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Formulary ID 25458 Version 19

Formulary ID 25459 Version 19

Formulary ID 25456 Version 19

You can contact Humana for the most recent list of drugs by calling 1-800-457-
4708 or, for TTY users, 711, five days a week April 1 - September 30 or seven 
days a week October 1 - March 31 from 8 a.m. - 8 p.m. 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 11/01/2025

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).
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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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azelaic acid

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

Criteria Details The member has tried or cannot use at least one other 
carbidopa-levodopa containing product.
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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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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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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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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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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 GI bleeding in critically ill patients, pantoprazole 
therapy is not required.
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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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RYTARY

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