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Welcome to The Humana Medicare Employer Plan!

Note to existing members: This Formulary has changed since last year. Please review this document to make sure
that it still contains the drugs you take. When this Drug List (Formulary) refers to “we,” “us”, or “our,” it means
Humana. Whenit refers to “plan” or “our plan”, it means the Humana Medicare Employer Plan. This document
includes a Drug List (formulary) for our plan which is current as of January 1, 2025. For an updated Drug List
(formulary), please contact us. Our contact information, along with the date we last updated the Drug List
(formulary), appears on the front and back cover pages.

You must generally use network pharmacies to use your prescription drug benefit. Benefits, formulary, pharmacy
network, and/or copayments/coinsurance may change on January 1 of each year, and from time to time during
the year.

What is the Humana Medicare Employer formulary?

In this document, we use the terms Drug List and formulary to mean the same thing. A formulary is the entire list
of covered drugs or medicines selected by the Humana Medicare Employer Plan. The terms formulary and Drug List
may be used interchangeably throughout communications regarding changes to your pharmacy benefits. The
Humana Medicare Employer Plan worked with a team of doctors and pharmacists to make a formulary that
represents the prescription drugs we think you need for a quality treatment program. The Humana Medicare
Employer Plan will generally cover the drugs listed in the formulary as long as the drug is medically necessary, the
prescriptionis filled at a Humana Medicare Employer Plan network pharmacy, and other plan rules are followed.
For more information on how to fill your medicines, please review your Evidence of Coverage.

If you are thinking about enrolling in a Humana Medicare Employer Plan and need help or information, call the
Group Medicare Customer Care number listed in your enrollment materials. If you are a current member, call the
number listed in your Annual Notice of Change (ANOC) or Evidence of Coverage (EOC), or call the number on the
back of your Humana member identification card Monday through Friday from 8 a.m. - 9 p.m., Eastern time. Our
automated phone system is available after hours, weekends, and holidays.

Can the formulary change?

Most changes in drug coverage happen on January 1, but we may add or remove drugs on the formulary during the
year, move them to different cost sharing tiers, or add new restrictions. We must follow Medicare rules in making
these changes. Updates to the formulary are posted monthly to our website here:
Humana.com/medicaredruglist.

Changes that can affect you this year: In the below cases, you will be affected by coverage changes during the
year:

« Immediate substitutions of certain new versions of brand name drugs and original biological products.
We may immediately remove a drug on our formulary if we are replacing it with a certain new version of that
drug that will appear on the same or lower cost-sharing tier and with the same or fewer restrictions. When we
add a new version of a drug to our formulary, we may decide to keep the brand name drug or biological product
on our formulary, butimmediately move it to a different cost-sharing tier or add new restrictions.

We can make these immediate changes only if we are adding a new generic version of a brand name drug, or
adding certain new biosimilar versions of an original biological product, that was already on the formulary (for
example, adding aninterchangeable biosimilar that can be substituted for an original biological product by a
pharmacy without a new prescription).

If you are currently taking the brand name drug or biological product, we may not tell you in advance before we
make animmediate change, but we will later provide you with information about the specific change(s) we
have made.

If we make such a change, you or your prescriber can ask us to make an exception and continue to cover for you
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the drug that is being changed. For more information, see the section below titled “How do I request an
exception to the Humana Formulary?”

Some of these drug types may be new to you. For more information, see the section below titled “What are
original biological products and how are they related to biosimilars?”

* Drugs removed from the market. If a drugis withdrawn from sale by the manufacturer or the Food and Drug
Administration (FDA) determines to be withdrawn for safety or effectiveness reasons, we may immediately
remove the drug from our formulary and later provide notice to members who take the drug.

« Other changes. We may make other changes that affect members currently taking a drug. For instance, we
may remove a brand name drug from the formulary when adding a generic equivalent or remove an original
biological product when adding a biosimilar. We may also apply new restrictions to the brand name drug or
original biological product, or move it to a different cost-sharing tier, or both. We may make changes based on
new clinical guidelines. If we remove drugs from our formulary, or add prior authorization, quantity limits and/or
step therapy restrictions on a drug, or move a drug to a higher cost-sharing tier, we must notify affected
members of the change at least 30 days before the change becomes effective. Alternatively, when a member
requests a refill of the drug, they may receive a 30-day supply of the drug and a notice of the change.

We will notify members who are affected by the following changes to the formulary:
When a drug is removed from the formulary.

« When prior authorization, quantity limits, or step-therapy restrictions are added to a drug or made more
restrictive.

« When adrugis moved to a higher cost sharing tier.

If we make these other changes, you or your prescriber can ask us to make an exception and continue to cover the
drug you have been taking. The notice we provide you will also include information on how to request an exception,
and you can also find information in the section below titled “How do I request an exception to the Humana
Formulary?"

Changes that will not affect you if you are currently taking the drug. Generally, if you are taking a drug on our
2025 formulary that was covered at the beginning of the year, we will not discontinue or reduce coverage of the
drugduring the 2025 coverage year except as described above. This means these drugs will remain available at the
same cost sharing and with no new restrictions for those members taking them for the remainder of the coverage
year. You will not get direct notice this year about changes that do not affect you. However, on January 1 of the
next year, such changes would affect you, and it is important to check the formulary for the new benefit year for
any changes to drugs.

What if you are affected by a Drug List change?

We will notify you by mail at least 30 days before one of these changes happen or we will provide a 30-day refill of
the affected medicine with notice of the change.

The enclosed formulary is current as of January 1, 2025. To get updated information about the drugs covered by
Humana please contact us. Our contact information appears on the front and back cover pages.

4 - 2025 HUMANA MEDICARE EMPLOYER PLAN FORMULARY UPDATED 10/15/2024



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

Medical condition

The formulary starts on page 11. We have put the drugs into groups depending on the type of medical conditions
that they are used to treat. For example, drugs that treat a heart condition are listed under the category
"Cardiovascular Agents." If you know what medical condition your drug is used for, look for the category name in
the list that begins on page 11. Then look under the category name for your drug. The formulary also lists the Tier
and Utilization Management Requirements for each drug (see page 6 for more information on Utilization
Management Requirements).

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 193.
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 each 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 the
drugin the first column of the list.

What are generic drugs?

Humana covers both brand name drugs and generic drugs. A generic drug is approved by the FDA as having the
same active ingredient as the brand name drug. Generally, generic drugs work just as well as and usually cost less
than brand name drugs. There are generic drug substitutes available for many brand name drugs. Generic drugs
usually can be substituted for the brand name drug at the pharmacy without needing a new prescription,
depending on state laws.

What are original biological products and how are they related to biosimilars?

On the formulary, when we refer to drugs, this could mean a drug or a biological product. Biological products are
drugs that are more complex than typical drugs. Since biological products are more complex than typical drugs,
instead of having a generic form, they have alternatives that are called biosimilars. Generally, biosimilars work just
as well as the original biological product and may cost less. There are biosimilar alternatives for some original
biological products. Some biosimilars are interchangeable biosimilars and, depending on state laws, may be
substituted for the original biological product at the pharmacy without needing a new prescription, just like generic
drugs can be substituted for brand name drugs.

« Fordiscussion of drug types, please see the Evidence of Coverage, Chapter 5, Section 3.1, “The ‘Drug List’ tells
which Part D drugs are covered” if you have a Medicare Advantage plan. If you have a Prescription Drug Plan
(PDP), please see the Evidence of Coverage, Chapter 3, Section 3.1, "The 'Drug List" tells which Part D drugs are
covered". The type of plan can be found at the top of your Evidence of Coverage.

Prescription drugs are grouped into one of four tiers.

The Humana Medicare Employer Plan covers both brand-name drugs and generic drugs. A generic drug is approved
by the FDA as having the same active ingredient as the brand-name drug. Generally, generic drugs cost less than
brand-name drugs.

« Tier 1 - Generic or Preferred Generic: Generic or brand drugs that are available at the lowest cost share for the
plan

« Tier 2 - Preferred Brand: Generic or brand drugs that the plan offers at a higher cost to you than Tier 1 Generic
or Preferred Generic, and at a lower cost to you than Tier 3 Non-Preferred Drug

« Tier 3 - Non-Preferred Drug: Generic or brand drugs that the plan offers at a higher cost to you than Tier 2
Preferred Brand drug

« Tier 4 - Specialty Tier: Some injectables and other high-cost drugs
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How much will I pay for covered drugs?

The Humana Medicare Employer Plan pays part of the costs for your covered drugs and you pay part of the costs,
too.

The amount of money you pay depends on:

+ Whichtier your drugis on
« Whether you fill your prescription at a network pharmacy
* Your current drug payment stage - please read your Evidence of Coverage (EOC) for more information

If you qualified for extra help with your drug costs, your costs may be different from those described above.
Please refer to your Evidence of Coverage (EOC) or call Group Medicare Customer Care to find out what your
costs are.

Are there any restrictions on my coverage?

Some covered drugs may have additional requirements or limits on coverage. These requirements and limits may

include:

* Prior Authorization (PA): The Humana Medicare Employer Plan requires you to get prior authorization for
certain drugs. This means that you will need to get approval from the Humana Medicare Employer Plan before
you fill your prescriptions. If you do not get approval, the Humana Medicare Employer Plan may not cover the
drug.

* Quantity Limits (QL): For certain drugs, the Humana Medicare Employer Plan limits the amount of the drug that
is covered. The Humana Medicare Employer Plan might limit how many refills you can get or 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.
Some drugs are limited to a 30-day supply regardless of tier placement.

« Step Therapy (ST): In some cases, the Humana Medicare Employer Plan requires that you 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, the Humana Medicare Employer Plan may not cover Drug B unless
you try Drug A first. If Drug A does not work for you, the Humana Medicare Employer Plan will then cover Drug B.

* Part B versus Part D (BvsD): Some drugs may be covered under Medicare Part B or Part D, depending upon the
circumstances. Information may need to be submitted to the Humana Medicare Employer Plan that describes
the use and the place where you receive and take the drug so a determination can be made.

For drugs that need prior authorization or step therapy, or drugs that fall outside of quantity limits, your health care
provider can fax information about your condition and need for those drugs to the Humana Medicare Employer
Plan at 1-877-486-2621. Representatives are available Monday - Friday, 8 a.m. - 8 p.m. (EST).

You can find out if your drug has any additional requirements or limits by looking in the formulary that begins on
page 11.

You can also get more information about the restrictions applied to specific covered drugs by visiting
Humana.com/medicaredruglist. We have posted online documents that explain our prior authorization and step
therapy restrictions. You may also ask us to send you a copy. Our contact information, along with the date we last
updated the formulary, appears on the front and back cover pages.

You can ask the Humana Medicare Employer Plan to make an exception to these restrictions, limits or for a list of
other, similar drugs that may treat your health condition. See the section "How do I request an exception to the
Humana Formulary?" on page 7 for information about how to request an exception.
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What if my drug is not on the Formulary?

If your drugis not included in this formulary (list of covered drugs), you should first contact Humana Medicare
Employer Plan Customer Care and ask if your drug is covered. For more information, please contact us. Our contact
information, along with the date we last updated the formulary, appears on the front and back cover pages.

If you learn that Humana Medicare Employer Plan does not cover your drug, you have two options:

* You can ask Group Medicare Customer Care for alist of similar drugs that are covered by Humana Medicare
Employer Plan. When you receive the list, show it to your doctor and ask them to prescribe a similar drug that is
covered by the Humana Medicare Employer Plan.

* You can ask the Humana Medicare Employer Plan to make an exception and cover your drug. See below for
information about how to request an exception.

How do I request an exception to the Humana Formulary?

You can ask the Humana Medicare Employer Plan to make an exception to the coverage rules. There are several
types of exceptions that you can ask us to make.

« Formulary exception: You can ask us to cover a drug evenif it is not on our formulary. If approved, this drug will
be covered at a pre-determined cost-sharing level, and you would not be able to ask us to provide the drugat a
lower cost-sharing level.

« Utilization restriction exception: You can ask us to waive a coverage restriction including prior authorization,
step therapy, or a quantity limit on your drug. For example, for certain drugs, Humana Group Medicare Plan
limits the amount of the drug that we will cover. If your drug has a quantity limit, you can ask us to waive the
limit and cover a greater amount.

« Tier exception: You can ask us to cover a formulary drug at lower cost-sharing level unless the drug is on the
specialty tier. If approved, this would lower the amount you must pay for your drug.

Generally, the Humana Medicare Employer Plan will only approve your request for an exception if the alternative
drugs included on the plan's formulary, the lower cost sharing drug, or applying the restriction would not be as
effective for you and/or would cause you to have adverse effects.

You or your prescriber should contact us to ask for a tiering or formulary exception, including an exception to a
coverage restriction. When you request an exception, your prescriber will need to explain the medical
reasons why you need the exception. Generally, we must make our decision within 72 hours of getting your
presciber’s supporting statement. You can ask for an expedited (fast) decision if you believe, and we agree, that
your health could be seriously harmed by waiting up to 72 hours for a decision. If we agree, or if your prescriber
asks for a fast decision, we must give you a decision no later than 24 hours after we get your prescriber’s
supporting statement.

What can I do if my drug is not on the formulary or has a restriction?

As a new or continuing member in our plan you may be taking drugs that are not on our formulary. Or, you may be
taking a drug that is on our formulary but has a coverage restriction, such as prior authorization. You should talk to
your prescriber about requesting a coverage decision to show that you meet the criteria for approval, switching to
an alternative drug that we cover, or requesting a formulary exception so that we will cover the drug you take.
While you and your doctor determine the right course of action for you, we may cover your drug in certain cases
during the first 90 days you are a member of our plan.

For each of your drugs that is not on our formulary or has a coverage restriction, we will cover a temporary 30-day
supply. If your prescription is written for fewer days, we’ll allow refills to provide up to a maximum 30 day supply of
medication. If coverage is not approved, after your first 30-day supply, we will not pay for these drugs, even if you
have been a member of the plan less than 90 days.
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If you are a resident of a long-term care facility and you need a drug that is not on our formulary or if your ability to
get your drugs is limited, but you are past the first 90 days of membership in our plan, we will cover a 31-day
emergency supply of that drug unless you have a prescription written for fewer days. (in which case we will allow
multiple fills to provide up to a total of 31 days of a drug) while you pursue a formulary exception.

Throughout the plan year, your treatment setting (the place where you receive and take your medicine) may

change These changes include:
Members who are discharged from a hospital or skilled-nursing facility to a home setting

« Members who are admitted to a hospital or skilled-nursing facility from a home setting

« Members who transfer from one skilled-nursing facility to another and use a different pharmacy

« Members who end their skilled-nursing facility Medicare Part A stay (where payments include all pharmacy
charges) and who now need to use their Part D plan benefit

« Members who give up Hospice Status and go back to standard Medicare Part A and B coverage

« Members discharged from chronic psychiatric hospitals with highly individualized drug regimens

For these changes in treatment settings, the Humana Medicare Employer Plan will cover as much as a 31-day
temporary supply of a Part D-covered drug when you fill your prescription at a pharmacy. If you change treatment
settings multiple times within the same month, you may have to request an exception or prior authorization and
receive approval for continued coverage of your drug. The Humana Medicare Employer Plan will review requests for
continuation of therapy on a case-by-case basis understanding when you are on a stabilized drug regimen that, if
changed, is known to have risks.

Transition extension

The Humana Medicare Employer Plan will consider on a case-by-case basis an extension of the transition period if
your exception request or appeal has not been processed by the end of your initial transition period. We will
continue to provide necessary drugs to you if your transition period is extended.

A Transition Policy is available on Humana's Medicare website, Humana.com, in the same area where the
Prescription Drug Guides are displayed.

CenterWell Pharmacy™

You may fill your medicines at any network pharmacy. CenterWell Pharmacy - Humana's mail-delivery pharmacy
is one option. To get started or learn more, visit CenterWellPharmacy.com. You can also call CenterWell Pharmacy
at 1-844-222-2151 (TTY: 711) Monday - Friday, 8 a.m. to 11 p.m. (EST), and Saturday, 8 a.m. to 6:30 p.m. (EST).

Other pharmacies are available in our network.
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For More Information

For more detailed information about your Humana Medicare Employer Plan prescription drug coverage, please
review your Evidence of Coverage and other plan materials.

If you have questions about Humana Group Medicare Plan, please contact us. Our contact information, along with
the date we last updated the formulary, appears on the front and back cover pages.

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, seven days a week. TTY users should call 1-877-486-2048.
You can also visit www.medicare.gov.

2025 HUMANA MEDICARE EMPLOYER PLAN FORMULARY UPDATED 10/15/2024 - 9


http://www.medicare.gov

Humana Medicare Employer Plan Formulary

The formulary that begins on the next page provides coverage information about the drugs covered by the
Humana Medicare Employer Plan. If you have trouble finding your drugin the list, turn to the Index that begins on
page 193.

How to read your formulary

The first column of the chart lists categories of medical conditions in alphabetical order. The drug names are then
listed in alphabetical order within each category. Brand-name drugs are CAPITALIZED and generic drugs are listed
in lower-case italics. Next to the drug name or Utilization Management column, you may see an indicator to tell
you about additional coverage information for that drug. You might see the following indicators:

DL - Dispensing Limit; Drugs that may be limited to a 30 day supply, regardless of tier placement.

MO - Drugs that are typically available through mail-order. Please contact your mail-order pharmacy to make sure
your drug s available.

LA - Limited Access; The health plan has authorized certain pharmacies to dispense this medicine, as it requires
extra handling, doctor coordination or patient education. Please call the number on the back of your ID card for
additional information.

CI - Covered insulin products; Part D insulin products covered by your plan. For more information on cost sharing
for your covered insulin products, please refer to your Evidence of Coverage.

AV - Advisory Committee on Immunization Practices (ACIP) Covered Part D vaccines; Part D vaccines
recommended by ACIP for adults that may be available at no cost to you; additional restrictions may apply. For
more information, please refer to your Evidence of Coverage.

PDS - Preferred Diabetic Supplies; BD and HTL- Droplet are the preferred diabetic syringe and pen needle brands for
the plan.

The second column lists the tier of the drug. See page 5 for more details on the drug tiers in your plan.

The third column shows the Utilization Management Requirements for the drug. The Humana Medicare Employer
Plan may have special requirements for covering that drug. If the columniis blank, then there are no utilization
requirements for that drug. The supply for each drug is based on benefits and whether your health care provider
prescribes a supply for 30, 60, or 90 days. The amount of any quantity limits will also be in this column (Example:
"QL - 30 for 30 days" means you can only get 30 doses every 30 days). See page 6 for more information about
these requirements.
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DRUG NAME UTILIZATION

MANAGEMENT

REQUIREMENTS
ANALGESICS
acetaminophen-caff-dihydrocod 320.5-30-16 mg CAPSULE Pt 1 QL(300 per 30 days)
acetaminophen-codeine 120 mg-12 mg /5 ml (5 ml), 120-12 mg/5 ml, 300 1 QL(2700 per 30 days)
mg-30 mq /12.5 ml SOLUTION Pt
acetaminophen-codeine 300-15 mg TABLET Pt 1 QL(390 per 30 days)
acetaminophen-codeine 300-30 mg TABLET Pt 1 QL(360 per 30 days)
acetaminophen-codeine 300-60 mg TABLET Pt 1 QL(180 per 30 days)
ACTIQ 1,200 MCG, 1,600 MCG, 200 MCG, 400 MCG, 600 MCG, 800 MCG 4 PA,QL(120 per 30 days)
LOZENGE Pt
APADAZ 4.08-325 MG, 6.12-325 MG, 8.16-325 MG TABLET Pt 3
ARTHROTEC 50 50-200 MG-MCG TABLET, IR, DR, BIPHASIC MO 3 PA
ARTHROTEC 75 75-200 MG-MCG TABLET, IR, DR, BIPHASIC MO 3 PA
ascomp with codeine 30-50-325-40 mg CAPSULE Pt 1 QL(360 per 30 days)
BELBUCA 10?_0 MCG, 300 MCG, 450 MCG, 600 MCG, 75 MCG, 750 MCG, 900 3 ST,QL(60 per 30 days)
MCG FILM
benzhydrocodone-acetaminophen 4.08-325 mg, 6.12-325 mg, 8.16-325 mg 3
TABLET PL
BUPRENEX 0.3 MG/ML SOLUTION Pt 3 QL(240 per 30 days)
buprenorphine 10 mcg/hour, 15 mcg/hour, 20 meg/hour, 5 meg/hour, 7.5 1 PA,QL(4 per 28 days)
mcg/hour PATCH, WEEKLY Pt
buprenorphine hcl 0.3 mg/ml SYRINGE Pt 1 QL(240 per 30 days)
butalbital compound w/codeine 30-50-325-40 mg CAPSULE Pt 1 QL(360 per 30 days)
butorphanol 1 mg/ml SOLUTION Pt 1 QL(960 per 30 days)
butorphanol 10 mg/ml SPRAY, NON-AEROSOL Pt 1 QL(5 per 28 days)
butorphanol 2 mg/ml SOLUTION Pt 1 QL(480 per 30 days)
BUTRANS 10 MCG/HOUR, 15 MCG/HOUR, 20 MCG/HOUR, 5 MCG/HOUR, 7.5 3 PA,QL(4 per 28 days)
MCG/HOUR PATCH, WEEKLY Pt
CALDOLOR 800 MG/200 ML (4 MG/ML) PIGGYBACK Mo 3
CALDOLOR 800 MG/8 ML (100 MG/ML) RECON SOLUTION Mo 3
CAMBIA 50 MG POWDER IN PACKET Pt b ST,QL(9 per 30 days)
cataflam 50 mg TABLET MO 1
CELEBREX 100 MG, 200 MG, 400 MG, 50 MG CAPSULE Mo 3 PA,QL(60 per 30 days)

Need more information about the indicators displayed by the drug names? Please go to page 10. Need more
information about the utilization management requirements? Please go to page 6.

AV - ACIP Covered Part D vaccines * BvsD - Part B vs Part D « CI - Covered Insulin Products « DL - Dispensing Limit « LA
- Limited Access « MO - Mail Order « PA - Prior Authorization « PDS - BD/HTL-Droplet are the Preferred Diabetic
Supplies * QL - Quantity Limit « ST - Step Therapy
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DRUG NAME UTILIZATION

MANAGEMENT

REQUIREMENTS
celecoxib 100 mg, 200 mg CAPSULE MO 1 QL(60 per 30 days)
celecoxib 400 mg, 50 mg CAPSULE MO 1 QL(60 per 30 days)
codeine sulfate 15 mg, 30 mg TABLET Pt 1 QL(360 per 30 days)
codeine sulfate 60 mg TABLET Pt 1 QL(180 per 30 days)
codeine-butalbital-asa-caff 30-50-325-40 mg CAPSULE P+ 1 QL(360 per 30 days)
CONZIP 100 MG, 200 MG, 300 MG CAPSULE, ER, BIPHASIC Pt 3 ST,QL(30 per 30 days)
DAYPRO 600 MG TABLET MO 3
DEMEROL 50 MG/ML SOLUTION Pt 3 QL(720 per 30 days)
DEMEROL (PF) 100 MG/ML SYRINGE Pt 3 QL(360 per 30 days)
DEMEROL (PF) 25 MG/ML SYRINGE Pt 3 QL(1440 per 30 days)
DEMEROL (PF) 50 MG/ML SYRINGE Pt 3 QL(720 per 30 days)
DEMEROL (PF) 75 MG/ML SYRINGE Pt 3 QL(480 per 30 days)
diclofenac epolamine 1.3 % PATCH, 12 HR. MO 1 PA,QL(60 per 30 days)
diclofenac potassium 25 mg CAPSULE MO 3 ST,QL(120 per 30 days)
diclofenac potassium 25 mg TABLET Pt 4
diclofenac potassium 50 mg POWDER IN PACKET MO 3 ST,QL(9 per 30 days)
diclofenac potassium 50 mg TABLET MO 1
diclofenac sodium 1 % GEL MO 1 QL(1000 per 30 days)
diclofenac sodium 1.5 % DROPS M© 1 PA,QL(300 per 30 days)
diclofenac sodium 100 mq TABLET, ER 24 HR. MO 1
diclofenac sodium 20 mg/gram /actuation(2 %) SOLUTION IN METERED DOSE 4 PA,QL(224 per 28 days)
PUMPDL
diclofenac sodium 25 mg, 50 mg TABLET, DR/ECM© 1
diclofenac sodium 75 mgq TABLET, DR/ECMO 1
diclofenac-misoprostol 50-200 mg-mcg, 75-200 mg-mcg TABLET, IR, DR, 1
BIPHASIC MO
diflunisal 500 mg TABLET MO 1
DILAUDID 1 MG/ML LIQUID Pt 3 PA,QL(2400 per 30 days)
DILAUDID 2 MG, 4 MG TABLET Pt 3 PA,QL(360 per 30 days)
DILAUDID 8 MG TABLET Pt 3 PA,QL(240 per 30 days)
dolobid 250 mg TABLET Pt b ST
DUEXIS 800-26.6 MG TABLET Pt b PA,QL(90 per 30 days)
DURAMORPH (PF) 0.5 MG/ML SOLUTION Pt 3 BvsD,QL(7200 per 30 days)

Need more information about the indicators displayed by the drug names? Please go to page 10. Need more
information about the utilization management requirements? Please go to page 6.

AV - ACIP Covered Part D vaccines « BvsD - Part B vs Part D « CI - Covered Insulin Products « DL - Dispensing Limit « LA
- Limited Access « MO - Mail Order « PA - Prior Authorization « PDS - BD/HTL-Droplet are the Preferred Diabetic
Supplies * QL - Quantity Limit « ST - Step Therapy
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DRUG NAME TIER UTILIZATION

MANAGEMENT
REQUIREMENTS

DURAMORPH (PF) 1 MG/ML SOLUTION Pt 3 BvsD,QL(3600 per 30 days)

ec-naproxen 500 mg TABLET, DR/EC MO 3

endocet 10-325 mgq, 2.5-325 mg, 5-325 mg, 7.5-325 mg TABLET Pt 1 QL(360 per 30 days)

etodolac 200 mg, 300 mg CAPSULE MO 1

etodolac 400 mg, 500 mg TABLET MO 1

etodolac 400 mg, 500 mg, 600 mg TABLET, ER 24 HR. MO 1

FELDENE 10 MG, 20 MG CAPSULE Mo 3

fenoprofen 400 mg CAPSULE MO 1 ST

fenoprofen 600 mg TABLET MO 1 ST

fentanyl 100 mcg/hr, 12 mcg/hr, 25 meg/hr, 37.5 mcg/hour, 50 meg/hr, 62.5 1 QL(20 per 30 days)

mcg/hour, 75 mcg/hr, 87.5 mcg/hour PATCH. 72 HR. Pt

EeLntanyl citrate 1,200 mcg, 1,600 mcg, 400 mcg, 600 mcg, 800 mcg LOZENGE 4 PA,QL(120 per 30 days)

fentanyl citrate 100 mcg, 200 mcg, 400 mcg, 600 mcg, 800 mcq TABLET, 4 PA,QL(120 per 30 days)

EFFERVESCENT Pt

fentanyl citrate 200 mcg LOZENGE P* 1 PA,QL(120 per 30 days)

fentanyl citrate (pf) 50 mcg/ml SOLUTION Pt 1 BvsD,QL(720 per 30 days)

FENTORA 100 MCG, 200 MCG, 400 MCG, 600 MCG, 800 MCG TABLET, b PA,QL(120 per 30 days)

EFFERVESCENT Pt

FLECTOR 1.3 % PATCH, 12 HR. Mo PA,QL(60 per 30 days)

flurbiprofen 100 mg TABLET MO

hydrocodone bitartrate 10 mg, 15 mg, 20 mg, 30 mg, 40 mg CAPSULE, ER 12 ST.QL(90 per 30 days)

HR. PL

hydrocodone bitartrate 100 mg, 120 mg, 20 mg, 30 mg, 40 mg, 60 mg, 80 mg 1 STQL(30 per 30 days)

TABLET, ER 24 HR. Pt

hydrocodone bitartrate 50 mg CAPSULE, ER 12 HR. Pt 1 ST,QL(120 per 30 days)

hydrocodone-acetaminophen 10-300 mg, 5-300 mg, 7.5-300 mg TABLET Pt 1 QL(390 per 30 days)

hydrocodone-acetaminophen 10-325 mg, 5-325 mg, 7.5-325 mg TABLET Pt 1 QL(360 per 30 days)

hydrocodone-acetaminophen 10-325 mg/15 ml, 10-325 mg/15 ml(15 ml) 1 QL(2700 per 30 days)

SOLUTION Pt

hydrocodone-acetaminophen 2.5-325 mg TABLET Pt 1 QL(360 per 30 days)

hydrocodone-acetaminophen 7.5-325 mg/15 ml SOLUTION Pt 1 QL(5520 per 30 days)

hydrocodone-ibuprofen 10-200 mg, 5-200 mg, 7.5-200 mg TABLET Pt QL(150 per 30 days)
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DRUG NAME TIER UTILIZATION
MANAGEMENT
REQUIREMENTS
HYDROMORPHONE 0.25 MG/0.5 ML SYRINGE Pt 1 BvsD
hydromorphone 0.5 mg/0.5 ml, 1 mg/ml SYRINGE Pt 1 BvsD,QL(720 per 30 days)
hydromorphone 1 mg/ml LIQUID Pt 1 QL(2400 per 30 days)
hydromorphone 1 mg/ml SOLUTION Pt 1 BvsD,QL(720 per 30 days)
hydromorphone 12 mg TABLET, ER 24 HR. Pt 1 ST,QL(180 per 30 days)
hydromorphone 16 mg TABLET, ER 24 HR. Pt 1 ST,QL(120 per 30 days)
hydromorphone 2 mg, 4 mg TABLET Pt 1 QL(360 per 30 days)
hydromorphone 2 mg/ml SOLUTION Pt 1 BvsD,QL(360 per 30 days)
hydromorphone 2 mg/ml SYRINGE P* 1 BvsD,QL(360 per 30 days)
hydromorphone 32 mg TABLET, ER 24 HR. Pt 1 ST,QL(60 per 30 days)
hydromorphone 4 mg/ml SYRINGE Pt 1 BvsD,QL(180 per 30 days)
hydromorphone 8 mg TABLET P+ 1 QL(240 per 30 days)
hydromorphone 8 mg TABLET, ER 24 HR. Pt 1 ST,QL(240 per 30 days)
hydromorphone (pf) 0.2 mg/ml, 1 mg/ml, 2 mg/ml SYRINGE Pt 1 BvsD
hydromorphone (pf) 1 mg/ml SOLUTION Pt 1 BvsD,QL(720 per 30 days)
hydromorphone (pf) 10 mg/ml SOLUTION Pt 1 BvsD,QL (144 per 30 days)
hydromorphone (pf) 4 mg/ml SOLUTION Pt 1 BvsD,QL(180 per 30 days)
HYSINGLA ER 100 MG, 120 MG, 20 MG, 30 MG, 40 MG, 60 MG, 80 MG TABLET, | 3 ST,QL(30 per 30 days)
ER 24 HR. Dt
ibu 400 mg, 600 mg, 800 mg TABLETM© 1
ibuprofen 100 mg/5 ml SUSPENSION MO 1
ibuprofen 400 mg TABLET MO 1
ibuprofen 600 mg, 800 mg TABLET MO 1
ibuprofen-famotidine 800-26.6 mg TABLET MO 1 PA,QL(90 per 30 days)
INDOCIN 25 MG/5 ML SUSPENSION Pt 4
INDOCIN 50 MG SUPPQSITORY Mo 3
indomethacin 25 mg, 50 mg CAPSULE MO 1
indomethacin 25 mg/5 ml SUSPENSION Pt 4
indomethacin 50 mg SUPPOSITORY MO 1
indomethacin 75 mg CAPSULE, ER MO 1
indomethacin sodium 1 mg RECON SOLUTION MO 1
INFUMORPH P/F 10 MG/ML SOLUTION Pt 3 BvsD,QL(360 per 30 days)
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DRUG NAME UTILIZATION

MANAGEMENT

REQUIREMENTS
INFUMORPH P/F 25 MG/ML SOLUTION Pt 3 BvsD,QL(150 per 30 days)
ketoprofen 200 mg CAPSULE ER PELLETS 24 HR. MO 1
ketoprofen 25 mg, 50 mg, 75 mg CAPSULE MO 1 ST
ketorolac 10 mg TABLET MO 1 QL(20 per 30 days)
ketorolac 15 mg/ml, 30 mg/ml, 30 mg/ml (1 ml), 60 mg/2 ml SOLUTION MO 1
ketorolac 15 mg/ml, 30 mg/ml, 60 mg/2 ml SYRINGE M© 1
ketorolac 15.75 mg/spray SPRAY, NON-AEROSOL P+ 4 PA,QL(5 per 30 days)
kiprofen 25 mg CAPSULE MO 1 ST
levorphanol tartrate 2 mg TABLET Pt 4 ST,QL(240 per 30 days)
levorphanol tartrate 3 mg TABLET Pt 4 ST,QL(150 per 30 days)
LICART 1.3 % PATCH, 24 HR. MO 3 PA,QL(30 per 30 days)
LODINE 400 MG TABLET MO 3 PA
lofena 25 mg TABLET Pt 4
lortab elixir 10-300 mg/15 ml SOLUTION Pt 1 QL(6000 per 30 days)
meclofenamate 100 mg, 50 mg CAPSULE M© 1
mefenamic acid 250 mg CAPSULE MO 1
meloxicam 15 mg TABLET MO 1 QL(30 per 30 days)
meloxicam 7.5 mg TABLET MO 1 QL(60 per 30 days)
meloxicam submicronized 10 mg, 5 mg CAPSULE MO 3 QL(30 per 30 days)
meperidine 10 mg/ml CARTRIDGE Pt 1 QL(3600 per 30 days)
meperidine 50 mg TABLET Pt 4 QL(480 per 30 days)
meperidine 50 mg/5 ml SOLUTION Pt 1 QL(720 per 30 days)
meperidine (pf) 100 mg/ml SOLUTION Pt 1 QL(360 per 30 days)
meperidine (pf) 25 mg/ml SOLUTION P* 1 QL(1440 per 30 days)
meperidine (pf) 50 mg/ml SOLUTION Pt 1 QL(720 per 30 days)
methadone 10 mg TABLET P+ 1 QL(240 per 30 days)
methadone 10 mg/5 ml SOLUTION Pt 1 QL(1800 per 30 days)
methadone 10 mg/ml CONCENTRATE Pt 1 QL(360 per 30 days)
methadone 10 mg/ml SOLUTION Pt 1 QL(360 per 30 days)
methadone 5 mg TABLET Pt 1 QL(480 per 30 days)
methadone 5 mg/5 ml SOLUTION Pt 1 QL(3600 per 30 days)
methadone intensol 10 mg/ml CONCENTRATE Pt 1 QL(360 per 30 days)
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DRUG NAME UTILIZATION
MANAGEMENT
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METHADOSE 10 MG/ML CONCENTRATE Pt 3 QL(360 per 30 days)
mitigo (pf) 10 mg/ml SOLUTION Pt 3 BvsD,QL(360 per 30 days)
mitigo (pf) 25 mg/ml SOLUTION Pt 3 BvsD,QL(150 per 30 days)
morphine 10 mg, 100 mg, 20 mg, 30 mg, 50 mg, 60 mg, 80 mg CAPSULE ER 1 ST,QL(60 per 30 days)
PELLETSPL
morphine 10 mg/5 ml SOLUTION Pt QL(2700 per 30 days)
morphine 10 mg/ml SOLUTION Pt BvsD,QL(360 per 30 days)
morphine 10 mg/ml SYRINGE Pt BvsD,QL(360 per 30 days)
morphine 100 mg TABLET ER Pt QL(180 per 30 days)
morphine 120 mg, 60 mg, 75 mg, 90 mg CAPSULE ER MULTIPHASE 24 HR. Pt ST,QL(60 per 30 days)
morphine 15 mg, 30 mg TABLET Pt QL(180 per 30 days)
morphine 15 mg, 30 mg, 60 mg TABLET ER Pt QL(120 per 30 days)

morphine 2 mg/ml SOLUTION Pt

BvsD,QL(1800 per 30 days)

morphine 2 mg/ml SYRINGE Pt

BvsD,QL(1800 per 30 days)

morphine 2 mg/ml, 4 mg/ml, 5 mg/ml SYRINGE Pt BvsD
morphine 20 mg/5 ml (4 mg/ml) SOLUTION Pt QL(1350 per 30 days)
morphine 200 mg TABLET ER Pt QL(90 per 30 days)
morphine 30 mg, 45 mg CAPSULE ER MULTIPHASE 24 HR. Pt ST,QL(30 per 30 days)
morphine 4 mg/ml SOLUTION Pt BvsD,QL(900 per 30 days

morphine 4 mg/ml SYRINGE P+

BvsD,QL(900 per 30 days

morphine 5 mg/ml SOLUTION Pt

morphine 8 mg/ml SOLUTION Pt

BvsD,QL(450 per 30 days

morphine 8 mg/ml SYRINGE Pt

)

( )
BvsD,QL(720 per 30 days)
( )

)

BvsD,QL(450 per 30 days

morphine (pf) 0.5 mg/ml SOLUTION Pt

BvsD,QL(7200 per 30 days)

morphine (pf) 1 mg/ml SOLUTION P*

BvsD,QL(3600 per 30 days)

morphine (pf) 30 mg/30 ml (1 mg/ml) PATIENT CONTROL ANALGESIA SOLN Pt

BvsD,QL(3600 per 30 days)

L e (S T O T O T e e S e e S e YO e Y [ A A [ S I G RO W S G [N

morphine concentrate 100 mg/5 ml (20 mg/ml) SOLUTION Pt QL(540 per 30 days)
MS CONTIN 100 MG TABLET ER Pt PA,QL(180 per 30 days)
MS CONTIN 15 MG, 30 MG, 60 MG TABLET ER Pt PA,QL(120 per 30 days)
MS CONTIN 200 MG TABLET ER Pt PA,QL(90 per 30 days)
nabumetone 500 mg, 750 mg TABLET MO

nalbuphine 10 mg/ml SOLUTION Pt QL(240 per 30 days)
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DRUG NAME UTILIZATION
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nalbuphine 20 mg/ml SOLUTION Pt 1 QL(120 per 30 days)

NALFON 600 MG TABLET Mo 1 ST

nalocet 2.5-300 mg TABLET Pt 4 PA,QL(360 per 30 days)

NAPRELAN CR 375 MG TABLET, ER 24 HR., MULTIPHASE MO 3 QL(120 per 30 days)

NAPRELAN CR 500 MG TABLET, ER 24 HR., MULTIPHASE MO 3 QL(90 per 30 days)

NAPRELAN CR 750 MG TABLET, ER 24 HR., MULTIPHASE MO 3 QL(60 per 30 days)

NAPROSYN 125 MG/5 ML SUSPENSION Pt 4 PA

naproxen 125 mg/5 ml SUSPENSION MO 1

naproxen 250 mg, 375 mg TABLET MO 1

naproxen 375 mg, 500 mgq TABLET, DR/EC MO 1

naproxen 500 mg TABLET MO 1

naproxen sodium 275 mg, 550 mg TABLET MO 1

naproxen sodium 375 mg TABLET, ER 24 HR., MULTIPHASE MO 1 ST,QL(120 per 30 days)

naproxen sodium 500 mg TABLET, ER 24 HR., MULTIPHASE MO 1 ST,QL(90 per 30 days)

naproxen sodium 750 mg TABLET, ER 24 HR., MULTIPHASE MO 1 ST,QL(60 per 30 days)

naproxen-esomeprazole 375-20 mg, 500-20 mg TABLET, IR, DR, BIPHASIC P+ 4 PA,QL(60 per 30 days)

NUCYNTA 100 MG, 50 MG, 75 MG TABLET Pt b ST,QL(180 per 30 days)

NUCYNTA ER 100 MG, 150 MG, 200 MG, 250 MG TABLET, ER 12 HR. Pt b ST,QL(60 per 30 days)

NUCYNTA ER 50 MG TABLET, ER 12 HR. Pt 3 ST,QL(60 per 30 days)

OLINVYK 1 MG/ML SOLUTION Pt 4 PA

OLINVYK 30 MG/30 ML (1 MG/ML) PATIENT CONTROL ANALGESIA SOLN Pt 4 PA

oxaprozin 600 mg TABLET MO 1

OXAYDO 5 MG, 7.5 MG TABLET, ORAL ONLY Pt b PA,QL(360 per 30 days)

oxycodone 10 mg, 15 mg, 5 mg TABLET Pt 1 QL(360 per 30 days)

oxycodone 10 mg, 20 mq, 40 mq TABLET, ER 12 HR. Pt 3 ST,QL(90 per 30 days)

oxycodone 20 mg, 30 mg TABLET Pt 1 QL(360 per 30 days)

oxycodone 20 mg/ml CONCENTRATE Pt 1 QL(270 per 30 days)

oxycodone 5 mg CAPSULE P+ 1 QL(360 per 30 days)

oxycodone 5 mg/5 ml SOLUTION Pt 1 QL(5400 per 30 days)

oxycodone 80 mq TABLET, ER 12 HR. Pt 3 ST,QL(120 per 30 days)

oxycodone-acetaminophen 10-300 mg, 5-300 mg, 7.5-300 mg TABLET Pt 4 PA,QL(390 per 30 days)
4

oxycodone-acetaminophen 10-300 mg/5 ml SOLUTION Pt

PA,QL(900 per 30 days)
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DRUG NAME TIER UTILIZATION
MANAGEMENT
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oxycodone-acetaminophen 10-325 mgq, 5-325 mg, 7.5-325 mg TABLET Pt 1 QL(360 per 30 days)
oxycodone-acetaminophen 2.5-300 mg TABLET Pt 1 PA,QL(360 per 30 days)
oxycodone-acetaminophen 2.5-325 mg TABLET Pt 1 QL(360 per 30 days)
oxycodone-acetaminophen 5-325 mg/5 ml SOLUTION Pt 1 QL(1800 per 30 days)
(D)B(YCONTIN 10 MG, 15 MG, 20 MG, 30 MG, 40 MG, 60 MG TABLET, ER 12 HR. 3 ST,QL(90 per 30 days)
OXYCONTIN 80 MG TABLET, ER 12 HR. Pt 3 ST,QL(120 per 30 days)
oxymorphone 10 mg, 15 mg, 20 mg, 30 mg, 5 mg, 7.5 mg TABLET, ER 12 HR. Pt 1 ST,QL(60 per 30 days)
oxymorphone 10 mg, 5 mg TABLET Pt 1 QL(360 per 30 days)
oxymorphone 40 mg TABLET, ER 12 HR. Pt 4 ST,QL(60 per 30 days)
PENNSAID 2 % SOLUTION IN PACKET Pt 4 PA
PENNSDALID 20 MG/GRAM /ACTUATION(2 %) SOLUTION IN METERED DOSE 4 PA,QL(224 per 28 days)
PUMP
pentazocine-naloxone 50-0.5 mg TABLET Pt 1 QL(360 per 30 days)
PERCOCET 10-325 MG, 5-325 MG, 7.5-325 MG TABLET Pt b PA,QL(360 per 30 days)
PERCOCET 2.5-325 MG TABLET Pt 1 PA,QL(360 per 30 days)
piroxicam 10 mg, 20 mg CAPSULE MO 1
primlev 10-300 mg, 5-300 mg, 7.5-300 mg TABLET Pt 4 PA,QL(390 per 30 days)
prolate 10-300 mg, 5-300 mgq, 7.5-300 mg TABLET Pt A PA,QL(390 per 30 days)
PROLATE 10-300 MG/5 ML SOLUTION Pt b PA,QL(900 per 30 days)
QDOLO 5 MG/ML SOLUTION Pt 4 QL(2400 per 30 days)
RELAFEN 500 MG, 750 MG TABLET Pt 4 ST
RELAFEN DS 1,000 MG TABLET Pt b ST,QL(60 per 30 days)
ROXICODONE 15 MG TABLET Pt 3 PA,QL(360 per 30 days)
ROXICODONE 30 MG TABLET Pt b PA,QL(360 per 30 days)
ROXYBOND 15 MG, 30 MG TABLET, ORAL ONLY Pt b PA,QL(180 per 30 days)
ROXYBOND 5 MG TABLET, ORAL ONLY Pt b PA,QL(360 per 30 days)
SEGLENTIS 44-56 MG TABLET Pt 3 PA,QL(120 per 30 days)
SPRIX 15.75 MG/SPRAY SPRAY, NON-AEROSOL Pt b PA,QL(5 per 30 days)
sulindac 150 mg, 200 mg TABLET MO 1
tolectin 600 600 mg TABLET MO 1
tolmetin 200 mg, 600 mg TABLET M@ 1
tolmetin 400 mg CAPSULE MO 1
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DRUG NAME UTILIZATION
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tramadol 100 mg TABLET Pt 1 QL(120 per 30 days)
tramadol 100 mg, 200 mg, 300 mg CAPSULE, ER, BIPHASIC Pt 1 ST,QL(30 per 30 days)
tramadol 100 mg, 200 mg, 300 mg TABLET, ER 24 HR. Pt 1 ST,QL(30 per 30 days)
tramadol 100 mg, 200 mg, 300 mq TABLET, ER 24 HR., MULTIPHASE Pt 1 ST,QL(30 per 30 days)
tramadol 25 mg TABLET Pt 1 QL(180 per 30 days)
tramadol 5 mg/ml SOLUTION Pt 4 QL(2400 per 30 days)
tramadol 50 mg TABLET Pt 1 QL(240 per 30 days)
tramadol-acetaminophen 37.5-325 mg TABLET Pt 1 QL(240 per 30 days)
TREZIX 320.5-30-16 MG CAPSULE Pt 1 QL(300 per 30 days)
ULTRACET 37.5-325 MG TABLET Pt 3 QL(240 per 30 days)
VIMOVO 375-20 MG, 500-20 MG TABLET, IR, DR, BIPHASIC Pt b PA,QL(60 per 30 days)
VIVLODEX 10 MG, 5 MG CAPSULE Mo 3 QL(30 per 30 days)
XTAII\)/ILPZA ER 13.5 MG, 18 MG, 27 MG, 36 MG, 9 MG CAPSULE ER SPRINKLE 12 3 ST,QL(60 per 30 days)
HR.
ZIPSOR 25 MG CAPSULE Pt b ST,QL(120 per 30 days)
ZORVOLEX 18 MG, 35 MG CAPSULE Mo 3 ST,QL(90 per 30 days)
ANESTHETICS
bupivacaine (pf) 0.25 % (2.5 mg/ml), 0.5 % (5 mg/ml), 0.75 % (7.5 mg/ml) 1
SOLUTION MO
bupivacaine hcl 0.25 % (2.5 mg/ml), 0.5 % (5 mg/ml) SOLUTION MO 1
bupivacaine liposome (pf) 1.3 % (13.3 mg/ml) SUSPENSION MO 1
bupivacaine-dextrose-water(pf) 0.75 % (7.5 mg/mil) SOLUTION MO 1
bupivacaine-epinephrine 0.25 %-1:200,000, 0.5 %-1:200,000 SOLUTION MO 1
bupivacaine-epinephrine (pf) 0.25 %-1:200,000, 0.5 %-1:200,000 SOLUTION MO 1
CARBOCAINE WITH NEO-COBEFRIN 2 % -1:20,000 CARTRIDGE MO 1
chloroprocaine (pf) 20 mg/ml (2 %), 30 mg/ml (3 %) SOLUTION MO 1
CLOROTEKAL (PF) 10 MG/ML (1 %) SOLUTION Mo 3
dermacinrx lidocan 5 % ADHESIVE PATCH, MEDICATED Pt 4 PA,QL(90 per 30 days)
EXPAREL (PF) 1.3 % (13.3 MG/ML) SUSPENSION MO 3
glydo 2 % JELLY IN APPLICATOR MO 1
lidocaine 5 % ADHESIVE PATCH, MEDICATED MO 1 PA,QL(90 per 30 days)
lidocaine 5 % OINTMENT MO 1 PA
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lidocaine (pf) 10 mg/ml (1 %), 15 mg/ml (1.5 %), 20 mg/ml (2 %), 40 mg/ml (4 1
%), 5 mg/ml (0.5 %) SOLUTION MO

lidocaine hcl 10 mg/ml (1 %), 2 %, 20 mg/ml (2 %), 4 %, 4 % (40 mg/ml), 5 1
mag/ml (0.5 %) SOLUTION MO

lidocaine hcl 2 % JELLY MO

lidocaine hcl 2 % JELLY IN APPLICATOR MO

lidocaine viscous 2 % SOLUTION MO

[EE N [ N L LN

lidocaine-epinephrine 0.5 %-1:200,000, 1 %-1:100,000, 2 %-1:100,000
SOLUTION Mo

lidocaine-epinephrine bit 2 %-1:100,000, 2 %-1:50,000 CARTRIDGE MO

lidocaine-prilocaine 2.5-2.5 % CREAM MO

lidocan iii 5 % ADHESIVE PATCH, MEDICATED Pt PA,QL(90 per 30 days

lidocan iv 5 % ADHESIVE PATCH, MEDICATED Pt PA,QL(90 per 30 days

lidocan v 5 % ADHESIVE PATCH, MEDICATED Pt PA,QL(90 per 30 days

— P~ b
N P N )

LIDODERM 5 % ADHESIVE PATCH, MEDICATED Pt PA,QL(90 per 30 days

lignospan standard 2 %-1:100,000 CARTRIDGE MO

MARCAINE 0.25 % (2.5 MG/ML), 0.5 % (5 MG/ML) SOLUTION MO

Www i >~

MARCAINE (PF) 0.25 % (2.5 MG/ML), 0.5 % (5 MG/ML), 0.75 % (7.5 MG/ML)
SOLUTION Mo

w

MARCAINE SPINAL (PF) 0.75 % (7.5 MG/ML) SOLUTION Mo

MOARCAINE—EPINEPHRINE 0.25 %-1:200,000, 0.5 %-1:200,000 SOLUTION 3

marcaine-epinephrine 0.5 %-1:200,000 CARTRIDGE M© 1

MARCAINE-EPINEPHRINE (PF) 0.25 %-1:200,000, 0.5 %-1:200,000
SOLUTION Mo

NAROPIN (PF) 10 MG/ML (1 %), 2 MG/ML (0.2 %), 5 MG/ML (0.5 %), 7.5 3
MG/ML (0.75 %) SOLUTION Mo

NESACAINE 10 MG/ML (1 %), 20 MG/ML (2 %) SOLUTION Mo

NESACAINE-MPF 20 MG/ML (2 %), 30 MG/ML (3 %) SOLUTION Mo

PLIAGLIS 7-7 % CREAM MO

polocaine 1 % (10 mg/ml), 2 % SOLUTION MO

Ll N (GO I (U (U

a%locaine—mpf 10 mg/ml (1 %), 15 mg/ml (1.5 %), 20 mg/ml (2 %) SOLUTION
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DRUG NAME TIER UTILIZATION
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ropivacaine (pf) 10 mg/ml (1 %), 2 mg/ml (0.2 %), 5 mg/ml (0.5 %), 7.5 mg/ml 1
(0.75 %) SOLUTION Mo
SENSORCAINE 0.25 % (2.5 MG/ML), 0.5 % (5 MG/ML) SOLUTION Mo

sensorcaine-epinephrine 0.25 %-1:200,000, 0.5 %-1:200,000 SOLUTION MO
sensorcaine-mpf 0.25 % (2.5 mg/ml), 0.5 % (5 mg/ml), 0.75 % (7.5 mg/ml)

SOLUTION Mo

SENSORCAINE-MPF 0.25 % (2.5 MG/ML), 0.5 % (5 MG/ML), 0.75 % (7.5 1
MG/ML) SOLUTION Mo

sensorcaine-mpf spinal 0.75 % (7.5 mg/ml) SOLUTION MO
sensorcaine-mpf/epinephrine 0.25 %-1:200,000 SOLUTION MO

SENSORCAINE-MPF/EPINEPHRINE 0.5 %-1:200,000, 0.75 %-1:200,000 1
SOLUTION Mo

tridacaine i 5 % ADHESIVE PATCH, MEDICATED Pt

tridacaine iii 5 % ADHESIVE PATCH, MEDICATED Pt

vivacaine 0.5 %-1:200,000 CARTRIDGE MO

ZTLIDO 1.8 % ADHESIVE PATCH, MEDICATED MO
ANTI-ADDICTION/SUBSTANCE ABUSE TREATMENT AGENTS
acamprosate 333 mg TABLET, DR/EC MO

buprenorphine hcl 2 mg, 8 mg SUBLINGUAL TABLET MO
buprenorphine-naloxone 12-3 mg FILM MO
buprenorphine-naloxone 2-0.5 mg, 4-1 mg, 8-2 mg FILM MO
buprenorphine-naloxone 2-0.5 mg, 8-2 mg SUBLINGUAL TABLET MO
bupropion hcl (smoking deter) 150 mg TABLET, ER 12 HR. MO
CHANTIX 1 MG TABLET MO

CHANTIX CONTINUING MONTH BOX 1 MG TABLET MO

hCIII(-)IANTIX STARTING MONTH BOX 0.5 MG (11)- 1 MG (42) TABLET, DOSE PACK

_ =

PA,QL(90 per 30 days)
PA,QL(90 per 30 days)

w =

PA,QL(90 per 30 days)

QL(90 per 30 days
QL(60 per 30 days
QL(90 per 30 days
QL(
QL(

M o —

90 per 30 days

90 per 30 days)
PA,QL(56 per 28 days)
PA,QL(56 per 28 days)
PA,QL(53 per 28 days)

w W W= = = =

disulfiram 250 mg, 500 mg TABLET MO

KLOXXADO 8 MG/ACTUATION SPRAY, NON-AEROSOL MO
lofexidine 0.18 mg TABLET Pt

LUCEMYRA 0.18 MG TABLET Pt

nalmefene 1 mg/ml SOLUTION MO

naloxone 0.4 mg/ml SOLUTION MO

PA,QL(2 per 30 days)
PA,QL(224 per 365 days)
PA,QL(224 per 365 days)

= > W -
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DRUG NAME UTILIZATION
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naloxone 0.4 mg/ml, 1 mg/ml SYRINGE MO 1

naloxone 4 mg/actuation SPRAY, NON-AEROSOL MO 2 QL(2 per 30 days)

naltrexone 50 mg TABLET MO 1

NARCAN 4 MG/ACTUATION SPRAY, NON-AEROSOL Mo 3 PA,QL(2 per 30 days)

NICOTROL 10 MG CARTRIDGE Mo 3

NICOTROL NS 10 MG/ML SPRAY, NON-AERQSOL Mo 3

OPVEE 2.7 MG/ACTUATION SPRAY, NON-AEROSOL Mo 2 QL(2 per 30 days)

SUBOXONE 12-3 MG FILM Mo 3 PA,QL(60 per 30 days)

SUBOXONE 2-0.5 MG, 4-1 MG, 8-2 MG FILM Mo 3 PA,QL(90 per 30 days)

varenicline 0.5 mg (11)- 1 mgq (42) TABLET, DOSE PACK MO 1 QL(53 per 28 days)

varenicline 0.5 mg, 1 mg TABLET MO 1 QL(56 per 28 days)

VIVITROL 380 MG SUSPENSION, ER, RECON Pt 4 QL(1 per 28 days)

ZIMHI 5 MG/0.5 ML SYRINGE MO 3 PA,QL(1 per 30 days)

ZUBSOLV 0.7-0.18 MG, 1.4-0.36 MG, 2.9-0.71 MG, 5.7-1.4 MG SUBLINGUAL 1 QL(90 per 30 days)

TABLET MO

ZUBSOLV 11.4-2.9 MG SUBLINGUAL TABLET Mo 1 QL(30 per 30 days)

ZUBSOLV 8.6-2.1 MG SUBLINGUAL TABLET MO 1 QL(60 per 30 days)

ANTIBACTERIALS

acetic acid 2 % SOLUTION MO 1

ACTICLATE 150 MG TABLET Pt b ST,QL(30 per 30 days)

ACTICLATE 75 MG TABLET Pt b ST,QL(60 per 30 days)

amikacin 1,000 mg/4 ml, 500 mg/2 ml SOLUTION MO 1

amoxicillin 125 mg, 250 mg CHEWABLE TABLET M© 1

amoxicillin 125 mg/5 ml, 200 mg/5 ml, 250 mg/5 ml, 400 mg/5 ml 1

SUSPENSION FOR RECONSTITUTION MO

amoxicillin 250 mg CAPSULE MO 1

amoxicillin 500 mg CAPSULE MO 1

amoxicillin 500 mg TABLET MO 1

amoxicillin 875 mg TABLET MO 1

amoxicillin-pot clavulanate 1,000-62.5 mg TABLET, ER 12 HR. MO 1

amoxicillin-pot clavulanate 200-28.5 mg, 400-57 mg CHEWABLE TABLET MO 1

amoxicillin-pot clavulanate 200-28.5 mg/5 ml, 250-62.5 mg/5 ml, 400-57 1

mg/5 ml, 600-42.9 mg/5 ml SUSPENSION FOR RECONSTITUTION MO
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DRUG NAME UTILIZATION
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amoxicillin-pot clavulanate 250-125 mg, 500-125 mg TABLET MO
amoxicillin-pot clavulanate 875-125 mg TABLET MO

ampicillin 500 mg CAPSULE MO
ampicillin sodium 1 gram, 10 gram, 125 mg, 2 gram, 250 mg, 500 mg RECON

SOLUTION Mo
ampicillin-sulbactam 1.5 gram, 15 gram, 3 gram RECON SOLUTION MO
ARIKAYCE 590 MG/8.4 ML SUSPENSION FOR NEBULIZATION Pt 4 PA,QL(235.2 per 28 days)

AUGMENTIN 125-31.25 MG/5 ML, 250-62.5 MG/5 ML SUSPENSION FOR 4
RECONSTITUTION Pt

AUGMENTIN 500-125 MG TABLET Mo 3 PA
ﬁ(l)JGMENTIN ES-600 600-42.9 MG/5 ML SUSPENSION FOR RECONSTITUTION

[EE N [ N L LN

—

w

AUGMENTIN XR 1,000-62.5 MG TABLET, ER 12 HR. MO

AVELOX IN NACL (ISO-OSMOTIC) 400 MG/250 ML PIGGYBACK MO

avidoxy 100 mg TABLET MO

AVYCAZ 2.5 GRAM RECON SOLUTION bt

AZACTAM 1 GRAM, 2 GRAM RECON SOLUTION Mo

azithromycin 1 gram PACKET MO

%ithromycin 100 mg/5 ml, 200 mg/5 ml SUSPENSION FOR RECONSTITUTION

PA
ST

PA

e N (GO R N e [ (G R (U]

azithromycin 250 mg TABLET MO

azithromycin 500 mg RECON SOLUTION MO

azithromycin 500 mg, 600 mg TABLET MO

aztreonam 1 gram, 2 gram RECON SOLUTION MO
bacitracin 50,000 unit RECON SOLUTION Mo

BACTRIM 400-80 MG TABLET Mo

BACTRIM DS 800-160 MG TABLET Mo

BAXDELA 300 MG RECON SOLUTION bt

BAXDELA 450 MG TABLET bt

BETHKIS 300 MG/4 ML SOLUTION FOR NEBULIZATION bt

BICILLIN C-R 1,200,000 UNIT/ 2 ML(600K/600K), 1,200,000 UNIT/ 2
ML(900K/300K) SYRINGE Mo

QL(28 per 14 days)
QL(28 per 14 days)
PA

w W W R = e
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BICILLIN L-A 1,200,000 UNIT/2 ML, 2,400,000 UNIT/4 ML, 600,000 3
UNIT/ML SYRINGE MO

cefaclor 125 mg/5 ml, 250 mg/5 ml, 375 mg/5 ml SUSPENSION FOR 1
RECONSTITUTION Mo

cefaclor 250 mg, 500 mg CAPSULE MO

cefaclor 500 mg TABLET, ER 12 HR. MO

cefadroxil 1 gram TABLET MO

cefadroxil 250 mg/5 ml, 500 mg/5 ml SUSPENSION FOR RECONSTITUTION MO
cefadroxil 500 mg CAPSULE MO

cefazolin 1 gram, 10 gram, 2 gram, 3 gram, 500 mg RECON SOLUTION M©

CEFAZOLIN 2 GRAM, 3 GRAM RECON SOLUTION Mo
cefazolin in dextrose (iso-0s) 1 gram/50 ml, 2 gram/100 ml, 2 gram/50 ml

PIGGYBACK MO

[N\ [ IE N VTSR N AN N (L N L N A N LY

CEFAZOLIN IN DEXTROSE (ISO-0S) 3 GRAM/150 ML PIGGYBACK MO

cefdinir 125 mg/5 ml, 250 mg/5 ml SUSPENSION FOR RECONSTITUTION MO

cefdinir 300 mg CAPSULE MO

cefepime 1 gram, 2 gram RECON SOLUTION MO

cefepime in dextrose 5 % 1 gram/50 ml, 2 gram/50 ml PIGGYBACK MO

cefepime in dextrose,iso-osm 1 gram/50 ml, 2 gram/100 ml PIGGYBACK MO
cefixime 100 mg/5 ml, 200 mg/5 ml SUSPENSION FOR RECONSTITUTION MO

cefixime 400 mg CAPSULE MO
cefotetan 1 gram, 10 gram, 2 gram RECON SOLUTION MO

cefoxitin 1 gram, 10 gram, 2 gram RECON SOLUTION MO

cefoxitin in dextrose, iso-osm 1 gram/50 ml, 2 gram/50 ml PIGGYBACK MO

cefpodoxime 100 mg, 200 mg TABLET MO

cefpodoxime 100 mg/5 ml, 50 mg/5 ml SUSPENSION FOR RECONSTITUTION MO

cefprozil 125 mg/5 ml, 250 mg/5 ml SUSPENSION FOR RECONSTITUTION Mo

cefprozil 250 mg, 500 mg TABLET MO

ceftazidime 1 gram, 2 gram, 6 gram RECON SOLUTION MO

ceftazidime in d5w 1 gram/50 ml, 2 gram/50 ml PIGGYBACK MO

O e [ Y o T e T [ Y G (SN [ [ O S S O G VS N S}

ceftriaxone 1 gram, 10 gram, 100 gram, 2 gram, 250 mg, 500 mg RECON
SOLUTION MO

ceftriaxone in dextrose,iso-0s 1 gram/50 ml, 2 gram/50 ml PIGGYBACK M© 1
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cefuroxime axetil 250 mg, 500 mg TABLET MO

cefuroxime sodium 1.5 gram, 7.5 gram, 750 mg RECON SOLUTION M©
cephalexin 125 mg/5 ml, 250 mg/5 ml SUSPENSION FOR RECONSTITUTION MO
cephalexin 250 mg, 500 mg TABLET MO

cephalexin 250 mg, 750 mg CAPSULE MO

cephalexin 500 mg CAPSULE MO

chloramphenicol sod succinate 1 gram RECON SOLUTION MO

CIPRO 250 MG, 500 MG TABLET Mo

CIPRO 250 MG/5 ML, 500 MG/5 ML SUSPENSION, MICROCAPSULE RECON Mo
ﬁigroﬂoxacin 250 mg/5 ml, 500 mg/5 ml SUSPENSION, MICROCAPSULE RECON

o (O T [ o N [ [ R [ Y WY

ciprofloxacin hcl 100 mg, 250 mg, 750 mg TABLET MO

ciprofloxacin hcl 500 mg TABLET MO

ciprofloxacin in 5 % dextrose 200 mg/100 ml, 400 mg/200 ml PIGGYBACK MO
CLAFORAN 1 GRAM, 10 GRAM, 2 GRAM RECON SOLUTION Mo

ﬁllgrithromycin 125 mg/5 ml, 250 mg/5 ml SUSPENSION FOR RECONSTITUTION

[ (U6 i N RN [

clarithromycin 250 mg, 500 mg TABLET MO
clarithromycin 500 mg TABLET, ER 24 HR. MO

CLEOCIN 100 MG SUPPQSITORY Mo

CLEOCIN 150 MG/ML SOLUTION Mo

CLEOCIN 2 % CREAM Mo

CLEOCIN HCL 150 MG, 300 MG, 75 MG CAPSULE Mo
CLEOCIN PEDIATRIC 75 MG/5 ML RECON SOLUTION Mo

clindamycin hcl 150 mg, 300 mg, 75 mg CAPSULE MO
clindamycin in 0.9 % sod chlor 300 mg/50 ml, 600 mg/50 ml, 900 mg/50 ml

PIGGYBACK MO
clindamycin in 5 % dextrose 300 mg/50 ml, 600 mg/50 ml, 900 mg/50 ml 1

PIGGYBACK MO

clindamycin palmitate hcl 75 mg/5 ml RECON SOLUTION MO
clindamycin pediatric 75 mg/5 ml RECON SOLUTION MO
clindamycin phosphate 150 mg/ml SOLUTION MO
clindamycin phosphate 2 % CREAM MO

PA
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1
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CLINDESSE 2 % CREAM, ER MO 3
colistin (colistimethate na) 150 mg RECON SOLUTION MO 1
COLY-MYCIN M PARENTERAL 150 MG RECON SOLUTION Pt 4
coremino 135 mg, 45 mg, 90 mg TABLET, ER 24 HR. MO 1 ST,QL(30 per 30 days)
CUBICIN RF 500 MG RECON SOLUTION Pt 4
DALVANCE 500 MG SOLUTION Pt 4 QL(4 per 28 days)
daptomycin 350 mg RECON SOLUTION MO 1
daptomycin 500 mg RECON SOLUTION Pt 4
daptomycin in 0.9 % sod chlor 1,000 mg/100 ml, 350 mg/50 ml, 500 mg/50 ml,| 3
700 mg/100 ml PIGGYBACK MO
demeclocycline 150 mg TABLET MO QL(240 per 30 days)
demeclocycline 300 mg TABLET MO QL(120 per 30 days)

dicloxacillin 250 mg, 500 mg CAPSULE M@
DIFICID 200 MG TABLET Pt

DIFICID 40 MG/ML SUSPENSION FOR RECONSTITUTION bt
DORYX 200 MG TABLET, DR/EC MO

DORYX 50 MG TABLET, DR/EC Mo

DORYX 80 MG TABLET, DR/EC Pt

DORYXMPC 120 MG TABLET, DR/EC MO

DORYX MPC 60 MG TABLET, DR/EC Pt

doxy-100 100 mg RECON SOLUTION Mo
doxycycline hyclate 100 mg CAPSULE MO
doxycycline hyclate 100 mg RECON SOLUTION Mo
doxycycline hyclate 100 mgq TABLET MO

ST,QL(30 per 30 days)
ST,QL(60 per 30 days)
ST,QL(60 per 30 days)
( )
( )

ST,QL(60 per 30 days
ST,QL(60 per 30 days
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doxycycline hyclate 100 mg TABLET, DR/EC MO ST,QL(90 per 30 days)
doxycycline hyclate 150 mg TABLET MO ST,QL(30 per 30 days)
doxycycline hyclate 150 mg, 50 mg, 75 mg TABLET, DR/EC MO ST,QL(60 per 30 days)
doxycycline hyclate 20 mg TABLET MO

doxycycline hyclate 200 mg TABLET, DR/EC MO ST,QL(30 per 30 days)
doxycycline hyclate 50 mg CAPSULE MO

doxycycline hyclate 50 mg TABLET MO ST,QL(180 per 30 days)
doxycycline hyclate 75 mg TABLET MO ST,QL(60 per 30 days)
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doxycycline hyclate 80 mqg TABLET, DR/ECPt

doxycycline monohydrate 100 mg, 150 mg, 50 mg, 75 mq TABLET M@
doxycycline monohydrate 100 mg, 50 mg CAPSULE MO

doxycycline monohydrate 150 mg CAPSULE M@

doxycycline monohydrate 25 mg/5 ml SUSPENSION FOR RECONSTITUTION MO
doxycycline monohydrate 40 mq CAPSULE, IR/DR, BIPHASIC MO
doxycycline monohydrate 75 mq CAPSULE MO

E.E.S. 400 400 MG TABLET Mo

E.E.S. GRANULES 200 MG/5 ML SUSPENSION FOR RECONSTITUTION Mo
ertapenem 1 gram RECON SOLUTION MO

ERY-TAB 250 MG, 333 MG, 500 MG TABLET, DR/EC MO

ERYPED 200 200 MG/5 ML SUSPENSION FOR RECONSTITUTION Mo
ERYPED 400 400 MG/5 ML SUSPENSION FOR RECONSTITUTION bt
ERYTHROCIN 500 MG RECON SOLUTION Mo

ERYTHROCIN (AS STEARATE) 250 MG TABLET Mo

erythromycin 250 mg CAPSULE, DR/EC MO

erythromycin 250 mq, 333 mgq, 500 mq TABLET, DR/EC MO

erythromycin 250 mg, 500 mg TABLET MO
erythromycin ethylsuccinate 200 mg/5 ml, 400 mg/5 ml SUSPENSION FOR

RECONSTITUTION Mo

erythromycin ethylsuccinate 400 mq TABLET MO
erythromycin lactobionate 500 mg RECON SOLUTION Pt
FETROJA 1 GRAM RECON SOLUTION bt

FIRVANQ 25 MG/ML, 50 MG/ML RECON SOLUTION Mo
FLAGYL 375 MG CAPSULE Mo

fosfomycin tromethamine 3 gram PACKET MO
FURADANTIN 25 MG/5 ML SUSPENSION Mo
gentamicin 0.1 % CREAM MO

gentamicin 0.1 % OINTMENT Mo

gentamicin 20 mg/2 ml, 40 mg/ml SOLUTION MO
gentamicin in nacl (iso-osm) 100 mg/100 ml, 100 mg/50 ml, 120 mg/100 ml,
60 mg/50 ml, 70 mg/50 ml, 80 mg/100 ml, 80 mg/50 ml, 90 mg/100 ml

PIGGYBACK MO

Need more information about the indicators displayed by the drug names? Please go to page 10. Need more
information about the utilization management requirements? Please go to page 6.
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gentamicin sulfate (ped) (pf) 20 mg/2 ml SOLUTION MO
gentamicin sulfate (pf) 100 mg/10 ml, 60 mg/6 ml SOLUTION MO
HIPREX 1 GRAM TABLET MO

HUMATIN 250 MG CAPSULE Pt

imipenem-cilastatin 250 mg, 500 mg RECON SOLUTION MO
INVANZ 1 GRAM RECON SOLUTION Mo

KIMYRSA 1,200 MG RECON SOLUTION Pt

KITABIS PAK 300 MG/5 ML SOLUTION FOR NEBULIZATION Pt
KLARON 10 % SUSPENSION Mo

levofloxacin 25 mg/ml, 250 mg/10 ml SOLUTION MO

levofloxacin 250 mg, 750 mg TABLET MO

levofloxacin 500 mg TABLET MO

lﬁ(\)/oﬂoxacin in d5w 250 mg/50 ml, 500 mg/100 ml, 750 mg/150 ml PIGGYBACK

PA

QL(1 per 30 days)
PA
QL(118 per 30 days)
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LINCOCIN 300 MG/ML SOLUTION Mo

lincomycin 300 mg/ml SOLUTION MO

linezolid 100 mq/5 ml SUSPENSION FOR RECONSTITUTION Pt

linezolid 600 mg TABLET MO

linezolid in dextrose 5% 600 mg/300 ml PIGGYBACK MO

linezolid-0.9% sodium chloride 600 mg/300 ml PARENTERAL SOLUTION M@
MACROBID 100 MG CAPSULE Mo

MACRODANTIN 100 MG, 25 MG, 50 MG CAPSULE Mo

meropenem 1 gram, 500 mg RECON SOLUTION MO

moeropenem—OQ% sodium chloride 1 gram/50 ml, 500 mg/50 ml PIGGYBACK

QL(1800 per 30 days)
QL(60 per 30 days)

—= W W= = = D W

methenamine hippurate 1 gram TABLET MO
METRO I.V. 500 MG/100 ML PIGGYBACK Mo
METROCREAM 0.75 % CREAM Mo
METROGEL 1 % GEL Mo

METROLOTION 0.75 % LOTION Mo
metronidazole 0.75 % CREAM MO
metronidazole 0.75 % LOTION MO

PA
ST
PA
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metronidazole 0.75 %, 0.75 % (37.5mg/5 gram), 1 %, 1.3 % (65 mg/5 gram)
GEL MO

—

REQUIREMENTS

metronidazole 1 % GEL WITH PUMP MO

metronidazole 250 mq, 500 mq TABLET MO

metronidazole 375 mq CAPSULE MO

QL(320 per 30 days)

metronidazole in nacl (iso-os) 500 mg/100 ml PIGGYBACK MO

MINOCIN 100 MG RECON SOLUTION Pt

PA

minocycline 100 mg, 50 mgq, 75 mq CAPSULE MO

minocycline 100 mg, 50 mq, 75 mq TABLET MO

minocycline 105 mg, 115 mg, 135 mg, 45 mg, 55 mg, 65 mg, 80 mg, 90 mg
TABLET, ER 24 HR. MO

T N [ Y o o e N

ST,QL(30 per 30 days)

mondoxyne nl 100 mq CAPSULE MO

mondoxyne nl 75 mq CAPSULE MO

ST,QL(60 per 30 days)

MONODOX 100 MG, 50 MG CAPSULE MO

ST

MONODOX 75 MG CAPSULE Mo

ST,QL(60 per 30 days)

MONUROL 3 GRAM PACKET Mo

morgidox 50 mg CAPSULE MO

ST

moxifloxacin 400 mg TABLET MO
moxifloxacin-sod.ace,sul-water 400 mg/250 ml PIGGYBACK MO

moxifloxacin-sod.chloride(iso) 400 mg/250 ml PIGGYBACK M©
nafcillin 1 gram, 10 gram, 2 gram RECON SOLUTION MO

nafcillin in dextrose iso-osm 1 gram/50 ml, 2 gram/100 ml PIGGYBACK Pt
neomycin 500 mg TABLET MO

nitrofurantoin 25 mg/5 ml, 50 mg/5 ml SUSPENSION Pt
nitrofurantoin macrocrystal 100 mg, 25 mg, 50 mg CAPSULE MO

nitrofurantoin monohyd/m-cryst 100 mg CAPSULE MO
NORITATE 1 % CREAM Pt

ST,QL(60 per 30 days)

NUZYRA 100 MG RECON SOLUTION bt

NUZYRA 150 MG TABLET Pt

QL(30 per 14 days)

ofloxacin 300 mg, 400 mg TABLET MO
ORACEA 40 MG CAPSULE, IR/DR, BIPHASIC M0

ST,QL(30 per 30 days)

ORBACTIV 400 MG RECON SOLUTION Pt

e O A I R e e N e R e T e R e e e P N (GO R (USRI (USRI e

oxacillin 1 gram, 10 gram, 2 gram RECON SOLUTION Mo

1

QL(3 per 28 days)
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oxacillin in dextrose(iso-osm) 1 gram/50 ml, 2 gram/50 ml PIGGYBACK MO

paromomycin 250 mg CAPSULE MO 1
penicillin g pot in dextrose 1 million unit/50 ml, 2 million unit/50 ml, 3 million

unit/50 ml PIGGYBACK MO

penicillin g potassium 20 million unit, 5 million unit RECON SOLUTION MO
penicillin g procaine 1.2 million unit/2 ml, 600,000 unit/ml SYRINGE M©
penicillin g sodium 5 million unit RECON SOLUTION MO

penicillin v potassium 125 mg/5 ml, 250 mg/5 ml RECON SOLUTION MO
penicillin v potassium 250 mg, 500 mg TABLET MO

pfizerpen-g 20 million unit, 5 million unit RECON SOLUTION MO
piperacillin-tazobactam 13.5 gram, 2.25 gram, 3.375 gram, 4.5 gram, 40.5

gram RECON SOLUTION Mo

polymyxin b sulfate 500,000 unit RECON SOLUTION MO

PRIMAXIN IV 500 MG RECON SOLUTION Mo

PRIMSOL 50 MG/5 ML SOLUTION Mo

RECARBRIO 1.25 GRAM RECON SOLUTION Pt

rosadan 0.75 % CREAM MO

rosadan 0.75 % GEL MO

SEYSARA 100 MG, 150 MG, 60 MG TABLET Pt

SIVEXTRO 200 MG RECON SOLUTION Pt

SIVEXTRO 200 MG TABLET Pt

SOLODYN 105 MG, 115 MG, 55 MG, 65 MG, 80 MG TABLET, ER 24 HR. Pt
SOLOSEC 2 GRAM DR GRANULES IN PACKET Mo

streptomycin 1 gram RECON SOLUTION Pt

sulfacetamide sodium 10 % OINTMENT MO

sulfacetamide sodium (acne) 10 % SUSPENSION MO

sulfadiazine 500 mg TABLET MO

sulfamethoxazole-trimethoprim 200-40 mg/5 ml SUSPENSION MO
sulfamethoxazole-trimethoprim 400-80 mg TABLET MO
sulfamethoxazole-trimethoprim 400-80 mg/5 ml SOLUTION MO
sulfamethoxazole-trimethoprim 800-160 mg TABLET MO
TARGADOX 50 MG TABLET Mo

tazicef 1 gram, 2 gram, 6 gram RECON SOLUTION MO 1

Need more information about the indicators displayed by the drug names? Please go to page 10. Need more
information about the utilization management requirements? Please go to page 6.
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DRUG NAME UTILIZATION
MANAGEMENT

REQUIREMENTS

TEFLARO 400 MG, 600 MG RECON SOLUTION bt

tetracycline 250 mg, 500 mg CAPSULE MO

tetracycline 250 mg, 500 mg TABLET Pt

tigecycline 50 mg RECON SOLUTION Pt

tinidazole 250 mg, 500 mg TABLET MO

TOBI 300 MG/5 ML SOLUTION FOR NEBULIZATION bt
tobramycin 300 mg/4 ml SOLUTION FOR NEBULIZATION Pt
tobramycin in 0.225 % nacl 300 mg/5 ml SOLUTION FOR NEBULIZATION Pt
tobramycin sulfate 1.2 gram RECON SOLUTION Pt

tobramycin sulfate 10 mg/ml, 40 mg/ml SOLUTION MO
trimethoprim 100 mg TABLET MO

TYGACIL 50 MG RECON SOLUTION bt

UNASYN 1.5 GRAM, 15 GRAM, 3 GRAM RECON SOLUTION Mo
VABOMERE 2 GRAM RECON SOLUTION bt

VANCOCIN 125 MG CAPSULE Mo

VANCOCIN 250 MG CAPSULE Pt
vancomycin 1,000 mg, 1.25 gram, 1.5 gram, 10 gram, 25 mg/ml, 5 gram, 50

ma/ml, 500 mq, 750 mq RECON SOLUTION Mo
vancomycin 1.75 gram, 2 gram RECON SOLUTION MO
vancomycin 125 mq CAPSULE MO

vancomycin 250 mg CAPSULE MO
vancomycin in 0.9 % sodium chl 1 gram/200 ml, 500 mg/100 ml, 750 mg/150

ml PIGGYBACK MO
vancomycin in dextrose 5 % 1 gram/200 ml, 500 mg/100 ml, 750 mg/150 ml 3

PIGGYBACK MO

VANCOMYCIN IN DEXTROSE 5 % 1.25 GRAM/250 ML, 1.5 GRAM/300 ML 3
PIGGYBACK Mo
vancomycin-diluent combo no.1 1 gram/200 ml, 1.25 gram/250 ml, 1.5 3
gram/300 ml, 1.75 gram/350 ml, 2 gram/400 ml, 500 mg/100 ml, 750 mg/150

ml PIGGYBACK MO
VANDAZOLE 0.75 % (37.5MG/5 GRAM) GEL MO 3
VIBATIV 750 MG RECON SOLUTION Pt
VIBRAMYCIN 100 MG CAPSULE Mo 3

PA
PA
BvsD

QL(84 per 14 days)
PA,QL(120 per 30 days)
PA,QL(240 per 30 days)
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QL(120 per 30 days)
QL(240 per 30 days)
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DRUG NAME

UTILIZATION

MANAGEMENT

VIBRAMYCIN (CALCIUM) 50 MG/5 ML SYRUP Mo

REQUIREMENTS

ST

XACIATO 2 % GEL Mo

XERAVA 100 MG, 50 MG RECON SOLUTION Mo

ZEMDRI 50 MG/ML SOLUTION Pt

ZERBAXA 1.5 GRAM RECON SOLUTION Pt

ZITHROMAX 1 GRAM PACKET Mo

ZITHROMAX 100 MG/5 ML, 200 MG/5 ML SUSPENSION FOR
RECONSTITUTION Mo

w w |

ZITHROMAX 250 MG, 500 MG TABLET Mo

ZITHROMAX 500 MG RECON SOLUTION Mo

ZITHROMAX TRI-PAK 500 MG TABLET MO

ZITHROMAX Z-PAK 250 MG TABLET MO

ZOSYN IN DEXTROSE (ISO-OSM) 2.25 GRAM/50 ML, 3.375 GRAM/50 ML, 4.5
GRAM/100 ML PIGGYBACK MO

w W W W W

ZYVOX 100 MG/5 ML SUSPENSION FOR RECONSTITUTION Pt

PA,QL(1800 per 30 days)

ZYVOX 200 MG/100 ML, 600 MG/300 ML PIGGYBACK Mo

ZYVOX 600 MG TABLET Pt

PA,QL(60 per 30 days)

ANTICONVULSANTS

APTIOM 200 MG, 400 MG TABLET Pt

PA,QL(30 per 30 days)

APTIOM 600 MG, 800 MG TABLET Pt

PA,QL(60 per 30 days)

BANZEL 200 MG TABLET Pt

PA,QL(480 per 30 days)

BANZEL 40 MG/ML SUSPENSION Pt

PA,QL(2760 per 30 days)

BANZEL 400 MG TABLET Pt

PA,QL(240 per 30 days)

BRIVIACT 10 MG, 100 MG, 25 MG, 50 MG, 75 MG TABLET Pt

PA,QL(60 per 30 days)

BRIVIACT 10 MG/ML SOLUTION Pt

PA,QL(600 per 30 days)

BRIVIACT 50 MG/5 ML SOLUTION Pt

PA

carbamazepine 100 mg CHEWABLE TABLET MO

carbamazepine 100 mg, 200 mg, 300 mg CAPSULE ER MULTIPHASE 12 HR. MO

carbamazepine 100 mg, 200 mg, 400 mg TABLET, ER 12 HR. M©

ﬁl%rbamazepine 100 mg/5 ml, 100 mg/5 ml (5 ml), 200 mg/10 ml SUSPENSION

[T i e o T - O I =T 1 S 0 R S S R

carbamazepine 200 mg TABLET MO

1

CARBATROL 100 MG, 200 MG, 300 MG CAPSULE ER MULTIPHASE 12 HR. MO

3
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DRUG NAME

UTILIZATION

MANAGEMENT

CELONTIN 300 MG CAPSULE Mo

REQUIREMENTS

CEREBYX 100 MG PE/2 ML, 500 MG PE/10 ML SOLUTION Mo

clobazam 10 mqg, 20 mq TABLET Pt

PA

clobazam 2.5 mg/ml SUSPENSION Pt

PA

DEPAKOTE 125 MG, 250 MG, 500 MG TABLET, DR/EC MO

DEPAKOTE ER 250 MG, 500 MG TABLET, ER 24 HR. MO

DEPAKOTE SPRINKLES 125 MG CAPSULE, DR SPRINKLE MO

DIACOMIT 250 MG, 500 MG CAPSULE Pt

PA,QL(180 per 30 days)

DIACOMIT 250 MG, 500 MG POWDER IN PACKET Pt

PA,QL(180 per 30 days)

DIASTAT 2.5 MGKIT Pt

PA

DIASTAT ACUDIAL 12.5-15-17.5-20 MG, 5-7.5-10 MG KIT Pt

PA

diazepam 12.5-15-17.5-20 mg, 2.5 mg, 5-7.5-10 mg KIT P+

DILANTIN 30 MG CAPSULE MO

DILANTIN EXTENDED 100 MG CAPSULE MO

DILANTIN INFATABS 50 MG CHEWABLE TABLET MO

DILANTIN-125 125 MG/5 ML SUSPENSION MO

divalproex 125 mg CAPSULE, DR SPRINKLE MO

divalproex 125 mg, 250 mg, 500 mqg TABLET, DR/EC MO

divalproex 250 mg, 500 mg TABLET, ER 24 HR. MO

EPIDIOLEX 100 MG/ML SOLUTION Pt

PA

epitol 200 mg TABLET MO

EPRONTIA 25 MG/ML SOLUTION Mo

PA,QL(480 per 30 days)

MNP R R R WWRRNERRFRRFPRWRRFRRFEREPE W WSS WwwweFE - ww

EQUETRO 100 MG, 200 MG, 300 MG CAPSULE ER MULTIPHASE 12 HR. MO PA
ethosuximide 250 mg CAPSULE MO

ethosuximide 250 mg/5 ml SOLUTION MO

felbamate 400 mg, 600 mg TABLET MO

felbamate 600 mg/5 ml SUSPENSION MO

FELBATOL 400 MG, 600 MG TABLET bt PA
FELBATOL 600 MG/5 ML SUSPENSION bt PA
FINTEPLA 2.2 MG/ML SOLUTION DPLLA PA,QL(360 per 30 days)
fosphenytoin 100 mg pe/2 ml, 500 mg pe/10 ml SOLUTION MO

FYCOMPA 0.5 MG/ML SUSPENSION Pt PA,QL(680 per 28 days)

Need more information about the indicators displayed by the drug names? Please go to page 10. Need more

information about the utilization management requirements? Please go to page 6.

AV - ACIP Covered Part D vaccines « BvsD - Part B vs Part D « CI - Covered Insulin Products « DL - Dispensing Limit « LA
- Limited Access « MO - Mail Order « PA - Prior Authorization « PDS - BD/HTL-Droplet are the Preferred Diabetic

Supplies * QL - Quantity Limit « ST - Step Therapy

2025 HUMANA MEDICARE EMPLOYER PLAN FORMULARY UPDATED 10/15/2024 - 33




DRUG NAME UTILIZATION

MANAGEMENT
REQUIREMENTS
FYCOMPA 10 MG, 12 MG, 4 MG, 6 MG, 8 MG TABLET Pt b PA,QL(30 per 30 days)
FYCOMPA 2 MG TABLET MO 3 PA,QL(30 per 30 days)
gabapentin 100 mg, 300 mg, 400 mg CAPSULE MO 1 QL(270 per 30 days)
%bapentin 250 mg/5 ml, 250 mg/5 ml (5 ml), 300 mg/6 ml (6 ml) SOLUTION 1 QL(2250 per 30 days)
gabapentin 600 mg, 800 mqg TABLET MO 1 QL(180 per 30 days)
GABITRIL 12 MG, 16 MG, 2 MG, 4 MG TABLET Pt 4 PA
KEPPRA 1,000 MG, 500 MG, 750 MG TABLET Pt 4 PA
KEPPRA 100 MG/ML, 500 MG/5 ML SOLUTION Pt 4 PA
KEPPRA 250 MG TABLET MO 3 PA
KEPPRA XR 500 MG TABLET, ER 24 HR. Pt b PA,QL(180 per 30 days)
KEPPRA XR 750 MG TABLET, ER 24 HR. Pt b PA,QL(120 per 30 days)
lacosamide 10 mg/ml SOLUTION MO 1 QL(1395 per 30 days)
lacosamide 100 mg, 150 mg, 200 mg, 50 mg TABLET MO 1 QL(60 per 30 days)
lacosamide 200 mg/20 ml SOLUTION Pt 4
LAMICTAL 100 MG, 150 MG, 200 MG, 25 MG TABLET Pt 4
LAMICTAL 25 MG, 5 MG TABLET, CHEWABLE DISPERSIBLE Pt 4
LAMICTAL ODT 100 MG, 200 MG, 25 MG, 50 MG TABLET, DISINTEGRATING Pt 4
LAMICTAL ODT STARTER (BLUE) 25 MG (21) -50 MG (7) TABLET, 4
DISINTEGRATING,DOSE PK Pt
LAMICTAL ODT STARTER (GREEN) 50 MG (42) -100 MG (14) TABLET, 4
DISINTEGRATING,DOSE PK Pt
LAMICTAL ODT STARTER (ORANGE) 25 MG(14)-50 MG (14)-100 MG (7) 4
TABLET, DISINTEGRATING,DOSE PK Pt
LAMICTAL STARTER (BLUE) KIT 25 MG (35) TABLET, DOSE PACK MO 3
LAMICTAL STARTER (GREEN) KIT 25 MG (84) -100 MG (14) TABLET, DOSE 3
PACK Mo
LAMICTAL STARTER (ORANGE) KIT 25 MG (42) -100 MG (7) TABLET, DOSE 3
PACK Mo
LAMICTDALL XR 100 MG, 200 MG, 25 MG, 250 MG, 300 MG, 50 MG TABLET, ER 4
24 HR.
IM%MICTAL XR STARTER (BLUE) 25 MG (21) -50 MG (7) TABLET, ER, DOSE PACK 3
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DRUG NAME

UTILIZATION
MANAGEMENT

LAMICTAL XR STARTER (GREEN) 50 MG(14)-100MG (14)-200 MG (7) TABLET,
ER, DOSE PACK Mo

REQUIREMENTS

LAMICTAL XR STARTER (ORANGE) 25MG (14)-50 MG (14)-100MG (7) TABLET,
ER, DOSE PACK Mo

lamotrigine 100 mg, 150 mg, 200 mq, 25 mq TABLET MO

lamotrigine 100 mg, 200 mq, 25 mg, 250 mg, 300 mg, 50 mg TABLET, ER 24
HR. Mo

lamotrigine 100 mg, 200 mg, 25 mg, 50 mq TABLET, DISINTEGRATING MO

lamotrigine 25 mg (21) -50 mg (7), 25 mg(14)-50 mg (14)-100 mq (7), 50 mg
(42) -100 mq (14) TABLET, DISINTEGRATING,DOSE PK MO

lamotrigine 25 mg (35), 25 mg (42) -100 mg (7), 25 mg (84) -100 mg (14)
TABLET, DOSE PACK MO

lamotrigine 25 mq, 5 mqg TABLET, CHEWABLE DISPERSIBLE MO

levetiracetam 1,000 mg, 250 mq, 750 mqg TABLET MO

levetiracetam 100 mag/ml, 500 mq/5 ml SOLUTION Mo

levetiracetam 500 mq TABLET MO

levetiracetam 500 mq TABLET, ER 24 HR. MO

QL(180 per 30 days)

levetiracetam 500 mq/5 ml (5 ml) SOLUTION MO

QL(900 per 30 days)

levetiracetam 750 mq TABLET, ER 24 HR. MO

QL(120 per 30 days)

levetiracetam in nacl (iso-os) 1,000 mg/100 ml, 1,500 mg/100 ml, 500 mg/100
ml PIGGYBACK M@

[N\ N\ TSR N NN S (L N L N L N LY

LIBERVANT 10 MG, 12.5 MG, 15 MG, 5 MG, 7.5 MG FILM Pt

QL(10 per 30 days)

methsuximide 300 mg CAPSULE MO

MOTPOLY XR 100 MG, 150 MG, 200 MG CAPSULE, ER 24 HR. Pt

PA,QL(60 per 30 days)

MYSOLINE 250 MG, 50 MG TABLET Pt

PA

NAYZILAM 5 MG/SPRAY (0.1 ML) SPRAY, NON-AEROSOL Pt

QL(10 per 30 days)

NEMBUTAL SODIUM 50 MG/ML SOLUTION Mo

NEURONTIN 100 MG, 300 MG, 400 MG CAPSULE Mo

PA,QL(270 per 30 days)

NEURONTIN 250 MG/5 ML SOLUTION Mo

PA,QL(2250 per 30 days)

NEURONTIN 600 MG, 800 MG TABLET Pt

PA,QL(180 per 30 days)

ONFI 10 MG, 20 MG TABLET Pt

PA

ONFI 2.5 MG/ML SUSPENSION Pt

PA

oxcarbazepine 150 mg, 300 mg, 600 mg TABLET MO

_ W W W=
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DRUG NAME UTILIZATION
MANAGEMENT
REQUIREMENTS
oxcarbazepine 150 mg, 300 mg, 600 mg TABLET, ER 24 HR. P- ST
oxcarbazepine 300 mg/5 ml (60 mg/ml) SUSPENSION MO
OXTELLAR XR 150 MG, 300 MG TABLET, ER 24 HR. MO ST
OXTELLAR XR 600 MG TABLET, ER 24 HR. Pt ST

pentobarbital sodium 50 mg/ml SOLUTION MO

phenobarbital 100 mg, 16.2 mq, 32.4 mg, 64.8 mg, 97.2 mg TABLET MO

QL(90 per 30 days)

4

1

3

4

1

1
phenobarbital 15 mg, 60 mg TABLET MO 1 QL(120 per 30 days)
phenobarbital 20 mg/5 ml (4 mg/ml) ELIXIR MO 1 QL(1500 per 30 days)
phenobarbital 30 mg TABLET MO 1 QL(300 per 30 days)
phenobarbital sodium 130 mg/ml, 65 mg/ml SOLUTION Pt 4
PHENYTEK 200 MG, 300 MG CAPSULE Mo 1
phenytoin 100 mg/4 ml, 125 mg/5 ml SUSPENSION MO 1
phenytoin 50 mg CHEWABLE TABLET MO 1
phenytoin sodium 50 mg/ml SOLUTION MO 1
phenytoin sodium 50 mg/ml SYRINGE MO 1
phenytoin sodium extended 100 mg, 200 mg, 300 mg CAPSULE M© 1
primidone 125 mg, 250 mg, 50 mg TABLET MO 1
QUDEXY XR 100 MG, 50 MG CAPSULE ER SPRINKLE 24 HR. MO 3 PA,QL(30 per 30 days)
QUDEXY XR 150 MG, 200 MG CAPSULE ER SPRINKLE 24 HR. Pt b PA,QL(60 per 30 days)
QUDEXY XR 25 MG CAPSULE ER SPRINKLE 24 HR. MO 3 PA,QL(90 per 30 days)
roweepra 1,000 mg, 500 mg, 750 mg TABLET MO 1
roweepra xr 500 mg TABLET, ER 24 HR. MO 1 QL(180 per 30 days)
roweepra xr 750 mg TABLET, ER 24 HR. MO 1 QL(120 per 30 days)
rufinamide 200 mg TABLET MO 1 PA,QL(480 per 30 days)
rufinamide 40 mg/ml SUSPENSION MO 1 PA,QL(2760 per 30 days)
rufinamide 400 mg TABLET MO 1 PA,QL(240 per 30 days)
SABRIL 500 MG POWDER IN PACKET Pt b PA,QL(180 per 30 days)
SABRIL 500 MG TABLET Pt b PA,QL(180 per 30 days)
SEZABY 100 MG RECON SOLUTION Pt 4
SPRITAM 1,000 MG TABLET FOR SUSPENSION Mo 3 ST,QL(90 per 30 days)
SPRITAM 250 MG TABLET FOR SUSPENSION Mo 3 ST,QL(360 per 30 days)
SPRITAM 500 MG TABLET FOR SUSPENSION Mo 3 ST,QL(180 per 30 days)
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DRUG NAME UTILIZATION
MANAGEMENT

REQUIREMENTS

SPRITAM 750 MG TABLET FOR SUSPENSION Mo ST,QL(120 per 30 days)

subvenite 100 mg, 150 mg, 200 mg, 25 mq TABLET M@

subvenite starter (blue) kit 25 mq (35) TABLET, DOSE PACK MO

subvenite starter (green) kit 25 mgq (84) -100 mgq (14) TABLET, DOSE PACK MO

subvenite starter (orange) kit 25 mgq (42) -100 mgq (7) TABLET, DOSE PACK MO

SYMPAZAN 10 MG, 20 MG, 5 MG FILM bt PA,QL(60 per 30 days)

TEGRETOL 100 MG/5 ML SUSPENSION Mo

TEGRETOL 200 MG TABLET Mo

TEGRETOL XR 100 MG, 200 MG, 400 MG TABLET, ER 12 HR. MO

tiagabine 12 mq, 16 mq, 2 mq, 4 mq TABLET MO

TOPAMAX 100 MG, 200 MG, 50 MG TABLET Pt QL(120 per 30 days)

TOPAMAX 15 MG, 25 MG CAPSULE, SPRINKLE Pt

TOPAMAX 25 MG TABLET Mo QL(90 per 30 days)

topiramate 100 mg, 200 mg, 50 mg TABLET MO QL(120 per 30 days)

topiramate 100 mg, 50 mg CAPSULE ER SPRINKLE 24 HR. MO PA,QL(30 per 30 days)

topiramate 100 mg, 50 mg CAPSULE, ER 24 HR. MO PA,QL(30 per 30 days)

topiramate 15 mg, 25 mg CAPSULE, SPRINKLE MO

topiramate 150 mg, 200 mg CAPSULE ER SPRINKLE 24 HR. MO

PA,QL(60 per 30 days

topiramate 200 mg CAPSULE, ER 24 HR. MO

topiramate 25 mg CAPSULE ER SPRINKLE 24 HR. MO

PA,QL(90 per 30 days

topiramate 25 mg CAPSULE, ER 24 HR. MO

( )
PA,QL(60 per 30 days)
( )
( )

PA,QL(90 per 30 days

topiramate 25 mg TABLET MO QL(90 per 30 days)
TRILEPTAL 150 MG TABLET Mo PA
TRILEPTAL 300 MG, 600 MG TABLET Pt PA
TRILEPTAL 300 MG/5 ML (60 MG/ML) SUSPENSION Pt PA
TROKENDI XR 100 MG CAPSULE, ER 24 HR. Pt PA,QL(30 per 30 days)
TROKENDI XR 200 MG CAPSULE, ER 24 HR. Pt PA,QL(60 per 30 days)
TROKENDI XR 25 MG CAPSULE, ER 24 HR. MO PA,QL(90 per 30 days)
TROKENDI XR 50 MG CAPSULE, ER 24 HR. MO PA,QL(30 per 30 days)

valproate sodium 500 mg/5 ml (100 mg/ml) SOLUTION MO

valproic acid 250 mg CAPSULE MO

R, w0 R, WO, WRER,R WP WSS, WW WS W

Need more information about the indicators displayed by the drug names? Please go to page 10. Need more

information about the utilization management requirements? Please go to page 6.

AV - ACIP Covered Part D vaccines « BvsD - Part B vs Part D « CI - Covered Insulin Products « DL - Dispensing Limit « LA
- Limited Access « MO - Mail Order « PA - Prior Authorization « PDS - BD/HTL-Droplet are the Preferred Diabetic

Supplies * QL - Quantity Limit « ST - Step Therapy

2025 HUMANA MEDICARE EMPLOYER PLAN FORMULARY UPDATED 10/15/2024 - 37




DRUG NAME TIER UTILIZATION
MANAGEMENT

REQUIREMENTS

valproic acid (as sodium salt) 250 mg/5 ml, 250 mg/5 ml (5 ml), 500 mg/10 ml 1

(10 ml) SOLUTION Mo

VALTOCO 10 MG/SPRAY (0.1 ML), 15 MG/2 SPRAY (7.5/0.1ML X 2), 20 MG/2 4 QL(10 per 30 days)
SPRAY (10MG/0.1ML X2), 5 MG/SPRAY (0.1 ML) SPRAY, NON-AEROSOL Pt

vigabatrin 500 mg POWDER IN PACKET Pt 4 PA,QL(180 per 30 days)
vigabatrin 500 mg TABLET Pt 4 PA,QL(180 per 30 days)
vigadrone 500 mg POWDER IN PACKET Pt 4 PA,QL(180 per 30 days)
vigadrone 500 mg TABLET Pt 4 PA,QL(180 per 30 days)
VIGAFYDE 100 MG/ML SOLUTION Pt b PA,QL(600 per 25 days)
vigpoder 500 mg POWDER IN PACKET Pt 4 PA,QL(180 per 30 days)
VIMPAT 10 MG/ML SOLUTION Pt b PA,QL(1395 per 30 days)
VIMPAT 100 MG, 150 MG, 200 MG TABLET Pt b PA,QL(60 per 30 days)
VIMPAT 200 MG/20 ML SOLUTION Pt 4 PA

VIMPAT 50 MG TABLET Mo 3 PA,QL(60 per 30 days)
XCOPRI 100 MG, 25 MG, 50 MG TABLET Pt b PA,QL(30 per 30 days)
XCOPRI 150 MG, 200 MG TABLET Pt b PA,QL(60 per 30 days)
XCOPRI MAINTENANCE PACK 250MG/DAY(150 MG X1-100MG X1), 350 4 PA,QL(56 per 28 days)
MG/DAY (200 MG X1-150MG X1) TABLET Pt

XCOPRI TITRATION PACK 12.5 MG (14)- 25 MG (14) TABLET, DOSE PACK MO 3 PA,QL(28 per 28 days)
XCOPRI TITRATION PACK 150 MG (14)- 200 MG (14), 50 MG (14)- 100 MG 4 PA,QL(28 per 28 days)
(14) TABLET, DOSE PACK Pt

ZARONTIN 250 MG CAPSULE Mo 3

ZARONTIN 250 MG/5 ML SOLUTION Mo 1

ZONEGRAN 100 MG, 25 MG CAPSULE bt 4 PA
ZONISADE 100 MG/5 ML SUSPENSION Mo 3 PA,QL(900 per 30 days)
zonisamide 100 mg, 25 mg, 50 mg CAPSULE MO 1

ZTALMY 50 MG/ML SUSPENSION Pt b PA,QL(1080 per 30 days)
ANTIDEMENTIA AGENTS

ADLARITY 10 MG/24 HOUR, 5 MG/24 HOUR PATCH, WEEKLY MO 3 ST,QL(4 per 28 days)
ARICEPT 10 MG TABLET MO 3 PA,QL(60 per 30 days)
ARICEPT 23 MG, 5 MG TABLET Mo 3 PA,QL(30 per 30 days)
donepezil 10 mg TABLET MO 1 QL(60 per 30 days)
donepezil 10 mg, 5 mg TABLET, DISINTEGRATING MO 1 QL(30 per 30 days)
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DRUG NAME UTILIZATION
MANAGEMENT
REQUIREMENTS
donepezil 23 mg TABLET MO 1 QL(30 per 30 days)
donepezil 5 mg TABLET MO 1 QL(30 per 30 days)
ergoloid 1 mg TABLET MO 1
EXELOI\L(P)ATCH 13.3 MG/24 HOUR, 4.6 MG/24 HOUR, 9.5 MG/24 HOUR PATCH, 3 PA,QL(30 per 30 days)
24 HR.
galantamine 12 mg, 4 mg, 8 mg TABLET MO 1 QL(60 per 30 days)
galantamine 16 mg, 24 mg, 8 mg CAPSULE ER PELLETS 24 HR. MO 1 QL(30 per 30 days)
galantamine 4 mg/ml SOLUTION MO 1 QL(200 per 30 days)
memantine 10 mg, 5 mg TABLET MO 1 PA,QL(60 per 30 days)
memantine 14 mg, 21 mg, 28 mg, 7 mg CAPSULE ER SPRINKLE 24 HR. MO 1 PA,QL(30 per 30 days)
memantine 2 mg/ml SOLUTION MO 1 PA,QL(360 per 30 days)
memantine 5-10 mg TABLET, DOSE PACK MO 1 PA,QL(98 per 30 days)
NAMENDA 10 MG TABLET Mo 3 PA,QL(60 per 30 days)
NAMENDA TITRATION PAK 5-10 MG TABLET, DOSE PACK MO 3 PA,QL(98 per 30 days)
NAMENDA XR 14 MG, 21 MG, 28 MG, 7 MG CAPSULE ER SPRINKLE 24 HR. MO 3 PA,QL(30 per 30 days)
NAMENDA XR 7-14-21-28 MG CAPSULE ER SPRINKLE 24 HR. MO 3 PA,QL(28 per 28 days)
NAMZA&C 14-10 MG, 21-10 MG, 28-10 MG, 7-10 MG CAPSULE ER SPRINKLE 2 QL(30 per 30 days)
24 HR.
NAMZARIC 7/14/21/28 MG-10 MG CAPSULE ER SPRINKLE 24 HR. MO 2 QL(28 per 28 days)
RAZADYNE ER 16 MG, 24 MG, 8 MG CAPSULE ER PELLETS 24 HR. MO 3 PA,QL(30 per 30 days)
%Jstigmine 13.3 mg/24 hour, 4.6 mg/24 hour, 9.5 mg/24 hour PATCH, 24 HR. 1 QL(30 per 30 days)
rivastigmine tartrate 1.5 mg, 3 mg CAPSULE MO 1 QL(90 per 30 days)
rivastigmine tartrate 4.5 ma, 6 mg CAPSULE MO 1 QL(60 per 30 days)
ANTIDEPRESSANTS
amitriptyline 10 mg, 100 mg, 150 mg, 50 mg, 75 mg TABLET MO 1
amitriptyline 25 mg TABLET MO 1
amitriptyline-chlordiazepoxide 12.5-5 mg, 25-10 mg TABLET Pt 1
amoxapine 100 mg, 150 mg, 25 mg, 50 mg TABLET MO 1
ANAFRANIL 25 MG, 50 MG, 75 MG CAPSULE Pt 4
APLENZIN 174 MG, 348 MG, 522 MG TABLET, ER 24 HR. Pt b ST,QL(30 per 30 days)
AUVELITY 45-105 MG TABLET, IR/ER, BIPHASIC MO 3 PA,QL(60 per 30 days)
bupropion hcl 100 mg TABLET, SR 12 HR. MO 1 QL(120 per 30 days)
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bupropion hcl 100 mg, 75 mg TABLET MO QL(180 per 30 days)
bupropion hcl 150 mg TABLET, ER 24 HR. MO QL(90 per 30 days)
bupropion hcl 150 mg TABLET, SR 12 HR. MO QL(90 per 30 days)
bupropion hcl 200 mg TABLET, SR 12 HR. MO QL(60 per 30 days)
bupropion hcl 300 mg TABLET, ER 24 HR. MO QL(60 per 30 days)
bupropion hcl 450 mg TABLET, ER 24 HR. MO ST,QL(30 per 30 days)
CELEXA 10 MG, 40 MG TABLET Mo PA,QL(30 per 30 days)
CELEXA 20 MG TABLET MO PA,QL(60 per 30 days)

citalopram 10 mg, 40 mg TABLET MO

QL(30 per 30 days)

citalopram 10 mg/5 ml SOLUTION MO

1

1

1

1

1

1

3

3

1

1
citalopram 20 mg TABLET MO 1 QL(60 per 30 days)
CITALOPRAM 30 MG CAPSULE Mo 3 QL(30 per 30 days)
clomipramine 25 mg, 50 mq, 75 mg CAPSULE MO 1
desipramine 10 mg, 100 mg, 150 mg, 25 mg, 50 mg, 75 mg TABLET MO 1
desvenlafaxine 100 mg, 50 mq TABLET, ER 24 HR. MO 3 ST,QL(30 per 30 days)
desvenlafaxine succinate 100 mg, 25 mg, 50 mg TABLET, ER 24 HR. MO 1 QL(30 per 30 days)
EFFEXOR XR 150 MG CAPSULE, ER 24 HR. MO 3 PA,QL(60 per 30 days)
EFFEXOR XR 37.5 MG, 75 MG CAPSULE, ER 24 HR. MO 3 PA,QL(90 per 30 days)
EMSAM 12 MG/24 HR, 6 MG/24 HR, 9 MG/24 HR PATCH, 24 HR. Pt b PA,QL(30 per 30 days)
escitalopram oxalate 10 mg TABLET MO 1 QL(45 per 30 days)
escitalopram oxalate 20 mg, 5 mg TABLET MO 1 QL(30 per 30 days)
escitalopram oxalate 5 mg/5 ml SOLUTION MO 1 QL(600 per 30 days)
FETZIMA 120 MG, 20 MG, 40 MG, 80 MG CAPSULE, ER 24 HR. MO 3 PA,QL(30 per 30 days)
FETZIMA 20 MG (2)- 40 MG (26) CAPSULE, ER 24 HR. MO 3 PA,QL(28 per 28 days)
fluoxetine 10 mg CAPSULE MO 1 QL(60 per 30 days)
fluoxetine 10 mg TABLET MO 1 QL(240 per 30 days)
fluoxetine 20 mg CAPSULE MO 1 QL(120 per 30 days)
fluoxetine 20 mg TABLET MO 1 QL(120 per 30 days)
fluoxetine 20 mg/5 ml (4 mg/ml) SOLUTION MO 1
fluoxetine 40 mg CAPSULE MO 1 QL(60 per 30 days)
fluoxetine 60 mg TABLET MO 1 QL(30 per 30 days)
fluoxetine 90 mg CAPSULE, DR/EC MO 1 QL(4 per 28 days)
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fluvoxamine 100 mg, 150 mg CAPSULE, ER 24 HR. MO 1 QL(60 per 30 days)
fluvoxamine 100 mg, 25 mg, 50 mg TABLET MO 1 QL(90 per 30 days)
FORFIVO XL 450 MG TABLET, ER 24 HR. MO 3 ST,QL(30 per 30 days)
imipramine hcl 10 mg, 25 mg, 50 mg TABLET MO 1
imipramine pamoate 100 mg, 125 mg, 150 mg, 75 mg CAPSULE MO 1
LEXAPRO 10 MG TABLET MO 3 PA,QL(45 per 30 days)
LEXAPRO 20 MG, 5 MG TABLET MO 3 PA,QL(30 per 30 days)
MARPLAN 10 MG TABLET MO 3
mirtazapine 15 mg, 30 mg, 45 mg TABLET, DISINTEGRATING MO 1 QL(30 per 30 days)
mirtazapine 15 mg, 30 mg, 7.5 mg TABLET MO 1
mirtazapine 45 mg TABLET MO 1
NARDIL 15 MG TABLET Mo 3
nefazodone 100 mg, 150 mg, 200 mg, 250 mg, 50 mg TABLET MO 1
NORPRAMIN 10 MG, 25 MG TABLET MO 3
nortriptyline 10 mg, 25 mg, 50 mg, 75 mg CAPSULE M 1
nortriptyline 10 mg/5 ml SOLUTION MO 1
olanzapine-fluoxetine 12-25 mg, 12-50 mg, 3-25 mg, 6-25 mg, 6-50 mg 1 QL(30 per 30 days)
CAPSULE Mo
PAMELOR 10 MG, 25 MG, 50 MG, 75 MG CAPSULE Pt 4
PARNATE 10 MG TABLET Pt 4
paroxetine hcl 10 mg, 20 mg TABLET MO 1 QL(30 per 30 days)
paroxetine hcl 10 mg/5 ml SUSPENSION MO 1
paroxetine hcl 12.5 mg, 37.5 mg TABLET, ER 24 HR. MO 1 QL(60 per 30 days)
paroxetine hcl 25 mg TABLET, ER 24 HR. MO 1 QL(90 per 30 days)
paroxetine hcl 30 mg, 40 mg TABLET MO 1 QL(60 per 30 days)
paroxetine mesylate(menop.sym) 7.5 mg CAPSULE MO 1 QL(30 per 30 days)
PAXIL 10 MG, 20 MG TABLET MO 3 QL(30 per 30 days)
PAXIL 10 MG/5 ML SUSPENSION Mo 3 PA
PAXIL 30 MG, 40 MG TABLET MO 3 QL(60 per 30 days)
PAXIL CR 12.5 MG, 37.5 MG TABLET, ER 24 HR. MO 3 QL(60 per 30 days)
PAXIL CR 25 MG TABLET, ER 24 HR. MO 3 QL(90 per 30 days)
perphenazine-amitriptyline 2-10 mg, 2-25 mg, 4-10 mg, 4-25 mg, 4-50 mg 1
TABLET Mo
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PEXEVA 10 MG, 20 MG TABLET Mo 3 QL(30 per 30 days)

PEXEVA 30 MG TABLET MO 3 QL(60 per 30 days)

phenelzine 15 mg TABLET MO 1

PRISTIQ 100 MG, 25 MG, 50 MG TABLET, ER 24 HR. MO 3 PA,QL(30 per 30 days)

protriptyline 10 mg, 5 mg TABLET MO 1

PROZAC 10 MG, 40 MG CAPSULE bt b PA,QL(60 per 30 days)

PROZAC 20 MG CAPSULE Pt b PA,QL(120 per 30 days)

REMERON 15 MG, 30 MG TABLET Mo 3

REMERON SOLTAB 15 MG, 30 MG, 45 MG TABLET, DISINTEGRATING MO 3 QL(30 per 30 days)

sertraline 100 mg TABLET MO 1 QL(60 per 30 days)

SERTRALINE 150 MG, 200 MG CAPSULE Mo 3 QL(30 per 30 days)

sertraline 20 mg/ml CONCENTRATE MO 1

sertraline 25 mg, 50 mq TABLET MO 1 QL(90 per 30 days)

SYMBYAX 12-50 MG, 3-25 MG, 6-25 MG, 6-50 MG CAPSULE Mo 3 PA,QL(30 per 30 days)

tranylcypromine 10 mg TABLET MO 1

trazodone 100 mg, 150 mg, 50 mg TABLET MO 1

trazodone 300 mg TABLET MO 1

trimipramine 100 mg, 25 mg, 50 mg CAPSULE MO 1

TRINTELLIX 10 MG, 20 MG, 5 MG TABLET MO 3 ST,QL(30 per 30 days)

venlafaxine 100 mg, 25 mg, 37.5 mg, 50 mg, 75 mg TABLET MO 1

venlafaxine 150 mg CAPSULE, ER 24 HR. MO 1 QL(60 per 30 days)

venlafaxine 150 mg, 225 mg, 37.5 mg TABLET, ER 24 HR. MO 1 QL(30 per 30 days)

venlafaxine 37.5 mg CAPSULE, ER 24 HR. MO 1 QL(90 per 30 days)

venlafaxine 75 mg CAPSULE, ER 24 HR. MO 1 QL(90 per 30 days)

venlafaxine 75 mg TABLET, ER 24 HR. MO 1 QL(60 per 30 days)

VENLAFAXINE BESYLATE 112.5 MG TABLET, ER 24 HR. MO 3 QL(60 per 30 days)

VIIBRYD 10 MG (7)- 20 MG (23) TABLET, DOSE PACK MO 3 PA,QL(30 per 30 days)

VIIBRYD 10 MG, 20 MG, 40 MG TABLET MO 3 PA,QL(30 per 30 days)

vilazodone 10 mg, 20 mg, 40 mg TABLET MO 1 PA,QL(30 per 30 days)

WELLBUTRIN SR 100 MG TABLET, SR 12 HR. MO 3 PA,QL(120 per 30 days)

WELLBUTRIN SR 150 MG TABLET, SR 12 HR. MO 3 PA,QL(90 per 30 days)

WELLBUTRIN SR 200 MG TABLET, SR 12 HR. MO 3 PA,QL(60 per 30 days)

Need more information about the indicators displayed by the drug names? Please go to page 10. Need more

information about the utilization management requirements? Please go to page 6.

AV - ACIP Covered Part D vaccines « BvsD - Part B vs Part D « CI - Covered Insulin Products « DL - Dispensing Limit « LA
- Limited Access « MO - Mail Order « PA - Prior Authorization « PDS - BD/HTL-Droplet are the Preferred Diabetic

Supplies * QL - Quantity Limit « ST - Step Therapy

42 - 2025 HUMANA MEDICARE EMPLOYER PLAN FORMULARY UPDATED 10/15/2024




DRUG NAME UTILIZATION

MANAGEMENT

REQUIREMENTS
WELLBUTRIN XL 150 MG TABLET, ER 24 HR. Pt b PA,QL(90 per 30 days)
WELLBUTRIN XL 300 MG TABLET, ER 24 HR. Pt b PA,QL(60 per 30 days)
ZOLOFT 100 MG TABLET Mo 3 PA,QL(60 per 30 days)
ZOLOFT 20 MG/ML CONCENTRATE Mo 3 PA
ZOLOFT 25 MG, 50 MG TABLET MO 3 PA,QL(90 per 30 days)
ZULRESSO 5 MG/ML SOLUTION Pt b PA,QL(100 per 365 days)
ZURZUVAE 20 MG, 25 MG CAPSULE Pt b PA,QL(28 per 365 days)
ZURZUVAE 30 MG CAPSULE Pt 4 PA,QL(14 per 365 days)
ANTIEMETICS
AKYNZEOQ (FOSNETUPITANT) 235 MG-0.25 MG /20 ML SOLUTION Pt 4 PA,QL(80 per 28 days)
AKYNZEO (FOSNETUPITANT) 235-0.25 MG RECON SOLUTION Pt 4 PA,QL(4 per 28 days)
AKYNZEO (NETUPITANT) 300-0.5 MG CAPSULE MO 3 PA
ANTIVERT 25 MG CHEWABLE TABLET MO 3
ANTIVERT 50 MG TABLET Mo 3
ANZEMET 50 MG TABLET MO 3 BvsD,QL(4 per 28 days)
APONVIE 32 MG/4.4 ML (7.2 MG/ML) EMULSION MO 3
aprepitant 125 mgq (1)- 80 mg (2) CAPSULE, DOSE PACK MO 1 BvsD
aprepitant 125 mg, 40 mg CAPSULE MO 1 BvsD,QL(2 per 28 days)
aprepitant 80 mg CAPSULE MO 1 BvsD,QL(4 per 28 days)
BONJESTA 20-20 MG TABLET, IR, DR, BIPHASIC MO 3 QL(60 per 30 days)
CINVANTI 130 MG/18 ML (7.2 MG/ML) EMULSION MO 3 PA,QL(36 per 28 days)
COMPAZINE 10 MG, 5 MG TABLET Mo 3 BvsD
COMPAZINE 25 MG SUPPQSITORY Mo 1
compro 25 mg SUPPOSITORY MO 1
DICLEGIS 10-10 MG TABLET, DR/EC MO 3 QL(120 per 30 days)
dimenhydrinate 50 mg/ml SOLUTION MO 1
doxylamine-pyridoxine (vit b6) 10-10 mg TABLET, DR/ECMO 1 QL(120 per 30 days)
dronabinol 10 mg, 2.5 mg, 5 mg CAPSULE M© 1 BvsD,QL(120 per 30 days)
EMEND 125 MG (1)- 80 MG (2) CAPSULE, DOSE PACK MO 3 BvsD
EMEND 125 MG (25 MG/ ML FINAL CONC.) SUSPENSION FOR 3 BvsD,QL(3 per 28 days)
RECONSTITUTION Mo
EMEND 80 MG CAPSULE Mo 3 BvsD,QL(4 per 28 days)
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EMEND (FOSAPREPITANT) 150 MG RECON SOLUTION Mo PA
FOCINVEZ 150 MG/50 ML (3 MG/ML) SOLUTION Mo PA
fosaprepitant 150 mg RECON SOLUTION MO PA

GIMOTI 15 MG/SPRAY SPRAY WITH PUMP Bt

PA,QL(9.8 per 28 days)

granisetron (pf) 1 mg/ml (1 ml), 100 mcg/ml SOLUTION MO

granisetron hcl 1 mq TABLET MO

BvsD,QL(28 per 28 days)

granisetron hcl 1 mg/ml, 1 mg/ml (1 ml) SOLUTION MO

MARINOL 10 MG, 2.5 MG, 5 MG CAPSULE Pt

BvsD,QL(120 per 30 days)

meclizine 12.5 mg TABLET MO

meclizine 25 mqg TABLET MO

meclizine 50 mq TABLET MO

metoclopramide hcl 10 mg, 5 mg TABLET MO

metoclopramide hcl 5 mg/5 ml, 5 mg/ml SOLUTION MO

metoclopramide hcl 5 mg/ml SYRINGE MO

ondansetron 16 mq TABLET, DISINTEGRATING Pt

BvsD

ondansetron 4 mq TABLET, DISINTEGRATING MO

BvsD

ondansetron 8 mq TABLET, DISINTEGRATING MO

BvsD

ondansetron hcl 2 mg/ml SOLUTION MO

ondansetron hcl 4 mg TABLET MO

BvsD

ondansetron hcl 4 mag/5 ml SOLUTION MO

BvsD,QL(450 per 30 days)

ondansetron hcl 8 mg TABLET MO

BvsD

ondansetron hcl (pf) 4 mg/2 ml SOLUTION MO

ondansetron hcl (pf) 4 mg/2 ml SYRINGE MO

PHENERGAN 25 MG/ML, 50 MG/ML SOLUTION Mo

prochlorperazine 25 mg SUPPOSITORY MO

prochlorperazine edisylate 10 mg/2 ml (5 mg/ml), 5 mg/ml SOLUTION MO

prochlorperazine maleate 10 mg, 5 mg TABLET MO

BvsD

promethazine 12.5 mg, 25 mg, 50 mg SUPPOSITORY MO

promethazine 12.5 mg, 50 mg TABLET MO

promethazine 25 mg TABLET MO

promethazine 25 mg/ml, 50 mg/ml SOLUTION MO

promethazine 6.25 mg/5 ml SYRUP MO
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promethegan 12.5 mg, 25 mg, 50 mg SUPPOSITORY MO 1

REGLAN 10 MG, 5 MG TABLET MO 3

SANCUSO 3.1 MG/24 HOUR PATCH, WEEKLY Pt b PA,QL(4 per 30 days)
scopolamine base 1 mq over 3 days PATCH, 3 DAY MO 1 QL(10 per 30 days)
TIGAN 100 MG/ML SOLUTION Mo 3

TRANSDERM-SCOP 1 MG OVER 3 DAYS PATCH, 3 DAY Mo 3 QL(10 per 30 days)
trimethobenzamide 300 mg CAPSULE MO 1 BvsD
VARUBI 90 MG TABLET MO 3 PA
ANTIFUNGALS

ABELCET 5 MG/ML SUSPENSION Mo BvsD
AMBISOME 50 MG SUSPENSION FOR RECONSTITUTION Pt BvsD
amphotericin b 50 mg RECON SOLUTION Mo BvsD
amphotericin b liposome 50 mg SUSPENSION FOR RECONSTITUTION Pt BvsD
ANCOBON 250 MG, 500 MG CAPSULE Mo

CANCIDAS 50 MG, 70 MG RECON SOLUTION bt PA
caspofungin 50 mg, 70 mg RECON SOLUTION MO

ciclodan 8 % SOLUTION Mo QL(13.2 per 30 days)
ciclopirox 0.77 % CREAM MO QL(90 per 30 days)
ciclopirox 0.77 % GEL MO QL(100 per 30 days)
ciclopirox 0.77 % SUSPENSION MO QL(60 per 30 days)
ciclopirox 1 % SHAMPOO M° QL(120 per 30 days)

ciclopirox 8 % SOLUTION MO

QL(13.2 per 30 days)

clotrimazole 1 % CREAM MO

clotrimazole 1 % SOLUTION Mo

clotrimazole 10 mg TROCHE Mo

R lwrercrcr R R, RRRRRFRRFRS WS~ wW

clotrimazole-betamethasone 1-0.05 % CREAM MO QL(180 per 30 days)
clotrimazole-betamethasone 1-0.05 % LOTION MO QL(90 per 28 days)
CRESEMBA 186 MG, 74.5 MG CAPSULE Pt PA
CRESEMBA 372 MG RECON SOLUTION Pt PA
DIFLUCAN 10 MG/ML, 40 MG/ML SUSPENSION FOR RECONSTITUTION Pt PA
DIFLUCAN 100 MG, 150 MG, 200 MG, 50 MG TABLET Mo PA
econazole 1 % CREAM MO PA,QL(85 per 30 days)
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ERAXIS(WATER DILUENT) 100 MG, 50 MG RECON SOLUTION Pt 4
ERTACZO 2 % CREAM Pt 4 QL(60 per 30 days)
EXTINA 2 % FOAM MO 3 QL(100 per 30 days)
fluconazole 10 mg/ml, 40 mg/ml SUSPENSION FOR RECONSTITUTION M@ 1
fluconazole 100 mg, 200 mg, 50 mg TABLET M© 1
fluconazole 150 mg TABLET MO 1
fluconazole in nacl (iso-osm) 100 mg/50 ml, 200 mg/100 ml, 400 mg/200 ml 1
PIGGYBACK MO
flucytosine 250 mg, 500 mg CAPSULE Pt 4
griseofulvin microsize 125 mg/5 ml SUSPENSION MO 1
griseofulvin microsize 500 mg TABLET MO 1
griseofulvin ultramicrosize 125 mg, 250 mg TABLET MO 1
gynazole-1 2 % CREAM MO 1
itraconazole 10 mg/ml SOLUTION Pt 4
itraconazole 100 mg CAPSULE MO 1 QL(120 per 30 days)
JUBLIA 10 % SOLUTION W/APPLICATOR Pt b PA,QL(4 per 28 days)
KERYDIN 5 % SOLUTION W/APPLICATOR Mo 3 PA,QL(10 per 30 days)
ketoconazole 2 % CREAM MO 1 QL(60 per 30 days)
ketoconazole 2 % FOAM MO 1 QL(100 per 30 days)
ketoconazole 2 % SHAMPOO MO 1 QL(120 per 30 days)
ketoconazole 200 mg TABLET MO 1 PA
ketodan 2 % FOAM MO 1 QL(100 per 30 days)
klayesta 100,000 unit/gram POWDER MO 1 PA
LOPROX 1 % SHAMPOQ MO 3 PA,QL(120 per 30 days)
LOPROX (AS OLAMINE) 0.77 % CREAM MO 3 PA,QL(90 per 30 days)
LOPROX (AS OLAMINE) 0.77 % SUSPENSION Mo 3 PA,QL(60 per 30 days)
luliconazole 1 % CREAM MO 1 ST,QL(60 per 28 days)
LUZU 1 % CREAM MO 3 ST,QL(60 per 28 days)
MENTAX 1 % CREAM MO 3 QL(30 per 30 days)
micafungin 100 mg, 50 mg RECON SOLUTION MO 1
MICAFUNGIN IN 0.9 % SODIUM CHL 100 MG/100 ML, 50 MG/50 ML b
PIGGYBACK Pt
miconazole nitrate-zinc ox-pet 0.25-15-81.35 % OINTMENT MO 1
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miconazole-3 200 mqg SUPPOSITORY MO

REQUIREMENTS

MYCAMINE 100 MG, 50 MG RECON SOLUTION Pt

SPORANOX 10 MG/ML SOLUTION Pt

SPORANOX 100 MG CAPSULE Mo

PA,QL(120 per 30 days)

tavaborole 5 % SOLUTION W/APPLICATOR MO

PA,QL(10 per 30 days)

terbinafine hcl 250 mg TABLET MO

terconazole 0.4 %, 0.8 % CREAM MO

1

4
naftifine 1 % CREAM MO 1 ST,QL(90 per 30 days)
naftifine 2 % CREAM MO 1 ST,QL(120 per 30 days)
naftifine 2 % GEL MO 1 ST,QL(120 per 30 days)
NAFTIN 1 % GEL Mo 3 ST,QL(90 per 30 days)
NAFTIN 2 % GEL Mo 3 ST,QL(120 per 30 days)
NOXAFIL 100 MG TABLET, DR/EC Pt 4 PA
NOXAFIL 200 MG/5 ML (40 MG/ML) SUSPENSION Pt 4 PA,QL(840 per 28 days)
NOXAFIL 300 MG SUSPENSION, DR FOR RECON Pt 4 PA,QL(32 per 30 days)
NOXAFIL 300 MG/16.7 ML SOLUTION Pt 4 PA
nyamyc 100,000 unit/gram POWDER MO 1 PA
nystatin 100,000 unit/gram CREAM MO 1
nystatin 100,000 unit/gram OINTMENT MO 1
nystatin 100,000 unit/gram POWDER MO 1 PA
nystatin 100,000 unit/ml SUSPENSION MO 1
nystatin 500,000 unit TABLET MO 1
nystatin-triamcinolone 100,000-0.1 unit/g-% CREAM MO 1
nystatin-triamcinolone 100,000-0.1 unit/gram-% OINTMENT MO 1
nystop 100,000 unit/gram POWDER MO 1 PA
oxiconazole 1 % CREAM MO 1 PA,QL(60 per 30 days)
OXISTAT 1 % CREAM MO 3 QL(60 per 30 days)
OXISTAT 1 % LOTION Mo 3 PA
posaconazole 100 mg TABLET, DR/EC Pt 4 PA
posaconazole 200 mg/5 ml (40 mg/ml) SUSPENSION Pt 4 PA,QL(840 per 28 days)
posaconazole 300 mg/16.7 ml SOLUTION Pt 4 PA
REZZAYO 200 MG RECON SOLUTION Pt 4 PA

4

3

1

1

1
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terconazole 80 mg SUPPOSITORY MO 1
TOLSURA 65 MG CAPSULE, SOLID DISPERSION Pt b PA,QL(120 per 30 days)
VFEND 200 MG, 50 MG TABLET Mo 3 PA,QL(120 per 30 days)
VFEND 200 MG/5 ML (40 MG/ML) SUSPENSION FOR RECONSTITUTION Pt 4 PA,QL(400 per 30 days)
VFEND IV 200 MG RECON SOLUTION Mo 3 PA
VIVJOA 150 MG CAPSULE Mo 3 PA
voriconazole 200 mg RECON SOLUTION MO 1 PA
voriconazole 200 mg, 50 mg TABLET MO 1 PA,QL(120 per 30 days)
voriconazole 200 mg/5 ml (40 mg/ml) SUSPENSION FOR RECONSTITUTION Pt b PA,QL(400 per 30 days)
VUSION 0.25-15-81.35 % OINTMENT MO 3
XOLEGEL 2 % GEL MO 3
ANTIGOUT AGENTS
allopurinol 100 mg, 300 mg TABLET MO 1
allopurinol 200 mg TABLET MO 3
allopurinol sodium 500 mg RECON SOLUTION MO 1
ALOPRIM 500 MG RECON SOLUTION Mo 3
colchicine 0.6 mg CAPSULE MO 1 PA
colchicine 0.6 mg TABLET MO 1 QL(120 per 30 days)
COLCRYS 0.6 MG TABLET Mo 3 PA,QL(120 per 30 days)
DUZALLO 200-200 MG, 200-300 MG TABLET Mo 3 PA,QL(30 per 30 days)
febuxostat 40 mg, 80 mg TABLET MO 1 ST,QL(30 per 30 days)
GLOPERBA 0.6 MG/5 ML SOLUTION Mo 3 PA,QL(300 per 30 days)
MITIGARE 0.6 MG CAPSULE MO 3 PA
probenecid 500 mg TABLET MO 1
probenecid-colchicine 500-0.5 mg TABLET MO 1
ULORIC 40 MG, 80 MG TABLET Mo 3 ST,QL(30 per 30 days)
ZYLOPRIM 100 MG TABLET MO 3
ANTIMIGRAINE AGENTS
AIMOVIG AUTOINJECTOR 140 MG/ML AUTO-INJECTOR MO 3 PA,QL(1 per 28 days)
AIMOVIG AUTOINJECTOR 70 MG/ML AUTO-INJECTOR MO 3 PA,QL(2 per 28 days)
AJOVY AUTOINJECTOR 225 MG/1.5 ML AUTO-INJECTOR Mo 3 PA,QL(1.5 per 28 days)
AJOVY SYRINGE 225 MG/1.5 ML SYRINGE MO 3 PA,QL(1.5 per 28 days)
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almotriptan malate 12.5 mg, 6.25 mg TABLET MO 1 ST,QL(9 per 30 days)
dihydroergotamine 0.5 mg/pump act. (4 mg/ml) SPRAY, NON-AEROSOL Pt 4 PA,QL(8 per 30 days)
dihydroergotamine 1 mg/ml SOLUTION Pt 4 PA
eletriptan 20 mg, 40 mg TABLET MO 1 ST,QL(9 per 30 days)
EMGALITY PEN 120 MG/ML PEN INJECTOR MO 3 PA,QL(2 per 30 days)
EMGALITY SYRINGE 120 MG/ML SYRINGE MO 3 PA,QL(2 per 30 days)
EMGALITY SYRINGE 300 MG/3 ML (100 MG/ML X 3) SYRINGE Mo 3 PA,QL(3 per 30 days)
ERGOMAR 2 MG SUBLINGUAL TABLET Pt 4 QL(20 per 28 days)
ergotamine-caffeine 1-100 mg TABLET MO 1 QL(40 per 30 days)
FROVA 2.5 MG TABLET Pt b ST,QL(12 per 30 days)
frovatriptan 2.5 mg TABLET MO 1 ST,QL(12 per 30 days)
IMITREX 100 MG TABLET Pt b PA,QL(9 per 30 days)
IMITREX 20 MG/ACTUATION, 5 MG/ACTUATION SPRAY, NON-AEROSOQL MO 3 PA,QL(12 per 30 days)
IMITREX 25 MG, 50 MG TABLET MO 3 PA,QL(9 per 30 days)
IMITREX 6 MG/0.5 ML SOLUTION Pt b PA,QL(6 per 30 days)
IMITREX STATDOSE PEN 4 MG/0.5 ML, 6 MG/0.5 ML PEN INJECTOR MO 3 PA,QL(6 per 30 days)
IMITREX STATDOSE REFILL 4 MG/0.5 ML, 6 MG/0.5 ML CARTRIDGE Pt b PA,QL(6 per 30 days)
MAXALT 10 MG TABLET MO 3 PA,QL(12 per 30 days)
MAXALT-MLT 10 MG TABLET, DISINTEGRATING MO 3 PA,QL(12 per 30 days)
migergot 2-100 mg SUPPOSITORY Pt 4 QL(20 per 28 days)
MIGRANAL 0.5 MG/PUMP ACT. (4 MG/ML) SPRAY, NON-AEROSOL Pt b QL(8 per 30 days)
naratriptan 1 mg, 2.5 mq TABLET MO 1 QL(9 per 30 days)
NURTEC ODT 75 MG TABLET, DISINTEGRATING Pt b PA,QL(18 per 30 days)
ONZETRA XSAIL 11 MG AEROSOL POWDER BREATH ACTIV. MO 3 ST,QL(16 per 30 days)
QULIPTA 10 MG, 30 MG, 60 MG TABLET Mo 3 PA,QL(30 per 30 days)
RELPAX 20 MG, 40 MG TABLET Pt b ST,QL(9 per 30 days)
REYVOW 100 MG TABLET Mo 3 PA,QL(8 per 30 days)
REYVOW 50 MG TABLET Mo 3 PA,QL(4 per 30 days)
rizatriptan 10 mg, 5 mg TABLET MO 1 QL(12 per 30 days)
rizatriptan 10 mg, 5 mg TABLET, DISINTEGRATING MO 1 QL(12 per 30 days)
sumatriptan 20 mg/actuation, 5 mg/actuation SPRAY, NON-AEROSOL MO 1 QL(12 per 30 days)
sumatriptan succinate 100 mg, 25 mg, 50 mg TABLET MO 1 QL(9 per 30 days)
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sumatriptan succinate 4 mg/0.5 ml, 6 mg/0.5 ml CARTRIDGE MO 3 QL(6 per 30 days)
sumatriptan succinate 4 mg/0.5 ml, 6 mg/0.5 ml PEN INJECTOR MO 1 QL(6 per 30 days)
sumatriptan succinate 6 mg/0.5 ml SOLUTION MO 1 QL(6 per 30 days)
sumatriptan succinate 6 mg/0.5 ml SYRINGE MO 1 QL(6 per 30 days)
sumatriptan-naproxen 85-500 mg TABLET MO 1 ST,QL(18 per 30 days)
TOSYMRA 10 MG/ACTUATION SPRAY, NON-AEROSOL MO 3 ST,QL(12 per 30 days)
TREXIMET 85-500 MG TABLET Pt b ST,QL(18 per 30 days)
TRUDHESA 0.725 MG/PUMP ACT. (4 MG/ML) SPRAY, NON-AEROSOL Pt 4 PA,QL(8 per 30 days)
UBRELVY 100 MG, 50 MG TABLET MO 2 PA,QL(16 per 30 days)
VYEPTI 100 MG/ML SOLUTION Mo 3 PA,QL(3 per 90 days)
ZAVZPRET 10 MG/ACTUATION SPRAY, NON-AEROSOL Pt b PA,QL(8 per 30 days)
ZEMBRACE SYMTOUCH 3 MG/0.5 ML PEN INJECTOR Pt b ST,QL(6 per 30 days)
zolmitriptan 2.5 mg TABLET MO 1 ST,QL(9 per 30 days)
zolmitriptan 2.5 mq TABLET, DISINTEGRATING MO 1 ST,QL(9 per 30 days)
zolmitriptan 2.5 mg, 5 mg SPRAY, NON-AEROSOL MO 1 ST,QL(12 per 30 days)
zolmitriptan 5 mg TABLET MO 1 ST,QL(6 per 30 days)
zolmitriptan 5 mg TABLET, DISINTEGRATING M© 1 ST,QL(6 per 30 days)
ZOMIG 2.5 MG TABLET MO 3 ST,QL(9 per 30 days)
zomig 2.5 mg TABLET MO 3 ST,QL(9 per 30 days)
ZOMIG 2.5 MG, 5 MG SPRAY, NON-AEROSOL Mo 3 ST,QL(12 per 30 days)
ZOMIG 5 MG TABLET MO 3 ST,QL(6 per 30 days)
zomiq 5 mq TABLET MO 3 ST,QL(6 per 30 days)
ANTIMYASTHENIC AGENTS
MESTINON 60 MG TABLET Pt 4 PA
MESTINON 60 MG/5 ML SYRUP Pt 4
MESTINON TIMESPAN 180 MG TABLET ER Pt 4 PA
pyridostigmine bromide 180 mg TABLET ER MO 1
pyridostigmine bromide 30 mg, 60 mg TABLET MO 1
pyridostigmine bromide 60 mg/5 ml SYRUP MO 1
REGONOL 5 MG/ML SOLUTION Mo 3
VYVGART 20 MG/ML SOLUTION Pt 4 PA
4

VYVGART HYTRULO 1,008 MG-11,200 UNIT/5.6 ML SOLUTION Pt

PA,QL(22.4 per 28 days)
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DRUG NAME UTILIZATION
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ANTIMYCOBACTERIALS
cycloserine 250 mg CAPSULE Pt 4
dapsone 100 mg, 25 mg TABLET MO 1
ethambutol 100 mg, 400 mg TABLET MO 1
isoniazid 100 mg, 300 mg TABLET MO 1
isoniazid 100 mg/ml, 50 mg/5 ml SOLUTION MO 1
MYAMBUTOL 400 MG TABLET MO 3
MYCOBUTIN 150 MG CAPSULE Mo 3
PRETOMANID 200 MG TABLET MO 3 PA,QL(30 per 30 days)
PRIFTIN 150 MG TABLET Mo 3
pyrazinamide 500 mg TABLET MO 1
rifabutin 150 mg CAPSULE MO 1
RIFADIN 600 MG RECON SOLUTION Mo 3
rifampin 150 mg, 300 mg CAPSULE MO 1
rifampin 600 mg RECON SOLUTION MO 1
SIRTURO 100 MG, 20 MG TABLET Pt 4 PA
TRECATOR 250 MG TABLET MO 3
ANTINEOPLASTICS
abiraterone 250 mg TABLET Pt 4 PA,QL(120 per 30 days)
abiraterone 500 mg TABLET Pt 4 PA,QL(60 per 30 days)
ABRAXANE 100 MG SUSPENSION FOR RECONSTITUTION Pt 4 PA
ADCETRIS 50 MG RECON SOLUTION Pt 4 PA
ADRIAMYCIN 50 MG RECON SOLUTION Mo 1 BvsD
adrucil 2.5 gram/50 ml SOLUTION MO 1 BvsD
AFINITOR 10 MG, 2.5 MG, 5 MG, 7.5 MG TABLET Pt b PA,QL(30 per 30 days)
AFINITOR DISPERZ 2 MG, 3 MG, 5 MG TABLET FOR SUSPENSION Pt 4 PA
AKEEGA 100-500 MG, 50-500 MG TABLET Pt b PA,QL(60 per 30 days)
ALECENSA 150 MG CAPSULE bt b PA,QL(240 per 30 days)
ALIMTA 100 MG, 500 MG RECON SOLUTION Pt 4 PA
ALIQOPA 60 MG RECON SOLUTION Pt 4 PA,QL(3 per 28 days)
ALUNBRIG 180 MG, 90 MG TABLET Pt b PA,QL(30 per 30 days)
ALUNBRIG 30 MG TABLET Pt b PA,QL(180 per 30 days)

Need more information about the indicators displayed by the drug names? Please go to page 10. Need more
information about the utilization management requirements? Please go to page 6.

AV - ACIP Covered Part D vaccines « BvsD - Part B vs Part D « CI - Covered Insulin Products « DL - Dispensing Limit « LA
- Limited Access « MO - Mail Order « PA - Prior Authorization « PDS - BD/HTL-Droplet are the Preferred Diabetic
Supplies * QL - Quantity Limit « ST - Step Therapy

2025 HUMANA MEDICARE EMPLOYER PLAN FORMULARY UPDATED 10/15/2024 - 51
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ALUNBRIG 90 MG (7)- 180 MG (23) TABLET, DOSE PACK Pt 4 PA,QL(30 per 30 days)
ALYMSYS 25 MG/ML SOLUTION Pt 4 PA
anastrozole 1 mg TABLET MO 1 QL(30 per 30 days)
ANKTIVA 400 MCG/0.4 ML SOLUTION Pt 4 PA
ARIMIDEX 1 MG TABLET Pt b PA,QL(30 per 30 days)
AROMASIN 25 MG TABLET Pt b PA,QL(60 per 30 days)
ARRANON 250 MG/50 ML SOLUTION Pt 4
arsenic trioxide 1 mg/ml, 2 mg/ml SOLUTION Pt 4 PA
ASPARLAS 750 UNIT/ML SOLUTION Pt 4 PA
AUGTYRO 40 MG CAPSULE Pt b PA,QL(240 per 30 days)
AVASTIN 25 MG/ML SOLUTION Pt 4 PA
AYVAKIT 100 MG, 200 MG, 25 MG, 300 MG, 50 MG TABLET Pt 4 PA,QL(30 per 30 days)
azacitidine 100 mg RECON SOLUTION Pt 4 PA
BALVERSA 3 MG TABLET Pt 4 PA,QL(90 per 30 days)
BALVERSA 4 MG TABLET Pt 4 PA,QL(60 per 30 days)
BALVERSA 5 MG TABLET Pt 4 PA,QL(30 per 30 days)
BAVENCIO 20 MG/ML SOLUTION Pt 4 PA
BELEODAQ 500 MG RECON SOLUTION Pt 4 PA
bendamustine 100 mg, 25 mg RECON SOLUTION Pt 4 PA
bendamustine 25 mg/ml SOLUTION Pt 4 PA
BENDEKA 25 MG/ML SOLUTION Pt 4 PA
BESPONSA 0.9 MG (0.25 MG/ML INITIAL) RECON SOLUTION Pt 4 PA
bexarotene 1 % GEL Pt 4 PA,QL(240 per 30 days)
bexarotene 75 mg CAPSULE P+ 4 PA,QL(300 per 30 days)
bicalutamide 50 mg TABLET MO 1 QL(30 per 30 days)
BICNU 100 MG RECON SOLUTION Mo 3
bleomycin 15 unit, 30 unit RECON SOLUTION MO 1 BvsD
BORTEZOMIB 1 MG, 2.5 MG RECON SOLUTION Pt 4 PA
bortezomib 3.5 mg RECON SOLUTION Pt 4 PA
BOSULIF 100 MG CAPSULE Pt b PA,QL(180 per 30 days)
BOSULIF 100 MG TABLET Pt b PA,QL(120 per 30 days)
BOSULIF 400 MG, 500 MG TABLET Pt 4 PA,QL(30 per 30 days)
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BOSULIF 50 MG CAPSULE Pt 4 PA,QL(360 per 30 days)
BRAFTOVI 75 MG CAPSULE Pt 4 PA,QL(180 per 30 days)
BRUKINSA 80 MG CAPSULE Pt 4 PA,QL(120 per 30 days)
busulfan 60 mg/10 ml SOLUTION MO 1
BUSULFEX 60 MG/10 ML SOLUTION Mo 3
CABOMETYX 20 MG, 40 MG, 60 MG TABLET Pt 4 PA,QL(30 per 30 days)
CALQUENCE 100 MG CAPSULE bt 4 PA,QL(60 per 30 days)
CALQUENCE (ACALABRUTINIB MAL) 100 MG TABLET bt 4 PA,QL(60 per 30 days)
CAMPTOSAR 100 MG/5 ML, 300 MG/15 ML, 40 MG/2 ML SOLUTION bt 4
CAPRELSA 100 MG TABLET PLLA 4 PA,QL(60 per 30 days)
CAPRELSA 300 MG TABLET PLLA 4 PA,QL(30 per 30 days)
carboplatin 10 mg/ml SOLUTION MO 1
carmustine 100 mg RECON SOLUTION MO 1
CASODEX 50 MG TABLET Pt b QL(30 per 30 days)
cisplatin 1 mg/ml SOLUTION MO 1
cladribine 10 mg/10 ml SOLUTION Pt 4 BvsD
clofarabine 1 mg/ml SOLUTION Pt 4
CLOLAR 1 MG/ML SOLUTION Pt 4
COLUMVI 1 MG/ML SOLUTION Pt 4 PA
COMETRIQ 100 MG/DAY(80 MG X1-20 MG X1) CAPSULE Pt 4 PA,QL(56 per 28 days)
COMETRIQ 140 MG/DAY(80 MG X1-20 MG X3) CAPSULE Pt 4 PA,QL(112 per 28 days)
COMETRIQ 60 MG/DAY (20 MG X 3/DAY) CAPSULE Pt 4 PA,QL(84 per 28 days)
COPIKTRA 15 MG, 25 MG CAPSULE Pt 4 PA,QL(56 per 28 days)
COSMEGEN 0.5 MG RECON SOLUTION bt 4
COTELLIC 20 MG TABLET Pt 4 PA,QL(63 per 28 days)
cyclophosphamide 1 gram, 2 gram, 500 mg RECON SOLUTION MO 1 BvsD
CYCLOPHOSPHAMIDE 100 MG/ML, 200 MG/ML SOLUTION Mo 1 BvsD
cyclophosphamide 200 mg/ml SOLUTION MO 1 BvsD
cyclophosphamide 25 mg, 50 mg CAPSULE MO 1 BvsD
cyclophosphamide 25 mg, 50 mg TABLET MO 1 BvsD
¢yclophosphamide 500 mg/ml SOLUTION 4 BvsD
CYRAMZA 10 MG/ML SOLUTION Pt 4 PA
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DRUG NAME UTILIZATION
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cytarabine 20 mg/ml SOLUTION MO 1 BvsD
cytarabine (pf) 100 mg/5 ml (20 mg/ml), 2 gram/20 ml (100 mg/ml), 20 mg/ml 1 BvsD
SOLUTION Mo
dacarbazine 100 mg, 200 mg RECON SOLUTION Mo 1
DACOGEN 50 MG RECON SOLUTION bt 4 PA
dactinomycin 0.5 mg RECON SOLUTION Pt 4
DANYELZA 4 MG/ML SOLUTION Pt 4 PA,QL(120 per 28 days)
DARZALEX 20 MG/ML SOLUTION Pt 4 PA
DARZALEX FASPRO 1,800 MG-30,000 UNIT/15 ML SOLUTION Pt 4 PA
dasatinib 100 mg, 50 mg, 70 mg, 80 mg TABLET Pt 4 PA,QL(60 per 30 days)
dasatinib 140 mg TABLET Pt 4 PA,QL(30 per 30 days)
dasatinib 20 mq TABLET Pt 4 PA,QL(90 per 30 days)
daunorubicin 5 mg/ml SOLUTION MO 1
DAURISMO 100 MG TABLET Pt 4 PA,QL(30 per 30 days)
DAURISMO 25 MG TABLET Pt 4 PA,QL(60 per 30 days)
decitabine 50 mg RECON SOLUTION Pt 4 PA
dexrazoxane hcl 250 mg, 500 mg RECON SOLUTION Mo 1
DOCEFREZ 20 MG RECON SOLUTION Mo 3
DOCEFREZ 80 MG RECON SOLUTION Pt 4
docetaxel 160 mg/16 ml (10 mg/ml), 160 mg/8 ml (20 mg/ml), 20 mg/2 ml (10| 1
mg/ml), 20 mg/ml (1 ml), 80 mg/4 ml (20 mg/ml), 80 mg/8 ml (10 mg/ml)
SOLUTION Mo
DOCIVYX 160 MG/16 ML (10 MG/ML), 20 MG/2 ML (10 MG/ML), 80 MG/8 ML 4
(10 MG/ML) SOLUTION Pt
DOXIL 2 MG/ML SUSPENSION Pt 4 PA
doxorubicin 10 mg, 50 mg RECON SOLUTION MO 1 BvsD
doxorubicin 10 mg/5 ml, 2 mg/ml, 20 mg/10 ml, 50 mg/25 ml SOLUTION MO 1 BvsD
doxorubicin, peg-liposomal 2 mg/ml SUSPENSION Pt 4 PA
ELITEK 1.5 MG, 7.5 MG RECON SOLUTION Pt 4 PA
ELLENCE 200 MG/100 ML, 50 MG/25 ML SOLUTION Pt 4
ELREXFIO 40 MG/ML SOLUTION Pt 4 PA
ELZONRIS 1,000 MCG/ML SOLUTION Pt 4 PA,QL(10 per 21 days)
EMCYT 140 MG CAPSULE Pt 4
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EMPLICITI 300 MG, 400 MG RECON SOLUTION Pt 4 PA
ENHERTU 100 MG RECON SOLUTION Pt 4 PA
epirubicin 200 mg/100 ml, 50 mg/25 ml SOLUTION M° 1
EPKINLY 4 MG/0.8 ML, 48 MG/0.8 ML SOLUTION Pt 4 PA
ERBITUX 100 MG/50 ML, 200 MG/100 ML SOLUTION Pt 4 PA
eribulin 1 mg/2 ml (0.5 mg/mil) SOLUTION Pt 4
ERIVEDGE 150 MG CAPSULE Pt b PA,QL(28 per 28 days)
ERLEADA 240 MG TABLET Pt b PA,QL(30 per 30 days)
ERLEADA 60 MG TABLET Pt b PA,QL(120 per 30 days)
erlotinib 100 mg, 150 mg TABLET Pt 4 PA,QL(30 per 30 days)
erlotinib 25 mg TABLET Pt 4 PA,QL(90 per 30 days)
ETOPOPHOS 100 MG RECON SOLUTION Mo 3
etoposide 20 mg/ml SOLUTION MO 1
EULEXIN 125 MG CAPSULE Pt 4 PA
everolimus (antineoplastic) 10 mg, 2.5 mg, 5 mg, 7.5 mq TABLET Pt 4 PA,QL(30 per 30 days)
everolimus (antineoplastic) 2 mg, 3 mg, 5 mg TABLET FOR SUSPENSION Pt 4 PA
EVOMELA 50 MG RECON SOLUTION Pt 4
exemestane 25 mg TABLET MO 1 QL(60 per 30 days)
EXKIVITY 40 MG CAPSULE Pt b PA,QL(120 per 30 days)
FARESTON 60 MG TABLET Pt 4 QL(30 per 30 days)
FASLODEX 250 MG/5 ML SYRINGE Pt 4 PA,QL(30 per 30 days)
FEMARA 2.5 MG TABLET MO 3 PA,QL(30 per 30 days)
floxuridine 0.5 gram RECON SOLUTION MO 1 BvsD
fludarabine 50 mg RECON SOLUTION Mo 1
fludarabine 50 mg/2 ml SOLUTION Pt 4
fluorouracil 1 gram/20 ml, 2.5 gram/50 ml, 5 gram/100 ml, 500 mg/10 ml 1 BvsD
SOLUTION MO
FOLOTYN 20 MG/ML (1 ML), 40 MG/2 ML (20 MG/ML) SOLUTION Pt 4 PA
FOTIVDA 0.89 MG, 1.34 MG CAPSULE Pt 4 PA,QL(21 per 28 days)
FRUZAQLA 1 MG CAPSULE Pt 4 PA,QL(84 per 28 days)
FRUZAQLA 5 MG CAPSULE Pt 4 PA,QL(21 per 28 days)
fulvestrant 250 mg/5 ml SYRINGE MO 1 PA,QL(30 per 30 days)
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FUSILEV 50 MG RECON SOLUTION Pt 4 PA
FYARRO 100 MG SUSPENSION FOR RECONSTITUTION Pt 4 PA
GAVRETO 100 MG CAPSULE PLLA 4 PA,QL(120 per 30 days)
GAZYVA 1,000 MG/40 ML SOLUTION Pt 4 PA,QL(120 per 28 days)
gefitinib 250 mg TABLET Pt - PA
gemcitabine 1 gram, 2 gram, 200 mg RECON SOLUTION MO 1
gemcitabine 1 gram/26.3 ml (38 mg/ml), 2 gram/52.6 ml (38 mg/ml), 200 1
mg/5.26 ml (38 mg/ml) SOLUTION MO
GILOTRIF 20 MG, 30 MG, 40 MG TABLET PLtA PA,QL(30 per 30 days)
GLEEVEC 100 MG TABLET Pt PA,QL(90 per 30 days)
GLEEVEC 400 MG TABLET Pt PA,QL(60 per 30 days)
GLEOSTINE 10 MG CAPSULE Mo PA
GLEOSTINE 100 MG CAPSULE Pt PA
GLEOSTINE 40 MG CAPSULE PA
HALAVEN 1 MG/2 ML (0.5 MG/ML) SOLUTION Pt
HERCEPTIN 150 MG RECON SOLUTION Pt PA
HERCEPTIN HYLECTA 600 MG-10,000 UNIT/5 ML SOLUTION Pt PA,QL(5 per 21 days)
HERZUMA 150 MG, 420 MG RECON SOLUTION Pt PA

HYCAMTIN 4 MG RECON SOLUTION bt
HYDREA 500 MG CAPSULE Mo
hydroxyurea 500 mg CAPSULE MO
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IBRANCE 100 MG, 125 MG, 75 MG CAPSULE Pt PA,QL(21 per 28 days)
IBRANCE 100 MG, 125 MG, 75 MG TABLET Pt PA,QL(21 per 28 days)
ICLUSIG 10 MG, 30 MG, 45 MG TABLET Pt PA,QL(30 per 30 days)
ICLUSIG 15 MG TABLET Pt PA,QL(60 per 30 days)
IDAMYCIN PFS 1 MG/ML SOLUTION Pt

idarubicin 1 mg/ml SOLUTION Pt

IDHIFA 100 MG, 50 MG TABLET Pt PA,QL(30 per 30 days)
IFEX 1 GRAM, 3 GRAM RECON SOLUTION Mo

ifosfamide 1 gram, 3 gram RECON SOLUTION MO

ifosfamide 1 gram/20 ml, 3 gram/60 ml SOLUTION MO

imatinib 100 mg TABLET Pt PA,QL(90 per 30 days)
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imatinib 400 mg TABLET Pt 4 PA,QL(60 per 30 days)

IMBRUVICA 140 MG CAPSULE Pt 4 PA,QL(120 per 30 days)

IMBRUVICA 420 MG TABLET Pt 4 PA,QL(28 per 28 days)

IMBRUVICA 560 MG TABLET Pt 4 PA,QL(28 per 28 days)

IMBRUVICA 70 MG CAPSULE Pt 4 PA,QL(28 per 28 days)

IMBRUVICA 70 MG/ML SUSPENSION Pt 4 PA

IMDELLTRA 1 MG, 10 MG RECON SOLUTION Pt 4 PA

IMFINZI 50 MG/ML SOLUTION Pt 4 PA

IMJUDO 20 MG/ML SOLUTION Pt 4 PA

IMLYGIC 10EXP6 (1 MILLION) PFU/ML SUSPENSION Pt 4 PA,QL(4 per 365 days)

IMLYGIC 10EXP8 (100 MILLION) PFU/ML SUSPENSION Pt 4 PA,QL(8 per 28 days)

INFUGEM 1,200 MG/120 ML (10 MG/ML), 1,300 MG/130 ML (10 MG/ML), 4

1,400 MG/140 ML (10 MG/ML), 1,500 MG/150 ML (10 MG/ML), 1,600 MG/160

ML (10 MG/ML), 1,700 MG/170 ML (10 MG/ML), 1,800 MG/180 ML (10

MG/ML), 1,900 MG/190 ML (10 MG/ML), 2,000 MG/200 ML (10 MG/ML),

2,200 MG/220 ML (10 MG/ML) PIGGYBACK Pt

INLYTA 1 MG TABLET Pt 4 PA,QL(180 per 30 days)

INLYTA 5 MG TABLET Pt 4 PA,QL(60 per 30 days)

INQOVI 35-100 MG TABLET Pt 4 PA,QL(5 per 28 days)

INREBIC 100 MG CAPSULE Pt 4 PA,QL(120 per 30 days)

IRESSA 250 MG TABLET Pt 4 PA

Lgligotecan 100 mg/5 ml, 300 mg/15 ml, 40 mg/2 ml, 500 mg/25 ml SOLUTION 1

ISTODAX 10 MG/2 ML RECON SOLUTION Pt 4 PA

IWILFIN 192 MG TABLET Pt 4 PA,QL(240 per 30 days)

IXEMPRA 15 MG, 45 MG RECON SOLUTION Pt 4 PA

JAKAFI 10 MG, 15 MG, 20 MG, 25 MG, 5 MG TABLET Pt 4 PA,QL(60 per 30 days)

JAYPIRCA 100 MG, 50 MG TABLET Pt 4 PA,QL(90 per 30 days)

JEMPERLI 50 MG/ML SOLUTION 4 PA,QL(20 per 42 days)

JEVTANA 10 MG/ML (FIRST DILUTION) SOLUTION Pt 4 PA

KADCYLA 100 MG, 160 MG RECON SOLUTION Pt 4 PA

KANJINTI 150 MG, 420 MG RECON SOLUTION Pt 4 PA

KEYTRUDA 25 MG/ML SOLUTION Pt 4 PA
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KHAPZORY 175 MG, 300 MG RECON SOLUTION bt 4 PA
KIMMTRAK 100 MCG/0.5 ML SOLUTION bt 4 PA
KISQALI 200 MG/DAY (200 MG X 1) TABLET Pt 4 PA,QL(21 per 28 days)
KISQALI 400 MG/DAY (200 MG X 2) TABLET Pt 4 PA,QL(42 per 28 days)
KISQALI 600 MG/DAY (200 MG X 3) TABLET Pt 4 PA,QL(63 per 28 days)
KISQALI FEMARA CO-PACK 200 MG/DAY(200 MG X 1)-2.5 MG TABLET bt 4 PA,QL(49 per 28 days)
KISQALI FEMARA CO-PACK 400 MG/DAY(200 MG X 2)-2.5 MG TABLET bt 4 PA,QL(70 per 28 days)
KISQALI FEMARA CO-PACK 600 MG/DAY(200 MG X 3)-2.5 MG TABLET bt 4 PA,QL(91 per 28 days)
KOSELUGO 10 MG CAPSULE bt 4 PA,QL(240 per 30 days)
KOSELUGO 25 MG CAPSULE bt 4 PA,QL(120 per 30 days)
KRAZATI 200 MG TABLET bt 4 PA,QL(180 per 30 days)
KYPROLIS 10 MG RECON SOLUTION bt 4 PA,QL(6 per 28 days)
KYPROLIS 30 MG RECON SOLUTION bt 4 PA,QL(3 per 28 days)
KYPROLIS 60 MG RECON SOLUTION bt 4 PA,QL(12 per 28 days)
lapatinib 250 mg TABLET Pt 4 PA,QL(180 per 30 days)
LAZCLUZE 240 MG TABLET Pt 4 PA,QL(30 per 30 days)
LAZCLUZE 80 MG TABLET Pt 4 PA,QL(60 per 30 days)
lenalidomide 10 mg, 15 mg, 2.5 mg, 20 mg, 25 mg, 5 mg CAPSULE Pt 4 PA,QL(28 per 28 days)
LENVIMA 10 MG/DAY (10 MG X 1), 4 MG CAPSULE bt 4 PA,QL(30 per 30 days)
LENVIMA 12 MG/DAY (4 MG X 3), 18 MG/DAY (10 MG X 1-4 MG X2), 24 4 PA,QL(90 per 30 days)
MG/DAY(10 MG X 2-4 MG X 1) CAPSULE Pt
LENVIMA 14 MG/DAY(10 MG X 1-4 MG X 1), 20 MG/DAY (10 MG X 2), 8 4 PA,QL(60 per 30 days)
MG/DAY (4 MG X 2) CAPSULE bt
letrozole 2.5 mg TABLET MO 1 QL(30 per 30 days)
leucovorin calcium 10 mg, 15 mg, 25 mg, 5 mq TABLET MO 1
leucovorin calcium 10 mg/ml SOLUTION MO 1
A%Jcovorin calcium 100 mg, 200 mg, 350 mg, 50 mg, 500 mg RECON SOLUTION| 1
levoleucovorin calcium 10 mg/ml SOLUTION MO 1 PA
levoleucovorin calcium 50 mg RECON SOLUTION Mo 1 PA
LEVULAN 20 % SOLUTION Mo 3
LIBTAYO 50 MG/ML SOLUTION bt 4 PA,QL(7 per 21 days)
LONSURF 15-6.14 MG TABLET Pt 4 PA,QL(100 per 30 days)
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LONSURF 20-8.19 MG TABLET Pt b PA,QL(80 per 30 days)

LOQTORZI 240 MG/6 ML (40 MG/ML) SOLUTION Pt 4 PA

LORBRENA 100 MG TABLET Pt b PA,QL(30 per 30 days)

LORBRENA 25 MG TABLET Pt b PA,QL(90 per 30 days)

LUMAKRAS 120 MG TABLET Pt b PA,QL(240 per 30 days)

LUMAKRAS 320 MG TABLET Pt b PA,QL(90 per 30 days)

LUNSUMIO 1 MG/ML SOLUTION bt 4 PA

LYNPARZA 100 MG, 150 MG TABLET Pt b PA,QL(120 per 30 days)

LYSODREN 500 MG TABLET Pt 4

LYTGOBI 12 MG/DAY (4 MG X 3), 16 MG/DAY (4 MG X 4), 20 MG/DAY (4 MG X 5) 4 PA,QL(140 per 28 days)

TABLET Pt

MARGENZA 25 MG/ML SOLUTION Pt 4 PA

MATULANE 50 MG CAPSULE Pt 4

MEKINIST 0.05 MG/ML RECON SOLUTION Pt b PA,QL(1170 per 28 days)

MEKINIST 0.5 MG TABLET Pt b PA,QL(120 per 30 days)

MEKINIST 2 MG TABLET Pt b PA,QL(30 per 30 days)

MEKTOVI 15 MG TABLET Pt b PA,QL(180 per 30 days)

melphalan 2 mg TABLET MO 1 BvsD

melphalan hcl 50 mg RECON SOLUTION MO 1

mercaptopurine 50 mg TABLET MO 1

mesna 100 mg/ml SOLUTION MO 1

MESNEX 100 MG/ML SOLUTION Pt 4

MESNEX 400 MG TABLET Pt 4

mitomycin 20 mg, 40 mg, 5 mg RECON SOLUTION Pt 4

mitoxantrone 2 mg/ml CONCENTRATE MO 1

MUTAMYCIN 20 MG, 40 MG, 5 MG RECON SOLUTION Pt 4

MVASI 25 MG/ML SOLUTION Pt 4 PA

MYLOTARG 4.5 MG (1 MG/ML INITIAL CONC) RECON SOLUTION Pt 4 PA

nelarabine 250 mg/50 ml SOLUTION Pt 4

NERLYNX 40 MG TABLET Pt b PA,QL(180 per 30 days)

NEXAVAR 200 MG TABLET Pt b PA,QL(120 per 30 days)

NILANDRON 150 MG TABLET Pt b PA,QL(60 per 30 days)
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nilutamide 150 mg TABLET Pt QL(60 per 30 days)
NINLARO 2.3 MG, 3 MG, 4 MG CAPSULE Pt PA,QL(3 per 28 days)
NIPENT 10 MG RECON SOLUTION bt
NUBEQA 300 MG TABLET Pt PA,QL(120 per 30 days)
0DOMZ0 200 MG CAPSULE bt PA,QL(30 per 30 days)
OGIVRI 150 MG, 420 MG RECON SOLUTION Pt PA
OGSIVEQ 100 MG, 150 MG TABLET Pt PA,QL(60 per 30 days)
OGSIVEQ 50 MG TABLET Pt PA,QL(180 per 30 days)
OJEMDA 25 MG/ML SUSPENSION FOR RECONSTITUTION Pt PA,QL(96 per 28 days)
OJEMDA 400 MG/WEEK (100 MG X 4) TABLET Pt PA,QL(16 per 28 days)
OJEMDA 500 MG/WEEK (100 MG X 5) TABLET Pt PA,QL(20 per 28 days)
OJEMDA 600 MG/WEEK (100 MG X 6) TABLET Pt PA,QL(24 per 28 days)
0JJAARA 100 MG, 150 MG, 200 MG TABLET Pt PA,QL(30 per 30 days)
ONCASPAR 750 UNIT/ML SOLUTION Pt PA
ONIVYDE 4.3 MG/ML DISPERSION Pt PA
ONTRUZANT 150 MG, 420 MG RECON SOLUTION Pt PA

ONUREG 200 MG, 300 MG TABLET Pt

PA,QL(14 per 28 days

OPDIVO 100 MG/10 ML SOLUTION Pt

PA,QL(40 per 28 days

OPDIVO 120 MG/12 ML, 240 MG/24 ML SOLUTION Pt

PA,QL(48 per 28 days

OPDIVO 40 MG/4 ML SOLUTION Pt

OPDUALAG 240-80 MG/20 ML SOLUTION Pt

PA,QL(40 per 28 days

( )
( )
( )
PA,QL(16 per 28 days)
( )
( )
( )
( )

ORGOVYX 120 MG TABLET Pt PA,QL(32 per 30 days
ORSERDU 345 MG TABLET Pt PA,QL(30 per 30 days
ORSERDU 86 MG TABLET Pt PA,QL(90 per 30 days

oxaliplatin 100 mg, 50 mg RECON SOLUTION MO

oxaliplatin 100 mg/20 ml, 200 mg/40 ml, 50 mg/10 ml (5 mg/mil) SOLUTION MO

paclitaxel 6 mg/ml CONCENTRATE MO

paclitaxel protein-bound 100 mg SUSPENSION FOR RECONSTITUTION Pt PA
PADCEV 20 MG RECON SOLUTION Pt PA,QL(21 per 28 days)
PADCEV 30 MG RECON SOLUTION Pt PA,QL(15 per 28 days)
PANRETIN 0.1 % GEL Pt PA

paraplatin 10 mg/ml SOLUTION MO
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pazopanib 200 mg TABLET Pt 4 PA,QL(120 per 30 days)
PEDMARK 12.5 GRAM/100ML (125 MG/ML) SOLUTION Pt 4 PA
PEMAZYRE 13.5 MG, 4.5 MG, 9 MG TABLET Pt 4 PA,QL(28 per 28 days)
pemetrexed 1 gram, 100 mg, 500 mg RECON SOLUTION Pt 4 PA
pemetrexed 25 mg/ml SOLUTION Pt 4 PA,QL(120 per 21 days)
Bfmetrexed disodium 1,000 mg, 100 mg, 500 mg, 750 mg RECON SOLUTION 4 PA
pemetrexed disodium 25 mg/ml SOLUTION Pt 4 PA
PEMRYDI RTU 10 MG/ML SOLUTION Pt 4 PA
PERJETA 420 MG/14 ML (30 MG/ML) SOLUTION Pt 4 PA
PHESGO 1,200 MG-600MG- 30000 UNIT/15ML SOLUTION Pt 4 PA,QL(15 per 21 days)
PHESGO 600 MG-600 MG- 20000 UNIT/10ML SOLUTION Pt 4 PA,QL(10 per 21 days)
PIQRAY 200 MG/DAY (200 MG X 1) TABLET Pt 4 PA,QL(28 per 28 days)
PIQRAY ELSO MG/DAY (200 MG X1-50 MG X1), 300 MG/DAY (150 MG X 2) 4 PA,QL(56 per 28 days)
TABLET
POLIVY 140 MG RECON SOLUTION Pt 4 PA,QL(2 per 21 days)
POLIVY 30 MG RECON SOLUTION Pt 4 PA,QL(8 per 21 days)
POMALYST 1 MG, 2 MG, 3 MG, 4 MG CAPSULE Pt 4 PA,QL(21 per 28 days)
PORTRAZZA 800 MG/50 ML (16 MG/ML) SOLUTION Pt 4 PA,QL(100 per 21 days)
POTELIGEQ 4 MG/ML SOLUTION Pt 4 PA
pralatrexate 20 mg/ml (1 ml), 40 mg/2 ml (20 mg/ml) SOLUTION Pt 4 PA
PURIXAN 20 MG/ML SUSPENSION Pt 4
QINLOCK 50 MG TABLET Pt 4 PA,QL(90 per 30 days)
RETEVMO 120 MG, 160 MG, 80 MG TABLET Pt 4 PA,QL(60 per 30 days)
RETEVMO 40 MG CAPSULE Pt 4 PA,QL(180 per 30 days)
RETEVMO 40 MG TABLET Pt 4 PA,QL(90 per 30 days)
RETEVMO 80 MG CAPSULE Pt 4 PA,QL(120 per 30 days)
REZLIDHIA 150 MG CAPSULE Pt 4 PA,QL(60 per 30 days)
RIABNI 10 MG/ML SOLUTION Pt 4 PA
RITUXAN 10 MG/ML CONCENTRATE Pt 4 PA
RITUXAN HYCELA 1400 MG/11.7 ML (120 MG/ML) SOLUTION Pt 4 PA,QL(46.8 per 28 days)
RITUXAN HYCELA 1600 MG/13.4 ML (120 MG/ML) SOLUTION Pt 4 PA,QL(13.4 per 28 days)
romidepsin 10 mg/2 ml RECON SOLUTION Pt 4 PA
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ROMIDEPSIN 5 MG/ML SOLUTION Pt PA
ROZLYTREK 100 MG CAPSULE Pt PA,QL(150 per 30 days)
ROZLYTREK 200 MG CAPSULE Pt PA,QL(90 per 30 days)
ROZLYTREK 50 MG PELLETS IN PACKET Pt PA,QL(360 per 30 days)
RUBRACA 200 MG, 250 MG, 300 MG TABLET Pt PA,QL(120 per 30 days)
RUXIENCE 10 MG/ML SOLUTION Pt PA
RYBREVANT 50 MG/ML SOLUTION Pt PA,QL(784 per 365 days)
RYDAPT 25 MG CAPSULE Pt PA,QL(224 per 28 days)
RYLAZE 10 MG/0.5 ML SOLUTION Pt PA

RYTELO 188 MG, 47 MG RECON SOLUTION Pt PA
SARCLISA 20 MG/ML SOLUTION bt PA
SCEMBLIX 100 MG TABLET Pt PA,QL(120 per 30 days)
SCEMBLIX 20 MG TABLET bt PA,QL(60 per 30 days)
SCEMBLIX 40 MG TABLET Pt PA,QL(300 per 30 days)
SOLTAMOX 20 MG/10 ML SOLUTION Pt

sorafenib 200 mg TABLET Pt PA,QL(120 per 30 days)
SPRYCEL 100 MG, 50 MG, 70 MG, 80 MG TABLET Pt PA,QL(60 per 30 days

SPRYCEL 140 MG TABLET Pt

PA,QL(30 per 30 days

SPRYCEL 20 MG TABLET Pt

STIVARGA 40 MG TABLET Pt

sunitinib malate 12.5 mq, 25 mq, 37.5 mqg, 50 mg CAPSULE Pt

PA,QL(28 per 28 days

SUTENT 12.5 MG, 25 MG, 37.5 MG, 50 MG CAPSULE Pt

)
( )
PA,QL(90 per 30 days)
PA,QL(84 per 28 days)
( )
( )

PA,QL(28 per 28 days

SYNRIBO 3.5 MG RECON SOLUTION Pt PA

TABRECTA 150 MG, 200 MG TABLET Pt PA,QL(112 per 28 days)
TAFINLAR 10 MG TABLET FOR SUSPENSION Pt PA,QL(840 per 28 days)
TAFINLAR 50 MG CAPSULE Pt PA,QL(180 per 30 days)
TAFINLAR 75 MG CAPSULE Pt PA,QL(120 per 30 days)
TAGRISSO 40 MG, 80 MG TABLET Pt PA,QL(30 per 30 days)
TALVEY 2 MG/ML, 40 MG/ML SOLUTION Pt PA

TALZENNA 0.1 MG, 0.35 MG, 0.5 MG, 0.75 MG, 1 MG CAPSULE Pt PA,QL(30 per 30 days)
TALZENNA 0.25 MG CAPSULE Pt PA,QL(90 per 30 days)

tamoxifen 10 mg, 20 mg TABLET MO
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TARCEVA 100 MG, 150 MG TABLET Pt PA,QL(30 per 30 days)
TARCEVA 25 MG TABLET Pt PA,QL(90 per 30 days)
TARGRETIN 1 % GEL Pt PA,QL(240 per 30 days)
TARGRETIN 75 MG CAPSULE Pt PA,QL(300 per 30 days)
TASIGNA 150 MG, 200 MG, 50 MG CAPSULE Pt PA,QL(120 per 30 days)
TAZVERIK 200 MG TABLET Pt PA,QL(240 per 30 days)
TECENTRIQ 1,200 MG/20 ML (60 MG/ML) SOLUTION Pt PA,QL(20 per 21 days)
TECENTRIQ 840 MG/14 ML (60 MG/ML) SOLUTION Pt PA,QL(28 per 28 days)
TECENTRIQ HYBREZA 1,875 MG-30,000 UNIT/15 ML SOLUTION Pt PA,QL(15 per 21 days)
TECVAYLI 10 MG/ML, 90 MG/ML SOLUTION Pt PA
TEMODAR 100 MG RECON SOLUTION Pt PA,QL(27 per 30 days)
temsirolimus 30 mg/3 ml (10 mg/ml) (first) RECON SOLUTION Pt PA,QL(8 per 28 days)

TEPADINA 100 MG, 15 MG RECON SOLUTION Pt

TEPMETKO 225 MG TABLET Pt

PA,QL(60 per 30 days

TEVIMBRA 10 MG/ML SOLUTION Pt

PA,QL(20 per 21 days

THALOMID 100 MG, 200 MG, 50 MG CAPSULE Pt

THALOMID 150 MG CAPSULE Pt

( )
( )
PA,QL(30 per 30 days)
PA,QL(60 per 30 days)

thiotepa 100 mg RECON SOLUTION Pt

thiotepa 15 mg RECON SOLUTION MO

B Sl o o B o B e e e L e B e e T o e o o e e o -l o B o B o B o o T b S S B e R )

TIBSOVO 250 MG TABLET Pt PA,QL(60 per 30 days)
TIVDAK 40 MG RECON SOLUTION bt PA,QL(5 per 21 days)
toposar 20 mg/ml SOLUTION MO

topotecan 4 mg RECON SOLUTION MO

topotecan 4 mg/4 ml (1 mg/ml) SOLUTION MO

toremifene 60 mg TABLET Pt QL(30 per 30 days)
TORISEL 30 MG/3 ML (10 MG/ML) (FIRST) RECON SOLUTION Pt PA,QL(8 per 28 days)
torpenz 10 mg, 2.5 mg, 5 mg, 7.5 mq TABLET Pt PA,QL(30 per 30 days)
TRAZIMERA 150 MG RECON SOLUTION Pt PA
TRAZIMERA 420 MG RECON SOLUTION Pt PA
TREANDA 100 MG, 25 MG RECON SOLUTION Pt PA

tretinoin (antineoplastic) 10 mg CAPSULE Pt

TRISENOX 2 MG/ML SOLUTION Pt PA
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TRODELVY 180 MG RECON SOLUTION Pt 4 PA
TRUQAP 160 MG, 200 MG TABLET Pt b PA,QL(64 per 28 days)
TRUXIMA 10 MG/ML SOLUTION Pt 4 PA
TUKYSA 150 MG TABLET Pt b PA,QL(120 per 30 days)
TUKYSA 50 MG TABLET Pt b PA,QL(300 per 30 days)
TURALIO 125 MG, 200 MG CAPSULE PLtA b PA,QL(120 per 30 days)
TYKERB 250 MG TABLET Pt b PA,QL(180 per 30 days)
UNITUXIN 3.5 MG/ML SOLUTION Pt 4 PA
VALCHLOR 0.016 % GEL Pt b PA,QL(60 per 28 days)
valrubicin 40 mg/ml SOLUTION Pt 4 PA,QL(80 per 28 days)
VALSTAR 40 MG/ML SOLUTION Pt b PA,QL(80 per 28 days)
VANFLYTA 17.7 MG, 26.5 MG TABLET Pt b PA,QL(56 per 28 days)
VECTIBIX 100 MG/5 ML (20 MG/ML), 400 MG/20 ML (20 MG/ML) SOLUTIONDPY| 4 PA
VEGZELMA 25 MG/ML SOLUTION Pt 4 PA
VELCADE 3.5 MG RECON SOLUTION Pt 4 PA
VENCLEXTA 10 MG TABLET MO 2 PA,QL(56 per 28 days)
VENCLEXTA 100 MG TABLET Pt b PA,QL(180 per 30 days)
VENCLEXTA 50 MG TABLET MO 2 PA,QL(28 per 28 days)
VENCLEXTA STARTING PACK 10 MG-50 MG- 100 MG TABLET, DOSE PACK Pt b PA,QL(42 per 28 days)
VERZENIO 100 MG, 150 MG, 200 MG, 50 MG TABLET Pt b PA,QL(60 per 30 days)
VIDAZA 100 MG RECON SOLUTION Pt 4 PA
vinblastine 1 mg/ml SOLUTION MO 1 BvsD
vincasar pfs 1 mg/ml, 2 mg/2 ml SOLUTION MO 1 BvsD
vincristine 1 mg/ml, 2 mg/2 ml SOLUTION MO 1 BvsD
vinorelbine 10 mg/ml, 50 mg/5 ml SOLUTION MO 1
VITRAKVI 100 MG CAPSULE Pt b PA,QL(60 per 30 days)
VITRAKVI 20 MG/ML SOLUTION Pt b PA,QL(300 per 30 days)
VITRAKVI 25 MG CAPSULE Pt b PA,QL(180 per 30 days)
VIZIMPRO 15 MG, 30 MG, 45 MG TABLET Pt b PA,QL(30 per 30 days)
VONJO 100 MG CAPSULE Pt b PA,QL(120 per 30 days)
VORANIGO 10 MG TABLET Pt b PA,QL(60 per 30 days)
VORANIGO 40 MG TABLET Pt b PA,QL(30 per 30 days)
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VOTRIENT 200 MG TABLET Pt 4 PA,QL(120 per 30 days)
VYXEOS 44-100 MG RECON SOLUTION Pt 4 PA
XALKORI 150 MG PELLET Pt 4 PA,QL(180 per 30 days)
XALKORI 20 MG PELLET Pt 4 PA,QL(120 per 30 days)
XALKORI 200 MG, 250 MG CAPSULE Pt 4 PA,QL(120 per 30 days)
XALKORI 50 MG PELLET Pt 4 PA,QL(240 per 30 days)
XOSPATA 40 MG TABLET Pt 4 PA,QL(90 per 30 days)
XPOVIO 100 MG/WEEK (50 MG X 2), 40MG TWICE WEEK (40 MG X 2), 80 4 PA,QL(8 per 28 days)
MG/WEEK (40 MG X 2) TABLET Pt
XPOVIO 40 MG/WEEK (40 MG X 1), 60 MG/WEEK (60 MG X 1) TABLET Pt 4 PA,QL(4 per 28 days)
XPOVIO 60MG TWICE WEEK (120 MG/WEEK) TABLET Pt b PA,QL(24 per 28 days)
XPOVIO 80MG TWICE WEEK (160 MG/WEEK) TABLET Pt 4 PA,QL(32 per 28 days)
XTANDI 40 MG CAPSULE Pt 4 PA,QL(120 per 30 days)
XTANDI 40 MG TABLET Pt 4 PA,QL(120 per 30 days)
XTANDI 80 MG TABLET Pt 4 PA,QL(60 per 30 days)
YERVOY 200 MG/40 ML (5 MG/ML), 50 MG/10 ML (5 MG/ML) SOLUTION Pt 4 PA
YONDELIS 1 MG RECON SOLUTION Pt 4 PA
YONSA 125 MG TABLET Pt 4 PA,QL(120 per 30 days)
ZALTRAP 100 MG/4 ML (25 MG/ML), 200 MG/8 ML (25 MG/ML) SOLUTION Pt 4 PA
ZANOSAR 1 GRAM RECON SOLUTION Mo 3
ZEJULA 100 MG CAPSULE Pt 4 PA,QL(90 per 30 days)
ZEJULA 100 MG, 200 MG, 300 MG TABLET Pt 4 PA,QL(30 per 30 days)
ZELBORAF 240 MG TABLET Pt 4 PA,QL(240 per 30 days)
ZEPZELCA 4 MG RECON SOLUTION Pt 4 PA
ZIRABEV 25 MG/ML SOLUTION Pt 4 PA
ZOLINZA 100 MG CAPSULE Pt 4 PA,QL(120 per 30 days)
ZYDELIG 100 MG, 150 MG TABLET Pt 4 PA,QL(60 per 30 days)
ZYKADIA 150 MG TABLET Pt 4 PA,QL(150 per 30 days)
ZYNLONTA 10 MG RECON SOLUTION Pt 4 PA
ZYNYZ 500 MG/20 ML SOLUTION Pt 4 PA,QL(20 per 28 days)
ZYTIGA 250 MG TABLET Pt 4 PA,QL(120 per 30 days)
ZYTIGA 500 MG TABLET Pt 4 PA,QL(60 per 30 days)
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ANTIPARASITICS
albendazole 200 mg TABLET MO 1
atovaquone 750 mg/5 ml SUSPENSION MO 1
atovaquone-proguanil 250-100 mg, 62.5-25 mg TABLET MO 1
BILTRICIDE 600 MG TABLET Pt 4 PA
chloroquine phosphate 250 mg, 500 mg TABLET MO 1
COARTEM 20-120 MG TABLET Mo 3 QL(24 per 30 days)
DARAPRIM 25 MG TABLET Pt 4 PA,QL(90 per 30 days)
EGATEN 250 MG TABLET MO 3
emverm 100 mg CHEWABLE TABLET Pt 4
hydroxychloroquine 100 mg, 300 mg, 400 mg TABLET MO 1
hydroxychloroquine 200 mg TABLET MO 1
IMPAVIDO 50 MG CAPSULE Pt b QL(84 per 28 days)
ivermectin 3 mg TABLET MO 1
KRINTAFEL 150 MG TABLET Mo 3 QL(4 per 180 days)
LAMPIT 120 MG, 30 MG TABLET Mo 3
MALARONE 250-100 MG TABLET MO 3 PA
MALARONE PEDIATRIC 62.5-25 MG TABLET MO 3 PA
mefloquine 250 mg TABLET MO 1
MEPRON 750 MG/5 ML SUSPENSION Pt 4
NEBUPENT 300 MG RECON SOLUTION Mo 3 BvsD
nitazoxanide 500 mg TABLET Pt 4
PENTAM 300 MG RECON SOLUTION Mo 3
pentamidine 300 mg RECON SOLUTION Mo 1 BvsD
pentamidine 300 mg RECON SOLUTION Mo 1
PLAQUENIL 200 MG TABLET Mo 3 PA
praziquantel 600 mg TABLET MO 1
primaquine 26.3 mg (15 mg base) TABLET MO 1
pyrimethamine 25 mg TABLET Pt 4 QL(90 per 30 days)
QUALAQUIN 324 MG CAPSULE Mo 3 PA,QL(42 per 7 days)
quinine sulfate 324 mg CAPSULE MO 1 PA,QL(42 per 7 days)
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SOVUNA 200 MG, 300 MG TABLET Mo 3
STROMECTOL 3 MG TABLET Mo 3 PA
ANTIPARKINSON AGENTS
amantadine hcl 100 mg CAPSULE MO 1
amantadine hcl 100 mg TABLET MO 1
amantadine hcl 50 mg/5 mlL SOLUTION M© 1
APOKYN 10 MG/ML CARTRIDGE Pt 4 PA,QL(84 per 28 days)
apomorphine 10 mg/ml CARTRIDGE P* 4 PA,QL(84 per 28 days)
AZILECT 0.5 MG, 1 MG TABLET Pt 4 PA,QL(30 per 30 days)
benztropine 0.5 mg, 1 mg, 2 mg TABLET MO 1
benztropine 1 mg/ml SOLUTION MO 1
bromocriptine 2.5 mg TABLET MO 1
bromocriptine 5 mg CAPSULE M© 1 QL(600 per 30 days)
carbidopa 25 mg TABLET MO 1
carbidopa-levodopa 10-100 mg, 25-100 mg, 25-250 mgq TABLET, 1
DISINTEGRATING MO
carbidopa-levodopa 10-100 mg, 25-250 mg TABLET MO 1
carbidopa-levodopa 25-100 mg TABLET MO 1
carbidopa-levodopa 25-100 mg, 50-200 mg TABLET ER MO 1
carbidopa-levodopa-entacapone 12.5-50-200 mg, 18.75-75-200 mg, 1
25-100-200 mq, 31.25-125-200 mq, 37.5-150-200 mg, 50-200-200 mg
TABLET MO
COMTAN 200 MG TABLET Mo 3 PA,QL(300 per 30 days)
CREXONT 35-140 MG, 52.5-210 MG, 70-280 MG, 87.5-350 MG CAPSULE, 3 ST,QL(180 per 30 days)
IR/ER, BIPHASIC Mo
DHIVY 25-100 MG TABLET MO 3
DUOPA 4.63-20 MG/ML INTESTINAL PUMP SUSPENSION Pt b PA,QL(2800 per 28 days)
entacapone 200 mg TABLET MO 1 QL(300 per 30 days)
GOCOVRI 137 MG CAPSULE, ER 24 HR. Pt 4 PA,QL(60 per 30 days)
GOCOVRI 68.5 MG CAPSULE, ER 24 HR. Pt 4 PA,QL(30 per 30 days)
INBRIJA 42 MG CAPSULE Pt 4 PA,QL(300 per 30 days)
INBRIJA 42 MG CAPSULE, W/INHALATION DEVICE Pt 4 PA,QL(300 per 30 days)
LODOSYN 25 MG TABLET Pt 4 PA
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MIRAPEX ER 0.375 MG, 0.75 MG, 1.5 MG, 2.25 MG, 3 MG, 3.75 MG, 4.5 MG 3 ST,QL(30 per 30 days)

TABLET, ER 24 HR. MO

NEUPRO 1 MG/24 HOUR, 2 MG/24 HOUR, 3 MG/24 HOUR, 4 MG/24 HOUR, 6 3 ST,QL(30 per 30 days)

MG/24 HOUR, 8 MG/24 HOUR PATCH, 24 HR. Mo

NOURIANZ 20 MG, 40 MG TABLET Pt b PA,QL(30 per 30 days)

ONGENTYS 25 MG, 50 MG CAPSULE Mo 3 PA,QL(30 per 30 days)

OSMOLEXER 129 MG, 193 MG, 258 MG TABLET, IR/ER 24 HR., BIPHASIC MO 3 PA,QL(30 per 30 days)

OSMOLEXER 322 MG/DAY(129 MG X1-193MG X1) TABLET, IR/ER 24 HR., 3 PA,QL(60 per 30 days)

BIPHASIC MO

PARLODEL 2.5 MG TABLET Mo 3 PA

PARLODEL 5 MG CAPSULE Mo 3 PA,QL(600 per 30 days)

pramipexole 0.125 mg, 0.25 mg, 0.5 mg, 0.75 mg, 1 mg, 1.5 mg TABLET MO 1

pramipexole 0.375 mg, 0.75 mg, 1.5 mg, 2.25 mg, 3 mg, 3.75 mg, 4.5mg 1 ST,QL(30 per 30 days)

TABLET, ER 24 HR. MO

rasagiline 0.5 mg, 1 mg TABLET MO 1 QL(30 per 30 days)

ropinirole 0.25 mg, 0.5 mg, 1 mg, 2 mg, 3 mg, 4 mg, 5 mg TABLET MO 1

ropinirole 12 mg, 2 mg, 4 mg, 6 mg, 8 mg TABLET, ER 24 HR. M0 1 ST,QL(90 per 30 days)

RYTARY 23.75-95 MG, 48.75-195 MG CAPSULE, ER MO 3 ST,QL(360 per 30 days)

RYTARY 36.25-145 MG CAPSULE, ER MO 3 ST,QL(270 per 30 days)

RYTARY 61.25-245 MG CAPSULE, ER MO 3 ST,QL(300 per 30 days)

selegiline hcl 5 mg CAPSULE MO 1

selegiline hcl 5 mg TABLET MO 1

SINEMET 10-100 MG, 25-100 MG TABLET Mo 3 PA

STALEVO 100 25-100-200 MG TABLET Pt 4 PA

STALEVO 125 31.25-125-200 MG TABLET Pt 4 PA

STALEVO 150 37.5-150-200 MG TABLET Pt 4 PA

STALEVO 200 50-200-200 MG TABLET Pt 4 PA

STALEVO 50 12.5-50-200 MG TABLET Pt 4 PA

STALEVO 75 18.75-75-200 MG TABLET Pt 4 PA

TASMAR 100 MG TABLET Pt 4 PA

tolcapone 100 mg TABLET Pt 4 PA

trihexyphenidyl 0.4 mg/ml ELIXIR MO 1

trihexyphenidyl 2 mg, 5 mg TABLET MO 1
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XADAGO 100 MG, 50 MG TABLET Pt b PA,QL(30 per 30 days)
ZELAPAR 1.25 MG TABLET, DISINTEGRATING Pt
ANTIPSYCHOTICS
ABILIFY 10 MG, 15 MG, 2 MG, 20 MG, 30 MG, 5 MG TABLET MO 3 PA
ABILIFY ASIMTUFII 720 MG/2.4 ML SUSPENSION, ER, SYRINGE b QL(2.4 per 56 days)
ABILIFY ASIMTUFII 960 MG/3.2 ML SUSPENSION, ER, SYRINGE b QL(3.2 per 56 days)
ABILIFY MAINTENA 300 MG, 400 MG SUSPENSION, ER, RECON Pt b QL(1 per 28 days)
ABILIFY MAINTENA 300 MG, 400 MG SUSPENSION, ER, SYRINGE Pt b QL(1 per 28 days)
éLBILIFY MYCITE MAINTENANCE KIT 10 MG TABLET WITH SENSOR AND STRIP b PA,QL(30 per 30 days)
ABILIFY MYCITE MAINTENANCE KIT 15 MG, 2 MG, 20 MG, 30 MG, 5 MG b PA,QL(30 per 30 days)
TABLET WITH SENSOR AND STRIP Pt
ABILIFY MYCITE STARTER KIT 10 MG TABLET W/SENSOR AND STRIP, POD Pt b PA,QL(30 per 30 days)
ABILIFY MYCITE STARTER KIT 15 MG, 2 MG, 20 MG, 30 MG, 5 MG TABLET b PA,QL(30 per 30 days)
W/SENSOR AND STRIP, POD Pt
aripiprazole 1 mg/ml SOLUTION MO 1 QL(750 per 30 days)
aripiprazole 10 mg, 15 mgq TABLET, DISINTEGRATING MO 1 QL(60 per 30 days)
aripiprazole 10 mg, 15 mg, 2 mg, 20 mg, 30 mg, 5 mg TABLET MO 1
ARISTADA 1,064 MG/3.9 ML SUSPENSION, ER, SYRINGE b QL(3.9 per 56 days)
ARISTADA 441 MG/1.6 ML SUSPENSION, ER, SYRINGE Pt b QL(1.6 per 28 days)
ARISTADA 662 MG/2.4 ML SUSPENSION, ER, SYRINGE Pt b QL(2.4 per 28 days)
ARISTADA 882 MG/3.2 ML SUSPENSION, ER, SYRINGE Pt b QL(3.2 per 28 days)
ARISTADA INITIO 675 MG/2.4 ML SUSPENSION, ER, SYRINGE Pt b QL(2.4 per 42 days)
asenapine maleate 10 mq, 2.5 mg, 5 mg SUBLINGUAL TABLET MO 1 PA,QL(60 per 30 days)
CAPLYTA 10.5 MG, 21 MG, 42 MG CAPSULE Pt b PA,QL(30 per 30 days)
chlorpromazine 10 mg, 25 mg TABLET MO 1 BvsD
chlorpromazine 100 mg, 200 mg, 50 mg TABLET MO 1
chlorpromazine 100 mg/ml, 30 mg/ml CONCENTRATE MO 1
chlorpromazine 25 mg/ml SOLUTION MO 1
clozapine 100 mg TABLET MO 1 QL(270 per 30 days)
clozapine 100 mg TABLET, DISINTEGRATING M° 1 PA,QL(270 per 30 days)
clozapine 12.5 mg TABLET, DISINTEGRATING M© 1 PA
clozapine 150 mg TABLET, DISINTEGRATING M© 1 PA,QL(180 per 30 days)
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clozapine 200 mg TABLET MO QL(135 per 30 days)
clozapine 200 mg TABLET, DISINTEGRATING M@ PA,QL(135 per 30 days)
clozapine 25 mg TABLET MO QL(1080 per 30 days)
clozapine 25 mg TABLET, DISINTEGRATING MO PA,QL(1080 per 30 days)
clozapine 50 mg TABLET MO
CLOZARIL 100 MG TABLET Pt QL(270 per 30 days)
CLOZARIL 200 MG TABLET Pt QL(135 per 30 days)
CLOZARIL 25 MG TABLET Pt QL(1080 per 30 days)
CLOZARIL 50 MG TABLET Pt

droperidol 2.5 mg/ml SOLUTION MO

FANAPT 1 MG, 10 MG, 12 MG, 2 MG, 4 MG, 6 MG, 8 MG TABLET Pt

PA,QL(60 per 30 days)

1
1
1
1
1
4
4
4
4
1
4
FANAPT 1MG(2)-2MG(2)- 4MG(2)-6MG(2) TABLET, DOSE PACK MO 3 PA,QL(56 per 28 days)
fluphenazine decanoate 25 mg/ml SOLUTION MO 1
fluphenazine hcl 1 mg, 10 mg, 2.5 mg, 5 mg TABLET MO 1
fluphenazine hcl 2.5 mg/5 ml ELIXIR MO 1
fluphenazine hcl 2.5 mg/ml SOLUTION MO 1
fluphenazine hcl 5 mg/ml CONCENTRATE MO 1
GEODON 20 MG, 40 MG, 60 MG, 80 MG CAPSULE Pt 4 PA
GEODON 20 MG/ML (FINAL CONC.) RECON SOLUTION Mo 3 PA
HALDOL DECANOATE 100 MG/ML, 50 MG/ML SOLUTION Mo 3 PA
haloperidol 0.5 mg, 1 mg, 10 mg, 2 mg, 20 mg, 5 mg TABLET MO 1
haloperidol decanoate 100 mg/ml, 50 mg/ml SOLUTION M© 1
haloperidol lactate 2 mg/ml CONCENTRATE MO 1
haloperidol lactate 5 mg/ml SOLUTION MO 1
haloperidol lactate 5 mg/ml SYRINGE MO 1
INVEGA 1.5 MG TABLET, ER 24 HR. Pt 4 PA,QL(30 per 30 days)
INVEGA 3 MG, 9 MG TABLET, ER 24 HR. Pt 4 PA,QL(30 per 30 days)
INVEGA 6 MG TABLET, ER 24 HR. Pt 4 PA,QL(60 per 30 days)
INVEGA HAFYERA 1,092 MG/3.5 ML SYRINGE b QL(3.5 per 180 days)
INVEGA HAFYERA 1,560 MG/5 ML SYRINGE b QL(5 per 180 days)
4

INVEGA SUSTENNA 117 MG/0.75 ML, 234 MG/1.5 ML, 78 MG/0.5 ML
SYRINGE Pt

QL(1.5 per 28 days)
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INVEGA SUSTENNA 156 MG/ML SYRINGE Pt QL(1 per 28 days)
INVEGA SUSTENNA 39 MG/0.25 ML SYRINGE MO QL(1.5 per 28 days)
INVEGA TRINZA 273 MG/0.88 ML SYRINGE QL(0.88 per 90 days

INVEGA TRINZA 410 MG/1.32 ML SYRINGE

QL(1.32 per 90 days

INVEGA TRINZA 546 MG/1.75 ML SYRINGE

INVEGA TRINZA 819 MG/2.63 ML SYRINGE

)
)
QL(1.75 per 90 days)
QL(2.63 per 90 days)

4

3

4

4

4

4
LATUDA 120 MG, 20 MG, 40 MG, 60 MG TABLET Pt b PA,QL(30 per 30 days)
LATUDA 80 MG TABLET Pt b PA,QL(60 per 30 days)
loxapine succinate 10 mg, 25 mg, 5 mg, 50 mg CAPSULE MO 1
lurasidone 120 mg, 20 mg, 40 mg, 60 mg TABLET MO 1 QL(30 per 30 days)
lurasidone 80 mg TABLET MO 1 QL(60 per 30 days)
LYBALVI 10-10 MG, 15-10 MG, 20-10 MG, 5-10 MG TABLET Pt b PA,QL(30 per 30 days)
molindone 10 mg TABLET MO 1 PA,QL(240 per 30 days)
molindone 25 mg TABLET MO 1 PA,QL(270 per 30 days)
molindone 5 mg TABLET MO 1 PA,QL(360 per 30 days)
NUPLAZID 10 MG TABLET Pt b PA,QL(30 per 30 days)
NUPLAZID 34 MG CAPSULE Pt b PA,QL(30 per 30 days)
olanzapine 10 mg RECON SOLUTION Mo 1
olanzapine 10 mg, 15 mg, 2.5 mg, 20 mg, 5 mg, 7.5 mg TABLET MO 1
olanzapine 10 mg, 5 mg TABLET, DISINTEGRATING M© 1 QL(30 per 30 days)
olanzapine 15 mg, 20 mg TABLET, DISINTEGRATING MO 1 QL(60 per 30 days)
paliperidone 1.5 mg, 3 mg, 9 mq TABLET, ER 24 HR. MO 1 QL(30 per 30 days)
paliperidone 6 mqg TABLET, ER 24 HR. MO 1 QL(60 per 30 days)
perphenazine 16 mg, 2 mg, 4 mg, 8 mq TABLET MO 1
PERSERIS 120 MG, 90 MG SUSPENSION, ER, SYRINGE Pt 4 QL(1 per 28 days)
pimozide 1 mg, 2 mg TABLET MO 1
quetiapine 100 mg TABLET MO 1 QL(90 per 30 days)
quetiapine 150 mg TABLET MO 1 QL(30 per 30 days)
quetiapine 150 mg TABLET, ER 24 HR. MO 1 QL(90 per 30 days)
quetiapine 200 mg TABLET MO 1 QL(120 per 30 days)
quetiapine 200 mg TABLET, ER 24 HR. MO 1 QL(30 per 30 days)
quetiapine 25 mg, 50 mq TABLET MO 1 QL(120 per 30 days)
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quetiapine 300 mg, 400 mg TABLET MO 1 QL(60 per 30 days)
quetiapine 300 mg, 400 mg TABLET, ER 24 HR. MO 1 QL(60 per 30 days)
quetiapine 50 mg TABLET, ER 24 HR. MO 1 QL(120 per 30 days)
REXULTI 0.25 MG, 0.5 MG, 1 MG, 2 MG, 3 MG, 4 MG TABLET Pt b PA,QL(30 per 30 days)
RISPERDAL 0.5 MG TABLET MO 3 QL(120 per 30 days)
RISPERDAL 1 MG, 2 MG TABLET Mo 3 QL(60 per 30 days)
RISPERDAL 1 MG/ML SOLUTION Pt 4
RISPERDAL 3 MG, 4 MG TABLET Pt 4 QL(60 per 30 days)
RISPERDAL CONSTA 12.5 MG/2 ML, 25 MG/2 ML SUSPENSION, ER, RECON Mo 3 QL(2 per 28 days)
RISPERDAL CONSTA 37.5 MG/2 ML, 50 MG/2 ML SUSPENSION, ER, RECON Pt 4 QL(2 per 28 days)
risperidone 0.25 mg, 1 mg, 2 mg, 3 mg, 4 mg TABLET MO 1 QL(60 per 30 days)
risperidone 0.25 mg, 1 mg, 2 mg, 3 mg, 4 mg TABLET, DISINTEGRATING M© 1 ST,QL(60 per 30 days)
risperidone 0.5 mg TABLET MO 1 QL(120 per 30 days)
risperidone 0.5 mg TABLET, DISINTEGRATING MO 1 ST,QL(120 per 30 days)
risperidone 1 mg/ml SOLUTION MO 1
SAPHRIS 10 MG, 2.5 MG, 5 MG SUBLINGUAL TABLET Pt 4 PA,QL(60 per 30 days)
SEClDJLADO 3.8 MG/24 HOUR, 5.7 MG/24 HOUR, 7.6 MG/24 HOUR PATCH, 24 b PA,QL(30 per 30 days)
HR.
SEROQUEL 100 MG TABLET Mo 3 QL(90 per 30 days)
SEROQUEL 200 MG, 25 MG, 50 MG TABLET MO 3 QL(120 per 30 days)
SEROQUEL 300 MG, 400 MG TABLET Mo 3 QL(60 per 30 days)
SEROQUEL XR 150 MG TABLET, ER 24 HR. MO 3 PA,QL(90 per 30 days)
SEROQUEL XR 200 MG TABLET, ER 24 HR. MO 3 PA,QL(30 per 30 days)
SEROQUEL XR 300 MG, 400 MG TABLET, ER 24 HR. MO 3 PA,QL(60 per 30 days)
SEROQUEL XR 50 MG TABLET, ER 24 HR. MO 3 PA,QL(120 per 30 days)
SERO(SI%EL XR 50 MG(3)-200 MG (1)-300 MG(11) TABLET, ER 24 HR., DOSE 3 PA,QL(15 per 30 days)
PACK
thioridazine 10 mg, 100 mg, 25 mg, 50 mg TABLET MO 1
thiothixene 1 mg, 10 mg, 2 mg, 5 mg CAPSULE MO 1
trifluoperazine 1 mg, 10 mg, 2 mg, 5 mg TABLET MO 1
UZEDY 100 MG/0.28 ML SUSPENSION, ER, SYRINGE Pt 4 QL(0.28 per 28 days)
UZEDY 125 MG/0.35 ML SUSPENSION, ER, SYRINGE Pt 4 QL(0.35 per 28 days)
UZEDY 150 MG/0.42 ML SUSPENSION, ER, SYRINGE 4 QL(0.42 per 56 days)
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UZEDY 200 MG/0.56 ML SUSPENSION, ER, SYRINGE 4 QL(0.56 per 56 days)
UZEDY 250 MG/0.7 ML SUSPENSION, ER, SYRINGE 4 QL(0.7 per 56 days)
UZEDY 50 MG/0.14 ML SUSPENSION, ER, SYRINGE Pt 4 QL(0.14 per 28 days)
UZEDY 75 MG/0.21 ML SUSPENSION, ER, SYRINGE Pt 4 QL(0.21 per 28 days)
VERSACLOZ 50 MG/ML SUSPENSION Pt 4 PA,QL(540 per 30 days)
VRAYLAR 1.5 MG (1)- 3 MG (6) CAPSULE, DOSE PACK MO 3 PA

VRAYLAR 1.5 MG, 3 MG, 4.5 MG, 6 MG CAPSULE Pt 4 PA,QL(30 per 30 days)
ziprasidone hcl 20 mg, 40 mg, 60 mg, 80 mg CAPSULE MO 1

ziprasidone mesylate 20 mg/ml (final conc.) RECON SOLUTION MO 1

ZYPREXA 10 MG RECON SOLUTION Mo 3

ZYPREXA 10 MG, 15 MG, 2.5 MG, 20 MG, 5 MG, 7.5 MG TABLET Pt 4

ZYPREXA RELPREVV 210 MG SUSPENSION FOR RECONSTITUTION MO 3 QL(4 per 28 days)
ZYPREXA RELPREVV 300 MG SUSPENSION FOR RECONSTITUTION Pt b QL(2 per 28 days)
ZYPREXA RELPREVV 405 MG SUSPENSION FOR RECONSTITUTION Pt b QL(1 per 28 days)
ZYPREXA 7ZYDIS 10 MG TABLET, DISINTEGRATING Pt b QL(30 per 30 days)
ZYPREXA ZYDIS 15 MG, 20 MG TABLET, DISINTEGRATING Pt b QL(60 per 30 days)
ZYPREXA ZYDIS 5 MG TABLET, DISINTEGRATING MO 3 QL(30 per 30 days)
ANTISPASTICITY AGENTS

baclofen 10 mg TABLET MO 1

baclofen 10 mg/5 ml (2 mg/ml), 5 mg/5 ml SOLUTION Pt 4

baclofen 15 mg, 20 mg TABLET MO 1

baclofen 25 mg/5 ml (5 mg/ml) SUSPENSION Pt 4 QL(480 per 30 days)
baclofen 5 mg TABLET MO 1 QL(90 per 30 days)
DANTRIUM 20 MG RECON SOLUTION Mo 3

DANTRIUM 25 MG CAPSULE Mo 3

dantrolene 100 mg, 25 mg, 50 mg CAPSULE M© 1

dantrolene 20 mg RECON SOLUTION MO 1

FLEQSUVY 25 MG/5 ML (5 MG/ML) SUSPENSION Pt b QL(480 per 30 days)
LYVISPAH 10 MG, 20 MG GRANULES IN PACKET Mo 3 ST,QL(120 per 30 days)
LYVISPAH 5 MG GRANULES IN PACKET MO 3 ST,QL(270 per 30 days)
0ZOBAX5 MG/5 ML SOLUTION bt 4

0ZOBAXDS 10 MG/5 ML (2 MG/ML) SOLUTION Pt 4
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revonto 20 mg RECON SOLUTION MO 1

tizanidine 2 mg, 4 mg TABLET MO 1

tizanidine 2 mg, 4 mg, 6 mg CAPSULE MO 1 ST

ZANAFLEX 2 MG, 4 MG, 6 MG CAPSULE MO 3 ST

ZANAFLEX 4 MG TABLET MO 3 ST

ANTIVIRALS

abacavir 20 mg/ml SOLUTION MO 1 QL(960 per 30 days)

abacavir 300 mg TABLET MO 1 QL(60 per 30 days)

abacavir-lamivudine 600-300 mg TABLET MO 1 QL(30 per 30 days)

acyclovir 200 mg CAPSULE MO 1

acyclovir 200 mg/5 ml SUSPENSION MO 1

acyclovir 400 mg, 800 mg TABLET MO 1

acyclovir 5 % CREAM MO 3 PA,QL(5 per 30 days)

acyclovir 5 % OINTMENT MO 1 PA,QL(30 per 30 days)

acyclovir sodium 50 mg/ml SOLUTION MO 1 BvsD

adefovir 10 mg TABLET MO 1

APTIVUS 250 MG CAPSULE bt 4 QL(120 per 30 days)

atazanavir 150 mg, 200 mg CAPSULE MO 1 QL(60 per 30 days)

atazanavir 300 mg CAPSULE MO 1 QL(30 per 30 days)

ATRIPLA 600-200-300 MG TABLET Pt 4 QL(30 per 30 days)

BARACLUDE 0.05 MG/ML SOLUTION Pt 4 QL(630 per 30 days)

BARACLUDE 0.5 MG, 1 MG TABLET Pt 4 PA,QL(30 per 30 days)

BIKTARVY 30-120-15 MG, 50-200-25 MG TABLET Pt b QL(30 per 30 days)

CABENUVA 400 MG/2 ML- 600 MG/2 ML, 600 MG/3 ML- 900 MG/3 ML 4 QL(50 per 365 days)

SUSPENSION, ER Pt

cidofovir 75 mg/ml SOLUTION Pt 4

CIMDUO 300-300 MG TABLET Pt 4 QL(30 per 30 days)

COMBIVIR 150-300 MG TABLET Pt 4 QL(60 per 30 days)

COMPLERA 200-25-300 MG TABLET Pt 4 QL(30 per 30 days)

darunavir 600 mq TABLET Pt 4 QL(60 per 30 days)

darunavir 800 mg TABLET Pt 4 QL(30 per 30 days)

DELSTRIGO 100-300-300 MG TABLET Pt 4 QL(30 per 30 days)
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DENAVIR 1 % CREAM MO 3 PA
DESCOVY 120-15 MG, 200-25 MG TABLET Pt 4 QL(30 per 30 days)
didanosine 250 mg, 400 mg CAPSULE, DR/EC MO 1 QL(30 per 30 days)
DOVATO 50-300 MG TABLET Pt 4 QL(30 per 30 days)
EDURANT 25 MG TABLET Pt 4 QL(30 per 30 days)
efavirenz 200 mg CAPSULE MO 1 QL(120 per 30 days)
efavirenz 50 mg CAPSULE MO 1 QL(480 per 30 days)
efavirenz 600 mg TABLET MO 1 QL(30 per 30 days)
efavirenz-emtricitabin-tenofov 600-200-300 mg TABLET MO 1 QL(30 per 30 days)
efavirenz-lamivu-tenofov disop 400-300-300 mg, 600-300-300 mg TABLET Pt 4 QL(30 per 30 days)
emtricitabine 200 mg CAPSULE MO 1 QL(30 per 30 days)
emtricitabine-tenofovir (tdf) 100-150 mg, 133-200 mg, 167-250 mg, 200-300 1 QL(30 per 30 days)
mgq TABLET MO
EMTRIVA 10 MG/ML SOLUTION Mo 3 QL(680 per 28 days)
EMTRIVA 200 MG CAPSULE Mo 3 QL(30 per 30 days)
entecavir 0.5 mg, 1 mg TABLET MO 1 QL(30 per 30 days)
EPCLUSA 150-37.5 MG PELLETS IN PACKET Pt b PA,QL(28 per 28 days)
EPCLUSA 200-50 MG PELLETS IN PACKET Pt b PA,QL(56 per 28 days)
EPCLUSA 200-50 MG, 400-100 MG TABLET Pt b PA,QL(28 per 28 days)
EPIVIR 10 MG/ML SOLUTION Mo 3 QL(900 per 30 days)
EPIVIR 150 MG TABLET MO 3 QL(60 per 30 days)
EPIVIR 300 MG TABLET MO 3 QL(30 per 30 days)
EPIVIR HBV 100 MG TABLET Mo 3 QL(90 per 30 days)
EPIVIR HBV 25 MG/5 ML (5 MG/ML) SOLUTION MO 3
EPZICOM 600-300 MG TABLET Pt 4 QL(30 per 30 days)
etravirine 100 mg TABLET Pt 4 QL(120 per 30 days)
etravirine 200 mg TABLET Pt 4 QL(60 per 30 days)
EVOTAZ 300-150 MG TABLET Pt 4 QL(30 per 30 days)
famciclovir 125 mg, 250 mg, 500 mg TABLET MO 1 QL(90 per 30 days)
FLUMADINE 100 MG TABLET MO 3
fosamprenavir 700 mg TABLET Pt 4 QL(120 per 30 days)
foscarnet 24 mg/ml SOLUTION MO 1 BvsD
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FUZEON 90 MG RECON SOLUTION Pt 4 QL(60 per 30 days)
ganciclovir sodium 50 mg/ml SOLUTION MO 1 BvsD
ganciclovir sodium 500 mg RECON SOLUTION MO 1 BvsD
GENVOYA 150-150-200-10 MG TABLET Pt 4 QL(30 per 30 days)
HARVONI 33.75-150 MG PELLETS IN PACKET Pt b PA,QL(28 per 28 days)
HARVONI 45-200 MG PELLETS IN PACKET Pt b PA,QL(56 per 28 days)
HARVONI 45-200 MG, 90-400 MG TABLET Pt b PA,QL(28 per 28 days)
HEPSERA 10 MG TABLET Pt 4
INTELENCE 100 MG TABLET Pt 4 QL(120 per 30 days)
INTELENCE 200 MG TABLET Pt 4 QL(60 per 30 days)
INTELENCE 25 MG TABLET MO 3 QL(120 per 30 days)
ISENTRESS 100 MG CHEWABLE TABLET Pt 4 QL(180 per 30 days)
ISENTRESS 100 MG POWDER IN PACKET Mo 3 QL(300 per 30 days)
ISENTRESS 25 MG CHEWABLE TABLET MO 2 QL(180 per 30 days)
ISENTRESS 400 MG TABLET Pt 4 QL(120 per 30 days)
ISENTRESS HD 600 MG TABLET Pt 4 QL(60 per 30 days)
JULUCA 50-25 MG TABLET Pt 4 QL(30 per 30 days)
KALETRA 100-25 MG TABLET Mo 3 QL(300 per 30 days)
KALETRA 200-50 MG TABLET Mo 3 QL(150 per 30 days)
KALETRA 400-100 MG/5 ML SOLUTION Pt 4
LAGEVRIO (EUA) 200 MG CAPSULE Mo 2 QL(40 per 5 days)
lamivudine 10 mg/ml SOLUTION MO 1 QL(900 per 30 days)
lamivudine 100 mg TABLET MO 1 QL(90 per 30 days)
lamivudine 150 mg TABLET MO 1 QL(60 per 30 days)
lamivudine 300 mg TABLET MO 1 QL(30 per 30 days)
lamivudine-zidovudine 150-300 mg TABLET MO 1 QL(60 per 30 days)
ledipasvir-sofosbuvir 90-400 mg TABLET Pt 4 PA,QL(28 per 28 days)
LEXIVA 50 MG/ML SUSPENSION Mo 3 QL(1575 per 28 days)
LEXIVA 700 MG TABLET Pt 4 QL(120 per 30 days)
LIVTENCITY 200 MG TABLET Pt b PA,QL(120 per 30 days)
lopinavir-ritonavir 100-25 mg TABLET MO 1 QL(300 per 30 days)
lopinavir-ritonavir 200-50 mg TABLET MO 1 QL(150 per 30 days)

Need more information about the indicators displayed by the drug names? Please go to page 10. Need more
information about the utilization management requirements? Please go to page 6.
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DRUG NAME UTILIZATION

MANAGEMENT

REQUIREMENTS
lopinavir-ritonavir 400-100 mg/5 ml SOLUTION MO 1
maraviroc 150 mg TABLET Pt 4 QL(240 per 30 days)
maraviroc 300 mg TABLET Pt 4 QL(120 per 30 days)
MAVYRET 100-40 MG TABLET Pt b PA,QL(84 per 28 days)
MAVYRET 50-20 MG PELLETS IN PACKET Pt b PA,QL(150 per 30 days)
nevirapine 100 mg TABLET, ER 24 HR. MO 1 QL(120 per 30 days)
nevirapine 200 mq TABLET MO 1 QL(60 per 30 days)
nevirapine 400 mq TABLET, ER 24 HR. MO 1 QL(30 per 30 days)
nevirapine 50 mg/5 ml SUSPENSION MO 1 QL(1200 per 30 days)
NORVIR 100 MG CAPSULE Mo 3 QL(360 per 30 days)
NORVIR 100 MG POWDER IN PACKET Mo 3 QL(360 per 30 days)
NORVIR 100 MG TABLET Mo 3 QL(360 per 30 days)
NORVIR 80 MG/ML SOLUTION Mo 3 QL(480 per 30 days)
ODEFSEY 200-25-25 MG TABLET Pt 4 QL(30 per 30 days)
oseltamivir 30 mg CAPSULE MO 1 QL(224 per 365 days)
oseltamivir 45 mg, 75 mg CAPSULE MO 1 QL(112 per 365 days)
oseltamivir 6 mg/ml SUSPENSION FOR RECONSTITUTION MO 1 QL(1440 per 365 days)
PAXLOVID 150-100 MG TABLET, DOSE PACK MO 2 QL(40 per 10 days)
PAXLOVID 300 MG (150 MG X 2)-100 MG TABLET, DOSE PACK MO 2 QL(60 per 10 days)
penciclovir 1 % CREAM MO 1 PA
PIFELTRO 100 MG TABLET Pt 4 QL(60 per 30 days)
PREVYMIS 240 MG TABLET Pt b PA,QL(28 per 28 days)
PREVYMIS 240 MG/12 ML SOLUTION Pt b PA,QL(336 per 28 days)
PREVYMIS 480 MG TABLET Pt 4 PA
PREVYMIS 480 MG/24 ML SOLUTION Pt b PA,QL(672 per 28 days)
PREZCOBIX 800-150 MG-MG TABLET Pt 4 QL(30 per 30 days)
PREZISTA 100 MG/ML SUSPENSION Pt 4 QL(360 per 30 days)
PREZISTA 150 MG TABLET Pt 4 QL(240 per 30 days)
PREZISTA 600 MG TABLET Pt 4 QL(60 per 30 days)
PREZISTA 75 MG TABLET Mo 3 QL(480 per 30 days)
PREZISTA 800 MG TABLET Pt 4 QL(30 per 30 days)
RELENZA DISKHALER 5 MG/ACTUATION BLISTER WITH DEVICE MO 3 QL(60 per 180 days)

Need more information about the indicators displayed by the drug names? Please go to page 10. Need more
information about the utilization management requirements? Please go to page 6.
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