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2016 Formulary (List of Covered Drugs)

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

Formulary ID Number: 16082, v5

This formulary was updated on 08/11/2015. For more recent information or other questions, please
contact Express Scripts Medicare® (PDP) Customer Service at the numbers located on the back of
your member ID card. Customer Service is available 24 hours a day, 7 days a week.

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

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

When this drug list (formulary) refers to “we,” “us” or “our,” it means Medco Containment Life
Insurance Company. 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 11, 2015. For more recent information, please contact us. Our contact information, along with
the date we last updated the formulary, appears above and on the back cover.

You must use network pharmacies to fill your prescriptions to get the most from your benefit.
Benefits, premium and/or copayments/coinsurance may change on January 1, 2017. The formulary
and/or pharmacy network may change at any time. You will receive notice when necessary.

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

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

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

7 dias de la semana.

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

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

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

Can my drug coverage change?

Generally, if you are taking a drug covered by your plan in 2016, Express Scripts Medicare will not
discontinue or reduce coverage of the drug during the 2016 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 101. The Index provides an alphabetical list of all of the drugs included in this
document. Both brand-name drugs and generic drugs are listed in the Index. Look in the Index and
find your drug. Next to your drug, you will see the page number where you can find coverage
information. Turn to the page listed in the Index and find the name of your drug in the “Drug Name”
column of the list.

What are generic drugs?

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

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

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

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

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

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

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

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

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

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

¢ 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.

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

¢ You can ask us to cover a formulary drug at a lower cost-sharing level. If your drug is contained
in our Non-Preferred 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 at least a temporary 30-day transition supply (or less, if you have a
prescription written for fewer days) include:

When you enter a long-term care facility

When you leave a long-term care facility

When you are discharged from a hospital

When you leave a skilled nursing facility

When you cancel hospice care

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

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

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

e Prescription drugs when used to promote fertility

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

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

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

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

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

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

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

Formulary
The formulary that begins on page 1 provides coverage information about some of the drugs covered by
this plan. If you have trouble finding your drug in the list, turn to the Index that begins on page 101.

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:

¢ 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 preferred 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 Requirements/ | Drug Name Drug Requirements/
Tier  Limits Tier  Limits
ketoconazole oral 1 MO
ANTIFUNGAL AGENTS LAMISIL ORAL 2 MO
GRANULES IN
ABELCET 2 PA; MO PACKET
AMBISOME 2 PA;MO LAMISIL ORAL 3 MO
amphotericin b 1 PA; MO TABLET
ANCOBON 3 MO MYCAMINE 2 MO
CANCIDAS o) PA: MO NOXAFIL ORAL 2 MO
clotrimazole mucous 1 MO nystatin oral 1 MO
membrane suspension
CRESEMBA % nystatin oral tablet 1 MO
INTRAVENOUS ONMEL 3 MO; QL (30 per
CRESEMBA ORAL 2 MO 30 days)
DIFLUCAN 3 MO SPORANOX ORAL 3 MO
CAPSULE
ERAXIS(WATER 2 MO
DILUENT) SPORANOX ORAL 2 MO
INTRAVENOUS SOLUTION
RECON SOLN 100 SPORANOX 3 MO
MG PULSEPAK
Sluconazole 1 MO terbinafine hcl oral 1 MO
fluconazole in 1 VFEND 3 MO
dextrose(iso-o0)
intravenous VFEND IV 3 MO
piggyback 400 voriconazole 1 MO
mg/200 ml
ANTIVIRALS
flucytosine 1 MO
abacavir 1 MO
griseofulvin 1 MO
microsize abacavir- 1 MO
lamivudine-
griseofulvin 1 MO zidovudine
ultramicrosize
acyclovir oral 1 MO
GRIS-PEG 3 MO capsule
(ULTRAMICROSIZ
E) acyclovir oral 1 MO
suspension 200 mg/5
itraconazole 1 MO 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

acyclovir oral tablet 1 MO EVOTAZ 3 MO
acyclovir sodium 1 PA; MO famciclovir 1 MO
intravenous solution FAMVIR 3 MO
adefovir L MO FLUMADINE 3 MO
amantadine hcl oral 1 MO ORAL TABLET
APTIVUS ORAL 2 MO foscarnet 1 PA; MO
CAPSULE FUZEON 2 MO
APTIVUS ORAL 2 SUBCUTANEOUS
SOLUTION RECON SOLN
ATRIPLA 2 MO ganciclovir sodium 1 MO
BARACLUDE 2 MO HARVONI 3 PA; MO; QL (28
ORAL SOLUTION per 28 days)
BARACLUDE 3 MO HEPSERA 3 MO
ORAL TABLET INTELENCE ORAL 2 MO
cidofovir 1 PA; MO TABLET 100 MG,
COMBIVIR 3 MO 200 MG

INTELENCE ORAL 2
COMPLERA 2 MO TABLET 25 MG
COPEGUS 2 MO INVIRASE 2 MO
CRIXIVAN ORAL 2 MO
CAPSULE 200 MG, ISENTRESS I MO
400 MG KALETRA 2 MO
CYTOVENE 3 MO lamivudine 1 MO
didanosine 1 MO lamivudine- 1 MO
EDURANT 2 MO zidovudine
EMTRIVA 2 MO LEXIVA MO
entecavir 1 MO moderiba 1 MO
EPIVIR 3 MO moderiba dose pack 1 MO

oral tablets,dose
EPIVIR HBV 2 MO pack 400 mg (7)-
ORAL SOLUTION 400 mg (7), 600 mg
EPIVIR HBV 3 MO (7)- 600 mg (7)
ORAL TABLET nevirapine 1 MO
EPZICOM 2 MO NORVIR 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
OLYSIO 3 PA; MO; QL (28 ribavirin oral 1 MO
per 28 days) capsule
PREZCOBIX 3 MO ribavirin oral tablet 1 MO
PREZISTA ORAL 2 MO 200 mg
SUSPENSION rimantadine 1 MO
PREZISTA ORAL 2 MO SELZENTRY 2 MO
TABLET 150 MG, . .
600 MG, 75 MG, SOVALDI P?r,zlg/lgé %)L (28
800 MG P Y
REBETOL ORAL 3 MO stavudine i MO
CAPSULE STRIBILD 2 MO
REBETOL ORAL 2 MO SUSTIVA 2 MO
SOLUTION SYNAGIS 2 MO:LA
RELENZA 2 MO INTRAMUSCULA
DISKHALER R SOLUTION 50
RESCRIPTOR 2 MO MG/0.5 ML
RETROVIR 2 MO TAMIFLU - MO
INTRAVENOUS TIVICAY 2 MO
RETROVIR ORAL 3 MO TRIUMEQ 2 MO
CAPSULE TRIZIVIR 3 MO
RETROVIR ORAL 3 MO
TRUVADA 2 M
SYRUP uv ©
REYATAZ ORAL 2 MO TYBOST . MO
CAPSULE 150 MG, TYZEKA 2 MO
200 MG, 300 MG valacyclovir 1 MO; QL (30 per
REYATAZ ORAL 2 MO 30 days)
POWDER IN VALCYTE ORAL 2 MO
PACKET RECON SOLN
ribasphere 1 MO VALCYTE ORAL 3 MO
ribasphere ribapak 1 MO TABLET
oral tablets,dose valganciclovir 1 MO
pack 400-400 mg
(28)-mg (28), 600- VALTREX 3 MO; QL (30 per
400 mg (28)-mg 30 days)

(28), 600-600 mg
(28)-mg (28)

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

benefit, you may not experience every restriction 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
VIDEX 2 GRAM 2 MO CEDAX ORAL 3 MO
PEDIATRIC CAPSULE
VIDEX EC 3 MO CEDAX ORAL 3 MO
SUSPENSION FOR
VIEKIRA PAK 2 PA; MO; QL
(112 per 28 days) RECONSTITUTIO
N 180 MG/5 ML
VIRACEPTORAL 2 MO CEDAXORAL 3
SUSPENSION FOR
VIRAMUNE 3 MO RECONSTITUTIO
VIRAMUNE XR 2 MO N 90 MG/5 ML
ORAL TABLET cefaclor oral capsule 1 MO
EEEEESDIS ]2)4 HR cefaclor oral 1 MO
100 MG suspension for
reconstitution 125
VIRAMUNE XR 3 MO mg/5 ml, 250 mg/5
ORAL TABLET ml, 375 mg/5 ml
EXTENDED
RELEASE 24 HR cefaclor oral tablet 1 MO
400 MG extended release 12
hr
VIRAZOLE 2 MO cefadroxil oral 1 MO
VIREAD 2 MO capsule
VISTIDE 3 PA cefadroxil oral 1 MO
VITEKTA 3 MO suspension for
reconstitution 250
ZERIT 3 MO mg/5 ml, 500 mg/3
ZIAGEN ORAL 2 MO m
SOLUTION cefadroxil oral tablet 1 MO
ZIAGEN ORAL 3 MO cefazolin in dextrose 1 MO
TABLET (iso-os) intravenous
zidovudine 1 MO p ilggy back 1 gram/50
m
ZOVIRAX ORAL 3 MO ——
CAPSULE cefazolin injection 1 MO
recon soln 1 gram,
ZOVIRAX ORAL 3 MO 500 mg
SUSPENSION .
cefazolin injection 1
CEPHALOSPORINS recon soln 10 gram
cefdinir 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
cefditoren pivoxil 1 MO ceftriaxone injection 1 MO
oral tablet 200 mg recon soln 250 mg,
cefepime 1 MO 00 mg
CEFEPIME IN 3 MO ?e{’”a’””e . ©
DEXTROSE 5 % intravenous recon

soln
cefixime ! MO cefuroxime axetil 1 MO
cefotaxime injection 1 oral tablet
recon soln I gram, 2 cefuroxime sodium 1 MO
gram, 500 mg .
injection recon soln

cefotetan 1 1.5 gram, 750 mg
cefoxitin in dextrose, 1 cefuroxime sodium 1
iso-osm intravenous
cefoxitin intravenous 1 MO cephalexin 1 MO
recon soln 1 gram CLAFORAN 3 MO
cefoxitin intravenous 1 INJECTION
recon soln 10 gram, RECON SOLN 1
2 gram GRAM, 10 GRAM,
cefpodoxime 1 MO 2 GRAM

: CLAFORAN 3
cefprozil 1 MO INJECTION
CEFTAZIDIME IN 3 RECON SOLN 500
D5W MG
ceftazidime injection 1 MO CLAFORAN 3
recon soln 1 gram, 2 INTRAVENOUS
gram RECON SOLN
ceftazidime injection 1 FORTAZ 3 MO
recon soln 6 gram INJECTION
CEFTIN ORAL 3 MO RECON SOLN 2
SUSPENSION FOR GRAM
RECONSTITUTIO FORTAZ 3
N INJECTION
CEFTIN ORAL 3 MO RECON SOLN 6
TABLET 250 MG, GRAM
500 MG FORTAZ 3
ceftriaxone injection 1 INTRAVENOUS

recon soln 10 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

KEFLEX ORAL 3 MO ZINACEF 3
CAPSULE INJECTION
MAXIPIME 3 MO RECON SOLN 750
INJECTION MG
SPECTRACEF 3 MO ZINACEE 3
ORAL TABLET INTRAVENOUS
400 MG RECON SOLN 7.5

GRAM
SUPRAX ORAL 3 MO
CAPSULE ERYTHROMYCINS / OTHER

MACROLIDES
SUPRAX ORAL 3 MO :
SUSPENSION FOR azithromycin 1 MO
RECONSTITUTIO intravenous recon
N 100 MG/5 ML, soln 500 mg
200 MG/5 ML azithromycin 1
SUPRAX ORAL 5 intravenous recon
SUSPENSION FOR soln 300 mg (2
RECONSTITUTIO mg/ml)
N 500 MG/5 ML azithromycin oral 1 MO
SUPRAX ORAL 3 MO BIAXIN ORAL 3 MO
TABLET,CHEWAB SUSPENSION FOR
LE RECONSTITUTIO
INJECTION BIAXIN ORAL 3 MO
RECON SOLN 1 TABLET
GRAM

clarithromycin 1 MO
TAZICEF 3 MO
INJECTION DIFICID 3 MO
RECON SOLN 2 e.e.s. 400 oral tablet 1 MO
GRAM, 6 GRAM

E.E.S. GRANULES 2 MO
TEFLARO 3 MO ERYPED 200 3 MO
ZERBAXA

. ERYPED 400 3 MO

ZINACEF 3 MO
INJECTION ery-tab oral 1 MO
RECON SOLN 1.5 tablet,delayed
GRAM ' release (dr/ec) 250

mg, 333 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
ERY-TAB ORAL 2 MO AZACTAM 3 MO
TABLET,DELAYE INJECTION
D RELEASE RECON SOLN 1
(DR/EC) 500 MG GRAM
erythrocin (as 1 MO aztreonam injection 1 MO
stearate) oral tablet recon soln 1 gram
250 mg baciim 1
ERYTHROCIN 2 . .
INTRAVENOUS f'?r?tf’;tl:f;;gular 1 MO
RECON SOLN 500
MG BETHKIS 2 PA; MO; QL
erythromycin 1 MO (224 per 28 days)
ethylsuccinate oral BILTRICIDE 2 MO
tablet CAPASTAT 3
erythromycin oral 1 MO CAYSTON 7 MO: LA: QL (84
tablet o 1
per 28 days)
PCE 3 MO chloramphenicol sod 1
ZITHROMAX 3 MO succinate
ZITHROMAX TRI- 3 MO chloroquine 1 MO
PAK phosphate oral
ZITHROMAX Z- 3 MO CLEOCIN IN 5 % 3 MO
PAK DEXTROSE
INTRAVENOUS
ZMAX S MO PIGGYBACK 300
MISCELLANEOUS ANTIINFECTIVES MG/50 ML, 600
ALBENZA 2 MO MG/50 ML
CLEOCIN IN 5 % 3
ALINIA 2 MO DEXTROSE
amikacin injection 1 MO INTRAVENOUS
solution 500 mg/2 ml PIGGYBACK 900
atovaquone 1 MO MG/50 ML
CLEOCIN 3 MO
atovaquqne- 1 MO INJECTION
proguanil
AZACTAM IN ) CLEOCIN ORAL 3 MO
DEXTROSE (ISO- clindamycin hcl 1 MO
OSM)

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

clindamycin in 5 % 1 MO gentamicin injection 1 MO

dextrose solution 40 mg/ml

clindamycin 1 gentamicin sulfate 1

pediatric (pf) intravenous

clindamycin 1 MO solution 80 mg/8 ml

phosphate hydroxychloroquine 1 MO

intravenous solution oral

600 mg/4 ml imipenem-cilastatin 1 MO

COARTEM 2 MO INVANZ MO

colistin 1 MO INJECTION

(colistimethate na) isoniazid injection 1

CUBICIN 2 MO isoniazid oral 1 MO

DALVANCE > ivermectin oral 1 MO

DAPSONE 2 MO KETEK ) MO

DARAPRIM 2 MO LINCOCIN 3 MO

DORIBAX . linezolid intravenous 1

INTRAVENOUS

RECON SOLN 500 linezolid oral 1 MO

MG MALARONE 3 MO

ethambutol 1 MO MALARONE 3 MO

FLAGYL 3 MO PEDIATRIC

FLAGYL ER 3 MO mefloquine 1 MO

gentamicin in nacl 1 MO MEPRON 3 MO

(zso—osm) meropenem 1 MO

iniravenous intravenous recon

piggyback 100 soln 500 mg

mg/100 ml, 60 mg/50

ml MERREM 3 MO
. INTRAVENOUS

gentamicin in nacl 1 RECON SOLN 500

(iso-osm) MG

intravenous

piggyback 70 mg/50 metronidazole in 1 MO

ml, 80 mg/100 ml, 80 nacl (iso-o0s)

mg/50 ml, 90 mg/100 metronidazole oral 1 MO

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
MYAMBUTOL 3 MO STROMECTOL 3 MO
ORAL TABLET
400 MG SYNERCID 2
MYCOBUTIN 3 MO ?%2%1}4?33 E\)/IIEAL 3 MO
NEBUPENT 2 PA; MO; QL (6 tinidazole 1 MO

per 28 days)

. TOBI 3 PA; MO; QL
neomycin ! MO (280 per 28 days)
paromomycin L MO TOBI PODHALER 2 MO:; QL (224 per
PASER 2 MO INHALATION 28 days)

CAPSULE,
PENTAM 3 MO W/INHALATION
PLAQUENIL 3 MO DEVICE
polymyxin b sulfate 1 tobramycin in 0.225 1 PA; MO; QL
PRIFTIN 2 MO % nacl (280 per 28 days)
PRIMAQUINE 2 MO tobz@mycin in0.9% 1 MO
nacl intravenous
PRIMAXIN IV 3 MO piggyback 80
pyrazinamide 1 MO mg/100 ml
QUALAQUIN 3 MO t.ol.lmijnycin sulfate 1 MO
injection solution
quinine sulfate 1 MO
TRECATOR 2 MO
rifabutin 1 MO
TYGACIL 2 MO
RIFADIN 3 MO
XIFAXAN 2 MO
RIFAMATE 3 MO
ZYVOX 3 MO
rifampin intravenous 1 MO INTRAVENOUS
rifampin oral 1 MO PARENTERAL
SOLUTION 600
RIFATER 3 MO MG/300 ML
SIRTURO 2 MO;LA ZYVOX ORAL 2 MO
SIVEXTRO 3 SUSPENSION FOR
INTRAVENOUS RECONSTITUTIO
N
SIVEXTRO ORAL 3 MO
ZYVOX ORAL 3 MO
STREPTOMYCIN 2 MO TABLET
INTRAMUSCULA
R PENICILLINS

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

what the symbols and abbreviations on this table mean by going to page 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
amoxicillin oral 1 MO nafcillin in dextrose 1
capsule iso-osm intravenous
amoxicillin oral 1 MO p l}ggy back I gram/30
suspension for "
reconstitution nafcillin injection 1 MO
amoxicillin oral 1 MO recon soln I gram,
tablet 10 gram
amoxicillin oral 1 MO Zxatczllln " !
tablet,chewable 125 ex rose(iso-osm)
mg, 250 mg intravenous
’ piggyback 1 gram/50
amoxicillin-pot 1 MO ml
clavulanate oxacillin in 1 MO
ampicillin 1 MO dextrose(iso-osm)
. . intravenous
ampicillin sodium 1 MO mn
injection recon soln p l}ggy back 2 gram/50
1 gram, 10 gram, m
125 mg oxacillin injection 1 MO
ampicillin-sulbactam 1 recon soln 10 gram
injection recon soln oxacillin intravenous 1
15 gram recon soln 2 gram
ampicillin-sulbactam 1 MO PENICILLIN G 2
injection recon soln POT IN
3 gram DEXTROSE
ampicillin-sulbactam 1 gfggé]\;?gggs
intravenous recon
soln 1.5 gram MILLION UNIT/50
ML, 3 MILLION
AUGMENTIN 2 MO UNIT/50 ML
ORAL o
SUSPENSION FOR penicillin g . MO
RECONSTITUTIO potassium injection
N 125-31.25 MG/5 recon soln 5 million
ML ' unit
BICILLIN C-R 2 MO penicillin g procaine 1 MO
intramuscular
BICILLIN L-A 2 MO syringe 1.2 million
dicloxacillin 1 MO unit/2 ml
penicillin g sodium 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
penicillin v 1 MO CIPRO IN D5W 3
potassium INTRAVENOUS
. . PIGGYBACK 400
piperacillin- 1 MO MG/200 ML
tazobactam
intravenous recon CIPRO ORAL 3 MO
soln 3.375 gram, 4.5 SUSPENSION,MIC
gram ROCAPSULE
UNASYN 3 RECON
INJECTION CIPRO ORAL 3 MO
RECON SOLN 15 TABLET 250 MG,
GRAM 500 MG
UNASYN 3 MO ciprofloxacin 1
RINEJg(C):EII(S)gLN 3 ciprofloxacin 1 MO
(mixture)
GRAM
ciprofloxacin hcl 1 MO
ZOSYN IN 2 oral
DEXTROSE (ISO-
OSM) ciprofloxacin in 5 % 1 MO
INTRAVENOUS dextrose intravenous
PIGGYBACK 2.25 piggyback 200
GRAM/50 ML mg/100 ml
ZOSYN IN 2 MO ciprofloxacin lactate 1
DEXTROSE (ISO- intravenous solution
OSM) 400 mg/40 ml
INTRAVENOUS
PIGGYBACK 3.375 FACTIVE > MO
GRAM/50 ML LEVAQUIN ORAL 3 MO
ZOSYN 3 MO levofloxacin in d5w 1 MO
INTRAVENOUS intravenous
RECON SOLN piggyback 500
3.375 GRAM mg/100 ml
QUINOLONES levofloxacin 1 MO
intravenous
AVELOX 3 MO
levofloxacin oral 1 MO
AVELOX ABC 3 MO
PACK moxifloxacin 1 MO
AVELOX IN NACL 3 MO ofloxacin oral tablet 1
(ISO-OSMOTIC) 400 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
SULFA'S/ RELATED AGENTS MINOCIN ORAL 3 ST; MO
CAPSULE 100 MG,
BACTRIM 3 MO 50 MG
BACTRIM DS . MO minocycline oral 1 MO
sulfadiazine oral 1 MO ORACEA 3 ST: MO
sulfe “”fth(’?“’mle‘ B MO SOLODYN ORAL 3 ST:MO
trimetnhoprim TABLET
TETRACYCLINES EXTENDED
ADOXA ORAL 3 ST; MO RELEASE 24 HR
CAPSULE 105 MG, 115 MG,
55 MG, 65 MG, 80
demeclocycline oral 1 MO MG
doxy-100 1 MO tetracycline 1 MO
doxycycline hyclate 1 VIBRAMYCIN 3 ST; MO
intravenous ORAL CAPSULE
doxycycline hyclate 1 MO 100 MG
oral capsule VIBRAMYCIN 3 MO
. ORAL
d"x{ fygg"ze]%d‘”e I MO SUSPENSION FOR
orartabret [V me, RECONSTITUTIO
20 mg N
d"xly fygf’ﬁzy clate : VIBRAMYCIN 2 MO
orat tablet >ums ORAL SYRUP
doxycycline hyclate 1 MO
oral tablet, delayed URINARY TRACT AGENTS
release (dr/ec) FURADANTIN 3 MO
doxycycline 1 MO HIPREX 3 MO
monohydrate oral MACROBID 3 MO
capsule
. MACRODANTIN 3 MO
doxy C{lcgfi ol . MO ORAL CAPSULE
rmononydrate ora 100 MG, 50 MG
suspension for
reconstitution MACRODANTIN 2 MO
doxycycline 1 MO ORAL CAPSULE
25 MG
monohydrate oral
tablet methenamine 1 MO
hippurate

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction 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
MONUROL 3 MO leucovorin calcium 1 MO
: . injection recon soln
nitrofurantoin 1 MO 100 mg, 350 mg
macrocrystal oral
capsule 100 mg, 50 leucovorin calcium 1 MO
mg oral
nitrofurantoin 1 MO LEVOLEUCOVORI 3
monohyd/m-cryst N CALCIUM
nitrofurantoin oral 1 MO mesna 1 MO
PRIMSOL 3 MO MESNEX 3
trimethoprim 1 MO INTRAVENOUS
MESNEX ORAL 2 MO

VANCOMYCIN
VANCOCIN 3 MO XGEVA 2 MO

; ZINECARD (AS 3 MO
vancomycin 1 MO HCL)
””lr “;egggs ’ “’?’g INTRAVENOUS
SO £, IV e, RECON SOLN 250
gram, 500 mg MG
vancomycin oral 1 MO ANTINEOPLASTIC /

capsule

IMMUNOSUPPRESSANT DRUGS

ANTINEOPLASTIC / ABRAXANE B
IMMUNOSUPPRESSANT DRUGS —

adrucil intravenous 1 MO
ADJUNCTIVE AGENTS solution 500 mg/10
amifostine 1 MO mi
crystalline AFINITOR 2 PA; MO
dexrazoxane hcl 1 DISPERZ
intravenous recon AFINITOR ORAL 2 PA; MO; QL (60
soln 250 mg TABLET 10 MG per 30 days)
ELITEK 2 AFINITOR ORAL 2 PA; MO
INTRAVENOUS TABLET 2.5 MG, 5
RECON SOLN 1.5 MG, 7.5 MG
MG ALIMTA 2 MO
FUSILEV 2 MO INTRAVENOUS
KEPIVANCE 2 5[EGCON SOLN 500

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction 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
ALKERAN 3 CAPRELSA ORAL 2 PA; MO; LA;
INTRAVENOUS TABLET 300 MG QL (30 per 30
anastrozole 1 MO days)
ARIMIDEX 3 MO carboplatin e
intravenous solution
AROMASIN . MO CASODEX 3 MO
ARRANON . CELLCEPT 2 PA; MO
ARZERRA 2 PA; MO INTRAVENOUS
INTRAVENOUS CELLCEPT ORAL 3 PA; MO
SOLUTION 100 CAPSULE
MG/5 ML
] CELLCEPT ORAL 2 PA; MO
ASTAGRAF XL 3 PA; MO SUSPENSION FOR
AVASTIN 2 MO RECONSTITUTIO
azacitidine 1 MO N
AZASAN 3 PA: MO CELLCEPT ORAL 3 PA; MO
TABLET
thiopri 1 PA; MO
azarioprine ’ cisplatin 1 MO
BELEODA 2 M
ODAQ © cladribine 1 MO
bicalutamide 1 MO
CLOLAR 2 MO
BICN M
CNU : © COMETRIQ 2 PA; MO
bleomycin injection 1 MO
recon soln 30 unit COSMEGEN 3 MO
BOSULIF ORAL 2 PA:MO CYCLO%HAOSPHA 2 PAMO
TABLET 100 MG MIDE ORAL
CAPSULE
BOSULIF ORAL 2 PA; MO; QL (30 . - ) PA
TABLET 500 MG per 30 days) cyctosporine
intravenous
BUSULFEX 2
cyclosporine 1 PA; MO
CAMPTOSAR 3 MO modified
INTRAVENOUS .
SOLUTION 100 cyclosporine oral 1 PA; MO
MG/5 ML capsule
CAPRELSA ORAL 2 PA;MO:LA;  Otarabine I MO
TABLET 100 MG QL (90 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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Tier Limits Tier Limits
cytarabine (pf) 1 MO epirubicin 1 MO
injection solution 2 intravenous solution
gram/20 ml (100 50 mg/25 ml
mg/ml) ERBITUX 2 MO
dacarbazine 1 MO INTRAVENOUS
intravenous recon SOLUTION 100
soln 200 mg MG/50 ML
DACOGEN 3 MO ERIVEDGE 2 PA; MO; QL (30
daunorubicin 1 per 30 days)
intravenous solution ERWINAZE 2 MO
DAUNOXOME 2 MO ETOPOPHOS 3 MO
decitabine 1 MO etoposide 1 MO
DOCEFREZ 2 intravenous
INTRAVENOUS exemestane 1 MO
&EGCON SOLN 20 FARESTON 2 MO

FARYDAK ORAL 3 PA; MO; QL (12
docelaxel | B MO CAPSULE 10 MG per 21 days)
intravenous solution
80 mg/4 ml (20 FARYDAK ORAL 3 PA; MO; QL (6
mg/ml), 80 mg/8 ml CAPSULE 15 MG, per 21 days)
(10 mg/ml) 20 MG
DOXIL 3 MO FASLODEX 2 MO
doxorubicin 1 MO FEMARA 3 MO
inotravigouslsolution FIRMAGON KIT W ) MO
S0 mg/25 m DILUENT
DROXIA 2 MO SYRINGE
ELIGARD 3 PA; MO fludarabine 1 MO
ELLENCE 3 MO iiztl;;iavenous recon
INTRAVENOUS
SOLUTION 200 Sfluorouracil 1 MO
MG/100 ML intravenous solution
ELOXATIN 3 MO 2.5 gram/50 ml
INTRAVENOUS Sflutamide 1 MO
SOLUTION 100
MG/20 ML
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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FOLOTYN 2 MO ICLUSIG ORAL 2 PA; MO; QL (90
INTRAVENOUS TABLET 15 MG per 30 days)
EA%EEI?I(\;SO ICLUSIG ORAL 2 PA; MO; QL (30
MG/ML) TABLET 45 MG per 30 days)
gemcitabine 1 MO IDAMYCIN PFS . MO
intravenous recon idarubicin 1
soln 1 gram IFEX 3 MO
GEMZAR 3 MO INTRAVENOUS
INTRAVENOUS RECON SOLN 1
RECON SOLN 1 GRAM
GRAM ifosfamide 1 MO
gengraf 1 PA; MO intravenous recon
GILOTRIF ORAL 2 PA:MO; QL (60 S0l 1 gram
TABLET 20 MG per 30 days) IMBRUVICA 2 PA; MO; QL
GILOTRIF ORAL 2 PA;MO; QL (40 (120 per 30 days)
TABLET 30 MG per 30 days) IMURAN 3 PA; MO
GILOTRIF ORAL 2 PA; MO; QL (30 INLYTA ORAL 2 PA; MO
TABLET 40 MG per 30 days) TABLET 1 MG
GLEEVEC ORAL 2 PA; MO INLYTA ORAL 2 PA; MO; QL
TABLET 100 MG TABLET 5 MG (120 per 30 days)
GLEEVEC ORAL 2 PA; MO; QL (60 irinotecan 1 MO
TABLET 400 MG per 30 days) intravenous solution
GLEOSTINE 3 MO 100 mg/5 mi
HALAVEN 2 MO ISTODAX a MO
IXEMPRA 2 MO
HERCEPTIN 2 MO INTRAVENOUS
HEXALEN 2 MO RECON SOLN 45
HYCAMTIN 3 MO MG
INTRAVENOUS JAKAFI ORAL 2 PA; MO
TABLET 10 MG, 15

HYDREA 3 MO MG. 20 MG, 5 MG
hydroxyurea B VO JAKAFI ORAL 2 PA;MO; QL (60
IBRANCE 2 PA; MO; QL (21 TABLET 25 MG per 30 days)

per 28 days) JEVTANA 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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KADCYLA 2 MO MEKINIST ORAL 2 PA; MO; QL
INTRAVENOUS TABLET 0.5 MG (120 per 30 days)
I\R/IFE}CON SOLN 100 MEKINIST ORAL 2 PA;MO; QL (30
TABLET 2 MG per 30 days)
KEYTRUDA 2 MO melphalan hcl 1
INTRAVENOUS
RECON SOLN mercaptopurine 1 MO
LENVIMA 2 PA; MO methotrexate sodium 1 PA
letrozole ) MO (pf) injection recon
soln
LEUKERAN 2 MO methotrexate sodium 1 PA; MO
leuprolide 1 MO (pf) injection
LOMUSTINE 2 MO solution
LUPRON DEPOT 2 PA: MO methotrexate sodium 1 PA; MO
i oral
LUPRON DEPOT 2 PA; MO ] .
(3 MONTH) mitomycin 1 MO
intravenous recon
LUPRON DEPOT 2 PA; MO soln 20 mg
(4 MONTH) mitoxantrone 1 MO
LUPRON DEPOT 2 PA; MO
(6 MONTH) MUSTARGEN 3 MO
LUPRON DEPOT- ) PA: MO mycophenolate 1 PA; MO
PED ’ mofetil
INTRAMUSCULA mycophenolate 1 PA; MO
R KIT 11.25 MG, 15 sodium
MG MYFORTIC 3 PA:MO
LYNPARZA 2 PA; MO NEORAL 3 PA: MO
LYSODREN I 1O NEXAVAR 2 PA:MO: LA:
MATULANE 2 MO QL (120 per 30
MEGACE 3 MO days)
MEGACE ES ) MO NILANDRON 2 MO
megestrol oral 1 MO NIPENT 2 MO
suspension 400 NULOJIX 2 PA; MO
mg/10 ml (40 mg/m) octreotide acetate 1 MO
megestrol oral tablet 1 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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ONCASPAR 2 MO SANDIMMUNE 3 PA; MO
OPDIVO ) MO INTRAVENOUS
INTRAVENOUS SANDIMMUNE 3 PA; MO
SOLUTION 40 ORAL CAPSULE
MG/4 ML SANDIMMUNE 2 PA:MO
oxaliplatin 1 MO ORAL SOLUTION
intravenous solution
100 mg/20 mi SANDOSTATIN 3 MO

] SANDOSTATIN 2 MO
paclitaxel 1 MO LAR DEPOT
PERJETA 2 MO INTRAMUSCULA
POMALYST 2 MO R KIT
PROGRAF 2 PA:MO SIGNIFOR S MO
INTRAVENOUS SIGNIFOR LAR 3 MO
PROGRAF ORAL 3 PA; MO SIMULECT 2 PA; MO

INTRAVENOUS
PURIXAN 2 MO RECON SOLN 20
RAPAMUNE 2 PA; MO MG
ORAL SOLUTION sirolimus 1 PA; MO
RAPAMUNE 3 PA; MO
ORAL TABLET SOLTAMOX 2 MO
) ) SOMATULINE 2 MO
REVLIMID 2 PA; MO; LA DEPOT
ISI;?EMATREX 35 PAMO SPRYCEL ORAL 2 PA;MO
TABLETS,DOSE g&“ﬁ%}Eg Olg%vlgé
PACK 2.5 MG ’ ’
MG

I(;I;iII{MATREX > PA SPRYCEL ORAL 2 PA; MO; QL (30
TABLETS,DOSE TABLET 140 MG per 30 days)
PACK 2.5 MG SPRYCEL ORAL 2 PA; MO; QL (60
(DOSE PACK 12), TABLET 70 MG per 30 days)
2.5 MG (DOSE i i
PACK 16), 2.5 MG STIVARGA 2 P;Ar,zlg/lg; (E)L (84
(DOSE PACK 20), P Y
2.5 MG (DOSE SUTENT ORAL 2 PA; MO
PACK ) CAPSULE 12.5 MG
RITUXAN 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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SUTENT ORAL 2 PA; MO; QL (60 topotecan 1 MO
CAPSULE 25 MG, per 30 days) intravenous recon
37.5 MG soln
SUTENT ORAL 2 PA; MO; QL (30 TORISEL 2 MO
CAPSULE 50 MG per 30 days) TREANDA > MO
SYLVANT 2 MO INTRAVENOUS
INTRAVENOUS RECON SOLN 100
RECON SOLN 100 MG
MG TREANDA 2 MO
SYNRIBO 2 MO INTRAVENOUS
SOLUTION 45
TABLOID 2 MO MG/0.5 ML
tacrolimus oral 1 PA; MO TRELSTAR )
TAFINLAR ORAL 2 PA; MO; QL DEPOT
CAPSULE 50 MG (180 per 30 days) TRELSTAR ) MO
TAFINLAR ORAL 2 PA; MO; QL INTRAMUSCULA
CAPSULE 75 MG (120 per 30 days) R SUSPENSION
. FOR
tamoxifen S 0 RECONSTITUTIO
TARCEVA ORAL 2 PA; MO N
TABLET 100 M
25 MG G, TRELSTAR 2 MO
INTRAMUSCULA
TARCEVA ORAL 2 PA; MO; QL (30 R SYRINGE 11.25
TABLET 150 MG per 30 days) MG/2 ML, 3.75
TARGRETIN 2 MO MG/2 ML
TASIGNA ORAL 2 PA;MO TRELSTAR LA 2
CAPSULE 150 MG tretinoin 1 MO
TASIGNA ORAL 2 PA;MO;QL [(chemotherapy)
CAPSULE 200 MG (112 per 28 days) TREXALL 3 PA; MO
TAXOTERE 3 MO TRISENOX 2 MO
INTRAVENOUS
SOLUTION 80 TYKERB 2 PA; MO; LA;
MG/4 ML (20 dQL (180 per 30
MG/ML) ays)
THALOMID 2 PA; MO
toposar 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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VECTIBIX PA; MO ZANOSAR 3 MO
INTRAVENOUS ZELBORAF 2 PA;MO;QL
SOLUTION 100 (240 per 30 days)
MG/5 ML (20 p Y
MG/ML) ZOLINZA 2 MO
VELCADE MO ZORTRESS 2 PA; MO
VIDAZA MO ZYDELIG 2 PA; MO; QL (90
vinblastine MO per 30 days)
intravenous solution ZYKADIA 2 PA; MO; QL
vincasar pfs (150 per 30 days)
intravenous solution ZYTIGA 2 PA; MO; QL
1 mg/ml (120 per 30 days)
vincristine MO AUTONOMIC / CNS DRUGS,
intravenous solution NEUROLOGY / PSYCH
1 mg/ml
vinorelbine MO ANTICONVULSANTS
intravenous solution APTIOM 3 MO
50 mg/5 mi BANZEL 2 Mo
VOTRIENT PA; MO; QL carbamazepine oral 1 MO

(120 per 30 days)

capsule, er

XALKORI ORAL PA; MO multiphase 12 hr
CAPSULE 200 MG carbamazepine oral 1 MO
XALKORI ORAL PA; MO; QL (60 suspension 100 mg/5
CAPSULE 250 MG per 30 days) ml
XTANDI PA; MO; QL carbamazepine oral 1 MO

(120 per 30 days) tablet
YERVOY MO carbamazepine oral 1 MO
INTRAVENOUS tablet extended
SOLUTION 50 release 12 hr
ﬁgjll\/([)Ll\)/[L 5 carbamazepine oral 1 MO

tablet,chewable

ZALTRAP MO
INTRAVENOUS CARBATROL 3 MO
SOLUTION 100 CELONTIN ORAL 2 MO
MG/4 ML (25 CAPSULE 300 MG
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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CEREBYX 3 FYCOMPA 2 MO
INJECTION .
SOLUTION 500 f;zbgfleentm oral 1 MO
MG PE/10 ML P
] gabapentin oral 1 MO
clonazepam ! PA; MO solution 250 mg/5 ml
DEPACON > MO gabapentin oral 1 MO
DEPAKENE 3 MO tablet 600 mg, 800
DEPAKOTE 3 MO ne
GABITRIL ORAL 2 MO
DEPAKOTE ER 3 MO TABLET 12 MG, 16
DEPAKOTE 3 MO MG
SPRINKLES GABITRIL ORAL 3 MO
DIASTAT 3 PA; MO TABLET 2 MG, 4
DIASTAT 3 PA;MO MG
ACUDIAL GRALISE 2 PA; MO
diazepam rectal 1 PA; MO GRALISE 30-DAY 2 PA; MO
DILANTIN30MG 2 MO STARTER PACK
DILANTIN 3 MO KEPPRA ORAL 3 MO
EXTENDED 100 KEPPRA XR 3 MO
MG KLONOPIN 3 PA; MO
DILANTIN 3 MO
INFATABS 50 MG LAMICTAL ODT 3 MO
DILANTIN-125 125 3 MO Iiil]\;ggiAL ORAL . MO
MG/5 ML
. LAMICTAL ORAL 3 MO
divalproex 1 MO TABLET,
epitol 1 MO CHEWABLE
DISPERSIBLE 25
EQUETR 3 M
QU © © MG, 5 MG
imi 1 M
ethosuximide O LAMICTAL 3 MO
felbamate 1 MO STARTER (BLUE)
FELBATOL 3 MO KIT
fosphenytoin 1 MO LAMICTAL 3 MO
injection solution STARTER
(GREEN) KIT

100 mg pe/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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LAMICTAL 3 MO levetiracetam oral 1 MO
STARTER tablet
(ORANGE) KIT levetiracetam oral 1 MO
LAMICTAL XR 3 MO tablet extended
LAMICTAL XR 3 MO release 24 hr
STARTER (BLUE) LYRICA 2 PA; MO
LAMICTAL XR 3 MO MYSOLINE 3 MO
STARTER ]
(GREEN) NEURONTIN 3 PA; MO
LAMICTAL XR 3 MO ggggé)ﬁé?&q 2 PA; MO
STARTER
(ORANGE) ONFI ORAL 2 PA; MO
lamotrigine oral 1 MO TABLET 10 MG, 20
MG
tablet
lamotrigine oral 1 MO oxcarbazepine ! MO
tablet extended OXTELLAR XR 3 MO
release 24hr PEGANONE 2 MO
lamotrigine oral 1 MO phenobarbital oral 1 MO
tablet, chewable ..
. . elixir
dispersible
henobarbital oral 1
lamotrigine oral 1 MO prenovarsiarord
> ) tablet 100 mg
tablet,disintegrating
henobarbital oral 1 M
LEVETIRACETAM 2 fa be Z’Z Ic;rmlga fgg O
IN NACL (ISO-0S) o
mg, 30 mg, 32.4 mg,
INTRAVENOUS 60 mg, 64.8 mg, 97.2
PIGGYBACK 1,000 m ’ ’
MG/100 ML, 1,500 &
MG/100 ML PHENYTEK 3 MO
LEVETIRACETAM 2 MO phenytoin oral 1 MO
IN NACL (ISO-0S) suspension 125 mg/5
INTRAVENOUS ml
PIGGYBACK 500 phenytoin oral 1 MO
MG/100 ML tablet,chewable
{evetir acetam 1 MO phenytoin sodium 1 MO
intravenous extended
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.

22



Drug Name Drug Requirements/ | Drug Name Drug Requirements/
Tier  Limits Tier  Limits
phenytoin sodium 1 MO valproic acid (as 1 MO
intravenous solution sodium salt) oral
POTIGA ) MO solution 250 mg/5 ml
. VIMPAT 2
primidone 1 MO INTRAVENOUS
QUDEXY XR . PA; MO VIMPAT ORAL 2 MO
SABRIL 2 MO; LA SOLUTION
TEGRETOL ORAL 3 MO VIMPAT ORAL 2 MO
SUSPENSION TABLET
TEGRETOL ORAL 3 MO ZARONTIN 3 MO
TABLET ZONEGRANORAL 3  PA;MO
TEGRETOL XR 2 MO CAPSULE 100 MG,
ORAL TABLET 25 MG
EXTENDED S ]
RELEASE 12 HR zonisamide 1 PA; MO
100 MG ANTIPARKINSONISM AGENTS
TEGRETOL XR 3 MO APOKYN 2 MO; LA
ORAL TABLET
EXTENDED AZILECT 2 MO
RELEASE 12 HR benztropine 1 MO
200 MG, 400 MG bromocriptine 1 MO
tiagabine ! MO carbidopa 1 MO
TOPAMAX 3 PA; MO carbidopa-levodopa 1 MO
foptramate qral ! PA; MO carbidopa-levodopa- 1 MO
capsule, sprinkle
entacapone
TOPIRAMATE 3 PA; MO
ORAL COGENTIN 3 MO
CAPSULE,SPRINK COMTAN 3 MO
LE,ER 24HR DUOPA 3 PA;MO
topiramate oral 1 PA; MO ELDEPRYL 3 MO
tablet
TRILEPTAL 3 MO entacapone 1 MO
TROKENDI XR 3 PA; MO LODOSYN 3 Mo
valproate sodium 1 MO MIRAPEX 3 MO
MIRAPEX ER M
valproic acid 1 MO 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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NEUPRO 2 MO AXERT ORAL 3 MO; QL (18 per
pramipexole oral 1 MO TABLET 6.25 MG 28 days)
tablet CAFERGOT 2 MO
pramipexole oral 1 MO dihydroergotamine 1 MO
tablet extended injection
releals§ 24 kr 0.7 dihydroergotamine 1 MO; QL (8 per
me, 1.0 ng nasal 28 days)
REQUIP S MO ERGOMAR 3 MO
REQUIP XL S 1O FROVA 3 MO; QL (27 per
ropinirole 1 MO 28 days)
RYTARY 3 MO IMITREX NASAL 3 MO; QL (18 per
o SPRAY,NON- 28 days)
selegiline hcl 1 MO AEROSOL 20
SINEMET 3 MO MG/ACTUATION
SINEMET CR 3 MO IMITREX NASAL 3 MO; QL (36 per
SPRAY,NON- 28 days)
STALEVO 100 3 MO AEROSOL 5
STALEVO 125 3 MO MG/ACTUATION
STALEVO 150 3 MO IMITREX ORAL 3 MO; QL (18 per
STALEVO 200 3 MO 28 days)
STATDOSE KIT 28 days)
STALEVO 75 3 MO REFILL
TASMAR ORAL 3 MO IMITREX 3 MO; QL (16 per
TABLET 100 MG SUBCUTANEOUS 28 days)
tolcapone 1 MO MAXALT 3 MO; QL (36 per
ZELAPAR 3 MO 28 days)
MIGRAINE / CLUSTER HEADACHE MAXALT-MLT 3 2@% QL (36 per
THERAPY ays)
ALSUMA 3 MO; QL (16 per 'Migergot i MO
28 days) MIGRANAL 3 MO; QL (8 per
AMERGE 3 MO; QL (18 per 28 days)
28 days) naratriptan 1 MO; QL (18 per
) 28 days)
AXERT ORAL 3 MO; QL (24 per
TABLET 12.5 MG 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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RELPAX 2 MO; QL (18 per COPAXONE 3 PA; MO; QL (30
28 days) SUBCUTANEOUS per 30 days)
rizatriptan 1 MO; QL (36 per E/I{}I}I\H/III? E 20
28 days)

. . COPAXONE 2 PA; MO; QL (12
sumatriptan nasal 1 MO; QL (18 per SUBCUTANEOUS per 28 days)
spray,non-aerosol 28 days)

20 mg/actuation SYRINGE 40
MG/ML
sumatriptan nasal 1 MO; QL (36 per .
spray,non-aerosol 5 28 days) donepezil ! MO
mg/actuation EXELON ORAL 3 MO
sumatriptan 1 MO; QL (18 per CAPSULE
succinate oral 28 days) EXELON 2 MO
sumatriptan 1 MO; QL (16 per TRANSDERMAL
succinate 28 days) galantamine 1 MO
subcutancous pen GILENYA 2 PA;MO
injector 6 mg/0.5 ml
sumatriptan 1 MO; QL (16 per glatopa ! PQ;;})/I(;; CS))L (30
succinate 28 days) p Y
subcutaneous HORIZANT 3 PA; MO
solution NAMENDA ORAL 2 PA; MO
SUMAVEL 3 MO; QL (9 per  SOLUTION
DOSEPRO 28 days) NAMENDA ORAL 3 PA; MO
TREXIMET 3 MO; QL (18 per TABLET
28 days) NAMENDA 3 PA;MO
zolmitriptan 1 MO; QL (18 per TITRATION PAK
28 days) NAMENDA XR 2 PA;MO
ZOMIG 3 MO; QL (18 per NUEDEXTA 5 MO
28 days)
RAZADYNE ER 3 MO
ZOMIG ZMT 3 MO; QL (18 per
28 days) RAZADYNE ORAL 3 MO
TABLET
MISCELLANEOUS NEUROLOGICAL
THERAPY rivastigmine tartrate 1 MO
AMPYRA b PA: MO: LA TECFIDERA 2 PA; MO
ARICEPT 3 MO TYSABRI 2 PA; MO; LA

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

benefit, you may not experience every restriction 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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MUSCLE RELAXANTS / ZANAFLEX 3 MO

ANTISPASMODIC THERAPY NARCOTIC ANALGESICS

baclofen I MO ABSTRAL 3 PA:MO:QL

DANTRIUM ORAL 3 MO SUBLINGUAL (120 per 30 days)

CAPSULE 25 MG, TABLET 100 MCG,

50 MG 200 MCG, 300

dantrolene 1 MO MCG

GABLOFEN 3 PA; MO ABSTRAL 3 PA; MO; QL

SUBLINGUAL (116 per 30 days)

INTRATHECAL TABLET 400 MCG

SOLUTION 10,000

MCG/20ML (500 ABSTRAL 3 PA; MO; QL (77

MCG/ML), 40,000 SUBLINGUAL per 30 days)

MCG/20ML (2,000 TABLET 600 MCG

MCG/ML) ABSTRAL 3 PA;MO:; QL (58

GABLOFEN 3 PA; MO SUBLINGUAL per 30 days)

INTRATHECAL TABLET 800 MCG

SYRI?I GE ?O acetaminophen- 1 QL (4500 per 30

MCG/ML (1 ML) codeine oral solution days)

LIORESAL 2 PA;MO 300 mg-30 mg /12.5

INTRATHECAL ml

SOLUTION 2,000 acetaminophen- 1 MO; QL (360 per

MCG/ML, 500 codeine oral tablet 30 days)

MCG/ML 300-15 mg, 300-30

LIORESAL 2 PA mg

INTRATHECAL acetaminophen- 1 MO; QL (180 per

SOLUTION 50 codeine oral tablet 30 days)

MCG/ML 300-60 mg

MESTINONORAL 2 MO ACTIQ 3 PA;MO; QL

SYRUP (120 per 30 days)

MESTINON ORAL 5= MO BUPRENEX 2 MO; QL (267 per

TABLET 30 days)

%IIE/ISSSHIZISII\I\I 2 MO buprenorphine hcl 1 QL (267 per 30

injection syringe days)

lgy r id?;tigmilne bl 1 MO buprenorphine hcl 1 MO; QL (300 per
romide oral tablet sublingual tablet 2 30 days)

tizanidine 1 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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buprenorphine hcl 1 MO; QL (75 per DURAGESIC 3 MO; QL (10 per
sublingual tablet 8 30 days) TRANSDERMAL 30 days)
mg PATCH 72 HOUR
] 12 MCG/HR, 25
BUTRANS 2 g/é%aQsI; (4 per MCG/HR, 50
Y MCG/HR, 75
CAPITAL WITH 3 MO; QL (4500 MCG/HR
CODEINE per30days)  ramorph (of) I MO; QL (4000
codeine sulfate oral 1 MO; QL (180 per injection solution 0.5 per 30 days)
tablet 30 days) mg/ml
DILAUDID (PF) 3 MO; QL (150 per duramorph (pf) 1 QL (2000 per 30
INJECTION 30 days) injection solution 1 days)
SOLUTION 2 mg/ml
MG/ML EMBEDA ORAL 3 MO; QL (60 per
DILAUDID (PF) 3 MO; QL (75 per CAPSULE,ORAL 30 days)
INJECTION 30 days) ONLY,EXT.REL
SOLUTION 4 PELL 100-4 MG
MG/ML EMBEDA ORAL 3 MO; QL (90 per
DILAUDID ORAL 3 MO; QL (1500 CAPSULE,ORAL 30 days)
LIQUID per 30 days) ONLY.EXT.REL
DILAUDID ORAL 3 MO; QL (180 per LELL20-0.8 MG,
TABLET 30 days) 30-1.2 MG, 50-2
MG, 60-2.4 MG
DILAUDID-HP 3 L (30 30
(BF) INJECTION anys() pet EMBEDA ORAL 3 MO: QL (75 per
SOLUTION CAPSULE,ORAL 30 days)
ONLY.EXT.REL
DOLOPHINE 3 MO; QL (120 per PELL 80-3.2 MG
ORAL TABLET 10 30d
MG ays) endocet oral tablet 1 MO; QL (360 per
10-325 mg, 5-325 30 days)
DOLOPHINE 3 MO; QL (240 per mg, 7.5-325 mg
ORAL TABLET 5 30d
MG ays) endodan 1 MO; QL (360 per
30 days)
DURAGESIC 3 MO; QL (9
TRANSDERMAL 30 dags) 0P EXaLGO R 3 MO; QL (60 per
PATCH 72 HOUR ORAL TABLET 30 days)
100 MCG/HR EXTENDED
RELEASE 24 HR

12 MG, 16 MG, 8
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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EXALGO ER 3 MO; QL (47 per FENTORA 3 PA; MO; QL
ORAL TABLET 30 days) BUCCAL TABLET, (120 per 30 days)
EXTENDED EFFERVESCENT
RELEASE 24 HR 100 MCG, 200
32 MG MCG
fentanyl citrate 1 PA; MO; QL (39 FENTORA 3 PA; MO; QL
buccal lozenge on a per 30 days) BUCCAL TABLET, (116 per 30 days)
handle 1,200 mcg EFFERVESCENT
fentanyl citrate 1 PA; MO; QL (29 400 MCG
buccal lozenge on a per 30 days) FENTORA 3 PA; MO; QL (77
handle 1,600 mcg BUCCAL TABLET, per 30 days)
fentanyl citrate 1 PA; MO; QL 16?7(1;5 IIE/IRC\SESCENT
buccal lozenge on a (120 per 30 days)
handle 200 mcg FENTORA 3 PA; MO; QL (58
fentanyl citrate 1 PA: MO: QL BUCCAL TABLET, per 30 days)
buccal lozenge on a (116 per 30 days) g(l):(f IIE/IRC\Q:JSCENT
handle 400 mcg
fentanyl citrate 1 PA; MO; QL (77 HYCET . MO; (?(If (5?50
buccal lozenge on a per 30 days) per ays
handle 600 mcg hydrocodone- 1 MO; QL (5550
fentanyl citrate 1 PA; MO; QL (58 acetqminophen oral per 30 days)
buccal lozenge on a per 30 days) SOZ%S_O” 17 5-325
handle 800 mcg e m
fentanyl transdermal 1 MO; QL (9 per hy drochone- ! MO; QL (360 per
patch 72 hour 100 30 days) acetaminophen oral 30 days)
mea/hr tablet 10-300 mg,

& 10-325 mg, 2.5-325
fentanyl transdermal 1 MO; QL (10 per  mg, 5-300 mg, 5-325
patch 72 hour 12 30 days) mg, 7.5-300 mg, 7.5-
mcg/hr, 25 mcg/hr, 325 mg
;Oc nj;‘;’j/hr’ 75 hydrocodone- 1 MO; QL (50 per

& ibuprofen oral tablet 30 days)
FENTANYL 3 MO; QL (10 per  7.5-200 mg
gﬁgﬁ%ﬁ%ﬁi 30 days) hydromorphone (pf) 1 MO; QL (120 per
37 5 MCG/HOUR injection solution 10 30 days)
62.5 MCG/HOUR, mg/ml
87.5 MCG/HOUR hydromorphone oral 1 MO; QL (1500

liquid 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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hydromorphone oral 1 MO; QL (180 per KADIAN ORAL 3 MO; QL (30 per
tablet 30 days) CAPSULE,EXTEN 30 days)
hydromorphone oral 1 MO; QL (60 per PDEII{};:JI]:ZI::[éSz% 0MG
tablet extended 30 days)
release 24 hr 12 mg, KADIAN ORAL 3 MO; QL (75 per
16 mg, 8 mg CAPSULE,EXTEN 30 days)
hydromorphone oral 1 MO; QL (47 per PDEII{JI;ZJI]::]?IIQSS% MG
tablet extended 30 days)
release 24 hr 32 mg LAZANDA 3 PA; MO; QL (23
HYSINGLA ER 3 MO; QL (60 per per 30 days)
ORAL 30 days) levorphanol tartrate 1 MO; QL (120 per
TABLET,ORAL 30 days)
ONLY,EXT.REL.24 ]
HR 100 MG. 20 lorcet (hydrocodone) 1 13\/([)(21,aQ;; (360 per
MG, 30 MG, 40 Y
MG, 60 MG, 80 MG lorcet hd 1 MO; QL (360 per
HYSINGLA ER 3 MO; QL (50 per 30 days)
ORAL 30 days) lorcet plus oral 1 MO; QL (360 per
TABLET,ORAL tablet 7.5-325 mg 30 days)
ONLY,EXT REL.24 lortab 10-325 1 MO; QL (360 per
HR 120 MG
30 days)
IBUDONE ORAL 3 MO; QL (50 per ] ]
TABLET 10-200 30 days) lortab 5-325 1 MO; QL (360 per
30 days)
MG
lortab 7.5-325 1 MO; QL (360
ibuprofen-oxycodone 1 MO; QL (28 per orta O; QL (360 per
30 days)
30 days)
KADIAN ORAL 3 MO: QL (90 per methadone injection 1 anLS()l60 per 30
CAPSULE,EXTEN 30 days) 4
D.RELEASE methadone oral 1 MO; QL (600 per
PELLETS 10 MG, solution 10 mg/5 ml 30 days)
20 MG, 30 MG, 40 methadone oral 1 MO; QL (1200
MG, 50 MG, 60 MG solution 5 mg/5 ml per 30 days)
KADIAN ORAL 3 MO; QL (60 per 1 orhadone oral 1 MO; QL (120 per
CAPSULE,EXTEN 30 days) tablet 10 mg 30 days)
D.RELEASE

PELLETS 100 MG

methadone oral
tablet 5 mg

MO; QL (240 per
30 days)

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

what the symbols and abbreviations on this table mean by going to page 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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morphine 1 MO; QL (300 per morphine oral 1 MO; QL (900 per
concentrate oral 30 days) solution 30 days)
solution morphine oral tablet 1 MO; QL (180 per
MORPHINE 3 QL (200 per 30 30 days)
ISI;I{%RISE}/EI\II(?US days) morphine oral tablet 1 MO; QL (60 per
MG/ML extended release 100 30 days)

mg
?;?:5 ZZ;{S Syringe 1 dQe} s()l 000 per 30 morphine oral tablet 1 MO; QL (120 per
2 mo/ml Yrng Y extended release 15 30 days)

mgrm mg, 30 mg

;Z?:f; VhelZOeuS Sorine ! anL S()S 00 per 30 morphine oral tablet 1 MO; QL (30 per
4 mg/ml Yrng y extended release 200 30 days)

mg
%9&3;%?1\}? OUS > dQL ()2 >0 per 30 morphine oral tablet 1 MO; QL (100 per
SYRINGE 8 ays extended release 60 30 days)
MG/ML ne
morphine oral 1 MO; QL (50 per ?:Bi(éﬁqﬂm ORAL 3 13\/([)(21;aQsI; (60 per
capsule, er 30 days) EXTENDED Y
’}’%ﬁ;ase 24 hr RELEASE 100 MG
morphine oral 1 MO; QL (60 per ?:BCL(?E?TIN ORAL 3 13\/([)(31;21(2;; (120 per
capsule, er 30 days) EXTENDED Y
Z;”%hsg p Z; 0 RELEASE 15 MG,
75 mg, 90 mg 30MG
morphine oral 1 MO; QL (90 per %A:Bi%{f,TIN ORAL 3 13\/([)%;;);; (30 per
capsule,extend.relea 30 days) EXTENDED y
e gpe;éez g1 o gz 0 RELEASE 200 MG
60 mg MS CONTIN ORAL 3 MO; QL (100 per
morphine oral 1 MO; QL (60 per EQI"I%IIEJI]?];ED 30 days)
capsule,extend.relea 30 days) RELEASE 60 MG
se pellets 100 mg
morphine oral 1 MO; QL (75 per NORCO 3 13\/(1)(21;31% (360 per
capsule,extend.relea 30 days) Y
se pellets 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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OPANA ER ORAL 3 MO; QL (90 per OXYCODONE 3 MO; QL (60 per

TABLET,ORAL 30 days) ORAL 30 days)

ONLY,EXT.REL.12 TABLET,ORAL

HR 10 MG, 15 MG, ONLY,EXT.REL.12

20 MG, 5 MG, 7.5 HR 80 MG

MG oxycodone- 1 MO; QL (360 per

OPANA ER ORAL 3 MO; QL (67 per  acetaminophen oral 30 days)

TABLET,ORAL 30 days) tablet 10-325 mg,

ONLY,EXT.REL.12 2.5-325 mg, 5-325

HR 30 MG mg, 7.5-325 mg

OPANA ER ORAL 3 MO; QL (50 per  oxycodone-aspirin 1 MO; QL (360 per

TABLET,ORAL 30 days) 30 days)

e T RELA2 OXYCONTIN 2 MO; QL (90 per
ORAL 30 days)

OPANA ORAL 3 MO; QL (200 per TABLET,ORAL

TABLET 10 MG 30 days) ONLY,EXT.REL.12

OPANA ORAL 3 MO; QL (180 per b o ME- 12 ME-

TABLET 5 MG 30 days) MG ’ ’

z;“]y? i;;i"”e oral ! %%a% (360 per Y CONTIN 2 MO; QL (67 per
ORAL 30 days)

oxycodone oral 1 MO; QL (180 per TABLET,ORAL

concentrate 30 days) ONLY.EXT.REL.12

oxycodone oral 1 MO; QL (1200 HR 60 MG

solution per 30 days) OXYCONTIN 2 MO; QL (50 per

oxycodone oral 1 MO; QL (180 per %EQII:ET ORAL 30 days)

tablet 10 mg, 15 mg, 30 days) )

20 mg ONLY,EXT.REL.12
HR 80 MG

d / 1 MO; QL (134

;);Zlce(;‘ 3051;121”61 30 d,a(}?s) (134 per oxymorphone oral 1 MO; QL (200 per

tablet 10 mg 30 days)
d / 1 MO; QL (360

;);Zlce(;‘ ;Z;OM 30 d,a(}?s) (360 per oxymorphone oral 1 MO; QL (180 per
tablet 5 mg 30 days)

OXYCODONE 3 MO; QL (90

ORAL 30 d,a()?s) (90 per oxymorphone oral 1 MO; QL (90 per

TABLET.ORAL tablet extended 30 days)

ONLY E),(T REL.12 release 12 hr 10 mg,

HR 10 MG, 20 MG L5 mg, 20 mg, 5 mg,

’ ’ 7.5 mg

40 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page 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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oxymorphone oral 1 MO; QL (67 per SUBSYS 3 PA; MO; LA;
tablet extended 30 days) SUBLINGUAL QL (84 per 30
release 12 hr 30 mg SPRAY,NON- days)
oxymorphone oral 1 MO; QL (50 per QIECIE}?SS}?;JAL‘S({)O
tablet extended 30 days)
release 12 hr 40 mg SUBSYS 3 PA; MO; LA;
PERCOCET ORAL 3 MO; QL (360 per SUBLINGUAL QL (56 per 30
SPRAY,NON- days)
TABLET 10-325 30 days)
AEROSOL 600
MG, 2.5-325 MG, 5- MCG/SPRAY
325 MG, 7.5-325
MG SUBSYS 3 PA; MO; LA,;
. SUBLINGUAL QL (42 per 30
PERCODAN 3 g/é%aQSI; (360 per SPRAY,NON- days)
i AEROSOL 800
PRIMLEV 3 MO; QL (360 per MCG/SPRAY
30 days) SYNALGOS-DC 3 MO; QL (300 per
reprexain 1 MO; QL (50 per 30 days)
30 days)
TREZIX ORAL 3 MO; QL (300 per
ROXICET ORAL 3 MO; QL (800 per CAPSULE 16- 30 days)
SOLUTION 30 days) 320.5-30 MG
ROXICODONE 3 MO; QL (180 per TYLENOL- 3 MO; QL (360 per
ORAL TABLET 15 30 days) CODEINE #3 30 days)
MG TYLENOL- 3 MO; QL (180 per
ROXICODONE 3 MO; QL (134 per CODEINE #4 30 days)
I?A%AL TABLET 30 30 days) vicodin es oral tablet 1 MO; QL (360 per
7.5-300 mg 30 days)
ROXICODONE 3 MO;QL360per ", o iin hp oral 1 MO; QL (360 per
ORAL TABLET 5 30 days)
MG tablet 10-300 mg 30 days)
SUBSYS 3 PA: MO: LA- vicodin oral tablet 5- 1 MO; QL (360 per
SUBLINGUAL QL (120 per30 30078 30 days)
SPRAY,NON- days) VICOPROFEN 3 MO; QL (50 per
AEROSOL 100 30 days)
MCG/SPRAY, 200 :
MCG/SPRAY XARTEMIS XR 3 MO; QL (120 per
30 days)
XODOL 10/300 3 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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XODOL 5/300 3 MO; QL (360 per butorphanol tartrate 1 MO; QL (5 per
30 days) nasal 28 days)
XODOL 7.5/300 3 MO; QL (360 per CAMBIA 3 ST; MO; QL (9
30 days) per 30 days)
zamicet 1 QL (5550 per 30 CELEBREX 3 MO
days) celecoxib 1 MO
ZOHYDRO ER 3 MO; QL (90 per .
ORAL CAPSULE, 30 days) CONZIP 3 13\/([)%&% (30 per
ORAL ONLY, ER y
12HR DAYPRO 3 MO
NON-NARCOTIC ANALGESICS diclofenac potassium 1 MO
ANAPROX 3 MO diclofenac sodium 1 MO
/
ANAPROX DS 3 Mo o
A 0 3 o diclofenac sodium 1 MO
RTHROTEC 5 M topical drops
ARTHROTEC 75 3 MO diclofenac- 1 MO
BUNAVAIL 3 PA; MO; QL (30 misoprostol
BUCCAL FILM per 30 days) diflunisal 1 MO
2.1-0.3 MG
DUEXIS 3 ST; MO
BUNAVAIL 3 PA; MO; QL (60 ’
BUCCAL FILM per 30 days) EC-NAPROSYN 3 MO
4.2-0.7 MG, 6.3-1 etodolac 1 MO
MG
EVZIO 3 MO; QL (0.8 per
buprenorphine- 1 PA; MO; QL 30 days)
naloxone sublingual (360 per 30 days)
tablet 2-0.5 mg FELDENE 3 MO
buprenorphine- 1 PA; MO; QL (90 Jfenoprofen oral 1 MO
naloxone sublingual per 30 days) tablet
tablet 8-2 mg FLECTOR 3 PA;MO; QL (60
butorphanol tartrate 1 MO; QL (720 per per 30 days)
injection solution 1 30 days) flurbiprofen 1 MO
mg/ml
& ibuprofen oral 1 MO
butorphanol tartrate 1 MO; QL (360 per suspension
injection solution 2 30 days)
ibuprofen oral tablet 1 MO

mg/ml

400 mg, 600 mg, 800
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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ketoprofen oral 1 MO naproxen sodium 1 MO

capsule oral tablet, er

ketoprofen oral 1 MO multiphase 24 hr

capsule,ext rel. NUCYNTA ER 3 MO; QL (60 per

pellets 24 hr 200 mg 30 days)

meclofenamate oral 1 MO NUCYNTA ORAL 3 MO; QL (181 per

mefenamic acid 1 MO TABLET 100 MG 30 days)

. NUCYNTA ORAL 3 MO; QL (362 per
meloxicam oral . 0 TABLET 50 MG 30 days)
suspension

. NUCYNTA ORAL 3 MO; QL (242 per
Zzlloe’;’]c?”; ;ml R 1O TABLET 75 MG 30 days)
meloxicam oral 1 MO; QL (30 per oxaprozin ! MO
tablet 7.5 mg 30 days) PENNSAID 3 ST; MO
MOBIC ORAL 3 MO SOLUTION IN
SUSPENSION

METERED-DOSE
MOBIC ORAL 3 MO PUMP
TABLET 15 MG piroxicam 1 MO
MOBIC ORAL 3 MO; QL (30 per
TABLET 7.5 MG 30 days) PONSTEL E
nabumetone 1 MO SPRIX . ST; MO
o SUBOXONE 2 PA; MO; QL (60
nalbuphine injection 1 MO; QL (200 per ’ ’
solution 10 mg/ml 30 days) SUBLINGUAL per 30 days)
FILM 12-3 MG
nalbuphine injection 1 MO; QL (100 per ] ]
solution 20 mg/ml 30 days) SUBOXONE < PA; MO; QL
SUBLINGUAL (360 per 30 days)
naloxone injection 1 MO FILM 2-0.5 MG
syringe 1 mg/ml SUBOXONE 2 PA; MO; QL (90
naltrexone oral 1 MO SUBLINGUAL per 30 days)
NAPRELAN CR 3 ST;MO oA MG, 82
NAPROSYN ORAL 3 MO
TABLET sulindac oral 1 MO
naproxen 1 MO TIVORBEX 3 ST; MO; QL (90
per 30 days)
di 1 MO
ng;?;gi;g 7l5u:;g tolmetin oral capsule 1 MO
550 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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tolmetin oral tablet 1 MO ZORVOLEX 3 ST; MO
600 mg ZUBSOLV 3 PA; MO: QL (90
TRAMADOL 3 QL (30 per 30 SUBLINGUAL per 30 days)
ORAL days) TABLET 1.4-0.36
CAPSULE,ER MG, 5.7-1.4 MG
}137IP£ASE 24 HR ZUBSOLV 3 PA:QL (60 per
_ SUBLINGUAL 30 days)
TRAMADOL 3 QL (30 per 30 TABLET 8.6-2.1
ORAL days) MG
CAPSULE,.ER
BIPHASE 24 HR PSYCHOTHERAPEUTIC DRUGS
25-75 100 MG, 200 ABILIFY 3 MO; QL (90 per
MG DISCMELT ORAL 30 days)
. TABLET,DISINTE
tramadol oral tablet 1 MO; QL (240 per GRATING 10 MG
30 days)
tramadol oral tablet 1 MO; QL (30 per ABILIFY < MO
extended release 24 30 days) MAINTENA
INTRAMUSCULA
hr 100 mg, 200 mg R
tramadol oral tablet, 1 MO; QL (30 per SUSPENSION,EXT
er multiphase 24 hr 30 days) ENDED REL
300 mg RECON
tramadol- 1 MO; QL (240 per ABILIFY 2
acetaminophen 30 days) MAINTENA
ULTRACET 3 MO:; QL (240 per INTRAMUSCULA
30 days) R
SUSPENSION,EXT
ULTRAM 3 MO; QL (240 per ENDED REL
30 days) SYRING
ULTRAM ER 3 MO; QL (30 per  ABILIFY ORAL 3 MO; QL (90 per
30 days) TABLET 10 MG 30 days)
VIMOVO 3 ST; MO ABILIFY ORAL 3 MO; QL (60 per
VOLTAREN GEL 2 MO
TABLET 2 MG 30 days)
VOLTAREN-XR 3 MO
ABILIFY ORAL 3 MO; QL (30 per
ZIPSOR 3 ST; MO TABLET 30 MG 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page 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 3 MO; QL (180 per aripiprazole oral 1 MO; QL (450 per
TABLET 5 MG 30 days) tablet 2 mg 30 days)
ADDERALL ORAL 3 MO aripiprazole oral 1 MO; QL (30 per
TABLET 20 MG, 5 tablet 30 mg 30 days)
MG, 7.5 MG aripiprazole oral 1 MO; QL (180 per
ADDERALL XR 3 MO tablet 5 mg 30 days)
AMBIEN 3 ST; MO; QL (30 ATIVAN ORAL 3 PA; MO
per 30 days) BELSOMRA 3 ST;MO: QL (30
AMBIEN CR 3 ST; MO; QL (30 per 30 days)
per 30 days) BRINTELLIX 3 MO: QL (60 per
amitriptyline 1 PA; MO ORAL TABLET 10 30 days)
amoxapine 1 MO MG
. BRINTELLIX 3 MO; QL (30 per
amphetamine salt . MO ORAL TABLET 20 30 days)
combo
MG
ANAFRANIL 3 PAMO BRINTELLIX 3 MO: QL (120 per
APLENZIN ORAL 3 MO;QL (90 per ORAL TABLET 5 30 days)
TABLET 30 days) MG
EXTENDED
RELEASE 24 HR BRISDELLE 3 13\/([)%, QL (30 per
174 MG 2ys)
APLENZINORAL 3 MO;QL (60 per upropionheloral - O
TABLET 30 days) anie
EXTENDED bupropion hcl oral 1 MO; QL (120 per
RELEASE 24 HR tablet extended 30 days)
348 MG release 100 mg
APLENZIN ORAL 3 MO; QL (30 per  bupropion hcl oral 1 MO; QL (90 per
TABLET 30 days) tablet extended 30 days)
EXTENDED release 150 mg
?;Esz/IIAéSE 24 HR bupropion hcl oral 1 MO; QL (60 per
tablet extended 30 days)
APTENSIO XR 3 release 200 mg
aripiprazole oral 1 MO; QL (90 per  bupropion hcl oral 1 MO; QL (90 per
tablet 10 mg 30 days) tablet extended 30 days)
aripiprazole oral 1 MO; QL (60 per release 24 hr 130 mg
tablet 15 mg, 20 mg 30 days)

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

what the symbols and abbreviations on this table mean by going to page 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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bupropion hcl oral 1 MO; QL (60 per CLOZAPINE 3
tablet extended 30 days) ORAL
release 24 hr 300 mg TABLET,DISINTE
. GRATING 150 MG,
buspirone 1 MO 200 MG
CELEXA ORAL 3 MO; QL (120 per
TABLET 10 MG 30 days) CLOZARIL E- VO
CELEXA ORAL 3 MO; QL (60per CONCERTA S MO
TABLET 20 MG 30 days) CYMBALTA 3 ST; MO; QL
CELEXA ORAL 3 MOIQLGO0per ot oy (180 per 30 days)
TABLET 40 MG 30 days) ED ’
chlorpromazine 1 MO RELEASE(DR/EC)
citalopram oral 1 MO 20 MG
solution CYMBALTA 3 ST; MO; QL
citalopram oral 1 MO; QL (120 per 8}:?; LE.DELAY (120 per 30 days)
tablet 10 mg 30 days) e ULE,
citalopram oral 1 MO; QL (60 per RELEASE(DR/EC)
tablet 20 mg 30 days) 30 MG
citalopram oral 1 MO; QL (30 per CYMBALTA 3 ST; MO; QL (60
tablet 40 mg 30 days) ORAL per 30 days)
clomipramine 1 PA; MO ESP SULE,DELAY
clonidine hcl oral 1 MO RELEASE(DR/EC)
tablet extended 60 MG
release 12 hr
DAYTRANA 3 MO
clorazepate 1 PA; MO - :
dipotassium desipramine oral 1 MO
clozapine oral tablet 1 MO DESOXYN 3 MO
100 mg, 25 mg, 50 DESVENLAFAXIN 3 ST; MO; QL
mg E ORAL TABLET (120 per 30 days)
clozapine oral tablet 1 EXTENDED
RELEASE 24 HR
200 mg
100 MG
clozapine oral 1 _ .
tablet, disintegrating DESVENLAFAXIN 3 ST; MO; QL
100 mg, 12.5 mg, 25 E ORAL TABLET (240 per 30 days)
mg EXTENDED
RELEASE 24 HR
50 MG

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

what the symbols and abbreviations on this table mean by going to page 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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dexedrine 1 MO EFFEXOR XR 3 ST; MO; QL
DEXEDRINE 3 MO ORAL (180 per 30 days)
SPANSULE CAPSULE,EXTEN
DED RELEASE
dexmethylphenidate 1 MO 24HR 37.5 MG
dextroamphetamine 1 MO EFFEXOR XR 3 ST; MO; QL (90
oral capsule, ORAL per 30 days)
extended release CAPSULE,EXTEN
. DED RELEASE
dextroamphetamine 1 MO YAHR 75 MG
oral tablet
dextroamphetamine- 1 MO EMSAM 2 MO
amphetamine oral ergoloid 1 MO
capsule,extended escitalopram oxalate 1 MO
release 24hr .
oral solution
diazepam intensol ! PA; MO escitalopram oxalate 1 MO; QL (60 per
diazepam oral 1 PA; MO oral tablet 10 mg 30 days)
solution 5 mg/3 ml escitalopram oxalate 1 MO; QL (30 per
diazepam oral tablet 1 PA; MO oral tablet 20 mg 30 days)
doxepin oral 1 PA; MO escitalopram oxalate 1 MO; QL (120 per
duloxetine oral 1 MO; QL (180 per oral tablet 3 mg 30 days)
capsule,delayed 30 days) eszopiclone 1 ST; MO; QL (30
release(dr/ec) 20 mg per 30 days)
duloxetine oral 1 MO; QL (120 per EVEKEO 3 PA; MO
jZZSCt”;l:gf/le‘gego . 30 days) FANAPT ORAL 3 MO:; QL (720 per
g TABLET 1 MG 30 days)

fZlZf;Z’Z; l‘;”gd ! g’é%aQsL) (O0per "L ANAPT ORAL 3 MO: QL (90 per

psute,aetay y TABLET 10 MG, 8 30 days)
release(dr/ec) 40 mg MG
fZZﬁZ’Zfe IZ’;‘Zd ! %%a% (60 per "k ANAPT ORAL 3 MO; QL (60 per
release(dr/ec) 60 mg TABLET 12 MG 30 days)
EFFEXOR XR 3 STIMO;QL(60 SARATTORAL R O (360 per
ORAL per 30 days) ays)
CAPSULE,EXTEN FANAPT ORAL 3 MO; QL (180 per
DED RELEASE TABLET 4 MG 30 days)
24HR 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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FANAPT ORAL 3 MO; QL (120 per fluoxetine oral tablet 1 MO; QL (240 per

TABLET 6 MG 30 days) 10 mg 30 days)

FANAPT ORAL 3 MO; QL (8 per  fluoxetine oral tablet 1 MO

TABLETS,DOSE 28 days) 20 mg

PACK FLUOXETINE 3 MO

FAZACLO 3 ORAL TABLET 60

FETZIMA ORAL 2> ST:MO:QL(28 MG

CAPSULE,EXT per 28 days) fluphenazine 1 MO

REL 24HR DOSE decanoate

PACK fluphenazine hcl 1 MO

FETZIMA ORAL 2 ST; MO; QL (30 . i

CAPSULE,EXTEN per 30 days) {:ZZ;;;C;”Z Zin"ggfl ! 13\/([)?1}% (90 per

}Dlng ;)EI\I;[]E}ASE 24 release 24hr 100 mg

FETZIMA ORAL ) ST: MO: QL [fluvoxamine oral 1 MO; QL (60 per

CAPSULE,EXTEN (180 per 30 days) j;’ig;f;j;”ﬁgm 30 days)

DED RELEASE 24 &

HR 20 MG Sfluvoxamine oral 1 MO; QL (90 per

FETZIMA ORAL 2 ST:MO: QL (90 ‘eblet 100 mg 30 days)

CAPSULE,EXTEN per 30 days) fluvoxamine oral 1 MO; QL (360 per

DED RELEASE 24 tablet 25 mg 30 days)

HR 40 MG fluvoxamine oral 1 MO; QL (180 per

FETZIMA ORAL 2 ST; MO; QL (45 tablet 50 mg 30 days)

CAPSULE,EXTEN per 30 days)

DED RELEASE 24 FOCALIN 3 MO

HR 80 MG FOCALIN XR 3 MO

fluoxetine oral 1 MO:; QL (240 per FORFIVO XL 3 MO; QL (30 per

capsule 10 mg 30 days) 30 days)

fluoxetine oral 1 MO GEODON 3 MO

capsule 20 mg INTRAMUSCULA

fluoxetine oral 1 MO; QL (60 per

capsule 40 mg 30 days) GEODON ORAL 3 MO; QL (240 per
CAPSULE 20 MG 30d

fluoxetine oral 1 MO; QL (4 per ays)

capsule,delayed 28 days) GEODON ORAL 3 MO; QL (120 per

release(dr/ec) CAPSULE 40 MG 30 days)

Sfluoxetine oral 1 MO GEODON ORAL 3 MO; QL (80 per

solution CAPSULE 60 MG 30 days)

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

what the symbols and abbreviations on this table mean by going to page 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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GEODON ORAL 3 MO; QL (60 per IRENKA 3 MO; QL (90 per
CAPSULE 80 MG 30 days) 30 days)
guanidine 1 MO KAPVAY 3 MO
HALDOL 3 MO KHEDEZLA ORAL 3 ST; MO; QL
HALDOL 3 MO TABLET (120 per 30 days)
DECANOATE EXTENDED

RELEASE 24HR
haloperidol 1 MO 100 MG
haloperidol 1 MO KHEDEZLA ORAL 3 ST; MO; QL
decanoate TABLET (240 per 30 days)

: EXTENDED

haloperidol lactate 1 MO RELEASE 24HR 50
HETLIOZ 3 PA; MO MG
imipramine hcl 1 PA; MO LATUDA ORAL 2 MO; QL (30 per
imipramine pamoate 1 PA; MO TABLET 120 MG 30 days)
EXTENDED LATUDA ORAL 2 MO; QL (120 per
RELEASE 24HR TABLET 40 MG 30 days)
1.5 MG

LATUDA ORAL 2 MO; QL (60 per
INVEGA ORAL 3 MO; QL (120 per TABLET 60 MG, 80 30 days)
TABLET 30 days) MG
EXTENDED
RELEASE 24HR 3 LEXAPRO ORAL 3 MO

SOLUTION
MG
INVEGA ORAL 3 MO;QL(60per EXAPRO ORAL . < (60 per
TABLET 30 days) ays)
EXTENDED LEXAPRO ORAL 3 MO; QL (30 per
RELEASE 24HR 6 TABLET 20 MG 30 days)
MG LEXAPRO ORAL 3 MO; QL (120 per
INVEGA ORAL 3 MO; QL (41 per TABLET 5 MG 30 days)
E)A(EEI]EIEED 30 days) lithium carbonate 1 MO
RELEASE 24HR 9 lithium citrate oral 1 MO
MG solution 8 meq/5 ml
INVEGA 3 MO LITHOBID 3 MO
SUSTENNA lorazepam intensol 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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lorazepam oral 1 PA; MO mirtazapine 1 MO
tablet modafinil I PA:MO
loxapine succinate 1 MO NARDIL 3 MO
LUNESTA S;rr; é\(/)l Odayl}?s? (30 nefazodone 1 MO
maprotiline 1 MO NORPRAMIN 3 MO
MARPLAN ) MO nortriptyline 1 MO
METADATE CD 3 MO NUVIGIL 3 PA; MO
metadate er 1 MO olanzapine ! MO
intramuscular
methamphetamine ; MO olanzapine oral 1 MO; QL (60 per
METHYLIN ORAL 3 MO tablet 10 mg 30 days)
SOLUTION olanzapine oral 1 MO; QL (30 per
METHYLIN ORAL 3 MO tablet 15 mg, 20 mg 30 days)
EEBLET’CHEWAB olanzapine oral 1 MO; QL (240 per
tablet 2.5 mg 30 days)

?}Zt[h}c} ?ﬁi’;;dzﬁe I MO olanzapine oral 1 MO; QL (120 per
biphasi’ 3 0_’7 010 tablet 5 mg 30 days)
mg, 50 mg, 60 mg olanzapine oral 1 MO; QL (81 per
methylphenidate 1 MO tablet 7.5 mg 30 days)
oral capsule,er olanzapine oral 1 MO; QL (60 per
biphasic 50-50 tablet,disintegrating 30 days)
methylphenidate 1 MO 10mg
oral solution olanzapine oral 1 MO; QL (30 per
methylphenidate ) MO tablet,disintegrating 30 days)
oral tablet 15 mg, 20 mg

: olanzapine oral 1 MO; QL (120 per
mretlh;/ l%zetmd;zte ded . MO tablet,disintegrating 30 days)
oral tablet extende 5 mg
release
methylphenidate 1 MO ;ZZZ:)CZ;};ZQ- ! MO
oral tablet extended
release 24hr ORAP 2 MO
methylphenidate 1 MO oxazepam 1 PA; MO
oral tablet,chewable PAMELOR 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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PARNATE 3 MO PAXIL ORAL 3 MO; QL (180 per
paroxetine hcl oral 1 MO; QL (180 per TABLET 10 MG 30 days)
tablet 10 mg 30 days) PAXIL ORAL 3 MO; QL (90 per
paroxetine hcl oral 1 MO; QL (90 per TABLET 20 MG 30 days)
tablet 20 mg 30 days) PAXIL ORAL 3 MO; QL (60 per
paroxetine hcl oral 1 MO; QL (60 per TABLET 30 MG 30 days)
tablet 30 mg 30 days) PAXIL ORAL 3 MO; QL (45 per
paroxetine hcl oral 1 MO; QL (45 per TABLET 40 MG 30 days)
tablet 40 mg 30 days) perphenazine 1 MO
paroxetine hcl oral 1 MO; QL (180 per PEXEVA ORAL 3 MO; QL (180 per
tablet extended 30 days) TABLET 10 MG 30 days)
release 24 hr 12.5 PEXEVA ORAL 3 MO; QL (90 per
ne TABLET 20 MG 30 days)
f;’gl‘;’geet;’;:nzce;‘)ml ! %%a% (O0per  pEXEVA ORAL 3 MO; QL (60 per
release 24 hr 25 mg TABLET 30 MG 30 days)

. PEXEVA ORAL 3 MO; QL (45 per
paroxetine hcl oral 1 MO; QL (60 per
tablet extended 30 days) TABLET 40 MG 30 days)
release 24 hr 37.5 phenelzine 1 MO
ns PRISTIQ ORAL 2 ST; MO; QL
PAXIL CR ORAL 3 MO; QL (180 per TABLET (120 per 30 days)
TABLET 30 days) EXTENDED
EXTENDED RELEASE 24 HR
RELEASE 24 HR 100 MG
12.5 MG PRISTIQ ORAL 2 ST:MO: QL
PAXIL CR ORAL 3 MO; QL (90 per TABLET (480 per 30 days)
TABLET 30 days) EXTENDED
EXTENDED RELEASE 24 HR
RELEASE 24 HR 25 MG
25 MG ) :

PRISTIQ ORAL 2 ST; MO; QL
PAXIL CR ORAL 3 MO; QL (60 per TABLET (240 per 30 days)
TABLET 30 days) EXTENDED
EXTENDED RELEASE 24 HR
RELEASE 24 HR 50 MG
37.5 MG procentra 1 MO
PAXIL ORAL 3 MO .
tyl 1 M

SUSPENSION protriplyrine ©

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction 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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PROVIGIL 3 PA; MO RISPERDAL M- 3 MO; QL (480 per
PROZAC ORAL 3 MO:; QL (240 per %ESERTADLISINTE 30 days)
CAPSULE 10 MG 30 days) ’
GRATING 1 MG
ERAOPSG(L:EO;})A&G S © RISPERDAL M- 3 MO; QL (240 per
TAB ORAL 30 days)
PROZAC ORAL 3 MO; QL (60 per TABLET,DISINTE
CAPSULE 40 MG 30 days) GRATING 2 MG
PROZAC WEEKLY 3 MO; QL (4 per  RISPERDAL M- 3 MO; QL (161 per
28 days) TAB ORAL 30 days)
quetiapine oral 1 MO; QL (240 per gﬁl%%ré)isl\l}[\g E
tablet 100 mg 30 days)
quetiapine oral 1 MO; QL (120 per ?EgE)RR]XiL M- 3 13\/([)%’ QL (120 per
tablet 200 mg 30 days) ays)
TABLET,DISINTE
quetiapine oral 1 MO; QL (902 per GRATING 4 MG
tablet 25 30d
ablet 0 mg 2ys) RISPERDAL ORAL 3 MO; QL (480 per
quetiapine oral 1 MO; QL (81 per SOLUTION 30 days)
tablet 300 30d
ablet JvU me ays) RISPERDAL ORAL 3 MO; QL (1920
quetiapine oral 1 MO; QL (60 per  TABLET 0.25 MG per 30 days)
tablet 400 30d
ablet 7V me ays) RISPERDAL ORAL 3 MO; QL (960 per
quetiapine oral 1 MO; QL (480 per TABLET 0.5 MG 30 days)
tablet 50 30
ablet T mg days) RISPERDAL ORAL 3 MO; QL (480 per
QUILLIVANT XR 3 MO TABLET 1 MG 30 days)
REMERON 3 MO RISPERDAL ORAL 3 MO; QL (240 per
SOLTAB RISPERDAL ORAL 3 MO; QL (161 per
RISPERDAL 5 MO RISPERDAL ORAL 3 MO; QL (120 per
CONSTA TABLET 4 MG 30 days)
RISPERDAL M- 3 MO; QL (960 per rispe;"idone oral 1 MO; QL (480 per
TAB ORAL 30 days) solution 30 days)
TABLET,DISINTE risperidone oral 1 MO; QL (1920
GRATING 0.5 MG tablet 0.25 mg per 30 days)

risperidone oral
tablet 0.5 mg

MO; QL (960 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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risperidone oral 1 MO; QL (480 per SAPHRIS (BLACK 2 MO; QL (240 per
tablet 1 mg 30 days) CHERRY) 30 days)
risperidone oral 1 MO; QL (240 per %XBBIEIEI\SU? 1\1;[ G
tablet 2 mg 30 days) i
risperidone oral 1 MO; QL (161 per SAPHRIS (BLACK 2 MO; QL (120 per
tablet 3 mg 30 days) CHERRY) 30 days)

SUBLINGUAL
risperidone oral 1 MO; QL (120 per TABLET 5 MG
tablet 4 mg 30 days)

SARAFEM ORAL 3 MO
risperidone oral 1 MO; QL (1920 TABLET 10 MG, 20
tablet,disintegrating per 30 days) MG
0.25 mg SEROQUEL ORAL 3 MO:; QL (240 per
risperidone oral 1 MO; QL (960 per TABLET 100 MG 30 days)
gagljf’d’s’”’eg”“””g 30 days) SEROQUEL ORAL 3  MO:; QL (120 per

2 Me TABLET 200 MG 30 days)
o ﬁi’;}ft;};ﬁ ting ! %%a% (480 per gk R OQUEL ORAL 3 MO; QL (902 per
I mg ’ TABLET 25 MG 30 days)
. . SEROQUEL ORAL 3 MO; QL (81 per

risperidone oral 1 MO; QL (240 per
tablet,disintegrating 30 days) TABLET 300 MG 30 days)
2mg SEROQUEL ORAL 3 MO; QL (60 per
risperidone oral 1 MO; QL (161 per TABLET 400 MG 30 days)
tablet,disintegrating 30 days) SEROQUEL ORAL 3 MO; QL (480 per
3 mg TABLET 50 MG 30 days)
risperidone oral 1 MO; QL (120 per SEROQUEL XR 2 MO; QL (161 per
tablet,disintegrating 30 days) ORAL TABLET 30 days)
4mg EXTENDED

RELEASE 24 HR
RITALIN 3 MO 150 MG
RITALIN LA 3 MO SEROQUEL XR 2 MO; QL (120 per
ROZEREM 2 MO; QL (30 per ORAL TABLET 30 days)

30 days) EXTENDED

SAPHRIS (BLACK 2 MO; QL (60 per 2R(§)LBE/[‘2}SE 24 HR
CHERRY) 30 days)
SUBLINGUAL

TABLET 10 MG

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

what the symbols and abbreviations on this table mean by going to page 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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SEROQUEL XR 2 MO; QL (81 per TOFRANIL 3 PA; MO
ORAL TABLET 30 days) )
EXTENDED TOFRANIL-PM 3 PA; MO
RELEASE 24 HR TRANXENE T- 3 PA; MO
300 MG TAB ORAL
SEROQUEL XR 2 MO; QL (60 per 3??};5 T3.75 MG,
ORAL TABLET 30 days) i
EXTENDED tranylcypromine 1 MO
RELEASE 24 HR
400 MG trazodone 1 MO
tri ] 1 M

SEROQUEL XR 2 MO: QL (480 per "V uoperazine ©
ORAL TABLET 30 days) VALIUM 3 PA; MO
EXTENDED venlafaxine oral 1 MO; QL (60 per
RELEASE 24 HR capsule,extended 30 days)
50 MG release 24hr 150 mg
sertraline oral 1 MO venlafaxine oral 1 MO; QL (180 per
concenirate capsule,extended 30 days)
sertraline oral tablet 1 MO; QL (60 per  release 24hr 37.5 mg
100 mg 30 days) venlafaxine oral 1 MO; QL (90 per
sertraline oral tablet 1 MO; QL (240 per capsule,extended 30 days)
25 mg 30 days) release 24hr 75 mg
sertraline oral tablet 1 MO; QL (120 per venlafaxine oral 1 MO; QL (90 per
50 mg 30 days) tablet 100 mg, 75 mg 30 days)
SILENOR 3 MO; QL (30 per  venlafaxine oral 1 MO; QL (270 per

30 days) tablet 25 mg 30 days)
SONATA ORAL 3 ST; MO; QL (60 venlafaxine oral 1 MO; QL (180 per
CAPSULE 10 MG per 30 days) tablet 37.5 mg 30 days)
SONATA ORAL 3 ST; MO; QL (30 venlafaxine oral 1 MO; QL (150 per
CAPSULE 5 MG per 30 days) tablet 50 mg 30 days)
STRATTERA 2 MO VENLAFAXINE 3 MO:; QL (60 per

' ORAL TABLET 30 days)

SURMONTIL 3 PA; MO EXTENDED
SYMBYAX 3 MO RELEASE 24HR
temazepam 1 PA; MO 150 MG
thioridazine 1 MO
thiothixene 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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VENLAFAXINE 3 MO; QL (30 per WELLBUTRIN SR 3 MO; QL (60 per

ORAL TABLET 30 days) ORAL TABLET 30 days)

EXTENDED EXTENDED

RELEASE 24HR RELEASE 200 MG

225 MG WELLBUTRINXL 3 MO; QL (90 per

VENLAFAXINE 3 MO; QL (180 per ORAL TABLET 30 days)

ORAL TABLET 30 days) EXTENDED

EXTENDED RELEASE 24 HR

RELEASE 24HR 150 MG

375 MG WELLBUTRINXL 3 MO; QL (60 per

VENLAFAXINE 3 MO; QL (90 per ORAL TABLET 30 days)

ORAL TABLET 30 days) EXTENDED

EXTENDED RELEASE 24 HR

RELEASE 24HR 75 300 MG

MG XYREM 2 MO;LA

VERSACLOZ 2 LA zaleplon oral 1 ST; MO; QL (60

VIIBRYD ORAL 2 MO; QL (120 per capsule 10 mg per 30 days)

TABLET 10 MG 30 days) zaleplon oral 1 ST; MO; QL (30

VIIBRYD ORAL 2 MO; QL (60 per capsule 5 mg per 30 days)

TABLET 20 MG 30 days) zenzedi oral tablet 1 MO

VIIBRYD ORAL 2 MO; QL 30 per 10 mg, 5 mg

TABLET 40 MG 30 days) ZENZEDI ORAL 3 MO

VIIBRYD ORAL 2 MO; QL (30 per TABLET 15 MG,

TABLETS,DOSE 30 days) 2.5 MG, 20 MG, 30

PACK 10 MG (7)- MG, 7.5 MG

?10 6MG (7)-40 MG ziprasidone hcl oral 1 MO; QL (240 per
) capsule 20 mg 30 days)

VYVANSE > MO ziprasidone hcl oral 1 MO; QL (120 per

WELLBUTRIN 3 MO capsule 40 mg 30 days)

WELLBUTRIN SR 3 MO; QL (120 per ziprasidone hcl oral 1 MO; QL (80 per

ORAL TABLET 30 days) capsule 60 mg 30 days)

EXTENDED . . .

RELEASE 100 MG ziprasidone hcl oral 1 MO; QL (60 per

capsule 80 mg 30 days)

WELLBUTRIN SR 3 MO;QL(90Per 01 OrT ORAL B

ORAL TABLET 30 days) CONCENTRATE

EXTENDED

RELEASE 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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ZOLOFT ORAL 3 MO; QL (60 per ZYPREXA ZYDIS 3 MO; QL (30 per
TABLET 100 MG 30 days) ORAL 30 days)
ZOLOFT ORAL 3 MO; QL (240 per éﬁ%\?g EIE[E}E
TABLET 25 MG 30 days) 20 MG
%iggg ?ﬁﬁé 3 13\/([)(21;31% (120 per * 3 pREXA ZYDIS 3 MO; QL (120 per
Y ORAL 30 days)
zolpidem 1 ST; MO; QL (30 TABLET,DISINTE
per 30 days) GRATING 5 MG
ZOLPIMIST 3 E;F;S())L I CARDIOVASCUL AR,
y HYPERTENSION / LIPIDS
ZYPREXA 3 MO
INTRAMUSCULA ANTIARRHYTHMIC AGENTS
R amiodarone 1 PA; MO
ZYPREXA ORAL 3 MO; QL (60 per intravenous solution
TABLET 10 MG 30 days) amiodarone oral 1 MO
ZYPREXA ORAL 3 MO; QL (30 per ‘tablet 200 mg, 400
TABLET 15 MG, 20 30 days) ns
MG BETAPACE AF 3 MO
TABLET 2.5 M
> MG 30 days) mexiletine 1 MO
ZYPREXA ORAL 3 MO; QL (120 per
TABLET 5 MG 30 days) MULTAQ S MO
ZYPREXA ORAL 3 MO; QL (81 per NEXTERONE 3 PA
TABLET 7.5 MG 30 days) pacerone oral tablet 1 MO
ZYPREXA 2 LA 100 mg, 200 mg, 400
RELPREVV "
INTRAMUSCULA procainamide 1 MO
R SUSPENSION injection solution
FOR 100 mg/ml
RECONSTITUTIO namid 1
N 210 MG procamamiae
injection solution
ZYPREXA ZYDIS 3 MO; QL (60 per 500 mg/ml
ORAL 30 days)
TABLET,DISINTE propafenone S VO
GRATING 10 MG quinidine gluconate 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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quinidine sulfate 1 MO amlodipine- 1 MO
oral tablet benazepril
RYTHMOL ORAL 3 MO amlodipine- 1 MO
TABLET 150 MG, valsartan
225 MG amlodipine- 1 MO
RYTHMOL SR 3 MO valsartan-hcthiazid
sorine oral tablet 1 MO ATACAND 3 ST; MO
. 2g 0mg, 160 mg, 80 ATACAND HCT 3 ST;MO
sorine oral tablet 1 atenolol ! MO
240 mg atenolol- 1 MO
sotalol af oral tablet 1 MO chiorthalidone
120 mg AVALIDE 3 ST; MO
sotalol oral tablet 1 MO AVAPRO 3 ST; MO
160 mg, 240 mg, 80 AZOR 2 ST; MO
mg
SOTYLIZE ) benazepril 1 MO
benazepril- 1 MO
TIKOSYN 2 MO hydrochlorothiazide
ANTIHYPERTENSIVE THERAPY BENICAR ) ST: MO
ACCUPRIL > |Mo BENICAR HCT 2 ST;MO
ACCURETIC 3 MO betaxolol oral 1 MO
acebutolol oral 1 MO BIDIL ) MO
ADALAT CC 3 MO bisoprolol fumarate 1 MO
afeditab cr 1 MO bisoprolol- 1 MO
ALDACTAZIDE 3 MO hydrochlorothiazide
ALDACTONE 3 MO bumetanide 1 MO
ALTACE 3 MO BYSTOLIC 2 MO
amiloride oral 1 MO CALAN 3 MO
amiloride- 1 MO CALAN SR 3 MO
hydrochlorothiazide candesartan 1 MO
amlodipine 1 MO candesartan- 1 MO
hydrochlorothiazid

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction 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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captopril 1 MO clonidine hcl oral 1 MO
captopril- 1 MO tablet
hydrochlorothiazide clorpres oral tablet 1 MO
CARDENE IV IN 3 0.1-15 mg, 0.2-15
SODIUM me
CHLORIDE CLORPRES ORAL 3 MO
CARDIZEM CD 3 MO E&BLET 0.3-15
CARDIZEM LA 3 MO COREG 3 MO
CARDIZEM ORAL 3 MO
TABLET 120 MG, COREG CR S MO
30 MG, 60 MG CORGARD 3 MO
CARDURA ORAL 3 ST; MO; QL (30 CORZIDE 3 MO
TABLET 1 MG, 2 per 30 days) .
MG, 4 MG COZAAR 3 ST; MO
CARDURA ORAL 3 ST:MO: QL (60 PEMADEX S MO
TABLET 8 MG per 30 days) DEMSER 2 MO
CARDURA XL 3 ST; MO; QL (30 diltiazem hcl 1

per 30 days) intravenous
cartia xt 1 MO diltiazem hcl oral 1 MO
. capsule, extended
carvedilol i MO release 180 mg, 360
CATAPRES 3 MO mg, 420 mg
CATAPRES-TTS-1 3 MO; QL (4 per  diltiazem hcl oral 1 MO
28 days) capsule,extended
CATAPRES-TTS-2 3  MO; QL (4per elease12hr
28 days) diltiazem hcl oral 1 MO
j . . capsule,extended
CATAPRES-TTS-3 3 g/é%a% (4 per release 24hr 120 mg,
Y 240 mg, 300 mg
chlorothiazide - MO diltiazem hcl oral 1 MO
chlorothiazide 1 MO tablet
sodium dilt-xr 1 MO
chlorthalidone oral 1 MO
tablet 25 mg, 50 mg DIOVAN > ST, MO
clonidine 1 MO; QL (4 per DIOVAN HCT ¢ ST; MO
28 days) DIURIL 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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DIURIL IV 3 indapamide 1 MO
doxazosin oral tablet 1 MO; QL (30 per INDERAL LA 3 MO
L mg, 2mg, 4 mg 30 days) INNOPRAN XL 3 MO
doxazosin oral tablet 1 MO; QL (60 per INSPRA 3 MO
8 mg 30 days)
DUTOPROL 3 MO irbesartan 1 MO
irbesartan- 1 MO

DYAZIDE > MO hydrochlorothiazide
EDARBI 2 ST; MO isradipine MO
EDARBYCLOR 3 ST; MO labetalol 1 MO
EDECRIN 2 MO intravenous solution
enalapril maleate 1 MO labetalol oral 1 MO
enalapril- 1 MO LASIX 3 MO
hydrochlorothiazide lisinopril 1 MO
EPANED > MO lisinopril- 1 MO
eplerenone 1 MO hydrochlorothiazide
eprosartan 1 MO LOPRESSOR HCT 3 MO

. ORAL TABLET 50-
EXFORGE 3 ST; MO 25 MG
EXFORGE HCT 3 ST; MO LOPRESSOR 3 MO
felodipine 1 MO INTRAVENOUS
fosinopril 1 MO LOPRESSOR 3 MO
fosinopril- 1 MO ?(%AI\EESABLET
hydrochlorothiazide
furosemide injection 1 MO losartan 1 MO
furosemide oral 1 MO ZOS;FMZZ_ hiazid ! MO
solution 10 mg/ml, yarochiorothiazide
40 mg/5 ml LOTENSIN ORAL 3 MO
furosemide oral 1 MO TABLET 20 MG, 40

MG

tablet
hydralazine 1 MO LOTREL 3 MO
hydrochlorothiazide 1 MO matzim la I MO
HYZAAR 3 ST;MO MAVIK S VO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction 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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MAXZIDE 3 MO ORENITRAM 3 PA; MO
MAXZIDE-25MG 3 MO perindopril 1 MO
methyclothiazide 1 MO erbumine
methyldopa 1 MO pindolol ! MO
metolazone 1 MO prazosin oral 1 MO
. PRINIVIL ORAL 3 MO
metoprolol succinate 1 MO TABLET 10 MG, 20
metoprolol ta- 1 MO MG, 5 MG
hydrochlorothiaz
PROCARDIA XL 3 MO
metoprolol tartrate 1 MO 1ol 1
intravenous solution proprano‘o
intravenous
ereatlop rolol tartrate ! MO propranolol oral 1 MO
. propranolol- 1 MO
MICARDIS 3 ST, MO hydrochlorothiazid
MICARDIS HCT 3 ST; MO quinapril 1 MO
MICROZIDE 3 MO quinapril- MO
MINIPRESS 3 MO hydrochlorothiazide
minoxidil oral 1 MO ramipril 1 MO
moexipril 1 MO REMODULIN 2 PA; MO; LA
moexipril- 1 MO SECTRAL 3 MO
hydrochlorothiazide spironolactone 1 MO
nadolol ! MO spironolacton- 1 MO
nadolol- 1 MO hydrochlorothiaz
bendroflumethiazide SULAR ORAL 3 MO
nicardipine 1 MO TABLET
o EXTENDED
dical xI 1 MO
nifedical x RELEASE 24 HR
nifedipine oral tablet 1 MO 17 MG, 34 MG, 8.5
extended release MG
24h
! TARKA 3 MO
. . 1 M
nimodipine © taztia xt 1 MO
isoldipi 1 MO
notaiptne TEKAMLO 3 MO
NORVA M
© 5C 3 © TEKTURNA 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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TEKTURNA HCT 3 MO VASOTEC 3 MO
telmisartan 1 MO verapamil 1 MO
telmisartan- 1 MO intravenous solution
amlodipine verapamil oral 1 MO
telmisartan- 1 MO VERELAN 3 MO
hydrochlorothiazid VERELAN PM 3 MO
TENORETIC 100 3 MO ZEBETA 3 MO
TENORETIC 50 3 MO ZESTORETIC 3 MO
TENORMIN 3 MO ZESTRIL 3 MO
terazosin oral 1 MO; QL (30 per
capsule 1 mg, 2 mg, 30 days) ZIAC 3 MO
5mg CARDIAC GLYCOSIDES
terazosin oral 1 MO; QL (60 per digitek 1 MO
capsule 10 mg 30 days) digoxin oral solution 1 MO
TEVETEN HCT 3 ST; MO 50 mecg/ml
TEVETEN ORAL 3 ST; MO digoxin oral tablet 1 MO
TABLET 600 MG LANOXIN ORAL 3 MO
TIAZAC 3 MO TABLET 125 MCQG,
timolol maleate oral 1 MO 250 MCG

LANOXIN ORAL 2 MO
TOPROL XL 3 MO TABLET 187.5
torsemide oral 1 MO MCQG, 62.5 MCG
trandolapril 1 MO COAGULATION THERAPY
trandolapril- 1 MO AGGRENOX 3 MO
verapamil

ARGATROBAN 3 MO
triamterene- 1 MO
hydrochlorothiazid ARGATROBAN IN 3

0.9 % SOD CHLOR
TRIBENZOR 2 ST; MO INTRAVENOUS
TWYNSTA 3 ST;MO SOLUTION
valsartan 1 MO ARIXTRA 3 MO
valsartan- 1 MO BRILINTA 2 MO
hydrochlorothiazide cilostazol 1 MO
VASERETIC 3 MO clopidogrel 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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COUMADIN ORAL 3 MO PROMACTA 2 PA; MO; LA
CYKLOKAPRON 3 MO SAVAYSA 3 MO
dipyridamole oral 1 MO ticlopidine 1 MO
EFFIENT 2 MO tranexamic acid 1 MO
ELIQUIS 2 MO intravenous
enoxaparin 1 MO warfarin ! MO
fondaparinux 1 MO XARELTO 2 MO
FRAGMIN 3 MO ZONTIVITY 2 MO
SUBCUTANEOUS LIPID/CHOLESTEROL LOWERING
SOLUTION AGENTS
FRAGMIN 3 MO ADVICOR ORAL 3 MO; QL (60 per
SUBCUTANEOUS TABLET, ER 30 days)
SYRINGE MULTIPHASE 24
heparin (porcine) in 1 HR 1,000-20 MG,
5 % dex intravenous 750-20 MG
parenteral solution ADVICOR ORAL 3 MO:; QL (30 per
20,000 unit/500 ml TABLET, ER 30 days)
(40 unit/ml), 25,000 MULTIPHASE 24
unit/250 ml(100 HR 1,000-40 MG,
unit/ml) 500-20 MG
heparin (porcine) in 1 MO ALTOPREV 3 MO:; QL (30 per
5 % dex intravenous 30 days)
parenteral solution — .
25.000 unit/500 ml amlodlpm?— 1 MO; QL (30 per
(50 unit/ml) atorvastatin 30 days)
heparin (porcine) 1 MO ANTARA ORAL 3 MO
injection solution CAPSULE 30 MG,

90 MG
jantoven 1 MO )

atorvastatin 1 MO; QL (30 per
LOVENOX 3 MO 30 days)
pentoxifylline 1 MO CADUET 3 MO:; QL (30 per
PERSANTINE 3 MO 30 days)
PLAVIX 3 MO cholestyramine light 1 MO

oral powder in
PLETAL 3 MO packet
PRADAXA 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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COLESTID ORAL 3 MO LESCOL XL 3 MO; QL (30 per
GRANULES 30 days)
COLESTID ORAL 3 MO LIPITOR 3 MO; QL (30 per
TABLET 30 days)
colestipol oral 1 MO LIPOFEN 3 MO
granules LIPTRUZET 3 MO; QL (30 per
colestipol oral tablet 1 MO 30 days)
CRESTOR 2 MO; QL (30 per LIVALO 3 MO; QL (30 per
30 days) 30 days)
fenofibrate 1 MO LOFIBRA 3 MO
micronized LOPID 3 MO
Jenofi braie llized ! MO lovastatin oral tablet 1 MO; QL (30 per
nanocrystallize 10 mg 30 days)
g%i%Féi%ééiE . MO lovastatin oral tablet 1 MO; QL (60 per
20 mg, 40 mg 30 days)
fenofibrate oral 1 MO
tablet 160 mg, 54 mg LOVAZA 3 MO
. . niacin oral tablet 1 MO
j(rei;lojl’i'brl)c acid : MO extended release 24
choline r
FENOGLIDE 3 MO NIACOR 3 MO
FIBRICOR 3 MO NIASPAN 3 MO
Sfluvastatin oral 1 MO; QL (30 per EXTENDED-
capsule 20 mg 30 days) RELEASE
Sfluvastatin oral 1 MO; QL (60 per omega-3 acid ethyl 1 MO
capsule 40 mg 30 days) esters
gemfibrozil oral 1 MO PRAVACHOL 3 MO; QL (30 per
JUXTAPID 2> MO:LA 30 days)
KYNAMRO 3 MO: LA pravastatin 1 MO; QL (30 per
’ 30 days)
LESCOL ORAL 3 MO; QL (30 per .
CAPSULE 20 MG 30 days) prevalite oral S MO
powder
LESCOL ORAL 3 MO; QL (60 per
CAPSULE 40 MG 30 da(}?s) (P "QUESTRANORAL 3 MO
POWDER IN
PACKET

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction 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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SIMCOR ORAL 3 MO; QL (60 per VECAMYL 3
TABLET, ER 30 days)
MULTIPHASE 24 NITRATES
HR 1,000-20 MG, ISORDIL 3 MO
750-20 MG ISORDIL 3 MO
SIMCOR ORAL 3 MO; QL (30 per TITRADOSE
TABLET, ER 30 days) ORAL TABLET 5
MULTIPHASE 24 MG
15{(%_12’8?\(/)[30 51\(;[5 4"0 isosorbide dinitrate 1 MO
MG ’ oral
simvastatin 1 MO; QL (30 per zsosorb.ide ! MO

30 days) mononitrate
TRICOR 3 MO MINITRAN 3 MO
TRIGLIDE ORAL 3 MO nitro-bid . 1O
TABLET 160 MG NITRO-DUR 3 MO
TRILIPIX 3 MO nitroglycerin 1 PA
VASCEPA 2 MO intravenous
VYTORIN 10-10 3 MO; QL (30 per ifroglycerin S MO

30 days) transdermal patch

24 hour
VYTORIN 10-20 3 13\/(1)%;aQSI; (30 per nitroglycerin ) MO
Y translingual

VYTORIN 10-40 3 MO; QL (30 per  spray,non-aerosol

30 days) NITROLINGUAL 3 MO
VYTORIN 10-80 3 13\/(1)%;381; (30 per NITROMIST 3 MO
WELCHOL 3 MO NITROSTAT 2 MO
JETIA B DERMATOLOGICALS/TOPICAL
ZOCOR 3 MO; QL (30 per THE PY

30 days) ANTIPSORIATIC /
MISCELLANEOUS ANTISEBORRHEIC
CARDIOVASCULAR AGENTS acitretin 1 MO
CORLANOR 2 PA; MO calcipotriene 1 MO
RANEXA 2 MO calcipotriene- 1 MO

betamethasone

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction 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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calcitriol topical 1 MO EFUDEX TOPICAL 3 ST; MO
COSENTYX PEN 2 PA;MO CREAM
COSENTYX PEN 2 PA:MO ELIDEL 3 PA;MO
(2 PENS) FLUOROURACIL 3 ST; MO
DOVONEX G TOPICAL CREAM
o
TOPICAL CREAM 05 %
selenium sulfide 1 MO Sfluorouracil topical 1 MO
0,
topical suspension cream 5 %
SORIATANE 3 MO Sfluorouracil topical 1 MO
ORAL CAPSULE solution
10 MG, 17.5 MG, 25 imiquimod 1 MO
MG methoxsalen rapid 1 MO
SORILUX 3 MO OXSORALEN 3 MO
STELARA 2 PA; MO ULTRA
gggﬁérﬁ NEOUS PANRETIN 2 MO
TACLONEX 3 MO PICATO 3 ST;MO
VECTICAL 3 MO podojilox 1 MO
BURN THERAPY PROTOPIC 3 PAMO
doxi 1 MO
SILVADENE 3 MO prudoxn
REGRANEX 2 MO
silver sulfadiazine 1 MO
7 O SOLARAZE 3 PA;MO
sS
MISCELLANEOUS tacrolimus topical 1 PA; MO
DERMATOLOGICALS UVADEX 3
8-MOP MO VALCHLOR 2 MO
ALDARA 3 ST: MO VEREGEN 3 MO
ammonium lactate 1 MO ZONALON 3 MO
topical ZYCLARA 3 ST; MO
CARAC 2 Mo THERAPY FOR ACNE
CONDYLOX 2 MO ABSORICAORAL 3 MO
TOPICAL GEL CAPSULE 10 MG,
diclofenac sodium 1 PA; MO 20 MG, 30 MG, 40

topical gel

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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ABSORICA ORAL 3 DUAC 3 MO

Sao I 25 MG, EPIDUOTOPICAL 3 PA;MO
GEL WITH PUMP

ACANYA 3 MO ery pads 1 MO

ACZONE > MO erythromycin with 1 MO

adapalene topical 1 PA; MO ethanol topical gel

cream erythromycin with 1 MO

adapalene topical 1 PA; MO ethanol topical

gel solution

amnesteem 1 MO erythromycin- 1 MO

ATRALIN 3 PA: MO benzoyl peroxide

avita topical cream 1 PA; MO EVOCLIN S MO

AVITA TOPICAL 3 PA;MO FABIOR S MO

GEL FINACEA 3 MO

AZELEX 2 MO METROCREAM 3 MO

BENZACLIN 3 MO METROGEL 3 MO

BENZAMYCIN 3 MO TOPICAL GEL 1 %

claravis 1 MO METROLOTION 3 MO

CLEOCIN T 3 MO met.;fonzdazole 1 MO
topical cream

CLINDACIN PAC . MO metronidazole 1 MO

CLINDAGEL 3 MO topical gel

clindamycin 1 MO metronidazole 1 MO

phosphate topical topical lotion

clindamycin-benzoyl 1 MO MIRVASO 3 MO

;;_ego;olde topical gel myorisan 1 MO

DIFFERIN 3 PA; MO heuac ! MO

TOPICAL CREAM NORITATE 3 MO

DIFFERIN 3 PA; MO ONEXTON 3 MO

TOPICAL GEL RETIN-A 3 PA: MO

DIFFERIN 3 PA; MO )

TOPICAL LOTION RETIN-A MICRO 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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RETIN-A MICRO 3 PA; MO lidocaine hcl 1
PUMP TOPICAL urethral
GEL WITH PUMP lidocaine topical 1 PA; MO
0.08 % )
adhesive
SOOLANTRA 3 MO patch,medicated
TAZORAC 2 PA; MO lidocaine topical 1 MO
tretinoin 1 PA; MO omntment
microspheres topical lidocaine-prilocaine 1 MO
gel with pump topical cream
tretinoin topical 1 PA; MO LIDODERM 3 PA; MO
TRETIN-X 3 PA; MO XYLOCAINE 3
TOPICAL CREAM INJECTION
0.0375 % SOLUTION 20
VELTIN 3 PA;MO MG/ML (2 %)
XYLOCAINE 3
zenatane 1 MO MUCOUS
ZIANA 3 PA; MO MEMBRANE
TOPICAL ANESTHETICS SOLUTION
EMLA 3 MO TOPICAL ANTIBACTERIALS
lidocaine (pf) 1 MO ALTABAX 2 MO
injection solution 5 BACTROBAN 3 MO
o
mg/ml (0.3 %) CORTISPORIN 3 MO

lidocaine hcl 1 MO TOPICAL
injection solution 20

mg/ml (2 %) gentamicin topical 1 MO
lidocaine hcl mucous 1 MO KLARON : MO
membrane gel mupirocin 1 MO
lidocaine hcl mucous 1 MO mupirocin calcium 1 MO
membrane jelly in NEO-SYNALAR 3 MO
applicator

lidocaine hcl mucous 1 iggﬁ;ﬁﬁfeg) ! MO
membrane solution 2

% SULFAMYLON 2 MO
lidocaine hcl mucous 1 MO TOPICAL CREAM

membrane solution 4 SULFAMYLON 3 MO
% (40 mg/ml) TOPICAL PACKET

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction 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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TOPICAL ANTIFUNGALS OXISTAT 3 MO

ciclopirox 1 MO TOPICAL ANTIVIRALS

clotrimazole topical 1 MO acyclovir topical 1 MO

clotrimazole- 1 MO DENAVIR 2 MO

betamethasone XERESE 3 MO

econazole topical 1 MO ZOVIRAX 3 MO

ERTACZO 3 MO TOPICAL

EXELDERM 3 MO TOPICAL CORTICOSTEROIDS

EXTINA 3 MO ala-cort topical 1 MO

JUBLIA 3 MO cream

ketoconazole topical 1 MO alclometasone 1 MO

cream amcinonide 1 MO

ketoconazole topical 1 MO APEXICON 3 ST

shampoo apexicon e 1 MO

LOPROX TOPICAL M

Sg AMOPOOO ¢ 3 © betamethasone 1 MO
dipropionate

LOTRI E M

TgPICigl\éRE AM 3 © betamethasone 1 MO
valerate

LUZ M

vzu 3 © betamethasone, 1 MO

MENTAX 3 MO augmented

NAFTIFINE 3 CAPEX 2 ST; MO

NAFTIN 2 MO clobetasol topical 1 MO

NIZORAL 3 MO Joam

TOPICAL clobetasol topical 1 MO

SHAMPOO gel

nyamyc 1 MO clobetasol topical 1 MO

nystatin topical 1 MO lotion

nystatin- 1 MO clobetasol topical 1 MO

triamcinolone ointment

nystop 1 MO clobetasol topical 1 MO
shampoo

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction 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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clobetasol topical 1 MO fluocinonide topical 1 MO
solution solution
clobetasol topical 1 MO fluocinonide-e 1 MO
spray,non-aerosol fluticasone topical 1 MO
clobetasol-emollient 1 MO halobetasol 1 MO
topical cream s

propionate
CLOBEX 3 ST; MO HALOG 3 ST- MO
clodan 1 MO hydrocortisone 1 MO
CLODERM 3 ST; MO butyrate topical
CORDRAN TAPE 2 ST;MO ointment
LARGE ROLL hydrocortisone 1 MO
cormax topical 1 MO bully ;’qte fopical
solution Sotution
CUTIVATE 3 ST;MO Zy dmwm;(.’”et . VO
TOPICAL LOTION utyr-emotiien
DERMATOP 3 ST- MO hydrocortisone 1 MO
) . )
TOPICAL CREAM 2015”5/“1 cream 1 %,
. 0
DESONATE 3 ST, MO hydrocortisone 1 MO
desonide 1 MO topical lotion 2.5 %
DESOWEN 3 ST; MO hydrocortisone 1 MO
desoximetasone 1 MO t;p ZZCC;Z ;l ntment 1
0, 2. 0

di 1 M

yrorasone © 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 I(;(}iggll\? TOPICAL 3 ST; MO
fluocinonide topical 1 MO LOCOID TOPICAL 5 ST- MO
cream 0.1 % LOTION >
fluocinonide topical 1 MO LOCOID TOPICAL 3 ST- MO

l D

= OINTMENT
fluocinonide topical 1 MO LOCOID TOPICAL 3 ST- MO
ointment 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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mometasone 1 MO EURAX 3 MO
OLUX 3 ST; MO lindane 1 MO
PANDEL 2 ST; MO malathion 1 MO
prednicarbate 1 MO OVIDE 3 MO
SYNALAR 3 ST; MO permethrin topical 1 MO
CREAM KIT cream
TEMOVATE 3 ST; MO SKLICE 2 MO
TOPICAL CREAM

VA ; ST MO DIAGNOSTICS /

TEMOVATE T, M
TOPICAL MISCELLANEOUS AGENTS
OINTMENT IRRIGATING SOLUTIONS
TOPICORT 3 ST; MO lactated ringers 1 MO
triamcinolone 1 MO wrigation
acetonide topical neomycin-polymyxin 1 MO
aerosol b gu
triamcinolone 1 MO PHYSIOLYTE 3
ijﬂ’de topical PHYSIOSOL 3

IRRIGATION
triamcinolone 1 MO . S 1 MO
acetonide topical rnsers rngaton
lotion MISCELLANEOUS AGENTS
triamcinolone 1 MO acamprosate 1 MO
acelonide topical ACTONEL ORAL 3 ST:MO; QL (30
ointment 0.025 %, TABLET 30 MG 304
0.1%,0.5% per 30 days)
trianex 1 MO ADAGEN 2 MO
triderm topical 1 MO AGRYLIN . MO
cream alendronate oral 1 MO; QL (30 per
ULTRAVATE 3 ST:MO tablet 40 mg 30 days)
VANOS 3 ST: MO anagrelide 1 MO
TOPICAL ENZYMES ANTABUSE 3 MO

ARALAST NP 2 MO; LA
SANTYL E- MO INTRAVENOUS
TOPICAL SCABICIDES / RECON SOLN 500
PEDICULICIDES 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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AURYXIA 3 MO dextrose 5%-0.2 % 1
CARBAGLU 2 MO;LA sod chloride
o 0,
CARNITOR 3 MO dextrose 5 %-0.3 % 1
sod.chloride
cevimeline . MO dextrose with sodium 1
CHEMET 2 MO chloride
CLINIMIX 2 PA disulfiram 1 MO
4.25%/D5W . .
SULFIT FREE etidronate disodium 1 MO
CLINIMIX E 3 PA EVOXAC S MO
2.75%/D10W SUL EXJADE 2 MO; LA
FREE FERRIPROX 2 MO
CLINIMIX E R P FOSRENOL ORAL 3
2.75%/D5W SULF
FREE POWDER IN
PACKET
o o
dlg.ﬁ & hol 45. dA 1 FOSRENOL ORAL 3 MO
soarum chioride TABLET,CHEWAB
d2.5 %-0.45 % 1 LE
sodium chloride GLASSIA 3 MO: LA
o o
d3 % and 0.9 % B MO INCRELEX 2 MO:LA
sodium chloride
d5 %-0.45 % sodium 1 MO JADENU - MO
chloride KAYEXALATE 3 MO
dextrose 10 % and 1 kionex oral powder 1 MO
0.2 % nacl levocarnitine (with 1 MO
dextrose 10 % in 1 MO sugar)
Water (d10w) levocarnitine 1 MO
intravenous .
. intravenous
parenteral solution
/ 1 / 1 MO
dextrose 5 % in 1 MO evocarmitine ord
tablet
water (d5w)
intravenous LITHOSTAT 3 MO
parenteral solution midodrine 1 MO
dextrose 5 %- 1 MO NORTHERA 3 MO
lactated ringers
NUTRESTORE 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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ORFADIN 2 LA CHANTIX 2 MO
pilocarpine hcl oral 1 MO CHANTIX 2 MO
. CONTINUING

PROLASTIN-C 2 MO; LA MONTH BOX
RAVICTI 2 MO CHANTIX ) MO
RECLAST 3 PA; MO STARTING
RENAGEL 3 MO MONTH BOX
RENVELA 2 MO NICOTROL 3 MO
RILUTEK 3 MO NICOTROL NS 3 MO
riluzole 1 MO ZYBAN . MO
risedronate oral 1 MO; QL (30 per EAR, NOSE / THROAT
tablet 30 mg 30 days) MEDICATIONS
SALAGEN 3 MO MISCELLANEOUS AGENTS
sodium chloride 0.9 1 MO ASTEPRO NASAL 3 MO:; QL (60 per
% intravenous SPRAY,NON- 30 days)
parenteral solution AEROSOL
sodium chloride 1 MO ATROVENT 3 MO; QL (30 per
irrigation 30 days)
sodium 1 MO azelastine nasal 1 MO; QL (60 per
phenylbutyrate 30 days)
sodium polystyrene 1 BACTROBAN 2 MO
(sorb free) NASAL
SYPRINE 2 MO chlorhexidine 1 MO
THIOLA b MO gluconate mucous

membrane
VELPHORO 3 MO

ipratropium bromide 1 MO; QL (30 per
water for irrigation, 1 MO nasal 30 days)
sterile

olopatadine 1 MO; QL (30.5
ZEMAIRA MO; LA per 30 days)
zoledronic acid- 1 PA; MO PATANASE 3 MO:; QL (30.5
mannitol-water per 30 days)
intravenous solution

periogard 1 MO
SMOKING DETERRENTS .

triamcinolone 1 MO
buproban 1 MO acetonide dental

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

benefit, you may not experience every restriction 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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TYZINE NASAL 2 MO DEPO-MEDROL 3 MO
DROPS 0.05 % INJECTION
SUSPENSION 40
MISCELLANEOUS OTIC MG/ML. 80
PREPARATIONS MG /ML,
acetasol hc ! MO dexamethasone 1 MO
acetic acid otic 1 MO intensol
fluocinolone 1 MO dexamethasone oral 1 MO
acetonide oil elixir
hydrocortisone- 1 MO dexamethasone oral 1 MO
acetic acid tablet
ofloxacin otic 1 MO dexamethasone 1 MO
sodium phosphate
OTIC STEROID / ANTIBIOTIC injection
CIPRO HC . MO DEXPAK 13 DAY 3 MO
CIPRODEX 2 MO FLO-PRED 3
COLY-MYCIN'S 2 MO fludrocortisone 1 MO
CORTISPORIN 3 MO hydrocortisone oral 1 MO
OTIC SOLUTION
KENALOG 3 MO
CORTISPORIN-TC 2 MO INJECTION
neomycin- S MO MEDROL 3 PA;MO
polymyxin-hc otic
MEDROL (PAK) 3 MO
ENDOCRINE/DIABETES :
methylprednisolone 1 MO
ADRENAL HORMONES acetate
ACTHAR H.P. 3 PA; MO methylprednisolone 1 PA; MO
a-hydrocort 1 MO oral tablet
CORTEF 3 MO methylprednisolone 1 MO
oral tablets,dose
cortisone 1 MO pack
DEPO-MEDROL 2 MO methylprednisolone 1 MO
INJECTION sodium succ
SUSPENSION 20 injection recon soln
MG/ML 125 mg, 40 mg
MILLIPRED ORAL 3 MO

SOLUTION

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page 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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millipred oral tablet 1 PA; MO methimazole oral 1 MO
ORAPRED ODT 3 PA;MO tablet 10 mg, 5 mg
prednisolone sodium 1 MO propylthiouracil k MO
phosphate oral TAPAZOLE 3 MO
solution 15 mg/5 ml,
25 mg/5 mi (5 DIABETES THERAPY
mg/ml), 5 mg base/5 acarbose oral tablet 1 MO:; QL (90 per
ml (6.7 mg/5 ml) 100 mg 30 days)
prednisolone sodium 1 PA; MO acarbose oral tablet 1 MO; QL (360 per
phosphate oral 25 mg 30 days)
tablet, disintegrating acarbose oral tablet 1 MO; QL (180 per
prednisone intensol 1 PA; MO 50 mg 30 days)
prednisone oral 1 MO ACTOPLUS MET 3 MO; QL (90 per
solution 30 days)
prednisone oral 1 PA; MO ACTOPLUS MET 3 MO; QL (60 per
tablet XR ORAL 30 days)
. TABLET, ER
RAYOS 3 PA; MO MULTIPHASE 24
SOLU-CORTEF 2 MO HR 15-1,000 MG
(PF) INJECTION ACTOPLUS MET 3 MO; QL (30 per
RECON SOLN 100
XR ORAL 30 days)
MG/2 ML, 250
MG/2 ML TABLET, ER
MULTIPHASE 24
SOLU-MEDROL 2 MO HR 30-1,000 MG
(PF) INJECTION ACTOS 3 MO; QL (30 per
SOLU-MEDROL 2 MO 30 days)
(PF)
INTRAVENOUS AFREZZA 3 MO
INHALATION
RECON SOLN 500
MG/4 ML CARTRIDGE,
W/INHALATION
SOLU-MEDROL 2 MO DEVICE 4 UNIT, 4
INTRAVENOUS UNIT (30)/ 8 UNIT
RECON SOLN 2 (60), 4 UNIT (60)/ 8
GRAM UNIT (30)
veripred 20 1 ALCOHOL PADS 2
ANTITHYROID AGENTS AMARYL ORAL 3 MO; QL (240 per
TABLET 1 MG 30 days)

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

what the symbols and abbreviations on this table mean by going to page 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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AMARYL ORAL 3 MO; QL (120 per FORTAMET ORAL 3 MO; QL (75 per
TABLET 2 MG 30 days) TABLET 30 days)
AMARYL ORAL 3 MO; QL (60 per E%(EEEIS)];EZHR
TABLET 4 MG 30 days) 1000 MG
APIDRA 3 ST, MO FORTAMET ORAL 3 MO; QL (150 per
APIDRA 3 ST; MO TABLET 30 days)
SOLOSTAR EXTENDED
AVANDAMET 3 MO;LA: QL (60 ?&Lﬁ‘éSE 24HR
ORAL TABLET 2- per 30 days)
1,000 MG GAUZE PAD 2
AVANDIA ORAL 3 MO; LA; QL (60 Eiﬁgﬁg}z Yo
TABLET 2 MG, 4 per 30 days)
MG glimepiride oral 1 MO; QL (240 per
AVANDIA ORAL 3 MO:; LA; QL (30 ‘ablet Img 30 days)
TABLET 8 MG per 30 days) glimepiride oral 1 MO; QL (120 per
BYDUREON 2 PA;MO;QL (4 ‘ablet2mg 30 days)
per 28 days) glimepiride oral 1 MO; QL (60 per
BYETTA 2 PA: MO: QL tablet 4 mg 30 days)
SUBCUTANEOUS (2.4 per 30 days) glipizide oral tablet 1 MO; QL (120 per
PEN INJECTOR 10 10 mg 30 days)
mgg;ﬁg§§(jigL glipizide oral tablet 1 MO; QL (240 per
- 5 mg 30 days)
BYETTA 2 PA; MO; QL .
SUBCUTANEOUS (1.2 per 3 (()1) days) glipizide oral tablet 1 MO; QL (60 per
PEN INJECTOR 5 ' extended release 30 days)
MCG/DOSE (250 24hr 10 mg
MCG/ML) 1.2 ML glipizide oral tablet 1 MO; QL (240 per
CYCLOSET 3 MO: QL (180 per extended release 30 days)
30 days) 24hr 2.5 mg
. glipizide oral tablet 1 MO; QL (120 per
DUETACT 3 13\/(1)(21721(25]; (30 per extended release 30 days)
Y 24hr 5 mg
?ﬁl];i(g;ﬁ (§) gR/IéL 2 1;/(1)(21;21(25]; (30 per glipizide-metformin 1 MO; QL (240 per
Y oral tablet 2.5-250 30 days)
FARXIGA ORAL 2 MO; QL (60 per mg
TABLET 5 MG 30 days)

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

what the symbols and abbreviations on this table mean by going to page 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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glipizide-metformin 1 MO; QL (120 per GLUCOTROL XL 3 MO; QL (240 per
oral tablet 2.5-500 30 days) ORAL TABLET 30 days)
mg, 5-500 mg EXTENDED
GLUCAGEN 2 MO NELUASE 24HR
HYPOKIT ’
GLUCAGON ) MO GLUCOTROL XL 3 MO; QL (120 per
ORAL TABLET 30 days)
EMERGENCY KIT
(HUMAN) EXTENDED
RELEASE 24HR 5
GLUCOPHAGE 3 MO; QL (75 per MG
?Ig&LI\}gBLET 30 days) GLUMETZA ORAL 3 MO; QL (60 per
’ TABLET,ER 30 days)
GLUCOPHAGE 3 MO; QL (150 per GAST.RETENTION
ORAL TABLET 30 days) 24 HR 1,000 MG
S00 MG GLUMETZA ORAL 3 MO; QL (120 per
GLUCOPHAGE 3 MO; QL (90 per TABLET,ER 30 days)
ORAL TABLET 30 days) GAST.RETENTION
850 MG 24 HR 500 MG
GLUCOPHAGE XR 3 MO; QL (120 per GLYSET ORAL 3 MO; QL (90 per
ORAL TABLET 30 days) TABLET 100 MG 30 days)
e o R GLYSET ORAL 3 MO; QL (360 per
500 MG TABLET 25 MG 30 days)
GLUCOPHAGEXR 3  MO; QL (75 per (T}kgﬁg ?&\A}II& . 1;/([)% QL (180 per
ORAL TABLET 30 days) ays)
EXTENDED GLYXAMBI 3 ST; MO; QL (30
RELEASE 24 HR per 30 days)
750 MG HUMALOG 2 Mo
GLUCOTROL 3 MO; QL (120 per KWIKPEN
ORAL TABLET 10 30 days) HUMALOG MIX N 1
MG
50-50
RCOTROL 3 OO oo 2 w0
o ays) 50-50 KWIKPEN
GLUCOTROL XL 3 MO; QL (60 per ?SU ;;.IALOG MIX 2 MO
ORAL TABLET 30 days)
EXTENDED HUMALOG MIX 2 MO

RELEASE 24HR 10
MG

75-25 KWIKPEN

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction 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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HUMALOG 2 MO INVOKANA 2 MO; QL (30 per
SUBCUTANEOUS 30 days)
CARTRIDGE JANUMET 2 MO; QL (60 per
HUMALOG 2 MO 30 days)
gloj]EI(JD"IFJITO?\INFO(())US JANUMET XR 2 MO; QL (30 per
UNIT/ML ORAL TABLET, 30 days)
ER MULTIPHASE
HUMALOG 2 24 HR 100-1,000
SUBCUTANEOUS MG, 50-500 MG
[SJ%}J/ESN 100 JANUMET XR 2 MO:; QL (60 per
PREFILLED ORAL TABLET, 30 days)
(SYRIN OF ER MULTIPHASE
) 24 HR 50-1,000 MG
HUMULIN 70/30 2 MO JANUVIA 2 MO; QL (30 per
HUMULIN 70/30 2 MO 30 days)
KWIKPEN JARDIANCE 3 MO: QL (30 per
HUMULIN N 2 MO 30 days)
HUMULIN N 2 MO JENTADUETO 3 ST; MO; QL (60
KWIKPEN per 30 days)
HUMULIN R 2 MO KAZANO 3 ST; MO; QL (60
HUMULINRU-500 2 MO per 30 days)
"CONCENTRATED KOMBIGLYZE XR 2 MO:; QL (60 per
" ORAL TABLET, 30 days)
INSULIN PEN 5 MO ER MULTIPHASE
NEEDLE 24 HR 2.5-1,000
MG

ISI\;SISI;?E (DISP) < KOMBIGLYZE XR 2 MO; QL (30 per
02100 0.3 ML ORAL TABLET, 30 days)

; ER MULTIPHASE
INSULIN 2 MO 24 HR 5-1,000 MG,
SYRINGE (DISP) 5-500 MG
U-100 I ML LANTUS 2 MO
INSULIN 2 LANTUS 2 MO
SYRINGE (DISP) SOLOSTAR
U-100 1/2 ML
INVOKAMET 2 MO;QL (60 per EVEMIR 2 Mo

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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LEVEMIR 2 MO NOVOLOG MIX 3 ST; MO

FLEXTOUCH 70-30

metformin oral 1 MO; QL (75 per NOVOLOG MIX 3 ST; MO

tablet 1,000 mg 30 days) 70-30 FLEXPEN

metformin oral 1 MO; QL (150 per NOVOLOG 3 ST; MO

tablet 500 mg 30 days) PENFILL

metformin oral 1 MO; QL (90 per ONGLYZA 2 MO; QL (30 per

tablet 850 mg 30 days) 30 days)

metformin oral 1 MO; QL (120 per OSENI 3 MO; QL (30 per

tablet extended 30 days) 30 days)

release 24 hr 500 mg pioglitazone 1 MO; QL (30 per

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

tall)let exztjnhdec;’ 50 30 days) pioglitazone- 1 MO; QL (30 per

retease d me glimepiride 30 days)

metformin oral 1 MO; QL (75 per pioglitazone- 1 MO; QL (90 per

tablet extended 30 days) metformin 30 days)

release 24hr 1,000 Y

mg PRANDIMET 3 MO; QL (150 per

nateglinide oral 1 MO; QL (90 per 30 days)

tablet 120 mg 30 days) PRANDIN ORAL 3 MO; QL (960 per

nateglinide oral 1 MO; QL (180 per TABLET 0.5 MG 30 days)

tablet 60 mg 30 days) PRANDIN ORAL 3 MO; QL (480 per

NEEDLES, ) TABLET 1 MG 30 days)

INSULIN PRANDIN ORAL 3 MO; QL (240 per

DISP.,SAFETY TABLET 2 MG 30 days)

NESINA 3 ST; MO; QL (30 PRECOSE ORAL 3 MO; QL (90 per
per 30 days) TABLET 100 MG 30 days)

NOVOFINE 32 2 MO PRECOSE ORAL 3 MO; QL (360 per

NOVOLIN 70/30 3 MO TABLET 25 MG 30 days)

PRECOSE ORAL 3 MO; QL (180 per

NOVOLINN S MO TABLET 50 MG 30 days)

NOVOLIN R > MO PROGLYCEM 2 MO

NOVOLOG > ST, MO repaglinide oral 1 MO; QL (960 per

NOVOLOG 3 ST; MO tablet 0.5 mg 30 days)

FLEXPEN

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

what the symbols and abbreviations on this table mean by going to page 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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repaglinide oral 1 MO; QL (480 per VICTOZA 3-PAK 2 PA; MO; QL (9
tablet 1 mg 30 days) per 30 days)
repaglinide oral 1 MO; QL (240 per XIGDUO XR 2 MO; QL (30 per
tablet 2 mg 30 days) ORAL TABLET, IR 30 days)
] & ER, BIPHASIC
RIOMET 2 MO; QL (765 per 24HR 10-1,000 MG
30 days)
STARLIX ORAL 3 MO; QL (90 per GDUO XR 2 MO; QL (60 per
TABLET 120 MG 30 days) ORAL TABLET, IR 30 days)
& ER, BIPHASIC
STARLIX ORAL 3 MO; QL (180 per 24HR 10-500 MG,
TABLET 60 MG 30 days) 5-1,000 MG, 5-500
SYMLINPEN 120 2 pAa:MO;QL MG
(18.9 per 30 MISCELLANEOUS HORMONES
d
ays) ALDURAZYME 2 MO
SYMLINPEN 60 2 PA; MO; QL ANA ) A
(10.5 per 30 NADROL-50 PA; MO
days) ANDRODERM 2 PA; MO
TANZEUM 3 PA; MO; QL (2 ANDROGEL 2 PA; MO
per 28 days) ANDROID 3 MO
tolazamide oral 1 MO; QL (120 per
tablet 250 mg 30 days) AVEED E MO
tolazamide oral 1 MO; QL (60 per AXIRON . PA; MO
tablet 500 mg 30 days) cabergoline 1 MO
tolbutamide 1 MO; QL (180 per calcitonin (salmon) 1 MO
30 days) calcitriol 1 MO
TOUJEO 2 MO intravenous solution
SOLOSTAR 1 mcg/ml
TRADJENTA 3 ST; MO; QL (30 calcitriol oral 1 MO
per 30 days) CERDELGA 2 MO
TRULICITY 3 PA;zl\élg; QL (2 CEREZYME ) MO
per 28 days) INTRAVENOUS
VGO 20 2 MO RECON SOLN 400
VGO 30 2 MO UNIT
VGO 40 ) MO chorionic ' 1 PA; MO
gonadotropin,
human

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

benefit, you may not experience every restriction 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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danazol oral 1 MO LUMIZYME 2 MO
DDAVP 3 MO METHITEST 3 MO
DEPO- 3 MO MIACALCIN 3 MO
TESTOSTERONE MYALEPT 2 PA;MO; LA
flervmo'presszn 1 MO MYOZYME ) MO
injection
desmopressin nasal 1 MO NAGLAZYME 2 MO; LA
solution NATESTO 3 PA; MO
desmopressin nasal 1 MO NATPARA 2 PA; MO; LA
spray,non-aerosol novarel 1 PA: MO
desmopressin oral 1 MO oxandrolone 1 PA: MO
c.loxercalciferol 1 pamidronate 1 MO
iniravenous intravenous solution
doxercalciferol oral 1 MO PARICALCITOL 3
ELAPRASE 2 MO HEMODIALYSIS
ELELYSO 3 MO PORT INJECTION
FABRAZYME ) MO paricalcitol oral 1 MO
INTRAVENOUS PREGNYL 3 PA; MO
I\R/IEGCON SOLN 35 ROCALTROL 3 MO
FORTESTA 3 PA;MO SAMSCA 2 PAMO

SENSIPAR 2 M
fortical 1 MO ©
HECTOROL 3 MO SOMAVERT 2 MO
INTRAVENOUS STIMATE 2 MO
SOLUTION 4 STRIANT 3 PA;MO
MCG/2 ML

SYNAREL 2 MO
HECTOROL ORAL 3 MO

TESTIM 3 PA; MO
KORLYM 3 MO

testosterone 1 MO
KUVAN ORAL 2 MO cypionate
POWDER IN
PACKET 500 MG testosterone 1 MO

enanthate
KUVAN ORAL 2 MO; LA

TABLET,SOLUBL
E

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

benefit, you may not experience every restriction 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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TESTOSTERONE 3 PA; MO levoxyl oral tablet 1 MO
TRANSDERMAL 100 mcg, 112 mcg,
GEL IN 125 mcg, 137 mcg,
METERED-DOSE 150 mcg, 175 mcg,
PUMP 200 mcg, 25 mcg, 50
TESTOSTERONE 3 PA:MO meg, 75 meg, 88 meg
TRANSDERMAL liothyronine 1 MO
GEL IN PACKET SYNTHROID 3 MO
TESTRED S MO THYROLAR-1 3 MO
VOGELXO 3 PA; MO
TRANSDERMAL THYROLAR-1/2 3 MO
GEL THYROLAR-1/4 3 MO
VOGELXO 3 PA; MO THYROLAR-2 3 MO
TRANSDERMAL

THYROLAR- M
GEL IN O 3 3 0]
METERED-DOSE TIROSINT 3 MO
PUMP TRIOSTAT 3 MO
VPRIV 3 MO unithroid oral tablet 1 MO
ZAVESCA 2 MO; LA 100 mcg, 112 mcg,
A 2 o s e
INTRAVENOUS 25 mcg, 300 mcg, 50
ZEMPLAR ORAL 3 MO mcg, 75 mcg, 88 mcg
CAPSULE 1 MCG,
2 MCG GASTROENTEROLOGY
zoledronic acid 1 MO ANTIDIARRHEALS/
intravenous solution ANTISPASMODICS
7ZOMETA 3 MO atropine injection 1

syringe 0.05 mg/ml,
THYROID HORMONES 0.1 mg/ml
CYTOMEL 3 MO CANTIL 3 MO
LEVOTHYROXINE 3 MO CUVPOSA 3 MO
INTRAVENOUS
RECON SOLN 100 diphenoxylate- 1 MO
MCG atropine
levothyroxine oral 1 MO FULYZAQ 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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glycopyrrolate 1 MO CESAMET 3 PA; MO
ijection CHENODAL 2 PA;MO;LA
glycopyrrolate oral 1 MO CIMZIA 3 PA: MO
LOMOTIL S MO CIMZIA POWDER 3 PA:MO
loperamide oral 1 MO FOR RECONST
capsule COLAZAL 3 MO
Z1reatlhsc0polamme 1 MO colocort 1 MO

COLYTE WITH 3 MO
ROBINUL FORTE 3 MO FLAVOR PACKS
ROBINUL ORAL 3 MO ORAL RECON
MISCELLANEOUS O T
GASTROINTESTINAL AGENTS i :

compro 1 MO
ACTIGALL 3 MO

constulose 1 MO
AKYNZEO 2 PA; MO

CREON 2 MO
alosetron 1 MO

cromolyn oral 1 MO
ALOXI 2 MO

CYSTADANE 2 MO
AMITIZA 2 MO

DELZICOL 2 MO
ANUSOL-HC 3 MO
RECTAL CREAM DIPENTUM 3 MO
ANZEMET 3 MO dronabinol 1 PA; MO
INTRAVENOUS EMEND 9 MO
MG/5 ML RECON SOLN 150
ANZEMET ORAL 3 PA; MO MG
APRISO 3 MO EMEND ORAL 2 PA; MO
ASACOL HD 2 MO ENTOCORT EC 3 MO
AZULFIDINE 3 MO enulose 1 MO
AZULFIDINE EN- 3 MO GASTROCROM 3 MO
TABS GATTEX ONE- 3 MO
balsalazide 1 MO VIAL
budesonide oral 1 MO gavilyte-c 1 MO
CANASA 3 MO gavilyte-g 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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gavilyte-n 1 MO MOVANTIK 2 MO
generlac 1 MO MOVIPREP 3 MO
GIAZO 3 MO NULYTELY WITH 3 MO
GOLYTELY 3 MO FLAVOR PACKS
granisetron (pf) 1 MO ondansetron 1 PA; MO
intravenous solution ondansetron hcl (pf) 1 MO
100 mcg/ml injection solution
granisetron hcl 1 MO ondansetron hcl (pf) 1
intravenous solution injection syringe
1 mg/ml (1 ml) i
ondansetron hcl oral 1 PA; MO
granisetron hcl oral 1 PA; MO solution
hydrocortisone 1 MO ondansetron hcl oral 1 PA
rectal enema tablet 24 mg
KRISTALOSE 3 MO ondansetron hcl oral 1 PA; MO
lactulose oral 1 MO tablet 4 mg, 8 mg
solution 10 gram/15 OSMOPREP 3 MO
mi PANCREAZE 3 MO
LIALDA 2 MO peg 3350- 1 MO
LINZESS 2 MO electrolytes oral
recon soln 236-

LOTRONEX 3 MO 22.74-6.74 -5.86
MARINOL 3 PA; MO gram
meclizine oral tablet 1 MO PENTASA 2 MO
12.5 mg, 25 mg PERTZYE 3 MO
Zjiiﬁgmviiwenh ! MO polyethylene glycol 1 MO

g Wip 3350 oral powder
metoclopramide hel B VO PREPOPIK 3 MO
injection solution
metoclopramide hcl 1 MO prochlorperazine ! MO
oral prochlorperazine 1 MO
METOZOLV ODT 3 MO edlsy'late injection
ORAL solution 10 mg/2 ml
TABLET,DISINTE (3 mg/ml)
GRATING 5 MG prochlorperazine 1 MO

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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procto-pak 1 MO VIOKACE 2 MO
proctosol hc 1 MO ZENPEP ORAL 2 MO
proctozone-hc 1 MO ESPSULE’DELAY
RECTIV 2 MO RELEASE(DR/EC)
10,000-34,000 -
REGLAN ORAL 3 MO ’ i
55,000 UNIT,
RELISTOR 2 MO 15,000-51,000 -
SUBCUTANEOUS 82,000 UNIT,
SOLUTION 20,000-68,000 -
RELISTOR 2 MO 109,000 UNIT,
SUBCUTANEOUS 25,000-85,000-
SYRINGE 136,000 UNIT,
3,000-10,000-
REMICADE 2 PA; MO 16,000 UNIT,
SANCUSO 2 MO 40,000-136,000-
218,000 UNIT
SFROWASA 3 MO
ZENPEP ORAL 3 MO
SUCLEAR 2 MO CAPSULE,DELAY
SUCRAID 2 MO ED
: RELEASE(DR/EC)
sulfasalazine oral 1 MO 5,000-17,000 -
tablet 27,000 UNIT
sulfazine ec 1 MO ZOFRAN (AS ) MO
SUPREP BOWEL 2 MO HYDROCHLORID
PREP KIT E) INTRAVENOUS
TRANSDERM- 3 MO ZOFRAN (AS 3 PA; MO
SCOP HYDROCHLORID
E) ORAL
trilyte with flavor 1 MO
UCERIS ORAL 2 MO ZUPLENZ 3 PA; MO
UCERIS RECTAL 3 MO ULCER THERAPY
ULTRESA 3 MO ACIPHEX 3 MO
URSO 250 3 MO ACIPHEX 3 MO; QL (30 per
URSO FORTE 3 MO SPRINKLE 30 days)
) amoxicil- 1 MO; QL (112 per
ursodiol ! MO clarithromy- 30 days)
lansopraz

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction 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 1 MO lansoprazole oral 1 MO; QL (30 per
suspension capsule,delayed 30 days)
CARAFATE ORAL 3 MO release(dr/ec) 15 mg
TABLET lansoprazole oral 1 MO
. capsule,delayed

cimetidine ! MO release(dr/ec) 30 mg
cimetidine hcl oral 1 MO misoprostol 1 MO
CYTOTEC 3 MO NEXIUM IV 3 MO
DEXILANT ORAL 3 MO; QL (30 per INTRAVENOUS
CAPSULE,BIPHAS 30 days) RECON SOLN 40
E DELAYED MG
RELEAS 30 MG NEXIUM ORAL 3 MO; QL (30 per
DEXILANT ORAL 3 MO CAPSULE,DELAY 30 days)
CAPSULE,BIPHAS ED
E DELAYED RELEASE(DR/EC)
RELEAS 60 MG 20 MG
esomeprazole 1 MO; QL (30 per NEXIUM ORAL 3 MO
magnesium oral 30 days) CAPSULE,.DELAY
capsule,delayed ED
release(dr/ec) 20 mg RELEASE(DR/EC)
ESOMEPRAZOLE 3 MO 40 MG
MAGNESIUM NEXIUM PACKET 2 MO; QL (30 per
ORAL ORAL GRANULES 30 days)
CAPSULE,DELAY DR FOR SUSP IN
ED PACKET 10 MG,
RELEASE(DR/EC) 2.5 MG, 20 MG, 5
40 MG MG
esomeprazole 1 NEXIUM PACKET 2 MO
sodium ORAL GRANULES

. DR FOR SUSP IN

tid 1 M

Jamotidine (p)) 0 PACKET 40 MG

. i 1
/e qmotldlne (pf)-nacl nizatidine 1 MO
(iso-0s)
famotidl:ne oral 1 MO 1(32415 CLAMOX- 2 13\/([)(?1’33515 (80 per
suspension
famotidine oral 1 MO omeprazole oral 1 MO; QL (30 per
tablet 20 mg, 40 mg capsule,delayed 30 days)

’ release(dr/ec) 10
mg, 20 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page 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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omeprazole oral MO PREVACID 3 MO

capsule,delayed SOLUTAB ORAL

release(dr/ec) 40 mg TABLET,DISINTE

omeprazole-sodium MO; QL (30 per ggf‘ "31“(,) ]13/}5(15 AY

bicarbonate oral 30 days)

capsule 20-1.1 mg- PREVPAC 3 MO; QL (112 per

gram 30 days)

omeprazole-sodium MO PRILOSEC ORAL 3 MO; QL (30 per

bicarbonate oral CAPSULE,DELAY 30 days)

capsule 40-1.1 mg- ED

gram RELEASE(DR/EC)

pantoprazole oral MO; QL (30 per 10 MG, 20 MG

tablet,delayed 30 days) PRILOSEC ORAL 3 MO

release (dr/ec) 20 CAPSULE,.DELAY

mg ED

pantoprazole oral MO 5(1)3 II\J/I%ASE(DR/EC)

tablet,delayed

release (dr/ec) 40 PRILOSEC ORAL 3 MO; QL (900 per

mg SUSP,.DELAYED 30 days)

PEPCID ORAL MO LS EOR

SUSPENSION

PEPCID ORAL MO PRILOSEC ORAL 3 MO; QL (300 per

TABLET 20 MG SUSP,DELAYED 30 days)
RELEASE FOR

PREVACID ORAL MO; QL (30 per RECON 2.5 MG

SSPSULE,DELAY 30 days) PROTONIX 3 MO

RELEASE(DR/EC) INTRAVENOUS

15 MG PROTONIX ORAL 3 MO

PREVACID ORAL MO ANt

SSPSULE,DELAY PACKET

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

30 MG TABLET,DELAYE 30 days)

PREVACID MO; QL (30 per E)Iﬁ?égésoEM G

SOLUTAB ORAL 30 days)

TABLET,DISINTE

GRAT, DELAY

REL 15 MG

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

what the symbols and abbreviations on this table mean by going to page 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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PiOTONIX OiAL 3 MO IMMUNOLOGY, VACCINES /
TABLET,DELAYE
D RELEASE BIOTECHNOLOGY
(DR/EC) 40 MG BIOTECHNOLOGY DRUGS
PYLERA 2 MO ACTIMMUNE 2 MO
rabeprazole 1 MO ARANESP (IN 3 PA; MO
ranitidine hcl 1 MO POLYSORBATE)
injection solution 25 ARCALYST 2 PA; MO
mg/ml AVONEX (WITH 2 PA:;MO; QL (4
ranitidine hcl oral 1 MO ALBUMIN) per 28 days)
capsule AVONEX 2 PA;MO;QL (4
ranitidine hcl oral 1 MO INTRAMUSCULA per 28 days)
Syrup R PEN INJECTOR
ranitidine hcl oral 1 MO KIT
tablet 150 mg, 300 AVONEX 2 PA; MO; QL (4
mg INTRAMUSCULA per 28 days)
sucralfate oral tablet 1 MO R SYRINGE KIT

BETASERON 2 PA; MO; QL (15
ZANTAC 3 MO ’ ’
INJECTION ISJI{FCUTANEOUS per 28 days)
SOLUTION 25
MG/ML EGRIFTA 3 PA
ZANTAC ORAL 3 MO SUBCUTANEOUS

RECON SOLN 1
TABLET MG
ZEGERID ORAL MO; QL

GERID O 3 O QL (30per "0 GEN 3 PA; MO

CAPSULE 20-1.1 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 per UNIT/ML, 4,000
PACKET 20-1,680 30 days) UNIT/ML
MG EXTAVIA 3 PA; MO; QL (15
ZEGERID ORAL 3 MO SUBCUTANEOUS per 28 days)
PACKET 40-1,680 KIT
MG GENOTROPIN 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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GENOTROPIN 3 PA; MO NUTROPIN AQ 3 PA; MO
MINIQUICK NUSPIN
] SUBCUTANEOUS
GRANIX 3 PA; MO CARTRIDGE 5
HUMATROPE 3 PA; MO MG/2 ML (2.5
ILARIS (PF) > PA;MO;LA  MGMD)
INJECTION SUBCUTANEOUS
RECON SOLN CARTRIDGE
INTRON A 2 MO OMNITROPE 2 PA; MO
INJECTION PEGASYS 2 MO; QL (4 per
SOLUTION 6 28 days)
[l\;I;IIIJ,IE/II\O/IIE PEGASYS 2 MO; QL (4 per
PROCLICK 28 days)
LEUKINE 2 MO
INJECTION PEGINTRON 2 12\/2[31, QL (4 per
RECON SOLN ays)
PEGINTRON 2 MO; QL (4 per
MIRCERA 2 MO REDIPEN 28 days)
MOZOBIL . MO PLEGRIDY 2 PA; MO; QL (1
NEULASTA 2 PA; MO SUBCUTANEOUS per 28 days)
SUBCUTANEOUS PEN INJECTOR
SYRINGE 125 MCG/0.5 ML
NEUMEGA 2 MO PLEGRIDY 2 PA; MO; QL (1
) SUBCUTANEOUS per 180 days)
NEUPOGEN 2 PA; MO PEN INJECTOR 63
NORDITROPIN 2 PA; MO MCG/0.5 ML- 94
FLEXPRO MCG/0.5 ML
SUBCUTANEOUS
PEN INJECTOR 10 PLEGRIDY 2 PA; MO; QL (1
MG/1.5 ML (6.7 SUBCUTANEOUS per 28 days)
MG /ML) 15 ’ SYRINGE 125
MG/1.5 ML (10 MCG/0.5 ML
MG/ML), 5 MG/1.5 PLEGRIDY 2 PA; MO; QL (1
ML (3.3 MG/ML) SUBCUTANEOUS per 180 days)
NORDITROPIN 2 PA:MO SYRINGE 63
MCG/0.5 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page 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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PROCRIT 2 PA:MO ACTHIB (PF) 2 MO
INJECTION ADACEL(TDAP > MO
SOLUTION 10,000 ADOLESN/ADULT
UNIT/ML, 2,000 \EF)
UNIT/ML, 20,000 INTRAMUSCULA
UNIT/ML, 3,000 R SUSPENSION
UNIT/ML, 4,000
UNIT/ML, 40,000 ATGAM 3 PA
UNIT/ML BCG VACCINE, 2
PROLEUKIN 2 MO LIVE (PF)
REBIF (WITH 2 PA;MO:QL(6 BEXSERO (PF) 2
ALBUMIN) per 28 days) BIVIGAM 3 PA; MO
REBIF REBIDOSE 2 PA;MO;QL(6  BOOSTRIX TDAP N
SUBCUTANEOUS per 28 days)
PEN INJECTOR 22 BOTOX 2 PA; MO
MCG/0.5 ML, 44 CARIMUNE NF 3 PA:MO
MCG/0.5 ML NANOFILTERED
REBIF REBIDOSE 2 PA;MO;QL INTRAVENOUS
SUBCUTANEOUS (4.2 per 180 RECON SOLN 6
PEN INJECTOR days) GRAM
REBIF TITRATION 2 PA;MO; QL (12 CoMVAX (PF) P 1o
PACK per 28 days)
: DAPTACEL (DTAP 2 MO

SAIZEN 35 PAMO DYSPORT 3 PA;MO
CLICK.EASY INTRAMUSCULA
SEROSTIM 3 PA;MO R RECON SOLN
SUBCUTANEOUS 300 UNIT
RECON SOLN 4 ENGERIX-B (PF) 2 PA;MO
MG, 5 MG, 6 MG INTRAMUSCULA
SYLATRON 2 MO R SYRINGE
ZOMACTON 3 PA; MO ENGERIX-B 2 PA; MO
CORBTIVE VY PEDIATRIC (PF)

ORBTIV 3 ; MO INTRAMUSCULA
VACCINES / MISCELLANEOUS R SUSPENSION

IMMUNOLOGICALS

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction 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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ENGERIX-B 2 PA HYPERRAB S/D 3

PEDIATRIC (PF) (PF)

?gﬁlﬁggwm IMOVAX RABIES 2 MO
VACCINE (PF)

FD%I‘:EBOGAMMA 3 PAMO INFANRIX (DTAP) 2 MO
(PF)

OIS INTRAMUSCULA

° R SUSPENSION

fomepizole 1 MO IPOL ) MO

GAMASTAN S/D 2 MO IXIARO (PF) B

SIAI\I/IJII\I/[)AGARD 3 PAMO MENACTRA (PF) 2 MO

Q INTRAMUSCULA

GAMMAKED 3 PA; MO R SOLUTION

INJECTION MENOMUNE - 2 MO

SOLUTION 1 A/C/Y/W-135 (PF)

GRAM/10 ML (10

%) MENVEO A-C-Y- 2 MO

GAMMAPLEX 3 PA; MO W-135-DIP (PF)

GAMUNEX-C 3 PA:MO M-M-R II (PF) I 1O

INJECTION OCTAGAM 3 PA; MO

SOLUTION 1
PEDVAX HIB (PF 2 M

GRAM/10 ML (10 v (PF) ©

%) PRIVIGEN 2 PA; MO

GARDASIL (PF) 2 MO PROQUAD (PF) 2

GARDASIL 9 (PF) 2 MO QUADRACEL (PF) 2

GRASTEK 2 PA; MO RABAVERT (PF) 2 MO

HAVRIX (PF) 2 MO RAGWITEK 2 MO

INTRAMUSCULA RECOMBIVAXHB 2 PA; MO

R SUSPENSION (PF)

1,440 ELISA INTRAMUSCULA

UNIT/ML R SUSPENSION 10

HAVRIX (PF) 2 MCG/ML, 40

INTRAMUSCULA MCG/ML

R SYRINGE 720

ELISA UNIT/0.5
ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page 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

RECOMBIVAX HB 2 PA; MO VARIVAX (PF) 2 MO
(PF)

VARIZIG 2
INTRAMUSCULA INTRAMUSCULA
R SYRINGE 10 R SOLUTION
MCG/ML

XEOMIN 3 PA; MO
él%?OMBIVAX HB 2 PA INTRAMUSCULA
INTRAMUSCULA Il_{H\l?I?FCON SOLN 50
R SYRINGE 5
MCG/0.5 ML YF-VAX (PF) 2 MO
ROTARIX 2 ZOSTAVAX (PF) 2 MO
ROTATEQ 2 MO MUSCULOSKELETAL /
VACCINE RHEUMATOLOGY
TENIVAC (PF) 2 MO [
INTRAMUSCULA GOUT THERAPY
R SYRINGE allopurinol 1 MO
TETANUS,DIPHTH 2 MO aloprim 1
LA 0% COLCHICINE 3 MO

(PF) ORAL

TETANUS- 2 MO ..
DIPHTHERIA ciécbhe’;’e’éfd . ¢
TOXOIDS-TD P
THYMOGLOBULI 2 PA COLCRYS 2 MO
N probenecid 1 MO
TRUMENBA 2 ULORIC 2 ST; MO
TWINRIX (PF) 2 MO ZYLOPRIM 3 MO
INTRAMUSCULA
R SUSPENSION OSTEOPOROSIS THERAPY
TN AcToeLoRAL |3 ST 0L
INTRAMUSCULA per 30 days)
R SOLUTION ACTONEL ORAL 3 ST; MO; QL (4
TYPHIM VI ) MO TABLET 35 MG per 28 days)
INTRAMUSCULA ACTONEL ORAL 3 ST; MO; QL (30
R SYRINGE TABLET 5 MG per 30 days)
VAQTA (PF) 2 alendronate oral 1 MO; QL (1286
INTRAMUSCULA solution per 30 days)
R SYRINGE

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction 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 (30 per risedronate oral 1 MO; QL (4 per
tablet 10 mg, 5 mg 30 days) tablet,delayed 28 days)
alendronate oral 1 MO; QL (4 per release (dr/ec)
tablet 35 mg, 70 mg 28 days) OTHER RHEUMATOLOGICALS
ATELVIA 3 ST; MO; QL (4 ACTEMRA 2 PA; MO
per28days)  ARAVA 3 MO; QL (30 per
BINOSTO 3 ST; MO; QL (4 30 days)
per 28 days) BENLYSTA 2 MO
BONIVA 3 PA; MO INTRAVENOUS
INTRAVENOUS RECON SOLN 120
BONIVA ORAL 3 ST;MO;QL(1 MG
per 30 days) CUPRIMINE 2 MO
EVISTA 3 MO DEPEN 3 MO
FORTEO 2 PA:MO;QL  ITRATABS
(2.4 per 28 days) ENBREL 2 PA; MO; QL (8
TABLET 70 MG per 28 days) RECON SOLN
) ) ENBREL 2 PA; MO; QL (8
FOSAMAX PLUS 3 ST; MO; QL (4 ’ ’
D per 28 days) SUBCUTANEOUS per 28 days)
SYRINGE 25
ibandronate 1 PA; MO MG/0.5ML (0.51)
intravenous solution
ENBREL 2 PA; MO; QL (4
ibandronate oral 1 MO; QL (1 per  SUBCUTANEOUS per 28 days)
30 days) SYRINGE 50
PROLIA 2 PA;MO MG/ML (0.98 ML)
raloxifene 1 MO ENBREL 2 PA; MO; QL (4
SURECLICK per 28 days)
risedronate oral 1 MO; QL (1 per
tablet 150 mg 30 days) HUMIRA 2 PA; MO; QL

: CROHN'S DIS (4.8 per 180
risedronate oral 1 MO; QL (4 per  START PCK days)
tablet 35 mg 28 days)

: HUMIRA 2 PA; MO; QL
risedronate oral 1 QL (4 per 28 SUBCUTANEOUS (0.4 per 28 days)
tablet 35 mg (12 days) SYRINGE KIT 10
pack) MG/0.2 ML
risedronate oral 1 MO; QL (30 per
tablet 5 mg 30 days)

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

benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page 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

HUMIRA 2 PA; MO; QL (2 ANGELIQ ORAL 3 MO
SUBCUTANEOUS per 28 days) TABLET 0.5-1 MG
SYRINGE KIT 20
MG/0.4 ML AYGESTIN 3 MO
HUMIRA 2 PA;MO; QL camila O
SUBCUTANEOUS (3.2 per 28 days) CLIMARA 3 MO; QL (4 per
SYRINGE KIT 40 28 days)
MG/0.8 ML CRINONE 3 MO
KINERET 3 PA; MO VAGINAL GEL 4

0
leflunomide 1 MO; QL (30 per /o

30 days) CRINONE 3 PA; MO

ORENCIA 2 PA; MO }/IOAGINAL GEL 8
ORENCIA (WITH 2 PA; MO .
MALTOSE) deblitane 1 MO
OTEZLA ) PA: MO DELESTROGEN 3 MO
OTEZLA ) PA: MO DEPO-ESTRADIOL 3 MO
STARTER DEPO-PROVERA 2 MO

INTRAMUSCULA
OTREXUP (PF) 3 MO R SOLUTION
RASUVO (PF) Ea- MO DEPO-PROVERA 3 MO
RIDAURA 3 MO INTRAMUSCULA
SAVELLA ORAL 2 MO; QL (60 per X SUSPENSION
TABLET 30 days) DEPO-SUBQ 3 MO
SAVELLA ORAL 2 MO; QL (55per L ROVERA 104
TABLETS,DOSE 30 days) DIVIGEL 3 MO:; QL (30 per
PACK 30 days)
SIMPONI 3 PA; MO DUAVEE 2 MO
SIMPONI ARIA 3 PA; MO ELESTRIN 3 MO; QL (52 per
XELJANZ 3 PA;MO 30 days)

ENJUVIA 3 MO
OBSTETRICS / GYNECOLOGY

errin 1 MO
ESTROGENS / PROGESTINS

ESTRACE ORAL 3 MO
ACTIVELLA 3 MO

ESTRACE 2 MO
ALORA 3 MO; QL (8 per  VAGINAL

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
estradiol oral 1 MO MINIVELLE 3 MO; QL (8 per
estradiol 1 MO; QL (8 per 28 days)
transdermal patch 28 days) nora-be 1 MO
semiweekly norethindrone 1 MO
estradiol 1 MO; QL (4 per  (contraceptive)
transdermal patch 28 days) norethindrone 1 MO
weekly acetate
?s;radzol vallemti 20 ! MO norethindrone ac-eth 1 MO
Htramuscuiar ot estradiol oral tablet
mg/ml, 40 mg/m! 0.5-2.5 mg-meg, 1-5
estradiol- 1 MO mg-mcg
norethindrone acet norlyroc 1
ESTRING 3 MO NOR-QD 3 MO
estropipate 1 MO ORTHO 3 MO
EVAMIST 3 MO; QL (16.2 MICRONOR
per 30 days) PREMARIN 3 MO
FEMHRT LOW 3 MO INJECTION
DOSE PREMARINORAL 2 MO
FEMRING E— M PREMARIN 3 MO
jolivette 1 MO VAGINAL
LOPREEZA 3 MO progesterone 1 MO
bz 1 MO micronized
medroxyprogesteron 1 MO PROMETRIUM & MO
e intramuscular PROVERA 3 MO
suspension sharobel 1 MO
medroxyprogesteron 1 MO VAGIFEM 3 MO
e oral
MENEST 3 MO VIVELLE-DOT 3 g/g[g%ag;; (8 per
MENOSTAR MO; QL (4
08 P ey P MISCELLANEOUS OB/GYN

mimvey 1 MO AVC VAGINAL 3 MO

. CLEOCIN 3 MO
mimvey lo O VAGINAL 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

CLEOCIN 2 MO aranelle (28) 1 MO
VAGINAL
SUPPOSITORY ashlyna -0
clindamycin 1 MO aubra : MO
phosphate vaginal aviane 1 MO
GYNAZOLE-1 3 MO balziva (28) 1 MO
VAGINAL CREAM BEYAZ 3 MO
LUPANETA PACK 3 MO

BREVICON (28 3 MO
(1 MONTH) 28)
LUPANETAPACK 3 MO briellyn -0
(3 MONTH) cryselle (28) 1 MO
LYSTEDA 3 MO cyclafem 1/35 (28) 1 MO
METROGEL 3 MO cyclafem 7/7/7 (28) 1 MO
VAGINAL CYCLESSA (28) 3 MO
metl"onidazole 1 MO delyla (28) 1
vaginal

: desog- 1

”””C?”GZOI@'3 ' 1 MO e.estradiol/e.estradio
vaginal suppository ]
NUVARING 3 MO DESOGEN 3 MO
NUVESSA 3 MO drospirenone-ethinyl 1 MO
TERAZOL 3 3 MO estradiol
VAGINAL CREAM emoquette 1 MO
TERAZOL 7 3 MO enpresse 1 MO
terconazole 1 MO falmina (28) 1 MO
tranexamic acid oral 1 MO FEMCON FE 3 MO
vandazole 1 MO GENERESS FE 3 MO
xulane 1 MO gianvi (28) 1 MO
ORAL CONTRACEPTIVES / gildagia 1 MO
RELATED AGENTS

gildess 24 fe 1 MO
amethia 1 MO

gildess oral tablet 1 MO
amethyst 1 MO 1.5-30 mg-mcg
apri 1 MO introvale 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
Jjunel 1.5/30 (21) 1 MO LOESTRIN 1.5/30 3 MO
Jjunel 1/20 (21) 1 MO 2D
Jjunel fe 1.5/30 (28) 1 MO (Lz(?fSTRIN 120 A MO
Junel fe 1/20 (28) 1 MO LOESTRIN FE 3 MO
junel fe 24 1 MO 1.5/30 (28-DAY)
kariva (28) 1 MO LOESTRIN FE 1/20 3 MO
kelnor 1/35 (28) 1 MO (28-DAY)
I norgest&e 1 lomedia 24 fe 1 MO
estradiol-e estrad loryna (28) 1 MO
oral tablets,dose
pack.3 month 0.15 LOSEASONIQUE 3 MO
mg-30 mcg (84)/10 lutera (28) 1 MO
meg (7) marlissa 1 MO
larin 1.5/30 (21) ! microgestin 1.5/30 1 MO
larin 1/20 (21) 1 MO (21)
larin fe 1 MO microgestin 1/20 1 MO
leena 28 1 MO (1)
lessina 1 MO microgestin fe 1.5/30 1 MO
(28)
levonest (28) ! MO microgestin fe 1/20 1 MO
levonorgestrel- 1 MO (28)
ethinyl estrad oral
tablet 0.1-20 mg- MINASTRIN 24 FE 3 MO
mcg MODICON (28) 3 MO
levonorgestrel- 1 mononessa (28) 1 MO
ethinyl estrad oral
tablet 90-20 mcg NATAZIA 3 MO
levonorgestrel- ) MO necon 0.5/35 (28) 1 MO
ethinyl estrad oral necon 1/35 (28) 1 MO
tablets,dose pack,3 necon 1/50 (28) | MO
month
10/11 (2 1 M
levora-28 1 MO necon 10/11 (28) ©
LO LOESTRIN FE 3 MO necon 7/7/7 (28) 1 MO
nikki (28) 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page 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
noreth-ethinyl 1 pirmella oral tablet 1 MO
estradiol-iron oral 1-35 mg-mcg
tablet,chewable )
0.8mg-25mcg(24) portia i MO
and 75 mg (4) previfem 1 MO
norethindrone- 1 MO QUARTETTE 3 MO
e.estradiol-iron oral
1 MO
tablet 1 mg-20 mcg quasense
(24)/75 mg (4) reclipsen (28) 1 MO
NORINYL 1+35 3 MO SAFYRAL 3 MO
(28) SEASONIQUE 3 MO
gg)RINYL 1+50 3 MO sprintec (28) 1 MO
Sronyx 1 MO
nortrel 0.5/35 (28) 1 MO
tarina fe 1 MO
nortrel 1/35 (21) 1 MO
tri-legest fe 1 MO
nortrel 1/35 (28) 1 MO
trinessa (28) 1 MO
nortrel 7/7/7 (28) 1 MO
TRI-NORINYL (28) 3 MO
ocella 1 MO
tri- ] 28 1 MO
ogestrel (28) 1 MO ri-previfem (28)
; tri-sprintec (28) 1 MO
orsythia 1 MO
trivora (28) 1 MO
ORTHO TRI- 3 MO
CYCLEN (28) velivet triphasic 1 MO
regimen (28)
ORTHO TRI- 3 MO
CYCLEN LO (28) vestura (28) 1 MO
ORTHO-CEPT (28) 3 MO vyfemla (28) 1 MO
ORTHO-CYCLEN 3 MO wymzya fe 1 MO
(28) YASMIN (28) 3 MO
ORTHO-NOVUM 3 MO YAZ (28) 3 MO
1/35 (28)
zenchent (28) 1 MO
ORTHO-NOVUM 3 MO
7/7/7 (28) zenchent fe 1 MO
OVCON-35 (28) 3 MO zovia 1/35e (28) 1 MO
pimtrea (28) 1 MO zovia 1/50e (28) 1 MO
OXYTOCICS

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page 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
methylergonovine 1 MO neomycin- 1 MO
oral bacitracin-

olymyxin

OPHTHALMOLOGY POy

neomycin- 1 MO
AZASITE 3 MO gramicidin
bacitracin 1 MO NEOSPORIN 3 MO
ophthalmic (NEO-POLYM-

GRAMICID)
bacitracin- 1 MO
polymyxin b OCUFLOX 3 MO
ophthalmic ofloxacin ophthalmic 1 MO
CILOXAN 3 MO trimethoprim
OPHTHALMIC POLYTRIM 3 MO
DROPS

tobramycin 1 MO
CILOXAN 2 MO
OPHTHALMIC TOBREX R MO
OINTMENT OPHTHALMIC

DROPS
ciprofloxacin hcl 1 MO
ophthalmic TOBREX 2 MO

OPHTHALMIC
erythromycin 1 MO OINTMENT
ophthalmic

VIGAMOX 3 MO
garamycin 1
ophthalmic drops ZYMAXID 3 MO
gatifloxacin 1 MO ANTIVIRALS
gentak ophthalmic 1 MO trifluridine 1 MO
ointment VIROPTIC 3 MO
gentamicin 1 MO ZIRGAN 3 MO
ophthalmic

BETA-BLOCKERS
ILOTYCIN 3 MO

BETAGAN 3 MO
levoﬂoxacin 1 MO OPHTHALMIC
ophthalmic DROPS 0.5 %
MOXEZA 3 MO betaxolol ophthalmic 1 MO
NATACYN 2 MO BETIMOL 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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Tier  Limits Tier  Limits

BETOPTIC S 3 MO cromolyn 1 MO
carteolol 1 MO ophthalmic

ISTALOL 3 MO CYSTARAN 2 MO
levobunolol 1 MO ELESTAT . MO
ophthalmic drops EMADINE 3 MO
0.5% epinastine 1 MO
metipranolol 1 MO LACRISERT ) MO
Zglot%l;’l‘ge‘”e O LASTACAFT 2 MO
TIMOPTIC 3 MO PATADAY 2 MO
OCUDOSE (PF) PATANOL 3 MO
TIMOPTIC-XE 3 MO PAZEO 2 MO

2

RESTASIS MO; QL (60 per
30 days)
PHOSPHOLINE 3 MO
IODIDE

atropine ophthalmic 1 MO ACULAR LS 3 MO
drops ACUVAIL (PF) 3 MO
IDIRECT ACTING MIOTICS " romenac LMo
ISOPTO CARPINE 3 MO diclofenac sodium 1 MO
pilocarpine hcl 1 MO ophthalmic

ophthalmic drops 1 flurbiprofen sodium 1 MO

%, 2%, 4 %

ILEVRO 2 MO
ophthalmic

ALOCRIL S MO NEVANAC 2 MO

ALOMIDE 3 MO OCUFEN 3 MO

azelastine R MO PROLENSA 2 MO

ophthalmic

BEPREVE S 10 ORAL DRUGS FORGLAUCOMA
acetazolamide 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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Tier  Limits Tier  Limits
acetazolamide 1 MO neomycin- 1 MO
sodium polymyxin-hc
DIAMOX 3 MO ophthalmic
SEQUELS PRED-G 3 MO
methazolamide oral 1 MO PRED-G S.O.P. 3 MO
OTHER GLAUCOMA DRUGS TOBRADEX 3 MO
AZOPT 3 MO TOBRADEX ST 3 MO
bimatoprost 1 MO tobramycin- 1 MO
COMBIGAN ) MO dexamethasone
COSOPT 3 MO ZYLET 2 MO
dorzolamide 1 MO o IR
dorzolamide-timolol 1 MO ALREX 2 MO

dexamethasone 1 MO
latanoprost ! MO sodium phosphate
LUMIGAN 2 MO ophthalmic
OPHTHALMIC
DROPS 0.01 % DUREZOL 3 MO
SIMBRINZA 3 MO FLAREX E
TRAVATAN 7 > MO fluorometholone 1 MO
travoprost 1 MO FML FORTE > MO
(benzalkonium) FML LIQUIFILM 3 MO
TRUSOPT 3 MO FML S.O.P. 2 MO
XALATAN 3 ST; MO LOTEMAX 2 MO
ZIOPTAN (PF) 3 ST; MO MAXIDEX 3 MO
STEROID-ANTIBIOTIC OMNIPRED 3 MO
COMBINATIONS PRED FORTE 3 MO
neomycin- 1 MO prednisolone acetate 1 MO
bacitracin-poly-hc

: : prednisolone sodium 1 MO

neomycin-polymyxin 1 MO phosphate
b-dexameth ophthalmic

VEXOL 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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STEROID-SULFONAMIDE cetirizine oral 1 MO
COMBINATIONS solution 1 mg/ml
BLEPHAMIDE 3 MO CLARINEX ORAL 3 MO
SYRUP
BLEPHAMIDE 3 MO
S.O.P. CLARINEX ORAL 3 MO; QL (30 per
) TABLET 30 days)
sulfacetamide- 1 MO
prednisolone CLARINEX-D 12 3 MO; QL (60 per
HOUR 30 days)
SULFONAMIDES
desloratadine 1 MO; QL (30 per
BLEPH-10 3 MO 30 days)
sulft acetamide 1 MO diphenhydramine hcl 1 MO
sodium ophthalmic injection solution 50
SYMPATHOMIMETICS mg/ml
ALPHAGAN P 2 MO diphenhydramine hcl 1 PA
OPHTHALMIC oral elixir
DROPS 0.1 % epinephrine 1 MO; QL (4 per
ALPHAGAN P 3 MO injection auto- 30 days)
OPHTHALMIC injector
DROPS 0.15 % EPIPEN 2-PAK 2 MO; QL (4 per
apraclonidine 1 MO 30 days)
brimonidine . MO EPIPEN JR 2-PAK 2 MO; QL (4 per
30 days)
IOPIDINE 3 MO
hydroxyzine hcl oral 1 PA; MO
VASOCONSTRICTOR tablet
DECONGESTANTS levocetirizine oral 1 MO
naphazoline 1 MO solution
RESPIRATORY AND ALLERGY levocetirizine oral 1 MO; QL (30 per
tablet 30 days)
ANTIHISTAMINE /
ANTIALLERGENIC AGENTS PHENERGAN 3 MO
INJECTION
adrenalin injection 1 :
solution 1 mg/ml promethazine 1 MO
(1:1,000) (Iml) injection solution
AUVI-Q 5 MO; QL (4 per promethazine oral 1 PA; MO
30 days) SEMPREX-D 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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Tier  Limits Tier  Limits
XYZAL ORAL 3 MO aminophylline 1
SOLUTION intravenous solution
XYZAL ORAL 3 MO;QL(30per 220megl0ml
TABLET 30 days) ANORO ELLIPTA 2 MO; QL (60 per
PULMONARY AGENTS 30 days)
ARCAPTA 2 MO; QL (30 per
ACCOLATE S 1O NEOHALER 30 days)
acety lcysteine 1 PAMO ARNUITY 2 MO; QL (30 per
sotution ELLIPTA 30 days)
ADCIRCA 2 PA;%[(;; QL (60~ ASMANEX HFA 2 MO; QL (13 per
per 30 days) 30 days)
ADEMPAS 2 PAMOLA ASMANEX 2 MO; QL (30 per
ADVAIR DISKUS 2 MO; QL (60 per TWISTHALER 30 days)
30 days) INHALATION
ADVAIR HFA 2 MO; QL (12 per AEROSOL POWDR
30 days) BREATH
Bys ACTIVATED 110
AEROSPAN 2 MO; QL (17.8 MCG (30 DOSES),
per 30 days) 220 MCG (30
albuterol sulfate 1 PA; MO DOSES)
inhalation solution ASMANEX 2 MO; QL (240 per
for nebulization 0.63 TWISTHALER 30 days)
mg/3 ml, 1.25 mg/3 INHALATION
ml, 2.5 mg /3 ml AEROSOL POWDR
(0.083 %), 5 mg/ml BREATH
ACTIVATED 220
albuterol sulfate oral 1 MO MCG (120 DOSES)
%LI;/AESIS?ION HFA ’ Ill/é?é(? (I{ag/ls?z ASMANEX 2 MO; QL (60 per
TWISTHALER 30 days)
AEROSOL
INHALATION
INHALER 160 AEROSOL POWDR
MCG/ACTUATION BREATH
ALVESCO 3 MO; QL (6.1 per ACTIVATED 220
INHALATION HFA 30 days) MCG (60 DOSES)
AEROSOL
INHALER 80 ATROVENT HFA 2 Moé (?(I; (25.8
MCG/ACTUATION per 30 days)
BECONASE AQ 3 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
BERINERT 3 PA; MO FLOVENT DISKUS 2 MO; QL (240 per
INTRAVENOUS INHALATION 30 days)
KIT BLISTER WITH
_ DEVICE 250
BREO ELLIPTA 2 MO; QL (60 per MCG/ACTUATION
30 days)
] FLOVENT HFA 2 MO; QL (12 per
BROVANA 2 PA; MO INHALATION HFA 30 days)
budesonide 1 PA; MO AEROSOL
inhalation INHALER 110
budesonide nasal 1 MO; QL (17.2 MCG/ACTUATION
per 30 days) FLOVENT HFA 2 MO; QL (24 per
) INHALATION HFA 30 days)
RYZE 2 PA; M
CIN >, MO AEROSOL
COMBIVENT 2 MO; QL (8 per INHALER 220
RESPIMAT 30 days) MCG/ACTUATION
cromolyn inhalation 1 PA; MO FLOVENT HFA 2 MO; QL (10.6
DALIRESP 9 PA; MO INHALATION HFA per 30 days)
AEROSOL
DULERA 2 MO; QL (13 per NHALER 44
30 days) MCG/ACTUATION
DYMISTA 2 MO; QL (23 per  flunisolide nasal 1 MO; QL (50 per
30 days) spray,non-aerosol 30 days)
ELIXOPHYLLIN 3 MO 25 meg (0.025 %)
ORAL ELIXIR 80 fluticasone nasal 1 MO; QL (16 per
MG/15 ML 30 days)
ESBRIET 2 PA; MO; QL FORADIL 2 MO; QL (60 per
(270 per 30 days) AEROLIZER 30 days)
FIRAZYR 2 PA; MO INCRUSE 3 MO; QL (30 per
FLOVENT DISKUS 2 MO; QL (60 per ELLIPTA 30 days)
INHALATION 30 days) ipratropium bromide 1 PA; MO
DEVICE 100 _ . _
MCG/ACTUATION ipratropium- 1 PA; MO
.50 albuterol
MCG/ACTUATION KALBITOR 2 MO
KALYDECO ORAL 2 PA; MO; QL (56
GRANULES IN per 28 days)
PACKET

Note: The drug list includes all possible restrictions and limitations. 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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KALYDECO ORAL 2 PA; MO; QL (60 PULMICORT 2 MO; QL (1 per
TABLET per 30 days) FLEXHALER 30 days)
i i INHALATION
LETAIRIS 2 PA; MO; LA AEROSOL POWDR
levalbuterol hcl 1 PA; MO BREATH
inhalation solution ACTIVATED 90
for nebulization 0.31 MCG/ACTUATION
Z;g/ j ’;’51’3 6/2 ’;’i/ 13 PULMICORT 3 PA;MO
, 120 e INHALATION
metaproterenol oral 1 MO SUSPENSION FOR
NEBULIZATION
telukast 1 MO
monferuras 0.25 MG/2 ML, 0.5
NASONEX 2 MO; QL (34 per MG/2 ML
30d
ays) PULMICORT 2 PA;MO
OFEV 2 PA;MO; QL (60 INHALATION
per 30 days) SUSPENSION FOR
OMNARIS 3 MO:;QL(125  NEBULIZATION |
per 30 days) MG/2 ML
HFA AEROSOL 30 days)
PROAIR HFA 2 MO; QL (17 per INHALER 40
30 days) MCG/ACTUATION
PROAIR 2 MO; QL (17 per  QNASL NASAL 3 MO:; QL (8.7 per
RESPICLICK 30 days) HFA AEROSOL 30 days)
PROVENTIL HFA 3 MO;QL(134  INHALER 80
per 30 days) MCG/ACTUATION
PULMICORT 2 MO;QL(2per QVAR 2 MO;QL(174
FLEXHALER 30 days) per 30 days)
INHALATION REVATIO 3 PA; MO
AEROSOL POWDR INTRAVENOUS
BREATH
MCG/ACTUATION SUSPENSION FOR (224 per 30 days)
RECONSTITUTIO
N
REVATIO ORAL 3 PA; MO; QL (90
TABLET 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
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RHINOCORT 3 MO; QL (17.2 triamcinolone 1 MO; QL (16.5
AQUA per 30 days) acetonide nasal per 30 days)
RUCONEST 3 PA; MO TUDORZA 2 MO; QL (1 per
SEREVENT 2 MO; QL (60 per L RESSARR 30 days)
DISKUS 30 days) INHALATION

AEROSOL POWDR
sildenafil 1 PA BREATH
intravenous ACTIVATED 400
sildenafil oral 1 PA:MO; QL (90 MCG/ACTUATION

per 30 days) TUDORZA 2 QL (1 per 30

INHALATION
SPIRIVA 2 MO; QL (60 per AEROSOL POWDR
RESPIMAT 30 days) BREATH
SPIRIVA WITH 2 MO; QL (90 per ACTIVATED 400
HANDIHALER 90 days) MCG/ACTUATION

(30 ACTUAT)
STIOLTO 3 MO; QL (4 per _
RESPIMAT 30 days) TYVASO 2 PAMO
STRIVERDI 3 MO:;QL(4per YENTAVIS 3  PAJMO
RESPIMAT 30 days) VENTOLIN HFA 3 MO; QL (36 per
SYMBICORT 2 MO; QL (102 30 days)

per 30 days) VERAMYST 3 MO; QL (10 per
terbutaline oral 1 MO 30 days)
terbutaline 1 MO VOSPIRE ER 3 MO
subcutaneous XOLAIR 2 PA; MO; LA;
THEO-24 3 MO QL (6 per 28
days)

theophylline oral 1 '
solution XOPENEX 3 PA; MO
tablet extended 30 days)
release zafirlukast 1 MO
theophylline oral 1 MO ZETONNA 3 MO; QL (6.1 per
tablet extended 30 days)
release 12 hr ZYFLO 3 MO
TRACLEER 2 PA; MO; LA ZYFLO CR 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
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UROLOGICALS JALYN 2 MO
ANTICHOLINERGICS / PROSCAR 3 MO
ANTISPASMODICS RAPAFLO 2 ST; MO
DETROL 3 MO tamsulosin 1 MO
DETROL LA 3 MO UROXATRAL 3 ST; MO
DITROPAN XL 3 MO CHOLINERGIC STIMULANTS
ENABLEX 2 MO bethanechol chloride 1 MO
flavoxate 1 MO URECHOLINE 3 MO
GELNIQUE 3 MO; QL (92 per 'MISCELLANEOUS UROLOGICALS
TRANSDERMAL 30 days)
GEL IN AMMONIUM 3
METERED-DOSE CHLORIDE
PUMP CIALIS ORAL 2 PA; MO; QL (30
TRANSDERMAL 30 days) MG
GEL IN PACKET CYSTAGON 2 MO; LA
MYRBETRIQ 2 MO ELMIRON 2 MO
oxybutynin chloride 1 MO potassium citrate 1 MO
/

ord PROCYSBI 3 MO
OXYTROL 3 MO; QL (8 per

28 days) UROCIT-K 10 3 MO
tolterodine 1 MO UROCIT-K 15 3 MO
TOVIAZ ) MO UROCIT-K 5 3 MO
VESICARE 2 MO ELECTROLYTES
BENIGN PROSTATIC ELECTROLYTES
HYPERPLASIA(BPH) THERAPY calcium acetate oral 1 MO
alfuzosin 1 MO capsule
AVODART 2 MO dextrose-kcl-nacl 1
finasteride oral 1 MO eliphos ! MO
tablet 5 mg klor-con 10 1 MO
FLOMAX 3 ST; MO klor-con 8 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
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klor-con m15 1 MO potassium chloride 1
7 o
klor-con m20 1 MO i ) 7 dex
intravenous
K-TAB ORAL 3 MO parenteral solution
TABLET 20 meq/l, 40 meq/I
EEEEESDIE ]1)() MEQ potassium chloride 1 MO
20 MEQ ’ in lr-d5 intravenous
parenteral solution
k-tab oral tablet 1 20 megq/l
extended release 8 . .
potassium chloride 1
meq ;
intravenous
lactated ringers 1 MO piggyback 10
intravenous meq/100 ml, 20
magnesium sulfate 1 MO meqﬁ gg mﬁ 40
injection solution meq n
magnesium sulfate 1 potassium chloride 1 MO
L . intravenous solution
injection syringe
NORMOSOL-R IN 2 potassium chloride 1 MO
5 % DEXTROSE oral capsule,
extended release
PHOSLO 3 MO
potassium chloride 1 MO
PHOSLYRA 3 MO oral liquid
potassium chlorid- 1 potassium chloride 1 MO
d5-0.45%nacl oral tablet extended
intravenous release 8 meq
teral soluti
Z;Z’”neq’z e/}}a 320’:;(;? potassium chloride 1 MO
40 mecq] /l’ h oral tablet,er
particles/crystals
potassium chlorid- 1 MO - -
d5-0.45%nacl potassium chloride- 1
: 0.45 % nacl
intravenous
parenteral solution potassium chloride- 1 MO
20 megq/l d5-0.2%nacl
potassium chloride 1 iniravenous .
in 0.9%nacl parenteral solution
intravenous 20 meq/l
parenteral solution

20 meq/l, 40 meq/l

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page 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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potassium chloride- 1 AMINOSYNII 10 2 PA
d5-0.3%nacl %
miravenous AMINOSYN II 15 2 PA
parenteral solution o
20 meq/l °

o
potassium chloride- 1 MO AMINOSYNTIL 7 % 2 PA
d5-0.9%nacl AMINOSYN II 8.5 2 PA
intravenous %
parenteral solution AMINOSYN 11 8.5 2 PA
20 meq/l %-
potassium chloride- 1 ELECTROLYTES
d3-0.9%nacl AMINOSYNM3.5 2  PA
intravenous o
. 0
parenteral solution
40 meq/! AMINOSYN-HBC 2 PA
. . 7%
ringers intravenous 1
AMINOSYN-PF 10 2 PA

sodium chloride 0.45 1 MO %
. 4]

% intravenous

parenteral solution AMINOSYN-PF 7 2 PA

0 LFITE-
sodium chloride 3 % 1 MO %o (SU

FREE)
sodium chloride 5 % 1 AMINOSYN-RF 5.2 2 PA

sodium chloride 1 MO %
zntravenozlts - CLINIMIX ) PA
]ijrente;;a lso ution 50, /D15W

0 meqrm SULFITE FREE
L?odlum lactatel . 1 CLINIMIX ) PA
intravenous solution 50,/D25W
TPN 3 SULFITE-FREE
ELECTROLYTES CLINIMIX > PA
MISCELLANEOUS NUTRITION 2.75%/D5SW
PRODUCTS SULFIT FREE
AMINOSYN 7 % 2 PA CLINIMIX 2 PA
WITH 4.25%/D10W SULF
ELECTROLYTES FREE
AMINOSYN 8.5 %- 2 PA CLINIMIX 4.25%- 2 PA
ELECTROLYTES D20W SULF-FREE

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction 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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CLINIMIX 4.25%- 2 PA IONOSOL-MB IN 2
D25W SULF-FREE D5W
CLINIMIX 5%- 2 PA ISOLYTE-P IN 5 % 2
D20W(SULFITE- DEXTROSE
FREE) ISOLYTE-S 2
CLINIMIX E 3 PA
425%/D10W SUL };IEPHRAMINE 5.4 2 PA
FREE °
CLINIVIX E s e NORMOSOLMIN 3
4.25%/D25W SUL °
FREE NORMOSOL-R PH 2
CLINIMIX E 3 PA 74
4.25%/D5W SULF NUTRILIPID 3 PA
FREE PLASMA-LYTE 2
CLINIMIX E 3 PA 148
5%/D15W SULFIT
FREE PLASMA-LYTE A 2
S S S LT S
5%/D20W SULFIT
FREE premasol 10 % 1 PA; MO
CLINIMIX E 3 PA PREMASOL 6 % 2 PA
5%/D25W SULFIT PROCALAMINE 3 PA
FREE 30/,
?;%f‘MINE HBC 2 PA travasol 10 % 1 PA; MO
. 0

TROPHAMINE 10 2 PA; MO
HEPATAMINE 8% 2 PA o,
intralipid I PAMO TROPHAMINE 6% 2 PA
intravenous
emulsion 20 % VITAMINS / HEMATINICS
INTRALIPID 2 PA PRENATAL 3
INTRAVENOUS VITAMIN ORAL
EMULSION 30 % TABLET
IONOSOL-B IN 2 SODIUM 3 MO
D5W FLUORIDE ORAL

TABLET

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page 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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3\Y, (@ ) SR 56
A
abacavir ......ccccevveeeeeeiiiinieeenn, 1
abacavir-lamivudine-
zidovuding.......cccovveeeeeennn. 1
ABELCET.....ccooovveevveeeen. 1
ABILIFY ....ccoovvviennn. 35, 36
ABILIFY DISCMELT ......... 35
ABILIFY MAINTENA......... 35
ABRAXANE......cccoovvvvennn. 13
ABSORICA.........cc......... 56, 57
ABSTRAL........cooveveeeenn. 26
ACAMPIOSALe.....vveeeveeeereenne 61
ACANYA ..o 57
acarboSe......cceeevvvuveeeeiennenn. 65
ACCOLATE.......ccovvveenn. 93
ACCUPRIL.........ccoevvveeennee. 48
ACCURETIC.......ccuvvvene. 48
acebutolol ..........cccceeeeennen. 48
acetaminophen-codeine........ 26
acetasol he .....ooovvevveieeiennnn. 64
acetazolamide............ccou.... 90
acetazolamide sodium........... 91
acetic acid.....cccvvvvveeeeiiiviinnnnns 64
acetylcysteine ..........cccueeeee.. 93
ACIPHEX.......ccooevviiienen, 75
ACIPHEX SPRINKLE ........ 75
ACIIEtIN....covviiniiiiieeeeeeeeiaans 55
ACTEMRA ........ccvvvveenn. 83
ACTHAR H.P. ..o, 64
ACTHIB (PF)...ccccvvervennne. 80
ACTIGALL......ccovvvveennn. 73
ACTIMMUNE ..................... 78
ACTIQ. i 26
ACTIVELLA ......cccuvveenn 84
ACTONEL............ccuv.... 61, 82
ACTOPLUS MET................ 65
ACTOPLUS MET XR ......... 65
ACTOS.....ooieieeeeeen 65
ACULAR ..o 90
ACULARLS......coovvveenn 90
ACUVAIL (PF)...ccovvvvennnen. 90

acyclovir........oceeveenne.. 1,2, 59
acyclovir sodium .................... 2
ACZONE......covveeeciieeenn. 57
ADACEL(TDAP
ADOLESN/ADULT)(PF) 80
ADAGEN .....ccoovvviiiienenn, 61
ADALAT CC ....oceoevvveeen. 48
adapalene.........ccccooveevrennnnnne. 57
ADCIRCA.......coovveeeeen 93
ADDERALL .........cccvee.n.. 36
ADDERALL XR................... 36
adefoVir.......coovvvveiieiieeeeeen. 2
ADEMPAS .......oovvvveeenn 93
ADOXA.....oooioeeeeiiieeen, 12
adrenalin..........ccoeevvvvvveenennn. 92
adrucil......ccccccoovvvvviie 13
ADVAIR DISKUS. ............... 93
ADVAIR HFA ..................... 93
ADVICOR.......ccovvveieeennn 53
AEROSPAN........coovvveeen 93
afeditab cr........coovvvvvvvneennnnn, 48
AFINITOR ........cooveuvvennn 13
AFINITOR DISPERZ .......... 13
AFREZZA .........ooovveannn. 65
AGGRENOX........ccoovvveennn. 52
AGRYLIN .....ccooevvviiinennn. 61
a-hydrocort .......ccccoceeeennenne. 64
AKYNZEO......cccccoovvueraannn. 73
ala-CoTtuuuunnnininiiiiiiiiiiiieeee, 59
ALA-SCALP.......ccovvveeenn. 59
ALBENZA ......ooovvieeeee, 7
albuterol sulfate..................... 93
alclometasone..........ccooee...... 59
ALCOHOL PADS................ 65
ALDACTAZIDE.................. 48
ALDACTONE.........cc........... 48
ALDARA .....ccoovvveeeen. 56
ALDURAZYME .................. 70
alendronate ............... 61, 82, 83
alfuzosin ........coovvvvvvvvveennennn, 97
ALIMTA ..o 13
ALINIA ..o, 7
ALKERAN..........oovieeenn 14

allopurinol...........cccceevvenennn. 82
ALOCRIL.....ccoovvveieieirenne 90
ALOMIDE......ccccooviniiirnne 90
aloprim.....cccceevveeiieeeiieenne, 82
ALORA ..o 84
alosetron ........ccocceevveeieennnne 73
ALOXT.cciiiiiiiiieeiereeienne 73
ALPHAGANP......ccoeeenne. 92
ALREX ...coooiiiiieieieene 91
ALSUMA ..ot 24
ALTABAX ..ccveieeeieeenne 58
ALTACE ....ooiiiiiiiieiene 48
ALTOPREV ......cccvvverne 53
ALVESCO....ccceoviiinieenns 93
amantadine hcl........................ 2
AMARYL.....ccovvvvrennne. 65, 66
AMBIEN ......ccoooviiiiieirnne 36
AMBIEN CR.......cccevirrne 36
AMBISOME..........ccovverenee. 1
amcinonide ...........coceeeeennee. 59
AMERGE .......cccooeviiierne 24
amethia ........cceeveveenieeienennn 86
amethyst......cccoeveerieiiienne 86
amifostine crystalline............ 13
amikacin ........ccceeeeveeeeieeenieens 7
amiloride.........cooceevieiieenncn. 48
amiloride-hydrochlorothiazide
.......................................... 48
aminophylline...........c........... 93
AMINOSYN 7 % WITH
ELECTROLYTES............ 99
AMINOSYN 8.5 %-
ELECTROLYTES............ 99
AMINOSYNII 10 %............ 99
AMINOSYNII 15 %............ 99
AMINOSYN II 7 %......c....... 99
AMINOSYNII 8.5 %........... 99
AMINOSYN II 8.5 %-
ELECTROLYTES............ 99
AMINOSYN M 3.5 %.......... 99
AMINOSYN-HBC 7%......... 99
AMINOSYN-PF 10 % ......... 99

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction 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
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AMINOSYN-PF 7 %

(SULFITE-FREE)............ 99
AMINOSYN-RF 5.2 %........ 99
amiodarone..........cceceeveeennen. 47
AMITIZA .....ooviiiiieene. 73
amitriptyline .........c.cccveneee. 36
amlodipine.........ccoeevverueennnnn. 48
amlodipine-atorvastatin........ 53
amlodipine-benazepril.......... 48
amlodipine-valsartan ............ 48
amlodipine-valsartan-hcthiazid

.......................................... 48
AMMONIUM CHLORIDE .97
ammonium lactate................. 56
AMNESteeM ...eouveeeerieeiieenne. 57
AMOXAPINE ..oeeevreeerreeereeennne 36
amoxicil-clarithromy-lansopraz

.......................................... 75
amoxiCillin.........cocceeverienncnns 10
amoxicillin-pot clavulanate.. 10
amphetamine salt combo......36
amphotericin b...........ccceeeueee. 1
ampicillin..........occoeeveernennn. 10
ampicillin sodium................. 10
ampicillin-sulbactam............. 10
AMPYRA ... 25
ANADROL-50......ccoceenennee. 70
ANAFRANIL.......cccovennnee. 36
anagrelide .......cccoeeeveeenieeennen. 61
ANAPROX......ccvvveieneen 33
ANAPROX DS .....cccovene. 33
anastrozole...........cceceeveenen. 14
ANCOBON......ccceviriiieee 1
ANDRODERM..................... 70
ANDROGEL.........cccoceennenen. 70
ANDROID ......cccocvveirrnnne 70
ANGELIQ ....cccoooiieiiee. 84
ANORO ELLIPTA .............. 93
ANTABUSE........ocevinen. 61
ANTARA ..., 53
ANUSOL-HC.......cceeeeneenee. 73
ANZEMET ......cocvvviiniinnnn. 73
APEXICON......cccevierenen. 59
APEXICON €...oonvvrenveaereenieenenn 59
APIDRA ..o, 66

APIDRA SOLOSTAR ......... 66
APLENZIN ....ccoooviieiinne. 36
APOKYN ..ottt 23
apraclonidine ...............c........ 92
10 ) o F O UURR 86
APRISO.....ooiiiieieee, 73
APTENSIO XR........cceeueeee. 36
APTIOM.....ccoovivieieenee, 20
APTIVUS ..o 2
ARALAST NP .....ccceeieee. 61
aranelle (28)......cccceeevvveeennenn, 86
ARANESP (IN
POLYSORBATE)............ 78
ARAVA. ..., 83
ARCALYST...coiiiieiien 78
ARCAPTA NEOHALER.....93
ARGATROBAN. .................. 52
ARGATROBAN IN 0.9 %
SOD CHLOR ................... 52
ARICEPT ...ooivieieeee, 25
ARIMIDEX .......cccvvvrennnne. 14
aripiprazole........ccccoevveeeennenne 36
ARIXTRA ..o, 52
ARNUITY ELLIPTA........... 93
AROMASIN.......ccverrennne. 14
ARRANON ......ccoovveienee, 14
ARTHROTEC 50................. 33
ARTHROTEC 75................. 33
ARZERRA .......ccoovveven. 14
ASACOLHD.....ccceevvennnn 73
ashlyna........cccooevvvviiiennnnne 86
ASMANEX HFA ................ 93
ASMANEX TWISTHALER 93
ASTAGRAF XL.........cc........ 14
ASTEPRO ......cocvevvieiienn, 63
ATACAND ....ccoeviieiee 48
ATACAND HCT ................. 48
ATELVIA ..o 83
atenolol ........ccceeeveeviiieenene 48
atenolol-chlorthalidone......... 48
ATGAM ....ooveieieee, 80
ATIVAN. ..., 36
atorvastatin ...........cceeceeenuenne 53
atovaquone........cccovveveeeeenuneeenn. 7
atovaquone-proguanil.............. 7

ATRALIN........coovvveeeeen. 57
ATRIPLA ......ooovieiiiee, 2
Atropine .......ccceeevveereveennen. 72,90
ATROVENT......cccovvvvven. 63
ATROVENT HFA............... 93
AUBAGIO........ccovvvevenn. 25
AUDIa ..o, 86
AUGMENTIN........ccoennee. 10
AURYXIA ... 62
AUVI-Quoooiiiieiieeeeee, 92
AVALIDE .........ccvvvveenn. 48
AVANDAMET .........c........ 66
AVANDIA ..o 66
AVAPRO.......oovveeee 48
AVASTIN......oooveeeee. 14
AVC VAGINAL .................. 85
AVEED......ccooovvvviiiiiannn. 70
AVELOX...ccoovviviieiienn. 11
AVELOX ABC PACK.......... 11
AVELOX IN NACL (ISO-
OSMOTIC)....coevveeirennne 11
AVIANE.....cooeeveeeeeeeeeeeeeeieieeee, 86
AVITA oo, 57
AVITA. ..o 57
AVODART.......coovvveeenn. 97
AVONEX ....ccccoovviiiiin. 78
AVONEX (WITH ALBUMIN)
.......................................... 78
AXERT....cooviiiiiiiicec 24
AXIRON.....ccoeevveeeeeen. 70
AYGESTIN ......ooovviviinnn. 84
azacitidine..........ccccovvevunvnnnnen. 14
AZACTAM ..o 7
AZACTAM IN DEXTROSE
(ISO-OSM).....ccccvveverrnnee. 7
AZASAN .....coooeieeee 14
AZASITE .......oooveeie. 89
azathiopring ..........cc.cceceeneee. 14
azelastine ........ccooeeeeennnn. 63, 90
AZELEX ... 57
AZILECT ..covveiieeeeee. 23
azithromycin..........cccoeceeenennne. 6
AZOPT ..o 91
AZOR ..o 48
AzZtreonam ........coeeeeeeeeeeeeeeennnnn. 7

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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AZULFIDINE ........ccoeeuveeee. 73
AZULFIDINE EN-TABS....73
B
baciim.....c.eeevveeeieeeiee e 7
bacitracin........cccoeeeuvveenen.. 7, 89
bacitracin-polymyxinb ........ 89
baclofen ........ccccceevvencennennnn. 26
BACTRIM......cccovvieienee. 12
BACTRIM DS.........ccccu.e. 12
BACTROBAN.........cccoeueeee. 58
BACTROBAN NASAL....... 63
balsalazide..........c.ccccuveeennnnn. 73
balziva (28)......ccccevveereenennn. 86
BANZEL .....cooveiieieee. 20
BARACLUDE ..........cccveuen. 2
BCG VACCINE, LIVE (PF) 80
BECONASE AQ........c......... 93
BELEODAQ .....ccccovevvennnee. 14
BELSOMRA ..........ccveeueeee. 36
benazepril ........ccovveeeveeennnenn. 48
benazepril-hydrochlorothiazide
.......................................... 48
BENICAR .....cccooevveriene 48
BENICAR HCT ................... 48
BENLYSTA ..o 83
BENZACLIN ......cccevvennee. 57
BENZAMYCIN ................... 57
benztropine..........cceeueeennennee. 23
BEPREVE.........cccvvviven 90
BERINERT .......cccooeiiinnne 94
BESIVANCE .........cccveeueenee. 89
BETAGAN.....ccooiiieiee 89
betamethasone dipropionate. 59
betamethasone valerate ........ 59
betamethasone, augmented... 59
BETAPACE AF................... 47
BETASERON ........cccoeeuenee. 78
betaxolol........c..cceeunneee.. 48, 89
bethanechol chloride ............ 97
BETHKIS ..o 7
BETIMOL ........cccvvervennne. 89
BETOPTIC S......cceevieee 90
BEXSERO (PF)..........c......... 80
BEYAZ...ooooiiiie 86
BIAXIN....cootiiieeeeeeee 6

BICILLIN C-R.....cccveneenneeee. 10
BICILLIN L-A ....coovieene. 10
BICNU.....oooieieeeee 14
BIDIL ..ot 48
BILTRICIDE.........ccceeveirnene 7
bimatoprost.........cceeveevveennenn. 91
BINOSTO......cccevvereennee. 83
bisoprolol fumarate............... 48
bisoprolol-hydrochlorothiazide

.......................................... 48
BIVIGAM .....ccoovieieene. 80
bleomycin........c.ceeeveevveennnnn. 14
BLEPH-10.....ccceoveieiennee. 92
BLEPHAMIDE .................... 92
BLEPHAMIDE S.O.P..........92
BONIVA ..., 83
BOOSTRIX TDAP............... 80
BOSULIF .....cooovviiiiiienne. 14
BOTOX ..o, 80
BREO ELLIPTA................... 94
BREVICON (28)......cccu..... 86
briellyn.......ccccoevieecieniennnnn. 86
BRILINTA ..o, 52
brimoniding ...........c.cceouenneee. 92
BRINTELLIX .......cccevenneenee. 36
BRISDELLE ........cccceoueneee. 36
bromfenac..........cccceevueennnnne 90
bromocripting ..........cceeennee.. 23
BROVANA ..o, 94
budesonide...................... 73,94
bumetanide ...........ccceeueennennn 48
BUNAVAIL.....cccovveenne. 33
BUPRENEX.......ccccoveirnnne. 26
buprenorphine hcl........... 26, 27
buprenorphine-naloxone....... 33
buproban..........ccccceeeeiiennnenn. 63
bupropion hcl.................. 36, 37
buspirone.........ccceevveeeveennnenn. 37
BUSULFEX .....cocvviiiienne. 14
butorphanol tartrate .............. 33
BUTRANS ..., 27
BYDUREON.........ccccevvennee. 66
BYETTA ..ot 66
BYSTOLIC .....cocvevveienee. 48

C
cabergoling .........c.ccceeeveennee. 70
CADUET ....ccceviiieiiiieenn 53
CAFERGOT .....cccvevvveiene. 24
CALAN ..ot 48
CALAN SR ..o, 48
calcipotriene ...........ccceevennne. 55
calcipotriene-betamethasone 55
calcitonin (salmon)................ 70
calcitriol .......oooevvvvveeennnnn. 56, 70
calcium acetate ..........cc.c...... 97
CAMBIA ..o 33
camila ......ocooeveriiniiiiiee 84
CAMPTOSAR.......cccoeeveneee. 14
CANASA.....ccoiie 73
CANCIDAS......c.coeeeeeeenne 1
candesartan ............coceeeueneeene 48
candesartan-hydrochlorothiazid
.......................................... 48
CANTIL ..o 72
CAPASTAT ..o 7
CAPEX ..o, 59
CAPITAL WITH CODEINE
.......................................... 27
CAPRELSA........ccoeeeee 14
captopril.....cceeeveeecieeenieennne, 49
captopril-hydrochlorothiazide
.......................................... 49
CARAC ..ot 56
carafate .......ccocceeviieiiienieeen, 76
CARAFATE ...ccooiiieeee 76
CARBAGLU......cccoveiinee 62
carbamazepine...................... 20
CARBATROL.........cccueenneee 20
carbidopa .....ceeevveeviieeniieenee, 23
carbidopa-levodopa .............. 23
carbidopa-levodopa-
entacapone .........ccceeeveeeenn. 23
carboplatin.........ccccceeeeneenne. 14
CARDENE IV IN SODIUM
CHLORIDE...................... 49
CARDIZEM ......ccccevvvrennn 49
CARDIZEM CD...........c....... 49
CARDIZEM LA ............c....... 49
CARDURA......cccoteieee. 49
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CARDURA XL......ccceeuuneen. 49
CARIMUNE NF
NANOFILTERED ........... 80
CARNITOR .....ccovvveen. 62
carteolol...........coevvvveeeeennennn. 90
cartia Xt.....oooeevvvveeeeeeeeeiiinnns 49
carvedilol..........cccceeeeeennenn. 49
CASODEX .....ccovvvieiiiinennn. 14
CATAPRES ......cccvveve. 49
CATAPRES-TTS-1.............. 49
CATAPRES-TTS-2.............. 49
CATAPRES-TTS-3.............. 49
CAYSTON.....oooviieeeeiieeeen, 7
CEDAX .. 4
cefaclor......cooeeeveveieiieiiiiee, 4
cefadroxil.....ccccvvevviviiiiinnnnnnnn, 4
cefazolin .........cooevveiiieinnneenns 4
cefazolin in dextrose (is0-0s) .4
cefdinir .......cccooovvvviiiiiiiees 4
cefditoren pivoxil ................... 5
cefepime .....oecvvevveeiieeieens 5
CEFEPIME IN DEXTROSE 5
e 5
cefiXime....ooovvvvvveeiiiiiiiiieee, 5
cefotaxime ........cccceeeveeuneeeennns 5
cefotetan ......cccvvvveeveiviiinnnnnnnn. 5
cefoXitin........ccovevveeiieiiieeens 5
cefoxitin in dextrose, iso-osm 5
cefpodoxime.........cceeeveveeennenn. 5
cefprozil......cccoveeveniencincnnnn. 5
ceftazidime ............coovevnnnnnnnn.. 5
CEFTAZIDIME IN D5W ...... 5
CEFTIN.....cooiiiiieieeeee, 5
ceftriaxone.......cceevvevevvnnnnnnnn. 5
cefuroxime axetil.................... 5
cefuroxime sodium................. 5
CELEBREX .....cccocvvvveennnnn. 33
celecoxib.....ooviivviniieieiniee. 33
CELEXA ...ccooiiiieeeee 37
CELLCEPT ......cccvveeen. 14
CELLCEPT INTRAVENOUS
.......................................... 14
CELONTIN......coovveeeeen. 20
cephaleXin..........ccoevverieenene 5
CERDELGA......cccveveeeeeen. 70

CEREBYX ...cooiiviiiiiiieicne, 21
CEREZYME .......ccocoeienenne. 70
CERVARIX VACCINE (PF)
.......................................... 80
CESAMET ....ccoovvvieennn. 73
CEITIZING ..o 92
cevimeling ..........ccoceeeennennne. 62
CHANTIX ...coooviieeeieee, 63
CHANTIX CONTINUING
MONTH BOX................. 63
CHANTIX STARTING
MONTH BOX.................. 63
CHEMET......ccooviiiinne. 62
CHENODAL........ccceevenee. 73
chloramphenicol sod succinate
............................................ 7
chlorhexidine gluconate ....... 63
chloroquine phosphate............ 7
chlorothiazide...............c........ 49
chlorothiazide sodium .......... 49
chlorpromazine..................... 37
chlorthalidone....................... 49
cholestyramine light ............. 53
chorionic gonadotropin, human
.......................................... 70
CIALIS .o, 97
CICIOPITOX ..cvvveeiieieeereeie, 59
CldOfOVIT ..eeeiiiiiiiieiee 2
cilostazol.......cccceeveinieennnnnn 52
CILOXAN.....cooeiiiieniieins 89
cimetiding ........ccceveeevieenenne 76
cimetidine hcl ....................... 76
CIMZIA. ..o, 73
CIMZIA POWDER FOR
RECONST.....cocveieieene 73
CINRYZE.....cooooiininininans 94
CIPRO ..ot 11
CIPROHC.......ccvevviieene 64
CIPRO IN D5W ....ccevennne. 11
CIPRODEX......cccvvuerierenne. 64
ciprofloxacin..........ccceeennennee 11
ciprofloxacin (mixture)......... 11
ciprofloxacin hcl............. 11, 89
ciprofloxacin in 5 % dextrose
.......................................... 11

ciprofloxacin lactate ............. 11

cisplatinu.....ceeeceeeecieeeneeennne. 14
citalopram.........ccceeeveernennen. 37
cladribine .........cccceeceennennen. 14
CLAFORAN.....cccceeiiiiiiene 5
claravis....oocceveeenieeiieenieeen, 57
CLARINEX ....ccccociviiriennn 92
CLARINEX-D 12 HOUR ....92
clarithromycin.............coou...... 6
CLEOCIN........ccu...... 7, 85, 86
CLEOCIN IN 5 %
DEXTROSE ......ccceeevennee. 7
CLEOCINT ..cooveiieieieene 57
CLIMARA......ccoiiereeene 84
CLINDACIN PAC ............... 57
CLINDAGEL ........cccoeevenee. 57
clindamycin hel ...................... 7
clindamycin in 5 % dextrose ..8
clindamycin pediatric ............. 8

clindamycin phosphate ....8, 57,
86
clindamycin-benzoyl peroxide

.......................................... 57
CLINIMIX 5%/D15W
SULFITE FREE ............... 99
CLINIMIX 5%/D25W
SULFITE-FREE ............... 99
CLINIMIX 2.75%/D5W
SULFIT FREE.................. 99
CLINIMIX 4.25%/D10W
SULF FREE..........cc.c....... 99
CLINIMIX 4.25%/D5W
SULFIT FREE.................. 62
CLINIMIX 4.25%-D20W
SULF-FREE .........ccc...... 99
CLINIMIX 4.25%-D25W
SULF-FREE ................... 100
CLINIMIX 5%-
D20W(SULFITE-FREE) 100
CLINIMIX E 2.75%/D10W
SUL FREE.......ccccccveennnn 62
CLINIMIX E 2.75%/D5W
SULF FREE...................... 62
CLINIMIX E 4.25%/D10W
SUL FREE.........ccccee. 100
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CLINIMIX E 4.25%/D25W

SUL FREE.......ccccceee..e. 100
CLINIMIX E 4.25%/D5W
SULF FREE ................... 100
CLINIMIX E 5%/D15W
SULFIT FREE................ 100
CLINIMIX E 5%/D20W
SULFIT FREE................ 100
CLINIMIX E 5%/D25W
SULFIT FREE................ 100
CLINISOL SF 15 %........... 100
clobetasol.........ccccoeeeennn. 59, 60
clobetasol-emollient.............. 60
CLOBEX....ccoiiiiieieeieniene 60
clodan ......c.ccooevieneeninienens 60
CLODERM .......cccovevreienne 60
CLOLAR......ccoveveeiieieen 14
clomipramine....................... 37
clonazepam.............ccoeeueennnnn. 21
cloniding.........cccceeevveeeeveennen. 49
clonidine hcl................... 37,49
clopidogrel..........ccoceeveennen. 52
clorazepate dipotassium ....... 37
ClOTPIES ..o 49
CLORPRES........ccovvverenn 49
clotrimazole...................... 1,59
clotrimazole-betamethasone. 59
clozapine.........ccceeeevvenienenne 37
CLOZAPINE.......cccvevvenee. 37
CLOZARIL. .....ccoeeverereee 37
COARTEM .....ccovvveiiens 8
codeine sulfate...................... 27
COGENTIN ....ccoevieiiriene 23
COLAZAL ..o 73
COLCHICINE..........cceen.... 82
colchicine-probenecid .......... 82
COLCRYS ..ot 82
COLESTID......ccceevereereens 54
colestipol ......ccccevevvieenreennne. 54
colistin (colistimethate na).....8
coloCort...couiiiiiiiiiieiieee 73
COLY-MYCINS................. 64
COLYTE WITH FLAVOR
PACKS ... 73
COMBIGAN........ccovvevreeen 91

COMBIVENT RESPIMAT .94
COMBIVIR ........coovvvreeenen. 2
COMETRIQ......c.ceeveerne 14
COMPLERA .......ccoovvveeenn. 2
[¢70) 10101 (o SO 73
COMTAN....coovveiieeeeee, 23
COMVAX (PF)..ueeeeieeennnn, 80
CONCERTA ......coovvveee 37
CONDYLOX.....oooevvvveeeennne. 56
constulose .........ooevevvvveennennn. 73
CONZIP......covvvveeeeeeeeeennn. 33
COPAXONE ......ccoovvvveeenn. 25
COPEGUS.......ooeevveeee. 2
CORDRAN TAPE LARGE
ROLL.....ccvveieeeeee. 60
COREG ....coovveeeveeeceee, 49
COREGCR.......ccoevvvveeennn. 49
CORGARD ......cccceevveeennn. 49
CORLANOR........ccoovvveeennne. 55
COTMAX ..vvvvvvvververrereenrereeeennnnns 60
CORTEF.....coovviiiiiiieeennne. 64
COItISONE ..vvvvveeieeeeirireeeeeennnn, 64
CORTISPORIN............... 58, 64
CORTISPORIN-TC ............. 64
CORZIDE......ccoevveeveeeenn. 49
COSENTYX PEN................. 56
COSENTYX PEN (2 PENS)56
COSMEGEN.........cccouveeennn. 14
COSOPT.....covvveeeeeeeeee, 91
COUMADIN.......cccvvvreeennn 53
COZAAR......coveeeeeeen, 49
CREON ......cooovieeieieeeee 73
CRESEMBA .......ccoovvvveenn. 1
CRESTOR........coeveveeenn 54
CRINONE ........coovvvreeennn. 84
CRIXIVAN ..o 2
cromolyn................... 73,90, 94
cryselle (28)....ccceveeviiennnnnne 86
CUBICIN.....ccoveeeieeeeeee. 8
CUPRIMINE.........cccoccnn... 83
CUTIVATE. ..o 60
CUVPOSA ... 72
cyclafem 1/35 (28)................ 86
cyclafem 7/7/7 (28) .............. 86
CYCLESSA (28)...ccccvvennne. 86

CYCLOPHOSPHAMIDE ....14

CYCLOSET ....ccovvvvvviee. 66
cyclosporine..........ccceeeueennee. 14
cyclosporine modified .......... 14
CYKLOKAPRON................ 53
CYMBALTA.........ooveeee. 37
CYSTADANE........ccouveenn. 73
CYSTAGON .....c.coovevveren. 97
CYSTARAN.......oeevevveee, 90
cytarabing ..........ccoceveeeveennee. 14
cytarabine (pf) .....cccccvevvennen. 15
CYTOMEL......cccoovvennrenn. 72
CYTOTEC.......ccoveeeeereeen. 76
CYTOVENE..........coovvvvernn. 2
D
d10 % & 0.45 % sodium
chloride......c.ccoooevvveeeennnnn. 62
d2.5 %-0.45 % sodium
chloride......c.cooevvvveeeennnn. 62
d5 % and 0.9 % sodium
chloride......c.cooevevveeeennnnn. 62
d5 %-0.45 % sodium chloride
.......................................... 62
dacarbazine............cccccoeennnn. 15
DACOGEN.......ccoovvveeennnn.. 15
DALIRESP ......ccoovvvvvevennnn.. 94
DALVANCE . .......c...oovveeen. 8
danazol........ccceevvvvviiiiiiiiiinn, 71
DANTRIUM......cccoeevvenne.. 26
dantrolene .........cccveveiiieinnnnns 26
DAPSONE.......coovviiiiiieeens 8
DAPTACEL (DTAP
PEDIATRIC) (PF)............ 80
DARAPRIM .......cccvvveveen. 8
daunorubicin...............ccu.. 15
DAUNOXOME................... 15
DAYPRO........ooovviivienn 33
DAYTRANA........cvveeveene. 37
DDAVP ... 71
deblitane ...........cccevveeeeennnn.n. 84
decitabine........cccccveeieiieiinnnns 15
DELESTROGEN ................. 84
delyla (28).ceeeeeiieeiiieeiieenee 86
DELZICOL.......ccccovvveeennne.. 73
DEMADEX ......ccoovvvevennnnn. 49
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demeclocycline..................... 12

DEMSER......ccccovviieeenn. 49
DENAVIR..........ccoevveeeenn. 59
DEPACON.......coovvvieeeenn. 21
DEPAKENE........ccocooeun.... 21
DEPAKOTE.......cccovvveenn. 21
DEPAKOTE ER................... 21
DEPAKOTE SPRINKLES ..21
DEPEN TITRATABS.......... 83
DEPO-ESTRADIOL............ 84
DEPO-MEDROL ................. 64
DEPO-PROVERA ............... 84
DEPO-SUBQ PROVERA 104
.......................................... 84
DEPO-TESTOSTERONE....71
DERMATOP......ccccouvvveen... 60
desipramine ............c.ccueennee. 37
desloratadine..............coouue.e. 92
desmopressin..........c..ecueenee.. 71
desog-e.estradiol/e.estradiol . 86
DESOGEN .......ccoovvvveeennnn. 86
DESONATE.........ccovveenen. 60
desonide...........cooevvveeeeennnnnn. 60
DESOWEN .....cccccovvvveinnen, 60
desoximetasone .................... 60
DESOXYN.....oooviieeiieeireen, 37
DESVENLAFAXINE .......... 37
DETROL. .......ccoovveeeveeenen, 97
DETROL LA......cccuvveeenn. 97
dexamethasone. ..................... 64
dexamethasone intensol........ 64
dexamethasone sodium
phosphate.................... 64,91
dexedrine .........ccccovveeeeennnennnn. 38
DEXEDRINE SPANSULE..38
DEXILANT.....cccovvveeeneenn, 76
dexmethylphenidate ............. 38
DEXPAK 13 DAY ......c........ 64
dexrazoxane hcl.................... 13
dextroamphetamine............... 38
dextroamphetamine-
amphetamine .................... 38
dextrose 10 % and 0.2 % nacl
.......................................... 62

dextrose 10 % in water (d10w)

dextrose 5 % in water (d5w).62
dextrose 5 %-lactated ringers62
dextrose 5%-0.2 % sod

chloride.........ccccoeeeeinnnenn. 62
dextrose 5%-0.3 %
sod.chloride ...................... 62
dextrose with sodium chloride
.......................................... 62
dextrose-kcl-nacl .................. 97
DIAMOX SEQUELS........... 91
DIASTAT ..ot 21
DIASTAT ACUDIAL.......... 21
diazepam..........c.ccccveenenne 21, 38
diazepam intensol................. 38
diclofenac potassium............ 33
diclofenac sodium.....33, 56, 90
diclofenac-misoprostol.......... 33
dicloxacillin...........cc............. 10
didanosine..........c..ccceueeeeunennnne. 2
DIFFERIN.........ccovevevren. 57
DIFICID ....ocoovveieieeeieeei, 6
diflorasone...........ccouveeeennenn. 60
DIFLUCAN........ccoveeeieeeieen, 1
diflunisal........c...cooeeveeeennnn. 33
digiteK.....coevveeiieiieeieeie, 52
digOXIN..coiiiiiriiicieeicee, 52
dihydroergotamine................ 24
DILANTIN 30 MG .............. 21
DILANTIN EXTENDED 100
MG, 21
DILANTIN INFATABS 50
MG, 21
DILANTIN-125 125 MG/5
ML ..o, 21
DILAUDID ......cccoeeeevvrenene. 27
DILAUDID (PF) .................. 27
DILAUDID-HP (PF)............ 27
diltiazem hcl ......................... 49
dilt-XT i 49
DIOVAN ..o, 49
DIOVAN HCT ...........c....... 49
DIPENTUM ......cccceeevvreneen. 73
diphenhydramine hcl............. 92

diphenoxylate-atropine.......... 72
DIPROLENE........ccccceeuennne 60
DIPROLENE AF.................. 60
dipyridamole.........c..ccuvee..... 53
disulfiram........cccccooeeveniennen. 62
DITROPAN XL.....ccccvevurneeee 97
DIURIL....ccccovieiinieiinieneene 49
DIURIL IV ..o 50
divalproex ........ccoceeeeveerveennen. 21
DIVIGEL .....cccoeoiiieieiene 84
DOCEFREZ .......cccceevvvienenn. 15
docetaxel.......ccccvveeevveeevieenne. 15
DOLOPHINE ........cccceeueee 27
donepezil........ccveeeevveeenennne. 25
DORIBAX ...ccoeiiiiirieiieienne, 8
dorzolamide..........c.cceuveneee. 91
dorzolamide-timolol ............. 91
DOVONEX .....ccevieieieenne 56
doXazosiN....ccceeeereeeniirienne 50
doXepin ...cccveeerieeerieeeree e, 38
doxercalciferol...........c.cc...e. 71
DOXIL....oooieiieieeieeeie e 15
doxorubicin.........ccceeverueneenne 15
doxy-100......cccceeviieiaienee. 12
doxycycline hyclate............... 12
doxycycline monohydrate ....12
dronabinol...........cccceeerennenne 73
drospirenone-ethinyl estradiol
.......................................... 86
DROXIA......coieieeieeeieeinne 15
DUAC ... 57
DUAVEE......cccoiiiieienne 84
DUETACT ..cceeiiieeeieene 66
DUEXIS ..o 33
DULERA .....ccceeiiieieieae 94
duloxetine .........c.cceeeveereennen. 38
DUOPA ..ot 23
DURAGESIC .........cccveveeee 27
duramorph (pf)......cceevveennee. 27
DUREZOL .....cccocovvvviriinnnns 91
DUTOPROL........cceveeeee 50
DYAZIDE ....cccoeviiiniinnns 50
DYMISTA ..o 94
DYSPORT ...cc.ccviiiiiniiinne 80
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E
€.€.5. 400 .....ccoiiiiiiiiiiiiee, 6
E.E.S. GRANULES ............... 6
EC-NAPROSYN.....cccceueeee. 33
€CONAZOIC ....coveeieiieiiriieiee 59
EDARBI......ccveiieie. 50
EDARBYCLOR................... 50
EDECRIN.......cocciviereee. 50
EDURANT .....ooviiiiiiee 2
EFFEXOR XR......ccccocvennnnen. 38
EFFIENT ....cooiiiiniiieiieee. 53
EFUDEX ...coooiiiiieeeeee. 56
EGRIFTA ....ccoeiiiiieee. 78
ELAPRASE.......ccoovevenen. 71
ELDEPRYL .....cccceeirennne 23
ELELYSO...ccooieoiiieieeee. 71
ELESTAT....coiiiieieeee. 90
ELESTRIN.....cocovvieienee. 84
ELIDEL....cccoiiiiiieiieen. 56
ELIGARD ....cccocovvvveiienen. 15
eliphos ....ccoveviieiiieiieie 97
ELIQUIS ..coveieeeeeeen 53
ELITEK....cccoiiiiiniieeen. 13
ELIXOPHYLLIN................. 94
ELLENCE....cccooiiiiinen. 15
ELMIRON........ccevverenen. 97
ELOCON.....cooiiiiieieeenn 60
ELOXATIN.....occvevveeenenn 15
EMADINE .....ccoooviiien. 90
EMBEDA ......cccovvveieee. 27
EMCYT..coooiiiiiieeeee, 15
EMEND......ccoovviiiieieeen. 73
EMLA ..o 58
eMOqUELE ....eeevrviereeeeiiieenne 86
EMSAM ....ccoiiiiiiieeen 38
EMTRIVA.....ccooiiie 2
ENABLEX ..ot 97
enalapril maleate .................. 50
enalapril-hydrochlorothiazide
.......................................... 50
ENBREL .....cccooeiieieee. 83
ENBREL SURECLICK ....... 83
endocet .......oeeeeeniiiniiinieen. 27
endodan ..........eceeveevienieninnne 27
ENGERIX-B (PF)................ 80

ENGERIX-B PEDIATRIC

(54 2 P 80, 81
ENJUVIA ..o, 84
€NOXAPATIN ...vveeeeeveeerreeeeerennns 53
(1] o) (e SRR 86
entacapone........cceeevvveeeennnnee 23
ENEECAVIT .o 2
ENTOCORT EC................... 73
eNUIOSE...c.vevueiiieiieieeieiene, 73
EPANED .....cccoivieiene, 50
EPIDUO ....cccoovivieiiienne, 57
ePINAStINE......veeeereeeiieeeirenn, 90
epinephrine ...........ccoecvvenneenne. 92
EPIPEN 2-PAK........cccuenneeee. 92
EPIPEN JR 2-PAK............... 92
ePIrubiCIN...cuveeeeieeeiieeeiiee, 15
5301110 ) PR 21
EPIVIR ...ccoioiiieieeeeee 2
EPIVIR HBV....cccoooviiiiine 2
eplerenone ...........ceeveeennennne 50
EPOGEN ......ccooviiiiiinne. 78
eprosartan ..........ceeeeevveeeennnnen. 50
EPZICOM .....coovviiiiiienne 2
EQUETRO .....cocveveenee. 21
ERAXIS(WATER DILUENT)

............................................ 1
ERBITUX.....cooirieiieienee. 15
ergoloid........ccoeviiiiiiiiieinne 38
ERGOMAR......cccevveiennne. 24
ERIVEDGE...........ccoeevennee. 15
EITIN et 84
ERTACZO......cccevvvverennne. 59
ERWINAZE ......cccoovvinnne. 15
eIy Pads.....ccveeeiieieeiieiene 57
ERYPED 200 .....ccccvevveirnnne 6
ERYPED 400 .......ccceeverrnene 6
ery-tab....ccoeeiieiieeeiee e 6
ERY-TAB....ccooteeeiererennne 7
ERYTHROCIN ........ccceeuenneee 7
erythrocin (as stearate) ........... 7
erythromycin .................... 7, 89

erythromycin ethylsuccinate...7
erythromycin with ethanol....57
erythromycin-benzoyl peroxide

ESBRIET ........ccoovvieeeene. 94
escitalopram oxalate ............. 38
esomeprazole magnesium.....76
ESOMEPRAZOLE
MAGNESIUM ................. 76
esomeprazole sodium ........... 76
ESTRACE ........oovvvveennn. 84
estradiol ......ccceevveeiiiiiininnnnn, 85
estradiol valerate................... 85
estradiol-norethindrone acet .85
ESTRING .......ccoovvveeeennn. 85
eStropipate......c.eeecvveeeveeennnnn. 85
eszopiclone .........ccceevuvennnnnne 38
ethambutol .............ccevvnnnnennn. 8
ethosuximide............cceeeenn. 21
etidronate disodium.............. 62
etodolac.........cceeuveeiiiennieeenn. 33
ETOPOPHOS. ..........ccoveee.e. 15
etoposide.......cceevveerveeriiennnnns 15
EURAX ...cooviiiiieeeeeee, 61
EVAMIST .....ooovvvveeien. 85
| SAVA 1 (€ 21 O 2 38
EVISTA ..o 83
EVOCLIN......ccovveevveeereenee. 57
EVOTAZ ..o, 2
EVOXAC ..o, 62
EVZIO ... 33
EXALGO ER.................. 27,28
EXELDERM .....cccccceeveunnennnn. 59
EXELON .....ccoovvieviieeeieeennee. 25
eXEeMEeStane ........ceeeeeeeeeeennnnnn. 15
EXFORGE.......c.ccovveereenne. 50
EXFORGE HCT................... 50
EXJADE .....coooviieiieee 62
EXTAVIA .....coooveeee. 78
EXTINA ...ccoooeieeeeeeee 59
F
FABIOR .......ccovveevvieereenee 57
FABRAZYME ..........cc........ 71
FACTIVE .......coovveee. 11
falmina (28) .....ccovvvvevveenen. 86
famciclovir..........ccceevveeeennn.. 2
famotidine.............cooeevuvvnneeen. 76
famotidine (pf)......ccceevvenneenne 76

famotidine (pf)-nacl (is0-0s)76
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FAMVIR .....ccoviiiiiiiieis 2 fluconazole ..........cceeeevrrennnne 1 fosphenytoin ..........ccccceenenne 21

FANAPT ..o 38, 39 fluconazole in dextrose(iso-0) 1 FOSRENOL .......cccovveevrennee. 62
FARESTON .....ccccoveiienne 15 flucytosine ........cccceeeeveeneveennnns 1 FRAGMIN.......ccovveiiernee. 53
FARXIGA ..o 66 fludarabine...........cccceevennnee. 15 FREAMINE HBC 6.9 % ....100
FARYDAK......ccccevieirienn. 15 fludrocortisone.............c........ 64 FROVA.....ccoiiiiiiiiiee 24
FASLODEX.....cccovvvrveienen. 15 FLUMADINE .....cccoovieirnne 2 FULYZAQ .cooieiiieieeee 72
FAZACLO ...cccooovivieienen. 39 flunisolide........cccceevervennennee. 94 FURADANTIN .....cccevieee 12
felbamate .........cccceeeeeieenen. 21 fluocinolone...........ccccueeuneee. 60 furosemide ..........cccceeeieennene 50
FELBATOL ......cccoceevirnen. 21 fluocinolone acetonide oil ....64 FUSILEV ....cooiiiiiiiiiienee 13
FELDENE.......ccoovieienee. 33 fluocinonide..........ccccecvennenee. 60 FUZEON .....cccooiiieeieeen, 2
felodipine.........ccoceevvverieennnn. 50 fluocinonide-e...........c.......... 60 FYCOMPA.......coveriernn. 21
FEMARA ... 15 fluorometholone ................... 91 G
FEMCONFE.........cveeunnne. 86 fluorouracil ..................... 15, 56 gabapentin...........cccceeenennnnn. 21
FEMHRT LOW DOSE........ 85 FLUOROURACIL ............... 56 GABITRIL .....ccooovereeeee. 21
FEMRING.......cccceovveirennn. 85 fluoxetine.......ceveeveeeeennenne. 39 GABLOFEN......ccccoovvienn 26
fenofibrate .........cccceeverienneene 54 FLUOXETINE .......cccceuueee. 39 galantamine.........c..cccceeveenneee 25
FENOFIBRATE................... 54 fluphenazine decanoate ........ 39 GAMASTAN S/D. ... 81
fenofibrate micronized ......... 54 fluphenazine hcl ................... 39 GAMMAGARD LIQUID ....81
fenofibrate nanocrystallized . 54 flurbiprofen..........ccccevveneene. 33 GAMMAKED. .......ccceouenne. 81
fenofibric acid (choline)....... 54 flurbiprofen sodium.............. 90 GAMMAPLEX .....cccceeennen. 81
FENOGLIDE .........ccccceuuene. 54 flutamide.......coceveeverienenne. 15 GAMUNEX-C......ccoovrrennnn 81
fenoprofen .........ccoeceeveenen. 33 fluticasone .........ccccceueene 60, 94 ganciclovir sodium ................. 2
fentanyl.........ccovveeciveniennnnn. 28 fluvastatin...........ccceeeeveennnnne. 54 aAramycCin .........cceveeveereveennen. 89
FENTANYL....ccoveiiieeiene 28 fluvoxamine..........cccccueennnne. 39 GARDASIL (PF).....cccveuneee 81
fentanyl citrate...................... 28 FML FORTE........ccceeuvenneen. 91 GARDASIL 9 (PF)............... 81
FENTORA ......ccvvveiee. 28 FML LIQUIFILM ................ 91 GASTROCROM .................. 73
FERRIPROX.........ccuvenenne. 62 FML S.O.P. oot 91 gatifloxacin.........cceeveeeerennnen. 89
FETZIMA......cccovvvieeenen. 39 FOCALIN......ccooeveeeienee. 39 GATTEX ONE-VIAL.......... 73
FIBRICOR ......cccoevieiinnnen. 54 FOCALIN XR .....covveirnne. 39 GAUZE PAD.....cccccoveenne. 66
FINACEA......cooiiiiiieee 57 FOLOTYN ..o, 16 avilyte-C....oovvveriieiieienen, 73
finasteride.......ccccceevveerneennen. 97 fomepizole.........cceeeveeennnne 81 gavilyte-g...cccovvvevviieeiieen, 73
FIRAZYR...ccoooiiiiiiiee 94 fondaparinux..........ccceeunene. 53 gavilyte-n........ccoceeeeeninnnnen. 74
FIRMAGON KIT W FORADIL AEROLIZER .....94 GELNIQUE........ccooiee 97
DILUENT SYRINGE...... 15 FORFIVO XL.....ccccovevvvnnee. 39 gemcitabine...........ccocceeeueeenne 16
FLAGYL ..o 8 FORTAMET ......cccoeeuvvenneen. 66 gemfibrozil .........cccceevnennne. 54
FLAGYLER.....cccvevrrnne. 8 FORTAZ ...ccveveeeeeee 5 GEMZAR .....ccovvveieeen. 16
FLAREX ..cccooiiiiiiiieeenn 91 FORTEO ....ccoovviiiieinne. 83 GENERESS FE ... 86
flavoxate......occeeveeveeenieennnen. 97 FORTESTA.....coooiiiieeen. 71 generlac.......cooeeevieeiiienieenen. 74
FLEBOGAMMA DIF.......... 81 fortical ......ooovvveeeiieiiiee, 71 gengraf......cccceevveeniieenieeeee, 16
flecainide ........ccceveeueriennnne 47 FOSAMAX ..cccovviiiiiinnnne. 83 GENOTROPIN......ccccccveneee 78
FLECTOR.....ccceocvivieinee. 33 FOSAMAX PLUS D............ 83 GENOTROPIN MINIQUICK
FLOMAX ....ooviiiiniienieenn 97 foscarnet ........cceeeeeenieeiennnene 2 s 79
FLO-PRED.......ccceevveere 64 fosinopril .....ccceeeevveveieeinnenne 50 gentak ....ooooveeeiiieeieeee e, 89
FLOVENT DISKUS............. 94 fosinopril-hydrochlorothiazide gentamicin .................. 8, 58, 89
FLOVENT HFA.................. 04 50 gentamicin in nacl (iso-osm)..8
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gentamicin sulfate (pf) ........... 8

GEODON.......cceerenene 39, 40
gianvi (28) ...cccvevieeieeiieeen 86
GIAZO ..o 74
gildagia.......ccocovevviviieiennn. 86
gildess......oovviieviiieiieeieee 86
gildess 24 fe......cceeevveiennn. 86
GILENYA ...coiiiieeeiene 25
GILOTRIF......ccccevieiiriene 16
GLASSIA ..ot 62
glatopa.....cccvevevienieeiieieee 25
GLEEVEC.......ccooviieeee 16
GLEOSTINE......ccccoeviene 16
glimepiride .........ccccevveeeenennn. 66
glipizide.......cocovevveniieinennn. 66
glipizide-metformin........ 66, 67
GLUCAGEN HYPOKIT .....67
GLUCAGON EMERGENCY
KIT (HUMAN) ......ccoe.e. 67
GLUCOPHAGE................... 67
GLUCOPHAGE XR............. 67
GLUCOTROL.........ccccuenuee. 67
GLUCOTROL XL ............... 67
GLUMETZA......ccoveenen. 67
glycopyrrolate....................... 73
GLYSET..cociiiiiiiiieieenn 67
GLYXAMBI ......ccceviriene 67
GOLYTELY ..ooovvviieieiennn 74
GRALISE ....coiiiiiieee 21
GRALISE 30-DAY STARTER
PACK ..o, 21
granisetron (pf)......ccceeeeeneee 74
granisetron hel...................... 74
GRANIX ....ooviiiiiiinicniee 79
GRASTEK ...oooiiiiiiieee 81
griseofulvin microsize............ 1
griseofulvin ultramicrosize..... 1
GRIS-PEG
(ULTRAMICROSIZE) ...... 1
guanidine ..........ccceeeveereeennn. 40
GYNAZOLE-1...cccevuveeennnne 86
H
HALAVEN.....ccooiiieie. 16
HALDOL .....cccooviniiien. 40

HALDOL DECANOATE....40

halobetasol propionate.......... 60
HALOG ..., 60
haloperidol...........ccceevvenneenne. 40
haloperidol decanoate........... 40
haloperidol lactate ................ 40
HARVONL.......coeviiiiierne 2
HAVRIX (PF) oo 81
HECTOROL.........ccceevuennnee. 71
heparin (porcine) .................. 53
heparin (porcine) in 5 % dex 53
HEPATAMINE 8%............ 100
HEPSERA ..o 2
HERCEPTIN.......cccceviennne. 16
HETLIOZ .....cccvvvveeeenee. 40
HEXALEN ....cccooiiniiiennne. 16
HIPREX.....ccooiiieieienee, 12
HORIZANT....ccooveiiienne. 25
HUMALOG.......cccocvevennee. 68
HUMALOG KWIKPEN ......67
HUMALOG MIX 50-50 ......67
HUMALOG MIX 50-50
KWIKPEN.......coeveirenee. 67
HUMALOG MIX 75-25 ...... 67
HUMALOG MIX 75-25
KWIKPEN......ccovieiinne 67
HUMATROPE..................... 79
HUMIRA.......ccevieene 83, 84
HUMIRA CROHN'S DIS
START PCK.....ccecveuenneee 83
HUMULIN 70/30................. 68
HUMULIN 70/30 KWIKPEN
.......................................... 68
HUMULIN N ..o, 68
HUMULIN N KWIKPEN....68
HUMULINR .....ccooveeee. 68
HUMULIN R U-500............. 68
HYCAMTIN ....cccovieiinne. 16
HYCET...cooiiiiiiiiiiens 28
hydralazine ............ccccceennee. 50
HYDREA ... 16
hydrochlorothiazide.............. 50
hydrocodone-acetaminophen28
hydrocodone-ibuprofen ........ 28
hydrocortisone........... 60, 64, 74
hydrocortisone butyrate........ 60

hydrocortisone butyr-emollient

.......................................... 60
hydrocortisone valerate ........ 60
hydrocortisone-acetic acid....64
hydromorphone............... 28,29
hydromorphone (pf).............. 28
hydroxychloroquine................ 8
hydroxyurea...........ccceeeuvennnne 16
hydroxyzine hcl ................... 92
HYPERRAB S/D (PF) ......... 81
HYSINGLA ER.........cc.c...... 29
HYZAAR ..o, 50
I
ibandronate .........c..cccceecuenneee 83
IBRANCE.......ccccoieiiene 16
IBUDONE ......ccoovviiiiinn 29
ibuprofen..........ccceeeveeeeennnns 33
ibuprofen-oxycodone............ 29
ICLUSIG ....oovieiiieiieieee 16
IDAMYCIN PFS........cc.c..... 16
idarubicin.......c.ccoeceeveeiennenne. 16
IFEX oo 16
ifosfamide.........cccccevvvriennnn 16
ILARIS (PF) oo 79
ILEVRO ..o 90
ILOTYCIN .ot 89
IMBRUVICA ......ccoovrieee 16
imipenem-cilastatin ................ 8
imipramine hcl...................... 40
imipramine pamoate.............. 40
IMIqUIMOd....cccovveerrieereennee. 56
IMITREX ...ccoviiiiiiieienn 24
IMITREX STATDOSE KIT

REFILL....cccoooviiiieiiiinene 24
IMOVAX RABIES VACCINE

(PF) e 81
IMURAN ..ot 16
INCRELEX ....coooveiiiiiennn 62
INCRUSE ELLIPTA............ 94
indapamide .........cc.cceeeeennnne 50
INDERAL LA ..o 50
INFANRIX (DTAP) (PF).....81
INLYTA e 16
INNOPRAN XL ....ccccevvenee 50
INSPRA ....cooiieeeee 50
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INSULIN PEN NEEDLE.....68

INSULIN SYRINGE (DISP)
U-1000.3 ML................... 68
INSULIN SYRINGE (DISP)
U-100 1 ML........coeeunne. 68
INSULIN SYRINGE (DISP)
U-100 1/2 ML................... 68
INTELENCE........cccoovennen. 2
intralipid ........ccoeevverieenennne. 100
INTRALIPID ..................... 100
INTRONA ..o 79
Introvale.......cooevvvveeeiiiiiiinnns 86
INVANZ.....covvieiiieeeeen. 8
INVEGA......ccoooveeeeee 40
INVEGA SUSTENNA......... 40
INVIRASE ......ooovvieiie. 2
INVOKAMET......cccoeveeune. 68
INVOKANA ..o 68
IONOSOL-B IN D5W ....... 100
IONOSOL-MB IN D5W....100
IOPIDINE..........coovvveeeenne. 92
IPOL ..o 81
ipratropium bromide....... 63, 94
ipratropium-albuterol ........... 94
irbesartan ..........ccoceeeeeennennnn. 50
irbesartan-hydrochlorothiazide
.......................................... 50
IRENKA.....c..coovviiieeeieen, 40
IFINOLECAN .....evvvvvvreeeeeeeeeinnnns 16
ISENTRESS .....oovieiieee 2
ISOLYTE-P IN 5 %
DEXTROSE................... 100
ISOLYTE-S.....coovivieennn. 100
1S0MIaZid ..o, 8
ISOPTO CARPINE.............. 90
ISORDIL. .....ccoeeeeeriieeene. 55
ISORDIL TITRADOSE....... 55
isosorbide dinitrate................ 55
isosorbide mononitrate ......... 55
isradipine ........cccceeeveeeeennen. 50
ISTALOL .....c.ooovviee 90
ISTODAX ...vveeeeeeeeeene. 16
1traconazole ...........cceeeuvveeeee.. 1
IVErmecCtin.........coevveeeeeinneeeeenns 8
IXEMPRA ........oovvee 16

IXIARO (PF).ccoiiiieiiene 81
J

JADENU ...cccooiniiiiiienne, 62
JAKAFT ..o, 16
JALYN oo, 97
JANtOVEN ...evveeereeeiveeeeee e 53
JANUMET ....ccooooviiiiinnn. 68
JANUMET XR......ccevvennee. 68
JANUVIA. ..ot 68
JARDIANCE........ccoeveneee. 68
JENTADUETO..................... 68
JEVTANA ..o 16
JOLIVEHE ..o 85
JUBLIA ..o, 59
junel 1.5/30 (21) coeevveeienene. 87
junel 1720 (21) cooveeieeiees 87
junel fe 1.5/30 (28)............... 87
junel fe 1/20 (28) .....ccceeneeee 87
junel fe 24 .....ccoovveiieiis 87
JUXTAPID.....cocoveveennee. 54
K

KADCYLA ..o, 17
KADIAN ..ot 29
KALBITOR........ccccvereneee. 94
KALETRA .....cccoeeieieeenee. 2
KALYDECO.................. 94,95
KAPVAY oo, 40
kariva (28) ..cceevveeriieiiene 87
KAYEXALATE................... 62
KAZANO ....coooviiiieie, 68
KEFLEX.....coooiiiiiiieieereenen. 6
kelnor 1/35 (28) .cccvveveennnnne 87
KENALOG.........cccueuuee. 60, 64
KEPIVANCE ........cccoveneee. 13
KEPPRA......cooievreie, 21
KEPPRA XR......ccoevveienne. 21
KERYDIN......ccovevvieiienn, 59
KETEK....ccooiiiiieiieeeeee, 8
ketoconazole..................... 1,59
ketoprofen..........cccceeevueennnnne. 34
ketorolac ........ccceeveerieennnnne 90
KEYTRUDA.......cceeivennne. 17
KHEDEZLA........ccccovvenne. 40
KINERET......coviiiiie 84
| S 10) 115 S 62

KLARON .......coovvvieeenn. 58
KLONOPIN......ccoovveeeeereen. 21
klor-con 10.........cccovvveeennnnn.n. 97
Klor-con 8.....cooovvvvvviviiiiiiinns 97
klor-conml15 .......cccccoennee.. 98
klor-con m20 .......ccccoeevvvnnnne 98
KOMBIGLYZE XR ............. 68
KORLYM...coooovvovieeeeeenn 71
KRISTALOSE..........cccuv.... 74
(G171 o J R 98
K-TAB...oooooieiieeeee 98
KUVAN. ..ot 71
KYNAMRO .....cccoovvveeenne.. 54
L
1 norgest&e estradiol-e estrad
.......................................... 87
labetalol ...........ccoovveveiennnn. 50
LACRISERT ......cccveeeuvenne. 90
lactated ringers................ 61,98
lactulose.....cevvvvvveviviiiininnne, 74
LAMICTAL .....ccoovvvveennn.. 21
LAMICTAL ODT ................ 21
LAMICTAL STARTER
(BLUE)KIT .....ccocccvvennene 21
LAMICTAL STARTER
(GREEN)KIT .................. 21
LAMICTAL STARTER
(ORANGE) KIT ............... 22
LAMICTAL XR.....ccceeunnee.. 22
LAMICTAL XR STARTER
(BLUE) .eooiieiieieeieeee 22
LAMICTAL XR STARTER
(GREEN) ....oooiiiieiiene 22
LAMICTAL XR STARTER
(ORANGE).....cccoieiiennn 22
LAMISIL ......cooveieeeeieenne. 1
lamivuding .........cccoeovvevnnnnnnn. 2
lamivudine-zidovudine........... 2
lamotrigine.........cccccveeeveenee. 22
LANOXIN.....ocoovvvveeeeennennn. 52
lansoprazole...........ccccuveenneen. 76
LANTUS ..o 68
LANTUS SOLOSTAR......... 68
larin 1.5/30 (21) cccuvveerreennnee. 87
larin 1/20 (21) coeovveeveeiiennene 87
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LASIX ..o, 50
LASTACAFT.....cccvveeenn. 90
latanoprost.........cccceeeeeveennen. 91
LATUDA ..o, 40
LAZANDA......ccoovvveen. 29
leena 28 ....cooeevvieeiieeieeee 87
leflunomide..........cooeevvevnnnnnn. 84
LENVIMA ......ccoeeviieinens 17
LESCOL....coeevieeeeeeceen, 54
LESCOL XL ....ccoeeeveieirens 54
lesSina.......cooeevvvvvieeieeiiiinnnnns 87
LETAIRIS ..., 95
letrozole......ccoovvvvvveviiiiiiinnn, 17
leucovorin calcium............... 13
LEUKERAN ........coovveeinn, 17
LEUKINE........ccoeevvviieien, 79
leuprolide........cc.cccevveeeereenneen. 17
levalbuterol hcl..................... 95
LEVAQUIN ......ccoverree 11
LEVEMIR .......ccccccevvviennn. 68
LEVEMIR FLEXTOUCH ...69
levetiracetam ........................ 22
LEVETIRACETAM IN NACL
(ISO-09) .ccvieieeiiereene 22
levobunolol...........ccccceeveunnnnn. 90
levocarniting.............cc.......... 62
levocarnitine (with sugar).....62
levocetirizine.............cc.......... 92
levofloxacin.................... 11, 89
levofloxacin in dSw.............. 11
LEVOLEUCOVORIN
CALCIUM .....coeeevvenee. 13
levonest (28).....ccccevvverieennnen. 87
levonorgestrel-ethinyl estrad 87
levora-28..........ccoovvvveeeennennn. 87
levorphanol tartrate .............. 29
levothyroxine.........cccccecuenee 72
LEVOTHYROXINE............ 72
levVoXyl..oovieriiiieeiieeee 72
LEXAPRO .....cccoveevveien, 40
LEXIVA ..o 2
LIALDA ....ccooeeieeeeeeen, 74
lidocaing .........cccceevveeenveennnen. 58
lidocaine (pf) ..cceeevvveereveennen. 58

lidocaine hcl ..........cccueneeee. 58
lidocaine-prilocaine.............. 58
LIDODERM........ccceevvennnne. 58
LINCOCIN......ceevteieieirennne 8
lindane ........cccoeevveviveerrennnnne, 61
linezolid.......c.cccevveeenveeenienee, 8
LINZESS ..ot 74
LIORESAL.....ccoovvvveiennne. 26
liothyronine ............cccuvennennne. 72
LIPITOR......cocoieieeeeee. 54
LIPOFEN.....cccovtiiiieiieiee 54
LIPTRUZET......cccccoverennnee. 54
lisinopril.......cccccvevveeiiennnnne. 50
lisinopril-hydrochlorothiazide

.......................................... 50
lithium carbonate.................. 40
lithium citrate ....................... 40
LITHOBID........cceeverennee. 40
LITHOSTAT ....ccoovvevreennne. 62
LIVALO ..o 54
LO LOESTRIN FE............... 87
LOCOID.....ccoevreiereeenee 60
LODOSYN...cccoevieieieenne. 23
LOESTRIN 1.5/30 (21)........ 87
LOESTRIN 1/20 (21)........... 87
LOESTRIN FE 1.5/30 (28-

| DYAN (@ F SO 87
LOESTRIN FE 1/20 (28-DAY)

.......................................... 87
LOFIBRA......ccooveveeee. 54
lomedia 24 fe.......ccccueeennenne 87
LOMOTIL.....ccovvvererernnee. 73
LOMUSTINE.........ccveunenne. 17
loperamide..........ccceevenenne. 73
LOPID ...cceiiiiiieeeeee 54
LOPREEZA........ccccovevenee. 85
LOPRESSOR ..........ccveunene. 50
LOPRESSOR HCT .............. 50
LOPROX....ccvvevieiieire, 59
lorazepam ..........ccccoeeveennnnnne. 41
lorazepam intensol................ 40
lorcet (hydrocodone) ............ 29
lorcet hd.......cccoeevveviiieennn, 29
lorcet plus .....coeevveviveeiieinnne 29
lortab 10-325 .....cooviveienee. 29

lortab 5-325 ....ocoiiiiiiiiee 29
lortab 7.5-325 ..o 29
loryna (28) ..ccceeevievieeiiens 87
losartan .........ccceeeeveeeneeennnenn. 50
losartan-hydrochlorothiazide 50
LOSEASONIQUE................ 87
LOTEMAX....cccoeiieieriennnne 91
LOTENSIN.....ccovieieieienne 50
LOTREL.....ccoceviiieiiriene 50
LOTRISONE........cccoveieene 59
LOTRONEX......cccceveriennnne 74
lovastatin..........cccccveeeevveennenn. 54
LOVAZA. ...ccoviiiiiiins 54
LOVENOX......ccceevveieieenne 53
loxapine succinate ................ 41
LUMIGAN ....ocovveieeeieenne 91
LUMIZYME..........ccoeevenen. 71
LUNESTA ...coieiieeeeee 41
LUPANETA PACK (1
MONTH) ....ooovveieieeee 86
LUPANETA PACK (3
MONTH) ....oovvieieieieee 86
LUPRON DEPOT ................ 17
LUPRON DEPOT (3
MONTH) ....oooviiieiiiieee 17
LUPRON DEPOT (4
MONTH) ....oooviiieiiiieee 17
LUPRON DEPOT (6
MONTH) ....oooviviiiieieee 17
LUPRON DEPOT-PED........ 17
lutera (28) covveeevveeeiieeeieeenee 87
LUZU ..o 59
LYNPARZA......cccooveieene 17
LYRICA ..o, 22
LYSODREN.........ccevirirne 17
LYSTEDA......coveieieieene 86
1yZa coveeieeeeeee 85
M
MACROBID.........cccecvrienne 12
MACRODANTIN................. 12
magnesium sulfate................. 98
MALARONE ........cccoevvennne 8
MALARONE PEDIATRIC....8
malathion ..........c.ccoeeeeennee. 61
maprotiline........ccceeeveeerneenns 41
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MARINOL .....ccooevvvvvivinnnn, 74 metadate €r .......eveeeeeeeeennnn 41 MICROZIDE........cccouuuuunn... 51

Marlissa.......cceeeveeerveeerveenns 87 metaproterenol...................... 95 midodrine..........cceevevieennnenns 62
MARPLAN ....ccooiieieinne 41 metformin..........cocceeeieennnnne 69 MIZETEOt..ccveeeerieeieerieiieenenn 24
MATULANE ....cccovvinee. 17 methadone ..........ccocceeeennne. 29 MIGRANAL.......coovererne 24
matzim la.........ccoeceeeieennnne. 50 methamphetamine ................ 41 millipred .......cccoovvveeiiennnnen. 65
1Y V2N YA | G 50 methazolamide...................... 91 MILLIPRED.........cccecvrernene 64
MAXALT...cooooieiieiieene 24 methenamine hippurate ........ 12 10010001775 RS 85
MAXALT-MLT................... 24 methimazole ............cccoee.e.. 65 10001000775 20 (0 S 85
MAXIDEX ...cccoooivieieniennnn 91 METHITEST.....cccocvviennne. 71 MINASTRIN 24 FE ............. 87
MAXIPIME.........cccovverrannee. 6 methotrexate sodium ............ 17 MINIPRESS ... 51
MAXITROL.........ccovvrennnn. 91 methotrexate sodium (pf) ..... 17 MINITRAN ..o 55
MAXZIDE .....cccovvevvieeieene 51 methoxsalen rapid................. 56 MINIVELLE ........cccoeuvennn.e. 85
MAXZIDE-25MG................ 51 methscopolamine.................. 73 MINOCIN......coeoieerierenee. 12
meclizing .........ccceeevveeeeeneenns 74 methyclothiazide .................. 51 minocycling ..........ccceeeeuvenns 12
meclofenamate ..................... 34 methyldopa........cccceeevvennnnne 51 minoxidil........c.coeeveeeiieninnnen. 51
MEDROL......ccccoviriiennn 64 methylergonovine................. 89 MIRAPEX .....ccooiiiiiiee, 23
MEDROL (PAK) .......c........ 64 METHYLIN .....coooeviiiinne. 41 MIRAPEX ER......ccccovvieee 23
medroxyprogesterone........... 85 methylphenidate ................... 41 MIRCERA. ..o 79
mefenamic acid .................... 34 methylprednisolone .............. 64 MIrtazapine .........cceeeveerevennen. 41
mefloquine..........cccccvveeenveennnee. 8 methylprednisolone acetate ..64 MIRVASO......ccccoviiiiiinnn 57
MEGACE.......cccoevveiernne. 17 methylprednisolone sodium misoprostol .........cceeeveerevennen. 76
MEGACEES .......ccocveeinn 17 SUCC ..eveenereenreenireenreesereenaees 64 MItOMYCIN....ccceeriieieeniennee. 17
megestrol ........cceeeveeriveennenne. 17 metipranolol..............ccocu..... 90 MItOXantrone...........ceereveennen. 17
MEKINIST ....cocoiiiiiiiiienne 17 metoclopramide hcel............... 74 M-M-R II (PF)....cccvvveurennee. 81
meloxicam.......c.ccoceeveenenen. 34 metolazone........c.ceveeeenneenne. 51 MOBIC .....coovieiiieieieee 34
melphalan hel ....................... 17 metoprolol succinate............. 51 modafinil.........cccceeveveeeninens 41
MENACTRA (PF)............... 81 metoprolol ta-hydrochlorothiaz moderiba........ccoceeeieeiienennne. 2
MENEST .....ccoooiiiiiiiiieee 85 51 moderiba dose pack................ 2
MENOMUNE - A/C/Y/W-135 metoprolol tartrate................. 51 MODICON (28) ....ceeveevvennee 87
(PF) e 81 METOZOLV ODT............... 74 moexXipril......coceeveeniennnnnen. 51
MENOSTAR......cccoovveeine 85 METROCREAM.................. 57 moexipril-hydrochlorothiazide
MENTAX ....oooiiieieeeeeen 59 METROGEL............c..c........ 57 51
MENVEO A-C-Y-W-135-DIP METROGEL VAGINAL.....86 MOMEtasone.........eevveerevennen. 61
(PF) e 81 METROLOTION. ................. 57 mononessa (28)........cceeueeneee. 87
MEPRON .....coovvviiiiiiiiiiiiiiiins 8 metronidazole.............. 8,57, 86 montelukast...........c.ccoevvvvenens 95
mercaptopurine..................... 17 metronidazole in nacl (is0-0s) 8 MONUROL.......ccocvverinne 13
METOPENECM ...eenevreenereeenereeennee 8 mexiletine........cocceeeeeeeeennenn. 47 MOTPIINE.....evveerieerieeiieennns 30
MERREM......c.ccoovviiirenne 8 MIACALCIN .....cooveveeeee. 71 MORPHINE .........cccocveernne 30
mesalamine with cleansing MICARDIS .....ccoiiiiiee 51 morphine concentrate ........... 30
WIPE oo 74 MICARDIS HCT ................. 51 MOVANTIK ......cooveveriinnne 74
MNESNA..eetieniieeieenireeieeeieeenees 13 miconazole-3 ..........ccceeeeee 86 MOVIPREP........cccoveinee. 74
MESNEX ....ocooiiiiiiieiieens 13 microgestin 1.5/30 (21) ........ 87 MOXEZA .....ccovveeieeereeennee. 89
MESTINON .....cccoevvveeiene 26 microgestin 1/20 (21) ........... 87 moxifloxacin.........c.cceevvenns 11
MESTINON TIMESPAN ....26 microgestin fe 1.5/30 (28)....87 MOZOBIL.........ccevveeerenne. 79
METADATECD.................. 41 microgestin fe 1/20 (28) ....... 87 MS CONTIN .....oovieierne 30
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MULTAQ ..o 47
MUPITOCIN ..evvveeeireeireeeireeas 58
mupirocin calcium................ 58
MUSTARGEN...................... 17
MYALEPT .....ccooeiiienne 71
MYAMBUTOL...................... 9
MYCAMINE........ccoovvinn 1
MYCOBUTIN......c.ccvvrrnee. 9
mycophenolate mofetil......... 17
mycophenolate sodium......... 17
MYFORTIC ......ccocveiennee. 17
1000708 K- 1 DU 57
MYOZYME ....ccccoovveinnn. 71
MYRBETRIQ.......cccueneee. 97
MYSOLINE ......cccocveiinnn. 22
N
nabumetone ...........ccccceeeennne 34
nadolol.......ccceevvieeiiiieiien, 51
nadolol-bendroflumethiazide51
nafcillin.........ccocveevieeeiinen, 10
nafcillin in dextrose iso-osm 10
NAFTIFINE ......ccccvvviennee. 59
NAFTIN ..o 59
NAGLAZYME...........cc........ 71
nalbuphine...........cccccveennnnee. 34
NaloXOoNE€ .....c.eeeveveeeeieeeiieenns 34
naltrexone........cccceveeveeenenen. 34
NAMENDA ......ccccovvvenee. 25
NAMENDA TITRATION
PAK oo 25
NAMENDA XR......cccoveunen. 25
naphazoline..........cccceceeuenee. 92
NAPRELAN CR .................. 34
NAPROSYN ....ccooevivieeen. 34
11101100 S) | DR 34
naproxen sodium.................. 34
naratriptan..........cceeeeveeerveenne 24
NARDIL.....cooevereieieeenn 41
NASONEX.....cccoiiiiirienne 95
NATACYN .o 89
NATAZIA ..o 87
nateglinide ...........cccceeennnne. 69
NATESTO.....ccccevieiiene 71
NATPARA ..o 71
NEBUPENT .....ccccviieieiene 9

necon 0.5/35 (28)...ccccueeennenn. 87
necon 1/35 (28)...cceevvveenneen. 87
necon 1/50 (28).....cccceeuveennenn. 87
necon 10/11 (28)......c..c........ 87
necon 7/7/7 (28).....cceeueeenenn. 87
NEEDLES, INSULIN
DISP.,SAFETY ................ 69
nefazodone.........ccceeeevveennenn. 41
NEOMYCIN ..eevvienireeireireeereenenn. 9

neomycin-bacitracin-poly-hc91
neomycin-bacitracin-
polymyXin........ccecvveennennne 89
neomycin-polymyxin b gu....61
neomycin-polymyxin b-

dexameth .........ccccoenennnne. 91
neomycin-polymyxin-
gramicidin............ccocveenne.. 89
neomycin-polymyxin-hc 64, 91
NEORAL.......cccoviiiinne 17
NEOSPORIN (NEO-POLYM-
GRAMICID) ....cceevvenenee. 89
NEO-SYNALAR.................. 58
NEPHRAMINE 5.4 % ....... 100
NESINA ..ot 69
NEUAC.....coiiiiieiieee e 57
NEULASTA ....coeiiiene 79
NEUMEGA........ccevriiinne. 79
NEUPOGEN ........ccoceevvennene. 79
NEUPRO......ccevviiiinn. 24
NEURONTIN........ccceevuennene 22
NEVANAC .....cccoovinininne. 90
NEVITAPINE ..c.veenveeveriiiieeieenens 2
NEXAVAR ...ccooviiiien 17
NEXIUM.....ccoovviviiniiienne 76
NEXIUM IV ..o 76
NEXIUM PACKET ............. 76
NEXTERONE...........c..c....... 47
NIACIN .o 54
NIACOR.....cccoveiiininene 54
NIASPAN EXTENDED-
RELEASE .....cccooiiiiine 54
nicardiping..........ccceeevvenennne. 51
NICOTROL........cceeveenneee. 63
NICOTROL NS.....cccceovenee 63
nifedical XI........cocooieeinnnne. 51

nifedipine........cccceeveeveeniennne 51

NikKi (28) oo 87
NILANDRON .......ccccvennnee. 17
NiModipine........cceeeeveeeeveennns 51
NIPENT ....ccooviiiiiieieeene, 17
nisoldiping ........ccccceevveeeieenns 51
Nitro-bid .....ccoeevvevvieiieieee, 55
NITRO-DUR.........cccveerneee 55
nitrofurantoin............c........... 13

nitrofurantoin macrocrystal ..13
nitrofurantoin monohyd/m-

CIYSE tiiiieeeieee e 13
nitroglycerin .........ccccoevvennnee. 55
NITROLINGUAL................ 55
NITROMIST .....coeveveeee. 55
NITROSTAT ....ccccvvvveen. 55
nizatidine ..........ccceeeveeveennen. 76
NIZORAL.....ccooeevveeeinn 59
NOra-be......ccovevveeiverieeieenen. 85
NORCO ..o 30
NORDITROPIN FLEXPRO 79
NORDITROPIN NORDIFLEX

.......................................... 79

noreth-ethinyl estradiol-iron.88
norethindrone (contraceptive)

.......................................... 85
norethindrone acetate............ 85
norethindrone ac-eth estradiol

.......................................... 85
norethindrone-e.estradiol-iron

.......................................... 88
NORINYL 1+35 (28) ........... 88
NORINYL 1+50 (28)............ 88
NORITATE .....cccoovvvvvveeen. 57
NOTLYTOC. . ciiiiiiiiieiieciees 85
NORMOSOL-M IN 5 %

DEXTROSE ................... 100
NORMOSOL-R IN 5 %

DEXTROSE...................... 98
NORMOSOL-R PH 74......100
NORPRAMIN. ......cccvveene. 41
NOR-QD....ccovveerreeieeeiens 85
NORTHERA ........ccvveen. 62
nortrel 0.5/35 (28)...cccceuneee. 88
nortrel 1/35 (21).ccveevveennennnen. 88
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nortrel 1/35 (28) ..cccvvvennennnn. 88

nortrel 7/7/7 (28) .eeeeuveeennen. 88
nortriptyline.........ccoeeueeennnnee. 41
NORVASC.....cooveeieeeen 51
NORVIR.....coeviiiiiiiiiieee 2
novarel.........ccooeeinninnne 71
NOVOFINE 32 ........coeeueee 69
NOVOLIN 70/30.................. 69
NOVOLIN N....oovvvriiiiennn 69
NOVOLINR......ccccveine. 69
NOVOLOG.......ccoceviirannne 69
NOVOLOG FLEXPEN........ 69
NOVOLOG MIX 70-30....... 69
NOVOLOG MIX 70-30
FLEXPEN .....cccoovevvnnnnn. 69
NOVOLOG PENFILL......... 69
NOXAFIL ..o 1
NUCYNTA ..o, 34
NUCYNTA ER ......cceuenee 34
NUEDEXTA ....cccocovrienee. 25
NULOJIX ..o 17
NULYTELY WITH FLAVOR
PACKS ..ot 74
NUTRESTORE.................... 62
NUTRILIPID .......ccceeueneee. 100
NUTROPIN AQ......cccoeuen..e. 79
NUTROPIN AQ NUSPIN ...79
NUVARING......cccoovereernnn. 86
NUVESSA ..o 86
NUVIGIL .....coceeviiiiniiinen. 41
NYAMYC .evveeirreeereeerireeerereeenns 59
NYStatin .....ooeeveereenennennn. 1,59
nystatin-triamcinolone.......... 59
NYSTOP convvveerieiiieeieeeieeeae 59
(0]
ocella ......ooovvriiiniiiiiie 88
OCTAGAM.....ccovveieene 81
octreotide acetate.................. 17
OCUFEN....ccootiiiieieienieene 90
OCUFLOX ....otvierieeienienienne 89
OFEV ..o 95
ofloxacin................... 11, 64, 89
ogestrel (28)....ccceevevveerveeenen. 88
olanzapine...........ccecuverurennen. 41
olanzapine-fluoxetine............ 41

olopatading ...........cccccuvennnnne. 63
(0] 510 G 61
OLYSIO ..o 3
OMECLAMOX-PAK .......... 76
omega-3 acid ethyl esters .....54
omeprazole ..................... 76,77
omeprazole-sodium
bicarbonate .............c....... 77
OMNARIS......ooveiieiiene 95
OMNIPRED........ccverennnee. 91
OMNITROPE..........cccceeuene. 79
ONCASPAR......ccoeveeienee. 18
ondansetron .........c.cceceeeueeee. 74
ondansetron hcl..................... 74
ondansetron hcl (pf).............. 74
ONEXTON....cccceeeeviveeee 57
ONFL..oooiiiiiiiieieeeee, 22
ONGLYZA.....coieeeenne. 69
ONMEL....cccooiiiiiiieieene, 1
OPANA ..., 31
OPANA ER.....ccovieiees 31
OPDIVO....ccovveieeeienee 18
OPSUMIT ....cocviiiiiienee, 95
ORACEA......coieieene. 12
ORAP ..o, 41
ORAPRED ODT.................. 65
ORENCIA ..ot 84
ORENCIA (WITH
MALTOSE)....ccccovveenenne. 84
ORENITRAM........ccvveenne 51
ORFADIN ....cceoviiiiies 63
orsythia ......ccooeeevvevieniieienne, 88
ORTHO MICRONOR.......... 85
ORTHO TRI-CYCLEN (28)88
ORTHO TRI-CYCLEN LO
(28) oo 88
ORTHO-CEPT (28) ............. 88
ORTHO-CYCLEN (28)....... 88
ORTHO-NOVUM 1/35 (28) 88
ORTHO-NOVUM 7/7/7 (28)
.......................................... 88
OSENI ..ot 69
OSMOPRERP........ccccvvrnrnenn 74
OTEZLA ..o 84
OTEZLA STARTER............ 84

OTREXUP (PF)....cccceeuenneee 84
OVCON-35 (28).eeeveeeennne 88
OVIDE......cccoiiiiniiiiienenn 61
oxacillin.......ccccoeeeeiieninnen. 10
oxacillin in dextrose(iso-osm)
.......................................... 10
oxaliplatin.........ccceeeveernennen. 18
oxandrolone ..........c.cccoeceenee. 71
10):€:10) (077211 USRS 34
0XAZEPAM ...evvveeeeeerreeeanereenns 41
oxcarbazepine...........ccce...... 22
OXISTAT oo 59
OXSORALEN ULTRA........ 56
OXTELLAR XR .......cccc....... 22
oxybutynin chloride.............. 97
0XycodOne........cevuveeveenenennen. 31
OXYCODONE..........cceueee. 31
oxycodone-acetaminophen...31
oxycodone-aspirin ................ 31
OXYCONTIN ....ccoevvvereneee. 31
oxymorphone.................. 31,32
OXYTROL.....ccvvvveieeee. 97
P
PACETONE......evvveeeeerreeeaannreennnn 47
paclitaxel.........ccccveriennnnnen. 18
PAMELOR.......ccccerieirene 41
pamidronate ............cceeuveeee. 71
PANCREAZE.........ccccoennenn. 74
PANDEL .....ccceeoiiiiiieee 61
PANRETIN .....coovviiiiinn 56
pantoprazole ...........ccceeeuveennn. 77
paricalcitol .......c..ceceveeiiennne 71
PARICALCITOL ................. 71
PARNATE.....cccooviiiiinn. 42
PAromMoOMYCIN .......ccvcveeereveennne 9
paroxetine hel .........c.ccceeei. 42
PASER....cooiiiiiiieeeee, 9
PATADAY ..o, 90
PATANASE ....ccoooiiiiene 63
PATANOL .....ccoviiiiiiiene 90
PAXIL .o 42
PAXIL CR..coveiiiieiiiiene 42
PAZEO ....cooiiiiiieeeeae 90
PCE..cooiiiiiiiiiieeeeee, 7
PEDVAX HIB (PF).............. 81

Note: The drug list includes all possible restrictions and limitations. 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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peg 3350-electrolytes ........... 74

PEGANONE .......ccoovenee. 22
PEGASYS ..o 79
PEGASYS PROCLICK ....... 79
PEGINTRON ......ccccevvvnennen. 79
PEGINTRON REDIPEN .....79
PENICILLIN G POT IN
DEXTROSE..................... 10
penicillin g potassium........... 10
penicillin g procaine............. 10
penicillin g sodium............... 10
penicillin v potassium........... 11
PENNSAID .....ccccevieiiren. 34
PENTAM ...cocoovviiieeeee 9
PENTASA ..ot 74
pentoxifylline ............ccccee.... 53
PEPCID....cccooviiiiieeeee. 77
PERCOCET .....ccoovcverennee. 32
PERCODAN .....cccocvevrrnee. 32
PERFOROMIST .................. 95
perindopril erbumine............ 51
periogard........ccceeceeevieenenne. 63
PERJETA ...cooiiiiiiee, 18
permethrin .........cccoeeeveeennnenn. 61
perphenazine.............c.c........ 42
PERSANTINE ........cccc....... 53
PERTZYE ...ccoooiiie. 74
PEXEVA ...ccoiiiiiiiieeens 42
phenelzine...........ccccceveeennenn. 42
PHENERGAN.......cccccevenene 92
phenobarbital....................... 22
PHENYTEK......ccceovvieiene 22
phenytoin........cccccveeveveeennenn. 22
phenytoin sodium................. 23
phenytoin sodium extended..22
PHOSLO ...coviiiiiiieee 98
PHOSLYRA......ccoovie. 98
PHOSPHOLINE IODIDE....90
PHYSIOLYTE ......cccceennenee. 61
PHYSIOSOL IRRIGATIONG61
PICATO ..o 56
pilocarpine hcl................ 63, 90
pimtrea (28) ..c.ceevvveeeveeennnn. 88
pindolol.........ccceeviininninnne 51
pioglitazone...........cccccveeenneee. 69

pioglitazone-glimepiride ......69
pioglitazone-metformin........ 69
piperacillin-tazobactam ........ 11
pirmella.........cccceeveveeeniiennnenn. 88
PITOXICAM ...eeeiieniieeiieeieeeaene 34
PLAQUENIL........ccevverrnene 9
PLASMA-LYTE 148 ......... 100
PLASMA-LYTEA ............ 100
PLASMA-LYTE-56 IN 5 %
DEXTROSE................... 100
PLAVIX .o, 53
PLEGRIDY ...ccceovveveiinnee. 79
PLETAL ....ccceviiriiieieenee, 53
podofiloX .....cccvvvevrieeiiieneen, 56
polyethylene glycol 3350 .....74
polymyxin b sulfate................ 9
polymyxin b sulf-trimethoprim
.......................................... 89
POLYTRIM......cccvevvieienne. 89
POMALYST ..o 18
PONSTEL ....cccceviiiiiiinne. 34
J010) 4 5t DR 88
potassium chlorid-d5-
0.45%nacl ........cccccuvenennnen. 98
potassium chloride................ 98
potassium chloride in 0.9%nacl
.......................................... 98
potassium chloride in 5 % dex
.......................................... 98

potassium chloride in 1r-d5...98
potassium chloride-0.45 % nacl

.......................................... 98
potassium chloride-d5-
0.2%mnacl .......ccccevvevvennenne. 98
potassium chloride-d5-
0.3%mnacl .......ccccevveruennenne. 99
potassium chloride-d5-
0.9%mnacl.......ccccoervennenne. 99
potassium citrate................... 97
POTIGA ..o 23
PRADAXA. ..o, 53
pramipexole..........ccoeevuennene. 24
PRANDIMET.......cccevveneee. 69
PRANDIN ....cccoeviiiiiiienne. 69
PRAVACHOL...................... 54

pravastatin...........ccceeeeeveennen. 54
PrazoSiN....ccccveeeeveeeereeenieeenns 51
PRECOSE.......ccccoovvviniinnnns 69
PRED FORTE ........ccccecunee. 91
PRED MILD.......cccceeeruenuene 91
PRED-G...ccoevvveiieieieene 91
PRED-G S.O.P. ..ccccovveeene 91
prednicarbate ..........c.cccuee.. 61
prednisolone acetate ............. 91
prednisolone sodium phosphate
.................................... 65,91
prednisone.........ccceeeeveeeeneennns 65
prednisone intensol............... 65
PREGNYL....cccoiiieieirne 71
PREMARIN ......cccceviriinnne 85
premasol 10 % ........cceeunee. 100
PREMASOL 6 % ............... 100
PRENATAL VITAMIN
ORAL TABLET............. 100
PREPOPIK ......cceovvereirnee 74
PREVACID ....cccceovveririine 77
PREVACID SOLUTAB....... 77
prevalite ........cceevvvereenneenen. 54
previfem......coceeveveeeecieeenieens 88
PREVPAC ......ccoviieiiiine 77
PREZCOBIX......cceevvevenrnen. 3
PREZISTA ..cccooiiiiiieee, 3
PRIFTIN ...coeviiieeeeeieee, 9
PRILOSEC .....cccoevieieiene 77
PRIMAQUINE..........ccoennenee. 9
PRIMAXIN IV ..o, 9
primidone........ccccceceeveeveennene 23
PRIMLEV....cccooiiiiiiine 32
PRIMSOL.......coveieieieenne 13
PRINIVIL.....cceeoviieiiiieee 51
PRISTIQ..cccieieieeieieeieiene 42
PRIVIGEN .....ccccoviiiiinne 81
PROAIR HFA .......ccccoeve. 95
PROAIR RESPICLICK........ 95
probenecid ..........ccoeeeeeenennnen. 82
procainamide ............c.ccuueenn. 47
PROCALAMINE 3%......... 100
PROCARDIA XL................. 51
ProCentra.......cceecveeerveeenuveennns 42
prochlorperazine................... 74
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prochlorperazine edisylate.... 74

prochlorperazine maleate ..... 74
PROCRIT ....ccccevviieienienn 80
procto-pak.......cccceveeeeveeennnn. 75
proctosol he ........ccveeuvennenne. 75
proctozone-hc........cccceeeneee. 75
PROCYSBI .....cccevieiirnen. 97
progesterone micronized ...... 85
PROGLYCEM........ccceeuueneee. 69
PROGRAF ......ccoovveiee. 18
PROLASTIN-C......cceeueenee. 63
PROLENSA ......ccoooveieee. 90
PROLEUKIN ......ccccevvernnnen. 80
PROLIA ..o 83
PROMACTA.......cocveereee. 53
promethazine...........cc........... 92
PROMETRIUM ................... 85
propafenone...........cccueeeuneen. 47
propranolol ..........c..ccceeeunene. 51
propranolol-hydrochlorothiazid
.......................................... 51
propylthiouracil .................... 65
PROQUAD (PF) ....ccccveueeneee. 81
PROSCAR.......ccevverenee. 97
PROSOL 20 % .......ccuvenue... 100
PROTONIX.......ccecuenenn. 77,78
PROTOPIC........cceveenee. 56
protriptyline..........ccoceeenennee. 42
PROVENTIL HFA............... 95
PROVERA ... 85
PROVIGIL ......ccccevveinnee. 43
PROZAC ... 43
PROZAC WEEKLY ............ 43
Prudoxin .....ceevveecieeneeeienne. 56
PULMICORT.......cccceeeneennee. 95
PULMICORT FLEXHALER
.......................................... 95
PULMOZYME..................... 95
PURIXAN ...cooiiiieeeeeen 18
PYLERA ..ot 78
pyrazinamide............ccceeeuvennne 9
pyridostigmine bromide ....... 26
Q
QNASL...ooviiiiienieeeieiee 95
QUADRACEL (PF)............. 81

QUALAQUIN .....ooviiieieene 9
QUARTETTE ......ccoevenneeee. 88
QUASENISE. ..ceeneveeenireernreenireanns 88
QUDEXY XR...ooovevvveiernnen. 23
QUESTRAN.....ccceeieieienne. 54
qUEtiapIne ........cccveeeeeveernneenne 43
QUILLIVANT XR................ 43
quinapril.......ccceeeeeeeieeninneen, 51
quinapril-hydrochlorothiazide
.......................................... 51
quinidine gluconate .............. 47
quinidine sulfate ................... 48
quinine sulfate .............ceeue... 9
QVAR....coiee, 95
R
RABAVERT (PF)................ 81
rabeprazole .........c.ccoeevvenennnn. 78
RAGWITEK.......ccocvvrennee. 81
raloxifene.........ccoceveeiennenne. 83
1£:311110) o | (SR 51
RANEXA ..o, 55
ranitidine hcl.................o.. 78
RAPAFLO....ccccevieiiinne. 97
RAPAMUNE........cccevvrnnee. 18
RASUVO (PF) .cccoevveienee. 84
RAVICTL...ccoeieieieeee. 63
RAYOS .., 65
RAZADYNE......ccoovveee. 25
RAZADYNE ER.................. 25
REBETOL......ccoeoveieieirnne 3
REBIF (WITH ALBUMIN).80
REBIF REBIDOSE............... 80
REBIF TITRATION PACK.80
RECLAST ..o 63
reclipsen (28)....cccceeveeveennnenn. 88

RECOMBIVAX HB (PF) ...81,
82

RECTIV. oot 75
REGLAN......ccciviiiiieene, 75
REGRANEX .....ccccceiivinnn 56
RELENZA DISKHALER......3
RELISTOR.......cccocoviiinnne. 75
RELPAX ...oooiiiiiiiiiieie, 25
REMERON ......ccccccvviinnnnn. 43
REMERON SOLTAB.......... 43

REMICADE .......ccooeviinne 75
REMODULIN.........ccceevurnneee 51
RENAGEL .....ccccovviviriinne 63
RENVELA .....ccoooiiieieee 63
repaglinide ...................... 69, 70
1050 (9. €: 111 DUUUUR 32
REQUIP.....c.covvieiiiiiiiiiene 24
REQUIP XL ...cccveeieiieieene 24
RESCRIPTOR........ccevennnee. 3
RESTASIS....coeiieieene 90
RESTORIL .....ccccoviiiriine 43
RETIN-A ..o 57
RETIN-A MICRO................. 57
RETIN-A MICRO PUMP ....58
RETROVIR ......cccoiviiiennn. 3
REVATIO.....cccovieieieiene 95
REVLIMID.......ccocveviriennne 18
REYATAZ ..o 3
RHEUMATREX .................. 18
RHINOCORT AQUA .......... 96
ribasphere ........ccccceevvvecivennnns 3
ribasphere ribapak .................. 3
rbaVIrin ...eevvevierieieieeee 3
RIDAURA........ccvvieieene 84
rifabutin .......oceviniiiinien 9
RIFADIN .....cccoeieieieeieeee. 9
RIFAMATE......cccooviirieenne. 9
rifampin ..o 9
RIFATER ...ccccooiiiiiieeee, 9
RILUTEK .....cccoiiiiiiiienee, 63
riluzole.......cccooeeniininenen. 63
rimantading ...........ccceeveennennne 3
JR111SS) ¢ 61,99
RIOMET ..o, 70
risedronate ...................... 63, 83
RISPERDAL .......ccceevvereneee 43
RISPERDAL CONSTA ....... 43
RISPERDAL M-TAB .......... 43
risperidone ............c...e..... 43, 44
RITALIN ...oooviiiiiieieiieee 44
RITALIN LA ..o 44
RITUXAN ...coiiiiniiinienene 18
rivastigmine tartrate.............. 25
MZatriptan........coceeeeeveeneennnene 25
ROBINUL ......cccverieiieieee 73

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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ROBINUL FORTE .............. 73

ROCALTROL...................... 71
TOPINITOle .. 24
ROTARIX ...ccovvviiiiieeenne. 82
ROTATEQ VACCINE ....... 82
ROXICET....ccvvviiiiieeeeennen. 32
ROXICODONE ................... 32
ROZEREM........ccooovvvveenn. 44
RUCONEST....cccceevvreirene 96
RYTARY .cooviiiiiiiiieeee 24
RYTHMOL..........covvvvveenn 48
RYTHMOL SR .................... 48
S
SABRIL.......cooveiiiiiiiiieee, 23
SAFYRAL.....ccooovvieiirennn. 88
SAIZEN....cccoooviiiiiiiiiieeeen, 80
SAIZEN CLICK.EASY ....... 80
SALAGEN .....ccooovvvviiiii, 63
SAMSCA ....ooovveieeeeeeene. 71
SANCUSO ..., 75
SANDIMMUNE .................. 18
SANDOSTATIN.................. 18
SANDOSTATIN LAR

DEPOT .......oovvvvvvvvvevveennnn, 18
SANTYL ..oooviiiiiiiiciee 61
SAPHRIS (BLACK

CHERRY) ..ooovieiiiieienes 44
SARAFEM........coovvvveveen. 44
SAVAYSA ..o 53
SAVELLA.........covvveeenn. 84
SEASONIQUE..................... 88
SECTRAL.....ccoeovvveeerennn. 51
selegiline hcl.............c........... 24
selenium sulfide.................... 56
SELZENTRY ..o 3
SEMPREX-D.....ccceoeuuuunnn. 92
SENSIPAR .....c..oooovvviienne. 71
SEREVENT DISKUS.......... 96
SEROQUEL........ccoceevvennne 44
SEROQUEL XR ............ 44, 45
SEROSTIM ......cooovvvvivennne. 80
sertraling...........cceveeeeeennennnn. 45
SFROWASA ......ccovvveeenn. 75
sharobel ...........cooovveeeeinnennn. 85
SIGNIFOR .......ccoovvviirnen. 18

SIGNIFOR LAR
SILENOR
SILVADENE
silver sulfadiazine
SIMBRINZA

SIMPONI
SIMPONI ARIA
SIMULECT
simvastatin
SINEMET
SINEMET CR
SINGULAIR
SIRTURO
SIVEXTRO
sodium chloride
sodium chloride 0.45 %
sodium chloride 0.9 %
sodium chloride 3 %
sodium chloride 5 %
SODIUM FLUORIDE
sodium lactate
sodium phenylbutyrate
sodium polystyrene (sorb free)

SOLODYN
SOLTAMOX
SOLU-CORTEF (PF)
SOLU-MEDROL
SOLU-MEDROL (PF)
SOMATULINE DEPOT
SOMAVERT

SOOLANTRA
SORIATANE
SORILUX

SOTYLIZE
SOVALDI

SPECTRACEF ........ccceevnneen. 6
SPIRIVA RESPIMAT.......... 96
SPIRIVA WITH
HANDIHALER................ 96
spironolactone....................... 51
spironolacton-hydrochlorothiaz
.......................................... 51
SPORANOX......ccoerveireirennne 1
SPORANOX PULSEPAK .....1
sprintec (28)...c.eeevveevcveeennnnn. 88
SPRIX....coiiiiiiiinienieieee, 34
SPRYCEL......cccoevereienen. 18
(0] 1)7: QNSRS 88
SSA it 56
STALEVO 100..................... 24
STALEVO 125.......ccvenneeee. 24
STALEVO 150..................... 24
STALEVO 200..................... 24
STALEVO 50.....ccccevvennnee. 24
STALEVO 75...ccvvveienee. 24
STARLIX .....oooevveieeiieninne 70
stavudine.........ccceeeveeeeiieeeneeens 3
STELARA .....cccveveeieee 56
STIMATE......ccoooieeeieee. 71
STIOLTO RESPIMAT......... 96
STIVARGA. ..o 18
STRATTERA.........ccveene. 45
STREPTOMYCIN ................. 9
STRIANT ....ooviiereeieee 71
STRIBILD .....cccoveviieiienee. 3
STRIVERDI RESPIMAT ....96
STROMECTOL ..................... 9
SUBOXONE .......cccoevvenennnn. 34
SUBSYS ..o 32
SUCLEAR......cccooveiriennen. 75
SUCRAID.......ccceeviiiiennne 75
sucralfate.........cccccevverieencne 78
SULAR ....oooiiieieeee 51
sulfacetamide sodium........... 92

sulfacetamide sodium (acne) 58
sulfacetamide-prednisolone..92

sulfadiazine...........cccceevenene. 12
sulfamethoxazole-trimethoprim

.......................................... 12
SULFAMYLON.........c...... 58

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction 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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sulfasalazine ......................... 75 £AZE1A XE oo 51

sulfazine €C......cccccvvevveviennnnns 75 TECFIDERA. .........ovvveee. 25
sulindac.......c..cccoovvveeeeennennn. 34 TEFLARO .....cooooovvvieeenn. 6
sumatriptan..........ccceeeeveeennee. 25 TEGRETOL .......cccevveennne 23
sumatriptan succinate............ 25 TEGRETOL XR.......ccc....e. 23
SUMAVEL DOSEPRO ....... 25 TEKAMLO .......ccoovvvveennne. 51
SUPRAX ...oooiiieveeeeeieeeeee, 6 TEKTURNA .......coovvveen. 51
SUPREP BOWEL PREP KIT TEKTURNA HCT ............... 52
.......................................... 75 telmisartan ...........................52
SURMONTIL.........ccceuveeneee. 45 telmisartan-amlodipine......... 52
SUSTIVA ..o 3 telmisartan-hydrochlorothiazid
SUTENT......coovieeen. 18,19 e 52
SYLATRON......ccvervrrnnnen. 80 temazepam..........ccceeeeuveennneen. 45
SYLVANT ..o, 19 TEMOVATE........cccuveen. 61
SYMBICORT.........cceovveenne. 96 TENIVAC (PF) ..cuveevenne. 82
SYMBYAX...cooooeoveeeveeenen. 45 TENORETIC 100................. 52
SYMLINPEN 120................ 70 TENORETIC 50................... 52
SYMLINPEN 60.................. 70 TENORMIN ........coovvvvernnn 52
SYNAGIS.....coovoiieieiieeee 3 TERAZOL 3....oooeveeeee. 86
SYNALAR CREAMKIT ....61 TERAZOL 7., 86
SYNALGOS-DC.................. 32 terazoSiN.....cccevvveeeeenreeeeennne. 52
SYNAREL .....cccoei. 71 terbinafine hel.......oooeveveeen. 1
SYNERCID.....cccoeeveverieeeens 9 terbutaline.............cccevveeennnne. 96
SYNRIBO ....cooeee, 19 terconazole.........cccoevuvvvennenn.n. 86
SYNTHROID.........cccuec.... 72 TESTIM......cooovvveeeeiieeeeene 71
SYPRINE ......ccooevvviirinn. 63 TESTOSTERONE................ 72
T testosterone cypionate .......... 71
TABLOID ..., 19 testosterone enanthate........... 71
TACLONEX .....ccoovvvvvvennen. 56 TESTRED .....cocovvvvveennne. 72
tacrolimus.............ccoe..... 19, 56 TETANUS,DIPHTHERIA
TAFINLAR .......ccoovvveeenn. 19 TOX PED(PF).................. 82
TAMIFLU .....cccooovvviiieieeene. 3 TETANUS-DIPHTHERIA
tamoxifen.........ccceevvveveeennnnnnn. 19 TOXOIDS-TD.................. 82
tamsulosin.........coceeeueeeeenne. 97 tetracycling .........ccceeeveenennne. 12
TANZEUM .......coovvvvveennn. 70 TEVETEN .....ccooovviieeeennn 52
TAPAZOLE ........cocoeunee. 65 TEVETEN HCT ................... 52
TARCEVA .......cooveeeen. 19 THALOMID.........cccuveenne... 19
TARGRETIN .......cccovuveneee. 19 THEO-24........coovveeeeeenn 96
tarina fe.......coceeeevveerieeeiieens 88 theophylline...........ccccvenneen. 96
TARKA ..o 51 THIOLA ... 63
TASIGNA ..., 19 thioridazine........ccccoouvvvveee.... 45
TASMAR ......cooovvveeenenn 24 thiothixene............cccevveeennnne. 45
TAXOTERE......cccccoeovennen. 19 THYMOGLOBULIN............ 82
TAZICEF ....oooooveiieiieiieee, 6 THYROLAR-1.......c............. 72
TAZORAC.......ccoovveveenenn. 58 THYROLAR-1/2.................. 72

THYROLAR-1/4.................. 72
THYROLAR-2.......cceeene. 72
THYROLAR-3 ......ccvvieee 72
t1agabine .......cccccveeeeveeenieens 23
TIAZAC ..o, 52
ticlopidine.........ccceeeevveeeneenns 53
TIKOSYN...ooiiiiiieieiienene 48
timolol maleate................ 52,90
TIMOPTIC OCUDOSE (PF)
.......................................... 90
TIMOPTIC-XE.......cccccuenee 90
TINDAMAX .....oovveeeieinee. 9
tinidazole ........coceveriieveennennn. 9
TIROSINT ...covveiiieieieee 72
TIVICAY v, 3
TIVORBEX......cccovevieirnne 34
tizanidine ........cccceveeveeriennenne 26
TOBI ..o 9
TOBI PODHALER ................ 9
TOBRADEX ......cccevveieene 91
TOBRADEX ST.....ccceevvenne 91
tobramycin..........cceeveerneennen. 89
tobramycin in 0.225 % nacl....9
tobramycin in 0.9 % nacl........ 9
tobramycin sulfate .................. 9
tobramycin-dexamethasone..91
TOBREX ....ccoviiiiiiiiene 89
TOFRANIL ......ccceeiieienee. 45
TOFRANIL-PM ................... 45
tolazamide...........ccoeveernennen. 70
tolbutamide..........ccccceeveenen. 70
tolcapone.........cceeeveeveenneennen. 24
tolmetin................... . 34, 35
tolterodine..........ccceevveeenennen. 97
TOPAMAX ...ooeiiieiieienne 23
TOPICORT.......ccvveiennee. 61
topiramate ..........ceeevveeeveeenee. 23
TOPIRAMATE ..o 23
170701012 (U 19
topotecan........coocveeevveeerieenns 19
TOPROL XL ..o 52
TORISEL.....ccceocviiiiiiine 19
torsemide ........ceeeeerieeniennen. 52
TOUJEO SOLOSTAR ......... 70
TOVIAZ ..o 97

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
benefit, you may not experience every restriction or limit indicated in the list. You can find information on
what the symbols and abbreviations on this table mean by going to page vii. To confirm your plan’s specific
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TPN ELECTROLYTES....... 99

TRACLEER .......cccoovenee 96
TRADJENTA.....ccceveriene 70
tramadol..........cccooceiiinnnn 35
TRAMADOL........ccceevenee 35
tramadol-acetaminophen...... 35
trandolapril ..........cccceuveennnne. 52
trandolapril-verapamil.......... 52
tranexamic acid .............. 53, 86
TRANSDERM-SCORP.......... 75
TRANXENE T-TAB............ 45
tranylcypromine ................... 45
travasol 10 %......cccevvennenne. 100
TRAVATAN Z .....ccuveene 91
travoprost (benzalkonium) ...91
trazodone ..........cceceeevueennnennne. 45
TREANDA.....cccoiiiiriene 19
TRECATOR.......cccoeverene. 9
TRELSTAR.....ccooiiiiiene 19
TRELSTAR DEPOT............ 19
TRELSTAR LA ................... 19
tretinoin ..oeeeeeeeeenieeieeeenee 58
tretinoin (chemotherapy)...... 19
tretinoin microspheres.......... 58
TRETIN-X ..coiiiiiiiiiiieene 58
TREXALL....coeoviieieiene 19
TREXIMET......cccccvvviiiene 25
TREZIX ..ot 32

triamcinolone acetonide 61, 63,
96
triamterene-hydrochlorothiazid

.......................................... 52
tIANEX .o 61
TRIBENZOR .......cccccevienne 52
TRICOR ....cooiiiieiee, 55
triderm ......occeeveeeniieiieene, 61
trifluoperazine ............c......... 45
trifluridine..........cccoeveeenennne. 89
TRIGLIDE ......cccevieiinee. 55
tri-legest fe.......cocevvevennennn. 88
TRILEPTAL.....cocveieene 23
TRILIPIX ...cocviiiiiiiinieiene 55
trilyte with flavor packets..... 75
trimethoprim........c.ccceeeeennee. 13
trinessa (28) ..eeeeveeerveeenveenns 88

TRI-NORINYL (28)............. 88
TRIOSTAT....ccovieveeiee 72
tri-previfem (28)................... 88
TRISENOX ....cooevvvireennn. 19
tri-sprintec (28).......cccveueenne. 88
TRIUMEQ......cccceovierieiirennn. 3
trivora (28)....cceeeeevveeecneeeennen. 88
TRIZIVIR ...t 3
TROKENDI XR.................... 23
TROPHAMINE 10 % ........ 100
TROPHAMINE 6% ........... 100
trOSPIUM....ceevvveeeiieeeiiee e, 97
TRULICITY coovieiieeiiee 70
TRUMENBA..........ccvvenne. 82
TRUSOPT .....cccvveieeiienn 91
TRUVADA ....ccccovvevveieen, 3
TUDORZA PRESSAIR ....... 96
TWINRIX (PF)....ccccovvenenn. 82
TWYNSTA ..o, 52
TYBOST ..o 3
TYGACIL ....ccovvevieieieee 9
TYKERB.......covvevirieen 19

TYLENOL-CODEINE #3....32
TYLENOL-CODEINE #4....32

TYPHIM VI ..o 82
TYSABRI.......coovvviviinnnen, 25
TYVASO....cooviiiiiiieeenn. 96
TYZEKA ......oovviiiiiiiiiiinn, 3
TYZINE.......cooviiiiiieeenn, 64
U

UCERIS.......oooiiieiieieee, 75
ULORIC ..o 82
ULTRACET .....ccooevvees 35
ULTRAM .....oooovvviiiienenn, 35
ULTRAMER ........coovvee. 35
ULTRAVATE.......ccovvveeeen. 61
ULTRESA ..o, 75
UNASYN oo 11
unithroid .......ccceeeeivvviinnnnnen, 72
URECHOLINE .................... 97
UROCIT-K 10......cccuvvrennnee. 97
UROCIT-K 15......ccevvveeennne. 97
UROCIT-K 5....oovviiiiieenne. 97
UROXATRAL ..................... 97
URSO 250 ..o 75

URSO FORTE......ccccceevuennnene 75
ursodiol ........oooeeiiiinieninen. 75
UVADEX ....cooiiiiiiiniiienene 56
\Y%
VAGIFEM.......ccoovviiniiiene 85
valacycClovir ........ccceeveeeveennee. 3
VALCHLOR ......cccoeoveienee 56
VALCYTE ...coooveieeeee. 3
valganciclovir ........cccceeevenennne 3
VALIUM ...coooiiiiieieeee 45
valproate sodium .................. 23
valproic acid .........cccveeeenenns 23
valproic acid (as sodium salt)
.......................................... 23
valsartan..........coeeeveeneeniennnne 52
valsartan-hydrochlorothiazide
.......................................... 52
VALTREX ...ccoooveiiiieen. 3
VANCOCIN....ccoovverieirne 13
VaNCOMYCIN...c.eereeeeeenenenen. 13
vandazole........ccceeereeniennnnn. 86
VANOS ... 61
VAQTA (PF) oo 82
VARIVAX (PF)..ccoveeieirene 82
VARIZIG.....cccooiiinieenne 82
VASCEPA.......covieeeee 55
VASERETIC ......cccceoveienee 52
VASOTEC......cccoiviiinn. 52
VECAMYL ...coooviiiiiiee 55
VECTIBIX ....ccoovveiereireene 20
VECTICAL ....ccooveiiieene 56
VELCADE ......ccoovvvvernne 20
velivet triphasic regimen (28)
.......................................... 88
VELPHORO.........cccocveerne. 63
VELTIN....oooiiiiiiiieen 58
venlafaxine ...........ccoceveenee. 45
VENLAFAXINE............ 45, 46
VENTAVIS ... 96
VENTOLIN HFA.................. 96
VERAMYST ..ccovviiiieiinne 96
verapamil ..........cccoeeeennennen. 52
VEREGEN .....ccccooiniiinne 56
VERELAN .....ccoovviiiniiiinnne 52
VERELAN PM......ccccoevuenee 52

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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veripred 20.......ccoocveeviieenenne. 65 VOTRIENT ......coooviiiinnne 20 Z

VERSACLOZ.........cceeueee. 46 VPRIV .o, 72 zafirlukast .........ccooovevieinnnenne 96
VESICARE .......cccooevivnnne. 97 vyfemla (28) ...cccvevvieiiennne 88 zaleplon........ccceevveeciieninenen. 46
vestura (28)....cceecverveneeienen. 88 VYTORIN 10-10.................. 55 ZALTRAP ..coovveiieieene 20
VEXOL ....oooviiiiiiiineeenn 91 VYTORIN 10-20.................. 55 ZAMICEL....eeveeeeeneeiieieeieneeane 33
VFEND.....cootiiiiiiieeiee 1 VYTORIN 10-40.................. 55 ZANAFLEX ....cccoviiiiirnne 26
VFEND IV ...ccooviiiieiee. 1 VYTORIN 10-80.................. 55 ZANOSAR .....coovviiiiiis 20
VGO 20 ..o 70 VYVANSE....cccoiieene. 46 ZANTAC ..o, 78
VGO 30 i 70 W ZARONTIN......ccveierennee. 23
VGO 40 ..o, 70 warfarin ........cccoeeeeveeveneenne. 53 ZAVESCA. ..o 72
VIBRAMYCIN..........c....... 12 water for irrigation, sterile....63 ZEBETA ...ccooiiiiieieieen, 52
VICOdiN..oeeeeieiieieieeeeeen 32 WELCHOL .......ccovveiennne. 55 ZEGERID......ccoovvieieene 78
Vicodin €S.....coovevverienieniennen. 32 WELLBUTRIN..................... 46 ZELAPAR ....cccooevvieieenen. 24
vicodin hp....cccoeevevveneeinnen. 32 WELLBUTRIN SR............... 46 ZELBORAF .....ccoovvviernne 20
VICOPROFEN..................... 32 WELLBUTRIN XL.............. 46 ZEMAIRA ......cccovveveeene. 63
VICTOZA 3-PAK................ 70 wymzya fe ......ccooevenveneenne. 88 ZEMPLAR ....cccceviiiiine 72
VIDAZA.....cccvveeieeieen. 20 X ZeNATANE ..c.vvveereenieereeiieeaeen 58
VIDEX 2 GRAM PEDIATRIC XALATAN. ..ot 91 zenchent (28) .......cccevveeennne 88
............................................ 4 XALKORI......ccceevivieenn.. 20 zenchent fe............................88
VIDEX EC ..o 4 XARELTO ...ccovvveveenee. 53 ZENPEP .....ccoveiiiieee 75
VIEKIRA PAK ......cccvevvnnee. 4 XARTEMIS XR.................... 32 ZeNZeA1 ..o 46
VIGAMOX.......ccovvvereennen. 89 XELJANZ ...oooveveeeeene 84 ZENZEDI ....ccoeoiiieiennne 46
VIIBRYD ....ccoovveiieieenne 46 XENAZINE.......ccooveivennn. 25 ZERBAXA ..cooiiiiiieeien, 6
VIMOVO .....coooeeiieienenn 35 XEOMIN ..o, 82 ZERIT oo 4
VIMPAT.....cooeviieieieeieene 23 XERESE....ccoooiiiiiiiiecnne. 59 ZESTORETIC .......cocveueneee 52
vinblasting ..........ccceeveeeeuneennn. 20 XGEVA ..o 13 ZESTRIL ....ccoovviiieeen. 52
vincasar pfS......cccoccveeveenenne. 20 XIFAXAN ...coiviieiieieeieeee, 9 ZETTA ..o, 55
VINCTIStING ..o 20 XIGDUO XR...ccooveevieeene. 70 ZETONNA .....cooiiiiiiiieee 96
vinorelbine...........ccccccveennnne. 20 XODOL 10/300...........c........ 32 ZIAC ..o 52
VIOKACE........ccovveeenen. 75 XODOL 5/300......ccccccveenne. 33 ZIAGEN ...ccoooiiiieeee, 4
VIRACEPT ....ccoeeviiieien 4 XODOL 7.5/300.......cccu.e.... 33 ZIANA ..o 58
VIRAMUNE .......ccccoeviine 4 XOLAIR ....ooviiiiiiieiiiee, 96 zidovudine .........ccoeveeeieenennne. 4
VIRAMUNE XR.........ccc.c...... 4 XOPENEX .....ccovvviieiien, 96 ZINACEF ..o, 6
VIRAZOLE.......ccoovvvvrerennne. 4 XOPENEX HFA .................. 96 ZINECARD (AS HCL)......... 13
VIREAD......ccoeveiieiieienen 4 XTANDL.....ccoevieiierienne, 20 ZIOPTAN (PF)..ccveevennnee. 91
VIROPTIC ..o 89 XUlANe ....oovvevieeiinieece, 86 ziprasidone hcl...........c...c...... 46
VISTIDE ....ccoovvveiiiieieen 4 XYLOCAINE.......cccoovnene. 58 ZIPSOR ....ccooviiiiiiiieiene 35
VITEKTA......coeveeeeereee 4 XYREM....oooovviieieee, 46 ZIRGAN ....oooveeeieeeie e 89
VIVELLE-DOT ................... 85 XYZAL ..o, 93 ZITHROMAX ....ccocvvieiennne. 7
VIVITROL.........ccoeevvenne 35 Y ZITHROMAX TRI-PAK ....... 7
VOGELXO......cccevverenen. 72 YASMIN (28)...ccecvieriennnnne. 88 ZITHROMAX Z-PAK ........... 7
VOLTAREN GEL................ 35 YAZ (28) e, 88 ZMAX oot 7
VOLTAREN-XR ................. 35 YERVOY ..o, 20 ZOCOR.....ccoiiieieeeeeene 55
voriconazole ..........ccceeeeuveennnen. 1 YF-VAX (PF)..ccoevveeiiennn. 82 ZOFRAN (AS
VOSPIRE ER ..o 96 HYDROCHLORIDE)......75

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific
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ZOFRAN ODT........cccce.. 75 ZONEGRAN........cceevene. 23 ZYBAN ... 63

ZOHYDROER .................... 33 zonisamide............ccouveeennnn.. 23 ZYCLARA .....cooveveeeen. 56
zoledronic acid ..................... 72 ZONTIVITY .ovveeeeeeeee 53 ZYDELIG........cooovvveeeennnn. 20
zoledronic acid-mannitol-water ZORBTIVE .....ccoovvenn, 80 ZYFLO oo, 96

.......................................... 63 ZORTRESS. ...l .20 ZYFLO CR........ccceuvveeeee... .96
ZOLINZA......ooveeveeeenn 20 ZORVOLEX ....cccovvvvveenn. 35 ZYKADIA ......oooveveeeinn 20
zolmitriptan .........ccceeuveennnnee. 25 ZOSTAVAX (PF) ..o 82 ZYLET oo, 91
ZOLOFT.....ccovvveiienn. 46, 47 ZOSYN..oiiiiiieieeeeeeeeeee, 11 ZYLOPRIM......cccovvvevennn.. 82
zolpidem.......ccovevvveiieennnnnne, 47 ZOSYN IN DEXTROSE (ISO- ZYMAXID ...ooooveevieeeenn. 89
ZOLPIMIST ....ooovvieennn. 47 OSM)..ooiiiiieeeeeeeeee. 11 ZYPREXA.......oovvvvviien. 47
ZOMACTON. .....ccoovveeeeennnn. 80 zovia 1/35¢ (28).ccveeecvvrennenn. 88 ZYPREXA RELPREVYV ......47
ZOMETA ..o 72 zovia 1/50¢ (28).......ccveunenne. 88 ZYPREXA ZYDIS............... 47
ZOMIG......ccoviieeeieeaeeennen. 25 ZOVIRAX ....coovvvveeennnnn. 4,59 ZNTIGA ..o 20
ZOMIG ZMT .....cccouvvveen. 25 ZUBSOLV....cooovvviiiiieeeenn. 35 VA QY40 ), GU R 9
ZONALON......coovvveeeeene. 56 ZUPLENZ .....ovvvveeeeaean. 75

Note: The drug list includes all possible restrictions and limitations. 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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With Express Scripts Medicare, you will have access to over 68,000 network pharmacies nationally.
You may fill your prescriptions at a retail, home infusion, long-term care or Indian Health Service /
Tribal / Urban Indian Health Program (I/T/U) pharmacy, or through our convenient home delivery
service.

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

apply.

This formulary was updated on 08/11/2015. 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.

© 2015 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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