution
ZONALON 3 MO
erythromycin- 1 MO
ZYCLARA 2 MO benzoyl peroxide
THERAPY FOR ACNE FABIOR 3 MO
ABSORICA 3 MO FINACEA 3 MO
ACANYA 3 MO METROCREAM 3 MO
ACZONE 3 MO METROGEL 3 MO
adapalene 1 PA; MO TOPICAL GEL
AKNE-MYCIN 3 MO METROLOTION 3 MO
AMNESTEEM 1 MO metronidazole 1 MO
topical cream
ATRALIN > PA; MO metronidazole 1 MO
AVITA TOPICAL 1 PA; MO topical gel
CREAM

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

Tier /Limits Tier /Limits
metronidazole 1 MO lidocaine hcl mucous 1 MO
topical lotion membrane gel
MYORISAN 1 lidocaine hcl mucous 1 MO
NORITATE 3 MO memérane jelly in

applicator
RETIN-A ¢ PA; MO lidocaine hcl mucous 1
RETIN-A MICRO 3 PA; MO membrane solution 2
RETIN-A MICRO 3 PA %
PUMP TOPICAL lidocaine hcl mucous 1 MO
GEL 0.08 % membrane solution 4
TAZORAC 2 PA;MO %
tretinoin topical 1 PA; MO lidqca;'ne-p rilocaine I MO
cream 0.025 %, 0.05 lopical cream
%, 0.1 % LIDODERM 3 PA; MO
tretinoin topical 3 PA; MO SYNERA 3 MO
0,
cream 0.05 % XYLOCAINE 3
tretinoin topical gel 1 PA; MO INJECTION
SOLUTION 20
VELTIN 3 PA; MO
’ MG/ML (2 %)
ZENATANE 1 M
© XYLOCAINE 3
ZIANA 3 PA; MO MUCOUS
TOPICAL ANESTHETICS MEMBRANE
XYLOCAINE-MPF 3 MO
EMLA : MO INJECTION
lidocaine topical 1 PA; MO SOLUTION 10
adhesive MG/ML (1 %)

tch,medicated
patcn,medicate TOPICAL ANTIBACTERIALS

lidocaine topical 1 MO
ointment ALTABAX 3 MO
injection solution 10 CORTISPORIN 3 MO
mg/ml (1 %), 5 TOPICAL
/ml (0.5 %

mg/mi ( ) gentamicin topical 1 MO

] ] 1 M
lidocaine hel 0 KLARON 3 MO
injection solution 20
mg/ml (2 %) mafenide acetate 1 MO

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

Tier /Limits Tier /Limits
mupirocin 1 MO NYSTOP 1 MO
mupirocin calcium 1 MO OXISTAT 3 MO
sulfacetamide 1 MO PEDI-DRI 1 MO
sodium (acne) TOPICAL ANTIVIRALS
SULFAMYLON 2 MO ] .

TOPICAL CREAM acyclovir topical 1 MO
SULFAMYLON 3 MO DENAVIR . 1O
TOPICAL PACKET XERESE 3 MO
TOPICAL ANTIFUNGALS ZOVIRAX 2 MO
] . TOPICAL CREAM
ciclopirox 1 MO
] . ZOVIRAX 3 MO
clotrimazole topical 1 MO TOPICAL
clotrimazole- 1 MO OINTMENT
betamethasone TOPICAL CORTICOSTEROIDS
econazole topical 1 MO ALA-CORT 1 MO
ERTACZO > MO ALA-SCALP 3 ST; MO
EXELDERM > MO alclometasone 1 MO
EXTINA > MO amcinonide 1 MO
JUBLIA : APEXICON E 1 MO
ketoconazole topical 1 MO betamethasone ) MO
KETODAN KIT 1 MO dipropionate
LOPROX 3 MO betamethasone 1 MO
LOTRISONE 3 MO valerate
LUZU 3 MO betamethasone, 1 MO
augmented
MENTAX 3 MO
CAPEX 3 ST; MO
NAFTIN 3 MO -
clobetasol topical 1 MO
NIZORAL 3 MO foam
NYAMYC 1 MO clobetasol topical 1 MO
nystatin topical 1 MO gel
nystatin- 1 MO clobetasol topical 1 MO
lotion

triamcinolone

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
clobetasol topical 1 MO fluocinonide topical 1 MO
ointment solution
clobetasol topical 1 MO FLUOCINONIDE-E 1 MO
shampoo fluticasone topical 1 MO
clobe'tasol topical 1 MO halobetasol 1 MO
solution .
propionate
clol?etasol-emollzent 1 MO HALOG 3 ST: MO
topical cream
CLOBEX 3 ST: MO hyc{rocortlsone ) 1 MO
topical cream 1 %,
CLODERM 3 ST; MO 25 %
CORDRAN TAPE 3 ST; MO hydrocortisone 1 MO
LARGE ROLL topical lotion 2.5 %
CUTIVATE 3 ST; MO hydrocortisone 1 MO
i topical ointment 1
DERMATOP 3 ST; MO % 2.5 %
DESONATE 3 ST; MO hydrocortisone 1 MO
desonide 1 MO butyr-emollient
DESOWEN 3 ST hydrocortisone 1 MO
TOPICAL CREAM butyrate topical
DESOWEN 3 ST;MO otntment
TOPICAL LOTION hydrocortisone 1 MO
desoximetasone 1 MO butyrgte topical
solution
di 1 MO
iflorasone hydrocortisone 1 MO
DIPROLENE 3 ST; MO valerate
DIPROLENE AF 3 ST; MO KENALOG 3 ST; MO
ELOCON 3 ST;MO TOPICAL
fluocinolone 1 MO mometasone 1 MO
fluocinonide topical 1 MO OLUX 3 ST; MO
cream 0.1 % PANDEL 3 ST; MO
Sfluocinonide topical 1 MO prednicarbate 1 MO
)
£¢ SYNALAR 3 ST;MO
Sfluocinonide topical 1 MO CREAM KIT
nt t
omimen TEMOVATE 3 ST;MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
TOPICORT 3 ST; MO acamprosate 1 MO
triamcinolone 1 MO ACTONEL ORAL 3 MO; QL (30
acetonide topical TABLET 30 MG per 30 days)
TRIDERM 1 MO ADAGEN 2 MO
ULTRAVATE 3 ST; MO AGRYLIN 3 MO
VANOS 3 ST; MO alendronate oral 1 MO; QL (30
TOPICAL ENZYMES tablet 40 mg per 30 days)
SANTYL ) MO anagrelide 1 MO
ANTABUSE 3 MO
TOPICAL SCABICIDES /
PEDICULICIDES ARALAST NP 2 MO; LA
INTRAVENOUS
EURAX 3 MO RECON SOLN 500
lindane 1 MO MG
malathion 1 MO CAMPRAL 3 MO
OVIDE 3 MO CARBAGLU 2 MO; LA
permethrin topical 1 MO CARNITOR 3 MO
cream cevimeline 1 MO
SKLICE MO CHEMET 2 MO
Spinosad 1 MO CLINIMIX 2 PA
ULESFIA 3 MO 4.25%/D5SW
DIAGNOSTICS / SULTTREE
MISCELLANEOUS AGENTS e ?
2.75%/D10W SUL
IRRIGATING SOLUTIONS FREE
lactated ringers 1 MO CLINIMIX E 2
irrigation 2.75%/D5W SULF
: ; : ] MO FREE
neomycin-polymyxin
b gu dl0 % & 0.45 % 1
sodium chloride
PHYSIOLYTE 3
d2.5 %-0.45 % 1
PHYSIOSOL 3 sodium chloride
IRRIGATION
: — d5 % and 0.9 % 1 MO
ringers irrigation 1 MO sodium chloride
MISCELLANEOUS AGENTS

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

Tier /Limits Tier /Limits
d5 %-0.45 % sodium 1 MO LITHOSTAT 3 MO
chloride midodrine 1 MO

o,

f)lextrose 10% & 0.2 1 ORFADIN ) MO: LA
% nacl
dextrose 10 % in 1 MO pilocarpine hcl oral 1 MO
water (d10w) PROLASTIN-C 2 MO; LA
dextrose 5 % in 1 MO RAVICTI 2 MO
water (d5w) RECLAST 3 PA:MO
intravenous
parenteral solution RENAGEL 3 MO
dextrose 5 %- 1 MO RENVELA 3 MO
lactated ringers RILUTEK 3 MO
dextrose 5.%—0.2 % 1 viluzole 1 MO
sod chloride

SALAGEN 3 MO
dextrose 5%-0.3 % 1
sod.chloride sodium chloride 1 MO

) irrigation
disulfiram 1 MO
) — sodium chloride 0.9 1 MO

etidronate disodium 1 MO 94 intravenous
EVOXAC 3 MO parenteral solution
EXJADE 2 MO; LA sodium 1 MO
FERRIPROX 2 MO phenylbutyrate

SODIUM 1
FOSRENOL S MO POLYSTYRENE
GLASSIA 3 MO; LA (SORB FREE)
INCRELEX 2 MO; LA SYPRINE 2 MO
KAYEXALATE 3 MO THIOLA 2 MO
KIONEX ORAL 1 MO VELPHORO 3 MO
POWDER water for irrigation, 1 MO
levocarnitine 1 MO sterile
iniravenous ZEMAIRA 2 MO:LA
levocarnitine oral 1 MO oledronic acid- 1 PA: MO
tablet .

mannitol-water
levocarnitine (with 1 MO intravenous solution
sugar) SMOKING DETERRENTS

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

Tier /Limits Tier /Limits
BUPROBAN 1 MO ipratropium bromide 1 MO; QL (30
CHANTIX ) MO nasal per 30 days)
CHANTIX ) MO PATANASE 3 MO; (?(I; (30.5
CONTINUING per 30 days)
MONTH BOX PERIOGARD 1 MO
CHANTIX 2 triamcinolone 1 MO
CONTINUING acetonide dental
MONTH PAK TYZINE NASAL 2 MO
CHANTIX 2 MO DROPS 0.05 %
STARTING
MONTH BOX MISCELLANEOUS OTIC
PREPARATIONS
CHANTIX 2
STARTING ACETASOL HC 1 MO
MONTH PAK acetic acid otic 1 MO
NICOTROL 2 MO Sfluocinolone 1 MO
NICOTROL NS 2 MO acetonide oil
ZYBAN 3 MO hde.OCOV'?l'SOI’le— 1 MO
acetic acid
EAR, NOSE / THROAT ofloxacin otic 1 MO
MEDICATIONS
OTIC STEROID / ANTIBIOTIC
MISCELLANE AGENT
ps NEOUDL TN CIPRO HC 3 MO
ASTELIN 3 MO; QL (60
per 30 days) CIPRODEX 2 MO
ASTEPRO 3 MO; QL (60 COLY-MYCIN S 5 MO
per 30 days) CORTISPORIN 3 MO
ATROVENT 3 MO; QL (30 OTIC
per 30 days) CORTISPORIN-TC 3 MO
azelastine nasal 1 MO; QL (60 neomycin- 1 MO
per 30 days) polymyxin-hc otic
BACTROBAN CH MO ENDOCRINE/DIABETES
NASAL
ADRENAL HORMONE
chlorhexidine 1 MO ) 0 QINIZ
gluconate mucous A-HYDROCORT 1 MO
membrane ACTHAR H.P. 3 PA;MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
CORTEF 3 MO methylprednisolone 1
cortisone 1 MO ‘?O.dlw.n suee
injection recon soln
DEPO-MEDROL 3 MO 40 mg
dexamethasone oral 1 MO MILLIPRED ORAL 3 MO
elixir SOLUTION
dexamethasone oral 1 MO MILLIPRED ORAL 1 PA; MO
tablet TABLET
DEXAMETHASON 1 MO ORAPRED 3 MO
E INTENSOL ORAPRED ODT 3 PA; MO
dexamethasone 1 MO ORAL
sodium phosphate TABLET,DISINTE
injection GRATING 15 MG,
DEXPAK 13 DAY 3 MO 30 MG
FLO-PRED 3 prednisolone sodium 1 MO
phosphate oral
fludrocortisone 1 MO solution 15 mg/5 ml,
hydrocortisone oral 1 MO 3 mg base/5 ml (6.7
mg/5 ml)
KENALOG 3 MO - )
INJECTION prednisolone sodium 1
phosphate oral
MEDROL 3 PA; MO solution 25 mg/5 ml
MEDROL (PAK) 3 MO (3 mg/ml)
methylprednisolone 1 PA; MO pr edn.isone oral 1 MO
oral tablet solution
methylprednisolone 1 MO prednisone oral 1 PA; MO
oral tablets,dose tablet
pack PREDNISONE 1 MO
methylprednisolone 1 MO INTENSOL
acelate RAYOS 3 PA; MO
methylprednisolone 1 MO SOLU-CORTEF 3 MO
sodium succ (PF) INJECTION
injection recon soln RECON SOLN 100
125 mg MG/2 ML, 250
MG/2 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
SOLU-MEDROL 3 ACTOPLUS MET 3 MO; QL (60
INTRAVENOUS XR ORAL per 30 days)
RECON SOLN 2 TABLET, ER
GRAM MULTIPHASE 24
SOLU-MEDROL 3 MO HR 15-1,000 MG
(PF) INJECTION ACTOPLUS MET 3 MO; QL (30
i XR ORAL per 30 days)
(SPC;I;U MEDROL 3 MO TABLET, ER
INTRAVENOUS Xg IggIIP 10{6?)81\1;:[ (2}4
RECON SOLN 500 =
MG/4 ML ACTOS 3 MO; QL (30
triamcinolone 1 MO per 30 days)
acetonide injection ALCOHOL PADS 2
suspension 10 mg/ml AMARYL ORAL 3 MO:; QL (240
triamcinolone 1 TABLET 1 MG per 30 days)
acelonide "Z(e)c”oj’ l AMARYL ORAL 3 MO; QL (120
Suspension =0 me/m TABLET 2 MG per 30 days)
VERIPRED 20 S MO AMARYL ORAL 3 MO: QL (60
ANTITHYROID AGENTS TABLET 4 MG per 30 days)
methimazole 1 MO APIDRA 3 MO
propylthiouracil 1 MO APIDRA 3 MO
TAPAZOLE 3 MO SOLOSTAR
AVANDAMET 3 MO; LA; QL
DIABETES THERAPY (60 per 30
acarbose oral tablet 1 MO; QL (90 days)
100 mg per 30 days) AVANDARYL 3 MO:;LA; QL
acarbose oral tablet 1 MO; QL (360 (30 per 30
25 mg per 30 days) days)
acarbose oral tablet 1 MO; QL (180 AVANDIA ORAL 3 MO; LA; QL
50 mg per 30 days) TABLET 2 MG, 4 (60 per 30
MG d
ACTOPLUS MET 3 MO; QL (90 ays)
per 30 days) AVANDIA ORAL 3 MO; LA; QL
TABLET 8 MG (30 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
BYDUREON 2 PA; MO; QL glimepiride oral 1 MO; QL (60
SUBCUTANEOUS (4 per 28 days)  tablet 4 mg per 30 days)
SUSPENSION,EXT glipizide oral tablet 1 MO; QL (120
ENDED REL 10m er 30 days)
RECON g P Y
BYETTA ) PA: MO: QL §Z;1;lzzde oral tablet 1 Né?é (?(I{a(ZSSlO
SUBCUTANEOUS (2.4 per 30 & p y
PEN INJECTOR 10 days) glipizide oral tablet 1 MO; QL (60
MCG/0.04 ML extended release per 30 days)
BYETTA 2 pa:Mo QL ZHri0mg
SUBCUTANEOUS (1.2 per 30 glipizide oral tablet 1 MO; QL (240
PEN INJECTOR 5 days) extended release per 30 days)
MCG/0.02 ML 24hr 2.5 mg
CYCLOSET 3 MO; QL (180 glipizide oral tablet 1 MO; QL (120
per 30 days) extended release per 30 days)
DUETACT 3 MO:; QL (30 24hr 5 mg
per 30 days) glipizide-metformin 1 MO; QL (240
FARXIGA ORAL 3 MO: QL (30 ;ral tablet 2.5-250 per 30 days)
TABLET 10 MG per 30 days) £
FARXIGAORAL 3 moiqLo  SPEEEMITEE L B
TABLET 5 MG per 30 days) mg, 5-500 mg
FORTAMET ORAL 3 MO; QL (75
TABLET per 30 days) GLUCAGEN 2
EXTENDED GLUCAGEN 2 MO
RELEASE 24HR HYPOKIT
1,000 MG GLUCAGON 2 MO
FORTAMET ORAL 3 MO; QL (150 EMERGENCY
EQ%ETDED per 30 days) GLUCOPHAGE 3 MO;QL (75
RELEASE 24HR ?l(}(ﬁ)Ll\;f(?BLET per 30 days)
500 MG i
75 21 2 ; GLUCOPHAGE 3 MO; QL (150
gauze pads < x ORAL TABLET per 30 days)
glimepiride oral 1 MO; QL (240 500 MG
tablet I mg per 30 days) GLUCOPHAGE 3 MO; QL (90
glimepiride oral 1 MO; QL (120 ORAL TABLET per 30 days)
tablet 2 mg per 30 days) 850 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
GLUCOPHAGE XR 3 MO; QL (120 GLYSET ORAL 3 MO; QL (90
ORAL TABLET per 30 days) TABLET 100 MG per 30 days)
Eégg:ls)g 12)4 HR GLYSET ORAL 3 MO; QL (360
500 MG TABLET 25 MG per 30 days)
GLUCOPIAGEXR 3 MoraLs  OLYSETORAL 3 vO;QL (1
ORAL TABLET per 30 days) P Y
EXTENDED HUMALOG 2 MO
l;f()Lll\E/I%SE 24 HR HUMALOG 2 MO
KWIKPEN
GLUCOTROL 3 MO; QL (120 HUMALOG MIX 2 MO
ORAL TABLET 10 per 30 days)
MG 50-50
HUMALOG MIX 2 MO
GLUCOTROL 3 MO; QL (240 50-50 KWIKPEN
ORAL TABLET 5 per 30 days)
MG HUMALOG MIX 2 MO
75-25
GLUCOTROL XL 3 MO; QL (60
ORAL TABLET per 30 days) HUMALOG MIX 2 MO
EXTENDED 75-25 KWIKPEN
&%EASE 24HR 10 HUMULIN 70/30 2 MO
HUMULIN 70/30 2 MO
ORAL TABLET per 30 days)
EXTENDED HUMULIN 70/30 2 MO
RELEASE 24HR PEN
2.5 MG HUMULIN N 2 MO
ORAL TABLET per 30 days) KWIKPEN
EXTENDED
RELEASE 24HR 5 HUMULIN N PEN 2 MO
MG HUMULIN R 2 MO
GLUMETZA ORAL 3 MO; QL (60 HUMULIN R U-500 2 MO
TABLET,ER per 30 days) "CONCENTRATED
GAST.RETENTION "
24 HR 1,000 MG
insulin pen needle 2 MO
GLUMETZA ORAL 3 MO; QL (120 — : :
TABLET,ER per 30 days) insulin syringe (disp) 2 MO
GAST.RETENTION u-100 0.3 ml
24 HR 500 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
insulin syringe (disp) 2 LANTUS 2 MO
u-100 1 ml SOLOSTAR
insulin syringe (disp) 2 MO LEVEMIR 2 MO
u-100 12 mi LEVEMIR 2 Mo
INVOKANA 2 MO; QL (30 FLEXPEN
per30days) | EVEMIR 2 MO
JANUMET 2 MO; QL (60 FLEXTOUCH
per 30 days) metformin oral 1 MO; QL (75
JANUMET XR 2 MO; QL (30 tablet 1,000 mg per 30 days)
ORAL TABLET, per 30 days) metformin oral 1 MO; QL (150
ER MULTIPHASE tablet 500 m er 30 days)
24 HR 100-1,000 l P 4
MG, 50-500 MG metformin oral 1 MO; QL (90
JANUMET XR ) MO: QL (60 tablet 850 mg per 30 days)
ORAL TABLET, per 30 days) metformin oral 1 MO; QL (120
ER MULTIPHASE tablet extended per 30 days)
24 HR 50-1,000 MG release 24 hr 500 mg
JANUVIA 2 MO; QL (30 metformin oral 1 MO; QL (75
per 30 days) tablet extended per 30 days)
release 24 hr 750 mg
JENTADUETO 3 ST; MO; QL
(60 per 30 metformin oral 1 MO; QL (75
days) tablet extended per 30 days)
KAZANO 3 ST: MO: QL ;flease 24hr 1,000
(60 per 30 &
days) nateglinide oral 1 MO; QL (90
KOMBIGLYZE XR 2 MO;QL (60 ‘4bler120mg per 30 days)
ORAL TABLET, per 30 days) nateglinide oral 1 MO; QL (180
ER MULTIPHASE tablet 60 mg per 30 days)
ﬁé{R 2.5-1,000 needles, insulin 2
disp.,safety
KOMBIGLYZE XR 2 MO; QL (30 NESINA 3 ST: MO: QL
ORAL TABLET, per 30 days) (30 per 30
ER MULTIPHASE
days)
24 HR 5-1,000 MG,
5-500 MG NOVOLIN 70/30 3 MO
LANTUS 2 MO NOVOLIN N 3 MO
NOVOLIN R 3 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
NOVOLOG 2 MO repaglinide oral 1 MO; QL (960
NOVOLOG ) MO tablet 0.5 mg per 30 days)
FLEXPEN repaglinide oral 1 MO; QL (480
NOVOLOG MIX ) MO tablet 1 mg per 30 days)
70-30 repaglinide oral 1 MO; QL (240
NOVOLOG MIX ) MO tablet 2 mg per 30 days)
70-30 FLEXPEN RIOMET 2 MO; QL (765
NOVOLOG 2 MO per 30 days)
PENFILL STARLIX ORAL 3 MO; QL (90
ONGLYZA 5 MO: QL (30 TABLET 120 MG per 30 days)
per 30 days) STARLIX ORAL 3 MO; QL (180
OSENI 3 MO: QL (30 TABLET 60 MG per 30 days)
per 30 days) SYMLINPEN 120 2 PA; MO; QL
pioglitazone 1 MO; QL (30 fil 8.9 per 30
per 30 days) ays)
pioglitazone- 1 MO: QL (30 SYMLINPEN 60 2 PA; MO; QL
glimepiride per 30 days) (10.5 per 30
days)
’;1’;% ’;Zizne' ! 1\2?3 g‘a(i? TANZEUM 3 PA:;QL (2 per
P Y 28 days)
PRANDIMET 3 Né?é (?(];a( 150 tolazamide oral 1 MO; QL (120
P Y tablet 250 mg per 30 days)
E,IA{ABIE][E){,I\(I) ?IE?CI; < Néroé (?(IiJa(9s§0 tolazamide oral 1 MO; QL (60
' P Y tablet 500 mg per 30 days)
PRANDIN ORAL 3 MO; QL (480 . .
TABLET 1 MG per 30 days) tolbutamide 1 MO; QL (180
per 30 days)
PRANDIN ORAL 3 MO; QL (240
TRADJENTA 3 ST; MO; QL
TABLET 2 MG per 30 days) (30 per 30
PRECOSE ORAL 3 MO; QL (90 days)
TABLET 100 MG per 30 days) VGO 20 ) MO
PRECOSE ORAL 3 MO; QL (360
TABLET 25 MG per 30 days) VGO 30 Z MO
PRECOSE ORAL 3 Mo;QL(180 Y9940 MO
TABLET 50 MG per 30 days) VICTOZA 2-PAK 2 PA; MO; QL
PROGLYCEM 2 MO (© per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
VICTOZA 3-PAK 2 PA; MO; QL ELAPRASE 2 MO
Oper30days) — grpryso 2 MO
MISCELLANEOUS HORMONES FABRAZYME 2 MO
ALDURAZYME 2 MO INTRAVENOUS
ANADROL-50 2 PA; MO ﬁlEGCON SOLN '35
ANDRODERM 2 PA; MO FORTESTA 3 PA: MO
ANDROGEL 2 PA; MO FORTICAL 1 MO
ANDROID S MO HECTOROL 3 MO
ANDROXY 1 MO INTRAVENOUS
i SOLUTION 4
AXIRON 3 PA; MO MCG/2 ML
cabergoline 1 MO; QL (16 HECTOROL ORAL 3 MO
per 28 days)
calcitonin (salmon) 1 MO KORLYM 3 MO
. KUVAN ORAL 2 MO; LA
calcitriol . MO TABLET,SOLUBL
intravenous E
calcitriol oral 1 MO LUMIZYME ) MO: LA
CEREZYME Z MO METHITEST 2 MO
Cho”c‘;”t’c . L PAMO MIACALCIN 2 MO
sonacgotropin, INJECTION
human
MIACALCIN 3 MO
danazol oral 1 MO NASAL
DDAVP 3 MO MYALEPT 2 PA; MO; LA
DEPO- 3 MO
TESTOSTERONE MYOZYME 2 MO
desmopressin 1 MO NAGLAZYME 2 MO; LA
injection NOVAREL 1 PA; MO
desmopressin nasal 1 MO oxandrolone 1 PA; MO
spray,non-aerosol pamidronate 1 MO
desmopressin oral 1 MO intravenous solution
doxercalciferol 1 paricalcitol 1 MO
intravenous PREGNYL 3 PA;MO
doxercalciferol oral 1 MO

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

Tier /Limits Tier /Limits
ROCALTROL 3 MO levothyroxine 3 MO
SAMSCA ORAL 2 PA;MO;QL ’”tlmﬁ)’;o”‘s recon
TABLET 15 MG (30 per 30 sotn WY meg
days) levothyroxine oral 1 MO

SAMSCA ORAL 2 PA; MO; QL LEVOXYL 1 MO
TABLET 30 MG (60 per 30 . .

liothyronine 1

days) .

intravenous
SENSIPAR . MO liothyronine oral 1 MO
SOMAVERT 2 MO; LA SYNTHROID 3 MO
STIMATE S VO THYROLAR-I 2 MO
STRIANT 3 PAMO THYROLAR-1/2 2 MO
SYNAREL . MO THYROLAR-1/4 2 MO
TESTIM 3 PAMO THYROLAR-2 2 MO
testgsterone 1 MO THYROLAR-3 ) MO
cypilonate
testosterone 1 MO TIROSINT > MO
enanthate UNITHROID 1 MO

ORAL TABLET
TESTRED 3 MO 100 MCG, 112
VOGELXO 3 PA MCG, 125 MCQG,
TRANSDERMAL 150 MCQG, 175
GEL IN PACKET MCG, 200 MCG, 25

MCG, 300 MCG, 50
VPRIV 2 MO MCG, 75 MCG, 88
ZAVESCA 2 MO; LA MCG
ZEMPLAR 2 MO GASTROENTEROLOGY
INTRAVENOUS
ZEMPLAR ORAL 3 MO AT AL

ANTISPASMODICS
zoledronic acid 1 MO ...
. . atropine injection 1
intravenous solution .

syringe
ZOMETA 3 MO BENTYL 3 MO
THYROID HORMONES CANTIL 3 MO
CYTOMEL 3 MO CUVPOSA 3 MO

dicyclomine 1 MO

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

diphenoxylate- 1 MO balsalazide 1 MO
atropine budesonide oral 1 MO
FULYZAQ 3 MO CANASA p MO
GLYCATE 3 CESAMET 2 PA:MO
glycopyrrolate 1 Mo CHENODAL 2 PA:MO: LA
LOMOTIL 3 MO CIMZIA 3 PA:MO
lof’er‘y’”’de oral 1= MO CIMZIA POWDER 3 PA:MO
capsuie FOR RECONST
methscopolamine 1= MO CIMZIA STARTER 3 PA: MO
oral

KIT
PAMINE S O COLAZAL 3 MO
PAMINE FORTE 3 MO COLOCORT | MO
ROBINUL ORAL 3 MO COLYTE WITH : MO
ROBINUL FORTE 3 MO FLAVOR PACKS
MISCELLANEOUS .
GASTROINTESTINAL AGENTS 6.72 GRAM
ACTIGALL 3 MO COMPRO ) MO
ALOXI 2 MG; QL0 CONSTULOSE 1 MO

per 30 days)

CORTIFOAM 2 MO
AMITIZA 2 MO

CREON 2 MO
ANUSOL-HC 3 MO
RECTAL CREAM cromolyn oral 1 MO
ANZEMET 3 MO CYSTADANE 2 MO
INTRAVENOUS DELZICOL o) MO
SOLUTION 100
MG/5 ML DIPENTUM 3 MO
ANZEMET ORAL 3 PA;MO dronabinol I PATMO
APRISO 3 MO EMEND 2 MO

INTRAVENOUS
ASACOL HD 2 MO

EMEND ORAL 2 PA; MO
AZULFIDINE 3 MO

ENTOCORT EC 3 MO
AZULFIDINE EN- 3 MO
TABS ENULOSE 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
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GASTROCROM 3 MO metoclopramide hcl 1 MO
GATTEX ONE- 3 MO oral
VIAL METOZOLV ODT 3 MO
GAVILYTE-C 1 MO MOVIPREP 2 MO
GAVILYTE-G 1 MO NULYTELY WITH 3 MO
GAVILYTE-N 1 MO FLAVOR PACKS
GENERLAC 1 MO ondansetron 1 PA; MO
GIAZO 3 MO ondansetron hcl oral 1 PA; MO
solution
GOLYTELY 3 MO ondansetron hcl oral 1 PA
granisetron 1 MO tablet 24 mg
;n}t;a;;;;o(;tsnjzlunon ondansetron hcl oral 1 PA; MO
& tablet 4 mg, 8 mg
granisetron oral 1 PA; MO ondansetron hel (o)) ) MO
granisetron (pf) 1 injection solution
intravenous solution OSMOPREP 3 MO
100 mcg/ml
GRANISOL 1 PA;MO PANCREAZE S 1O
hydrocortisone 1 MO peg 3330- : MO
voctal electrolytes oral
recon soln 236-
KRISTALOSE 3 MO 22.74-6.74 gram
lactulose oral 1 MO PENTASA 2 MO
solution 10 gram/15
ml PERTZYE 3 MO
polyethylene glycol 1 MO
LIALDA 2 MO 3350 oral powder
LINZESS 2 MO PREPOPIK 3 MO
LOTRONEX 2 MO prochlorperazine 1 MO
MARINOL 3 PA; MO prochlorperazine 1 MO
meclizine oral tablet 1 MO edisylate injection
mesalamine with 1 MO SOlutl(/m 110 mg/2 ml
cleansing wipe (5 mg/ml)
metoclopramide hcl 1 MO prochlorperazine 1 MO

injection solution

maleate oral

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

PROCTO-PAK 1 MO ZENPEP ORAL 2 MO

PROCTOZONE-HC 1 MO SSPSULE’DELAY

RECTIV 2 MO RELEASE(DR/EC)
10,000-34,000 -

REGLAN 3 MO 55,000 UNIT,

RELISTOR 2 MO 15,000-51,000 -

REMICADE 2 PA;MO 82,000 UNIT,
20,000-68,000 -

SANCUSO 2 MO 109,000 UNIT,

SFROWASA 3 MO 25,000-85,000-
136,000 UNIT,

SUCLEAR 2 MO 3,000-10,000-

SUCRAID 2 MO 16,000 UNIT

sulfasalazine oral 1 MO ZENPEP ORAL 3 MO

tablet CAPSULE,DELAY
ED

SUPREP 2 MO 5,000-17,000 -
27,000 UNIT

TRANSDERM- 3 MO

SCOP ZOFRAN (AS 3 MO
HYDROCHLORID

TRILYTE WITH 1 MO E) INTRAVENOUS

FLAVOR

PACKETS ZOFRAN (AS 3 PA; MO
HYDROCHLORID

UCERIS 2 MO E) ORAL

ULTRESA > MO ZOFRAN ODT 3 PA;MO

URSO 250 S MO ULCER THERAPY

URSO FORTE 3 MO ACIPHEX 3 MO

ursodiol . V0 ACIPHEX 3 MO; QL (30

VIOKACE 2 MO SPRINKLE per 30 days)
amoxicil- 1 MO; QL (112
clarithromy- per 30 days)
lansopraz
AXID 3 MO
CARAFATE ORAL 1 MO
SUSPENSION

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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CARAFATE ORAL 3 MO NEXIUM ORAL 2 MO
TABLET CAPSULE,DELAY
. ED

cimetidine 1 MO RELEASE(DR/EC)
CYTOTEC 3 MO 40 MG
DEXILANT ORAL 3 MO; QL (30 NEXIUM IV 3
CAPSULE,BIPHAS per 30 days) INTRAVENOUS
E DELAYED RECON SOLN 20
RELEAS 30 MG MG
DEXILANT ORAL 3 MO NEXIUM IV 3 MO
CAPSULE,BIPHAS INTRAVENOUS
E DELAYED RECON SOLN 40
RELEAS 60 MG MG
esomeprazole 1 NEXIUM PACKET 2 MO; QL (30
sodium ORAL GRANULES per 30 days)
esomeprazole 3 MO DR FOR SUSP IN
strontium PACKET 10 MG,

2.5 MG, 20 MG, 5
famotidine oral 1 MO MG
Suspension NEXIUMPACKET 2 MO
Sfamotidine oral 1 MO ORAL GRANULES
tablet 20 mg, 40 mg DR FOR SUSP IN
famotidine (pf) 1 MO PACKET 40 MG
famotidine (pf)-nacl 1 nizatidine 1 MO
(iso-o0s) OMECLAMOX- 3 MO; QL (80
lansoprazole oral 1 MO; QL (30 PAK per 30 days)
capsule,delayed per 30 days) omeprazole oral 1 MO; QL (30
release(dr/ec) 15 mg capsule,delayed per 30 days)
lansoprazole oral 1 MO release(dr/ec) 10
capsule,delayed mg, 20 mg
release(dr/ec) 30 mg omeprazole oral 1 MO
misoprostol 1 MO capsule,delayed

release(dr/ec) 40 mg
NEXIUM ORAL 2 MO; QL (30 - .
CAPSULE,DELAY per 30 days) omeprazole-sodlum 1 MO, QL (30
ED bicarbonate oral per 30 days)
RELEASE(DR/EC) capsule 20-1.1 mg-
20 MG gram

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
omeprazole-sodium 1 MO PRILOSEC ORAL 3 MO; QL (30
bicarbonate oral CAPSULE,DELAY per 30 days)
capsule 40-1.1 mg- ED
gram RELEASE(DR/EC)
pantoprazole 1 MO 10 MG, 20 MG
intravenous PRILOSEC ORAL 3 MO
pantoprazole oral 1 MO; QL (30 ESPSULE’DELAY
tablet,delayed per 30 days)
release (dr/ec) 20 RELEASE(DR/EC)
mg 40 MG
PRILOSEC ORAL 3 MO; QL (900
f;b”l’eotp CZIZOI: doml e SUSP,DELAYED per 30 days)
releas,e (er/)ec) 40 RELEASE FOR
mg RECON 10 MG
PRILOSEC ORAL 3 MO; QL (300
PEPCID > MO SUSP.DELAYED per 30 days)
PREVACID ORAL 3 MO; QL (30 RELEASE FOR
CAPSULE,DELAY per 30 days) RECON 2.5 MG
ED
PROTONIX 3 MO
lff II\J/IEGASE(DR/EC) INTRAVENOUS
PREVACID ORAL 3 MO EIEIOATNOUI\IIJ%%I;{AL . MO
CAPSULE,DELAY
ED FOR SUSP IN
RELEASE(DR/EC) PACKET
30 MG PROTONIX ORAL 3 MO; QL (30
; TABLET,DELAYE per 30 days)
PREVACID 3 MO; QL (30 D RELEASE
SOLUTAB ORAL per 30 days) DR/EC) 20 MG
TABLET,DISINTE ( )
GRAT, DELAY PROTONIX ORAL 3 MO
REL 15 MG TABLET,DELAYE
PREVACID 3 MO D RELEASE
SOLUTAB ORAL (DR/EC) 40 MG
TABLET,DISINTE PYLERA 2 MO
gERf ;F(,) [K/FCI; AY rabeprazole 1 MO
ranitidine hcl 1 MO
PREVPAC > gé?é (?(IiJaillsiz injection solution 25

mg/ml

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
ranitidine hcl oral 1 MO AVONEX 2 PA; MO; QL
capsule INTRAMUSCULA (4 per 28 days)
ranitidine hcl oral 1 MO R PEN INJECTOR
KIT
Syrup
— AVONEX 2 PA;MO;QL
:ggl’é’td]”;g i’n"l Oggé R 10 INTRAMUSCULA (4 per 28 days)
me & R SYRINGE
AVONEX 2 PA; MO; QL
sucralfate oral tablet 1 MO ADMINISTRATIO (4 per 28 days)
ZANTAC 3 MO N PACK
ISI\(I)J]]JESEII(?E 25 BETASERON 2 PA; MO; QL
MG/ML SUBCUTANEOUS (15 per 28
KIT days)
ZANTAC ORAL 3 MO EGRIFTA ) PA; MO
ZEGERID ORAL 3 MO; QL (30 EPOGEN 3 PA; MO
CAPSULE 20-1.1 per 30 days)
MG-GRAM INJECTION
SOLUTION 2,000
ZEGERID ORAL 3 MO UNIT/ML, 20,000
CAPSULE 40-1.1 UNIT/2 ML, 20,000
MG-GRAM UNIT/ML, 3,000
ZEGERID ORAL 3 MO: QL (30 %g%i 4,000
PACKET 20-1,680 per 30 days)
MG EXTAVIA 3 PA; MO; QL
ZEGERID ORAL 3 MO SUBCUTANEOUS (15 per 28
PACKET 40-1,680 KIT days)
MG GENOTROPIN 3 PA; MO
IMMUNOLOGY, VACCINES / GENOTROPIN 3 PA; MO
BIOTECHNOLOGY MINIQUICK
BIOTECHNOLOGY DRUGS GRANIX 3 PAMO
ACTIMMUNE ) MO HUMATROPE 3 PA; MO
ARANESP (IN ) PA: MO ILARIS (PF) 2 PA; MO; LA
POLYSORBATE) INTRON A 2 MO
INJECTION
ARCALYST PA; MO RECON SOLN 10
AVONEX 2 PA; MO; QL MILLION UNIT (1
INTRAMUSCULA (4 per 28 days) ML)
RKIT

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Requirements Drug Name Drug Requirements
/Limits Tier /Limits
INTRON A MO PEGINTRON 2 MO; QL (4 per
INJECTION 28 days)
SOLUTION 6 PEGINTRON 2 MO; QL (4 per
MILLION REDIPEN 28 days)
UNIT/ML Y
LEUKINE "o PROCRIT 2 PA:MO
MOZOBIL "o PROLEUKIN 2 MO
NEULASTA PA; MO: QL iﬁg{i\%ﬁ; H 2 fﬁ;r% (%LS)
(2 per 30 days) p Y
REBIF REBIDOSE 2 PA;MO:; QL
NEUMEGA MO SUBCUTANEOUS (6 per 28 days)
NEUPOGEN PA: MO PEN INJECTOR 22
INJECTION MCG/0.5 ML, 44
SOLUTION 480 MCG/0.5 ML
MCG/1.6 ML REBIF REBIDOSE 2 PA;MO: QL
NEUPOGEN PA: MO SUBCUTANEOUS (12 per 28
INJECTION PEN INJECTOR days)
SYRINGE 8.8MCG/0.2ML-22
NORDITROPIN PA: MO MCG/0.5ML (6)
FLEXPRO REBIF TITRATION 2 PA; MO: QL
NORDITROPIN PA: MO PACK 5112 per 28
NORDIFLEX ays)
NUTROPIN AQ PA: MO SAIZEN 2 PAMO
NUTROPIN AQ PA: MO (S:ﬁ(Z:EKI\{E o 2 PAMO
NUSPIN :
SUBCUTANEOUS SEROSTIM 2 PA:MO
CARTRIDGE 5
VG2 ML (25 SYLATRON 2 MO
MG/ML) TEV-TROPIN 3 PA:MO
OMNITROPE PA: MO ZORBTIVE 3 PA:MO
PEGASYS MO; QL (4per | VACCINES / MISCELLANEOUS
28 days) IMMUNOLOGICALS
PEGASYS MO; QL (4 per  ACTHIB (PF) 2 MO
CONVENIENCE 28 days)
PACK
PEGASYS MO:; QL (4 per
PROCLICK 28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
ADACEL(TDAP 2 MO ENGERIX-B 2 PA
ADOLESN/ADULT PEDIATRIC (PF)
)(PF) INTRAMUSCULA
INTRAMUSCULA R SYRINGE
R SUSPENSION fomepizole 1 MO
ATGAM S P4 GAMASTAN S/D 2 MO
bcg vaccine, live (pf) 2 GAMMAGARD ) PA: MO
BIVIGAM 3 PA; MO LIQUID
BOOSTRIX TDAP 2 MO GAMMAPLEX 3 PA; MO
BOTOX 2 PA; MO GAMUNEX-C 2 PA; MO
INJECTION INJECTION
RECON SOLN 100 SOLUTION 1
UNIT GRAM/10 ML (10
1)
CARIMUNE NF 2 PA )
NANOFILTERED GARDASIL (PF) 2 MO
INTRAVENOUS INTRAMUSCULA
RECON SOLN 3 R SUSPENSION
GRAM GRASTEK 3 MO
gfil({j\(ljﬁ?éXPF S MO HAVRIX (PF) 2 MO
(PF) INTRAMUSCULA
COMVAX (PF) 2 MO R SUSPENSION
DAPTACEL (DTAP 2 MO [15;‘;(% ﬁI{SA
PEDIATRIC) (PF)
DYSPORT 3 PA:MO HAVRIX (PF) 2
INTRAMUSCULA
INTRAMUSCULA
R SYRINGE 720
R RECON SOLN
ELISA UNIT/0.5
300 UNIT
ML
ENGERIX-B (PF) 2 PAMO IMOVAX RABIES 2 MO
INTRAMUSCULA VACCINE (PF
R SYRINGE (PF)
ENGERIX-B 2 PA;MO ?IZI;)ANRIX (DTAP) 2
PEDIATRIC (PF) INTRAMUSCULA
INTRAMUSCULA R SUSPENSION
R SUSPENSION
IPOL INJECTION 2 MO
SUSPENSION

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

74



Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
IXIARO (PF) 2 MO VAQTA (PF) 2 MO
INTRAMUSCULA
M-MR I (PF) 2 MO R SUSPENSION 25
MENACTRA (PF) 2 MO UNIT/0.5 ML
MENOMUNE - 2 MO VARIVAX (PF) 2 MO
A/C/Y/W-135 (PF) XEOMIN 3 PA; MO
MENVEO A-C-Y- 2 MO INTRAMUSCULA
W-135-DIP (PF) R RECON SOLN 50
PEDVAX HIB (PF) 2 MO UNIT
PRIVIGEN 2 PA;MO YE-VAX (PF) 2B O
RABAVERT (PF) ) MO MUSCULOSKELETAL /
RECOMBIVAXHB 2 PA;MO GOUT THERAPY
(PF) allopurinol 1 MO
INTRAMUSCULA
R SUSPENSION 10 ALOPRIM 1
MCG/ML, 40 colchicine- 1 MO
MCG/ML probenecid
ROTARIX 2 COLCRYS 2 MO
ROTATEQ 2 probenecid 1 MO
ACCINE
VACC ULORIC 2 ST; MO
tetanus 1 MO
toxoid,adsorbed (pf) ZYLOPRIM 3 MO
tetanus-diphtheria 2 MO OSTEOPOROSIS THERAPY
toxoids-td ACTONEL ORAL 3 MO; QL (1 per
N ACTONEL ORAL 3 MO; QL (4 per
INTRAMUSCULA ACTONEL ORAL 3 MO; QL (30
R SUSPENSION TABLET 5 MG per 30 days)
TYPHIM VI 2 alendronate oral 1 MO; QL (1286
INTRAMUSCULA solution per 30 days)
R SOLUTION
alendronate oral 1 MO; QL (30
tablet 10 mg, 5 mg per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
alendronate oral 1 MO; QL (4 per  CUPRIMINE 2 MO
tablet 35 mg, 70 mg 28 days) DEPEN 3 MO
ATELVIA 3 MO; QL (4 per TITRATABS
28 days) ENBREL 2 PA;MO;QL
BINOSTO 3 MO; QL (4 per SUBCUTANEOUS (8 per 28 days)
28 days) KIT
BONIVA 3 PA; MO ENBREL 2 PA; MO; QL
INTRAVENOUS SUBCUTANEOUS (8 per 28 days)
: SYRINGE 25
BONIVA ORAL 3 MO:; QL (1 per MG/0.5ML (0.51)
30 days)
ENBREL 2 PA;MO;QL
EVISTA 3 MO SUBCUTANEOUS (4 per 28 days)
FORTEO 2 PA; MO; QL SYRINGE 50
(2.4 per 28 MG/ML (0.98 ML)
days) ENBREL 2 PA;MO; QL
FOSAMAX 3 MO; QL (4 per  SURECLICK (4 per 28 days)
28 days) HUMIRA 2 PA;MO; QL
FOSAMAX PLUS 3 MO; QL (4 per SUBCUTANEOUS (2 per 28 days)
D 28 days) KIT 20 MG/0.4 ML
ibandronate 2 PA; MO HUMIRA 2 PA; MO; QL
intravenous SUBCUTANEOUS (3.2 per 28
ibandronate oral 1 MO; QL (1 per KIT 40 MG/0.8 ML days)
30 days) HUMIRA 2 PA; MO; QL
. CROHN'S DIS (4.8 per 180
PROLIA 2 PA; MO
’ START PCK days)
] 1 M
raloxifene © HUMIRA PEN 2 PA;MO; QL
risedronate 1 MO; QL (1 per (3.2 per 28
30 days) days)
OTHER RHEUMATOLOGICALS HUMIRA 2 PA; MO; QL
. PSORIASIS (3.2 per 180
ACTEMRA 2 PA; MO
’ STARTER PACK days)
ARAVA 3 MOQLGO " preT 3 PA;MO
per 30 days)
BENLYSTA 2 MO leflunomide 1 MO; (()Q(I; (30
INTRAVENOUS per 30 days)
RECON SOLN 120 ORENCIA 2 PA; MO

MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
ORENCIA (WITH 2 PA; MO CRINONE 3 PA; MO
MALTOSE) VAGINAL GEL 8
V]
OTEZLA 2 PA; MO %
OTEZLA ) PA: MO DELESTROGEN 3 MO
STARTER DEPO-ESTRADIOL 3 MO
OTREXUP (PF) 3 MO DEPO-PROVERA 2 MO
INTRAMUSCULA
RIDAURA 2 MO R SOLUTION
%:]ZEEITA ORAL 2 %?3 (())(I;a(i()) DEPO-PROVERA 3 MO
4 J INTRAMUSCULA
SAVELLA ORAL 2 MO; QL (1 per R SUSPENSION
EQEIIEETS,DOSE 30 days) DEPO-SUBQ 3 MO
PROVERA 104
SIMPONI 3 PA; MO DIVIGEL 3 MO; QL (30
SIMPONI ARIA 3 PA; MO TRANSDERMAL per 30 days)
GEL IN PACKET 1
XELJANZ 3 PA; MO
i (0.1) MG (%)
OBSTETRICS / GYNECOLOGY  [ireesyems B
ESTROGENS / PROGESTINS ENJUVIA 3 MO
ACTIVELLA 3 MO ERRIN 1 MO
ALORA 3 MO; QL (8 per  ESTRACE ORAL 3 MO
28 days)
ESTRACE 2 MO
ANGELIQ ORAL 3 MO VAGINAL
TABLET 0.5-1 MG
estradiol oral 1 MO
AYGESTIN 3 MO
estradiol 1 MO; QL (4 per
CAMILA 1 MO transdermal 28 days)
CENESTIN ORAL 3 MO estradiol valerate 1 MO
TABLET 0.3 MG,
0.45 MG, 0.625 MG, estradiol- I MO
0.9 MG norethindrone acet
CLIMARA g MO; QL (4 per ESTRASORB 3 MO; QL (98
28 days) per 28 days)
VAGINAL GEL 4 estropipate 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
EVAMIST 3 MO; QL (16.2 VAGIFEM 2 MO
per 30 days) VIVELLE-DOT 3 MO:; QL (8 per
FEMHRT LOW 3 MO 28 days)
DOSE
0S MISCELLANEOUS OB/GYN
FEMRING S 0 CLEOCIN 3 MO
JOLIVETTE 1 MO VAGINAL
LYZA 1 clindamycin 1 MO
medroxyprogesteron 1 MO phosphate vaginal
e intramuscular GYNAZOLE-1 3 MO
Suspenston LUPANETA PACK 3 MO
medroxyprogesteron 1 MO (1 MONTH)
e oral LUPANETA PACK 3 MO
MENEST 3 MO (3 MONTH)
MENOSTAR 3 MO; QL (4per LYSTEDA 3 MO
28 days) METROGEL 3 MO
MIMVEY 1 MO VAGINAL
MIMVEY LO 1 MO metronidazole 1 MO
MINIVELLE 3 MO:;QL (8per aginal
28 days) MICONAZOLE-3 1 MO
NOR-QD 3 MO VAGINAL
SUPPOSITORY
NORA-BE 1 MO
NUVARING 3 MO
norethindrone 1 MO
(contraceptive) ORTHO EVRA 3 MO
norethindrone 1 MO TERAZOL 3 3 MO
acetate TERAZOL 7 3 MO
ORTHO 3 MO terconazole 1 MO
MICRONOR tranexamic acid oral 1 MO
PREMARIN - MO VANDAZOLE 1 MO
prggestgrone 1 MO XULANE 1 MO
micronized
PROMETRIUM 3 MO ORAL CONTRACEPTIVES / RELATED
AGENTS
PROVERA 3 MO
AMETHIA 1 MO

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

Tier /Limits Tier /Limits
AMETHYST 1 MO JUNEL FE 1/20 (28) 1 MO
APRI 1 MO KARIVA (28) 1 MO
ARANELLE (28) 1 MO KELNOR 1/35 (28) 1 MO
AVIANE 1 MO LARIN 1/20 (21) 1
BALZIVA (28) 1 MO LARIN FE 1 MO
BEYAZ 3 MO LEENA 28 1 MO
BREVICON (28) 3 MO LESSINA 1 MO
BRIELLYN 1 MO LEVONEST (28) 1 MO
CRYSELLE (28) 1 MO levonorgestrel- 1 MO
CYCLAFEM 1/35 1 MO ethinyl estrad oral
(28) tablets,dose pack,3

month

((iﬁg()CLAFEM 7/7/7 1 MO LEVORA-28 ) MO
CYCLESSA (28) 3 MO LO LOESTRIN FE 3 MO
DESOGEN 3 MO FD MINASTRIN . M
Z;frg’ ;:Oefone'ethi”y d LOMEDIA 24 FE 1 MO
ELLA ) MO LORYNA (28) 1 MO
EMOQUETTE 1 MO LOSEASONIQUE 3 MO
ENPRESSE 1 MO ?ZC;;N—OGESTREL 1 MO
ESTROSTEP FE-28 3 MO LUTERA (28) 1 MO
FEMCON FE 3 MO MARLISSA 1 MO
GENERESS FE 3 MO MICROGESTIN 1 MO
GIANVI (28) 1 MO 1.5/30 (21)
GILDAGIA 1 MO MICROGESTIN 1 MO
INTROVALE 1 MO 1720 1)
JUNEL 1.5/30 (21) 1 MO ?;%%?;?STIN FE N MO
JUNEL 1720 1) ! MO MICROGESTIN FE 1 MO
JUNEL FE 1.5/30 1 MO 1/20 (28)

(28) MINASTRIN 24 FE 3 MO

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

Tier /Limits Tier /Limits

MODICON (28) 3 MO ORTHO-NOVUM 3 MO
71717 (28)

MONONESSA (28) 1 MO

NATAZIN B OVCON-35 (28) 3 MO

NECON0535(28) 1 MO PIMTREA (28) S MO
PIRMELLA ORAL 1 MO

NECON 1/35 (28) 1 MO LA QA

NECON 1/50 (28) 1 MO MCG

NECON 10/11 (28) 1 MO PORTIA 1 MO

NECON 7/7/7 (28) 1 MO PREVIFEM 1 MO

NORINYL 1435 3 MO QUARTETTE 3 MO

(28) QUASENSE 1 MO

J’_

g%RINYL 1+50 R MO RECLIPSEN (28) 1 MO

NORTREL 0.5/35 1 MO SAFYRAL L 1O

(28) SEASONIQUE 3 MO

NORTREL 1/35 1 MO SPRINTEC (28) 1 MO

@ SRONYX 1 MO

NORTREL 1/35 1 MO TRLLEGEST FE o

(28)

NORTREL 7/7/7 1 MO TRI-NORINYL (28) 3 MO

(28) TRI-PREVIFEM 1 MO

OCELLA 1 MO (28)

OGESTREL (28) 1 MO (Tzlg'SPRINTEC . MO

ORSYTHIA 1 MO TRINESSA (28) 1 MO

ORTHO TRI- 3 MO

CYCLEN (25) TRIVORA (28) 1 MO

ORTHO TRI- 3 MO }’Eﬁ}ggm . MO

CYCLEN LO (28) REGIMEN (28)

ORTHO-CEPT 28) 3 MO VESTURA (28) -

?Zl;)T HO-CYCLEN S MO VYFEMLA (28) 1 MO

ORTHO-NOVUM 3 MO YASMIN (28) S MO

135 (28) YAZ (28) 3 MO

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

Tier /Limits Tier /Limits

ZENCHENT (28) 1 MO NATACYN 2 MO
ZENCHENT FE 1 MO neomycin- 1 MO
ZOVIA 1/35E (28) 1 MO bacitracin-

polymyxin
ZOVIA 1/50E (28) 1 MO neomycin- ) MO
OXYTOCICS polymyxin-
methylergonovine 1 MO gramicidin
oral NEOSPORIN 3 MO

(NEO-POLYM-
OPHTHALMOLOGY GRAMICID)
ANTIBIOTICS OCUFLOX 3 MO
AZASITE 3 MO ofloxacin ophthalmic 1 MO
bacitracin 1 MO polymyx”/l b Sulf. 1 MO
ophthalmic trimethoprim
bacitracin- 1 MO POLYTRIM 3 MO
polymyxin b )
ophthalmic tobramycin 1 MO
BESIVANCE 2 MO TOBREX =l MO
CILOXAN 3 MO VIGAMOX S MO
ciprofloxacin 1 MO ZYMAXID 3 MO
ophthalmic ANTIVIRALS
erythromycin 1 MO trifluridine 1 MO
ophthalmic

VIROPTIC 3 MO
gatifloxacin 1 MO

ZIRGAN 3 MO
GENTAK 1 MO
OPHTHALMIC BETA-BLOCKERS
OINTMENT BETAGAN 3 MO
gentamicin 1 MO betaxolol ophthalmic 1 MO
ophthalmic drops

— BETIMOL 3 MO

gentamicin 1 OPHTHALMIC
ophthalmic ointment DROPS 0.5 %
levofloxacin 1 MO BETOPTIC S 3 MO
ophthalmic

carteolol 1 MO
MOXEZA 3 MO

ISTALOL 3 MO

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

levobunolol 1 MO OPTIVAR 3 MO
ophthalmic drops
0.5% PATADAY 2 MO
metipranolol 1 MO PATANOL 2 MO
timolol maleate 1 MO RESTASIS 2 Niroé(? (%a(6s())
ophthalmic P i
OCUDOSE (PF)
TIMOPTIC-XE 3 MO ACULAR Ea. O

ACULAR LS 3 MO

ACUVAIL (PF) 3 MO
PHOSPHOLINE 2 MO bromfenac 1 MO
IODIDE diclofenac sodium 1 MO
ISOPTO CARPINE 3 MO Slurbiprofen sodium 1 MO
pilocarpine hcl 1 MO ILEVRO 2 MO
ophthalmic ketorolac 1 MO

ophthalmic

NEVANAC 2 MO
ALOCRIL 3 MO OCUFEN 3 MO
ALOMIDE 3 MO PROLENSA 2 MO
ophthalmic

acetazolamide oral 1 MO
BEPREVE 2 MO

acetazolamide 1
cromolyn 1 MO sodium
ophthalmic

DIAMOX 3 MO
CYSTARAN 2 MO SEQUELS
ELESTAT 3 MO methazolamide oral 1 MO
epinastine 1 MO AZOPT 3 MO
LACRISERT 3 MO COMBIGAN 2 MO
LASTACAFT 2 MO COSOPT 3 MO

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

Tier /Limits Tier /Limits
dorzolamide 1 MO dexamethasone 1 MO
dorzolamide-timolol 1 MO sodium p lfosp hate

ophthalmic
latanoprost 1 MO DUREZOL 3 MO
LUMIGAN 2 MO FLAREX 3 MO
RESCULA 3 ShMO FML FORTE 3 MO
SIMBRINZA 3 MO FML LIQUIFILM 3 MO
TRAVATAN Z 2 MO FML SOP. ) MO
travoprost ‘ 1 MO LOTEMAX ) MO
(benzalkonium)
TRUSOPT 3 MO MAXIDEX 3 MO
XALATAN 3 ST;MO OMNIPRED E— MO
ZIOPTAN (PF) 3 ST:MO PRED FORTE S MO
PRED MILD 2 MO
prednisolone acetate 1 MO
MAXITROL 3 MO prednisolone sodium 1 MO
) phosphate
neontycin- 1 MO ophthalmic
bacitracin-poly-hc
X VEXOL 3 MO
neomycin- 1 MO
neomycin- 1 MO
polymyxin-hc BLEPHAMIDE 3 MO
ophthalmic BLEPHAMIDE 3 MO
PRED-G 2 MO S.O.P.
PRED-G S.O.P. 2 MO sulfacetamide- 1 MO
TOBRADEX 3 MO prednisolone
TOBRADEXST 3 Mo SULFONAMIDES
tobramycin- 1 MO BLEPH-10 3 MO
dexamethasone sulfacetamide 1 MO
ZYLET 9 MO sodium ophthalmic
ALREX 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
ALPHAGAN P 2 MO diphenhydramine hcl 1 MO
OPHTHALMIC injection solution
V]
DROPS 0.1 % diphenhydramine hcl 1 PA; MO
ALPHAGAN P 3 MO oral elixir
OPHTHALMIC
DROPS 0.15 % EPIPEN 2 QL (4 per 30
days)
apraclonidine i MO EPIPEN 2-PAK 2 MO; QL (4 per
brimonidine 1 MO 30 days)
IOPIDINE 3 MO EPIPEN JR 2 QL (4 per 30
VASOCONSTRICTOR days)
DECONGESTANTS EPIPEN JR 2-PAK 2 MO; QL (4 per
- 30 days)
naphazoline 1 MO
hydroxyzine hcl oral 1 PA; MO
RESPIRATORY AND ALLERGY tablet
ANTIHISTAMINE / levocetirizine oral 1 MO
ANTIALLERGENIC AGENTS solution
ADRENALIN 1 levocetirizine oral 1 MO; QL (30
INJECTION tablet per 30 days)
SOLUTION 1
PHENERGAN 3 MO
MG/ML (1:1,000)
(IML) promethazine 1 MO
miecti Iuti
AUVLQ 3 MO: QL (2 per injection solution
30 days) PROMETHAZINE 1 PA; MO
cetirizine oral 1 MO ve
solution 1 mg/ml SEMPREX-D 3 MO
CLARINEX ORAL 3 MO XYZAL ORAL 3 MO
SYRUP SOLUTION
CLARINEX ORAL 3 MO; QL (30 XYZAL ORAL 3 MO; QL (30
TABLET per 30 days) TABLET per 30 days)
CLARINEX-D 12 3 MO; QL (60 PULMONARY AGENTS
HOUR per 30 days) ACCOLATE 3 MO
CLARINEX-D 24 3 MO; QL (30 . ;
HOUR per 30 days) acety.lcystezne 1 PA; MO
solution
desloratadine 1 MO; QL (30
per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
ADCIRCA 2 PA; MO; QL ASMANEX 2 MO; QL (30
(60 per 30 TWISTHALER per 30 days)
days) INHALATION
i i AEROSOL POWDR
ADEMPAS 2 PA; MO; LA BREATH
ADVAIR DISKUS 2 MO; QL (60 ACTIVATED 110
per 30 days) MCG (30 DOSES),
ADVAIR HFA 2 MO:QL (12 12)28 Sl\ggG (30
per 30 days) )
. ASMANEX 2 MO; QL (240
AEROSPAN 2 MO; QL (17.8 ’
per é(()) da( ) TWISTHALER per 30 days)
i INHALATION
albuterol sulfate 1 PA; MO AEROSOL POWDR
inhalation solution BREATH
for nebulization 0.63 ACTIVATED 220
mg/3 ml, 1.25 mg/3 MCG (120 DOSES)
I, 2.5 mg /3 ml
%083 ;Z)g 5 n}fg/mz ASMANEX 2 MO; QL (60
: ’ TWISTHALER per 30 days)
albuterol sulfate oral 1 MO INHALATION
ALVESCO 3 MO;QL (122  AEROSOLPOWDR
INHALATION HFA per 30 days) BREATH
MCG/ACTUATION ATROVENT HFA 2 MO; QL (25.8
ALVESCO 3 MO;QL (6. per 30 days)
INHALATION HFA per 30 days) BECONASE AQ 3 MO; QL (50
AEROSOL per 30 days)
INHALER 80
MCG/ACTUATION BREO ELLIPTA 2 MO; QL (60
per 30 days)
aminophylline 1 MO )
intravenous solution BROVANA 3 PA; MO
250 mg/10 ml budesonide 1 PA; MO
ANORO ELLIPTA 2> MO;QL(60 mhalation
per 30 days) budesonide nasal 1 MO; QL (17.2
ARCAPTA 3 MO:QL (30 per 30 days)
NEOHALER per 30 days) CINRYZE 2 PA; MO
COMBIVENT 2 MO; QL (8 per
RESPIMAT 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
cromolyn inhalation 1 PA; MO fluticasone nasal 1 MO; QL (16
DALIRESP 2 PA;MO per 30 days)
FORADIL 2 MO; QL (60
DULERA 2 MO; QL (13 ’
per 30 days) AEROLIZER per 30 days)
DYMISTA 5 MO: QL (23 lpratrol?zum bromide 1 PA; MO
inhalation
per 30 days)
ELIXOPHYLLIN MO ipratropium- I PAMO
albuterol
FIRAZYR 2 PA; MO KALBITOR ) MO
FLONASE 3 MO; QL (16 KALYDECO ) MO
per 30 days)
FLOVENT DISKUS 2 MO: QL (60 LETAIRIS 2 PAMOLA
INHALATION per 30 days) levalbuterol hcl 1 PA; MO
BLISTER WITH inhalation solution
DEVICE 100 for nebulization 0.31
MCG/ACTUATION mg/3 ml, 0.63 mg/3
, 50 ml, 1.25 mg/0.5 ml
MCG/ACTUATION LUFYLLIN 3 MO
FLOVENT DISKUS 2 MO; QL (240
INHALATION per 30 days) metaproterenol i MO
BLISTER WITH montelukast 1 MO
DEVICE 250
NASACORT AQ 3 MO; QL (16.5
MCG/ACTUATION per 30 days)
FLOVENT HFA 2 MO; QL (12 NASONEX 2 MO; QL (34
INHALATION per 30 days) per 30 days)
AEROSOL 110
MCG/ACTUATION OMNARIS 3 MO; QL (12.5
30 d.
FLOVENT HFA 2 MO; QL (24 per 30 days)
INHALATION per 30 days) OPSUMIT 2 PA; MO; LA
AEROSOL 220 PERFOROMIST 2 PA;MO
MCG/ACTUATION
PROAIR HFA 2 MO; QL (17
FLOVENT HFA 2 MO; QL (10.6 per 30 days)
INHALATION per 30 days)
AEROSOL 44 PROVENTIL HFA 3 MO; QL (13.4
MCG/ACTUATION per 30 days)
Sflunisolide 1 MO; QL (50
per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
PULMICORT 3 PA; MO SEREVENT 2 MO; QL (60
INHALATION DISKUS per 30 days)
SUSPENSION FOR . i i
NEBULIZATION sildenafil ! ?9%’ l\e/IrO3,0QL
0.25 MG/2 ML, 0.5 i ;’)
MG/2 ML Y
PULMICORT 2 PA; MO SINGULAIR 3 MO
INHALATION SPIRIVA WITH 2 MO; QL (90
SUSPENSION FOR HANDIHALER per 30 days)
IIII/IEG]?;J;AIEATION 1 SYMBICORT 2 MO;QL(10.2
INHALATION HFA per 30 days)
PULMICORT 2 MO; QL 2 per AEROSOL
FLEXHALER 30 days) INHALER 160-4.5
INHALATION MCG/ACTUATION
gﬁ};ﬁ% POWDR SYMBICORT 2 MO; QL (6.9
INHALATION HFA per 30 days)
ACTIVATED 180 AEROSOL
MCG/ACTUATION INHALER 80-4.5
PULMICORT 2 MO; QL (1 per MCG/ACTUATION
FLEXHALER 30 days) ;
INHALATION terbutaline oral 1 MO
AEROSOL POWDR terbutaline 1 MO
BREATH subcutaneous
ACTIVATED 90 THEO-24 3 MO
MCG/ACTUATION
. theophylline oral 1
PULMOZYME 2 PA; MO solution
QNASL 3 MO; QL (8.7 theophylline oral 1 MO
per 30 days) tablet extended
QVAR 2 MO; QL (17.4  release
per 30 days) theophylline oral 1 MO
REVATIO 2 PA; MO tablet extended
INTRAVENOUS release 12 hr
REVATIO ORAL 3 PA; MO; QL TRACLEER 2 PA; MO; LA
(90 per 30 triamcinolone 1 MO; QL (16.5
days) acetonide nasal per 30 days)
AQUA per30days)  pRESSAIR 30 days)

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

87



Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
TYVASO 2 PA; MO GELNIQUE 3 ST; MO; QL
) TRANSDERMAL (30 per 30
VENTAVIS 3 PA; MO GEL IN PACKET days)
VENTOLIN HFA 3 MO; QL (36 ]
per 30 days) MYRBETRIQ 2 ST; MO
VERAMYST 3 MO: QL (10 oxy?utynln chloride 1 MO
per 30 days) ora
VOSPIRE ER MO OXYTROL 3 ST; MO; QL
(8 per 28 days)
XOLAIR 2 PA; MO; LA; ]
QL (6 per 28 SANCTURA 3 ST; MO
days) SANCTURA XR 3 ST; MO
XOPENEX 3 PA; MO tolterodine 1 MO
XOPENEX HFA 3 MO; QL (30 TOVIAZ 2 ST; MO
per 30 days) trospium 1 MO
zafirlukast - MO VESICARE 2 ST:MO
ZETONNA 3 11:2?; %a(yi')l BENIGN PROSTATIC
HYPERPLASIA(BPH) THERAPY
ZYFLO 3 MO -
alfuzosin 1 MO
ZYFLO CR 3 MO
AVODART 2 MO
UROLOGICALS finasteride oral 1 MO
ANTICHOLINERGICS / tablet 5 mg
ANTISPASMODICS FLOMAX 3 ST: MO
DETROL 3 ST; MO JALYN 2 MO
DETROL LA 3 ST; MO PROSCAR 3 MO
DITROPAN XL 3 ST; MO RAPAFLO 2 ST; MO
ENABLEX 2 ST; MO tamsulosin 1 MO
Savoxate 1 MO UROXATRAL 3 ST; MO
GELNIQUE 3 SEMOQL CHOLINERGIC STIMULANTS
TRANSDERMAL (92 per 30
GEL IN days) bethanechol chloride 1 MO
%ﬁg{gRED-DOSE URECHOLINE 3 MO
MISCELLANEOUS UROLOGICALS
ammonium chloride 2

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
CIALIS ORAL 2 PA; MO; QL PHOSLYRA 3 MO
TABLET 2.5 MG, 5 (30 per 30 . .
MG days) potassium chlorid- 1
ays d5-0.45%nacl
CYSTAGON 2 MO; LA intravenous
parenteral solution
ELMIRON 2 MO 10 meq/l, 30 meq/I,
potassium citrate 1 MO 40 meq/l
,?Zlela?ebéegt ;x;eng’ed potassium chlorid- 1 MO
7 d5-0.45%nacl
meq .
intravenous
UROCIT-K 10 3 MO parenteral solution
UROCIT-K 15 3 MO 20 meg/l
UROCIT-K 5 3 MO potassium chloride 1 MO
intravenous
VITAMINS, HEMATINICS / parenteral solution
ELECTROLYTES potassium chloride 1
ELECTROLYTES tniravenous
piggyback 10
calcium acetate oral 1 MO meq/100 ml, 20
capsule meq/100 ml, 40
ELIPHOS 1 MO meq/100 ml
K-TAB 3 MO potassium chloride 1 MO
oral capsule,
KLOR-CON ORAL 1 MO extended release
TABLET : hlorid )
EXTENDED potassium chloride MO
RELEASE oral Otablet, er
particles/crystals
KLOR-CON 10 1 MO ; ;
potassium chloride 1
KLOR-CON M15 1 MO in 0.9%nacl
KLOR-CON M20 1 MO potassium chloride 1
lactated ringers 1 MO n 5 % dex
intravenous intravenous
parenteral solution
magnesium sulfate 1 20 megq/l, 40 meq/!
injection syringe - -
potassium chloride 1 MO
NORMOSOL-R IN 2 in lr-d5 intravenous
5 % DEXTROSE parenteral solution
PHOSLO 3 MO 20 meg/l

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

89



Drug Name Drug Requirements Drug Name Drug Requirements

Tier /Limits Tier /Limits
potassium chloride- 1 AMINOSYN II 8.5 2 PA
0.45 % nacl %
potassium chloride- 1 MO AMINOSYN II 8.5 2 PA
d5-0.2%nacl %-
intravenous ELECTROLYTES
parenteral solution AMINOSYN M 3.5 ) PA
20 meq/l o,
potassium chloride- 1 _
45-0.3%nacl %MINOSYN PF 10 2 PA
potasstum chloride: R AMINOSYN-PF 7 2 PA

—rronae % (SULFITE-

ringers intravenous 1 FREE)
sodium chloride 1 MO CLINIMIX 2 PA
intravenous 5%/D15W
parenteral solution SULFITE FREE
2.5 meg/ml CLINIMIX 2 PA
sodium chloride 0.45 1 MO 5%/D25W
% intravenous SULFITE-FREE
parenteral solution CLINIMIX ) PA
sodium chloride 3 % 1 MO 2.75%/D5W
sodium chloride 5 % 1 SULFIT FREE
sodium lactate 1 CLINIMIX 4.25%- 2 PA
. D20W SULF-FREE
intravenous
TPN 3 CLINIMIX 4.25%- 2 PA
ELECTROLYTES D25W SULF-FREE

CLINIMIX 2 PA
MISCELLANEOUS NUTRITION 425%/D10W SULF
AMINOSYN 8.5 %- 2 PA CLINIMIX 5%.- 2 PA
AMINOSYNII 10 2 PA FREE)
o CLINIMIX E 2
AMINOSYN II 15 2 PA 4.25%/D25W SUL
% FREE

AMINOSYN II 7 % 2 PA

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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Drug Name Drug Requirements Drug Name Drug Requirements
Tier /Limits Tier /Limits
CLINIMIX E 2 NORMOSOL-M IN 2
4.25%/D5W SULF 5 % DEXTROSE
FREE NORMOSOL-R PH 2
CLINIMIX E 2 7.4
0

5%/D15W SULFIT PLASMA-LYTE )
FREE

148
CLINIMIX E 2
5%/D20W SULFIT PLASMA-LYTE A Z
FREE PLASMA-LYTE-56 2

0

CLINIMIX E ) IN 5 % DEXTROSE
5%/D25W SULFIT PREMASOL 10 % 1 PA
FREE PREMASOL 6 % 2 PA
CLINISOL SF 15 % 3 PA; MO PROCALAMINE 2 PA
HEPATAMINE 8% 2 PA 3%
HEPATASOL 8 % 2 PA PROSOL 20 % 3 PA; MO
INTRALIPID 1 PA; MO TRAVASOL 10 % 1 PA
INTRAVENOUS

TROPHAMINE 10 2 PA
EMULSION 20 % %
INTRALIPID 3 PA o
INTRAVENOUS TROPHAMINE 6% 2 PA
EMULSION 30 % VITAMINS / HEMATINICS
IONOSOL-B IN 2 PRENATAL 3
D5W VITAMIN
IONOSOL-MB IN 2 sodium fluoride oral 3
D5W tablet
ISOLYTE-P IN 5 % 2
DEXTROSE
ISOLYTE-S 2
LIPOSYN III 1 PA
INTRAVENOUS
EMULSION 10 %,
20 %
NEPHRAMINE 5.4 2 PA

%

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
formulary or visit us on the Web at www.Express-Scripts.com.
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8 aCyClOVir ....cocovveeieeireenn, 1, 54 ALOMIDE.........cceeverennns 82
8-MOP......ocoieieieieeeenns 51 acyclovir sodium .................... 1 ALOPRIM ......ccoevveierns 75
A ACZONE......cccovieirereene, 52 ALORA ..o 77
abacavir ......oooevvveeiiiee e, 1 ADACEL(TDAP ALOXI ... 67
abacavir-lamivudine- ADOLESN/ADULT)(PF) 74 ALPHAGANP......ccceven. 84
zidovudine..........c.cccuvvennnnen. 1 ADAGEN ......cccoeviieeee. 56 alprazolam .............c.cccveeenen. 32
ABELCET......coooveieriene. 1 ADALAT CC.......coeeuvenne. 44 ALREX....ccooviiiiiiiiiiiiieen, 83
ABILIFY ...coooevvriiee. 31,32 adapalene..........cccceeevveennenns 52 ALSUMA ......cooviiiieeee, 21
ABILIFY DISCMELT ......... 32 ADCIRCA......cocoveevreee 85 ALTABAX ..coooviieieeee 53
ABILIFY MAINTENA......... 32 ADDERALL ........ccoeevenenee. 32 ALTACE ... 44
ABRAXANE........cccovveunnn. 12 ADDERALL XR.................. 32 ALTOPREV ......ccoeeverens 49
ABSORICA........cceeeries 52 adefovir......ccoovveveenieiieie, 1 ALVESCO.....cccoeveierennns 85
ABSTRAL......ccvveeerreeeen. 23 ADEMPAS ..., 85 amantadine hcl....................... 1
acamMProsate.......ccevvveeeruvennn 56 ADOXA. ..ottt 11 AMARYL...oooviiiiiieene 60
ACANYA. ..o 52 ADRENALIN........c.ccvvennne. 84 AMBIEN .....cccooviiiiieiennns 32
acarbose........cceeeveeeeiieennienne, 60 ADVAIR DISKUS............... 85 AMBIEN CR..........ccoccunee 32
ACCOLATE......ccveevves 84 ADVAIR HFA ..................... 85 AMBISOME..........cccevvvenene. 1
ACCUPRIL......ccceeevreenee. 44 ADVICOR........ocieieiee 49 amcinonide ...........cccceeeveeeen. 54
ACCURETIC.........ccvvenee 44 AEROSPAN.......cocovvevee 85 AMERGE .......ccoovvevieinns 21
acebutolol ........ccccveeeeevenns 44 AFEDITAB CR.................... 44 AMETHIA........coveieie 78
acetaminophen-codeine........ 23 AFINITOR .....cccovviiiiinen. 12 AMETHYST ..o 79
ACETASOL HC .................. 58 AFINITOR DISPERZ.......... 12 amifostine crystalline............ 11
acetazolamide...................... 82 AGGRENOX.......ccccevvveenenn. 48 amikacin .........ccceeeeeveeeiieennnn, 6
acetazolamide sodium .......... 82 AGRYLIN .....ccovveeiieiree. 56 amiloride.........cccceeeveenneennnen. 44
acetic acid......oceevvereervennnnns 58 A-HYDROCORT................. 58 amiloride-hydrochlorothiazide
acetylcysteine ..........ceeeeee 84 AKNE-MYCIN .......cccenene. 52 e 44
ACIPHEX ..., 69 ALA-CORT....ccoovveiiee, 54 aminophylline....................... 85
ACIPHEX SPRINKLE ........ 69 ALA-SCALP........ccovevenne. 54 AMINOSYN 8.5 %-
ACIIEtiN....vveeeeeeeeieie e 51 ALBENZA .....cccovvvveveen. 6 ELECTROLYTES............ 90
ACTEMRA ... 76 albuterol sulfate..................... 85 AMINOSYN IT 10 %............ 90
ACTHARH.P. ... 58 alclometasone...........c..c........ 54 AMINOSYN II 15 %............ 90
ACTHIB (PF)...ccoovvevrennee. 73 ALCOHOL PADS................ 60 AMINOSYN I1 7 %.............. 90
ACTIGALL......c.cevvevrnee. 67 ALDACTAZIDE.................. 44 AMINOSYN II 8.5 %........... 90
ACTIMMUNE .................... 72 ALDACTONE...........c.......... 44 AMINOSYN 1I 8.5 %-
ACTIQ. .o, 23 ALDARA ......cocovievreie 51 ELECTROLYTES............ 90
ACTIVELLA .......c.ccoeue. 77 ALDURAZYME.................. 65 AMINOSYN M 3.5 %.......... 90
ACTONEL......ccceeueneee 56,75 alendronate ............... 56, 75,76 AMINOSYN-PF 10 % ......... 90
ACTOPLUS MET................ 60 alfuzosin ......cceeveveeeiennnne, 88 AMINOSYN-PF 7 %
ACTOPLUS MET XR ......... 60 ALIMTA ..o 12 (SULFITE-FREE) ............ 90
ACTOS.....covieeeeeeeeeee, 60 ALINIA ..o 6 amiodarone ...........c.cceeeveeeene 43
ACULAR .....ccoviiieeiiees 82 ALKERAN......coveireiee 12 AMITIZA ..o 67
ACULARLS.....coovree. 82 allopurinol ..........cccceeviennnne. 75 amitriptyling ..........cceeeveennenne. 32
ACUVAIL (PF)..ccceeevvnnee. 82 ALOCRIL.......ccoceviiiiine 82 amlodipine ..........cecvveeveennenne. 44

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
coverage, contact Customer Service using the information provided on the front and back covers of this
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amlodipine-atorvastatin........ 49 ARALAST NP ..., 56 AVANDIA ..o 60

amlodipine-benazepril.......... 44 ARANELLE (28) ....cccveeueee. 79 AVAPRO......ccooviiiiinne. 44
ammonium chloride.............. 88 ARANESP (IN AVASTIN....ccovieieeieee, 12
ammonium lactate ................ 51 POLYSORBATE)............ 72 AVELOX.....cooiiviieieeiene, 10
AMNESTEEM.............c........ 52 ARAVA ..., 76 AVELOX ABC PACK......... 10
AMOXAPING ..eeeeveeereieeseeeiens 32 ARCALYST...coovieviiee 72 AVELOX IN NACL (ISO-
amoxicil-clarithromy-lansopraz ARCAPTA NEOHALER.....85 OSMOTIC).....covveeernene. 10
.......................................... 69 argatroban...........cc.cceeueen.... 48 AVIANE. ..o 79
amoxicillin.........coccevvenienene. 9 argatroban in 0.9 % sod chlor AVINZA ..o, 24
amoxicillin-pot clavulanate....9 ., 48 AVITA ..o, 52
AMPHETAMINE SALT ARICEPT ....ccooviiiiee, 22 AVODART......ccevveeirnnen. 88
COMBO.......coccvvvrrernee 32 ARICEPT ODT..........c....... 22 AVONEX .....coooiiiiiiien. 72
amphotericin b..........cccceenneee. 1 ARIMIDEX ......ccceeovvviennnne 12 AVONEX
ampicillin.........coccooeeieniennnns 9 ARIXTRA ..o, 48 ADMINISTRATION PACK
ampicillin sodium................... 9 AROMASIN.....ccceevvrrrene 12 e 72
ampicillin-sulbactam............... 9 ARRANON ......ccoeeiiiine 12 AXERT...ccoviiiiiiieeeeeee, 21
AMPYRA.....cccoieeiieeen. 22 ARTHROTEC 50................. 29 AXID v 69
AMTURNIDE...................... 44 ARTHROTEC 75................. 29 AXIRON.....coeeiiieieereinns 65
ANADROL-50.........c.ccu...... 65 ARZERRA ......coooevreee 12 AYGESTIN ..o 77
ANAFRANIL.......cccovveenee. 32 ASACOL HD.......ccoeevvenene. 67 azacitiding...........ceevveeveennnnne. 12
anagrelide ........ccocveeveevennnn. 56 ASMANEX TWISTHALER 85 AZACTAM ... 6
ANAPROX......ccceevverrerennee. 29 ASTAGRAF XL..........c........ 12 AZACTAM IN DEXTROSE
ANAPROX DS .......ccoveuvnee. 29 ASTELIN .....cooveiieieeiee 58 (ISO-OSM).....vvevrerernee 6
anastrozole..........ccceceeeruennee. 12 ASTEPRO ......coocii, 58 AZASAN ..o 12
ANCOBON........coevererren. 1 ATACAND .....ccovevrerene 44 AZASITE ..o 81
ANDRODERM..................... 65 ATACAND HCT ................. 44 azathioprine ............cccceenneene. 12
ANDROGEL...........ccoeeu...... 65 ATELVIA......ccooiree 76 azelastine ...........cceevenee. 58, 82
ANDROID .......cceevverrrne. 65 atenolol ........cceeveeeeeiennnne, 44 AZELEX ..o 52
ANDROXY ....ovvviieeiieeiens 65 atenolol-chlorthalidone......... 44 AZILECT oo 20
ANGELIQ....cccoveeieeirernee. 77 ATGAM ..o 74 azithromycin...........ccoeevvenneenee. 6
ANORO ELLIPTA .............. 85 ATIVAN....ccoovieeeeeeeee 32 AZOPT .o 82
ANTABUSE.......cooeeireee. 56 atorvastatin .........ceceevveneeenne. 49 AZOR ..o, 44
ANTARA ..., 49 atovaquoNe.......cccvveeeevveeennnnenn. 6 AZLreONAM .....evveeeeeereeee e, 6
ANUSOL-HC..........ccocu... 67 atovaquone-proguanil............. 6 AZULFIDINE ...................... 67
ANZEMET......cccoovieieiennenn 67 ATRALIN ..o, 52 AZULFIDINE EN-TABS ....67
APEXICONE.......cccoveunene. 54 ATRIPLA ..o 2 B
APIDRA ... 60 AtTOPINC...evveeeiieerieeeireeiieeas 66 BACIIM......ccooieieeieeiee, 6
APIDRA SOLOSTAR ......... 60 ATROVENT ......cccovvrnnee. 58 bacitracin .........c.cceeevenennens 6, 81
APLENZIN .....ccooviviniiienns 32 ATROVENT HFA ............... 85 bacitracin-polymyxin b......... 81
APOKYN ...cooiiiiiiiieieee 20 AUBAGIO.......ccoevevrrrene. 22 baclofen ........ccccoeeeeviieieiennens 22
apraclonidine......................... 84 AUGMENTIN........ceevvienens 9 BACTRIM........ccceeevvee 10
APRI....ccoiiiie e, 79 AUVI-Q..ooiiiiieeieee 84 BACTRIM DS............c.c...... 10
APRISO......ooiiieiiiiieien 67 AVALIDE .......ccoveiriie 44 BACTROBAN ........ccccuunee. 53
APTIOM.....cccooveiiiiiieine 18 AVANDAMET .........cc...... 60 BACTROBAN NASAL....... 58
APTIVUS ..o 2 AVANDARYL......ccoouvneee. 60 balsalazide ..........ccccoeverenenn 67

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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BALZIVA (28)..cccvivienennnnn 79 BLEPHAMIDE S.O.P..........83 CANCIDAS.......cccoiiiin 1

BANZEL....cccoviiiieiieee. 18 BONIVA ..o 76 candesartan .............cocueenneene. 44
BARACLUDE ......cccccevueennnee. 2 BOOSTRIX TDAP............... 74 candesartan-hydrochlorothiazid
bcg vaccine, live (pf)............ 74 BOSULIF ......cccvveviieiene. 12 44
BECONASE AQ.................. 85 BOTOX ...coiiiiiiieiieenee, 74 CANTIL ...oooiiiiiiiee, 66
benazepril ..........cccveeeveeennens 44 BREO ELLIPTA. .................. 85 CAPASTAT ..o, 7
benazepril-hydrochlorothiazide BREVICON (28).................. 79 CAPEX ..o, 54
.......................................... 44 BRIELLYN.....ccceevvvevenee . 79 CAPITAL WITH CODEINE
BENICAR ..o, 44 BRILINTA ..o, 48 e 24
BENICAR HCT ................... 44 brimonidine ............ccccueneeee. 84 CAPRELSA......cccoeieiee. 13
BENLYSTA ..o, 76 BRINTELLIX .........cccvennenee. 32 captopril......ccoeeeeviinenienncnne. 44
BENTYL ..o 66 BRISDELLE ........................ 32 captopril-hydrochlorothiazide
BENZAMYCIN.........ccuunee. 52 bromfenac..........ccoeceervennnnnne. 82 e 44
benztropine..........cceeeeveeenneenns 20 bromocripting ....................... 20 CARAC ..o, 51
BEPREVE.......cccoovviee. 82 BROVANA ..o, 85 CARAFATE.......ccccuc.e. 69, 70
BESIVANCE .......cccvvveeene. 81 budesonide...................... 67, 85 CARBAGLU. ........cceeeeenn. 56
BETAGAN......cooveeeieeee 81 bumetanide ...........c.cceeueennnee. 44 carbamazepine....................... 18
betamethasone dipropionate. 54 BUPRENEX.......cccvvvirenen. 24 CARBATROL...................... 18
betamethasone valerate ........ 54 buprenorphine....................... 24 carbidopa ......ccocvveviienienen. 20
betamethasone, augmented... 54 buprenorphine-naloxone....... 29 carbidopa-levodopa .............. 20
BETAPACE AF.................. 43 BUPROBAN ......ccccvvrenee. 58 carbidopa-levodopa-
BETASERON .......ccccvvennene 72 bupropion hcl.................. 32,33 entacapone .........cceecveeennenn. 21
betaxolol........cccceeveennen. 44, 81 buspirone .........cceeeveeevveennenn. 33 carboplatin..........cccceevveennen. 13
bethanechol chloride ............ 88 BUSULFEX ....ccccoveiiiinnee. 12 CARDENE IV IN SODIUM
BETHKIS......cooeiiiieee. 7 butorphanol tartrate ........ 29, 30 CHLORIDE..................... 44
BETIMOL .....cccociiiiiinene 81 BUTRANS ..., 24 CARDENE SR ......cccooenee. 44
BETOPTIC S.....ccccoiiienee 81 BYDUREON.........cccoevenee. 61 CARDIZEM ......cccoevvvennn. 44
BEYAZ...ocoooiiiiiiiee 79 BYETTA ..o, 61 CARDIZEM CD................... 44
BIAXIN ..ot 6 BYSTOLIC .....cccooveienee. 44 CARDIZEM LA ... 44
BIAXIN XL...coooeiiiiiieieene 6 C CARDURA.......ccoiie, 44
BIAXIN XL PAK.....ccccoueuene. 6 cabergoling ...........cccevveeneen. 65 CARDURA XL ....ccocveinnee. 45
bicalutamide ............ccceueennee. 12 CADUET.....cccvvieieiee 49 CARIMUNE NF
BICILLIN C-R......ccccverrnnnne. 9 CAFERGOT.......cccvvvvrennnne 21 NANOFILTERED............ 74
BICILLIN L-A ..o 9 CALAN ..ot 44 CARNITOR........cceviinne. 56
BICNU ..o, 12 CALAN SR ..o 44 carteolol .......ccceevveriieiienne 81
BIDIL ....oooiiiiiiieieeee 44 calcipotriene ...........cccceeeuene. 51 CARTIA XT..cooiiiiiiieeen. 45
BILTRICIDE..........ccc0evurnene. 7 calcipotriene-betamethasone 51 carvedilol .........cccceevueeuiennnn. 45
BINOSTO....ccoeieiieeieenee. 76 calcitonin (salmon)............... 65 CASODEX ...ccoovieiieiienne. 13
bisoprolol fumarate .............. 44 calcitriol.......cccceeeveennnn. 51, 65 CATAFLAM.......ccooeeuvenee. 30
bisoprolol-hydrochlorothiazide calcium acetate ..................... &9 CATAPRES......ccoeiee 45
.......................................... 44 CAMBIA.........cceeveeeeee . 30 CATAPRES-TTS-I..............45
BIVIGAM .....coceeviiiiiins 74 CAMILA ..., 77 CATAPRES-TTS-2.............. 45
bleomycin........cceevveevernenee. 12 CAMPRAL......cccovvriene 56 CATAPRES-TTS-3.............. 45
BLEPH-10.....cccveiieeirnee. 83 CAMPTOSAR........cccovenee. 12 CAYSTON ..ccoviiiiinieieen. 7
BLEPHAMIDE .................... 83 CANASA. ..., 67 CEDAX ...oiiiiiiicieneeeece 4
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cefaclor....oovveeiieeiiieiiee 4 chloramphenicol sod succinate CLINDACIN PAC ............... 52

cefadroxil.......oceevienieniiennnne. 4 e 7 clindamycin hel ...................... 7
cefazolin ......ccceoveeeneeniiennne, 4 chlorhexidine gluconate ....... 58 clindamycin in dextrose 5 % ..7
cefazolin in dextrose (iso-0s) .4 chloroquine phosphate............ 7 CLINDAMYCIN PEDIATRIC
cefdinir ...cceevveeiieieeeiee 4 chlorothiazide........................ 45 7
cefditoren pivoxil ................... 4 chlorothiazide sodium .......... 45 clindamycin phosphate ....7, 52,
cefepime ......coeeeeeeeeiieciiee 4 chlorpromazine..................... 33 78
cefotaXime ........ccecvveveeenueennnne. 4 chlorthalidone....................... 45 clindamycin-benzoyl peroxide
cefotetan ........oceeeveevvenieennene. 4 CHOLESTYRAMINE LIGHT e, 52
IS 10): 411 1 DO 4 s 49 CLINIMIX 5%/D15W
cefoxitin in dextrose, iso-osm 4 chorionic gonadotropin, human SULFITE FREE ............... 90
cefpodoxime.........cccuveeuveennnnne 4 65 CLINIMIX 5%/D25W
cefprozil.......ccoeevviviiiciien, 4 CIALIS ..o, 89 SULFITE-FREE............... 90
ceftazidime .........ccccovveevvennnne 4 CIClOPITOX...veveeieeiieeciieeiieas 54 CLINIMIX 2.75%/D5W
ceftazidime in dSw ................. 4 (6116 (01 20)5 | (PSR 2 SULFIT FREE.................. 90
CEFTIN...cooviieiieieeeee, 5 cilostazol........ccceeeveenrennnnne. 48 CLINIMIX 4.25%/D10W
ceftriaxone........cceceevvervvenneee. 5 CILOXAN ...ooveiecieeieee 81 SULF FREE...................... 90
cefuroxime axetil.................... 5 cimetidine ..........cccveevveennennns 70 CLINIMIX 4.25%/D5W
cefuroxime sodium................. 5 CIMZIA ..o 67 SULFIT FREE.................. 56
CELEBREX.......cccccovevvenn. 30 CIMZIA POWDER FOR CLINIMIX 4.25%-D20W
CELEXA ....ccoooieieieeeeins 33 RECONST.....ccevvrevene 67 SULF-FREE ..................... 90
CELLCEPT ......cccoveeverene 13 CIMZIA STARTER KIT .....67 CLINIMIX 4.25%-D25W
CELLCEPT INTRAVENOUS CINRYZE.....cccoovveeiieiene. 85 SULF-FREE ..................... 90
.......................................... 13 CIPRO.....ccoeevvveiieieeveeennn. 10 CLINIMIX 5%-
CELONTIN......coveieereene 18 CIPROHC.......ccvevverene 58 D20W(SULFITE-FREE)..90
CENESTIN......coooviiieerenne 77 CIPRO IN D5W ... 10 CLINIMIX E 2.75%/D10W
cephaleXin..........ccccvevverrrenene. 5 CIPRODEX.....cccceevverrennnne 58 SUL FREE.........ccccuvnnn..e. 56
CEREZYME .........cccoeevenen. 65 ciprofloxacin................... 10, 81 CLINIMIX E 2.75%/D5W
CERVARIX VACCINE (PF) ciprofloxacin (mixture)......... 10 SULF FREE...................... 56
.......................................... 74 ciprofloxacin in 5 % dextrose CLINIMIX E 4.25%/D25W
CESAMET .....ccoeveeieerennns 07 e 10 SUL FREE.........ccccuvn..e. 90
CEITIZING ...veeevieereeeiee e, 84 cisplatin ........ccceevveeeiiennnens 13 CLINIMIX E 4.25%/D5W
cevimeline .........ccceeevveeneennne. 56 citalopram..........ccccoeeveevnnenns 33 SULF FREE...................... 91
CHANTIX...oooieeieeeee 58 cladribine........ccoceevverueenennen. 13 CLINIMIX E 5%/D15W
CHANTIX CONTINUING CLAFORAN .....ccoviieiene, 5 SULFIT FREE.................. 91
MONTH BOX.................. 58 CLARAVIS ..., 52 CLINIMIX E 5%/D20W
CHANTIX CONTINUING CLARINEX.....cccoveviiinnnn. 84 SULFIT FREE.................. 91
MONTH PAK................... 58 CLARINEX-D 12 HOUR ....84 CLINIMIX E 5%/D25W
CHANTIX STARTING CLARINEX-D 24 HOUR ....84 SULFIT FREE.................. 91
MONTH BOX.................. 58 clarithromycin .........ccceceeneee 6 CLINISOL SF 15 %.............. 91
CHANTIX STARTING CLEOCIN.....ccvvveeeeennee 7,78 clobetasol.......cccocuveeeennne. 54, 55
MONTH PAK.................. 58 CLEOCIN IN 5 % clobetasol-emollient ............. 55
CHEMET .....cccovveiiee. 56 DEXTROSE......cccceeveinnee 7 CLOBEX.....cooveieiiieiee. 55
CHENODAL.........cccoveunne. 67 CLEOCIN T ...coevvieieieenen. 52 CLODERM......cccccvvverennne. 55
CLIMARA......ccooieeenen. 77 CLOLAR .....coveieieee, 13
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clomipramine............c.c......... 33 CORTEF....coviiiiiiiiiicens 59 d5 %-0.45 % sodium chloride

clonazepam............ccoeenenee. 18 CORTIFOAM .......ccovveunnns 07 57
cloniding..........cccoeeeevveennnnnne. 45 COTtISONE ...evveeveeerieeireeiiens 59 dacarbazine............cccccueeneee. 13
clonidine hcl.................... 33,45 CORTISPORIN.............. 53,58 DACOGEN......cccoovveeeiinnne. 13
clopidogrel........ccccevvereenn. 48 CORTISPORIN-TC ............. 58 DALIRESP.......ccooveieiens 86
clorazepate dipotassium ....... 33 CORZIDE......ccccoovierienns 45 danazol........ccc.ccceeeiieineenen. 65
CLORPRES........ccccoveerns 45 COSMEGEN.........ccoevvenne. 13 DANTRIUM.......c.ccoveerenne 23
clotrimazole.......ccccceeee..... 1, 54 COSOPT ..., 82 dantrolene ........ccccccceeveevnnnnee. 23
clotrimazole-betamethasone. 54 COUMADIN.....ccovevrrerens 48 dapsone........cccceeveeeiiieeiniiennn, 7
clozapine..........cccceeeevveennennne. 33 COZAAR.......coveieiens 45 DAPTACEL (DTAP
CLOZARIL ........ccoeever 33 CREON .....ccoviiieeree 67 PEDIATRIC) (PF)............ 74
COARTEM .....cccovevrerennne. 7 CRESTOR.......ccoveevverrene. 49 DARAPRIM.......cccoveverne. 7
codeine sulfate...................... 24 CRINONE .....ccccoiieiieins 77 daunorubicin..........c.ccuue..e... 13
COGENTIN ......ccoveeveins 21 CRIXIVAN ..o, 2 DAYPRO....cccccvvieieie 30
COLAZAL ... 67 cromolyn................... 67, 82, 86 DAYTRANA......ccovvvvveee 33
colchicine-probenecid .......... 75 CRYSELLE (28)...cccvvenenens 79 DDAVP ..., 65
COLCRYS ..o 75 CUBICIN......ceevteieiieiieieane 7 decitabine............cceverueennnnne. 13
COLESTID......cceeveeveerennns 49 CUPRIMINE.........cccvennne. 76 DELESTROGEN ................. 77
colestipol .....c.cevevierierrennns 49 CUTIVATE. ..o 55 DELZICOL.......ccoveeveerenns 67
colistin (colistimethate na) .....7 CUVPOSA ... 66 DEMADEX ......cccoeevvveinnne 45
COLOCORT .....cccveeverrenns 67 CYCLAFEM 1/35 (28) ........ 79 demeclocycline..................... 11
COLY-MYCIN M CYCLAFEM 7/7/7 (28) ....... 79 DEMSER.....ccocvvvieieeiennns 45
PARENTERAL.................. 7 CYCLESSA (28).ccceeevveeenne. 79 DENAVIR .....cccovviiieiens 54
COLY-MYCIN S.................. 58 cyclobenzaprine.................... 22 DEPACON .....ccccvveieeine 18
COLYTE WITH FLAVOR cyclophosphamide................ 13 DEPAKENE........cccccveviennne 18
PACKS....coooeeeeeeeeeen. 67 CYCLOSET ....ccceevevennnne 61 DEPAKOTE.......cccccoveeenne 18
COMBIGAN.......ccceeveeiennne 82 cyclosporine...........ceeuvenenne. 13 DEPAKOTE ER................... 18
COMBIVENT RESPIMAT .85 cyclosporine modified.......... 13 DEPAKOTE SPRINKLES...18
COMBIVIR........cccoevrerrene. 2 CYKLOKAPRON................ 48 DEPEN TITRATABS........... 76
COMETRIQ.......cceevverrenne 13 CYMBALTA.....cccovvvenne. 33 DEPO-ESTRADIOL............ 77
COMPLERA .......cccoverenee. 2 CYSTADANE.........ccueeune. 67 DEPO-MEDROL ................. 59
COMPRO......ccoeevereree. 67 CYSTAGON ......ccovvevvene. 89 DEPO-PROVERA................. 77
COMTAN....ooieeeeeeee, 21 CYSTARAN ....ccoovevvenne. 82 DEPO-SUBQ PROVERA 104
COMVAX (PF)...ccceuvvennnee. 74 cytarabing ..........ccoeceevuvennnnnne. 13 77
CONCERTA. .....cceevveee 33 cytarabine (pf) ......cccevvernnenne. 13 DEPO-TESTOSTERONE....65
CONDYLOX ....ccoveeverrenns 51 CYTOMEL.......ccccovverrennne. 66 DERMATORP.........cccveueenne. 55
CONSTULOSE.................... 67 CYTOTEC......cccoveeriens 70 desipramine............c.cccveeneen. 33
CONZIP ...oooevveeieeieee, 30 CYTOVENE ..o 2 desloratadine.............c........... 84
COPAXONE........ccovvene. 22 D desmopressin ............cc.......... 65
COPEGUS.....ccoeiieieieen 2 d10 % & 0.45 % sodium DESOGEN .......cccovevviiinnns 79
CORDRAN TAPE LARGE chloride........cccevveevvennnne. 56 DESONATE......cccceeoveene 55
ROLL ..o, 55 d2.5 %-0.45 % sodium desonide..........ccveeeirenreennnen. 55
COREG .....oociivieieeeiee 45 chloride........cccoevvveevvennnnne. 56 DESOWEN.......cooviieieine 55
COREGCR.......cceeevveenn 45 d5 % and 0.9 % sodium desoximetasone..................... 55
CORGARD. .......ccveeverns 45 chloride........cccoevvveevvennnnne. 56 DESOXYN ...ooviiieienieinene 33
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desvenlafaxine.......cccceeeeeen.... 33 DILANTIN ...ccoeeieieeeeeeeen. 18 DUEXIS ..o 30

DETROL.......cccveiiiienee 88 DILANTIN EXTENDED.....18 DULERA ...t 86
DETROL LA......ccccvevene 88 DILANTIN INFATABS ...... 18 duloxeting .........cccccevveeennnnne. 34
dexamethasone...................... 59 DILANTIN-125.......ccvennene. 18 DURAGESIC .......ccovevrnee 24
DEXAMETHASONE DILAUDID .....ccecvevvirrnenen. 24 DURAMORPH (PF) ............ 24
INTENSOL ......cccoevennnee 59 DILAUDID (PF) ....c.ccueue... 24 DUREZOL ......cccooveieiees 83
dexamethasone sodium DILAUDID-HP (PF)............ 24 DUTOPROL............ccccuue.. 45
phosphate.................... 59, 83 diltiazem hcl ..........cccoeeeees 45 DYAZIDE .......ccoovvviveenne. 45
DEXEDRINE SPANSULE..33 DILT-XR..cooeiiiieieiiiienee. 45 DYMISTA ..o 86
DEXILANT......ccivirieiennene 70 DIOVAN ...t 45 DYRENIUM......cccceecveurenne 45
dexmethylphenidate ............. 33 DIOVAN HCT ......ccccceeueeee. 45 DYSPORT....cccocviiiieinenn 74
DEXPAK 13 DAY ............... 59 DIPENTUM ......ccceovvvrneee. 67 E
dexrazoxane.............cceeueennne. 12 diphenhydramine hcl............. 84 E.E.S.400.....cccoiiiiieiiennn, 6
dextroamphetamine.............. 33 diphenoxylate-atropine......... 67 E.E.S. GRANULES................ 6
dextroamphetamine- DIPROLENE........ccccocuvenen. 55 EC-NAPROSYN......cccoeuvnee 30
amphetamine .................... 33 DIPROLENE AF.................. 55 (01 E:V40) [ 54
dextrose 10 % & 0.2 % nacl.57 dipyridamole...........cccccue... 48 EDARBI ..o 45
dextrose 10 % in water (d10w) disulfiram..........ccooceeniennne 57 EDARBYCLOR.................... 45
.......................................... 57 DITROPAN XL ...................88 EDECRIN.........cceuenuee.e.n 45
dextrose 5 % in water (d5w) 57 DIURIL ...ccooviiiiiiiinieeen. 45 EDURANT .....cooiiiiieiiene 2
dextrose 5 %-lactated ringers57 DIURIL IV .o 45 EFFEXOR XR.......cccueennenee. 34
dextrose 5%-0.2 % sod divalproex........cccceveereennenne. 19 EFFIENT ...ccccviiiiiieee 48
chloride........cccocvevverrennn 57 DIVIGEL.......coceviiiinnen. 77 EFUDEX ..o, 51
dextrose 5%-0.3 % DOCEFREZ ........cccooeveneen. 13 EGRIFTA ..o, 72
sod.chloride ...................... 57 docetaxel.......ccceevveerviennnns 13 ELAPRASE......cccoeviee 65
DIAMOX SEQUELS........... 82 DOLOPHINE ........cccccceneeee. 24 ELDEPRYL.......ccovvevrenrnne. 21
DIASTAT...ccvveeeeeeee. 18 donepezil .......cccceveeienenenen. 22 ELELYSO .ccooiiiiieeieene, 65
DIASTAT ACUDIAL.......... 18 DORIBAX.....c.coiiieiiieieee 7 ELESTAT ..o, 82
diazepam...........cceevenennns 18, 34 DORYX...ooiiiiieieieeee, 11 ELIDEL .....cocooieieieeieeninnee, 51
DIAZEPAM INTENSOL.....34 dorzolamide..........ccccccueneee. 83 ELIGARD......cccevevvrerrenrnnee. 13
DIBENZYLINE ................... 45 dorzolamide-timolol.............. 83 ELIPHOS.....c.oeiiieieeiiene 89
diclofenac potassium............ 30 DOVONEX .....cccoovieieannen. 51 ELIQUIS......cveiieeeee 48
diclofenac sodium ....30, 51, 82 doXazoSin.........cceeeeeeevneeenen. 45 ELITEK ....oooovviiiieieecene, 12
diclofenac-misoprostol......... 30 dOXePIN..ccccvieeiieeiieeeieeieeas 34 ELIXOPHYLLIN................. 86
dicloxacillin.........ccccecvevueennenne. 9 doxercalciferol...................... 65 ELLA oo 79
dicyclomine............ccoceunee..e. 66 DOXIL.....coovieevieeieeeeeeen 13 ELLENCE ......cccoviiiieeee 13
didanosine..........cccceeveenuvennene. 2 doxorubicCin.........cceceevuvennenne. 13 ELMIRON.....ccceeviiieieine 89
DIFFERIN.........ccovveriees 52 doxycycline hyclate.............. 11 ELOCON.....ccoeeeieeeieere, 55
DIFICID .....ccoovieevieeieeeeeenee. 6 doxycycline monohydrate ....11 ELOXATIN.....ccoveeireene 13
diflorasone.........cccceecvereennnnne 55 dronabinol...........cccccevvennenne. 67 EMADINE........cooveieienns 82
DIFLUCAN....cccoevieieieee. 1 drospirenone-ethinyl estradiol EMCYT .o 13
diflunisal.........ccoooveviininnnnns 30 e 79 EMEND.....ccoooviiiiiiiens 67
digOXIN..covviiiieniieiieie e 48 DROXIA ...coooiiiieiieee 13 EMLA ..o 53
dihydroergotamine ............... 21 DUAVEE......ccocviiiinn. 77 EMOQUETTE..........cccocu.... 79
DILACOR XR......ccooevvenrnnen 45 DUETACT ..cccvveieeieiee 61 EMSAM ....cooviiiieieiee, 34
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EMTRIVA.......cccooiiiie 2 ERYPED 400 .......ccccccceeuiennnne 6

ENABLEX .....cccooviiiierieine 88 ERY-TAB....cccovniiiiinien, 6
enalapril maleate .................. 45 ERYTHROCIN ........cceeueenne 6
enalapril-hydrochlorothiazide ERYTHROCIN (AS
.......................................... 46 STEARATE).......c.cec..c.... 6
ENBREL ......cocovviiieiene 76 erythromycin .................... 6, 81
ENBREL SURECLICK........ 76 erythromycin ethylsuccinate...6
ENDOCET .....cccooverieriene 25 erythromycin with ethanol....52
ENDODAN ......coooverieriene 25 erythromycin-benzoyl peroxide
ENGERIX-B (PF)................. T4 52
ENGERIX-B PEDIATRIC erythromycin-sulfisoxazole....6
(PF) e, 74 escitalopram oxalate.............. 34
ENJUVIA ..o, 77 esomeprazole sodium........... 70
(110 C:1 0121 11 SO 48 esomeprazole strontium........ 70
ENPRESSE .....cccoiiiiiiinn 79 ESTRACE ......cccoovviiinne. 77
eNntacapone.........cceeeeveeeveennne. 21 estradiol .........ccceevvieiiiennnns 77
ENTOCORT EC................... 67 estradiol valerate................... 77
ENULOSE.....ccccooiiiiiine 67 estradiol-norethindrone acet.77
EPANED .....cooiiiiiiee 46 ESTRASORB........cccceueeeee. 77
EPIDUO ....cccooiiiiiieieee. 52 ESTRING ......ccoevieieinee. 77
ePINAStINE....cccvverreeeereeiaennne 82 eStropIPate ....cceveevvveerreeiiens 77
EPIPEN ....cooiiiiiiieee 84 ESTROSTEP FE-28.............. 79
EPIPEN 2-PAK........ccc....... 84 eszopiclone........ccceevveennnennns 34
EPIPEN JR ..o 84 ethambutol ... 7
EPIPEN JR 2-PAK............... 84 ethosuximide ...........cccceeueeee. 19
ePIruUbICIN...eeeeieeiieeiie e, 14 etidronate disodium.............. 57
EPITOL .....ccceiiiiiiiice 19 etodolac ......ccoeeveeniiniennenn. 30
EPIVIR ..ot 2 ETOPOPHOS...........cceueeee. 14
EPIVIR HBV.....cccoovveire 2 etoposide.......cccvevveeriienieens 14
eplerenone ...........ccecveeneennee. 46 EURAX ..o 56
EPOGEN .....ccciiiiie 72 EVAMIST ...ccooiiiiinen. 78
EProsSartan ........ccceeevvveeeennnen. 46 EVISTA ..o, 76
EPZICOM ....cccoocvvniiiiicinns 2 EVOXAC ....ccccovniiiiinnn. 57
EQUETRO .....cccevivirnene. 19 EVZIO....coiiiiiiie, 30
ERAXIS(WATER DILUENT) EXALGOER ..o 25
............................................ 1 EXELDERM........................54
ERBITUX.....coctiiinirieiiene 14 EXELON ....cccceoiniiiienennn. 22
ergoloid........ccovvvevienienieinns 34 EXEMEStANE ..vvvenveeeeeeeeneenne 14
ERGOMAR........ccoceevernenn. 21 EXFORGE.......c.cccoevveninne. 46
ERIVEDGE..........ccceevenenn. 14 EXFORGE HCT................... 46
ERRIN....ccccoiiiiiniieeicne 77 EXJADE.....ccccoviniiiiinennn. 57
ERTACZO ...cccoovvviinene. 54 EXTAVIA ..o, 72
ERWINAZE......cooeveiene 14 EXTINA ..o, 54
ERY PADS.....ccoveieieen. 52 F
ERYPED 200 .......ccoeveuvnneee. 6 FABIOR .....ccoviiiiiiiee, 52

FABRAZYME .........cccc...... 65
FACTIVE ..ccooiiiiiieiees 10
famciclovir.......ccoccevieeneenenne. 2
famotidine..........cceoveueennnnne. 70
famotidine (pf).......ccceveennee. 70
famotidine (pf)-nacl (iso-0s)70
FAMVIR......ccoiiiiieienne. 2
FANAPT....ccooviiiieieeeee 34
FARESTON .....cccoeviiiiinnns 14
FARXIGA ...coooviieieeene 61
FASLODEX .....ccooevieiiennne 14
FAZACLO.....cccoovieieians 34
felbamate .........ccoceeveeeueennnne. 19
FELBATOL......ccooveieiene 19
FELDENE .......ccoooveiieiens 30
felodipine........ccccoeevvevreennen. 46
FEMARA ..ot 14
FEMCON FE......ccceooieinnne. 79
FEMHRT LOW DOSE ........ 78
FEMRING ......coceiiiinnne. 78
fenofibrate..........cccccvvevveennen. 49
fenofibrate micronized.......... 49
fenofibrate nanocrystallized .49
fenofibric acid (choline) ....... 49
FENOGLIDE...........ccccen.e. 49
fenoprofen..........cccecvveveeennen. 30
fentanyl citrate....................... 25
fentanyl patches.................... 25
FENTORA......ceociiiien 25
FERRIPROX ......cocevieinnne 57
FETZIMA.......cocveeee 34,35
FIBRICOR........ccveiernne 49
FINACEA ... 52
finasteride ........ccoceeveeueennne. 88
FIRAZYR ..ccovviiieieee 86
FIRMAGON KIT W
DILUENT SYRINGE ...... 14
FLAGYL ..cooiiiiieieeeee, 7
FLAGYLER ....cccveiere 7
FLAREX.....coooiiiiiiiiene 83
flavoxate ......ccceeveverieeieene 88
flecainide ........ccooveveeeueennnne. 43
FLECTOR ....cccooviiieiens 30
FLOMAX ..cciiiiieieieeene 88
FLONASE ..ot 86

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
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FLO-PRED.........ccccevinnnn. 59 fosphenytoin ..........ccccceeeee. 19 GILDAGIA..........ccveie 79

FLOVENT DISKUS............. 86 FOSRENOL ......cccovnennenne. 57 GILENYA ..o, 22
FLOVENT HFA.................. 86 FRAGMIN......ccceovviriinnnn. 48 GILOTRIF ...ccooiiiiiienne. 14
fluconazole ........ccccevveruvennenne. 1 FROVA ... 21 GLASSIA ..ot 57
fluconazole in dextrose(iso-o0) 1 FULYZAQ ..o, 67 GLEEVEC. ..o, 14
flucytosine .........cccevveeeeveennenne 1 FURADANTIN.................... 11 glimepiride........ccocvevveneenne 61
fludarabine...........ccccceerueennen. 14 furosemide..........cccceeruvennnnne. 46 glipizide ....oocvveviiiiieieiieee 61
fludrocortisone ..................... 59 FUSILEV....cooiiiiiiie 12 glipizide-metformin.............. 61
FLUMADINE ........cccoevrennnne. 2 FUZEON ....ccooeviiiiiininien. 2 GLUCAGEN. ......cccoovviene. 61
flunisolide........ccccevereeeennene. 86 FYCOMPA........oovviinne. 19 GLUCAGEN HYPOKIT......61
fluocinolone...........cccoevueenenn. 55 G GLUCAGON EMERGENCY
fluocinolone acetonide oil .... 58 gabapentin .........c.cceeueeennenne. 19 61
fluocinonide...........cccceeueeneen. 55 GABITRIL ......ccceevieiinne 19 GLUCOPHAGE................... 61
FLUOCINONIDE-E ............ 55 GABLOFEN.......ccccoveirneee. 23 GLUCOPHAGE XR ............ 62
fluorouracil..................... 14, 52 galantamine ...........c.cccceeueee. 22 GLUCOTROL........ccccueuene. 62
fluoxetine......c..coeeeveeeeenennene. 35 GAMASTAN S/D........cue.e. 74 GLUCOTROL XL................ 62
fluphenazine decanoate ........ 35 GAMMAGARD LIQUID....74 GLUMETZA ......ccoveveenen. 62
fluphenazine hcl ................... 35 GAMMAPLEX ..o 74 GLYCATE ....cccoceiiivieeee. 67
flurbiprofen........c.cccoceeveeien. 30 GAMUNEX-C.......ccevverrene 74 glycopyrrolate........c..cceeeuee 67
flurbiprofen sodium.............. 82 ganciclovir sodium.................. 2 GLYSET....ccocoiiiiiiie 62
flutamide........ccoceviieeienene 14 GARDASIL (PF)....cccuvueeee. 74 GOLYTELY ...ooviiienne. 68
fluticasone ..........cc......... 55, 86 GASTROCROM................... 68 GRALISE ..o, 19
fluvastatin..........cccceee.ee. 49, 50 gatifloxacin.........ceceevvennnne. 81 GRALISE 30-DAY STARTER
fluvoxamine............ccceeunenee. 35 GATTEX ONE-VIAL.......... 68 PACK .o 19
FML FORTE........c.ccceunnee. 83 gauze pads 2 X 2 ...ccceveennnne 61 SraniSetron .........cceeveeveeuvennenn. 68
FML LIQUIFILM ................ 83 GAVILYTE-C........ccuuee..... 68 granisetron (pf) .......ccceeueeeee. 68
FML S.O.P. .cooiiiiiie 83 GAVILYTE-G.......cccuvuuee.. 68 GRANISOL......ccoiienne. 68
FOCALIN......ccceeiiiiiiienene 35 GAVILYTE-N.......ccoovvneen. 68 GRANIX ...t 72
FOCALIN XR...ccccovvieienene 35 GELNIQUE.........ccovevrneee. 88 GRASTEK ..o, 74
FOLOTYN ...cooviiiiiiiien. 14 gemcitabing .........cccoeeeeneenee. 14 griseofulvin microsize ............ 1
fomepizole........ccoceerieniennnens 74 gemfibrozil .........ccccoeveneene 50 griseofulvin ultramicrosize..... 1
fondaparinux...........cccccu....... 48 GEMZAR ......ccoiiieiiens 14 GRIS-PEG
FORADIL AEROLIZER .....86 GENERESS FE .................... 79 (ULTRAMICROSIZE)....... 1
FORFIVO XL ....ccceeevveunee. 35 GENERLAC........cccvvrenne 68 gUANIdine .......occeevvverveneennans 35
FORTAMET ......cccovevene. 61 GENGRAF ..o, 14 GYNAZOLE-I ......cocuvene. 78
FORTAZ ....cocvvviiiiiiiiene. 5 GENOTROPIN .................... 72 H
FORTEO ....ccccoovviiiiiiiennens 76 GENOTROPIN MINIQUICK HALAVEN . .....ociiiiiienn. 14
FORTESTA.....ccoiiieenene 05 72 HALDOL......cccoooviiiiennn. 35
FORTICAL .....ccccvviieinene 65 GENTAK.....cceoiniiiiiennn, 81 HALDOL DECANOATE ....35
FOSAMAX ....ccooovvveeiiies 76 gentamicin .................. 7,53, 81 halobetasol propionate.......... 55
FOSAMAX PLUS D............ 76 gentamicin in nacl (iso-osm)..7 HALOG ..., 55
foscarnet ........ccceeveevieniiennenne. 2 gentamicin sulfate (pf)............ 7 haloperidol.........c.ccccveveennne 35
fosinopril ......c.cceevveeevieennnnne, 46 GEODON.......ccoeeviieieees 35 haloperidol decanoate........... 35
fosinopril-hydrochlorothiazide GIANVI (28) ceeeieeeene 79 haloperidol lactate ................ 36
.......................................... 46 GIAZO.....cocevvviininicicnen... 68 HAVRIX (PF) ......................74
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HECTOROL..........cccvveneee 65 hydrocortisone butyr-emollient insulin syringe (disp) u-100 1/2

heparin (porcine) .................. 48 e 55 Ml 63
heparin (porcine) in 5 % dex 48 hydrocortisone valerate ........ 55 INTELENCE ........ccccvvirannne. 2
heparin (porcine) in nacl (pf)48 hydrocortisone-acetic acid....58 INTRALIPID.........cccveuenne 91
HEPATAMINE §%.............. 91 hydromorphone .................... 26 INTRON A ..o 72,73
HEPATASOL 8 %............... 91 hydromorphone (pf) ............. 26 INTROVALE ....................... 79
HEPSERA ..o 2 hydroxychloroquine................ 7 INVANZ. ..ot 7
HERCEPTIN......ccceevrnnee. 14 hydroxyurea...........cccecveenenne. 14 INVEGA. ... 36
HEXALEN......cccoovvieiiee. 14 hydroxyzine hcl..................... 84 INVEGA SUSTENNA.......... 36
HIPREX ..c.ooiiiiiieiene 11 HYZAAR .....coooviiiins 46 INVIRASE ... 2
HORIZANT ..o 22 I INVOKANA......cooeiirnn. 63
HUMALOG .....cccocevirennne. 62 ibandronate............ccceeveuennene 76 IONOSOL-B IN D5W.......... 91
HUMALOG KWIKPEN......62 IBUDONE......cccoeviiiiinnne 26 IONOSOL-MB IN D5W .....91
HUMALOG MIX 50-50......62 ibuprofen .......cccoceeeveecenennne 30 IOPIDINE........ocoeviiieienenn 84
HUMALOG MIX 50-50 ibuprofen-oxycodone............ 26 IPOL ..o 74
KWIKPEN .......ccvvennnee 62 IDAMYCIN PFS................. 14 ipratropium bromide....... 58, 86
HUMALOG MIX 75-25 ...... 62 1darubiCin........cceevveerveennnnns 14 ipratropium-albuterol............ 86
HUMALOG MIX 75-25 IFEX oo, 14 irbesartan ...........cccceeeeeennne. 46
KWIKPEN ......ccocvveniennnn 62 ifosfamide.........ccceevvvennnns 15 irbesartan-hydrochlorothiazide
HUMATROPE............c........ 72 ILARIS (PF)..ooovivieieieneen. T2 e 46
HUMIRA.......cceiiiiiees 76 ILEVRO ....cooooiiieieene 82 IFNOLECAN .. 15
HUMIRA CROHN'S DIS IMBRUVICA .........ccouveee. 15 ISENTRESS .....ccoiiiiiiieee 2
START PCK .................... 76 imipenem-cilastatin ................ 7 ISOLYTE-P IN 5 %
HUMIRA PEN........cccoeunnee 76 imipramine hcl...................... 36 DEXTROSE .....cccccoeuenee. 91
HUMIRA PSORIASIS imipramine pamoate............. 36 ISOLYTE-S.....ccooviiiins 91
STARTER PACK ............ 76 imiquimod ..........cceevvevennnee. 52 isoniazid.......cccoeeeeveniniieniennene 7
HUMULIN 70/30................. 62 IMITREX ....ccooovvvieieieen. 21 ISOPTO CARPINE.............. 82
HUMULIN 70/30 KWIKPEN IMITREX STATDOSE KIT ISORDIL ......ooiiieiiieinee 51
.......................................... 62 REFILL ......cceovevennnnn . 21 ISORDIL TITRADOSE.......51
HUMULIN 70/30 PEN ........ 62 IMOVAX RABIES VACCINE isosorbide dinitrate ............... 51
HUMULIN N ..o 62 (PF) e 74 isosorbide mononitrate ......... 51
HUMULIN N KWIKPEN....62 IMURAN.......cooviiieeieeiees 15 1Sradipine ........ccceeeeveeeveennnen. 46
HUMULIN N PEN............... 62 INCIVEK.....cccciiiiiiiiine 2 ISTALOL ....ccoeeiiiiene 81
HUMULINR .....ccooinne. 62 INCRELEX .....cccovvieiinnen. 57 ISTODAX ..o 15
HUMULIN R U-500............ 62 indapamide .........ccccoevvennenne. 46 itraconazole...........cccceevueeeennne. 1
HYCAMTIN .....cocevinne. 14 INDERAL LA .....ccooiinee 46 IXEMPRA ....ccoovviiiiiennn 15
HYCET...coiiiiiieee 25 INFANRIX (DTAP) (PF).....74 IXIARO (PF) ..ooveviiiiiinene 75
hydralazine ...........ccccevunenee. 46 INLYTA oo 15 J
HYDREA ......ccooiiiiinne. 14 INNOPRAN XL.....ccoecvvennee 46 JAKAFT ..o, 15
hydrochlorothiazide.............. 46 INSPRA.....coiieieieiee 46 JALYN Lo 88
hydrocodone-acetaminophen25 insulin pen needle................. 62 JANTOVEN ....cooveieiine 49
hydrocodone-ibuprofen........ 25 insulin syringe (disp) u-100 0.3 JANUMET .....cccovviiine 63
hydrocortisone.......... 55,59, 68 Ml 62 JANUMET XR...covvvveennnee. 63
hydrocortisone butyrate........ 55 insulin syringe (disp) u-100 1 JANUVIA ... 63
Ml 63 JENTADUETO .........ccc..... 63
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JEVTANA ... 15 L LEUKINE........ccooviiiins 73

JOLIVETTE.....cccceovveen 78 labetalol .........ccccoovieeiiennns 46 leuprolide.........ccccccvveeuvennen. 15
JUBLIA ..o 54 LAC-HYDRIN.........cec... 52 levalbuterol hcl...................... 86
JUNEL 1.5/30 (21)............... 79 LACRISERT ......ccccovvuvnnnn. 82 LEVAQUIN .....cccooveinnne. 10
JUNEL 1720 21).cccvveenenee. 79 lactated ringers ............... 56, 89 LEVEMIR ......cccoovvvvvennenn. 63
JUNEL FE 1.5/30 (28).......... 79 lactulose......cccceeeeereeniiennnnne 68 LEVEMIR FLEXPEN.......... 63
JUNEL FE 1/20 (28) ............ 79 LAMICTAL ..o, 19 LEVEMIR FLEXTOUCH....63
JUXTAPID.....ccovveevreeenen. 50 LAMICTAL ODT................ 19 levetiracetam................... 19, 20
K LAMICTAL STARTER levobunolol...........ccccecueeneene. 82
KADCYLA ... 15 (BLUE) KIT .......c.cccuvnee. 19 levocarnitine .............ccee....... 57
KADIAN .....ocoiiiieeeieeeee 26 LAMICTAL STARTER levocarnitine (with sugar).....57
KALBITOR........ccoeevvenes 86 (GREEN) KIT .................. 19 levocetirizine ............cc.o........ 84
KALETRA .....ooooiiiiiiieee, 2 LAMICTAL STARTER levofloxacin.................... 10, 81
KALYDECO.......cccccevvennens 86 (ORANGE) KIT................ 19 levofloxacin in dSw .............. 10
KAPVAY ..o, 36 LAMICTAL XR................... 19 LEVONEST (28)..ccccvevvennne 79
KARIVA (28).cceeiieiiiene. 79 LAMICTAL XR STARTER levonorgestrel-ethinyl estrad 79
KAYEXALATE................... 57 (BLUE) ..., 19 LEVORA-28......ccoveeverennns 79
KAZANO....cccoiiiiiiiieens 63 LAMICTAL XR STARTER levorphanol tartrate............... 26
KEFLEX....cooiiiiiiniiiniicee. 5 (GREEN)....ccooiiiiiieeiienne. 19 levothyroxine..........cccceueeene. 66
KELNOR 1/35 (28).............. 79 LAMICTAL XR STARTER LEVOXYL ..ccooovviieieeieinns 66
KENALOG.........ccueeuen. 55,59 (ORANGE)......ccccoveureneee. 19 LEXAPRO......ccooveeierenns 36
KEPIVANCE........ccccvveunenee. 12 LAMISIL......ccovvvieriiieriennnn. 1 LEXIVA ..o 2
KEPPRA......ccooeveeieeieeeee. 19 lamivuding...........ccceveeveeneennnn. 2 LIALDA ....ccoveeveieieeeene 68
KEPPRA XR....cccoeviiien. 19 lamivudine-zidovudine........... 2 lidocaine .........ccceevveenveennnen. 53
KETEK...cooiiiiiiiiinieirece, 8 lamotrigine...........cceevevvennnennns 19 lidocaine (pf) ...cooovevveeveencnne. 53
ketoconazole..................... 1, 54 LANOXIN......ooovieeiiiiiines 48 lidocaine hcl..............o........... 53
KETODANKIT .....ccceceveeene 54 lansoprazole...........ccccvveuennne 70 lidocaine-prilocaine............... 53
ketoprofen.........c.ccceeevveenennen. 30 LANTUS ..o, 63 LIDODERM........cccccveerennns 53
ketorolac.......ccceeveeveeveennennee. 82 LANTUS SOLOSTAR......... 63 LINCOCIN ....cccoevvveirerrerenee 8
KHEDEZLA.........cccevvennnen. 36 LARIN 1/20 1) ..ccoverrnneenee. 79 lindane ........cccoceevvevieeieennne, 56
KINERET.....ccccveiiiirnee. 76 LARINFE .....cccovvin 79 LINZESS ..o 68
KIONEX.....cooiiiiiieeieeienee. 57 LASIX .o 46 LIORESAL......cccooveiieiene 23
KLARON ....ccooviiiieeiieee, 53 LASTACAFT....coeevee 82 liothyronine.............ccccueenenne. 66
KLONOPIN ......ccoveeviens 19 latanoprost .........ccceeeveeenneens 83 LIPITOR....cocvviiieriieeienne 50
KLOR-CON......ceovveerrnee. 89 LATUDA.....ccieeeeene 36 LIPOFEN.....cccociivieieieee 50
KLOR-CON 10.....cceeveurennen 89 LAZANDA.....ccoeeienee. 26 LIPOSYN I ....coovveiieiinnne 91
KLOR-CON M15................. 89 LEENA 28...ccciiiieiiiee 79 LIPTRUZET.....cccevierenne 50
KLOR-CON M20................. 89 leflunomide..........cccccuvvenneenns 76 lisinopril......cccccoveeeiieeneennnen. 46
KOMBIGLYZE XR............. 63 LESCOL.....coovviiieiiiee 50 lisinopril-hydrochlorothiazide
KORLYM....cooriiiieireee. 65 LESCOL XL....cccceeverrennnne 50 e 46
KRISTALOSE .......cccvveue. 68 LESSINA.....coiiieiiee 79 lithium carbonate.................. 36
K-TAB...oooirieeeeeee, 89 LETAIRIS .....cccoveiee. 86 lithium citrate............cccco...... 36
KUVAN ..o, 65 letrozole.......cccveveerieniiennne, 15 LITHOBID .....ccccceevvieeiannne 36
KYNAMRO ......ccovveeviies 50 leucovorin calcium................ 12 LITHOSTAT ...coovieieeene 57
LEUKERAN .....cccccoovnirnnnn. 15 LIVALO ...cooiiiiieieeeeee 50
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LO LOESTRIN FE............... 79 LUPRON DEPOT ................ 15 MEGACEES.......cccoiniis 15

LO MINASTRIN FE............ 79 LUPRON DEPOT (3 megestrol .........covvevieniennnnns 15
LODOSYN...coovieiieeieeienee. 21 MONTH).....oocvevirienne 15 MEKINIST ..ot 15
LOFIBRA.......coeeveeies 50 LUPRON DEPOT (4 meloxicam .........cceeeeveeennnnee. 30
LOMEDIA 24 FE................. 79 MONTH).....ccovvieiiens 15 melphalan ..............cccoeeneenne 15
LOMOTIL......cccvevieerrnnee. 67 LUPRON DEPOT (6 MENACTRA (PF)................ 75
lomustine ..........ccceeeevveennnnnee. 15 MONTH)....cccovvieires 15 MENEST ...t 78
loperamide...........cccecverueennnnn. 67 LUPRON DEPOT-PED........ 15 MENOMUNE - A/C/Y/W-135
LOPID ..o, 50 LUTERA (28)....coveveiennnee. 79 (PF) e 75
LOPRESSOR. ......ccecovveenee. 46 LUVOX CR.....ccccoueeueee. 36,37 MENOSTAR .....cocovevirnenn 78
LOPRESSOR HCT .............. 46 LUZU .o 54 MENTAX ..ot 54
LOPROX....coceiieiiiiniciennens 54 LYRICA ..o 20 MENVEO A-C-Y-W-135-DIP
lorazepam..........ccccceuveenneenee. 36 LYSODREN........ccevurenenn. 15 (PF) oo, 75
LORAZEPAM INTENSOL.36 LYSTEDA.....ccooeeiee 78 MEPRON .....cccooiiiniiiiiinene 8
LORCET (HYDROCODONE) LYZA ..o, 78 mercaptopurine...................... 15
.......................................... 26 M METOPENECIN ....vvveeeevreeeeiveeeeennn &
LORCET HD.......ccceeuvueennee. 26 MACROBID .........cceeuvneeee. 11 MERREM.......ccoceiiniiiinne. 8
LORCET PLUS.................... 26 MACRODANTIN................. 11 mesalamine with cleansing
LORTAB 10-325.................. 26 mafenide acetate................... 53 WIPE oo 68
LORTAB 5-325.....ccccceienes 26 magnesium sulfate................ 89 MESNA...ccviiiiiiiiiieiiie i 12
LORTAB 7.5-325....cccccueue. 26 MALARONE .......coooovnnn. 8 MESNEX.....ccooiiiiinieiene 12
LORTAB ELIXIR................ 26 MALARONE PEDIATRIC ...8 MESTINON .....ccoooiiiinene 23
LORYNA (28).ccceeveeveeianene 79 malathion...........ccceeveeueenennnn. 56 MESTINON TIMESPAN ....23
losartan .........ccccoceveeeenennnne. 46 maprotiline...........ccceeueennne 37 METADATE CD.................. 37
losartan-hydrochlorothiazide 46 MARINOL .....ccoeviiereneen. 68 METADATE ER................... 37
LOSEASONIQUE ............... 79 MARLISSA....co o, 79 metaproterenol..............c...... 86
LOTEMAX ....ccocviiriiieiene 83 MARPLAN .....covviieiee. 37 metformin .........coeeeveeneenenene 63
LOTENSIN .....ccoovvvvvveveeeeneen. 46 MATULANE.............coeenn. 15 methadone..........cc.u........ 26,27
LOTREL.....cccceeviiiieennn 46 MATZIM LA .....cccveee. 46 methamphetamine................. 37
LOTRISONE.......cccceeeunennne 54 MAVIK ..o 46 methazolamide..................... 82
LOTRONEX ...cccccevvvieiannnn 68 MAXALT ..ccveeviieeieeeeen 21 methenamine hippurate ........ 11
lovastatin ..........cccceevevereennnnne 50 MAXALT-MLT .......cc........ 21 methimazole ...........ccoeceenee. 60
LOVAZA ..o, 50 MAXIDEX ......oovveiiviene 83 METHITEST .....ccccocveenee 65
LOVENOX.....ccoovveerrrrennen. 49 MAXIPIME........cccooveviinne. 5 methotrexate sodium ............ 15
LOW-OGESTREL (28)....... 79 MAXITROL........ccooeevrenne. 83 methotrexate sodium (pf)15, 16
loxapine succinate................. 36 MAXZIDE.......ccccooviereannnn. 46 methoxsalen rapid................. 52
LOXITANE.......coveeriens 36 MAXZIDE-25MG................ 46 methscopolamine.................. 67
LUFYLLIN ...oooviiiiieee. 86 meclizing .........cocceeeeevveennne. 68 methyclothiazide................... 46
LUMIGAN.......ccevieeiieen. &3 meclofenamate...................... 30 methyldopa .......ccceeenienins 46
LUMIZYME .....ccoevirnee. 65 MEDROL........cccceevrrenne. 59 methylergonovine................. 81
LUNESTA....ccooieeeee. 36 MEDROL (PAK) ................. 59 METHYLIN .....coooveieiene 37
LUPANETA PACK (1 medroxyprogesterone............ 78 methylphenidate ................... 37
MONTH).....cccvvieireeeee 78 mefenamic acid..................... 30 methylprednisolone .............. 59
LUPANETA PACK (3 mefloquine........c.ccoevevvernnennen. 8 methylprednisolone acetate ..59
MONTH).....cceveveerinnee. 78 MEGACE......cccooviiiriene 15
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methylprednisolone sodium

SUCC ..eeuveenieereeiieieesreennnens 59
metipranolol ....................... 82
metoclopramide hcl.............. 68
metolazone .........c.cceeeeevunnne. 46
metoprolol succinate ............ 46
metoprolol ta-hydrochlorothiaz

.......................................... 46
metoprolol tartrate................. 46
METOZOLV ODT............... 68
METROCREAM.................. 52
METROGEL..........cccueunenee. 52
METROGEL VAGINAL.....78
METROLOTION.................. 52
metronidazole....... 8,52,53,78
metronidazole in nacl (iso-os) 8
mexiletine.........cceceeeeennennnn. 43
MIACALCIN ....ccovirieenee 65
MICARDIS ..o 46
MICARDIS HCT ................. 46
MICONAZOLE-3 ................ 78

MICROGESTIN 1.5/30 (21) 79
MICROGESTIN 1/20 (21)...79
MICROGESTIN FE 1.5/30

(28) e 79
MICROGESTIN FE 1/20 (28)

.......................................... 79
MICROZIDE..........ccoueuune. 46
midodrine .......c.ccceeeeevennennen. 57
MIGERGOT.......cccovneeinen 21
MIGRANAL .....ccooiiiiienene 21
MILLIPRED.......ccccccvvverrannns 59
\Y 101 A7 2 78
MIMVEY LO......ccvvrenne. 78
MINASTRIN 24 FE.............. 79
MINIPRESS ......ccoovveee. 46
MINITRAN.....cceeeereeeee. 51
MINIVELLE........cccccvverenne 78
minocycline........c.cceeevevunennee. 11
minoxXidil .......ccccevvveeiennennee. 46
MIRAPEX .....ccovoiiiiiieinnne. 21
MIRAPEX ER.............cc...... 21
mirtazapine.........cccceeevevevennee. 37
misoprostol........cceceeevevenenee. 70
MItOMYCIN...ouveveeiiiiiiieiiennene 16

MODERIBA DOSE PACK....2
MODICON (28)

moexipril-hydrochlorothiazide
mometasone
MONONESSA (28)
montelukast
MONUROL
morphine concentrate
MOVIPREP
MOXATAG
MOXEZA
moxifloxacin
MOZOBIL
MS CONTIN
MULTAQ
mupirocin calcium
MUSTARGEN
MYALEPT
MYAMBUTOL
MYCAMINE
MYCOBUTIN
mycophenolate mofetil
mycophenolate sodium
MYFORTIC
MYORISAN
MYOZYME
MYRBETRIQ
MYSOLINE

nabumetone ...........ccceeeen....

nadolol-bendroflumethiazide47

nafcillin in dextrose iso-osm..9

nalbuphine .............ccceeneenne. 30

NaloXOoNe ......ccevvvevveneererennen. 30
Naltrexone ........cceeeveeverenennee. 31
NAMENDA......ccceeiiree 22
NAMENDA TITRATION
PAK oo, 22
NAMENDA XR........cccouuee. 22
naphazoline............ccccocue...e. 84
NAPRELANCR .................. 31
NAPROSYN....coceiiiiie 31
NAPTOXEN .eevvreeeerreeeeenreeeeneneens 31
naproxen sodium .................. 31
naratriptan.........cceeeeeeeerevennee. 22
NARDIL.....coooveieiiieieee 37
NASACORT AQ.....ccceeue.e. 86
NASONEX....ccoooeiiieieeene 86
NATACY N, 81
NATAZIA ...cvveeeeeee 80
nateglinide ...........ccccoveenennne 63
NEBUPENT .....ccccovvvviienne 8
NECON 0.5/35 (28).....c........ 80
NECON 1/35 (28)....cccveennene. 80
NECON 1/50 (28)....cccvvenuene. 80
NECON 10/11 (28)......c........ 80
NECON 7/7/7 (28) w.vevveneee. 80
needles, insulin disp.,safety..63
nefazodone.........cccoecveenneennee. 37
1151010017631 1 (SRR 8

neomycin-bacitracin-poly-hc 83
neomycin-bacitracin-

polymyXin.........cccceeennenee. 81
neomycin-polymyxin b gu....56
neomycin-polymyxin-

dexameth..........cocceceeienenn. 83
neomycin-polymyxin-

gramicidin.........cocceeveennnnn. 81
neomycin-polymyxin-hc.58, 83
NEORAL.....cooveiiiiiieene 16
NEOSPORIN (NEO-POLYM-

GRAMICID).......ccceeuvenee. 81
NEPHRAMINE 5.4 %.......... 91
NESINA ..ot 63
NEULASTA ..o 73
NEUMEGA ......cccoovviienenn 73
NEUPOGEN......c.ccocevveiennenn 73

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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NEUPRO......cccociiiiiinne 21 NORMOSOL-M IN 5 % OGESTREL (28)...c.ccccveuueee. 80

NEURONTIN.........ccovvree 20 DEXTROSE............ccu.... 91 olanzapine............c.cceeeveennen. 37
NEVANAC ..o 82 NORMOSOL-R IN 5 % olanzapine-fluoxetine ........... 37
NEVITAPINEG ...ecvveeeerieereeeereeennen. 2 DEXTROSE. ...........ccu..... 89 OLUX .o, 55
NEXAVAR .....ccooviiie. 16 NORMOSOL-RPH 74 ....... 91 OLYSIO ..o, 2
NEXIUM....ooooiiiviiieieee 70 NORPRAMIN........ccceevrrnee 37 OMECLAMOX-PAK........... 70
NEXIUM IV...coooiiiiie, 70 NOR-QD ..o 78 omega-3 acid ethyl esters .....50
NEXIUM PACKET ............. 70 NORTREL 0.5/35 (28)......... 80 omeprazole ..........cceeveveennen. 70
NEXTERONE...................... 43 NORTREL 1/35 (21)............ 80 omeprazole-sodium
NIACIN ...evieiieeiie e 50 NORTREL 1/35 (28)............ 80 bicarbonate ................. 70, 71
NIACOR......ccotriieiieee 50 NORTREL 7/7/7 (28)........... 80 OMNARIS.......cooviieiee 86
NIASPAN EXTENDED- NOTTIPLYHNe c.oooveevereeen 37 OMNIPRED .........ooovvveeenn. 83
RELEASE .....cccoooveieen 50 NORVASC.....coeiieiieiiene 47 OMNITROPE..............c........ 73
nicardiping.........ccceeeveeenenns 47 NORVIR.....cviitieiieeeeei, 2 ONCASPAR.......ccvvereenee. 16
NICOTROL..........ccvverenenne. 58 NOVAREL.......ccveiiiins 65 ondansetron...........ecveeueenneene. 68
NICOTROL NS........cceenee. 58 NOVOLIN 70/30.......ccceu.... 63 ondansetron hcl..................... 68
NIFEDICAL XL .................. 47 NOVOLIN N....cooeerrernee. 63 ondansetron hcl (pf).............. 68
nifedipine..........cceeveevvrenennen. 47 NOVOLINR.....covvererens 63 ONFT...ooovviiieieeeeeee, 20
NILANDRON...........ccuvnee. 16 NOVOLOG.......coovevierrenns 64 ONGLYZA....ccooovevereee. 64
nimodipine........c.cccueeveeevennen. 47 NOVOLOG FLEXPEN........ 64 ONMEL......ccovieieiiereene 1
NIPENT.....cooiieieeeeeee, 16 NOVOLOG MIX 70-30........ 64 OPANA ..., 27
nisoldipine........cccceeeevreerennen. 47 NOVOLOG MIX 70-30 OPANA ER ....cccovvevveee, 28
NITRO-BID ......cccovverennee. 51 FLEXPEN .....cccevvrvrnnnne. 64 OPSUMIT.....cccevverierreee. 86
NITRO-DUR............ccveenee. 51 NOVOLOG PENFILL......... 64 OPTIVAR.....ccovevveeeiee, 82
nitrofurantoin............c.cec.e.... 11 NOXAFIL ....ooooviiiieieeies 1 ORACEA.....ccooeeieeeen. 11
nitrofurantoin macrocrystal.. 11 NUCYNTA ..o 31 ORAP .., 37
nitrofurantoin monohyd/m- NUCYNTA ER .......coueeee 31 ORAPRED .....cccoevvveirnnen. 59
6 7] USRS 11 NUEDEXTA .....ccoeeveieene 22 ORAPRED ODT .................. 59
nitroglycerin ..........ccccveeneenne 51 NULOJIX .o 16 ORENCIA ......ccveevieeee. 76
NITROLINGUAL................ 51 NULYTELY WITH FLAVOR ORENCIA (WITH
NITROMIST .......ccovverrnee. 51 PACKS.....covieveeeeeiee 68 MALTOSE)......ccccoveeunenen. 77
NITROSTAT.....cccvevennee. 51 NUTROPIN AQ........cu...... 73 ORENITRAM .......ccccuveneene. 47
nizatidine ..........cccovveevenennenn 70 NUTROPIN AQ NUSPIN....73 ORFADIN .....ccoovviiieiiene 57
NIZORAL ....ccoeieeiieiiee 54 NUVARING......ccceeierene 78 ORSYTHIA......cccoevveiee. 80
NORA-BE. ..o 78 NUVIGIL .....cooviiieiiieens 37 ORTHO EVRA .................... 78
NORCO......cooviieiiieiiee, 27 NYAMYC ...ooooiieiieiiiieene 54 ORTHO MICRONOR........... 78
NORDITROPIN FLEXPRO 73 NYStatin ...coooveeeeeieieeeennnn, 1,54 ORTHO TRI-CYCLEN (28) 80
NORDITROPIN NORDIFLEX nystatin-triamcinolone.......... 54 ORTHO TRI-CYCLEN LO
.......................................... 73 NYSTOP ......ccocveveennnn . 54 (28) v 80
norethindrone (contraceptive) 0) ORTHO-CEPT (28).............. 80
.......................................... 78 OCELLA ........ccceeveeee.. . 80 ORTHO-CYCLEN (28) .......80
norethindrone acetate ........... 78 octreotide acetate.................. 16 ORTHO-NOVUM 1/35 (28) 80
NORINYL 1+35 (28)........... 80 OCUFEN.....cccooivieieiinen. 82 ORTHO-NOVUM 7/7/7 (28)
NORINYL 1+50 (28)........... 80 OCUFLOX ....ccovevieieieennen. Bl e 80
NORITATE......coeeenenne. 53 ofloxacin................... 10, 58, 81 OSENI ....oooiiiiiieeieeee, 64
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OSMOPREP.........ccccceiens 68 PAXIL ..o 38 PHOSPHOLINE IODIDE ....82

OTEZLA ..o 77 PAXIL CR..oovvviiiieeie 38 PHYSIOLYTE .......ccccceenen. 56
OTEZLA STARTER............ 77 PCE...ooiiiiiieeee, 6 PHYSIOSOL IRRIGATION 56
OTREXUP (PF) .....ccveueee. 77 PEDI-DRI......cccoceviiirnnns 54 PICATO.....ccceviriiiiiiennn. 52
OVCON-35 (28)..ecccvveernne. 80 PEDVAX HIB (PF).............. 75 pilocarpine hcl ................ 57, 82
OVIDE ....ccooviiiieiee, 56 peg 3350-electrolytes ........... 68 PIMTREA (28)......ccveeunnnee. 80
oxacillin........ccccceveeviieeiienn, 9 PEGANONE ........ccccouvenen. 20 pindolol.........cccoeevveiiennne 47
oxacillin in dextrose(iso-osm) 9 PEGASYS .o 73 pioglitazone ..........ccccevueennee. 64
oxaliplatin.........ccccverevereennnne 16 PEGASYS CONVENIENCE pioglitazone-glimepiride....... 64
oxandrolone...........c.cceevennen. 65 PACK ..ot 73 pioglitazone-metformin......... 64
OXAPTOZIN ..vvverereereeresereenans 31 PEGASYS PROCLICK ....... 73 piperacillin-tazobactam ........ 10
0XAZEPAM....ereeerreeererreeennenenns 37 PEGINTRON .......cccovueennnne 73 PIRMELLA ........cccvveennee 80
oxcarbazepine............c.ccee.e. 20 PEGINTRON REDIPEN .....73 PITOXiCaM ...covvvevieiieeieeinee. 31
OXECTA. ..ot 28 penicillin g pot in dextrose.....9 PLAQUENIL......c.ccveirenene. 8
OXISTAT ..o, 54 penicillin g potassium............. 9 PLASMA-LYTE 148 ........... 91
OXSORALEN.......cccccue.e. 52 penicillin g procaine................ 9 PLASMA-LYTE A .............. 91
OXSORALEN ULTRA ....... 52 penicillin g sodium.................. 9 PLASMA-LYTE-56 IN 5 %
OXTELLAR XR ..o 20 penicillin v potassium............. 9 DEXTROSE ..................... 91
oxybutynin chloride.............. 88 PENNSAID ....cocoviiiinen. 31 PLAVIX i 49
OXYCOdONE ....cvernveeiiiananene 28 PENTAM....ooooiiiiieiiiee 8 PLETAL ..ot 49
oxycodone-acetaminophen...28 PENTASA ..o 68 PodofiloX.....ccoveevieeiieiinne 52
oxycodone-aspirin................ 28 pentoxifylline..........ccccceee.... 49 polyethylene glycol 3350 .....68
OXYCONTIN .....coteienee 28 PEPCID ..o, 71 polymyxin b sulfate ................ 8
oxymorphone...........ccccu..... 28 PERCOCET.......cccvvvreneen. 28 polymyxin b sulf-trimethoprim
OXYTROL....ccecveiienene 88 PERCODAN .....ccceoiinnen. 28 e 81
P PERFOROMIST .................. 86 POLYTRIM.....cceiiinnne 81
PACERONE........cccoovene. 43 perindopril erbumine............ 47 POMALYST....cceiiiiiene 16
paclitaxel ........cccoeoeveneennnn. 16 PERIOGARD........ccceoueneee. 58 PONSTEL.....cccooeiienene 31
PAMELOR........ccccoininene 37 PERJETA ..o, 16 PORTIA. ..ot 80
pamidronate...........c.ccvereenne 65 permethrin ........ccceecvevveenene 56 potassium chlorid-d5-
PAMINE......cccceiviiiiiiens 67 perphenazine.............ccceeuee. 38 0.45%nacl .......ccceevveennnn. 89
PAMINE FORTE................. 67 perphenazine-amitriptyline...38 potassium chloride................ 89
PANCREAZE ..o 68 PERSANTINE...................... 49 potassium chloride in 0.9%nacl
PANDEL .......cccoeiiiiiiieinen 55 PERTZYE ...ccoooiiiiiinn. 08 e 89
PANRETIN .......coovieiiis 52 PEXEVA ..o 38 potassium chloride in 5 % dex
pantoprazole .............cceeune. 71 PFIZERPEN-G........ccccveueeneee. O 89
PARCOPA ... 21 phenelzine.............cccoeueeeneen. 38 potassium chloride in 1r-d5...89
paricalcitol..........cccueevernenen. 65 PHENERGAN.........ccuenne. 84 potassium chloride-0.45 % nacl
PARNATE ....ccooovveies 37 phenobarbital ........................ 20 90
ParomMOMYCin.......ccoverveeevennenne. 8 PHENYTEK......cccccoininnnn. 20 potassium chloride-d5-
paroxetine hcl.................. 37,38 phenytoin.........ccccoeevevveennnnne. 20 0.2%nacl .....ccoevevevvenianns 90
PASER ..o, 8 phenytoin sodium.................. 20 potassium chloride-d5-
PATADAY ..o, 82 phenytoin sodium extended..20 0.3%nacl .....ccoevevevvenianns 90
PATANASE ... 58 PHOSLO ....cooevveiieeee, 89 potassium chloride-d5-
PATANOL .....cccoviiiienen 82 PHOSLYRA......ccceoeee 89 0.9%nacl ........cccoerveeennene. 90
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potassium citrate................... 89 PROCALAMINE 3%........... 91 Q

POTIGA ..o, 20 PROCARDIA XL................. 47 QNASL ..o, 87
PRADAXA. ..o 49 PROCENTRA .........ccuenneee. 38 QUALAQUIN ....cccoeieree. 8
pramipexole.........ccceceveeeneenns 21 prochlorperazine................... 68 QUARTETTE..........ccve...e. 80
PRANDIMET.........ccoeeunee. 64 prochlorperazine edisylate....68 QUASENSE ......coovveeen. 80
PRANDIN .......ccovieries 64 prochlorperazine maleate .....68 QUDEXY XR...cooeovvverrennen. 20
PRAVACHOL ..........c.c........ 50 PROCRIT .....cceeieeiiiie 73 QUESTRAN.....cccteiieree. 50
pravastatin ...........cceeeeveeenennns 50 PROCTO-PAK..........c..c........ 69 quUetiapine ........ccceeeveeeeveennnen. 39
PIazZoSiN ..cc.eeveeeruverieeeeneiennee. 47 PROCTOZONE-HC............. 69 QUILLIVANT XR................ 39
PRECOSE ......cccovvieeiies 64 progesterone micronized ...... 78 quinapril........cccceeeeveenneennen. 47
PRED FORTE............ccc..... 83 PROGLYCEM........ccocueene. 64 quinapril-hydrochlorothiazide
PRED MILD ........cccoeuveurnne. 83 PROGRAF.......cccovviiie. 16 47
PRED-G ....ccooiiviiiiiiiee 83 PROLASTIN-C.......cccueeune. 57 quinidine gluconate .............. 43
PRED-G S.O.P........cceeue.e. 83 PROLENSA .....ccoiiiie 82 quinidine sulfate ................... 43
prednicarbate......................... 55 PROLEUKIN .......ccceevennnne. 73 quinine sulfate ..........c..cc.c..... 8
prednisolone acetate ............. 83 PROLIA......cccoevieieeeee. 76 QVAR. ..o, 87
prednisolone sodium phosphate PROMACTA......ccvveee. 49 R

.................................... 59, 83 promethazine......................... 84 RABAVERT (PF) ...............75
prednisone ..........cceceeeveenneene. 59 PROMETHAZINE VC ........ 84 rabeprazole ........c.coceveeinine 71
PREDNISONE INTENSOL 59 PROMETRIUM ................... 78 RAGWITEK.........cccecuveuene. 75
PREGNYL ....ccooviiiiiies 65 propafenone..........c.cceeeuveennee. 43 raloxifene........ccocceeveveennennne. 76
PREMARIN .......ccceeviiie 78 propranolol .............cceeeeeenee. 47 1800011 o) 0 | SO 47
PREMASOL 10 %................ 91 propranolol-hydrochlorothiazid RANEXA ..o 51
PREMASOL 6 %.................. Ol s 47 ranitidine hcl................... 71,72
PRENATAL VITAMIN....... 91 propylthiouracil .................... 60 RAPAFLO....ccovieeree 88
PREPOPIK ........ccovvevrenee. 68 PROQUAD (PF)......cccoeuu... 75 RAPAMUNE..........ccocuvnn. 16
PREVACID........cceeevreernen. 71 PROSCAR.......covevrerene 88 RAVICTI....coooveveiieienne, 57
PREVACID SOLUTAB....... 71 PROSOL 20 % «.cevveveiennen. 91 RAYOS....ooiieieeeeee, 59
PREVALITE........ccccoveuenee. 50 PROTONIX......cceevrerennnne 71 RAZADYNE .....cccoooeveene. 22
PREVIFEM........cceevvennee. 80 PROTOPIC.......ccoeevrerenne. 52 RAZADYNEER .................. 22
PREVPAC......ccovieiees 71 protriptyline..........cccceeeuveennee. 38 REBETOL .....ccocoviiiiiiiies 3
PREZISTA ....ccvevii. 2,3 PROVENTIL HFA................ 86 REBIF (WITH ALBUMIN).73
PRIFTIN....coootiiiieieieee, 8 PROVERA ......ccoeirie 78 REBIF REBIDOSE .............. 73
PRILOSEC......cceoeeeirnee. 71 PROVIGIL ......cccevvrrenne 38 REBIF TITRATION PACK.73
Primaquineg..........coceeeeeevvennene. 8 PROZAC......cccevvenen. 38, 39 RECLAST ..cooviiieieeee 57
PRIMAXIN IV...cooiieienne. 8 PROZAC WEEKLY ............ 39 RECLIPSEN (28).......c.c....... 80
primidone .........cceeceeeverenenne. 20 PRUDOXIN .....ccceevvvvrennne 52 RECOMBIVAX HB (PF).....75
PRIMLEV .....cccoovviiiiines 28 PULMICORT.......cceevennne 87 RECTIV. .ot 69
PRIMSOL.......ccovvierreenee. 11 PULMICORT FLEXHALER REGLAN.....ccoviieiieeeie, 69
PRINIVIL.....cooiiiieeiieee. A7 e 87 REGRANEX .....ccccceevernnne. 52
PRISTIQ....ccooiiiieiieeiieeee. 38 PULMOZYME..................... 87 RELENZA DISKHALER ......3
PRIVIGEN ......cccoiiiiinen 75 PURINETHOL..................... 16 RELISTOR ......cocvevirvinnee. 69
PROAIR HFA ..........ccc....... 86 PYLERA ..o 71 RELPAX....coooiiiieieieeenn, 22
probenecid.........ccceeevieennenns 75 pyrazinamide .............cceeeuneenn. 8 REMERON..........ccovvrennee 39
procainamide ................c.o.... 43 pyridostigmine bromide ....... 23 REMERON SOLTAB.......... 39
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REMICADE........ccoovveee 69 rivastigmine tartrate.............. 22 sertraling .........ccceevveeneeennnen. 41

REMODULIN.........ccvveeunene 47 rizatriptan...........cceeeeeeveeennenn. 22 SFROWASA .....ccoveeviees 69
RENAGEL. .......cooveeiies 57 ROBINUL .....cccoevviieireneen. 67 SIGNIFOR.......ccceevierennene. 16
RENVELA ... 57 ROBINUL FORTE............... 67 sildenafil ..........cooceeviieiienne 87
repaglinide..........ccceeevevenenee. 64 ROCALTROL.........cccoeu..... 66 SILENOR ......ccoooviiiieiiee 41
REPREXAIN .....ccccccevveenenns 29 ROCEPHIN.........cccveeieens 5 SILVADENE.......c..ccoovveneen. 51
REQUIP .....ooeviiiiieiieees 21 ropinirole ........ccceeveveeeneeennenn. 21 silver sulfadiazine................. 51
REQUIP XL .....coovveerienns 21 ROTARIX .....ccovveiieiee. 75 SIMBRINZA .......ccccveieenene. 83
RESCRIPTOR............ccuvee... 3 ROTATEQ VACCINE......... 75 SIMCOR........ccceveviieiieee. 50
RESCULA........ccoveeies 83 ROXICET...ccoovveeeeeieeee. 29 SIMPONI......ccceeirriieiinee 77
RESTASIS ... 82 ROXICODONE.................... 29 SIMPONI ARIA.................... 77
RESTORIL........cccvveeviies 39 ROZEREM.........ccvvenrenen. 40 SIMULECT .....ccceevieiinnene. 16
RETIN-A ..o 53 RYTHMOL.........cccoeeueene. 43 simvastatin............cceeeeveennnen. 50
RETIN-A MICRO................ 53 RYTHMOL SR .................... 43 SINEMET ......ccoeoiieeiieenens 21
RETIN-A MICRO PUMP....53 S SINEMET CR .........c..cc....... 21
RETROVIR........cooovernnn. 3 SABRIL......ccevvevieieireine 20 SINGULAIR.........cceeevrenen. 87
REVATIO ...coooiiiiiie. 87 SAFYRAL.....coooeveieine. 80 SIFOIIMUS ..o, 16
REVIA. ..., 31 SAIZEN.....ccoooiiiiicieeeenn, 73 SIRTURO......coeeveevieieerenene 8
REVLIMID.........ccceevrenrnee. 16 SAIZEN CLICK.EASY ....... 73 SIVEXTRO .....ccovvvreieeiennne 8
REYATAZ ..o, 3 SALAGEN .....c..ccooeeiiie, 57 SKLICE .....coooieieeieeieeee, 56
RHEUMATREX .................. 16 SAMSCA......oeeeeeieeeeeeeeen. 66 sodium chloride............... 57,90
RHINOCORT AQUA.......... 87 SANCTURA ......ccocovvee, 88 sodium chloride 0.45 %........ 90
RIBAPAK DOSE PACK....... 3 SANCTURA XR................. 88 sodium chloride 0.9 %.......... 57
RIBASPHERE ....................... 3 SANCUSO ....ccoeeeevvveeeenen, 69 sodium chloride 3 %............. 90
TbAVITIN .o, 3 SANDIMMUNE .................. 16 sodium chloride 5 %............. 90
RIDAURA.......coieiee. 77 SANDOSTATIN.................. 16 sodium fluoride..................... 91
rifabutin.........cccoeeveiiiieieennn. 8 SANDOSTATIN LAR sodium lactate....................... 90
RIFADIN....ccooiiiiiiiiiniicee. 8 1) 21 0 1 L 16 sodium phenylbutyrate ......... 57
RIFAMATE ....ccccoovviieiene. 8 SANTYL ..ocovviiiiiieee, 56 SODIUM POLYSTYRENE

rifampin......ccocceeeeeeeieeeeeeen, 8 SAPHRIS.......ccoeeeieien, 40 (SORB FREE)................... 57
RIFATER ....ccoooiiieieiiee, 8 SAPHRIS (BLACK SOLARAZE ........cccvvevvennee. 52
RILUTEK......cceeviieerieeiens 57 CHERRY) ..ccooviiiiernne 40 SOLODYN ...cceviviiieieeee 11
riluzole......ccoeevieviiieiiiees 57 SARAFEM......ccccevvveernne. 40 SOLTAMOX ......ccoveevvveennns 16
rimantading............cccceeeveennnn. 3 SAVELLA.......ccoviveenne 77 SOLU-CORTEF (PF)........... 59
TINEETS cevveeieeeeenieeieenenans 56, 90 SEASONIQUE..................... 80 SOLU-MEDROL ................. 60
RIOMET......cccoviiiieiiens 64 SECTRAL .......coovveveernne. 47 SOLU-MEDROL (PF) ......... 60
risedronate ........ccceveeveenennenn 76 selegiline hel........cccooeeeees 21 SOMATULINE DEPOT ......16
RISPERDAL.......c.ccovvenee 39 selenium sulfide.................... 51 SOMAVERT ......cccceevvvrenenns 66
RISPERDAL CONSTA ....... 39 SELZENTRY ....ccoovvviieennnne. 3 SONATA ..., 41
RISPERDAL M-TAB .......... 39 SEMPREX-D .......ccccceeuvenee. 84 SORIATANE ......cccccovvrenens 51
risperidone..........c........... 39, 40 SENSIPAR ......ccovviviieiinee 66 SORILUX .....ccovviivieerieeienns 51
RITALIN ..., 40 SEREVENT DISKUS .......... 87 SORINE......cccooeiiiieeieenee 43
RITALIN LA......covveeee 40 SEROQUEL.........cccoeeeunennee. 40 sotalol ........coeveeeiieiiieieee, 43
RITALIN SR....ocovieiiis 40 SEROQUEL XR............. 40, 41 SOTALOL AF......ccccovveennene 44
RITUXAN . ...ccoviiiieeieeees 16 SEROSTIM ......ccceevvernnee 73 SOVALDL......cceoviviiiieee 3
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SPECTRACEEF .........cccccee. 5 sulindac........ccoeceeveieniinnenens 31 TEGRETOL XR................... 20

SpINosad.......ccccevveeveeeneennnen. 56 sumatriptan ...........ceeeeeeeneennns 22 TEKAMLO.......cccccovvrennnee. 47
SPIRIVA WITH sumatriptan succinate ........... 22 TEKTURNA......ccevieienne 47

HANDIHALER................ 87 SUMAVEL DOSEPRO ....... 22 TEKTURNA HCT................ 47
spironolactone ...................... 47 SUPRAX ..ot 5 telmisartan ..............cceeeneenee. 47
spironolacton-hydrochlorothiaz SUPREP .....cocovviiiiinn 69 telmisartan-amlodipine.......... 47

.......................................... 47 SURMONTIL.......................41 telmisartan-hydrochlorothiazid
SPORANOX .....ceevvveierieennne 1 SUSTIVA ..o 3 47
SPORANOX PULSEPAK..... 1 SUTENT......cccoiieeeieeeeenen, 17 temazepam...........ccceeeeeveennnne 41
SPRINTEC (28) ..cccvvevveenene. 80 SYLATRON......cccoevvvrrrane 73 TEMOVATE. .....ccocooieiene 55
SPRIX..ccoiiiiieiiiiieiieeee 31 SYLVANT ...cooviiieiiiieeiene 17 TENORETIC 100................. 47
SPRYCEL ....cccooovieiieiine. 16 SYMBICORT........cccevuvenene 87 TENORETIC 50................... 47
SRONYX ...oooiiiiieiieieene 80 SYMBYAX ..ot 41 TENORMIN.......coevierne 47
SSD .ot 51 SYMLINPEN 120................ 64 TERAZOL 3 ..o 78
STALEVO 100..................... 21 SYMLINPEN 60.................. 64 TERAZOL 7.covveieieiens 78
STALEVO 125.......ccoovevneene 21 SYNAGIS.....coooiiiiiiiee 3 terazZoSIN....cecvvereeeereieesieeinens 47
STALEVO 150.........ccue....... 21 SYNALAR CREAMKIT ....55 terbinafine..........cceevvevivenennne. 1
STALEVO 200..................... 21 SYNALGOS-DC.................. 29 terbutaline...........cccccevevvennns 87
STALEVO 50........ccccuven..e. 21 SYNAREL......cccooveieirans 66 terconazole.........ocveeveeeeennns 78
STALEVO 75.....ccoveieennee. 21 SYNERA ....ccoooieieieees 53 TESTIM....ooooviiieieieeeeens 66
STARLIX....ccovviiieieene 64 SYNERCID......ccccovveeiienne 8 testosterone cypionate .......... 66
stavudine........ccceeeeiveeniieennnnne 3 SYNRIBO .....ccccoovviieinne. 17 testosterone enanthate........... 66
STELARA......c.ccovveeeeen. 51 SYNTHROID...........coueen... 66 TESTRED......cccoovveieienns 66
STIMATE......cccoeeieeieene 66 SYPRINE ....ccoeoiiiiiene, 57 tetanus toxoid,adsorbed (pf) .75
STIVARGA.......ccovveieeen. 17 T tetanus-diphtheria toxoids-td 75
STRATTERA.......ccoevvieee 41 TABLOID .....ccoeevieeiieens 17 tetracycline .......ccocceeceeveennene 11
StreptomycCin.........cecveeveeeneenee. 8 TACLONEX ....ccoovveiieens 51 TEVETEN ...cccoviiiiiiicne 47
STRIANT ..ot 66 tacrolimus ...........cceeveeueennnn. 17 TEVETEN HCT ................... 47
STRIBILD......ccceeiiiieieee 3 TAFINLAR ....ccooovvevieen. 17 TEV-TROPIN........cccceeuenee. 73
STROMECTOL..................... 8 TAMIFLU ......ccoovveiiiinn. 3 THALOMID........ccceeeenene. 17
SUBOXONE .......cccooeniennne. 31 tamoxifen.........ocecvevverueennnnnn. 17 THEO-24 ......ooiiiiieen 87
SUBSYS..cooiiiiieieeieeene 29 tamsulosin..........ccoeeeevvennnnne. 88 theophylline...........cccceeeenee 87
SUCLEAR......ccooteiieieene. 69 TANZEUM ....ccoovviienne 64 THIOLA ..o 57
SUCRAID ....cccoevieiieieene 69 TAPAZOLE .........cccoueneee. 60 thioridazine...........cccccevvennnne 41
sucralfate .........ceevevveneennnnns 72 TARCEVA ... 17 thiothixene ...........ccccceeveenee 41
SULAR.....coieiiieiieeee, 47 TARGRETIN .......ccceoueneeee. 17 THYMOGLOBULIN........... 75
sulfacetamide sodium........... 83 TARKA ..o 47 THYROLAR-1 ..o 66
sulfacetamide sodium (acne) 54 TASIGNA ....cccviiieieeiees 17 THYROLAR-1/2.................. 66
sulfacetamide-prednisolone.. 83 TASMAR ....ccoviiiieiies 21 THYROLAR-1/4.................. 66
sulfadiazine...........ccccceveennenn. 10 TAXOTERE........c.coevennne. 17 THYROLAR-2......ccceeeuenee 66
sulfamethoxazole-trimethoprim TAZORAC ..., 53 THYROLAR-3 ... 66

.......................................... 11 TAZTIA XT ...cccvvvveen 47 tiagabine ..........ccoeeeveeenenn. 20
SULFAMYLON................... 54 TECFIDERA..........ccccouvnneee. 22 TIAZAC ..o 47
sulfasalazine ..........c..cc......... 69 TEFLARO.....ccccoviieriee 5 ticlopidine..........ccceevveennenee. 49
SULFAZINE EC.................. 69 TEGRETOL ........cccevvennnne. 20 TIKOSYN..coteiieieienieinens 44

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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TIMENTIN........ccoeiiinis 10 TRAVATAN Z........ccceeu. 83 TYKERB ... 17

timolol maleate............... 47, 82 travoprost (benzalkonium) ...83 TYLENOL-CODEINE #3....29
TIMOPTIC OCUDOSE (PF) trazodone ..........ccecveeveeneennenen. 41 TYLENOL-CODEINE #4....29
.......................................... 82 TREANDA.......ccoovvvvicnen 17 TYPHIM VI........ccceeeeen 75
TIMOPTIC-XE .......cccoovneee. 82 TRECATOR.......cceviieienne 9 TYSABRI.....cccocviiiinnn. 22
tinidazole........cccevverveniiennnne. 8 TRELSTAR....cccoovviiiinne. 17 TYVASO ..o, 88
TIROSINT....ccocovviririenee 66 TRELSTAR DEPOT............ 17 TYZEKA ...cccooiriiiniiicinnn. 3
TIVICAY oo, 3 TRELSTAR LA ..o 17 TYZINE.....ccccooiniiiniiiennn. 58
tizanidine .........cceevveeeernnennen. 23 tretinoin ......eevveeveeeeevenienenne. 53 U
TOBL....oooiieieeeeeeee 8 tretinoin (chemotherapy)...... 17 UCERIS.....cccoieieeeee 69
TOBI PODHALER................. 8 TREXALL.....coceviiiiienne. 17 U-CORT .c.oooiiiiiiiiinieicene 52
TOBRADEX ......cccocvvirenee. 83 TREXIMET....cccoeoiiiiiinne 22 ULESFIA.....cootiiiieienee. 56
TOBRADEX ST ..o 83 triamcinolone acetonide 56, 58, ULORIC .....ovvviiiiiiiiie, 75
tobramycin.........ccceeeveeennenns 81 60, 87 ULTRACET ....ccovveveeee 31
tobramycin in 0.225 % nacl ...8 triamterene-hydrochlorothiazid ULTRAM ...cooviiiieceeee, 31
tobramycin in 0.9 % nacl........ B 48 ULTRAMER........ccoene 31
tobramycin sulfate................... 8 TRIBENZOR.......cccovvvinens 48 ULTRAVATE ......cccvveee 56
tobramycin-dexamethasone.. 83 TRICOR .....coociiiiiiiiiicens 50 ULTRESA ..o 69
TOBREX.....cccoiiiiiiieiene 81 TRIDERM......ccoooiiiiinnen. 56 UNASYN .o 10
TOFRANIL .....ccccvveiieeee 41 trifluoperazine ...................... 41 UNIRETIC .....coovveeiee 48
TOFRANIL-PM.................... 41 trifluridine..........ccceoevenennee. 81 UNITHROID..........ceeune. 66
tolazamide ...........ccocevueeunenene 64 TRIGLIDE.........ccoeoienee. 50 UNIVASC ..o, 48
tolbutamide..........cccceveeunenene 64 TRI-LEGEST FE.................. 80 URECHOLINE..................... 88
tolmetin.........coeeeeeeienieienene 31 TRILEPTAL......ccceoveienee. 20 UROCIT-K 10....cceenenee. 89
tolterodine...........ccocevueeunennene 88 TRILIPIX ...oooviiiiiieiee, 50 UROCIT-K 15...cienneee. 89
TOPAMAX ..coviiiiieieene. 20 TRILYTE WITH FLAVOR UROCIT-K 5o 89
TOPICORT .....ooveiiee 56 PACKETS ....cooiiiinne 69 UROXATRAL ......ccceoueneee. 88
topiramate..........ccceeeveernenns 20 trimethoprim...........ccocceeee. 11 URSO 250 .ccciiieiieieeee 69
TOPOSAR.....ccooieiiee. 17 TRINESSA (28) ...eeveieinee. 80 URSO FORTE.............c........ 69
topotecan ........cceecveeeveernenns 17 TRI-NORINYL (28)............. 80 ursodiol ......oeevveeeriieeiieeiiee 69
TOPROL XL....cccevieinee 47 TRI-PREVIFEM (28)........... 80 UVADEX ....ccovviiiiiennne. 52
TORISEL .....ooviiiiiiiiinenn. 17 TRISENOX ...cooeviiiiiiiine 17 \'
torsemide .........ccceeeeeneeeennnen.. 47 TRI-SPRINTEC (28)............ 80 VAGIFEM..........coevvvveen, 78
TOVIAZ ..o, 88 TRIVORA (28)....ceeeerveennnen. 80 valacyclovir ......coceeveeneenienne. 3
TPN ELECTROLYTES....... 90 TRIZIVIR ..o, 3 VALCYTE ....coooveviie, 3
TRACLEER ........cocvvvenee. 87 TROKENDI XR.................... 20 VALIUM ..ot 41
TRADJENTA......ccoovivene 64 TROPHAMINE 10 % .......... 91 valproate sodium .................. 20
tramadol..........ocevveeriinnennen. 31 TROPHAMINE 6% ............. 91 valproic acid ........ceeeeeveennne 20
tramadol-acetaminophen......31 tOSPIUM .. 88 valproic acid (as sodium salt)
trandolapril .........c.ccoeeeeennee. 47 TRUSOPT ...ccveieiiiee 83 20
tranexamic acid .............. 49,78 TRUVADA ..., 3 valsartan-hydrochlorothiazide
TRANSDERM-SCORP.......... 69 TUDORZA PRESSAIR........ 8T 48
TRANXENE T-TAB............ 41 TWINRIX (PF)..c.ccoveiiicnee 75 VALTREX ...cccooiiiiieiiee 3
tranylcypromine ................... 41 TWYNSTA ..o 48 VANCOCIN......ccoverieieinne 11
TRAVASOL 10 %................ 91 TYGACIL ...coovviiiiiieieennn, 9 VaNCOMYCIN......cccveervreereennne 11

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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VANDAZOLE ..................... 78 VIGAMOX......cooeiiiiinn 81 XEOMIN .....ccoooiiiiiiiiis 75

VANOS ..o 56 VIIBRYD .....ccoovveeviieen. 42 XERESE ......cooviiiiiiieeee. 54
VAQTA (PF)..ccviieien. 75 VIMOVO.......covveevieiieann. 31 XGEVA ..o 12
VARIVAX (PF) ..coccovvnnee. 75 VIMPAT.....cooovvveeeieeenn. 20 XIFAXAN ..o 9
VASCEPA.......ccooveeeieen. 50 vinblasting ...............ccceeeeue... 18 XODOL 10/300.................... 29
VASERETIC.........cccuveeeun... 48 VINCTISHNE .....vvveeeeveeieeireeenns 18 XODOL 5/300......cccovveeenne... 29
VASOTEC ......oeeeeveeeen. 48 vinorelbine.........cccceeeeevveennn. 18 XODOL 7.5/300................... 29
VECAMYL....c.coovveeiin, 51 VIOKACE ......ccoovvveiennnn. 69 XOLAIR ....ovvveeveeeceeeeen. 88
VECTIBIX ....ccooovvveevieenns 17 VIRACEPT .....cooovveeeeeenn, 3 XOPENEX ....cooovveveeie, 88
VECTICAL. .......coovveeveen 51 VIRAMUNE .......ccooevviin. 3 XOPENEX HFA .................. 88
VELCADE ........covvevveeen. 17 VIRAMUNE XR.......cccocoune.. 4 XTANDI......covveevieriecnnne, 18
VELIVET TRIPHASIC VIRAZOLE.........covveeveeenn. 4 XULANE.......cooiviieeeenn. 78
REGIMEN (28)................ 80 VIREAD ..o, 4 XYLOCAINE........cooeeeue.e. 53
VELPHORO...........ccooeeu... 57 VIROPTIC.......coooeeveeen. 81 XYLOCAINE-MPF ............. 53
VELTIN ...ccooovviiiieeieees 53 VISTIDE ..o, 4 XYREM....cocovvvevieeeee, 42
venlafaxine .................... 41, 42 VIVACTIL ....cccuvvveeeei. 42 XYZAL....cooeeiiiiiiiiiiiniie, 84
VENTAVIS. ..., 88 VIVELLE-DOT.................... 78 Y
VENTOLIN HFA................ 88 VIVITROL .......ccoovvvvei. 31 YASMIN (28)..ccceeveerranrnnee. 80
VERAMYST.....oovvvivveenns 88 VOGELXO......ccoovveviiinnnn. 66 YAZ (28) cvevieieieeeeeen, 80
verapamil...........cccoevvevienennnn. 48 VOLTAREN GEL................ 31 YERVOY ..oovovviiieiieee. 18
VEREGEN ........oovvviins 52 VOLTAREN-XR......ccvee.e. 31 YF-VAX (PF)..cccveviereinnee. 75
VERELAN ....ccoooviiiiieeen, 48 voriconazole ...........ccoeeuveeene... 1 Z
VERELAN PM .....ccccoeenn. 48 VOSPIRE ER .....ccccvvvnven. 88 zafirlukast ..........cccoovveennnnnn. 88
VERIPRED 20............cc.n..... 60 VOTRIENT ......cooovvvviviinnn, 18 zaleplon.........cocceevevieeueeneennenn. 42
VERSACLOZ ..o 42 VPRIV ..o, 66 ZALTRAP ..o, 18
VESICARE ..o, 88 VYFEMLA (28)......cccuveen.... 80 ZAMICET ....coooovvevienn. 29
VESTURA (28)..cueeevveennnns 80 VYTORIN 10-10.................. 50 ZANAFLEX ....cccovvvvvviinnnnnn. 23
VEXOL ....cooovvvvveiieieen. 83 VYTORIN 10-20.................. 50 ZANOSAR ......ccovvviinn. 18
VEFEND....ccooooiiiiiiiiieeeie 1 VYTORIN 10-40.................. 50 ZANTAC ..., 72
VFEND IV ..o 1 VYTORIN 10-80.................. 51 ZARONTIN.......cooovverrnne 20
VGO 20 ..o, 64 VYVANSE....ccovviiiiinne 42 ZAROXOLYN ......ccooeennne. 48
VGO 30 ... 64 w ZAVESCA......coovveeeen 66
VGO 40 ... 64 warfarin ........ccccooeevveveeeneneen, 49 ZEBETA ..o, 48
VIBRAMYCIN........ccouenee. 11 water for irrigation, sterile....57 ZEGERID......cccoovviiiianns 72
VICODIN......cooeevvveerieenens 29 WELCHOL .........coeoenrn. 51 ZELAPAR ....coooovveeeeenn. 21
VICODINES .....ccoeevveens 29 WELLBUTRIN..................... 42 ZELBORAF ......cccoovvvennnnne. 18
VICODIN HP..........ccooceu.. 29 WELLBUTRIN SR .............. 42 ZEMAIRA. .......ccovvveeen. 57
VICOPROFEN.................... 29 WELLBUTRIN XL.............. 42 ZEMPLAR ....ccovvvvvvvvvveeennnn. 66
VICTOZA 2-PAK................ 64 X ZENATANE.........covvenee. 53
VICTOZA 3-PAK................. 65 XALATAN......ccoveveeeeeenn. 83 ZENCHENT (28) ..coveevvennns 81
VICTRELIS ......ccoeveveeerenn. 3 XALKORI......ccooeevveenren. 18 ZENCHENT FE ................... 81
VIDAZA......ocooveeeeeeieenann, 18 XARELTO ....cccvveeveieneenn. 49 ZENPEP .....ccovvvvviieieannne, 69
VIDEX 2 GRAM PEDIATRIC XARTEMIS XR.................... 29 ZENZEDI .......oooovvvveieannnne. 42
............................................ 3 XELJANZ .....ccovveeeeae 77 ZERIT....oovvivveieiieeccin b
AY210) 25 G = 3 XENAZINE........ccovvvveennn. 22 ZESTORETIC..........ccouu... 48
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ZESTRIL ....ooovveeieeeeen. 48
ZETIA ..ooovoiiiiiiieeiee, 51
ZETONNA .....ccovveiveveeen. 88
ZIAC ..., 48
ZIAGEN ...cooooviiiiiiiiiieie, 4
ZIANA ...ccoooiiiiiiiiieeeen, 53
zidovudineg ..........ccoevvuuveneeenns 4
ZINACEF ......cccooviivennenne. 5,6
ZINECARD........coovvveeen. 12
ZIOPTAN (PF)...ccoeevrennnee. 83
ziprasidone hcl..................... 42
ZIPSOR ....ccovvvvveiiiiiieeee, 31
ZIRGAN.....ooovveeiieieeen, 81
ZITHROMAX ..o, 6
ZITHROMAX TRI-PAK........ 6
ZITHROMAX Z-PAK ........... 6
IMAX oo 6
ZOCOR ... 51
ZOFRAN (AS
HYDROCHLORIDE)...... 69

ZOFRAN ODT.....ccooeeun. 69
ZOHYDROER..................... 29
zoledronic acid ..................... 66
zoledronic acid-mannitol-water

.......................................... 57
ZOLINZA ..o 18
zolmitriptan ........cccevveeneenne. 22
ZOLOFT....oovviieiiinn. 42,43
zolpidem ........ccceeeveienneennenn. 43
ZOLPIMIST ....ovvvveeiien. 43
ZOMETA .....ccovvvveeiin. 66
ZOMIG.....cc.oovviiiiiiiennnn, 22
ZOMIG ZMT .....ooovvveeenn. 22
ZONALON....cccovveeeieie. 52
ZONEGRAN ......ccoevvvnn. 20
zonisamide........coceeeeevennnnen. 20
ZONTIVITY e 49
ZORBTIVE ... 73
ZORTRESS ..o, 18
ZORVOLEX ...oovvvviiienn. 31

V4015 6 P 10
ZOSYN IN DEXTROSE (ISO-

(0130 ) JOT 10
ZOVIA 1/35E (28) oo 81
ZOVIA 1/50E (28) ... 81
ZOVIRAX oo 4,54
y48):1(0) AAVS 31
ZYBAN ..o 58
ZYCLARA ..o 52
V4431 00 J 88
ZYFLO CR oo 88
ZYKADIA ... 18
VA4 0 <) 83
ZYLOPRIM......ovvvverrree. 75
ZYMAXID ..o 81
ZYPREXA coovvooeoeeeooeeeren, 43
ZYPREXA ZYDIS............... 43
VA G ) (C7- VR 18
VA 470, S 9
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With Express Scripts Medicare, you will have access to over 68,000 network pharmacies nationally.
You may fill your prescriptions at a retail, home infusion, long-term care or Indian Health Service /
Tribal / Urban Indian Health Program (I/T/U) pharmacy, or through our convenient home delivery
service.

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

This formulary was updated on 08/06/2014. For more recent information or other questions, please
contact Express Scripts Medicare Customer Service at the numbers located on the back of your member
ID card. Customer Service is available 24 hours a day, 7 days a week. You can also visit us on the Web
at www.Express-Scripts.com.

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

© 2014 Express Scripts Holding Company. All Rights Reserved. Express Scripts and “E” Logo are
trademarks of Express Scripts Holding Company and/or its subsidiaries. Other trademarks are the
property of their respective owners.
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