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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 whichiis current as of April 2026. For an updated Drug List (formulary),
please contact us. Our contact information, along with the date we last updated the Drug List (formulary), appears
onthe 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
formulary that was covered at the beginning of the year, we will not discontinue or reduce coverage of the drug
during the 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 April 2026. To get updated information about the drugs covered by
Humana please contact us. Our contact information appears on the front and back cover pages.
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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 190.
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
prescriber’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.
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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 190.

Your plan has additional coverage of some drugs. These drugs are not normally covered under Medicare Part D and
are not subject to the Medicare appeals process. These drugs are listed separately on page 185.

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 drugis 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 mg /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)

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 P+ 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, 8.16-325mg 3

TABLET PL

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)

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)

CELEBREX 100 MG, 200 MG, 400 MG, 50 MG CAPSULE Mo 3 PA

celecoxib 100 mg, 200 mg CAPSULE MO 1

celecoxib 400 mg, 50 mg CAPSULE MO 1

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)

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

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 1.5 % DROPS MO 1 PA,QL(300 per 30 days)
diclofenac sodium 100 mg TABLET, ER 24 HR. MO 1

diclofenac sodium 20 mg/gram /actuation(2 %) SOLUTION IN METERED DOSE 4 PA,QL(224 per 28 days)
PUMP DL

diclofenac sodium 25 mg, 50 mg TABLET, DR/ECMO 1

diclofenac sodium 75 mg TABLET, DR/EC MO 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 4 ST

DOLOBID 375 MG TABLET Pt 4 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)
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 MG, 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

fenopron 300 mg CAPSULE Pt 4 ST

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

12 - 2026 HUMANA MEDICARE EMPLOYER PLAN FORMULARY UPDATED 04/01/2026




DRUG NAME UTILIZATION

MANAGEMENT
REQUIREMENTS

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 meg/hour PATCH. 72 HR. Pt

FLECTOR 1.3 % PATCH, 12 HR. Mo 3 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 1 ST.QL(90 per 30 days)
HR. bt

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 10-300 mg/15 ml SOLUTION Pt 4 QL(6000 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 1 QL(150 per 30 days)
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 P* 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 Pt 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. Pt
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ibu 400 mg, 600 mg, 800 mg TABLETM©

ibuprofen 100 mg/5 ml SUSPENSION MO

1

1
ibuprofen 300 mg TABLET Pt 4 ST
ibuprofen 400 mg TABLET MO 1
ibuprofen 600 mg, 800 mg TABLET M© 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 SUPPOSITORY 4
indomethacin 25 mg, 50 mg CAPSULE MO 1
indomethacin 25 mg/5 ml SUSPENSION Pt 4
indomethacin 50 mg SUPPOSITORY 4
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)
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 CAPSULE 4
ketoprofen 50 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 Pt 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
lurbipr 100 mg TABLET MO 1
lurbiro 100 mg TABLET Pt 4
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 mq TABLET MO 1 QL(60 per 30 days)
meloxicam submicronized 10 mg, 5 mg CAPSULE MO 3 QL(30 per 30 days)
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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 Pt 1 QL(1440 per 30 days)
meperidine (pf) 50 mg/ml SOLUTION Pt 1 QL(720 per 30 days)
methadone 10 mg TABLET Pt 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)
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 1 QL(2700 per 30 days)
morphine 10 mg/ml SOLUTION Pt 1 BvsD,QL(360 per 30 days)
morphine 10 mg/ml SYRINGE Pt 1 BvsD,QL(360 per 30 days)
morphine 100 mg TABLET ER Pt 1 QL(180 per 30 days)
morphine 120 mg, 60 mg, 75 mg, 90 mg CAPSULE ER MULTIPHASE 24 HR. Pt 1 ST,QL(60 per 30 days)
morphine 15 mg, 30 mq TABLET Pt 1 QL(180 per 30 days)
morphine 15 mg, 30 mg, 60 mg TABLET ER Pt 1 QL(120 per 30 days)
morphine 2 mg/ml SOLUTION Pt 1 |BvsD,QL(1800 per 30 days)
morphine 2 mg/ml SYRINGE Pt 1 |BvsD,QL(1800 per 30 days)
morphine 2 mg/ml, 4 mg/ml, 5 mg/ml SYRINGE Pt 1 BvsD
morphine 20 mg/5 ml (4 mg/ml) SOLUTION Pt 1 QL(1350 per 30 days)
morphine 200 mg TABLET ER Pt 1 QL(90 per 30 days)
morphine 30 mg, 45 mg CAPSULE ER MULTIPHASE 24 HR. Pt 1 ST,QL(30 per 30 days)
morphine 4 mg/ml SOLUTION Pt 1 BvsD,QL(900 per 30 days)
morphine 4 mg/ml SYRINGE Pt 1 BvsD,QL(900 per 30 days)
morphine 5 mg/ml SOLUTION Pt 1 BvsD,QL(720 per 30 days)
morphine 8 mg/ml SOLUTION Pt 1 BvsD,QL(450 per 30 days)
morphine 8 mg/ml SYRINGE Pt 1 BvsD,QL(450 per 30 days)
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morphine (pf) 0.5 mg/ml SOLUTION Pt 1 BvsD,QL(7200 per 30 days)
morphine (pf) 1 mg/ml SOLUTION Pt 1 BvsD,QL(3600 per 30 days)
morphine (pf) 30 mg/30 ml (1 mg/ml) PATIENT CONTROL ANALGESIA SOLN Pt 1 BvsD,QL(3600 per 30 days)
morphine concentrate 100 mg/5 ml (20 mg/ml) SOLUTION Pt 1 QL(540 per 30 days)
MS CONTIN 100 MG TABLET ER Pt 3 PA,QL(180 per 30 days)
MS CONTIN 15 MG, 30 MG, 60 MG TABLET ER Pt 3 PA,QL(120 per 30 days)
MS CONTIN 200 MG TABLET ER Pt 3 PA,QL(90 per 30 days)
nabumetone 500 mg, 750 mg TABLET MO 1

nalbuphine 10 mg/ml SOLUTION Pt 1 QL(240 per 30 days)
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 2 ST,QL(120 per 30 days)
NAPRELAN CR 500 MG TABLET, ER 24 HR., MULTIPHASE MO 2 ST,QL(90 per 30 days)
NAPRELAN CR 750 MG TABLET, ER 24 HR., MULTIPHASE MO 2 ST,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 mg TABLET, DR/EC MO 1

naproxen 500 mg TABLET MO 1

naproxen sodium 275 mg, 550 mg TABLET MO 1

naproxen sodium 375 mgq 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)
orudis 75 mg CAPSULE Pt 4 ST

oxaprozin 600 mg TABLET MO 1

oxycodone 10 mg, 5 mg TABLET Pt 1 QL(360 per 30 days)
oxycodone 10 mg, 5 mg TABLET, ORAL ONLY Pt 4 PA,QL(360 per 30 days)
oxycodone 15 mg, 20 mg, 30 mg TABLET P+ 1 QL(360 per 30 days)
oxycodone 15 mg, 30 mg TABLET, ORAL ONLY Pt 4 PA,QL(180 per 30 days)
oxycodone 20 mg, 40 mg TABLET, ER 12 HR. Pt 3 ST,QL(90 per 30 days)
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oxycodone 20 mg/ml CONCENTRATE Pt 1 QL(270 per 30 days)
oxycodone 5 mg CAPSULE Pt 1 QL(360 per 30 days)
oxycodone 5 mg/5 ml SOLUTION Pt 1 QL(5400 per 30 days)
oxycodone 80 mg 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)
oxycodone-acetaminophen 10-300 mg/5 ml SOLUTION Pt 4 PA,QL(900 per 30 days)
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 4 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.PL| 1 ST,QL(60 per 30 days)
oxymorphone 10 mg, 5 mg TABLET Pt 1 QL(360 per 30 days)
oxymorphone 40 mq 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 mq, 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 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 10 MG, 5 MG TABLET, ORAL ONLY Pt b PA,QL(360 per 30 days)
ROXYBOND 15 MG, 30 MG TABLET, ORAL ONLY Pt b PA,QL(180 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
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tapentadol 100 mg, 150 mg, 200 mg, 250 mg TABLET, ER 12 HR. Pt 4 ST,QL(60 per 30 days)
tapentadol 100 mg, 50 mg, 75 mg TABLET Pt 4 ST,QL(180 per 30 days)
tapentadol 50 mg TABLET, ER 12 HR. Pt 3 ST,QL(60 per 30 days)
tolectin 600 600 mg TABLET 4
tolmetin 400 mg CAPSULE 4
tolmetin 600 mg TABLET MO 1
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 mg 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 3 QL(2400 per 30 days)
tramadol 50 mg TABLET Pt 1 QL(240 per 30 days)
tramadol 75 mg TABLET Pt 1 QL(150 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)
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)
VYSCOXA 10 MG/ML SUSPENSION Pt b ST,QL(1200 per 30 days)
XIFYRM 30 MG/ML SOLUTION Mo 3
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.
xyvona 2 mg TABLET Pt 4 ST,QL(240 per 30 days)
xyvona 3 mq TABLET Pt 4 ST,QL(150 per 30 days)
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/ml) 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
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chloroprocaine (pf) 20 mg/ml (2 %), 30 mg/ml (3 %) SOLUTION MO
CLOROTEKAL (PF) 10 MG/ML (1 %) SOLUTION Mo

dermacinrx lidocan 5 % ADHESIVE PATCH, MEDICATED MO
EXPAREL (PF) 1.3 % (13.3 MG/ML) SUSPENSION Mo

glydo 2 % JELLY IN APPLICATOR MO

lidocaine 5 % ADHESIVE PATCH, MEDICATED MO

lidocaine 5 % OINTMENT MO
lidocaine (pf) 10 mg/ml (1 %), 15 mg/ml (1.5 %), 20 mg/ml (2 %), 40 mg/ml (4

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

mg/ml (0.5 %) SOLUTION M@

lidocaine hcl 2 % JELLY MO

lidocaine hcl 2 % JELLY IN APPLICATOR MO

lidocaine viscous 2 % SOLUTION MO

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

lidocaniii 5 % ADHESIVE PATCH, MEDICATED MO

lidocan iv 5 % ADHESIVE PATCH, MEDICATED MO

lidocan v 5 % ADHESIVE PATCH, MEDICATED MO

LIDODERM 5 % ADHESIVE PATCH, MEDICATED MO

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

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

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

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

PA,QL(90 per 30 days)

QL(90 per 30 days)
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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 3
NESACAINE-MPF 20 MG/ML (2 %), 30 MG/ML (3 %) SOLUTION Mo 3
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PLIAGLIS 7-7 % CREAM MO 3
polocaine 1 % (10 mg/ml), 2 % SOLUTION MO 1
a%locaine—mpf 10 mg/ml (1 %), 15 mg/ml (1.5 %), 20 mg/ml (2 %) SOLUTION

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 mg/ml) 1

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

vivacaine 0.5 %-1:200,000 CARTRIDGE MO 1
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, 2-0.5 mg, 4-1 mg, 8-2 mgq 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 0.5 MG, 1 MG TABLET MO

CHANTIX CONTINUING MONTH BOX 1 MG TABLET MO

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

w

PA,QL(90 per 30 days)

QL(120 per 30 days)

QL(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 1
KLOXXADO 8 MG/ACTUATION SPRAY, NON-AERQSOL Mo 2
lofexidine 0.18 mg TABLET Pt 4 PA,QL(224 per 365 days)
LUCEMYRA 0.18 MG TABLET Pt b PA,QL(224 per 365 days)
1
1
1
1

nalmefene 1 mg/ml SOLUTION MO
naloxone 0.4 mg/ml SOLUTION MO
naloxone 0.4 mg/ml, 1 mg/ml SYRINGE MO
naltrexone 50 mgq TABLET MO
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DRUG NAME UTILIZATION
MANAGEMENT

REQUIREMENTS

NARCAN 4 MG/ACTUATION SPRAY, NON-AEROSOL Mo PA
NICOTROL NS 10 MG/ML SPRAY, NON-AERQSOL Mo

OPVEE 2.7 MG/ACTUATION SPRAY, NON-AEROSOL Mo

REXTOVY 4 MG/ACTUATION SPRAY, NON-AERQOSOL Mo
SUBOXONE 12-3 MG, 2-0.5 MG, 4-1 MG, 8-2 MG FILM Mo
varenicline tartrate 0.5 mq (11)- 1 mq (42) TABLET, DOSE PACK MO
varenicline tartrate 0.5 mg, 1 mq TABLET MO

VIVITROL 380 MG SUSPENSION, ER, RECON Pt

ZIMHI 5 MG/0.5 ML SYRINGE Mo

ZUBSOLV 0.7-0.18 MG, 1.4-0.36 MG, 11.4-2.9 MG, 2.9-0.71 MG, 5.7-1.4 MG,
8.6-2.1 MG SUBLINGUAL TABLET Mo

ZURNAI 1.5 MG/0.5 ML AUTO-INJECTOR MO
ANTIBACTERIALS

acetic acid 2 % SOLUTION Mo

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

amoxicillin 125 mg, 250 mg CHEWABLE TABLET MO
amoxicillin 125 mg/5 ml, 200 mg/5 ml, 250 mg/5 ml, 400 mg/5 ml

SUSPENSION FOR RECONSTITUTION Mo

amoxicillin 250 mg CAPSULE MO

amoxicillin 500 mg CAPSULE MO

amoxicillin 500 mq TABLET MO

amoxicillin 875 mq TABLET MO

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

amoxicillin-pot clavulanate 200-28.5 mg, 400-57 mg CHEWABLE TABLET MO
amoxicillin-pot clavulanate 200-28.5 mg/5 ml, 250-62.5 mg/5 ml, 400-57

mg/5 ml, 600-42.9 mg/5 ml SUSPENSION FOR RECONSTITUTION Mo
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

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

w

ﬁ(l)JGMENTIN ES-600 600-42.9 MG/5 ML SUSPENSION FOR RECONSTITUTION

PA
ST

AVELOXIN 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

= W | W

azithromycin 250 mq TABLET MO

azithromycin 500 mg RECON SOLUTION Mo

azithromycin 500 mq, 600 mq 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

BICILLIN L-A 1,200,000 UNIT/2 ML, 2,400,000 UNIT/4 ML, 600,000
UNIT/ML SYRINGE Mo

BLUJEPA 750 MG TABLET Pt
cefaclor 125 mg/5 ml, 250 mg/5 ml, 375 mg/5 ml SUSPENSION FOR

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 MO

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, 3

gram/50 ml PIGGYBACK MO
CEFAZOLIN IN DEXTROSE (ISO-0S) 3 GRAM/150 ML PIGGYBACK MO 1

QL(28 per 14 days)
QL(28 per 14 days)
PA
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DRUG NAME TIER UTILIZATION
MANAGEMENT

REQUIREMENTS

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

cefixime 400 mg TABLET MO

cefotetan 1 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

ceftaroline fosamil 400 mg, 600 mg RECON SOLUTION Pt

ceftazidime 1 gram, 2 gram, 6 gram RECON SOLUTION MO
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©
cefuroxime axetil 250 mg, 500 mg TABLET MO

cefuroxime sodium 1.5 gram, 7.5 gram, 750 mg RECON SOLUTION MO
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
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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

w = = =
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DRUG NAME UTILIZATION
MANAGEMENT

REQUIREMENTS

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

—

clarithromycin 250 mg, 500 mq TABLET MO
clarithromycin 500 mq 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 mgq, 75 mqg 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

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

CLINDESSE 2 % CREAM, ER MO

colistin (colistimethate na) 150 mg RECON SOLUTION MO
COLY-MYCIN M PARENTERAL 150 MG RECON SOLUTION Pt
CONTEPO 6 GRAM RECON SOLUTION Pt

CUBICIN RF 500 MG RECON SOLUTION Pt

dalbavancin 500 mg SOLUTION Pt

DALVANCE 500 MG SOLUTION Pt

daptomycin 350 mg RECON SOLUTION MO

daptomycin 500 mg RECON SOLUTION Pt
daptomycin in 0.9 % sod chlor 1,000 mg/100 ml, 350 mg/50 ml, 500 mg/50 m|,

700 mg/100 ml PIGGYBACK Mo
demeclocycline 150 mg TABLET MO 1
demeclocycline 300 mg TABLET MO 1
dicloxacillin 250 mg, 500 mg CAPSULE MO 1
DIFICID 200 MG TABLET Pt 4
4
3
4

PA
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QL(4 per 28 days)
QL(4 per 28 days)
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QL(240 per 30 days)
QL(120 per 30 days)

DIFICID 40 MG/ML SUSPENSION FOR RECONSTITUTION Pt
DORYX 200 MG TABLET, DR/EC MO ST,QL(30 per 30 days)
DORYX 80 MG TABLET, DR/EC Pt ST,QL(60 per 30 days)
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DRUG NAME UTILIZATION
MANAGEMENT

REQUIREMENTS

DORYX MPC 60 MG TABLET, DR/ECPL ST,QL(60 per 30 days)
doxy-100 100 mg RECON SOLUTION MO

doxycycline hyclate 100 mg CAPSULE MO

doxycycline hyclate 100 mg RECON SOLUTION MO

doxycycline hyclate 100 mg TABLET MO

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 mq TABLET MO

ST,QL(180 per 30 days)

doxycycline hyclate 75 mg TABLET MO ST,QL(60 per 30 days)
doxycycline hyclate 80 mg TABLET, DR/EC MO ST,QL(60 per 30 days)
doxycycline monohydrate 100 mg, 150 mg, 50 mg, 75 mg TABLET MO

doxycycline monohydrate 100 mg, 50 mg CAPSULE MO

doxycycline monohydrate 150 mg CAPSULE MO QL(30 per 30 days)
doxycycline monohydrate 25 mg/5 ml SUSPENSION FOR RECONSTITUTION MO

doxycycline monohydrate 40 mg CAPSULE, IR/DR, BIPHASIC MO ST,QL(30 per 30 days)
doxycycline monohydrate 75 mg CAPSULE MO QL(60 per 30 days)
E.E.S. 400 400 MG TABLET MO

E.E.S. GRANULES 200 MG/5 ML SUSPENSION FOR RECONSTITUTION Mo

EMBLAVEO 2 GRAM RECON SOLUTION Pt

EMROSI 40 MG CAPSULE, IR/ER, BIPHASIC Pt PA,QL(30 per 30 days)

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 mg, 333 mg, 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

R =L R, R, R, wRRrR R~ WRFRE R RRRFRRFRRFRWRFRRFRERRFERERERR R

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

2026 HUMANA MEDICARE EMPLOYER PLAN FORMULARY UPDATED 04/01/2026 - 25



DRUG NAME

UTILIZATION
MANAGEMENT

REQUIREMENTS

erythromycin ethylsuccinate 400 mqg TABLET MO

erythromycin lactobionate 500 mg RECON SOLUTION Pt

FETROJA 1 GRAM RECON SOLUTION bt

QL(84 per 14 days)

fidaxomicin 200 mg TABLET Pt
FIRVANQ 25 MG/ML, 50 MG/ML RECON SOLUTION Mo

FLAGYL 375 MG CAPSULE Mo

fosfomycin tromethamine 3 gram PACKET MO

QL(320 per 30 days)

FURADANTIN 25 MG/5 ML SUSPENSION MO

gentamicin 0.1 % CREAM MO

gentamicin 0.1 % OINTMENT MO

gentamicin 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, 80 mg/100 ml, 80 mg/50 ml PIGGYBACK MO

= = = W W W e

gentamicin sulfate (ped) (pf) 20 mg/2 ml SOLUTION M@

HIPREX 1 GRAM TABLET MO

PA

HUMATIN 250 MG CAPSULE Pt

imipenem-cilastatin 250 mg, 500 mg RECON SOLUTION MO

KIMYRSA 1,200 MG RECON SOLUTION Pt

QL(1 per 30 days)

KITABIS PAK 300 MG/5 ML SOLUTION FOR NEBULIZATION Pt

PA

KLARON 10 % SUSPENSION Mo

QL(118 per 30 days)

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

e i el R LT R E S R o R e N (U I

LINCOCIN 300 MG/ML SOLUTION Mo

lincomycin 300 mg/ml SOLUTION MO

linezolid 100 mg/5 ml SUSPENSION FOR RECONSTITUTION Pt

QL(1800 per 30 days)

linezolid 600 mq TABLET MO

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

QL(60 per 30 days)

linezolid-0.9% sodium chloride 600 ma/300 ml PARENTERAL SOLUTION Mo

MACROBID 100 MG CAPSULE MO

MACRODANTIN 100 MG, 25 MG, 50 MG CAPSULE Mo

meropenem 1 gram, 500 mg RECON SOLUTION MO

— o W = = = D W
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DRUG NAME

UTILIZATION
MANAGEMENT

REQUIREMENTS

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

—

methenamine hippurate 1 gram TABLET MO

METRO LV. 500 MG/100 ML PIGGYBACK MO

METROCREAM 0.75 % CREAM MO

PA

METROGEL 1 % GEL MO

ST

METROLOTION 0.75 % LOTION MO

PA

metronidazole 0.75 % CREAM MO

metronidazole 0.75 % LOTION MO

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

Ll e e N (G (0 R (00 I (U R ]

metronidazole 1 % GEL WITH PUMP MO

metronidazole 125 mq, 250 mq, 500 mq TABLET MO

metronidazole 375 mg 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 mq, 50 mq, 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 e e Y o e [ N

ST,QL(30 per 30 days)

mondoxyne nl 100 mg CAPSULE MO

mondoxyne nl 75 mg CAPSULE MO

ST,QL(60 per 30 days)

morgidox 50 mq 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 mq 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

B I e N [ RN A [ [HEN (RN

QL(30 per 14 days)
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DRUG NAME UTILIZATION
MANAGEMENT

REQUIREMENTS

ofloxacin 300 mg, 400 mg TABLET MO

ORACEA 40 MG CAPSULE, IR/DR, BIPHASIC Mo

ORBACTIV 400 MG RECON SOLUTION bt

ORLYNVAH 500-500 MG TABLET bt

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

oxacillin in dextrose(iso-osm) 2 gram/50 ml PIGGYBACK MO

%nicillin g pot in dextrose 2 million unit/50 ml, 3 million unit/50 ml PIGGYBACK

ST,QL(30 per 30 days)
QL(3 per 28 days)

w W = W |-

penicillin g potassium 20 million unit, 5 million unit RECON SOLUTION MO
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

PIPERACILLIN-TAZOBACTAM 2.25 GRAM/50 ML, 3.375 GRAM/50 ML
PIGGYBACK Mo

PIPERACILLIN-TAZOBACTAM 4.5 GRAM/100 ML PIGGYBACK Pt
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
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ST
ST
ST,QL(30 per 30 days)
QL(6 per 28 days)
QL(6 per 28 days)
ST,QL(30 per 30 days)
PA

QL(118 per 30 days)
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DRUG NAME UTILIZATION
MANAGEMENT
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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

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 Mo

tinidazole 250 mg, 500 mg TABLET MO

TOBI 300 MG/5 ML SOLUTION FOR NEBULIZATION Pt
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

TYZAVAN 1 GRAM/200 ML, 1.25 GRAM/250 ML, 1.5 GRAM/300 ML, 1.75
GRAM/350 ML, 2 GRAM/400 ML, 500 MG/100 ML, 750 MG/150 ML
PIGGYBACK Mo

UNASYN 1.5 GRAM, 15 GRAM, 3 GRAM RECON SOLUTION Mo
VABOMERE 2 GRAM RECON SOLUTION Pt
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 mqg 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

ST,QL(180 per 30 days)

PA
PA
BvsD
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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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vancomycin-diluent combo no.1 1 gram/200 ml, 1.25 gram/250 ml, 1.5
gram/300 ml, 1.75 gram/350 ml, 2 gram/400 ml, 500 mg/100 ml, 750 mg/150

ml PIGGYBACK MO

UTILIZATION
MANAGEMENT
REQUIREMENTS

VANDAZOLE 0.75 % (37.5MG/5 GRAM) GEL Mo

VIBATIV 750 MG RECON SOLUTION Pt

VIBRAMYCIN 100 MG CAPSULE Mo

XACDURO 1 GRAM-1 GRAM (0.5 GRAM X 2) RECON SOLUTION

XACIATO 2 % GEL Mo

XERAVA 100 MG, 50 MG RECON SOLUTION Mo

XIMINO 135 MG, 45 MG, 90 MG CAPSULE, ER 24 HR. MO

ST,QL(30 per 30 days)

ZEMDRI 50 MG/ML SOLUTION Pt

ZERBAXA 1.5 GRAM RECON SOLUTION Pt

ZEVTERA 667 MG RECON SOLUTION Pt

ZITHROMAX 1 GRAM PACKET Mo

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

w W | w | w B 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)

brivaracetam 10 mg, 100 mg, 25 mq, 50 mq, 75 mq TABLET Pt

PA,QL(60 per 30 days)

brivaracetam 10 mg/ml SOLUTION MO

PA,QL(600 per 30 days)

brivaracetam 50 mg/5 ml SOLUTION MO

PA

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

e e P =T Y o o o o

PA,QL(60 per 30 days)
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DRUG NAME UTILIZATION
MANAGEMENT
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BRIVIACT 10 MG/ML SOLUTION bt

BRIVIACT 50 MG/5 ML SOLUTION bt

carbamazepine 100 mg, 200 mg CHEWABLE TABLET MO

carbamazepine 100 mg, 200 mg, 300 mg CAPSULE ER MULTIPHASE 12 HR. MO
carbamazepine 100 mg, 200 mg, 400 mq TABLET, ER 12 HR. MO
ﬁl%rbamazepine 100 mg/5 ml, 100 mg/5 ml (5 ml), 200 mg/10 ml SUSPENSION

PA,QL(600 per 30 days)
PA

e i i e S A

carbamazepine 200 mg TABLET MO

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

CEREBYX 100 MG PE/2 ML, 500 MG PE/10 ML SOLUTION Mo
clobazam 10 mg, 20 mq TABLET Pt

clobazam 2.5 mg/ml SUSPENSION Pt

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 bt

DIACOMIT 250 MG, 500 MG POWDER IN PACKET bt
diazepam 12.5-15-17.5-20 mg, 2.5 mg, 5-7.5-10 mg KIT Pt
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 mg TABLET, DR/EC MO
divalproex 250 mg, 500 mg TABLET, ER 24 HR. MO

ELEPSIA XR 1,000 MG, 1,500 MG TABLET, ER 24 HR. Pt
EPIDIOLEX 100 MG/ML SOLUTION Pt

epitol 200 mg TABLET MO

EPRONTIA 25 MG/ML SOLUTION Mo

EQUETRO 100 MG, 200 MG, 300 MG CAPSULE ER MULTIPHASE 12 HR. Mo
eslicarbazepine 200 mg, 400 mg TABLET Pt

eslicarbazepine 600 mg, 800 mg TABLET Pt

ethosuximide 250 mg CAPSULE MO

ethosuximide 250 mg/5 ml SOLUTION MO

PA
PA

PA,QL(180 per 30 days)
PA,QL(180 per 30 days)

QL(60 per 30 days)
PA

PA,QL(480 per 30 days)
PA

PA,QL(30 per 30 days)

PA,QL(60 per 30 days)
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DRUG NAME UTILIZATION

MANAGEMENT
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felbamate 400 mg, 600 mg TABLET MO 1 PA
felbamate 600 mg/5 ml SUSPENSION MO 1 PA
FELBATOL 400 MG, 600 MG TABLET Pt 4 PA
FINTEPLA 2.2 MG/ML SOLUTION PLLA b PA,QL(360 per 30 days)
fosphenytoin 100 mg pe/2 ml, 500 mg pe/10 ml SOLUTION MO 1
FYCOMPA 0.5 MG/ML SUSPENSION Pt b PA,QL(680 per 28 days)
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 mg TABLET MO 1 QL(180 per 30 days)
GABARONE 100 MG, 400 MG TABLET Pt 4 QL(270 per 30 days)
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 mqg TABLET MO 1 QL(60 per 30 days)
lacosamide 200 mg/20 ml SOLUTION Pt 4
LAMICTAL 100 MG TABLET Pt 4
LAMICTAL 150 MG, 200 MG, 25 MG TABLET MO 3
LAMICTAL 25 MG TABLET, CHEWABLE DISPERSIBLE Pt 4
LAMICTAL 5 MG TABLET, CHEWABLE DISPERSIBLE MO 3
LAMICTAL ODT 100 MG, 200 MG, 50 MG TABLET, DISINTEGRATING Pt 4
LAMICTAL ODT 25 MG TABLET, DISINTEGRATING MO 3
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
LAMI%TOAL STARTER (GREEN) KIT 25 MG (84) -100 MG (14) TABLET, DOSE 3
PACK
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DRUG NAME TIER UTILIZATION

MANAGEMENT
REQUIREMENTS
LAMICTAL STARTER (ORANGE) KIT 25 MG (42) -100 MG (7) TABLET, DOSE 3
PACK Mo
LAMICTAL XR 100 MG, 200 MG, 250 MG, 300 MG, 50 MG TABLET, ER 24 HR. Pt
LAMICTAL XR 25 MG TABLET, ER 24 HR. MO 3

IM%MICTAL XR STARTER (BLUE) 25 MG (21) -50 MG (7) TABLET, ER, DOSE PACK 3

LAMICTAL XR STARTER (GREEN) 50 MG(14)-100MG (14)-200 MG (7) TABLET, 3
ER, DOSE PACK Mo

LAMICTAL XR STARTER (ORANGE) 25MG (14)-50 MG (14)-100MG (7) TABLET, 3
ER, DOSE PACK Mo

lamotrigine 100 mg, 150 mg, 200 mg, 25 mg TABLET MO 1
lamotrigine 100 mg, 200 mq, 25 mg, 250 mg, 300 mg, 50 mg TABLET, ER 24 1

HR. Mo

lamotrigine 100 mg, 200 mg, 25 mg, 50 mg TABLET, DISINTEGRATING M°
lamotrigine 25 mg (21) -50 mg (7), 25 mg(14)-50 mg (14)-100 mq (7), 50 mg

(42) -100 mg (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 mg, 5 mqg TABLET, CHEWABLE DISPERSIBLE MO
levetiracetam 1,000 mg, 250 mq, 750 mq TABLET MO
levetiracetam 100 mg/ml, 500 mg/5 ml SOLUTION M@
levetiracetam 250 mq TABLET FOR SUSPENSION MO
levetiracetam 500 mg TABLET MO

levetiracetam 500 mq TABLET FOR SUSPENSION MO
levetiracetam 500 mqg TABLET, ER 24 HR. MO

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

levetiracetam 750 mqg TABLET, ER 24 HR. MO
levetiracetam in nacl (iso-os) 1,000 mg/100 ml, 1,500 mg/100 ml, 500 mg/100

ml PIGGYBACK Mo

LIBERVANT 10 MG, 12.5 MG, 15 MG, 5 MG, 7.5 MG FILM bt 4

methsuximide 300 mg CAPSULE MO 1

MOTPOLY XR 100 MG, 150 MG, 200 MG CAPSULE, ER 24 HR. bt 4 PA,QL(60 per 30 days)
MYSOLINE 250 MG, 50 MG TABLET Pt 4 PA
3
3
3

—

ST,QL(360 per 30 days)

ST,QL(180 per 30 days)
QL(180 per 30 days)
QL(900 per 30 days)
QL(120 per 30 days)
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QL(10 per 30 days)

NAYZILAM 5 MG/SPRAY (0.1 ML) SPRAY, NON-AEROSOL Pt QL(10 per 30 days)
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)
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DRUG NAME UTILIZATION

MANAGEMENT
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NEURONTIN 600 MG, 800 MG TABLET Pt b PA,QL(180 per 30 days)
ONFI 10 MG, 20 MG TABLET Pt 4 PA
ONFI 2.5 MG/ML SUSPENSION Pt 4 PA
oxcarbazepine 150 mg, 300 mg, 600 mg TABLET MO 1
oxcarbazepine 150 mg, 300 mg, 600 mg TABLET, ER 24 HR. MO 1 ST
oxcarbazepine 300 mg/5 ml (60 mg/ml) SUSPENSION MO 1
OXTELLAR XR 150 MG, 300 MG TABLET, ER 24 HR. MO 3 ST
OXTELLAR XR 600 MG TABLET, ER 24 HR. Pt 4 ST
pentobarbital sodium 50 mg/ml SOLUTION MO 1
perampanel 0.5 mg/ml SUSPENSION Pt 4 PA,QL(680 per 28 days)
perampanel 10 mg, 12 mg, 4 mg, 6 mg, 8 mg TABLET Pt 4 PA,QL(30 per 30 days)
perampanel 2 mg TABLET MO 1 PA,QL(30 per 30 days)
phenobarbital 100 mg, 16.2 mg, 32.4 mg, 64.8 mg, 97.2 mg TABLET MO 1 QL(90 per 30 days)
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 500 mg TABLET MO 1
rufinamide 200 mg TABLET MO 1 PA,QL(480 per 30 days)
rufinamide 40 mg/ml SUSPENSION 4 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)
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DRUG NAME
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TEGRETOL 100 MG/5 ML SUSPENSION Mo

SPRITAM 250 MG TABLET FOR SUSPENSION Mo ST,QL(360 per 30 days)
SPRITAM 500 MG TABLET FOR SUSPENSION Mo ST,QL(180 per 30 days)
SPRITAM 750 MG TABLET FOR SUSPENSION Mo ST,QL(120 per 30 days)
SUBVENITE 10 MG/ML SUSPENSION bt

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

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

subvenite starter (green) kit 25 mq (84) -100 mq (14) TABLET, DOSE PACK Mo

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

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

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 TABLET Pt

TOPAMAX 15 MG, 25 MG CAPSULE, SPRINKLE Pt

TOPAMAX 25 MG, 50 MG TABLET MO

topiramate 100 mg, 200 mg, 25 mg, 50 mg TABLET MO
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, 50 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 PA,QL(60 per 30 days)
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(90 per 30 days)
topiramate 25 mg/ml SOLUTION MO PA,QL(480 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)
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valproate sodium 500 mg/5 ml (100 mg/ml) SOLUTION MO
valproic acid 250 mg CAPSULE MO

—
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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 Pt 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, 5 MG TABLET MO 3 PA

ARICEPT 23 MG TABLET MO 3 PA,QL(30 per 30 days)
donepezil 10 mg, 5 mg TABLET MO 1

donepezil 10 mg, 5 mg TABLET, DISINTEGRATING MO 1

donepezil 23 mg TABLET MO 1 QL(30 per 30 days)
ergoloid 1 mg TABLET MO 1
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EXELON PATCH 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)
LEQEMBI IQLIK 360 MG/1.8 ML AUTO-INJECTOR Pt 4 PA
memantine 10 mg, 5 mg TABLET MO 1 PA
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
memantine 5-10 mq TABLET, DOSE PACK MO 1 PA,QL(98 per 30 days)
memantine-donepezil 14-10 mg, 21-10 mg, 28-