Humana 2025 Group Plus
Formulary ID 25800 Version 1

You can contact Humana for the most recent list of drugs by calling the number
on the back of your membership card, or for TTY users, 711, Monday through
Friday, from 8 a.m. - 9 p.m., Eastern time. Our automated phone system is
available after hours, weekends, and holidays. Our website is also available 24
hours a day 7 days a week, by visiting Humana.com.

Step Therapy Criteria
Effective 12/01/2025

ABSORICA

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following:
Amnesteem, Claravis, Isotretinoin, Myorisan, or Zenatane.
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ABSORICA LD

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following:
Amnesteem, Claravis, Isotretinoin, Myorisan, or Zenatane.
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ACTICLATE

Criteria Details The member has had previous treatment or intolerance
with oral immediate release doxycycline (e.g. doxycycline
monohydrate 50 mg capsule/tablet, doxycycline 75 mg
tablet, 100 mg capsule/tablet).
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ACULAR

Criteria Details An automatic approval will be given to members who have
had previous treatment within the past 12 months,
contraindication, or intolerance to llevro ophthalimic
solution and one of the following: ketorolac ophthalimic
solution or diclofenac ophthalimic solution or Flurbiprofen
ophthalimic solution.
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ACULAR LS

Criteria Details An automatic approval will be given to members who have
had previous treatment within the past 12 months,
contraindication, or intolerance to llevro ophthalimic
solution and one of the following: ketorolac ophthalimic
solution or diclofenac ophthalimic solution or Flurbiprofen
ophthalimic solution.
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ACUVAIL (PF)

Criteria Details An automatic approval will be given to members who have
had previous treatment within the past 12 months,
contraindication, or intolerance to llevro ophthalimic
solution and one of the following: ketorolac ophthalimic
solution or diclofenac ophthalimic solution or Flurbiprofen
ophthalimic solution.

Y0040_ GHHIPMNES_C Updated 12/2025 Page 6 of 265



ADLARITY

Criteria Details The member has tried or cannot use BOTH donepezil
tablets AND rivastigmine patches.
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ADMELOG SOLOSTAR U-100 INSULIN

Criteria Details An automatic approval will be given to members who have
had previous treatment with Lyumjev Kwikpen/Vial (insulin
lispro), Fiasp (insulin aspart), Novolog (insulin aspart),
Novolog Mix (insulin aspart protamine / insulin aspart),
Novolin R (regular insulin), Novolin N (NPH insulin),
Novolin 70/30 (NPH insulin / regular insulin), Humalog
Kwikpen/Vial (insulin lispro), Humulin N (NPH insulin),
Humulin R (regular insulin), Humulin Mix 70/30 (nph insulin
and regular insulin), Humalog Mix 75/25 (insulin lispro and
insulin lispo protamine) or Humalog Mix 50/50 (insulin
lispro and insulin lispo protamine).
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ADMELOG U-100 INSULIN LISPRO

Criteria Details An automatic approval will be given to members who have
had previous treatment with Lyumjev Kwikpen/Vial (insulin
lispro), Fiasp (insulin aspart), Novolog (insulin aspart),
Novolog Mix (insulin aspart protamine / insulin aspart),
Novolin R (regular insulin), Novolin N (NPH insulin),
Novolin 70/30 (NPH insulin / regular insulin), Humalog
Kwikpen/Vial (insulin lispro), Humulin N (NPH insulin),
Humulin R (regular insulin), Humulin Mix 70/30 (nph insulin
and regular insulin), Humalog Mix 75/25 (insulin lispro and
insulin lispo protamine) or Humalog Mix 50/50 (insulin
lispro and insulin lispo protamine).
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AIRDUO DIGIHALER

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following: Wixela
Inhub, fluticasone-salmeterol (generic for AirDuo Respiclick

or generic for Advair Diskus), Symbicort, Advair HFA or
Breo Ellipta.

Y0040_ GHHIPMNES_C Updated 12/2025 Page 10 of 265



AIRDUO RESPICLICK

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following: Wixela
Inhub, fluticasone-salmeterol (generic for AirDuo Respiclick

or generic for Advair Diskus), Symbicort, Advair HFA or
Breo Ellipta.
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almotriptan malate

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following:
naratriptan, sumatriptan or rizatriptan.
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ALPHAGAN P

Criteria Details An automatic approval will be given to members who have
had previous treatment with brimonidine 0.2% eye drops
(generic Alphagan).

Y0040_ GHHIPMNES_C Updated 12/2025 Page 13 of 265



ALREX

Criteria Details An automatic approval will be given to members who have
had previous treatment within the past 12 months with two
of the following eye drops: prednisolone sodium phosphate
1%, prednisolone acetate 1%, Dexamethasone 0.1%,
Fluorometholone 0.1%, Lotemax SM 0.38%.
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ALTOPREV

Criteria Details An automatic approval will be given to members who have
had previous treatment with ezetimibe and one of the
following: lovastatin, atorvastatin, rosuvastatin, simvastatin,
or pravastatin.
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ALVESCO

Criteria Details An automatic approval will be given to members who have
had previous treatment with Arnuity Ellipta.
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amcinonide

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following topical
generic products: triamcinolone, mometasone, fluticasone,
betamethasone, or clobetasol.

Y0040_ GHHIPMNES_C Updated 12/2025 Page 17 of 265



amoxicil-clarithromy-lansopraz

Criteria Details An automatic approval will be given to members who have
had previous treatment, intolerance, or contraindication to
Talicia.
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AMRIX

Criteria Details An automatic approval will be given to members who have
had previous treatment within the past 12 months with
generic tizanidine tablets AND baclofen tablets.
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APIDRA SOLOSTAR U-100 INSULIN

Criteria Details An automatic approval will be given to members who have
had previous treatment with Lyumjev Kwikpen/Vial (insulin
lispro), Fiasp (insulin aspart), Novolog (insulin aspart),
Novolog Mix (insulin aspart protamine / insulin aspart),
Novolin R (regular insulin), Novolin N (NPH insulin),
Novolin 70/30 (NPH insulin / regular insulin), Humalog
Kwikpen/Vial (insulin lispro), Humulin N (NPH insulin),
Humulin R (regular insulin), Humulin Mix 70/30 (nph insulin
and regular insulin), Humalog Mix 75/25 (insulin lispro and
insulin lispo protamine) or Humalog Mix 50/50 (insulin
lispro and insulin lispo protamine).
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APIDRA U-100 INSULIN

Criteria Details An automatic approval will be given to members who have
had previous treatment with Lyumjev Kwikpen/Vial (insulin
lispro), Fiasp (insulin aspart), Novolog (insulin aspart),
Novolog Mix (insulin aspart protamine / insulin aspart),
Novolin R (regular insulin), Novolin N (NPH insulin),
Novolin 70/30 (NPH insulin / regular insulin), Humalog
Kwikpen/Vial (insulin lispro), Humulin N (NPH insulin),
Humulin R (regular insulin), Humulin Mix 70/30 (nph insulin
and regular insulin), Humalog Mix 75/25 (insulin lispro and
insulin lispo protamine) or Humalog Mix 50/50 (insulin
lispro and insulin lispo protamine).
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APLENZIN

Criteria Details A automatic approval will be given to members who have

had prior therapy with a generic bupropion product
(75mg/100mg IR, 100mg/150mg/200mg SR, or

150mg/300mg XL) and at least 1 other SSRI, SNRI or
mirtazapine.
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APRISO

Criteria Details An automatic approval will be given to members who have
had previous treatment or intolerance to two of the
following: sulfasalazine, balsalazide capsules, mesalamine
enema, mesalamine 0.375¢g extended-release, or
mesalamine rectal suppository.
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ARBLI

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following: lisinopril,
lisinopril-HCTZ, ramipril, benazepril, benazepril-HCTZ,
quinapril, quinapril-HCTZ, enalapril, enalapril-HCTZ,
Losartan, Losartan-HCTZ, Valsartan, Valsartan-HCTZ,
Irbesartan, Irbesartan-HCTZ, Olmesartan, Olmesartan-
HCTZ.
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ARMONAIR DIGIHALER

Criteria Details An automatic approval will be given to members who have
had previous treatment with Arnuity Ellipta.
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ASMANEX HFA

Criteria Details An automatic approval will be given to members who have
had previous treatment with Arnuity Ellipta.
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ASMANEX TWISTHALER

Criteria Details An automatic approval will be given to members who have
had previous treatment with Arnuity Ellipta.
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aspirin-dipyridamole

Criteria Details An automatic approval will be given to members who have
had previous treatment with clopidogrel.
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ATORVALIQ

Criteria Details An automatic approval will be given to members who have
had previous treatment with ezetimibe and one of the
following: lovastatin, atorvastatin, rosuvastatin, simvastatin,
or pravastatin.
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avidoxy

Criteria Details The member has had previous treatment or intolerance
with oral immediate release doxycycline (e.g. doxycycline
monohydrate 50 mg capsule/tablet, doxycycline 75 mg
tablet, 100 mg capsule/tablet).
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AZASITE

Criteria Details The member has had previous treatment within the past 12
months or intolerance to two of the following: ciprofloxacin
eye drops, levofloxacin eye drops, moxifloxacin eye drops
(generic Vigamox), or ofloxacin eye drops.
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azelaic acid

Criteria Details An automatic approval will be given to members who have
had previous treatment with topical metronidazole.
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azelastine-fluticasone

Criteria Details An approval will be given to members who have had
previous treatment with two of the following: Fluticasone
nasal spray, Azelastine nasal spray, Flunisolide nasal
spray. If the member has nasal polyps OR for prophylaxis
to seasonal allergic rhinitis, the request will be approved.
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AZOPT

Criteria Details An automatic approval will be given to members who have
had previous treatment with dorzolamide 2 % eye drops.
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BELBUCA

Criteria Details An automatic approval will be given to members who have

had a trial of at least two of the following long acting opioid
products: morphine extended-release tablet, fentanyl

patch, buprenorphine weekly transdermal patch, tramadol
extended-release tablet.
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bepotastine besilate

Criteria Details An automatic approval will be given to members who have
had previous trial with at least two of the following agents:
olopatadine 0.1% eye drops, azelastine eye drops,
cromolyn eye drops, or Zerviate eye drops.
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BEPREVE

Criteria Details An automatic approval will be given to members who have
had previous trial with at least two of the following agents:
olopatadine 0.1% eye drops, azelastine eye drops,
cromolyn eye drops, or Zerviate eye drops.
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BESIVANCE

Criteria Details The member has had previous treatment within the past 12
months or intolerance to two of the following: ciprofloxacin
eye drops, levofloxacin eye drops, moxifloxacin eye drops
(generic Vigamox), or ofloxacin eye drops.
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BETIMOL

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following ophthalmic

products: timolol (generic Timoptic), levobunolol, or
betaxolol.
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BETOPTIC S

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following ophthalmic

products: timolol (generic Timoptic), levobunolol, or
betaxolol.
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BINOSTO

Criteria Details An automatic approval will be given to members who have
had previous treatment with Alendronate.
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bismuth subcit k-metronidz-tcn

Criteria Details An automatic approval will be given to members who have
had previous treatment, intolerance, or contraindication to
Talicia.
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brimonidine

Criteria Details An automatic approval will be given to members who have
had previous treatment with brimonidine 0.2% eye drops
(generic Alphagan).
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brinzolamide

Criteria Details An automatic approval will be given to members who have
had previous treatment with dorzolamide 2 % eye drops.
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bromfenac

Criteria Details An automatic approval will be given to members who have
had previous treatment within the past 12 months,
contraindication, or intolerance to llevro ophthalimic
solution and one of the following: ketorolac ophthalimic
solution or diclofenac ophthalimic solution or Flurbiprofen
ophthalimic solution.
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BROMSITE

Criteria Details An automatic approval will be given to members who have
had previous treatment within the past 12 months,
contraindication, or intolerance to llevro ophthalimic
solution and one of the following: ketorolac ophthalimic
solution or diclofenac ophthalimic solution or Flurbiprofen
ophthalimic solution.
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BRYHALI

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following topical
generic products: triamcinolone, mometasone, fluticasone,
betamethasone, or clobetasol.
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bupropion hcl

Criteria Details A automatic approval will be given to members who have

had prior therapy with a generic bupropion product
(75mg/100mg IR, 100mg/150mg/200mg SR, or

150mg/300mg XL) and at least 1 other SSRI, SNRI or
mirtazapine.
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calcipotriene

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following topical
generic products: triamcinolone, mometasone, fluticasone,
betamethasone, or clobetasol.
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calcitriol

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following topical
generic products: triamcinolone, mometasone, fluticasone,
betamethasone, or clobetasol.
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CAMBIA

Criteria Details An automatic approval will be given to members who have

had previous treatment within the past 12 months with at
least two of the following oral generics: Diclofenac tablet,
Ibuprofen (400/600/800 mg tablet, 100mg/5mL
suspension), meloxicam, Naproxen.
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CANASA

Criteria Details An automatic approval will be given to members who have
had previous treatment or intolerance to two of the
following: sulfasalazine, balsalazide capsules, mesalamine
enema, mesalamine 0.375¢g extended-release, or
mesalamine rectal suppository.
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carbidopa-levodopa

Criteria Details The member has tried or cannot use at least one other
carbidopa-levodopa containing product.
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carisoprodol

Criteria Details An automatic approval will be given to members who have
had previous treatment within the past 12 months with
generic tizanidine tablets AND baclofen tablets.
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chlorzoxazone

Criteria Details An automatic approval will be given to members who have
had previous treatment within the past 12 months with
generic tizanidine tablets AND baclofen tablets.
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CLARINEX-D 12 HOUR

Criteria Details An automatic approval will be given to members who have
had previous treatment with one of the following:
fluticasone nasal spray, flunisolide nasal spray,
levocetirizine solution, or levocetirizine tablets.
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CLENPIQ

Criteria Details The member has tried or cannot use at least one of the
following: Suflave, Sutab, or generic Suprep (sodium,
potassium, and magnesium sulfates oral solution).
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CLOBEX

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following topical
generic products: triamcinolone, mometasone, fluticasone,
betamethasone, or clobetasol.
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CONZIP

Criteria Details An automatic approval will be given to members who have
had previous treatment with immediate-release tramadol
50 mg tablet.
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CORDRAN

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following topical
generic products: triamcinolone, mometasone, fluticasone,
betamethasone, or clobetasol.
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COSOPT

Criteria Details An automatic approval will be given to members who have
had previous treatment with dorzolamide/timolol ophthalmic
solution
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COSOPT (PF)

Criteria Details An automatic approval will be given to members who have
had previous treatment with dorzolamide/timolol ophthalmic
solution
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CREXONT

Criteria Details The member has tried or cannot use at least one other
carbidopa-levodopa containing product.
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cyclobenzaprine

Criteria Details An automatic approval will be given to members who have
had previous treatment within the past 12 months with
generic tizanidine tablets AND baclofen tablets.
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CYCLOSET

Criteria Details An automatic approval will be given to members who have
had previous treatment with, contraindication, or
intolerance to a metformin containing medicine.
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DARTISLA

Criteria Details Member has previous treatment or intolerance to
glycopyrrolate tablet.
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DELZICOL

Criteria Details An automatic approval will be given to members who have
had previous treatment or intolerance to two of the
following: sulfasalazine, balsalazide capsules, mesalamine
enema, mesalamine 0.375¢g extended-release, or
mesalamine rectal suppository.
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desloratadine

Criteria Details An automatic approval will be given to members who have
had previous treatment with one of the following:
fluticasone nasal spray, flunisolide nasal spray,
levocetirizine solution, or levocetirizine tablets.
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desvenlafaxine

Criteria Details An automatic approval will be given to members who have
had previous treatment with venlafaxine (IR or ER) AND
duloxetine.
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diclofenac potassium

Criteria Details An automatic approval will be given to members who have

had previous treatment within the past 12 months with at
least two of the following oral generics: Diclofenac tablet,
Ibuprofen (400/600/800 mg tablet, 100mg/5mL
suspension), meloxicam, Naproxen.
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difluprednate

Criteria Details An automatic approval will be given to members who have
had previous treatment within the past 12 months with two
of the following eye drops: prednisolone sodium phosphate
1%, prednisolone acetate 1%, Dexamethasone 0.1%,
Fluorometholone 0.1%, Lotemax SM 0.38%.

Y0040_ GHHIPMNES_C Updated 12/2025 Page 71 of 265



DIPENTUM

Criteria Details An automatic approval will be given to members who have
had previous treatment or intolerance to two of the
following: sulfasalazine, balsalazide capsules, mesalamine
enema, mesalamine 0.375¢g extended-release, or
mesalamine rectal suppository.
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dolobid

Criteria Details An automatic approval will be given to members who have

had previous treatment within the past 12 months with at
least two of the following oral generics: Diclofenac tablet,
Ibuprofen (400/600/800 mg tablet, 100mg/5mL
suspension), meloxicam, Naproxen.
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DORYX

Criteria Details The member has had previous treatment or intolerance
with oral immediate release doxycycline (e.g. doxycycline
monohydrate 50 mg capsule/tablet, doxycycline 75 mg
tablet, 100 mg capsule/tablet).
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DORYX MPC

Criteria Details The member has had previous treatment or intolerance
with oral immediate release doxycycline (e.g. doxycycline
monohydrate 50 mg capsule/tablet, doxycycline 75 mg
tablet, 100 mg capsule/tablet).
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doxycycline hyclate

Criteria Details The member has had previous treatment or intolerance
with oral immediate release doxycycline (e.g. doxycycline
monohydrate 50 mg capsule/tablet, doxycycline 75 mg
tablet, 100 mg capsule/tablet).
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doxycycline monohydrate

Criteria Details The member has had previous treatment or intolerance
with oral immediate release doxycycline (e.g. doxycycline
monohydrate 50 mg capsule/tablet, doxycycline 75 mg
tablet, 100 mg capsule/tablet).

Y0040_ GHHIPMNES_C Updated 12/2025 Page 77 of 265



DULERA

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following: Wixela
Inhub, fluticasone-salmeterol (generic for AirDuo Respiclick

or generic for Advair Diskus), Symbicort, Advair HFA or
Breo Ellipta.
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DUREZOL

Criteria Details An automatic approval will be given to members who have
had previous treatment within the past 12 months with two
of the following eye drops: prednisolone sodium phosphate
1%, prednisolone acetate 1%, Dexamethasone 0.1%,
Fluorometholone 0.1%, Lotemax SM 0.38%.
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DYMISTA

Criteria Details An approval will be given to members who have had
previous treatment with two of the following: Fluticasone
nasal spray, Azelastine nasal spray, Flunisolide nasal
spray. If the member has nasal polyps OR for prophylaxis
to seasonal allergic rhinitis, the request will be approved.
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EDARBI

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following: lisinopril,
lisinopril-HCTZ, ramipril, benazepril, benazepril-HCTZ,
quinapril, quinapril-HCTZ, enalapril, enalapril-HCTZ,
Losartan, Losartan-HCTZ, Valsartan, Valsartan-HCTZ,
Irbesartan, Irbesartan-HCTZ, Olmesartan, Olmesartan-
HCTZ.
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EDARBYCLOR

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following: lisinopril,
lisinopril-HCTZ, ramipril, benazepril, benazepril-HCTZ,
quinapril, quinapril-HCTZ, enalapril, enalapril-HCTZ,
Losartan, Losartan-HCTZ, Valsartan, Valsartan-HCTZ,
Irbesartan, Irbesartan-HCTZ, Olmesartan, Olmesartan-
HCTZ.
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eletriptan

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following:
naratriptan, sumatriptan or rizatriptan.
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ELIQUIS

Criteria Details Pending CMS Review
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ELIQUIS SPRINKLE

Criteria Details Pending CMS Review
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ELYXYB

Criteria Details An automatic approval will be given to members who have

had previous treatment within the past 12 months with at
least two of the following oral generics: Diclofenac tablet,
Ibuprofen (400/600/800 mg tablet, 100mg/5mL
suspension), meloxicam, Naproxen.
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epinastine

Criteria Details An automatic approval will be given to members who have
had previous trial with at least two of the following agents:
olopatadine 0.1% eye drops, azelastine eye drops,
cromolyn eye drops, or Zerviate eye drops.
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EPSOLAY

Criteria Details An automatic approval will be given to members who have
had previous treatment with topical metronidazole.
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EXELDERM

Criteria Details An automatic approval will be given to members who have
had previous treatment within the past 12 months,
contraindication, or intolerance to two of the following:
clotrimazole cream, ciclopirox 0.77%
cream/gel/suspension, or ketoconazole cream.
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EZALLOR SPRINKLE

Criteria Details An automatic approval will be given to members who have
had previous treatment with ezetimibe and one of the
following: lovastatin, atorvastatin, rosuvastatin, simvastatin,
or pravastatin.
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ezetimibe-rosuvastatin

Criteria Details An automatic approval will be given to members who have
had previous treatment with ezetimibe and one of the
following: lovastatin, atorvastatin, rosuvastatin, simvastatin,
or pravastatin.
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febuxostat

Criteria Details An automatic approval will be given to members who have
had previous treatment with Allopurinol.
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fenofibrate micronized

Criteria Details An automatic approval will be given to members who have
had previous treatment to one strength of generic
fenofibrate tablet (145mg, 160mg, 48mg,54 mg) AND one

strength of generic fenofibrate micronized capsule (200 mg,
134 mg, 67 mg).
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fenoprofen

Criteria Details An automatic approval will be given to members who have

had previous treatment within the past 12 months with at
least two of the following oral generics: Diclofenac tablet,
Ibuprofen (400/600/800 mg tablet, 100mg/5mL
suspension), meloxicam, Naproxen.
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fenopron

Criteria Details An automatic approval will be given to members who have

had previous treatment within the past 12 months with at
least two of the following oral generics: Diclofenac tablet,
Ibuprofen (400/600/800 mg tablet, 100mg/5mL
suspension), meloxicam, Naproxen.

Y0040_ GHHIPMNES_C Updated 12/2025 Page 95 of 265



FEXMID

Criteria Details An automatic approval will be given to members who have
had previous treatment within the past 12 months with
generic tizanidine tablets AND baclofen tablets.
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FINACEA

Criteria Details An automatic approval will be given to members who have
had previous treatment with topical metronidazole.
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FLAREX

Criteria Details An automatic approval will be given to members who have
had previous treatment within the past 12 months with two
of the following eye drops: prednisolone sodium phosphate
1%, prednisolone acetate 1%, Dexamethasone 0.1%,
Fluorometholone 0.1%, Lotemax SM 0.38%.
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FLOLIPID

Criteria Details An automatic approval will be given to members who have
had previous treatment with ezetimibe and one of the
following: lovastatin, atorvastatin, rosuvastatin, simvastatin,
or pravastatin.
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fluticasone propionate

Criteria Details An automatic approval will be given to members who have
had previous treatment with Arnuity Ellipta.
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fluvastatin

Criteria Details An automatic approval will be given to members who have
had previous treatment with ezetimibe and one of the
following: lovastatin, atorvastatin, rosuvastatin, simvastatin,
or pravastatin.
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FML FORTE

Criteria Details An automatic approval will be given to members who have
had previous treatment within the past 12 months with two
of the following eye drops: prednisolone sodium phosphate
1%, prednisolone acetate 1%, Dexamethasone 0.1%,
Fluorometholone 0.1%, Lotemax SM 0.38%.
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FML LIQUIFILM

Criteria Details An automatic approval will be given to members who have
had previous treatment within the past 12 months with two
of the following eye drops: prednisolone sodium phosphate
1%, prednisolone acetate 1%, Dexamethasone 0.1%,
Fluorometholone 0.1%, Lotemax SM 0.38%.
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FORFIVO XL

Criteria Details A automatic approval will be given to members who have

had prior therapy with a generic bupropion product
(75mg/100mg IR, 100mg/150mg/200mg SR, or

150mg/300mg XL) and at least 1 other SSRI, SNRI or
mirtazapine.
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FOSAMAX PLUS D

Criteria Details An automatic approval will be given to members who have
had previous treatment with Alendronate.
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FROVA

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following:
naratriptan, sumatriptan or rizatriptan.
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frovatriptan

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following:
naratriptan, sumatriptan or rizatriptan.
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gabapentin

Criteria Details This applies to new starts only. An automatic approval will
be given to members who have had a previous treatment or
intolerance to gabapentin AND at least one of the following:
Lidocaine 5% topical patch or pregabalin (e.g. Lyrica).
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GELNIQUE

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following:
Oxybutynin immediate-release tablet, oxybutynin extended-
release tablet, solifenacin, Myrbetriq, or Gemtesa.
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GLUCAGEN HYPOKIT

Criteria Details An automatic approval will be given to members who have
had previous treatment with Zegalogue or Bagsimi.
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GLUCAGON (HCL) EMERGENCY KIT

Criteria Details An automatic approval will be given to members who have
had previous treatment with Zegalogue or Bagsimi.
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glucagon emergency kit (human)

Criteria Details An automatic approval will be given to members who have
had previous treatment with Zegalogue or Bagsimi.
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GLUMETZA

Criteria Details An automatic approval will be given to members who have
had previous treatment or intolerance to metformin IR 500
mg, 850 mg, or 1000 mg (generic Glucophage) OR

metformin ER (generic Glucophage XR) for at least 3
months.
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GOLYTELY

Criteria Details The member has tried or cannot use at least one of the
following: Suflave, Sutab, or generic Suprep (sodium,
potassium, and magnesium sulfates oral solution).
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GRALISE

Criteria Details This applies to new starts only. An automatic approval will
be given to members who have had a previous treatment or
intolerance to gabapentin AND at least one of the following:
Lidocaine 5% topical patch or pregabalin (e.g. Lyrica).
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GVOKE

Criteria Details An automatic approval will be given to members who have
had previous treatment with Zegalogue or Bagsimi.
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GVOKE HYPOPEN 1-PACK

Criteria Details An automatic approval will be given to members who have
had previous treatment with Zegalogue or Bagsimi.
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GVOKE HYPOPEN 2-PACK

Criteria Details An automatic approval will be given to members who have
had previous treatment with Zegalogue or Bagsimi.
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GVOKE PFS 1-PACK SYRINGE

Criteria Details An automatic approval will be given to members who have
had previous treatment with Zegalogue or Bagsimi.
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GVOKE PFS 2-PACK SYRINGE

Criteria Details An automatic approval will be given to members who have
had previous treatment with Zegalogue or Bagsimi.
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HUMALOG TEMPO PEN(U-100)INSULN

Criteria Details An automatic approval will be given to members who have
had previous treatment with Lyumjev Kwikpen/Vial (insulin
lispro), Fiasp (insulin aspart), Novolog (insulin aspart),
Novolog Mix (insulin aspart protamine / insulin aspart),
Novolin R (regular insulin), Novolin N (NPH insulin),
Novolin 70/30 (NPH insulin / regular insulin), Humalog
Kwikpen/Vial (insulin lispro), Humulin N (NPH insulin),
Humulin R (regular insulin), Humulin Mix 70/30 (nph insulin
and regular insulin), Humalog Mix 75/25 (insulin lispro and
insulin lispo protamine) or Humalog Mix 50/50 (insulin
lispro and insulin lispo protamine).
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hydrocodone bitartrate

Criteria Details An automatic approval will be given to members who have

had a trial of at least two of the following long acting opioid
products: morphine extended-release tablet, fentanyl

patch, buprenorphine weekly transdermal patch, tramadol
extended-release tablet.
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hydromorphone

Criteria Details An automatic approval will be given to members who have

had a trial of at least two of the following long acting opioid
products: morphine extended-release tablet, fentanyl

patch, buprenorphine weekly transdermal patch, tramadol
extended-release tablet.
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HYSINGLA ER

Criteria Details An automatic approval will be given to members who have

had a trial of at least two of the following long acting opioid
products: morphine extended-release tablet, fentanyl

patch, buprenorphine weekly transdermal patch, tramadol
extended-release tablet.
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ibuprofen

Criteria Details An automatic approval will be given to members who have

had previous treatment within the past 12 months with at
least two of the following oral generics: Diclofenac tablet,
Ibuprofen (400/600/800 mg tablet, 100mg/5mL
suspension), meloxicam, Naproxen.
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imiquimod

Criteria Details The member has had previous treatment, or intolerance to
generic imiquimod 5% cream.
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INVELTYS

Criteria Details An automatic approval will be given to members who have
had previous treatment within the past 12 months with two
of the following eye drops: prednisolone sodium phosphate
1%, prednisolone acetate 1%, Dexamethasone 0.1%,
Fluorometholone 0.1%, Lotemax SM 0.38%.
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ivermectin

Criteria Details An automatic approval will be given to members who have
had previous treatment with topical metronidazole.
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IYUZEH (PF)

Criteria Details An automatic approval will be given to members who have

had previous treatment with two of the following:

bimatoprost, latanoprost, travaprost, Lumigan, Rocklatan,
or Vyzulta.
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KAPSPARGO SPRINKLE

Criteria Details The member has had previous treatment with at least TWO
of the following generic beta blockers: carvedilol tablet,
atenolol tablet, metoprolol (tartrate OR succinate).
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KATERZIA

Criteria Details Member must have previous treatment with two of the
following: generic amlodipine tablet, generic immediate
release verapamil tablet, or generic immediate release
diltiazem tablet.
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ketoprofen

Criteria Details An automatic approval will be given to members who have

had previous treatment within the past 12 months with at
least two of the following oral generics: Diclofenac tablet,
Ibuprofen (400/600/800 mg tablet, 100mg/5mL
suspension), meloxicam, Naproxen.
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kiprofen

Criteria Details An automatic approval will be given to members who have

had previous treatment within the past 12 months with at
least two of the following oral generics: Diclofenac tablet,
Ibuprofen (400/600/800 mg tablet, 100mg/5mL
suspension), meloxicam, Naproxen.
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KIRSTY

Criteria Details An automatic approval will be given to members who have
had previous treatment with Lyumjev Kwikpen/Vial (insulin
lispro), Fiasp (insulin aspart), Novolog (insulin aspart),
Novolog Mix (insulin aspart protamine / insulin aspart),
Novolin R (regular insulin), Novolin N (NPH insulin),
Novolin 70/30 (NPH insulin / regular insulin), Humalog
Kwikpen/Vial (insulin lispro), Humulin N (NPH insulin),
Humulin R (regular insulin), Humulin Mix 70/30 (nph insulin
and regular insulin), Humalog Mix 75/25 (insulin lispro and
insulin lispo protamine) or Humalog Mix 50/50 (insulin
lispro and insulin lispo protamine).
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KIRSTY PEN

Criteria Details An automatic approval will be given to members who have
had previous treatment with Lyumjev Kwikpen/Vial (insulin
lispro), Fiasp (insulin aspart), Novolog (insulin aspart),
Novolog Mix (insulin aspart protamine / insulin aspart),
Novolin R (regular insulin), Novolin N (NPH insulin),
Novolin 70/30 (NPH insulin / regular insulin), Humalog
Kwikpen/Vial (insulin lispro), Humulin N (NPH insulin),
Humulin R (regular insulin), Humulin Mix 70/30 (nph insulin
and regular insulin), Humalog Mix 75/25 (insulin lispro and
insulin lispo protamine) or Humalog Mix 50/50 (insulin
lispro and insulin lispo protamine).
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KONVOMEP

Criteria Details An approval will be given to members who have had

previous treatment or intolerance to omeprazole AND
pantoprazole. For the diagnosis of reduction of risk of

upper Gl bleeding in critically ill patients, pantoprazole
therapy is not required.
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LESCOL XL

Criteria Details An automatic approval will be given to members who have
had previous treatment with ezetimibe and one of the
following: lovastatin, atorvastatin, rosuvastatin, simvastatin,
or pravastatin.
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levalbuterol tartrate

Criteria Details An automatic approval will be given to members who have
had previous treatment with generic albuterol HFA OR
Ventolin HFA.
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levetiracetam

Criteria Details An automatic approval will be given to members who have
had prior therapy with levetiracetam and one of the
following: lamotrigine, carbamazepine, topiramate,
divalproex, or phenytoin.
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levorphanol tartrate

Criteria Details An automatic approval will be given to members who have
had previous treatment within the past 12 months,
contraindication, or intolerance to at least two (2) of the
following agents: oxycodone IR, hydromorphone, morphine
sulfate IR.

Y0040_ GHHIPMNES_C Updated 12/2025 Page 140 of 265



LIALDA

Criteria Details An automatic approval will be given to members who have
had previous treatment or intolerance to two of the
following: sulfasalazine, balsalazide capsules, mesalamine
enema, mesalamine 0.375¢g extended-release, or
mesalamine rectal suppository.
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LIVALO

Criteria Details An automatic approval will be given to members who have
had previous treatment with both of the following:
Zypitamag and ezetimibe.
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LORZONE

Criteria Details An automatic approval will be given to members who have
had previous treatment within the past 12 months with
generic tizanidine tablets AND baclofen tablets.
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LOTEMAX

Criteria Details An automatic approval will be given to members who have
had previous treatment within the past 12 months with two
of the following eye drops: prednisolone sodium phosphate
1%, prednisolone acetate 1%, Dexamethasone 0.1%,
Fluorometholone 0.1%, Lotemax SM 0.38%.
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loteprednol etabonate

Criteria Details An automatic approval will be given to members who have
had previous treatment within the past 12 months with two
of the following eye drops: prednisolone sodium phosphate
1%, prednisolone acetate 1%, Dexamethasone 0.1%,
Fluorometholone 0.1%, Lotemax SM 0.38%.
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luliconazole

Criteria Details An automatic approval will be given to members who have
had previous treatment within the past 12 months,
contraindication, or intolerance to two of the following:
clotrimazole cream, ciclopirox 0.77%
cream/gel/suspension, or ketoconazole cream.
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LUXIQ

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following topical
generic products: triamcinolone, mometasone, fluticasone,
betamethasone, or clobetasol.
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LUZU

Criteria Details An automatic approval will be given to members who have
had previous treatment within the past 12 months,
contraindication, or intolerance to two of the following:
clotrimazole cream, ciclopirox 0.77%
cream/gel/suspension, or ketoconazole cream.
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LYUMJEV TEMPO PEN(U-100)INSULN

Criteria Details An automatic approval will be given to members who have
had previous treatment with Lyumjev Kwikpen/Vial (insulin
lispro), Fiasp (insulin aspart), Novolog (insulin aspart),
Novolog Mix (insulin aspart protamine / insulin aspart),
Novolin R (regular insulin), Novolin N (NPH insulin),
Novolin 70/30 (NPH insulin / regular insulin), Humalog
Kwikpen/Vial (insulin lispro), Humulin N (NPH insulin),
Humulin R (regular insulin), Humulin Mix 70/30 (nph insulin
and regular insulin), Humalog Mix 75/25 (insulin lispro and
insulin lispo protamine) or Humalog Mix 50/50 (insulin
lispro and insulin lispo protamine).
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LYVISPAH

Criteria Details An automatic approval will be given to members who have
had previous treatment within the past 12 months with
generic tizanidine tablets AND baclofen tablets.
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MAXIDEX

Criteria Details An automatic approval will be given to members who have
had previous treatment within the past 12 months with two
of the following eye drops: prednisolone sodium phosphate
1%, prednisolone acetate 1%, Dexamethasone 0.1%,
Fluorometholone 0.1%, Lotemax SM 0.38%.
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MERILOG

Criteria Details An automatic approval will be given to members who have
had previous treatment with Lyumjev Kwikpen/Vial (insulin
lispro), Fiasp (insulin aspart), Novolog (insulin aspart),
Novolog Mix (insulin aspart protamine / insulin aspart),
Novolin R (regular insulin), Novolin N (NPH insulin),
Novolin 70/30 (NPH insulin / regular insulin), Humalog
Kwikpen/Vial (insulin lispro), Humulin N (NPH insulin),
Humulin R (regular insulin), Humulin Mix 70/30 (nph insulin
and regular insulin), Humalog Mix 75/25 (insulin lispro and
insulin lispo protamine) or Humalog Mix 50/50 (insulin
lispro and insulin lispo protamine).
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MERILOG SOLOSTAR

Criteria Details An automatic approval will be given to members who have
had previous treatment with Lyumjev Kwikpen/Vial (insulin
lispro), Fiasp (insulin aspart), Novolog (insulin aspart),
Novolog Mix (insulin aspart protamine / insulin aspart),
Novolin R (regular insulin), Novolin N (NPH insulin),
Novolin 70/30 (NPH insulin / regular insulin), Humalog
Kwikpen/Vial (insulin lispro), Humulin N (NPH insulin),
Humulin R (regular insulin), Humulin Mix 70/30 (nph insulin
and regular insulin), Humalog Mix 75/25 (insulin lispro and
insulin lispo protamine) or Humalog Mix 50/50 (insulin
lispro and insulin lispo protamine).
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mesalamine

Criteria Details An automatic approval will be given to members who have
had previous treatment or intolerance to two of the
following: sulfasalazine, balsalazide capsules, mesalamine
enema, mesalamine 0.375¢g extended-release, or
mesalamine rectal suppository.
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metaxalone

Criteria Details An automatic approval will be given to members who have
had previous treatment within the past 12 months with
generic tizanidine tablets AND baclofen tablets.
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metformin

Criteria Details An automatic approval will be given to members who have
had previous treatment or intolerance to metformin IR 500
mg, 850 mg, or 1000 mg (generic Glucophage) OR

metformin ER (generic Glucophage XR) for at least 3
months.
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METROGEL

Criteria Details An automatic approval will be given to members who have
had previous treatment with topical metronidazole.
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minocycline

Criteria Details The member has previous treatment or intolerance with a
generic immediate-release minocycline formulation.
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MIRAPEX ER

Criteria Details An automatic approval will be given to members who have
had previous treatment with Pramipexole IR AND
Ropinirole IR.
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MIRVASO

Criteria Details An automatic approval will be given to members who have
had previous treatment with topical metronidazole.
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mondoxyne nl

Criteria Details The member has had previous treatment or intolerance
with oral immediate release doxycycline (e.g. doxycycline
monohydrate 50 mg capsule/tablet, doxycycline 75 mg
tablet, 100 mg capsule/tablet).
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morgidox

Criteria Details The member has had previous treatment or intolerance
with oral immediate release doxycycline (e.g. doxycycline
monohydrate 50 mg capsule/tablet, doxycycline 75 mg
tablet, 100 mg capsule/tablet).
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morphine

Criteria Details An automatic approval will be given to members who have

had a trial of at least two of the following long acting opioid
products: morphine extended-release tablet, fentanyl

patch, buprenorphine weekly transdermal patch, tramadol
extended-release tablet.

Y0040_ GHHIPMNES_C Updated 12/2025 Page 163 of 265



MOVIPREP

Criteria Details The member has tried or cannot use at least one of the
following: Suflave, Sutab, or generic Suprep (sodium,
potassium, and magnesium sulfates oral solution).
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moxifloxacin

Criteria Details The member has had previous treatment within the past 12
months or intolerance to two of the following: ciprofloxacin
eye drops, levofloxacin eye drops, moxifloxacin eye drops
(generic Vigamox), or ofloxacin eye drops.
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mupirocin calcium

Criteria Details The member has had previous treatment within the past 12
months or intolerance with mupirocin topical ointment.
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naftifine

Criteria Details An automatic approval will be given to members who have
had previous treatment within the past 12 months,
contraindication, or intolerance to two of the following:
clotrimazole cream, ciclopirox 0.77%
cream/gel/suspension, or ketoconazole cream.
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NAFTIN

Criteria Details An automatic approval will be given to members who have
had previous treatment within the past 12 months,
contraindication, or intolerance to two of the following:
clotrimazole cream, ciclopirox 0.77%
cream/gel/suspension, or ketoconazole cream.
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NALFON

Criteria Details An automatic approval will be given to members who have

had previous treatment within the past 12 months with at
least two of the following oral generics: Diclofenac tablet,
Ibuprofen (400/600/800 mg tablet, 100mg/5mL
suspension), meloxicam, Naproxen.
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naproxen sodium

Criteria Details An automatic approval will be given to members who have

had previous treatment within the past 12 months with at
least two of the following oral generics: Diclofenac tablet,
Ibuprofen (400/600/800 mg tablet, 100mg/5mL
suspension), meloxicam, Naproxen.
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NEUPRO

Criteria Details An automatic approval will be given to members who have
had previous treatment with Pramipexole IR AND
Ropinirole IR.
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NEVANAC

Criteria Details An automatic approval will be given to members who have
had previous treatment within the past 12 months,
contraindication, or intolerance to llevro ophthalimic
solution and one of the following: ketorolac ophthalimic
solution or diclofenac ophthalimic solution or Flurbiprofen
ophthalimic solution.
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NORITATE

Criteria Details An automatic approval will be given to members who have
had previous treatment with topical metronidazole.
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NORLIQVA

Criteria Details Member must have previous treatment with two of the
following: generic amlodipine tablet, generic immediate
release verapamil tablet, or generic immediate release
diltiazem tablet.
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NUCYNTA

Criteria Details An automatic approval will be given to members who have
had previous treatment within the past 12 months,
contraindication, or intolerance to at least two (2) of the
following agents: oxycodone IR, hydromorphone, morphine
sulfate IR.
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NUCYNTA ER

Criteria Details An automatic approval will be given to members who have

had a trial of at least two of the following long acting opioid
products: morphine extended-release tablet, fentanyl

patch, buprenorphine weekly transdermal patch, tramadol
extended-release tablet.
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olopatadine

Criteria Details An approval will be given to members who have had
previous treatment with two of the following: Fluticasone
nasal spray, Azelastine nasal spray, Flunisolide nasal
spray. If the member has nasal polyps OR for prophylaxis
to seasonal allergic rhinitis, the request will be approved.
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OMECLAMOX-PAK

Criteria Details An automatic approval will be given to members who have
had previous treatment, intolerance, or contraindication to
Talicia.
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omeprazole-sodium bicarbonate

Criteria Details An approval will be given to members who have had

previous treatment or intolerance to omeprazole AND
pantoprazole. For the diagnosis of reduction of risk of

upper Gl bleeding in critically ill patients, pantoprazole
therapy is not required.
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OMNARIS

Criteria Details An approval will be given to members who have had
previous treatment with two of the following: Fluticasone
nasal spray, Azelastine nasal spray, Flunisolide nasal
spray. If the member has nasal polyps OR for prophylaxis
to seasonal allergic rhinitis, the request will be approved.
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ONZETRA XSAIL

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following:
naratriptan, sumatriptan or rizatriptan.
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ORACEA

Criteria Details The member has had previous treatment or intolerance
with oral immediate release doxycycline (e.g. doxycycline
monohydrate 50 mg capsule/tablet, doxycycline 75 mg
tablet, 100 mg capsule/tablet).
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orphenadrine citrate

Criteria Details An automatic approval will be given to members who have
had previous treatment within the past 12 months with
generic tizanidine tablets AND baclofen tablets.
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oxcarbazepine

Criteria Details An automatic approval will be given to members who have
had prior therapy with immediate release oxcarbazepine.
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OXTELLAR XR

Criteria Details An automatic approval will be given to members who have
had prior therapy with immediate release oxcarbazepine.
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oxycodone

Criteria Details An automatic approval will be given to members who have

had a trial of at least two of the following long acting opioid
products: morphine extended-release tablet, fentanyl

patch, buprenorphine weekly transdermal patch, tramadol
extended-release tablet.
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OXYCONTIN

Criteria Details An automatic approval will be given to members who have

had a trial of at least two of the following long acting opioid
products: morphine extended-release tablet, fentanyl

patch, buprenorphine weekly transdermal patch, tramadol
extended-release tablet.
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oxymorphone

Criteria Details An automatic approval will be given to members who have

had a trial of at least two of the following long acting opioid
products: morphine extended-release tablet, fentanyl

patch, buprenorphine weekly transdermal patch, tramadol
extended-release tablet.
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OXYTROL

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following:
Oxybutynin immediate-release tablet, oxybutynin extended-
release tablet, solifenacin, Myrbetriq, or Gemtesa.
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PANCREAZE

Criteria Details An automatic approval will be given to members who have
had previous treatment or intolerance to Creon AND
Zenpep.
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peg3350-sod sul-nacl-kcl-asb-c

Criteria Details The member has tried or cannot use at least one of the
following: Suflave, Sutab, or generic Suprep (sodium,
potassium, and magnesium sulfates oral solution).
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PENTASA

Criteria Details An automatic approval will be given to members who have
had previous treatment or intolerance to two of the
following: sulfasalazine, balsalazide capsules, mesalamine
enema, mesalamine 0.375¢g extended-release, or
mesalamine rectal suppository.
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PERTZYE

Criteria Details An automatic approval will be given to members who have
had previous treatment or intolerance to Creon AND
Zenpep.
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pitavastatin calcium

Criteria Details An automatic approval will be given to members who have
had previous treatment with both of the following:
Zypitamag and ezetimibe.
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PLENVU

Criteria Details The member has tried or cannot use at least one of the
following: Suflave, Sutab, or generic Suprep (sodium,
potassium, and magnesium sulfates oral solution).
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pramipexole

Criteria Details An automatic approval will be given to members who have
had previous treatment with Pramipexole IR AND
Ropinirole IR.
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PRED FORTE

Criteria Details An automatic approval will be given to members who have
had previous treatment within the past 12 months with two
of the following eye drops: prednisolone sodium phosphate
1%, prednisolone acetate 1%, Dexamethasone 0.1%,
Fluorometholone 0.1%, Lotemax SM 0.38%.
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PRED MILD

Criteria Details An automatic approval will be given to members who have
had previous treatment within the past 12 months with two
of the following eye drops: prednisolone sodium phosphate
1%, prednisolone acetate 1%, Dexamethasone 0.1%,
Fluorometholone 0.1%, Lotemax SM 0.38%.
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PROAIR DIGIHALER

Criteria Details An automatic approval will be given to members who have
had previous treatment with generic albuterol HFA OR
Ventolin HFA.
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PROAIR RESPICLICK

Criteria Details An automatic approval will be given to members who have
had previous treatment with generic albuterol HFA OR
Ventolin HFA.
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PROLENSA

Criteria Details An automatic approval will be given to members who have
had previous treatment within the past 12 months,
contraindication, or intolerance to llevro ophthalimic
solution and one of the following: ketorolac ophthalimic
solution or diclofenac ophthalimic solution or Flurbiprofen
ophthalimic solution.
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PULMICORT FLEXHALER

Criteria Details An automatic approval will be given to members who have
had previous treatment with Arnuity Ellipta.
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PYLERA

Criteria Details An automatic approval will be given to members who have
had previous treatment, intolerance, or contraindication to
Talicia.
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QNASL

Criteria Details An approval will be given to members who have had
previous treatment with two of the following: Fluticasone
nasal spray, Azelastine nasal spray, Flunisolide nasal
spray. If the member has nasal polyps OR for prophylaxis
to seasonal allergic rhinitis, the request will be approved.
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QuUVIVIQ

Criteria Details The member has had previous treatment, intolerance or
contraindication with Belsomra or trazodone tablet.
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QVAR REDIHALER

Criteria Details An automatic approval will be given to members who have
had previous treatment with Arnuity Ellipta.
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ramelteon

Criteria Details The member has had previous treatment, intolerance or
contraindication with Belsomra or trazodone tablet.
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RELAFEN DS

Criteria Details An automatic approval will be given to members who have

had previous treatment within the past 12 months with at
least two of the following oral generics: Diclofenac tablet,
Ibuprofen (400/600/800 mg tablet, 100mg/5mL
suspension), meloxicam, Naproxen.
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RELPAX

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following:
naratriptan, sumatriptan or rizatriptan.
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RHOFADE

Criteria Details An automatic approval will be given to members who have
had previous treatment with topical metronidazole.
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RHOPRESSA

Criteria Details An automatic approval will be given to members who have
had previous treatment, contraindication, or intolerance to a
prostaglandin analog.
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risperidone

Criteria Details The member has had prior therapy or intolerance with
generic risperidone tablets.
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rivaroxaban

Criteria Details An automatic approval will be given to members who have
had previous treatment with Xarelto tablets OR is 17 years
of age or younger.
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ROCKLATAN

Criteria Details An automatic approval will be given to members who have
had previous treatment, contraindication, or intolerance to a
prostaglandin analog.
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ropinirole

Criteria Details An automatic approval will be given to members who have
had previous treatment with Pramipexole IR AND
Ropinirole IR.
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rosadan

Criteria Details An automatic approval will be given to members who have
had previous treatment with topical metronidazole.
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ROZEREM

Criteria Details The member has had previous treatment, intolerance or
contraindication with Belsomra or trazodone tablet.
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RYALTRIS

Criteria Details An approval will be given to members who have had
previous treatment with two of the following: Fluticasone
nasal spray, Azelastine nasal spray, Flunisolide nasal
spray. If the member has nasal polyps OR for prophylaxis
to seasonal allergic rhinitis, the request will be approved.
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RYTARY

Criteria Details The member has tried or cannot use at least one other
carbidopa-levodopa containing product.
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SEYSARA

Criteria Details The member has previous treatment or intolerance with a
generic immediate-release minocycline formulation.

Y0040_ GHHIPMNES_C Updated 12/2025 Page 220 of 265



SOAANZ

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following:
furosemide tablet, bumetanide table, or torsemide tablet.
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SOLODYN

Criteria Details The member has previous treatment or intolerance with a
generic immediate-release minocycline formulation.
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SOMA

Criteria Details An automatic approval will be given to members who have
had previous treatment within the past 12 months with
generic tizanidine tablets AND baclofen tablets.
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SOOLANTRA

Criteria Details An automatic approval will be given to members who have
had previous treatment with topical metronidazole.
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SORILUX

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following topical
generic products: triamcinolone, mometasone, fluticasone,
betamethasone, or clobetasol.
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SPRITAM

Criteria Details An automatic approval will be given to members who have
had prior therapy with levetiracetam and one of the
following: lamotrigine, carbamazepine, topiramate,
divalproex, or phenytoin.
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sumatriptan-naproxen

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following:
naratriptan, sumatriptan or rizatriptan.
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SUPREP BOWEL PREP KIT

Criteria Details The member has tried or cannot use at least one of the
following: Suflave, Sutab, or generic Suprep (sodium,
potassium, and magnesium sulfates oral solution).
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SYMBRAVO

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following:
naratriptan, sumatriptan or rizatriptan.
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tafluprost (pf)

Criteria Details An automatic approval will be given to members who have

had previous treatment with two of the following:

bimatoprost, latanoprost, travaprost, Lumigan, Rocklatan,
or Vyzulta.
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TARGADOX

Criteria Details The member has had previous treatment or intolerance
with oral immediate release doxycycline (e.g. doxycycline
monohydrate 50 mg capsule/tablet, doxycycline 75 mg
tablet, 100 mg capsule/tablet).
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TEKTURNA HCT

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following: lisinopril,
lisinopril-HCTZ, ramipril, benazepril, benazepril-HCTZ,
quinapril, quinapril-HCTZ, enalapril, enalapril-HCTZ,
Losartan, Losartan-HCTZ, Valsartan, Valsartan-HCTZ,
Irbesartan, Irbesartan-HCTZ, Olmesartan, Olmesartan-
HCTZ.
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timolol

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following ophthalmic

products: timolol (generic Timoptic), levobunolol, or
betaxolol.
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TIMOPTIC OCUDOSE (PF)

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following ophthalmic

products: timolol (generic Timoptic), levobunolol, or
betaxolol.

Y0040_ GHHIPMNES_C Updated 12/2025 Page 234 of 265



tizanidine

Criteria Details An automatic approval will be given to members who have
had previous treatment within the past 12 months with
generic tizanidine tablets AND baclofen tablets.
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TOSYMRA

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following:
naratriptan, sumatriptan or rizatriptan.
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tramadol

Criteria Details An automatic approval will be given to members who have
had previous treatment with immediate-release tramadol
50 mg tablet.
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TRAVATAN Z

Criteria Details An automatic approval will be given to members who have

had previous treatment with two of the following:

bimatoprost, latanoprost, travaprost, Lumigan, Rocklatan,
or Vyzulta.
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TREXIMET

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following:
naratriptan, sumatriptan or rizatriptan.
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TRINTELLIX

Criteria Details An automatic approval will be given to members who have

had prior therapy, intolerance, or contraindication with a
generic SSRI, SNRI, a generic bupropion product
(75mg/100mg IR, 100mg/150mg/200mg SR, or
150mg/300mg XL) or mirtazapine.
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ULORIC

Criteria Details An automatic approval will be given to members who have
had previous treatment with Allopurinol.
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valsartan

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following: lisinopril,
lisinopril-HCTZ, ramipril, benazepril, benazepril-HCTZ,
quinapril, quinapril-HCTZ, enalapril, enalapril-HCTZ,
Losartan, Losartan-HCTZ, Valsartan, Valsartan-HCTZ,
Irbesartan, Irbesartan-HCTZ, Olmesartan, Olmesartan-
HCTZ.
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VECTICAL

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following topical
generic products: triamcinolone, mometasone, fluticasone,
betamethasone, or clobetasol.
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VIOKACE

Criteria Details An automatic approval will be given to members who have
had previous treatment or intolerance to Creon AND
Zenpep.
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VOQUEZNA DUAL PAK

Criteria Details An automatic approval will be given to members who have
had previous treatment, intolerance, or contraindication to
Talicia.
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VOQUEZNA TRIPLE PAK

Criteria Details An automatic approval will be given to members who have
had previous treatment, intolerance, or contraindication to
Talicia.
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VYSCOXA

Criteria Details An automatic approval will be given to members who have

had previous treatment within the past 12 months with at
least two of the following oral generics: Diclofenac tablet,
Ibuprofen (400/600/800 mg tablet, 100mg/5mL
suspension), meloxicam, Naproxen.
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XARELTO

Criteria Details An automatic approval will be given to members who have
had previous treatment with Xarelto tablets OR is 17 years
of age or younger.
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XELPROS

Criteria Details An automatic approval will be given to members who have

had previous treatment with two of the following:

bimatoprost, latanoprost, travaprost, Lumigan, Rocklatan,
or Vyzulta.
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XIMINO

Criteria Details The member has previous treatment or intolerance with a
generic immediate-release minocycline formulation.
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XOPENEX HFA

Criteria Details An automatic approval will be given to members who have
had previous treatment with generic albuterol HFA OR
Ventolin HFA.
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XTAMPZA ER

Criteria Details An automatic approval will be given to members who have

had a trial of at least two of the following long acting opioid
products: morphine extended-release tablet, fentanyl

patch, buprenorphine weekly transdermal patch, tramadol
extended-release tablet.

Y0040_ GHHIPMNES_C Updated 12/2025 Page 252 of 265



ZANAFLEX

Criteria Details An automatic approval will be given to members who have
had previous treatment within the past 12 months with
generic tizanidine tablets AND baclofen tablets.
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ZEGERID

Criteria Details An approval will be given to members who have had

previous treatment or intolerance to omeprazole AND
pantoprazole. For the diagnosis of reduction of risk of

upper Gl bleeding in critically ill patients, pantoprazole
therapy is not required.
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ZEMBRACE SYMTOUCH

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following:
naratriptan, sumatriptan or rizatriptan.
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ZETONNA

Criteria Details An approval will be given to members who have had
previous treatment with two of the following: Fluticasone
nasal spray, Azelastine nasal spray, Flunisolide nasal
spray. If the member has nasal polyps OR for prophylaxis
to seasonal allergic rhinitis, the request will be approved.
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zileuton

Criteria Details An automatic approval will be given to members who have
had previous treatment or intolerance to montelukast AND
zafirlukast.
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ZIOPTAN (PF)

Criteria Details An automatic approval will be given to members who have

had previous treatment with two of the following:

bimatoprost, latanoprost, travaprost, Lumigan, Rocklatan,
or Vyzulta.
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ZIPSOR

Criteria Details An automatic approval will be given to members who have

had previous treatment within the past 12 months with at
least two of the following oral generics: Diclofenac tablet,
Ibuprofen (400/600/800 mg tablet, 100mg/5mL
suspension), meloxicam, Naproxen.
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zolmitriptan

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following:
naratriptan, sumatriptan or rizatriptan.
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zomig

Criteria Details An automatic approval will be given to members who have
had previous treatment with two of the following:
naratriptan, sumatriptan or rizatriptan.
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ZORVOLEX

Criteria Details An automatic approval will be given to members who have

had previous treatment within the past 12 months with at
least two of the following oral generics: Diclofenac tablet,
Ibuprofen (400/600/800 mg tablet, 100mg/5mL
suspension), meloxicam, Naproxen.
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ZYCLARA

Criteria Details The member has had previous treatment, or intolerance to
generic imiquimod 5% cream.
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ZYFLO

Criteria Details An automatic approval will be given to members who have
had previous treatment or intolerance to montelukast AND
zafirlukast.
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ZYPITAMAG

Criteria Details An automatic approval will be given to members who have
had previous treatment with one of the following statins:

simvastatin, pravastatin, lovastatin, atorvastatin or
rosuvastatin.
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Multi-Language Insert
Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have
about our health or drug plan. To get an interpreter, just call us at 1-877-320-1235
(TTY: 711). Someone who speaks English can help you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder
cualquier pregunta que pueda tener sobre nuestro plan de salud o medicamentos.
Para hablar con un intérprete, por favor llame al 1-877-320-1235 (TTY: 711). Alguien
que hable espafiol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: &R HREOVENIRIRSS, BEIEREXTREIAYRLHNEMAER, MR
TRZUEIFRS, L 1-877-320-1235 (EEL : 711). HNNPXTEARBRREEDE,
X R RS-

Chinese Cantonese: &% FIRVERNEN R AIEFELRM > SULRFRHEEENIERE - 0
REIEIRTS > SAEE 1-877-320-1235 (BEREFL : 711) BfIEPXHIAEREEACRMER - B
B—EEER -

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot
ang anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan
o panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa
1-877-320-1235 (TTY: 711). Maaari kayong tulungan ng isang nakakapagsalita
ng Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a
toutes vos questions relatives a notre régime de santé ou d'assurance-médicaments.
Pour accéder au service d'interprétation, il vous suffit de nous appeler au
1-877-320-1235 (TTY: 711). Un interlocuteur parlant Francais pourra vous aider.
Ce service est gratuit.

Vietnamese: Ching t6i c6 dich vu thong dich mién phi dé tra |oi cac cau hai vé
chuong suc khée va chuong trinh thuéc men. Néu qui vi can thong dich vién xin
goi 1-877-320-1235 (TTY: 711) sé c6 nhan vién ndéi ti€ng Viét giup d& qui vi. Pay la
dich vu mién phi.

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie
unter 1-877-320-1235 (TTY: 711). Man wird Ihnen dort auf Deutsch weiterhelfen.
Dieser Service ist kostenlos.

Korean: EAt= 9|z B = ofF ERof 2ot RZ0]| Bl 2|10t F2 89 MH[AE M35t
UASLICH. S MH[AS 0|88t H Tat 1-877-320-1235 (TTY: 711) HRZ E9J3ll FHAL .
St=01E ot= YR 2ot £ AYLICE. O] MH|A= B2 2YEL|CE.
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Russian: Ec/in y BaC BO3HWUKHYT BOMPOCblI OTHOCUTE/IbHO CTPaxXoBOro NUau
MeANKAMEHTHOrO NjiaHa, Bbl MOXETe BOCMO/1b30BaTbCsl HALLVIMU 6eCnnaTHbIMU
ycyraMmuy nepeBoAYnKOB. YTo6bl BOCMO/b30BaThCA YCIyraMmm nepeBojumka,
NO3BOHUTE HaM No TenedoHy 1-877-320-1235 (TTY: 711). Bam okaxkeT noMoLLb
COTPYAHVK, KOTOPbI FOBOPUT NO-pyccKu. [laHHas ycayra 6ecnnaTHas.

Ldasy Blo dlial ol pe Gl &olnall gyoll @2 yzall Olass puis L] :Arabic
sow e ucd (6398 a0 Lo Jganll o) @ g0 gall dygadl das ol doall
lineluay dgsell Saouy lo asuis a9 .1-877-320-1235 (TTY: 711) e by Jlaiyl
A doas dda
Hindi: gAR WY g1 &dT chl TISTHT o IR | 31Uk foheft off Usi o STarer 37 & iy gaR ure qud
ST VaTd IueTed 8. Teh GHTIAT UTed e & forg, a9 8H 1-877-320-1235 (TTY: 711) W
Thi-T 3. 1S Af<h St fg=<! dietaT § 3MTUch! HEE e TohdT . I8 Udh HUd 9T 8.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a
eventuali domande sul nostro piano sanitario e farmaceutico. Per un interprete,
contattare il numero 1-877-320-1235 (TTY: 711). Un nostro incaricato che parla
Italianovi fornira l'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servicos de interpretacdo gratuitos para responder

a qualquer questao que tenha acerca do nosso plano de saude ou de medicacao.
Para obter um intérprete, contacte-nos através do numero 1-877-320-1235

(TTY: 711). Iré encontrar alguém que fale o idioma Portugués para o ajudar.

Este servigo é gratuito.

French Creole: Nou genyen sevis entépret gratis pou reponn tout kesyon ou ta
genyen konsenan plan medikal oswa dwog nou an. Pou jwenn yon entepreét, jis rele
nou nan 1-877-320-1235 (TTY: 711). Yon moun ki pale Kreyol kapab ede w. Sa a se
yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktory
pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania
lekéw. Aby skorzystac¢ z pomocy ttumacza znajgcego jezyk polski, nalezy zadzwonic
pod numer 1-877-320-1235 (TTY: 711). Ta ustuga jest bezptatna.

Japanese : SHORBRFREMFETSVICEITZCEMICEERTBHIC. BHOBRY—EX%Z
CHRELTVETY, BRZCHEMICHBICIZ. 1-877-320-1235 (TTY:711) ICHEFE LIV, AXEE
ZERIENZEVLET, CNIREMDT—EXTT,
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