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

Formulary ID Number: 26032, v5

This formulary was updated on 08/28/2025. For more recent information or to price a medication, you
can visit us on the Web at express-scripts.com. Or you can contact Express Scripts Medicare® (PDP)
Customer Service at the numbers located on the back of your member ID card. Customer Service is
available 24 hours a day, 7 days a week.

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

99 ¢¢

When this drug list (formulary) refers to “we,” “us” or “our,” it means Medco Containment Life
Insurance Company or Medco Containment Insurance Company of New York (for employer plans
domiciled in New York). When it refers to “plan” or “our plan,” it means Express Scripts Medicare.

This document includes the list of the covered drugs (formulary) for our plan, which is current as of
August 28, 2025. For more recent information, please contact us. Our contact information, along with
the date we last updated the formulary, appears above and on the back cover.

You must use network pharmacies to fill your prescriptions to get the most from your benefit.
Benefits, premium and/or copayments/coinsurance may change on January 1, 2027. The formulary
and/or pharmacy network may change at any time. You will receive notice when necessary.

ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame
al 1.800.268.5707 (TTY: 1.800.716.3231).

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

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

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

Can my drug coverage change?

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 the
Medicare rules in making these changes. Updates to the formulary are posted to our website at
express-scripts.com.

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

e Immediate substitutions of certain new versions of brand-name drugs and original
biological products. We may immediately remove a drug from 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 original biological product on our
formulary, but immediately 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 an interchangeable 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 original biological product, we may not tell
you in advance before we make an immediate 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 the drug that is being changed. 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 entitled “How do I request an exception to the 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?”
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e Drugs removed from the market. If the Food and Drug Administration deems a drug on our
formulary to be unsafe or the drug’s manufacturer removes the drug from the market, we will
immediately remove the drug from our formulary and provide notice to members who take the
drug.

e 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, 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 one-month supply of the drug and
notice of the change.

o 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 entitled “How do I request an exception to the formulary?”

Changes that will not affect you if you are currently taking the drug. Generally, if you are taking a
drug on our 2026 formulary that was covered at the beginning of the year, we will not discontinue or
reduce coverage of the drug during the 2026 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.

The enclosed formulary is current as of 08/28/2025. To get current information about the drugs covered
by our plan, please contact us. Our contact information appears on the front and back covers.

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

Medical Condition
The formulary begins on page 1. The drugs in this formulary are grouped into categories depending
on the type of medical conditions that they are used to treat. For example, drugs used to treat a heart
condition are listed under the category “Cardiovascular, Hypertension/Lipids.”

Alphabetical Listing
If you are not sure what category to look under, you should look for your drug in the Index that
begins on page 73. The Index provides an alphabetical list of all of the drugs included in this
document. Both brand-name drugs and generic drugs are listed in the Index. Look in the Index and
find your drug. Next to your drug, you will see the page number where you can find coverage
information. Turn to the page listed in the Index and find the name of your drug in the “Drug Name”
column of the list.

This drug list was updated in August 2025.
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What are generic drugs?

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

For discussion of drug types, please see the Evidence of Coverage, Chapter 3, Section 3.1, “The
‘Drug List’ tells which Part D drugs are covered.”

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

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

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

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

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

You may be able to find out if your drug has any additional requirements or limits by looking in the
drug list that begins on page 1. Note: This drug list includes all possible restrictions and limits on
coverage. The requirements and limits may not apply to your plan’s specific coverage. To confirm
whether a particular drug is covered, visit us on the Web at express-scripts.com or contact Customer
Service.
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You can ask us to make an exception to these restrictions or limits. See the section “How do I request an
exception to the formulary?” below for information about how to request an exception.

What if my drug is not on the formulary?
If your drug is not included in this list of covered drugs, you should first contact Customer Service and
ask if your drug is covered.

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

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

e You can ask us to make an exception and cover your drug. See below for information about how
to request an exception.

You should talk to your prescriber to decide if you should switch to an appropriate drug that the plan
covers or request a formulary exception so that the plan will cover the drug you are taking.

How do I request an exception to the formulary?
You can ask us to make an exception to our coverage rules. There are several types of exceptions that
you can ask us to make.

e You can ask us to cover your drug even if it is not on our formulary. If approved, the drug will
be covered at a pre-determined cost-sharing level, and you will not be able to ask us to provide
the drug at a lower cost-sharing level.

¢ You can ask us to cover a formulary drug at a lower cost-sharing level. If approved, this would
lower the amount you must pay for your drug. In certain Express Scripts Medicare plans, you
cannot ask us to change the cost-sharing tier for any drug in the specialty tier, if applicable.

e You can ask us to waive coverage restrictions or limits on your drug. For example, for certain
drugs, Express Scripts Medicare limits the amount of the drug it will cover. If your drug has a
quantity limit, you can ask us to waive the limit and cover a greater amount.

You should contact us to ask for an initial coverage decision for a formulary, tier or utilization
restriction exception. When you are requesting an exception, you should submit a statement from
your prescriber or physician supporting your request. Generally, we must make our decision within
72 hours of getting your prescriber’s supporting statement. You can request an expedited (fast)
exception if you or your prescriber believes that your health could be seriously harmed by waiting up to
72 hours for a decision. If your request to expedite is granted, we must give you a decision no later than
24 hours after we get a supporting statement from your prescriber.

Generally, your request for an exception will only be approved if the alternative drugs that are included
in the plan formulary, the lower-tiered drugs or the additional utilization restrictions would not be as
effective in treating your condition and/or would cause you to have adverse medical effects.

How do I request an appeal?
If we make a coverage decision and you are not satisfied with this decision, you can “appeal” the
decision. An appeal is a formal way of asking us to review and change a coverage decision we have
made. To start an appeal, you, your prescriber or your representative must contact us.
This drug list was updated in August 2025.
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When you make an appeal, we review the coverage decision we have made to check to see if we were
following all of the rules properly. Your appeal is handled by different reviewers than those who made
the original unfavorable decision. When we have completed the review, we give you our decision.

For more information about the appeals process, you may contact Customer Service using the
information provided on the front and back covers of this document.

Can I get a temporary transition supply while I wait for an exception decision?

As a new or continuing member in our plan, you may be taking drugs that are not covered from one year
to the next. Or, you may be taking a drug that is covered but your ability to get it is limited. For
example, you may need a prior authorization from us before you can fill your prescription. You should
talk to your prescriber to decide if you should switch to an appropriate drug that we cover or request a
formulary exception so that we will cover the drug you take. While you talk to your prescriber to
determine the right course of action for you, or while you wait for a coverage decision from us, we may
cover a temporary transition supply of your drug in certain cases during the first 90 days that you are
enrolled in the plan or at the start of a new coverage year.

For each of your drugs that is not on our formulary, or if your ability to get drugs is limited, we will
cover a temporary transition supply when you go to a network pharmacy. This temporary transition
supply will be for a one-month supply. If your prescription is written for fewer days, we’ll allow refills
to provide up to a maximum of a one-month supply of medication. After your first refill of a one-month
supply, we will not pay for these drugs, even if you have been a plan member less than 90 days.

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 drug is limited but you are past the first 90 days of membership in our plan, we
will cover a minimum of a 31-day emergency transition supply of that drug while you pursue an
exception.

Other times when we will cover at least a temporary 30-day transition supply (or less, if you have a
prescription written for fewer days) include:
e  When you enter a long-term care facility
When you leave a long-term care facility
When you are discharged from a hospital
When you leave a skilled nursing facility
When you cancel hospice care
When you are discharged from a psychiatric hospital with a medication regimen that is
highly individualized

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

Other coverage that your plan may provide
Your plan may also cover categories of “excluded” drugs that are not normally covered by a Medicare
prescription drug plan and are not listed in the formulary. Drugs in the following categories may be
covered subject to the rules and limitations of your specific plan:

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

e Prescription drugs when used to promote fertility

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

This drug list was updated in August 2025.



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

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

e Drugs when used for the treatment of sexual or erectile dysfunction

¢ Over-the-counter (OTC) diabetic supplies

e Federal Legend Part B medications — for example, oral chemotherapy agents
(e.g., TEMODAR®, XELODA®)

e Non-prescription drugs, also known as over-the-counter (OTC) drugs

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

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

applicable), total drug costs or yearly out-of-pocket expenses.

Formulary
The formulary that begins on page 1 provides coverage information about some of the drugs covered by
this plan. If you have trouble finding your drug in the list, turn to the Index that begins on page 73.

The “Drug Name” column of the chart lists the drug name. Brand-name drugs are capitalized

(e.g., CRESTOR®) and generic drugs are listed in lowercase italics (e.g., atorvastatin). The information
in the “Requirements/Limits” column tells you if there are any special requirements for coverage of
that particular drug.

If you are not sure whether your drug is covered, please visit our website or contact Customer
Service using the information provided on the front and back covers of this formulary.

Your Costs
The amount you pay for a covered drug will depend on:

e Your coverage stage. Your plan has different stages of coverage. In each stage, the amount you
pay for a drug may change. Please refer to your other plan documents for more information
about your specific prescription drug benefit.

e The drug tier for your drug. Each covered drug is in one of two drug tiers. Each tier may have
a different cost-sharing amount. The “Drug Tiers” chart below explains what types of drugs are
included in each tier and shows how costs may change with each tier.

Your other plan materials have more information about your plan’s coverage stages and list the specific
cost-sharing amounts for each tier.

This drug list was updated in August 2025.
vi



Drug Tiers

Tier Includes Helpful tips

Tier 1: This tier includes many Use Tier 1 drugs for the lowest cost-sharing

Generic commonly prescribed generic amount.

Drugs drugs and may include other
low-cost drugs.

Tier 2: This tier includes brand-name Tier 2 drugs generally have a higher

Brand Drugs | drugs as well as some generic cost-sharing amount than Tier 1 drugs.
drugs.

If you qualify for Extra Help

If you qualify for Extra Help from Medicare to help pay for your prescription drugs, your cost-sharing
amounts may be lower than your plan’s standard benefit. Members who qualify for Extra Help will
receive a notice called “Important Information for Those Who Receive Extra Help Paying for Their
Prescription Drugs” (“Low Income Rider” or “LIS Rider”). Please read it to find out what your costs
are. You can also contact Customer Service with any questions using the information listed on the front
and back covers of this formulary.

For more information
For more detailed information about your Medicare prescription drug coverage and your plan’s specific
costs, please review your other plan materials.

If you need additional information on network pharmacies or if you have any other questions, please
contact our Customer Service department using the information provided on the front and back covers of
this formulary.

If you have general questions about Medicare prescription drug coverage, please call Medicare at
1.800.MEDICARE (1.800.633.4227), 24 hours a day, 7 days a week. TTY users should call
1.877.486.2048. Or visit https://www.medicare.gov.

This drug list was updated in August 2025.
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Below is a list of abbreviations that may appear on the following pages in the “Requirements/Limits”
column that tells you if there are any special requirements for coverage of your drug.

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

To confirm your plan’s specific coverage, contact Customer Service using the information provided on
the front and back covers of this formulary or visit us on the Web at express-scripts.com.

List of abbreviations

LA: Limited Availability. This prescription drug may be available only at certain pharmacies. For
more information, contact Customer Service using the information provided on the front and back
covers of this formulary.

MO: Mail-Order Drug. This prescription drug is available through Express Scripts Pharmacy by
Evernorth®, our home delivery service, as well as through select retail network pharmacies. It may also
be available through other network pharmacies. Consider using our home delivery service for your long-
term (maintenance) medications, such as high blood pressure medications. Retail network pharmacies
may be more appropriate for short-term prescriptions, such as antibiotics.

PA: Prior Authorization. The plan requires you or your prescriber to get prior authorization for certain
drugs. This means that you will need to get approval before you fill your prescription. If you don’t get
approval, we may not cover this drug.

QL: Quantity Limit. For certain drugs, the plan limits the amount of the drug that we will cover.

ST: Step Therapy. In some cases, the plan requires you to first try a certain drug to treat your medical
condition before we will cover another drug for that condition. For example, if Drug A and Drug B both
treat your medical condition, we may not cover Drug B unless you try Drug A first. If Drug A does not
work for you, we will then cover Drug B.

V: This vaccine is provided to adults at no cost when used based on recommendations by the Centers for
Disease Control and Prevention’s (CDC) Advisory Committee on Immunization Practices (ACIP).

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
itraconazole oral 1 MO
solution
ANTIFUNGAL ketoconazole oral 1 MO
AGENTS micafungin 1 MO
ABELCET 2 PA nystatin oral 1 MO
amphotericin b 1 PA: MO posaconazole oral 1 PA; MO;
— ’ tablet,delayed QL (96 per
amphotericin b 1 PA release (dr/ec) 30 days)
liposome )

: | terbinafine hcl oral 1 MO
caspofungin voriconazole 1 PA; MO
clotrimazole mucous 1 MO
membrane ANTIVIRALS
CRESEMBA ORAL 2 PA abacavir Y
fluconazole 1 MO abacavir-lamivudine 1 MO
fluconazole in nacl 1 PA; MO acyclovir oral 1 MO
(iso-osm) capsule
intravenous acyclovir oral 1 MO
piggyback 200 suspension 200 mg/5
mg/100 ml ml
ﬂuconazole in nacl 1 PA acyclovir oral tablet 1 MO
Z(ZZ?}Z:Z S acyclovir sodium 1 PA; MO

. intravenous solution
piggyback 400 n
mg/200 ml adefovir 1 MO
Sflucytosine 1 MO amantadine hcl 1 MO
griseofulvin 1 MO APTIVUS 2 MO
microsize atazanavir 1 MO
griseofulvin SV BARACLUDE 2 MO
ultramicrosize oral ORAL SOLUTION
tablet 125 mg, 250
mg BIKTARVY 2 MO
itraconazole oral 1 MO; QL CIMDUO 2 MO
capsule (120 per 30 darunavir 1 MO
days) DELSTRIGO 2 MO
DESCOVY 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
DOVATO 2 MO LIVTENCITY 2 PA; LA; QL
EDURANT 2 MO 51120)per 30
ays
] [ tablet 1 MO
¢favirenz oral table lopinavir-ritonavir 1 MO
efavirenz- 1 MO oral tablet
tricitabin-t
emtricitabin-tenofov MarAviroc MO
renz-lamivu- 1 MO
ff aviyenzramivie MAVYRET ORAL 2 PA;MO;
enofov disop
PELLETS IN QL (168 per
emtricitabine 1 MO PACKET 28 days)
emtricitabine- 1 MO MAVYRET ORAL 2 PA; MO;
tenofovir (tdf) TABLET QL (84 per
emtricita-rilpivirine- 1 28 days)
tenof df nevirapine oral 1
EMTRIVA ORAL 2 MO suspension
SOLUTION nevirapine oral 1 MO
entecavir 1 MO tablet
etravirine 1 MO nevirapine oral 1 MO
tablet extended
EVOTAZ 2 MO release 24 hr 400 mg
Jameiclovir [ MO NORVIR ORAL 2 MO
fosamprenavir 1 MO POWDER IN
GENVOYA 2 MO PACKET
INTELENCEORAL 2 MO ODEFSEY S O
TABLET 25 MG oseltamivir 1 MO
ISENTRESS 2 MO PAXLOVID ORAL 1 QL (20 per
ISENTRESS HD 2 MO TABLETS,DOSE 30 days)
PACK 150 MG
JULUCA 2 MO (10)- 100 MG (10)
KALETRA ORAL 2 MO PAXLOVID ORAL 1 QL (11 per
SOLUTION TABLETS,DOSE 30 days)
lamivudine 1 MO PACK 150 MG (6)-
100 MG (5
lamivudine- 1 MO )
Zidovudine PAXLOVID ORAL I QL (30 per
TABLETS,DOSE 30 days)
SOFOSBUVIR QL (28 per MG X 2)-100 MG
28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier nts/Limits Tier nts/Limits
PIFELTRO 2 MO TIVICAY ORAL 2 MO
PREVYMIS ORAL 2 PA:MO:; TABLET 50 MG
TABLET QL (30 per TIVICAY PD 2 MO
30 days) TRIUMEQ 2 MO
ORAL TABLET
800-150 MG-MG valacyclovir oral 1 MO; QL
PREZISTA ORAL 2 MO tablet 1 gram ggzg)per 30
SUSPENSION . 4
PRELSTAORAL 2 O racroiroral [RNO.OL €
TABLET 150 MG,
75 MG valganciclovir 1 MO
RELENZA 2 MO VEMLIDY MO
DISKHALER VIRACEPT ORAL 2 MO
REYATAZ ORAL 2 MO TABLET
POWDER IN VIREAD ORAL 2 MO
PACKET POWDER
ribavirin oral 1 MO VIREAD ORAL 2 MO
capsule TABLET 150 MG,
ribavirin oral tablet 1 MO 200 MG, 250 MG
200 mg VOSEVI 2 PA; MO;
rimantadine 1 MO QL (28 per
28
ritonavir 1 MO days)
XOFLUZA ORAL 2 MO
RUKOBIA 2 Mo TABLET 40 MG, 80
SELZENTRY 2 MO MG
ORAL SOLUTION zidovudine 1 MO
SOFOSBUVIR- 2 PA; MO;
VELPATASVIR QL (28 per CLHEEI N R0
INS
28 days)
STRIBILD 9 MO cefaclor oral capsule 1 MO
SUNLENCA ORAL 2 cefaclor oral 1
suspension for
SYMTUZA 2 MO reconstitution 250
tenofovir disoproxil 1 MO mg/5 ml

fumarate

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
cefadroxil oral 1 MO cefuroxime sodium 1 PA; MO
capsule injection recon soln
cefadroxil oral 1 MO 750 mg
suspension for cefuroxime sodium 1 PA; MO
reconstitution 250 intravenous recon
mg/5 ml, 500 mg/5 soln 1.5 gram
mi cephalexin oral 1 MO
cefazolin injection 1 MO capsule 250 mg, 500
recon soln 1 gram, mg
300 mg cephalexin oral 1 MO
cefazolin injection 1 suspension for
recon soln 10 gram reconstitution
cefdinir 1 MO tazicef injection 1 PA; MO
cefepime injection 1 MO TEFLARO 2 PA; MO
cefixime 1 MO ERYTHROMYCI
cefoxitin intravenous 1 PA; MO NS /OTHER
recon soln 1 gram, 2 MACROLIDES
gram azithromycin 1 PA; MO
cefoxitin intravenous 1 PA intravenous
recon soln 10 gram azithromycin oral 1 MO
cefpodoxime 1 MO suspension for
cefprozil 1 MO reconstitution
e i azithromycin oral 1
ceftazidime injection 1 PA; MO tablet 250 mg (6
recon soln I gram, 2
am pack), 500 mg (3

& pack)
isjcft ;l;ljol’;;e gn]f;ZOn ! PA azithromycin oral 1 MO

& tablet 250 mg, 500
ceﬁriaxolnelinjectiog 1 MO mg, 600 mg
recon soln 1 gram, . .
aram, 250 mg, 500 clarithromycin MO
mg DIFICID ORAL 2 MO; QL (20
ceftriaxone injection 1 TABLET per 10 days)
recon soln 10 gram erythromycin 1

: : ethylsuccinate oral

cefuroxime axetil 1 MO cablet

oral tablet

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
erythromycin oral 1 MO daptomycin 1 MO
MISCELLANEO intravenous recon
Us soln 500 mg
ANTIINFECTIV EMVERM 2 MO
ES ertapenem 1 PA; MO;
albendazole 1 MO QL (14 per
14 days)
amikacin injection 1 PA; MO PR ] MO
solution 500 mg/2 ml ethambuto
ARIKAYCE ) PA: LA gentamicin in nacl 1 PA; MO
' (iso-osm)
atovaquone 1 MO intravenous
atovaquone- 1 MO piggvback 100
proguanil mg/100 ml, 60 mg/50
aztreonam 1 PA; MO ml, 80 mg/100 mi, 80
z > mg/50 ml
CAYSTON & E’i’ 1(\2/[]? ;(8 4 gentamicin injection 1 PA; MO
per’56 days) hydroxychloroquine MO
[ tablet 200
chloroquine 1 MO orar tabre ne
phosphate imipenem-cilastatin 1 PA; MO
clindamycin hcl 1 MO IMPAVIDO 2 PA; MO
clindamycin in 5 % 1 PA; MO isoniazid oral 1 MO
dextrose ivermectin oral 1 PA; MO;
clindamycin 1 PA; MO tablet 3 mg QL (20 per
phosphate injection 30 days)
COARTEM 2 MO ivermectin oral 1 PA; QL (8
colistin 1 PA: MO: tablet 6 mg per 30 days)
(colistimethate na) QL (30 per linezolid 1 MO
10 days) linezolid in dextrose 1 PA; MO
dapsone oral 1 MO 5%
DAPTOMYCIN 2 MO mefloquine 1 MO
INTRAVENOUS meropenem 1 PA; QL (30
RECON SOLN 350 intravenous recon per 10 days)
MG soln 1 gram

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
meropenem 1 PA; QL (10 tobramycin in 0.225 1 PA; MO;
intravenous recon per 10 days) % nacl QL (280 per
soln 500 mg 28 days)
metronidazole in 1 PA; MO tobramycin 1 PA; MO;
nacl (iso-o0s) inhalation QL (224 per
metronidazole oral 1 MO 28 days)
tablet 250 mg, 500 tobramycin sulfate 1 PA; MO
mg injection solution
neomycin 1 MO vancomycin 1 MO; QL (20
nitazoxanide 1 MO: QL (12 intravenous recon per 10 days)
per éO days) soln 1,000 mg
pentamidine 1 PA; MO; vancomycin 1 QL (2 per
halation QL’ (1p e’ . intravenous recon 10 days)
28 days) soln 10 gram
pentamidine 1 MO vancomycin 1 MO; QL (10
injection intravenous recon per 10 days)
soln 500 mg
] tel 1 MO
praziqrante vancomycin 1 MO; QL (27
PRIFTIN 2 MO intravenous recon per 10 days)
primaquine 1 MO soln 750 mg
pyrazinamide 1 MO vancomycin oral 1 PA; MO;
le 125 L (40
pyrimethamine 1 PA; MO capsue " (120 d( ay S;j °
quinine sulfate 1 MO vancomycin oral 1 PA; MO;
rifabutin 1 MO capsule 250 mg QL (80 per
rifampin 1 MO 10 days)
) XIFAXAN ORAL 2 PA; QL (9
SIRTURO 2 PA; LA ’
TABLET 200 MG per 30 days)
STREPTOMYCIN 2 PA; MO;
QL (60 per XIFAXAN ORAL 2 PA; MO;
30 days) TABLET 550 MG QL (90 per
30 days)
tigecycline 1 PA; MO
PENICILLINS
tinidazole 1 MO
) amoxicillin oral 1 MO
TOBI PODHALER 2 MO; QL capsule
(224 per 56
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
amoxicillin oral 1 MO BICILLIN L-A 2 PA; MO
suspension for INTRAMUSCULA
reconstitution R SYRINGE
amoxicillin oral 1 MO 11\/,12LOO,000 UNIT/2
tablet
o BICILLIN L-A 2 PA
amoxicillin oral 1 MO
tablet,chewable 125 INTRAMUSCULA
mg, 250 mg R SYRINGE
' 2,400,000 UNIT/4
amoxicillin-pot 1 MO ML, 600,000
clavulan.ate oral UNIT/ML
iZ(i[o)ZZfiltZ’:iJOIZr dicloxacillin 1 MO
amoxicillin-pot 1 MO nafcillin injection 1 PA; MO
clavulanate oral recon soln 1 gram, 2
tablet gram
amoxicillin-pot 1 MO nafcillin injection 1 PA
clavulanate oral recon soln 10 gram
tablet extended oxacillin in 1 PA
release 12 hr dextrose(iso-osm)
. a7 ntravenous
ampicillin oral 1 MO m
capsule 500 mg piggyback 2 gram/50
ml
icillin sodi 1 PA; MO
ZZZ;ZO n”x:o l;usn; In oxacillin injection 1 PA
1 gram, 10 gram recon soln 1 gram,
' A 10 gram
icillin- t 1 PA; MO
?chl,tcllo ;;}Zf;cuo nif);;m oxacillin injection 1 PA; MO
1.5 gram, 3 gram recon soln 2 gram
ampicillin-sulbactam 1 PA ginIICI;LLIN G 2 PA
injection recon soln
15 gram DEXTROSE
INTRAVENOUS
AUGMENTIN 2 MO PIGGYBACK 2
ORAL MILLION UNIT/50
SUSPENSION FOR ML, 3 MILLION
RECONSTITUTIO UNIT/50 ML

N 125-31.25 MG/5
ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
penicillin g 1 PA; MO
potassium injection
recon soln 20
million unit
sulfadiazine 1 MO
penicillin g sodium 1 PA; MO
— sulfamethoxazole- 1 MO
p emczl.lm v 1 MO trimethoprim oral
potassium
tazobactam
intravenous recon demeclocycline 1 MO
soln 2.25 gram, doxy-100 1 PA; MO
3.375 gram, 4.5 -
gram floxycycllne hyclate 1 PA
intravenous
piperacillin- 1
tazobactam doxycycline hyclate 1 MO
intravenous recon oral capsule
soln 40.5 gram doxycycline hyclate 1 MO
20 mg, 50 mg
j in hel 1 MO
ciprofloxacin he doxycycline 1 MO
oral tablet 250 mg,
500 mg, 750 mg monohydrate oral
' capsule 100 mg, 50
ciprofloxacin in 5 % 1 PA; MO mg
dextrose intravenous J Ji 1 MO
piggyback 200 oxycycitne
monohydrate oral
mg/100 ml .
suspension for
levofloxacin in d5w 1 PA; MO reconstitution
intravenous .
pigayback 500 doxycycline 1 MO
mg/100 ml, 750 monohydrate oral
tablet 100 mg, 50
mg/150 ml
: l | MO mg, 75 mg
l
evofloxacin ora minocycline oral 1 MO
moxifloxacin oral 1 MO capsule
moxifloxacin- 1 PA; MO minocycline oral 1 MO
sod.chloride(iso) tablet
tetracycline oral 1 MO
capsule

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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Drug Name Drug Requireme Drug Name Requireme
Tier  nts/Limits nts/Limits
URINARY abirtega PA; QL
TRACT AGENTS (120 per 30
d
fosfomycin 1 MO ays)
tromethamine AKEEGA PA; LA; QL
) (60 per 30
methenamine 1 MO days)
hippurate
: ) ALECENSA PA; MO;
nitrofurantoin 1 MO QL (240 per
macrocrystal oral 30 days)
capsule 100 mg, 50
mg ALUNBRIG ORAL PA; QL (30
) X TABLET 180 MG, per 30 days)
nitrofurantoin 1 MO 90 MG
monohyd/m-cryst
) : ALUNBRIG ORAL PA; QL (60
trimethoprim . MO TABLET 30 MG per 30 days)
ANTINEOPLA ALUNBRIG ORAL PA; QL (30
STIC / TABLETS,DOSE per 180
IMMUNOSUP PACK days)
PRESSANT anastrozole MO
DRUGS AUGTYRO ORAL PA; QL (60
CAPSULE 160 MG 30d
ADJUNCTIVE per 30 days)
AGENTS AUGTYRO ORAL PA; QL
CAPSULE 40 MG (240 per 30
leucovorin calcium 1 MO days)
/
o AVMAPKI- PA; QL (66
mesna oral 1 MO FAKZYNJA per 28 days)
WYOST 2 PA; MO AYVAKIT PA; LA; QL
ANTINEOPLAS (30 per 30
TIC / days)
IMMUNOSUPPR azathioprine oral PA; MO
ESSANT DRUGS tablet 50 mg
abiraterone oral 1 PA; MO; BALVERSA PA; LA
tablet 250 mg QL (120 per bexarotene PA; MO
30 days)
bicalutamide MO
abiraterone oral 1 PA; MO;
tablet 500 mg QL (60 per
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
BOSULIF ORAL 2 PA; MO; COMETRIQ ORAL 2 PA; MO;
CAPSULE 100 MG QL (180 per CAPSULE 140 QL (112 per
30 days) MG/DAY (80 MG 28 days)
BOSULIF ORAL 2 PA;MO; X1-20 MG X3)
CAPSULE 50 MG QL (330 per COMETRIQ ORAL 2 PA; MO;
30 days) CAPSULE 60 QL (84 per
BOSULIF ORAL 2 PA;MO; 13%}2 %AY (20 MG X 28 days)
TABLET 100 MG QL (90 per )
30 days) COPIKTRA 2 PA; LA; QL
BOSULIF ORAL 2 PA;MO; 5160 per 30
TABLET 400 MG, QL (30 per ays)
500 MG 30 days) COTELLIC 2 PA; MO;
BRAFTOVI 2 PA; MO; LA; QL (63
LA: QL per 28 days)
(180 per 30 cyclophosphamide 1 PA; MO
days) oral capsule
BRUKINSA 2 PA; LA; QL CYCLOPHOSPHA 2 PA
(120 per 30 MIDE ORAL
days) TABLET
CABOMETYX 2 PA; MO; cyclosporine 1 PA; MO
LA; QL (30 modified oral
per 30 days) capsule
CALQUENCE 2 PA; LA; QL cyclosporine 1 PA
(ACALABRUTINIB (60 per 30 modified oral
MAL) days) solution
CAPRELSA ORAL 2 PA; LA; QL cyclosporine oral 1 PA; MO
TABLET 100 MG (60 per 30 capsule
days) DANZITEN 2 PA;QL
CAPRELSA ORAL 2 PA; LA; QL (112 per 28
TABLET 300 MG (30 per 30 days)
days) dasatinib oral tablet 1 PA; MO;
COMETRIQ ORAL 2 PA; MO; 100 mg, 140 mg, 50 QL (30 per
CAPSULE 100 QL (56 per mg, 80 mg 30 days)
)I\élnggﬁégg lMG 28 days) dasatinib oral tablet 1 PA; MO;
- ) 20 mg QL (90 per
30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
dasatinib oral tablet 1 PA; MO; everolimus 1 PA; MO;
70 mg QL (60 per (antineoplastic) oral QL (150 per
30 days) tablet for suspension 30 days)
DAURISMO ORAL 2 PA;MO; 2mg
TABLET 100 MG QL (30 per everolimus 1 PA; MO;
30 days) (antineoplastic) oral QL (90 per
DAURISMO ORAL 2 PA; MO: tablet for suspension 30 days)
TABLET 25 MG QL (60 per 3 mg
30 days) everolimus 1 PA; MO;
ELIGARD PA: MO (antineoplastic) 01.’al QL (60 per
tablet for suspension 30 days)
ELIGARD (3 PA; MO 5mg
MONTH
) everolimus 1 PA; MO
ELIGARD (4 2 PA; MO (immunosuppressive
MONTH) )
ELIGARD (6 2 PA; MO exemestane 1 MO
MONTH)
FIRMAGON KIT W 2 PA; MO
ENVARSUS XR PA; MO DILUENT
ERIVEDGE PA; MO; SYRINGE
QL (30 per FOTIVDA 2 PA;LA;QL
30 days) (21 per 28
ERLEADA ORAL 2 PA; MO; days)
TABLET 240 MG QL (30 per FRUZAQLA ORAL 2 PA; QL (84
30 days) CAPSULE 1 MG per 28 days)
ERLEADA ORAL 2 PA; MO; FRUZAQLA ORAL 2 PA; QL (21
TABLET 60 MG QL (120 per CAPSULE 5 MG per 28 days)
30d
ays) GAVRETO 2 PALA:QL
erlotinib oral tablet 1 PA; MO; (120 per 30
100 mg, 150 mg QL (30 per days)
30d
ays) gefitinib 1 PA; MO;
erlotinib oral tablet 1 PA; MO; QL (30 per
25 mg QL (60 per 30 days)
30d
ays) gengraf oral capsule 1 PA; MO
EULEXIN 2
GILOTRIF 2 PA; MO;
everolimus 1 PA; MO; QL (30 per
(antineoplastic) oral QL (30 per 30 days)
tablet 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
GLEOSTINE 2 MO INLYTA ORAL 2 PA; MO;
GOMEKLI ORAL ) PA: QL TABLET 1 MG QL (180 per
CAPSULE 1 MG (126 per 28 30 days)
days) INLYTA ORAL 2 PA; MO;
GOMEKLI ORAL 2 PA:;QL (84 TABLET 5 MG %Ld(lzo per
CAPSULE 2 MG per 28 days) ays)
GOMEKLI ORAL 2 PA:QL INQOVI 2 P‘i; MO;
TABLET FOR (168 per 28 Q d(5 per
SUSPENSION days) 28 days)
INREBIC 2 PA; MO;
hyd 1 MO » VL
ydroxyurea LA: QL
IBRANCE 2 PA; MO; (120 per 30
QL (21 per days)
2
8 days) ITOVEBI ORAL 2 PA;MO;
ICLUSIG 2 PA; QL (30 TABLET 3 MG QL (60 per
per 30 days) 30 days)
IDHIFA 2 PA; MO; ITOVEBI ORAL 2 PA; MO;
LA; QL (30 TABLET 9 MG QL (30 per
per 30 days) 30 days)
imatinib oral tablet 1 PA; MO; IWILFIN 2 PA; LA; QL
100 mg QL (180 per (240 per 30
30 daYS) days)
imatinib oral tablet 1 PA; MO; JAKAFI 2 PA; MO;
400 mg QL (60 per QL (60 per
30 days) 30 days)
IMBRUVICA 2 PA; QL (30 JAYPIRCA ORAL 2 PA; MO;
ORAL CAPSULE per 30 days) TABLET 100 MG QL (60 per
IMBRUVICA 2 PA; QL 30 days)
ORAL (324 per 30 JAYPIRCA ORAL 2 PA; MO;
SUSPENSION days) TABLET 50 MG QL (30 per
IMBRUVICA 2 PA; QL (30 30 days)
ORAL TABLET per 30 days) IYLAMVO PA; MO
140 MG, 280 MG
10 MG ’ KISQALI ORAL 2 PA; MO;
TABLET 200 QL (21 per
IMKELDI 2 PA; MO; MG/DAY (200 MG 28 days)
QL (280 per X 1)
28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
KISQALI ORAL 2 PA; MO; LENVIMA ORAL 2 PA; MO;
TABLET 400 QL (42 per CAPSULE 12 QL (90 per
MG/DAY (200 MG 28 days) MG/DAY (4 MG X 30 days)
X?2) 3), 18 MG/DAY (10
KISQALI ORAL 2 PA;MO; 12\2?\4)((3 /11')‘; I\Y/IC; 3(13/22}
TABLET 600 QL (63 per X 24 MG X (1
MG/DAY (200 MG 28 days) - )
X 3) LENVIMA ORAL 2 PA; MO;
CAPSULE 14 QL (60 per
KOSELUGO PA
MG/DAY (10 MG X 30 days)
KRAZATI PA; QL 1-4 MG X 1), 20
(180 per 30 MG/DAY (10 MG X
days) 2), 8 MG/DAY (4
lapatinib 1 PA; MO; MG X 2)
QL (180 per letrozole 1 MO
30d
ays) LEUKERAN 2 MO
LAZCLUZE ORAL 2 PA; LA; QL ) '
TABLET 240 MG (30 per 30 leuprolide I PAMO
days) subcutaneous kit
LAZCLUZE ORAL 2 PA:LA:QL LONSURF PA; MO
TABLET 80 MG (60 per 30 LORBRENA ORAL PA; MO;
days) TABLET 100 MG QL (30 per
lenalidomide oral 1 PA; MO; 30 days)
capsule 10 mg, 15 QL (28 per LORBRENA ORAL 2 PA; MO;
mg, 25 mg, 5 mg 28 days) TABLET 25 MG QL (90 per
lenalidomide oral 1 PA; QL (28 30 days)
capsule 2.5 mg, 20 per 28 days) LUMAKRAS 2 PA; MO;
mg ORAL TABLET QL (240 per
LENVIMA ORAL 2 PA;MO; 120 MG 30 days)
CAPSULE 10 QL (30 per LUMAKRAS 2 PA; MO;
MG/DAY (10 MG X 30 days) ORAL TABLET QL (120 per
1), 4 MG 240 MG 30 days)
LUMAKRAS 2 PA; MO;
ORAL TABLET QL (90 per
320 MG 30 days)
LUPRON DEPOT 2 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits

LYNPARZA 2 PA; MO; methotrexate sodium 1 PA; MO

gng(alyzs(; pet meti{oztrex'czte sodium 1 PA; MO
(pf) injection

LYSODREN solution

LYTGOBI ORAL PA; LA; QL mycophenolate 1 PA; MO

TABLET 12 (84 per 28 mofetil

13\/[G/DAY (“4MGX days) mycophenolate 1 PA; MO

) sodium

LYTGOBI ORAL 2 PA; LA; QL

TABLET 16 (112 per Sg MYHIBBIN PA; MO

MG/DAY (4 MG X days) NEMLUVIO PA; MO;

4) QL (2 per

LYTGOBI ORAL 2 PAJLA;QL 28 days)

TABLET 20 (140 per 28 NERLYNX 2 PA;MO;

MG/DAY (4 MG X days) LA

5) nilotinib hcl oral 1 PA; MO;

MATULANE 2 capsule 150 mg, 200 QL (112 per

megestrol oral 1 PA; MO " 28 days)

suspension 400 nilotinib hcl oral 1 PA; MO;

mg/10 ml (40 capsule 50 mg QL (120 per

mg/ml), 625 mg/5 ml 30 days)

(125 mg/ml) nilutamide 1 PA; MO

megestrol oral tablet 1 PA; MO NINLARO 2 PA; MO;

MEKINIST ORAL 2 PA;MO; QL (3 per

RECON SOLN QL (1260 28 days)
per 30 days) NUBEQA 2 PA; MO;

MEKINIST ORAL 2 PA;MO; LA; QL

TABLET 0.5 MG QL (90 per (120 per 30
30 days) days)

MEKINIST ORAL 2 PA; MO:; octreotide acetate 1 PA; MO

TABLET 2 MG QL (30 per injection solution
30 days) ODOMZO 2 PA: MO;

MEKTOVI 2 PA; MO; LA; QL (30
LA; QL per 30 days)
(180 per 30 OGSIVEO ORAL 2 PA; QL (56
days) TABLET 100 MG, per 28 days)

mercaptopurine 1 MO 150 MG

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
OGSIVEO ORAL 2 PA:QL PIQRAY ORAL 2 PA:QL(28
TABLET 50 MG (180 per 30 TABLET 200 per 28 days)
days) MG/DAY (200 MG
OJEMDA ORAL 2 PA;QL (% X1
SUSPENSION FOR per 28 days) PIQRAY ORAL 2 PA:QL (56
RECONSTITUTIO TABLET 250 per 28 days)
N MG/DAY (200 MG
OJEMDA ORAL 2 PA;QL(16 Xl'fo MG X1), 300
TABLET 400 per 28 days) )1\(43 DAY (150 MG
MG/WEEK (100 )
MG X 4) POMALYST 2 PA;MO;
OJEMDA ORAL 2 PA:QL (20 LA52‘§I;1 (@1
TABLET 500 per 28 days) per 28 days)
MG/WEEK (100 PROGRAF ORAL 2 PA;MO
MG X 5) GRANULES IN
OJEMDA ORAL 2 PA:QL (24 PACKET
TABLET 600 per 28 days) QINLOCK 2 PA; LA; QL
MG/WEEK (100 (90 per 30
MG X 6) days)
OJJAARA 2 PA:QL (30 RETEVMO ORAL 2 PA;MO;
per 30 days) CAPSULE 40 MG LA; QL (90
ONUREG 2 PA;MO; per 30 days)
QL (14 per RETEVMO ORAL 2 PA; MO;
28 days) CAPSULE 80 MG LA; QL (60
ORGOVYX 2 PA;LA;QL per 30 days)
(30 per 28 RETEVMO ORAL 2 PA;MO;
days) TABLET 120 MG, LA; QL (60
ORSERDU ORAL 2 PA:QL (30 160 MG, 80 MG per 30 days)
TABLET 345 MG per 30 days) RETEVMO ORAL 2 PA;MO;
ORSERDU ORAL 2 PA;QL (90 TABLET 40 MG LA; QE (0
TABLET 86 MG per 30 days) per 30 days)
- MO REVUFORJ ORAL 2 PA:QL
pazopanib 1 PA; MO; ’
QL (120 per TABLET 110 MG 51120 per 30
30 days) ays)
PEMAZYRE 2 PA:LA:QL ﬁggﬁ?ﬁ“ OBIZAL 2 Py QLd (60
(28 per 28 60 MG per 30 days)
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
REVUFORJ ORAL 2 PA; QL SIGNIFOR 2 PA
TABLET 25 MG gz4o)per 30 irolimus ) PA: MO
ays
SOLTAMOX 2 MO
REZLIDHIA 2 PA; QL (60
per 30 days) SOMATULINE 2 PA; MO
REZUROCK 2 PA;LA; QL DEPOT
oS ;(‘)3 SUBCUTANEOUS
El per SYRINGE 60
ays) MG/0.2 ML, 90
ROMVIMZA 2 PA; LA; QL MG/0.3 ML
518 per 28 sorafenib 1 PA; MO;
ays) QL (120 per
ROZLYTREK 2 PA; MO; 30 days)
?(%AI\IEGCAPSULE %Ld(wo per STIVARGA 2 PA;MO;
ays) QL (84 per
ROZLYTREK 2 PA; MO; 28 days)
S(}EAI\EEGCAPSULE (3254 d(90 per sunitinib malate 1 PA; MO;
ays) QL (28 per
ROZLYTREK 2 PA; MO; 28 days)
ORAL PELLETS IN QL (336 per TABLOID MO
PACKET 28 days)
TABRECTA PA; MO
RUBRACA 2 PA; MO;
LA; QL tacrolimus oral 1 PA; MO
(120 per 30 capsule
days) TAFINLAR ORAL 2 PA; MO;
RUXIENCE PA; MO CAPSULE QL (120 per
RYDAPT PA; MO: 30 days)
QL (224 per TAFINLAR ORAL 2 PA; MO;
28 days) TABLET FOR QL (840 per
SUSPENSION 28d
SCEMBLIX ORAL 2 PA:QL ays)
TABLET 100 MG (120 per 30 TAGRISSO 2 PA; MO;
days) LA; QL (30
30d
SCEMBLIX ORAL 2 PA:QL (60 per 30 days)
TABLET 20 MG per 30 days) TALZENNA 2 PA; MO;
QL (30 per
SCEMBLIX ORAL 2 PA; QL 30 days)
TABLET 40 MG (300 per 30
days) tamoxifen 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
TAZVERIK 2 PA; LA VENCLEXTA 2 PA;LA; QL
’ MG days)
THALOMID ORAL 2 PA; MO; VENCLEXTA 5 PA LA QL
CAPSULE 100 MG L (112 > L
Ss d(ays) et ORAL TABLET (180 per 30
100 MG days)
THALOMID ORAL 2 PA; MO;
e VENCLEXTA 2 PA; LA; QL
CAPSULE 50 MG L (28 > LA,
(228 d(ay Sf “ ORAL TABLET 50 (30 per 30
MG days)
TIBSOVO 2 PA
: VENCLEXTA 2 PA; LA; QL
toremifene 1 MO STARTING PACK (42 per 180
torpenz 1 PA; QL (30 days)
per 30 days) VERZENIO 2 PA; MO;
TRAZIMERA PA; MO LA; QL (60
TRELSTAR PA; MO per 30 days)
INTRAMUSCULA VITRAKVI ORAL 2 PA; MO;
R SUSPENSION CAPSULE 100 MG LA; QL (60
FOR per 30 days)
RECONSTITUTIO VITRAKVI ORAL 2 PA; MO;
N CAPSULE 25 MG LA; QL
tretinoin 1 MO (180 per 30
(antineoplastic) days)
TRUQAP 2 PA; QL (64 VITRAKVI ORAL 2 PA; MO;
per 28 days) SOLUTION LA; QL
300 per 30
TUKYSA ORAL 2 PA:LA:QL Elays)per
TABLET 150 MG (120 per 30
days) VIZIMPRO 2 PA; MO;
QL (30 per
TUKYSA ORAL 2 PA; LA; QL 30 days)
TABLET 50 MG (300 per 30
days) VONJO 2 PA; QL
120 per 30
TURALIO ORAL 2 PA:LA:QL Eiays)per
CAPSULE 125 MG (120 per 30
days) VORANIGO ORAL 2 PA; QL (60
TABLET 10 MG 30d
VANFLYTA 2 PA;QL (56 per 30 days)
per 28 days) VORANIGO ORAL 2 PA; QL (30
TABLET 40 MG per 30 days)
WELIREG 2 PA; LA

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
XALKORI ORAL 2 PA; MO; ZYDELIG 2 PA; MO;
CAPSULE QL (60 per QL (60 per
30 days) 30 days)
XALKORI ORAL 2 PA; MO; ZYKADIA 2 PA; MO;
PELLET 150 MG QL (180 per QL (90 per
30 days) 30 days)
XALKORI ORAL 2 PA;MO; AUTONOMIC
PELLET 20 MG, 50 QL (120 per
MG 30 days) / CNS DRUGS,
XERMELO 2 PA; LA; QL SOOI LD EA Y
LA Q / PSYCH
(84 per 28
days) ANTICONVULS
XOSPATA 2 PA;LA; QL ANTS
(90 per 30 BRIVIACT ORAL 2 MO; QL
days) SOLUTION (600 per 30
XPOVIO PA: LA days)
XTANDI ORAL PA; MO; BRIVIACT ORAL 2 MO; QL (60
CAPSULE QL (120 per TABLET per 30 days)
30 days) carbamazepine oral 1 MO
XTANDI ORAL 2 PA; MO; capsule, er
TABLET 40 MG QL (120 per multiphase 12 hr
30 days) carbamazepine oral 1 MO
XTANDI ORAL 2 PA; MO; suspension 100 mg/5
TABLET 80 MG QL (60 per ml
30 days) carbamazepine oral 1 MO
ZEJULA ORAL 2 PA; MO; tablet
TABLET LA; QL (30 carbamazepine oral 1 MO
per 30 days) tablet extended
ZELBORAF 2 PA; MO; release 12 hr
QL (240 per carbamazepine oral 1 MO
30 days) tablet,chewable 100
ZIRABEV PA; MO mg
ZOLINZA PA; MO; clobazam oral 1 PA; MO;
QL (120 per suspension QL (480 per
30 days) 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
clobazam oral tablet 1 PA; MO; FINTEPLA 2 PA; LA; QL
QL (60 per (360 per 30
30 days) days)
clonazepam oral 1 MO; QL (90 FYCOMPA ORAL 2 MO; QL
tablet 0.5 mg, 1 mg per 30 days) SUSPENSION (720 per 30
clonazepam oral 1 MO; QL days)
tablet 2 mg (300 per 30 FYCOMPA ORAL 2 MO; QL (30
days) TABLET 10 MG, 12 per 30 days)
clonazepam oral 1 MO; QL (90 MG, 8 MG
tablet, disintegrating per 30 days) FYCOMPA ORAL 2 MO; QL (60
0.125 mg, 0.25 mg, TABLET 2 MG, 4 per 30 days)
0.5 mg, 1 mg MG, 6 MG
clonazepam oral 1 MO; QL gabapentin oral 1 MO; QL
tablet,disintegrating (300 per 30 capsule 100 mg, 400 (270 per 30
2 mg days) mg days)
DIACOMIT 2 PA; LA gabapentin oral 1 MO; QL
diazepam rectal 1 MO capsule 300 mg 33 60)per 30
ays
DILANTIN 30 MG 2 MO
: gabapentin oral 1 MO; QL
divalproex 1 MO solution 250 mg/5 ml (2160 per 30
EPIDIOLEX 2 PA; MO; days)
LA gabapentin oral 1 MO; QL
epitol 1 MO tablet 600 mg (180 per 30
EPRONTIA 2 PA;MO days)
b ti [ 1 MO; QL
eslicarbazepine oral 1 MO; QL ;g;zb Zifggénmza (120 I?er 30
tablet 200 mg (180 per 30 days)
days)

. ] _ gabapentin oral 1 PA; MO;
esll)zlca;;lboaozep ine oral 1 Moé(())cIf (0 tablet extended QL (30 per
la .et mg per ays) release 24 hr 300 mg 30 days)
eslicarbazepine oral 1 MO; QL (60 gabapentin oral 1 PA: MO:
tablet 600 mg, 800 per 30 days) ablet extended QL (90 per
ng release 24 hr 600 mg 30 days)
ethosuximide 1 MO lacosamide oral 1 MO; QL
felbamate 1 MO solution (1200 per 30

days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
lacosamide oral 1 MO; QL (60 phenobarbital oral 1 PA; MO
tablet 100 mg, 150 per 30 days) tablet 16.2 mg, 32.4
mg, 200 mg mg, 64.8 mg, 97.2
lacosamide oral 1 MO; QL mng
tablet 50 mg (120 per 30 phenytoin oral 1
days) suspension 125 mg/5
lamotrigine oral 1 MO mi
tablet phenytoin oral 1 MO
lamotrigine oral 1 MO tablet,chewable
tablet, chewable phenytoin sodium 1 MO
dispersible extended oral
lamotrigine oral 1 MO capsule 100 mg
tablet,disintegrating pregabalin oral 1 MO; QL (90
levetiracetam oral 1 MO cap s;téeol 00 7121§ 150 per 30 days)
solution 100 mg/ml ms. Mg, £ Mg,
50mg, 75 mg
levetiracet [ 1 MO
tfz‘l;ieltr deetam ora pregabalin oral 1 MO; QL (60
capsule 225 mg, 300 per 30 days)
levetiracetam oral 1 MO mg
tablet extended
et exlente pregabalin oral 1 MO; QL
release 24 hr .
solution (900 per 30
methsuximide 1 MO days)
NAYZILAM 2 PA; MO; PRIMIDONE 2 MO
QL (10 per ORAL TABLET
30 days) 125 MG
oxcarbazepine oral 1 MO primidone oral 1 MO
suspension tablet 250 mg, 50 mg
oxcarbazepine oral 1 MO roweepra oral tablet 1 MO
tablet 500 mg
phenobarbital oral 1 PA; MO rufinamide 1 PA; MO
elixir
SPRITAM 2 MO
phenobarbital oral 1 PA breni 1
tablet 100 mg, 15 subvenite MO
mg, 30 mg, 60 mg SYMPAZAN 2 PA; MO;
QL (60 per
30 days)
tiagabine 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
topiramate oral 1 PA; MO bromocriptine 1 MO
caps;tée, sprinkle 15 carbidopa 1 MO
mg, 25 mg :
topiramate oral 1 PA: MO carbidopa-levodopa 1 MO
tablet ’ carbidopa-levodopa- 1 MO
L
valproic acid 1 MO entacapone
t MO
valproic acid (as 1 MO entacapone
sodium salt) oral INBRIJA 2 PA; QL
solution 250 mg/5 ml INHALATION (300 per 30
_ _ CAPSULE, days)
VALTOCO 2 gfzﬂ (1}’[001;& W/INHALATION
DEVICE
30 days)
NEUPRO 2 MO
vigabatrin 1 PA; MO;
LA pramipexole oral MO
tablet
vigadrone 1 PA; LA ane
li 1 MO
XCOPRI 2 MO: QL (56 s
MAINTENANCE per 28 days) ropinirole 1 MO
PACK selegiline hcl 1 MO
?ISXSI}:ER{“ ?(%?;IG 2 MOZ;’)()QcIf (3()) trihexyphenidyl oral 1 MO
) per ays tablet
2> MG, S0 Ma MIGRAINE /
ggz)Bl\I;I](E}T 150 MG, per 30 days) HEADACHE
THERAPY
XCOPRI 2 MO; QL (28
: QL ( AIMOVIG 2 PA; MO;
TITRATION PACK per 180
days) AUTOINJECTOR QL (1 per
30 days)
ZONISADE 2 PA; MO
’ dihydroergotamine 1 QL (8 per
zonisamide 1 PA; MO nasal 28 days)
ZTALMY 2 PAJLA;QL EMGALITY PEN 2 PA;MO;
(1100 per 30 QL (2 per
days) 30 days)
ANTIPARKINSO EMGALITY 2 PA; MO;
NISM AGENTS SUBCUTANEOUS QL (2 per
. ) SYRINGE 120 30 days)
benztropine oral 1 PA; MO MG/ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
ergotamine-caffeine 1 MO MISCELLANEO
naratriptan 1 MO; QL (18 US
NURTEC ODT 2 PA; QL (16 L WAL e
per 30 days) AUSTEDO ORAL 2 PA; MO;
QULIPTA 2 PA: MO: E/IAE}BLET 12 MG, 9 ?&d( 120 per
QL (30 per ays)
30 days) AUSTEDO ORAL 2 PA; MO;
rizatriptan I MO; QL (24 TABLET 6 MG (330L d(60 per
per 28 days) ays)
sumatriptan 1 MO; QL (18 AUSTEDO XR 2 PA; MO;
per 28 days) QL (30 per
30 days)
tript 1 MO; QL (18
izzqccgnlzltjec:)}:fal per éé? dagfs) AUSTEDO XR 2 PA; MO;

: TITRATION QL (28 per
sumatriptan 1 QL (8 per KT(WK1-4) ORAL 180 days)
succinate 28 days) TABLET, EXT REL
subcutaneous 24HR DOSE PACK
cartridge 6 mg/0.5 12-18-24-30 MG

/

" dalfampridine 1 PA; MO;
sumatriptan 1 QL (8 per QL (60 per
succinate 28 days) 30 days)
subcutaneous pen
.. dimethyl fumarate 1 PA; MO;

tor 4 mg/0.5 ml ’ ’
e Olj ez m oral capsule,delayed QL (56 per
sumatriptan 1 MO; QL (8 release(dr/ec) 120 28 days)
succinate per 28 days) mg
subcutaneous pen
. dimethyl fumarate 1 PA; MO;

tor 6 mg/0.5 ml ’ ’
myec Olf merom oral capsule,delayed QL (120 per
sumatriptan 1 MO; QL (8 release(dr/ec) 120 180 days)
succinate per 28 days) mg (14)- 240 mg
subcutaneous (46)

luti
sotutton dimethyl fumarate 1 PA; MO;
UBRELVY 2 PA; QL (20 oral capsule,delayed QL (60 per
per 30 days) release(dr/ec) 240 30 days)
mg
donepezil 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
fingolimod 1 PA; MO; memantine- 1 PA; MO
QL (30 per donepezil
30 days) NUEDEXTA PA: MO
galantamine L MO RADICAVA ORS 2 PA;MO
glatiramer 1 PA; QL (30 STARTER KIT
subcutaneous per 30 days) SUSP
syringe 20 mg/ml rivastigmine 1 MO
glatiramer 1 PA; QL (12 rivastigmine tartrate 1 MO
subcutaneous per 28 days)
syringe 40 mg/ml teriflunomide 1 PA; MO;
L (30
glatopa 1 PA; MO; ?0 d(ays)p °
subcutaneous QL (30 per
syringe 20 mg/ml 30 days) tetrabenazine oral 1 PA; MO;
tablet 12.5 L (240
glatopa 1 PA:MO; apiet 2.0 ms ?0 d(ays) bet
subcutaneous QL (12 per
syringe 40 mg/ml 28 days) tetrabenazine oral 1 PA; MO;
tablet 25 L (120
INGREZZA 2 PA:LA:QL aovet 2o mg (320 d(ays) pet
(30 per 30
days) VUMERITY 2 PA; MO;
L (120
INGREZZA 2 PA:LA:QL 3?0 d(ays) bet
INITIATION (28 per 180
PK(TARDIV) days) ZEPOSIA 2 PA; MO;
L (30
INGREZZA 2 PA:LA:QL (320 d(aysf .
SPRINKLE (30 per 30
days) ZEPOSIA 2 PA; MO;
TARTER KIT (28- L2
KESIMPTA PEN 2 PA:MO: 5 (28 QL (28 per
DAY) 180 days)
QL (1.6 per
28 days) ZEPOSIA 2 PA; MO;

X ' STARTER PACK QL (7 per
memantine Qral 1 PA; MO (7-DAY) 180 days)
capsule,sprinkle,er
24hr MUSCLE

: RELAXANTS /
memantine oral 1 PA; MO
solution ANTISPASMODI

C THERAPY
memantine oral 1 PA; MO
tablet baclofen oral tablet 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
cyclobenzaprine oral 1 PA; MO endocet oral tablet 1 QL (360 per
tablet 10 mg, 5 mg 10-325 mg, 2.5-325 30 days)
dantrolene oral 1 MO mg, 7.3-325 mg
pyridostigmine 1 MO endocet oral tablet 1 MO; QL
bromide oral tablet 3-325mg (360 per 30
60 mg daYS)
pyridostigmine 1 MO fentanyl transdermal 1 PA; MO;
bromide oral tablet patch 72 hour 100 QL (10 per
extended release 180 meg/hr, 12 meg/hr, 30 days)
mg 25 meg/hr, 50
mcg/hr, 75 mcg/hr
tizanidi [ tablet MO
reanidine orar tante hydrocodone- 1 QL (5550
VYVGART 2 PA; MO; acetaminophen oral per 30 days)
HYTRULO LA solution 10-325
hydrocodone- 1 MO; QL

NARCOTIC acetaminophen oral (5550 per 30
ANALGESICS solution 7.5-325 days)
acetaminophen- 1 MO; QL mg/15 ml
codeine oral solution (4500 per 30 hydrocodone- 1 MO; QL
120-12 mg/5 ml days) acetaminophen oral (360 per 30
acetaminophen- 1 MO; QL tablet 10-325 mg, 5- days)
codeine oral tablet (360 per 30 325 mg, 7.5-325 mg
300-15 mg, 300-30 days) hydrocodone- 1 QL (360 per
mg acetaminophen oral 30 days)
acetaminophen- 1 MO; QL tablet 2.5-325 mg
codeine oral tablet (180 per 30 hydrocodone- 1 MO; QL (50
300-60 mg days) ibuprofen oral tablet per 30 days)
BELBUCA 2 PA;MO; 7:3-200 mg

QL (60 per hydromorphone (pf) 1

30 days) injection solution 10
buprenorphine hcl 1 MO (mﬁ/n;l) (5mb, 10
sublingual mesm
buprenorphine 1 PA; MO: h.)/dlfomorphone oral 1 MO; QL
transdermal patch QL (4 per liquid £12400 per 30

28 days) ays)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits

hydromorphone oral 1 MO; QL oxycodone oral 1 MO; QL
tablet (180 per 30 solution (1200 per 30

days) days)
hydromorphone oral 1 PA; MO; oxycodone oral 1 MO; QL
tablet extended QL (60 per tablet 10 mg, 15 mg, (180 per 30
release 24 hr 30 days) 20 mg, 30 mg days)
methadone oral 1 PA; MO; oxycodone oral 1 MO; QL
solution 10 mg/5 ml QL (600 per tablet 5 mg (360 per 30

30 days) days)
methadone oral 1 PA; MO; oxycodone- 1 MO; QL
solution 5 mg/5 ml QL (1200 acetaminophen oral (360 per 30

per 30 days) tablet 10-325 mg, days)
methadone oral 1 PA; MO; 2 '5'37255 ;n2g5 3-325
tablet 10 mg QL (120 per ms, /.0-5<) mg

30 days) NON-
methadone oral 1 PA; MO; NARCOTIC
tablet 5 mg QL (240 per ANALGESICS

30 days) buprenorphine- 1 MO
morphine 1 MO; QL naloxone
concentrate or al (900 per 30 butorphanol nasal 1 MO; QL (10
solution days) per 28 days)
morphine oral 1 MO; QL celecoxib 1 MO
solution (900 per 30 : :

days) diclofenac potassium 1 MO

oral tablet 50 mg

morphine oral tablet 1 MO; QL

(180 per 30 diclofenac sodium 1 MO

days) oral
morphine oral tablet 1 PA; MO; diCl'Of enac sodium 1 MO; QL
extended release QL (120 per topical drops (300 per 28

30 days) days)
oxycodone oral 1 MO; QL dicl.of enac sqdium 1 MO; QL
capsule (360 per 30 topical solution in (224 per 28

days) metered-dose pump days)
oxycodone oral 1 MO; QL di{:lof enac- 1 MO
concentrate (180 per 30 misoprostol

days) diflunisal 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Requireme
Tier  nts/Limits nts/Limits
etodolac 1 MO piroxicam MO
Sflurbiprofen oral 1 MO sulindac MO
tablet 100 mg tramadol oral tablet MO; QL
ibu oral tablet 600 1 MO 50 mg (240 per 30
mg, 800 mg days)
ibuprofen oral 1 MO tramadol- MO; QL
suspension acetaminophen (240 per 30
ibuprofen oral tablet 1 MO days)
400 mg, 800 mg VIVITROL MO
ibuprofen oral tablet 1 PSYCHOTHERA
600 mg PEUTIC DRUGS
JOURNAVX 2 MO; QL (30 ABILIFY MO; QL
per 90 days) ASIMTUFII (2.4 per 56
KLOXXADO 2 MO INTRAMUSCULA days)
. R
meloxicam oral MO; QL (30 SUSPENSION,EXT
tablet per 30 days) ENDED REL
nabumetone 1 MO SYRING 720
naloxone injection 1 MO MG/2.4 ML
solution ABILIFY MO; QL
naloxone injection 1 ASIMTUEIL 513‘2 per 56
syringe 0.4 mg/ml g\ITRAMUSCULA ays)
lled syri
(prefilled syringe) SUSPENSION,EXT
naloxone injection 1 MO ENDED REL
syringe 0.4 mg/ml, 1 SYRING 960
mg/ml MG/3.2 ML
naltrexone 1 MO ABILIFY MO; QL (1
naproxen oral tablet 1 MO MAINTENA per 28 days)
naproxen oral 1 MO amitriptyline MO
tablet,delayed amoxapine MO
release (dr/ec) .
aripiprazole oral MO
naproxen sodium 1 MO solution
oral tablet 275 mg, —
550 mg aripiprazole oral MO; QL (30
tablet per 30 days)
oxaprozin oral tablet 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits

aripiprazole oral 1 MO; QL (60 atomoxetine oral 1 MO; QL (60
tablet,disintegrating per 30 days) capsule 10 mg, 18 per 30 days)
ARISTADA INITIO 2 MO; QL mg, 25 mg, 40 mg

(4.8 per 365 atomoxetine oral 1 MO; QL (30

days) capsule 100 mg, 60 per 30 days)
ARISTADA 2 MO: QL mg, 80 mg
INTRAMUSCULA (3.9 per 56 AUVELITY 2 ST; QL (60
R days) per 30 days)
EESDPE%‘IE{;N’EXT BELSOMRA 2 PA;QL(30
SYRING 1,064 per 30 days)
MG/3.9 ML bupropion hcl oral 1 MO

tablet

ARISTADA 2 MO;QL —
INTRAMUSCULA (1.6 per 28 bupropion hcl oral 1 MO; QL (90
R days) tablet extended per 30 days)
SUSPENSION,EXT release 24 hr 150 mg
ENDED REL bupropion hcl oral 1 MO; QL (30
SYRING 441 tablet extended per 30 days)
MG/1.6 ML release 24 hr 300 mg
ARISTADA 2 MO; QL bupropion hcl oral 1 MO; QL (60
INTRAMUSCULA (2.4 per 28 tablet sustained- per 30 days)
R days) release 12 hr
SUSPENSION,EXT )
ENDED REL buspirone MO
SYRING 662 CAPLYTA 2 MO; QL (30
MG/2.4 ML per 30 days)
ARISTADA 2 MO; QL chlorpromazine oral 1 MO
INTRAMUSCULA (3.2 per 28 citalopram oral 1 MO
R days) solution
SUSPENSION,EXT
ENDED REL citalopram oral 1 MO; QL (30
SYRING 882 tablet per 30 days)
MG/3.2 ML clomipramine 1 MO
armodafinil 1 PA; MO; clonidine hcl oral 1 MO

QL (30 per tablet extended

30 days) release 12 hr
asenapine maleate 1 MO; QL (60

per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
27


http://www.express-scripts.com/

Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
clorazepate 1 PA; MO; doxepin oral 1 MO
dipotassium oral QL (180 per concentrate
tablet 15 mg 30 days) doxepin oral tablet 1 MO; QL (30
clorazepate 1 PA; MO; per 30 days)
dipotassium oral QL (90 per )
blot 3.75 30 d DRIZALMA ORAL 2 MO; QL (60
tablet 3.75 mg ays) CAPSULE, per 30 days)
clorazepate 1 PA; MO; DELAYED REL
dipotassium oral QL (360 per SPRINKLE 20 MG,
tablet 7.5 mg 30 days) 30 MG, 60 MG
clozapine 1 DRIZALMA ORAL 2 MO; QL (30
per é 0 days) DELAYED REL
SPRINKLE 40 MG
COBENFY 2 MO; QL (56
STARTER PACK per 1 2?0 ( duloxetine oral 1 MO; QL (60
days) capsule,delayed per 30 days)
release(dr/ec) 20
desipramine 1 MO mg, 30 mg, 60 mg
desvenlafaxine 1 MO; QL (30 EMSAM 2 MO
nat 30d
suectnare pet ays) escitalopram oxalate 1 MO
hetami
?:Z?psuiea:;ltzz;;; escitalopram oxalate 1 MO; QL (30
velease 24hr oral tablet per 30 days)
dextroamphetamine- 1 MO eszopiclone 1 MO;SCI{ (30
amphetamine oral per ays)
tablet FANAPT 2 ST; MO; QL
diazepam intensol 1 PA; MO; 5160 per 30
QL (240 per ays)
30 days) FANAPT 2 ST; MO; QL
diazepam oral | PA: MO: TITRATION PACK (8 per 180
solution 5 mg/5 ml QL (1200 A days)
(1 mg/ml) per 30 days) FETZIMA ORAL 2 QL (28 per
diazepam oral tablet 1 PA; MO; CAPSULE,EXT 180 days)
QL (120 per REL 24HR DOSE
30 days) PACK 20 MG (2)-
40 MG (26)
doxepin oral capsule 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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Drug Name Requireme Drug Name Drug Requireme
nts/Limits Tier  nts/Limits
FETZIMA ORAL QL (30 per haloperidol lactate 1 MO
CAPSULE,EXTEN 30 days) oral
EED RELEASE 24 imipramine hcl 1 MO
. . INVEGA 2 MO; QL
fluoxetine oral MO; QL (30 HAFYERA (3.5 per 180
capsule 10 mg per 30 days) INTRAMUSCULA days)
fluoxetine oral MO; QL (90 R SYRINGE 1,092
capsule 20 mg per 30 days) MG/3.5 ML
fluoxetine oral MO; QL (60 INVEGA 2 MO; QL (5
capsule 40 mg per 30 days) HAFYERA per 180
fluoxetine oral MO INTRAMUSCULA days)
solution R SYRINGE 1,560
: MG/5 ML
fluphenazine MO INVEGA 5 MO: OL
decanoate ;Q
: SUSTENNA (0.75 per 28
Sluphenazine hcl MO INTRAMUSCULA days)
fluvoxamine oral MO; QL (90 R SYRINGE 117
tablet 100 mg per 30 days) MG/0.75 ML
Sfluvoxamine oral MO; QL (30 INVEGA 2 MO; QL (1
tablet 25 mg per 30 days) SUSTENNA per 28 days)
INTRAMUSCULA
fluvoxamine oral MO; QL (60 R SYRINGE 156
tablet 50 mg per 30 days) MG/ML
haloperidol MO INVEGA 9 MO: QL
haloperidol SUSTENNA (1.5 per 28
decanoate INTRAMUSCULA days)
intramuscular R SYRINGE 234
solution 100 mg/ml MG/1.5 ML
(1m)) INVEGA 2 MO:QL
haloperidol MO SUSTENNA (0.25 per 28
decanoate INTRAMUSCULA days)
intramuscular R SYRINGE 39
solution 100 mg/ml, MG/0.25 ML
50 7%/ ’;”’ ; 0 INVEGA 2 MO;QL
mg/mi(Im)) SUSTENNA (0.5 per 28
haloperidol lactate MO INTRAMUSCULA days)
injection R SYRINGE 78
MG/0.5 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
INVEGA TRINZA 2 MO; QL methylphenidate hcl 1 MO
INTRAMUSCULA (0.88 per 90 oral capsule,er
R SYRINGE 273 days) biphasic 50-50
MG/0.88 ML methylphenidate hcl 1 MO
INVEGA TRINZA 2 MO; QL oral solution
INTRAMUSCULA (1.32 per 90 methylphenidate hel 1 MO
R SYRINGE 410 days)
MG/1.32 ML oral tablet
' thylphenidate hel 1 MO
NVEGATRNA 2 woiaL il
INTRAMUSCULA (1.75 per 90 release
R SYRINGE 546 days)
MG/1.75 ML methylphenidate hcl 1 MO
[ tablet,chewabl
INVEGA TRINZA 2 MO;QL -
INTRAMUSCULA (2.63 per 90 mirtazapine 1 MO
R SYRINGE 819 days) modafinil oral tablet 1 PA; MO;
MG/2.63 ML 100 mg QL (30 per
lithium carbonate 1 MO 30 days)
Lithium citrate 1 modafinil oral tablet 1 PA; MO;
200 L (60
lorazepam intensol 1 PA; QL "e ?0 d( pet
ays)
(150 per 30
days) molindone oral 1
tablet 10 mg, 25
lorazepam oral 1 PA; MO; ¢ 'e ne, <) Ms
tablet 0.5 mg, 1 mg QL (90 per molindone oral 1 MO
30 days) tablet 5 mg
lorazepam oral 1 PA; MO; nefazodone 1 MO
tablet 2 mg QLd(ls(; per nortriptyline 1 MO
30 days
NUPLAZID 2 PA; MO;
loxapine succinate 1 MO QL (30 per
lurasidone oral 1 MO; QL (30 30 days)
table;‘OIZO mggo 20 per 30 days) olanzapine 1 MO
mg, U mg, U mg intramuscular
lurasidone oral 1 MO; QL (60 olanzapine oral 1 MO; QL (30
tablet 80 mg per 30 days) per 30 days)
MARPLAN 2 MO OPIPZA ORAL 2 ST; MO; QL
FILM 10 MG (90 per 30
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits

OPIPZA ORAL 2 ST; MO; QL quetiapine oral 1 MO; QL (30

FILM 2 MG (30 per 30 tablet extended per 30 days)
days) release 24 hr 150

OPIPZA ORAL 2 ST:MO:QL mg, 200 mg

FILM 5 MG (180 per 30 quetiapine oral 1 MO; QL (60
days) tablet extended per 30 days)

paliperidone oral 1 MO; QL (30 relec:(soe 024 hr53000

tablet extended per 30 days) ms. ms, YU mg

release 24hr 1.5 mg, RALDESY 2 ST; MO

3 mg, 9 mg ramelteon MO; QL (30

paliperidone oral 1 MO; QL (60 per 30 days)

tablet extended per 30 days) REXULTI ORAL 9 MO: QL (30

release 24hr 6 mg TABLET per 30 days)

paroxetine hcl oral 1 MO risperidone | MO: QL (2

suspension microspheres per 28 days)

paroxetine hcl oral 1 MO; QL (30 intramuscular

tablet 10 mg, 20 mg, per 30 days) suspension,extended

40 mg rel recon 12.5 mg/2

paroxetine hcl oral 1 MO; QL (60 mi, /55 n;g/2 mi, 50

tablet 30 mg per 30 days) mer< m

. : risperidone 1 QL (2 per

paroxetine hcl oral 1 MO; QL (60 : ; B

tablet extended per 30 days) microsp erles ays)

release 24 hr zntramu;cu ar

: suspension,extended

perphenazine 1 MO rel recon 37.5 mg/2

phenelzine 1 MO ml

pimozide 1 MO risperidone oral 1 MO

. solution
protriptyline 1 MO y ; (
— ' risperidone ora 1 MO; QL (60

q“bel”“%”‘()e 0”“12 "0 1 Moéé% (0 tablet 0.25 mg, 0.5 per 30 days)

tablet mg, per ays) mg, 1 mg, 2 mg, 3

mg, 25 mg, 50 mg mg

quetiapine oral 1 MO; QL (60 risperidone oral 1 MO; QL

tablet 300 mg, 400 per 30 days) tablet 4 mg (120 per 30

ng days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
risperidone oral 1 MO; QL (60 venlafaxine oral 1 MO; QL (90
tablet,disintegrating per 30 days) tablet per 30 days)
0.25 mg, 0.5 mg, 1 VERSACLOZ 5
g 2 3 lazod 1 MO;QL (30
risperidone oral 1 MO; QL viazodone per :’,’OQ dagls)
tablet,disintegrating (120 per 30
4 mg days) VRAYLAR ORAL 2 MO; QL (30
CAPSULE 30d
SECUADO 2 MO:QL (30 per 30 days)
per 30 days) zaleplon oral 1 MO; QL (60
le 10 30d
sertraline oral 1 MO capsute 77 Ms pet ays)
concentrate Zaleplon OI”al 1 MO, QL (30
le 5 30d
sertraline oral tablet 1 MO; QL (60 c%zpsu ‘e " pet ays)
100 mg, 50 mg per 30 days) ziprasidone hcl 1 MO; QL (60
30d
sertraline oral tablet 1 MO; QL (30 bet ays)
25 mg per 30 days) ziprasidone mesylate 1 MO
SODIUM 7 PA;LA; QL zolpidem oral tablet 1 MO; QL (30
OXYBATE (540 per 30 per 30 days)
(PREFERRED days) ZURZUVAE ORAL 2 PA;MO;
NDCS STARTING CAPSULE 20 MG, QL (28 per
WITH 00054) 25 MG 365 days)
thioridazine 1 MO ZURZUVAE ORAL 2 PA; MO;
thiothixene 1 MO CAPSULE 30 MG QL (14 per
365d
tranylcypromine 1 MO ays)
trazodone 1 MO SiARgIOVASC
trifluoperazine 1 MO i
Huopera I HYPERTENSI
trimipramine ON / LIPIDS
TRINTELLIX 2 QL (30 per
30 days) ANTIARRHYTH
MIC AGENTS
venlafaxine oral 1 MO; QL (30
capsule,extended per 30 days) amiodarone oral 1 MO
release 24hr 150 mg, dofetilide 1 MO
37.5 mg
flecainide 1 MO
venlafaxine oral 1 MO; QL (90 —
capsule,extended per 30 days) mexiletine 1 MO
release 24hr 75 mg MULTAQ 2 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme

Tier  nts/Limits Tier  nts/Limits
pacerone oral tablet 1 MO bisoprolol fumarate 1 MO
100 mg, 200 mg, 400 oral tablet 10 mg, 5
mg mg
propafenone 1 MO bisoprolol- 1 MO
quinidine sulfate 1 MO hydrochlorothiazide
oral tablet bumetanide 1 MO
sotalol af 1 candesartan 1 MO
sotalol oral 1 MO candesartan- 1 MO
ANTIHYPERTE hydrochlorothiazid
NSIVE captopril 1 MO
THERAPY cartia xt 1 MO
acebutolol 1 MO carvedilol 1 MO
aliskiren 1 MO chlorthalidone oral 1 MO
amiloride 1 MO tablet 25 mg, 50 mg
amiloride- 1 MO clonidine 1 MO; QL (4
hydrochlorothiazide transdermal patch per 28 days)
amlodipine 1 MO clonidine hcl oral 1 MO

tablet
amlodipine- 1 MO
benazepril diltiazem hcl oral 1 MO
— capsule,extended
amlodipine- 1 MO release 12 hr
olmesartan
— diltiazem hcl oral 1 MO
amlodipine- 1 MO capsule,extended
valsartan release 24 hr 360
amlodipine- 1 MO mg, 420 mg
valsartan-hcthiazid diltiazem hcl oral 1 MO
atenolol 1 MO capsule,extended
atenolol- 1 MO l}?gc’lze 22455 ;120 ;n(}go
chlorthalidone mg & &
benazepril ! MO diltiazem hcl oral 1 MO
benazepril- 1 MO tablet
hydrochlorothiazide
betaxolol oral 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
diltiazem hcl oral 1 MO indapamide 1 MO
tablet extended .
besart 1 MO
release 24 hr 120 iroesartan
mg, 180 mg, 240 mg, irbesartan- 1 MO
300 mg hydrochlorothiazide
diltiazem hcl oral 1 isosorbide- 1 MO; QL
tablet extended hydralazine (180 per 30
release 24 hr 360 days)
mg, 420 mg isradipine 1
dilt-xr 1 MO KERENDIA ORAL 2 PA;QL (30
doxazosin oral tablet 1 MO; QL (30 TABLET 10 MG, 20 per 30 days)
1 mg, 2mg, 4 mg per 30 days) MG
doxazosin oral tablet 1 MO:; QL (60 labetalol oral tablet 1 MO
8 mg per 30 days) 100 mg, 200 mg
EDARBI MO LABETALOL 1 MO
EDARBYCLOR M ORAL TABLET
Lo © 300 MG
enalapril maleate 1 MO lisinopril 1 MO
oral tablet
lisi i[- 1 MO
enalapril- I MO };;ij(;lz’;zllorothiazide
hydrochlorothiazide l
t 1 MO
eplerenone 1 MO osartan
. losartan- MO
Jelodipine ! MO hydrochlorothiazide
Josinopril ! MO matzim la 1 MO
fosinopril- 1 MO ‘ol 1 MO
hydrochlorothiazide meto azolnj
t inat 1 MO
furosemide injection 1 MO metoprotol Succinate
solution metoprolol ta- 1 MO
hydrochlorothi
furosemide oral 1 MO yarochiorothiaz
solution 10 mg/ml, metoprolol tartrate 1 MO
40 mg/5 ml (8 oral tablet 100 mg,
mg/ml) 25 mg, 50 mg
furosemide oral 1 MO metyrosine 1 PA; MO
tablet minoxidil oral 1 MO
hydralazine oral 1 MO moexipril 1 MO
hydrochlorothiazide 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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nadolol 1 MO terazosin oral 1 MO; QL (30
nebivolol 1 MO capsule 1 mg, 2 mg, per 30 days)
Smg
icardipi / 1 MO
nz'car' l]'nne ord terazosin oral 1 MO; QL (60
nifedipine oral tablet 1 MO capsule 10 mg per 30 days)
extended release )
tiadylt er 1 MO
fedipi [ tablet 1 MO

nifedipine oral table timolol maleate oral 1 MO
extended release
24hr torsemide oral 1 MO
nimodipine oral 1 MO trandolapril 1 MO
capsule trandolapril- 1 MO
olmesartan 1 MO verapamil
olmesartan- 1 MO treprostinil sodium 1 PA; MO;
amlodipin-hcthiazid LA
olmesartan- 1 MO triamterene- 1 MO
hydrochlorothiazide hydrochlorothiazid
perindopril 1 MO UPTRAVI ORAL 2 PA; MO;
erbumine TABLET LA; QL (60
pindolol 1 MO per 30 days)

. UPTRAVI ORAL 2 PA; MO;

1 MO ’ ’
prazosin TABLETS,DOSE LA; QL
propranolol oral 1 MO PACK (200 per 180
quinapril 1 MO days)
quinapril- 1 MO valsartan oral tablet 1 MO
hydrochlorothiazide valsartan- 1 MO
ramipril MO hydrochlorothiazide
spironolactone oral 1 MO verapamil oral 1 MO
tablet COAGULATION
spironolacton- 1 MO THERAPY
hydrochlorothiaz aspirin-dipyridamole 1 MO
telmisartan 1 MO CABLIVI 2 PA: LA
telmisartan- 1 MO INJECTION KIT
amlodipine cilostazol 1 MO
Zelgxlsa;;an- hidzid 1 MO clopidogrel oral 1 MO; QL (30

yarochlorothiaz: tablet 75 mg per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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dabigatran etexilate 1 MO; QL (60 pentoxifylline 1 MO
per 30 days) prasugrel hcl 1 MO
dipyridamole oral 1 MO rivaroxaban oral 1 MO; QL (60
DOPTELET (10 2 PA; MO; tablet 2.5 mg per 30 days)
TAB PACK) LA ticagrelor 1 MO
DOPTELET (15 2 PA; MO; :
’ ’ 1 MO
TAB PACK) LA warfarin
_ _ XARELTO DVT-PE 2 MO; QL (51
DOPTELET (30 2 PA; MO; TREAT 30D per 180
TAB PACK) LA START days)
ELIQUIS 2 MO;(% (60 XARELTO ORAL 2 MO;QL
per 30 days) SUSPENSION FOR (775 per 28
ELIQUIS DVT-PE 2 MO; QL (74 RECONSTITUTIO days)
TREAT 30D per 180 N
START days) XARELTO ORAL 2 MO:;QL (30
eltrombopag 1 PA; MO TABLET 10 MG, 15 per 30 days)
olamine MG, 20 MG
enoxaparin 1 MO; QL (28 XARELTO ORAL 2 MO; QL (60
subcutaneous per 28 days) TABLET 2.5 MG per 30 days)
srnse /; 010 mg/ml, LIPID/CHOLES
& TEROL
enoxaparin 1 MO; QL LOWERING
subcutaneous (22.4 per 28 AGENTS
syringe 120 mg/0.8 days)
ml, 80 mg/0.8 ml amlodipine- 1 MO; QL (30
: atorvastatin per 30 days)
enoxaparin 1 MO; QL :
subcutaneous (16.8 per 28 atorvastatin 1 MO; QL (30
syringe 30 mg/0.3 days) per 30 days)
ml, 60 mg/0.6 ml cholestyramine (with 1 MO
enoxaparin 1 MO; QL ;ugar) oral powder
subcutaneous (11.2 per 28 in packet
syringe 40 mg/0.4 ml days) cholestyramine light 1 MO
fondaparinux 1 MO oral powder in
. . packet
heparin (porcine) 1 MO
injection solution colesevelam 1 MO
Jjantoven 1 MO colestipol oral 1
packet

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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colestipol oral tablet 1 MO pitavastatin calcium 1 MO; QL (30
ezetimibe 1 MO per 30 days)
ezetimibe- 1 MO:QL (30 pravastatin ! MO;OQ(I{ (30
simvastatin per 30 days) per ays)
fenofibrate 1 MO prev(clllltg oral ) 1 MO
micronized oral powder in packet
capsule 134 mg, 200 REPATHA 2 PA; QL (6
mg, 43 mg, 67 mg per 28 days)
fenofibrate 1 MO REPATHA 2 PA; QL (7
nanocrystallized PUSHTRONEX per 28 days)
fenofibrate oral 1 MO REPATHA 2 PA; QL (6
tablet 160 mg, 54 mg SURECLICK per 28 days)
fenofibric acid 1 MO rosuvastatin 1 MO; QL (30
(choline) per 30 days)
fluvastatin oral 1 MO; QL (30 simvastatin 1 MO; QL (30
capsule 20 mg per 30 days) per 30 days)
Sfluvastatin oral 1 MO; QL (60 MISCELLANEO
capsule 40 mg per 30 days) us
icosapent ethyl 1 MO L7 A1 (E DN
lovastatin oral tablet 1 MO; QL (30 CAMZYOS 2 PA; MO;
10 mg per 30 days) QL (30 per
30 days)
lovastatin oral tablet 1 MO; QL (60 T ;
20 mg, 40 mg per 30 days) digoxin oral solution 1 MO
digoxin oral tablet 1 MO
NEXLETOL PA; MO
’ 125 meg (0.125 mg),
NEXLIZET PA; MO 250 mcg (0.25 mg)
niacin oral tablet 1 MO ENTRESTO 2 QL (60 per
500 mg 30 days)
niacin oral tablet 1 MO ENTRESTO 2 QL (240 per
extended release 24 SPRINKLE 30 days)
h
4 ivabradine 1 MO; QL (60
omega-3 acid ethyl 1 MO per 30 days)
esters ranolazine 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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VERQUVO 2 MO; QL (30 calcipotriene topical 1 MO; QL
per 30 days) ointment (120 per 30
VYNDAMAX 2 PA;MO days)
: COSENTYX (2 PA; MO;
VYNDAQEL 2 PA; MO SYRINGES) QL (10 per
NITRATES 28 days)
isosorbide dinitrate 1 MO COSENTYX PEN PA; MO;
oral tablet 10 mg, 20 (2 PENS) QL (10 per
mg, 30 mg, 5 mg 28 days)
isosorbide 1 MO COSENTYX PA; MO;
mononitrate SUBCUTANEOUS QL (2.5 per
nitro-bid 1 MO SYRINGE 75 28 days)
MG/0.5 ML
nitroglycerin 1 MO
sublingual COSENTYX PA; MO;
UNOREADY PEN QL (10 per
nitroglycerin 1 MO 28 days)
transdermal patch
24 hour SELARSDI PA; MO;
INTRAVENOUS QL (104 per
nitroglycerin 1 MO 180 days)
translingual
SELARSDI PA; MO;
DERMATOLO SUBCUTANEOUS QL (0.5 per
GICALS/TOPI SYRINGE 45 28 days)
CAL MG/0.5 ML
THERAPY SELARSDI PA; MO;
SUBCUTANEOUS QL (1 per
ANTIPSORIATI SYRINGE 90 28 days)
C/ MG/ML
ANTISEBORRH selenium sulfide MO
EIC topical lotion
acitretin 1 MO SKYRIZI PA; MO;
calcipotriene scalp 1 MO; QL SUBCUTANEOUS QL (2 per
(120 per 30 PEN INJECTOR 84 days)
days) SKYRIZI PA; MO;
calcipotriene topical 1 MO; QL SUBCUTANEOUS QL (2 per
cream (120 per 30 SYRINGE 84 days)
days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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STELARA 2 PA; MO; YESINTEK 2 PA; MO;
SUBCUTANEOUS QL (0.5 per SUBCUTANEOUS QL (0.5 per
SOLUTION 28 days) SOLUTION 28 days)
STELARA 2 PA; MO; YESINTEK 2 PA; MO;
SUBCUTANEOUS QL (0.5 per SUBCUTANEOUS QL (0.5 per
SYRINGE 45 28 days) SYRINGE 45 28 days)
MG/0.5 ML MG/0.5 ML
STELARA 2 PA:;MO; YESINTEK 2 PA:;MO;
SUBCUTANEOUS QL (1 per SUBCUTANEOUS QL (1 per
SYRINGE 90 28 days) SYRINGE 90 28 days)
MG/ML MG/ML
TREMFYA PEN 2 PA:;MO; MISCELLANEO
INDUCTION PK- QL (12 per Us
CROHN 180 days) DERMATOLOGI
TREMFYA PEN 2 PA:;MO; CALS
SUBCUTANEOUS QL (2 per ADBRY 2 PA: MO:
PEN INJECTOR 28 days) QL (6 per
200 MG/2 ML 28 days)
TREMFYA 2 PA; MO; ammonium lactate 1 MO
SUBCUTANEOUS QL (2 per
28 days) diclofenac sodium 1 PA; MO;
topical gel 3 % QL (100 per
USTEKINUMAB 2 PA:;MO; 38 days)
SUBCUTANEOUS QL (0.5 per
SOLUTION 28 days) DUPIXENT 2 PA; MO;
SUBCUTANEOUS QL (4.56
USTEKINUMAB 2 PA;MO; PEN INJECTOR per 28 days)
SUBCUTANEOUS QL (0.5 per 200 MG/1.14 ML
SYRINGE 45 28 days)
MG/0.5 ML DUPIXENT 2 PA; MO;
SUBCUTANEOUS QL (8 per
ISJISJEE%I%\E\II\&%S 2 PAMO; PEN INJECTOR 28 days)
QL (1 per 300 MG/2 ML
SYRINGE 90 28 days)
MG/ML DUPIXENT 2 PA; QL
SYRINGE (1.34 per 28
YESINTEK 2 PAMO; SUBCUTANEOUS days)
INTRAVENOUS QL (104 per SYRINGE 100
180 days) MG/0.67 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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DUPIXENT 2 PA; MO; podofilox topical 1 MO
SUBCUTANEOUS QL (4.56 solution
i}gﬂfi&oo per 28 days) REGRANEX 2 PA;QL(I5
: per 30 days)
DUPIXENT 2 PA; MO; SANTYL 2 MO: QL
SUBCUTANEOUS QL (8 per (180 per 30
SYRINGE 300 28 days) days)
MG/2 ML y
EUCRISA 5 PA: MO: silver sulfadiazine 1 MO
QL (120 per ssd 1 MO
30 days) tacrolimus topical 1 PA; MO;
Sfluorouracil topical 1 MO QL (100 per
cream 5 % 30 days)
fluorouracil topical 1 MO tridacaine ii 1 PA; QL (90
solution per 30 days)
imiquimod topical 1 MO VALCHLOR 2 PA; MO
cream in packet 5 % THERAPY FOR
lidocaine hcl mucous 1 MO ACNE
membrane solution 4 accutane oral 1
% (40 mg/ml) capsule 10 mg, 20
lidocaine topical 1 PA; MO; mg, 40 mg
adhesive QL (90 per amnesteem 1
patch,medicated 5 % 30 days)
laic acid 1 MO
lidocaine topical 1 MO; QL (50 ———
ointment per 30 days) claravis 1
lidocaine viscous 1 clindamycin 1 MO; QL
hosphate topical 120 per 30
lidocaine-prilocaine 1 MO; QL (30 pelosp aie fopred Ela S)per
topical cream per 30 days) & Y
lind ] 1 MO; QL
lidocan iii 1 PA:;QL (90 el 150 Q 20
30 days) phosphate topica (150 per
pet Y gel, once daily days)
methoxsalen I MO clindamycin 1 MO; QL
PANRETIN 2 PA; MO phosphate topical (120 per 30
pimecrolimus 1 PA; MO; lotion days)
QL (100 per clindamycin 1 MO; QL
30 days) phosphate topical (120 per 30
solution days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
ery pads 1 MO ciclopirox topical 1 MO; QL
erythromycin with 1 MO gel Ell 00 per 28
ethanol topical ays)
solution ciclopirox topical 1 MO; QL
isotretinoin oral 1 shampoo fil 20 per 28
capsule 10 mg, 20 ays)
mg, 30 mg, 40 mg ciclopirox topical 1 MO; QL
metronidazole 1 MO solution (6.6 per 28
topical cream days)
metronidazole 1 MO ciclopirox topical 1 MO; QL (60
topical gel suspension per 28 days)
metronidazole 1 MO clotrimazole topical 1 MO; QL (45
topical lotion cream per 28 days)
tazarotene topical 1 PA: MO clotrimazole topical 1 MO; QL (30
cream ’ solution per 28 days)
tazarotene topical 1 PA; MO clotrimazole- 1 MO; QL (45
gel betamethasone per 28 days)
topical cream
tretinoin topical 1 PA; MO
retinom fopred clotrimazole- 1 MO; QL (60
zenatane 1 betamethasone per 28 days)
TOPICAL topical lotion
ANTIBACTERIA econazole nitrate 1 MO; QL (85
LS per 28 days)
gentamicin topical 1 MO; QL (60 ketoconazole topical 1 MO; QL (60
per 30 days) cream per 28 days)
mupirocin 1 MO; QL (44 ketoconazole topical 1 MO; QL
per 30 days) shampoo (120 per 28
sulfacetamide 1 MO days)
sodium (acne naftifine topical ge ;

(acne) [ gel 1 MO; QL (60
TOPICAL per 28 days)
ANTIFUNGALS nyamyc 1 MO; QL

. . . (180 per 30
ciclopirox topical 1 MO; QL (90 days)
cream per 28 days)
nystatin topical 1 MO; QL (30

cream

per 28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
41


http://www.express-scripts.com/

Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
nystatin topical 1 MO; QL (30 betamethasone, 1 MO
ointment per 28 days) augmented
nystatin topical 1 MO; QL clobetasol scalp 1 MO; QL
powder (180 per 30 (100 per 28
days) days)
nystatin- 1 MO; QL (60 clobetasol topical 1 MO; QL
triamcinolone per 28 days) cream 0.05 % (120 per 28
nystop 1 MO; QL days)
(180 per 30 clobetasol topical 1 MO; QL
days) foam (100 per 28
TOPICAL days)
ANTIVIRALS clobetasol topical 1 MO; QL
) ) gel (120 per 28
acyclovir topical 1 PA; MO; days)
ointment QL (30 per
30 days) clobetasol topical 1 MO; QL
. . lotion (118 per 28
penciclovir 1 MO; QL (5 days)
per 30 days)
clobetasol topical 1 MO; QL
TOPICAL ointment (120 per 28
S;)];QSTICOSTER days)
clobetasol topical 1 MO; QL
ala-cort topical 1 MO shampoo (236 per 28
cream 1 % days)
alclometasone 1 MO clobetasol-emollient 1 MO; QL
betamethasone 1 MO topical cream (120 per 28
dipropionate days)
betamethasone 1 MO desonide topical 1 MO
valerate topical cream
cream desonide topical 1 MO
betamethasone 1 MO ointment
valerate topical Sfluocinolone and 1 MO
lotion shower cap
betamethasone 1 MO Sluocinolone topical 1 MO
valerate topical cream
ointment fluocinolone topical 1 MO

ointment

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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fluocinolone topical 1 MO mometasone topical 1 MO
solution triamcinolone 1 MO
fluocinonide topical 1 MO; QL acetonide topical
cream 0.05 % (120 per 30 cream

days) triamcinolone 1 MO
fluocinonide topical 1 MO; QL acetonide topical
gel (120 per 30 lotion

days) triamcinolone 1 MO
fluocinonide topical 1 MO; QL acetonide topical
ointment (120 per 30 ointment 0.025 %,

days) 0.1 %, 0.5 %
[fluocinonide topical 1 MO; QL triderm topical 1
solution (120 per 30 cream 0.5 %

days) TOPICAL
Sluocinonide- 1 MO; QL SCABICIDES /
emollient (120 per 30 PEDICULICIDE

days) S
f uticqs one. 1 MO malathion 1 MO
propionate topical
cream permethrin 1 MO; QL (60

30d
fluticasone 1 MO Do ays)
propionate topical DIAGNOSTIC
ointment S/
halobetasol 1 MO MISCELLANE
propionate topical OUS AGENTS
cream
halobetasol 1 MO %SI iccl;%i\lﬁ,& SN 08
propionate topical
ointment acamprosate 1 MO
hydrocortisone 1 MO anagrelide 1 MO
; 0,
topical cream I 7% carglumic acid 1 PA; MO
hydrocortisone 1 MO .
topical lotion 2.5 % cevimeline : MO
hydrocortisone 1 MO CHEMET 2 PA
topical ointment 1 CLINIMIX 2 PA
%, 2.5 % 4.25%/D5W
SULFIT FREE

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
d10 %-0.45 % 1 LOKELMA 2 MO
sodium chloride midodrine 1 MO
dzj %_0;;52 1 nitisinone 1 PA; MO
sodium chloride
15 % and 0.9 % ) MO pilocarpine hcl oral 1 MO
sodium chloride PROLASTIN-C 2 PA; MO;
INTRAVENOUS LA
dfll%-g’. 45 % sodium 1 MO SOLUTION
chloride
REVCOVI PA; LA
deferasirox 1 PA; MO
) REZDIFFRA PA; MO;
deferiprone 1 PA; MO QL (30 per
dextrose 10 % and 1 30 days)
0.2 % nacl riluzole 1 PA; MO
dextr OSSIJOO % in 1 risedronate oral 1 MO; QL (30
water (d10w) tablet 30 mg per 30 days)
dextr 08255 % in 1 MO sodium chloride 0.9 1 MO
Water (dsw) % intravenous
imtravenous _ parenteral solution
parenteral solution : :
dextrose 5%-0.2 % I ffr‘fg;'z OC: foride | e
sod chloride y
: sodium 1 PA; MO
dzsb Ll’lﬁg C;’g oral 1 MO phenylbutyrate oral
tavlet mg powder
disulfiram oral 1 .
sodium 1 PA
tablet 500 mg phenylbutyrate oral
droxidopa 1 PA; MO tablet
glutamine (sickle 1 PA; MO sodium polystyrene 1 MO
cell) sulfonate oral
INCRELEX 2 LA powder
kionex (with 1 sps (with sorbitol) 1 MO
sorbitol) oral
levocarnitine (with 1 MO trientine oral I PA; MO
sugar) capsule 250 mg
levocarnitine oral 1 MO

tablet

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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VELTASSA ORAL 2 ipratropium bromide 1 MO; QL (30
POWDER IN nasal spray,non- per 30 days)
PACKET 1 GRAM, aerosol 21 mcg (0.03
25.2 GRAM %)
VELTASSA ORAL 2 MO ipratropium bromide 1 MO; QL (30
POWDER IN nasal spray,non- per 20 days)
PACKET 16.8 aerosol 42 mcg (0.06
GRAM, 8.4 GRAM %)
SMOKING kourzeq 1
DETERRENTS periogard 1 MO
bupr opion hel 1 MO triamcinolone 1 MO
(smoking deter) acetonide dental
NICOTROL NS 2 MO MISCELLANEO
varenicline tartrate 1 MO US OTIC
oral tablet 0.5 mg, 1 PREPARATION
mg S
varenicline tartrate 1 acetic acid otic (ear) 1 MO
[ tablet 1 56
OZZ k)a et I'mg (. ciprofloxacin hcl 1 MO
P otic (ear)
varenicline tartrate 1 MO c oil )
oral tablets,dose Jlac otic oi
pack Sfluocinolone 1 MO
EAR, NOSE / acetonide .oil
THROAT hydrgcor{zsone— 1 MO
acetic acid
MEDICATION S
S ofloxacin otic (ear) 1 MO
OTIC STEROID /
US AGENTS
: ciprofloxacin- 1 MO; QL
azelastine nasal 1 MO; QL (60 dexamethasone (7.5 per 7
spray,non-aerosol per 30 days) days)
137 meg (0.1 %)
- neomycin- 1 MO
chlorhexidine 1 MO polymyxin-he otic
gluconate mucous (ear)
membrane

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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Tier  nts/Limits Tier  nts/Limits
ENDOCRINE/ ANTITHYROID
DIABETES AGENTS
ADRENAL methimazole oral 1 MO
HORMONES tablet 10 mg, 5 mg
dexamethasone oral 1 propylihiouracil ! MO
solution DIABETES
dexamethasone oral 1 MO THERAPY
tablet acarbose oral tablet 1 MO; QL (90
fludrocortisone 1 MO 100 mg per 30 days)
hydrocortisone oral 1 MO acarbose oral tablet 1 MO; QL
: 25 mg (360 per 30
methylprednisolone 1 PA; MO days)
oral tablet
: acarbose oral tablet 1 MO; QL
methylprednisolone 1 MO 50 mg (180 per 30
oral tablets,dose
days)
pack
alcohol pads 1 PA; MO
prednisolone oral 1 MO
solution BAQSIMI 2 MO
prednisolone sodium 1 MO DAPAGLIFLOZIN 2 MO; QL (30
phosphate oral PROPANEDIOL per 30 days)
solution 25 mg/5 ml diazoxide 1 MO

(5 mg/ml), 5 mg

DROPSAFE 2 PA
bc;se/5 ml (6.7 mg/5 ALCOHOL PREP
) PADS
prednisone intensol 1 MO exenatide 1 PA: QL (2.4
prednisone oral 1 MO subcutaneous pen per 30 days)
solution injector 10
prednisone oral 1 MO mcg/dose(250
tablet mcg/ml) 2.4 ml
prednisone oral 1 exenatide 1 PA; QL (1.2
tablets,dose pack 10 subcutaneous pen per 30 days)
mg (48, pack), 5 mg injector 5 mcg/dose
(48 pack) (250 meg/ml) 1.2 ml
prednisone oral 1 MO FARXIGA 2 MO; QL (30
tablets,dose pack 10 per 30 days)

mg, 5 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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FIASP 2 MO GLYXAMBI 2 MO; QL (30
FLEXTOUCH U- per 30 days)
100 INSULIN GVOKE MO
FIASP PENFILL U- 2 MO GVOKE HYPOPEN 2 MO
100 INSULIN 2-PACK
f&gSI’Lg\}mO 2 MO GVOKE PFS 1- 2 MO
u PACK SYRINGE
glimepiride oral 1 MO; QL SUBCUTANEOUS
tablet 1 mg (240 per 30 SYRINGE 1 MG/0.2
days) ML
glimepiride oral 1 MO; QL HUMALOG 2 MO
tablet 2 mg (120 per 30 JUNIOR KWIKPEN
days) U-100
glimepiride oral 1 MO; QL (60 HUMALOG 2 MO
tablet 4 mg per 30 days) KWIKPEN
glipizide oral tablet 1 MO; QL INSULIN
10 mg (120 per 30 HUMALOG MIX 2 MO
days) 50-50 KWIKPEN
glipizide oral tablet 1 MO; QL HUMALOG MIX 2 MO
5 mg (240 per 30 75-25 KWIKPEN
days) HUMALOG MIX 2 MO
glipizide oral tablet 1 MO; QL (60 75-25(U-
extended release per 30 days) 100)INSULN
24hr 10 mg HUMALOG U-100 2 Mo
glipizide oral tablet 1 MO; QL INSULIN
extended release (240 per 30 HUMULIN 70/30 5 MO
24hr 2.5 mg days) U-100 INSULIN
glipizide oral tablet 1 MO; QL HUMULIN 70/30 5 MO
extended release (120 per 30 U-100 KWIKPEN
24hr 5 mg days)
HUMULIN N NPH 2 MO
glipizide-metformin 1 MO; QL INSULIN
mg days)
HUMULIN N NPH 2 MO
glipizide-metformin 1 MO; QL U-100 INSULIN
oral tablet 2.5-500 (120 per 30
mg, 5-500 mg days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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HUMULIN R 2 MO JENTADUETO XR 2 MO; QL (30
REGULAR U-100 ORAL TABLET, IR per 30 days)
INSULN - ER, BIPHASIC
HUMULINRU-500 2 MO 24HR 5-1,000 MG
(CONC) INSULIN LANTUS 2 MO
HUMULINRU-500 2 MO ISI\?SLOLSHT\IAR U-100
(CONC) KWIKPEN U
INPEFA 2 PA;MO; ILI\‘I*ST‘ITL[IJ; U-100 <
QL (30 per u
30 days) liraglutide 1 PA; QL (9
INSULIN LISPRO MO per 30 days)
INSULIN LISPRO MO LYUMJEV S MO
LISPRO INSULIN
JANUMET 2 MO; QL (60 LYUMJEV I MO
KWIKPEN U-200
per 30 days)
INSULIN
JANUMET XR 2 MO; QL (30
ORAL TABLET, per 30 days) LYUMJEV U-100 S MO
ER MULTIPHASE INSULIN
24 HR 100-1,000 metformin oral 1 MO; QL (75
MG tablet 1,000 mg per 30 days)
JANUMET XR 2 MO; QL (60 metformin oral 1 MO; QL
ORAL TABLET, per 30 days) tablet 500 mg (150 per 30
ER MULTIPHASE days)
i/él‘éHS{OS(S)E)IO’?\(/)[% metformin oral 1 MO; QL (90
el tablet 850 mg per 30 days)
JANUVIA 2 MO;(?CI{ (30 metformin oral 1 MO; QL
per 30 days) tablet extended (120 per 30
JARDIANCE 2 MO; QL (30 release 24 hr 500 mg days)
per 30 days) metformin oral 1 MO; QL (60
JENTADUETO 2 MO; QL (60 tablet extended per 30 days)
per 30 days) release 24 hr 750 mg
JENTADUETO XR 2 MO; QL (60 MOUNJARO 2 PA; QL (2
ORAL TABLET, IR per 30 days) per 28 days)
éfg&%lgﬁ%%écMG nateglinide oral 1 MO; QL (90
i tablet 120 mg per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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nateglinide oral 1 MO; QL OZEMPIC 2 PA; QL (3
tablet 60 mg (180 per 30 SUBCUTANEOUS per 28 days)
days) PEN INJECTOR

NOVOLIN70/30U- 2 MO 0.25 MG OR 0.5
100 INSULIN MG (2 MG/3 ML), 1

MG/DOSE (4 MG/3
NOVOLIN 70-30 2 MO ML), 2 MG/DOSE
FLEXPEN U-100 (8 MG/3 ML)
NOVOLIN N 2 MO pioglitazone 1 MO; QL (30
FLEXPEN per 30 days)
NOVOLIN N NPH 2 MO repaglinide oral 1 MO; QL
U-100 INSULIN tablet 0.5 mg (960 per 30
NOVOLIN R 2 MO days)
FLEXPEN repaglinide oral 1 MO; QL
NOVOLIN R 2 MO tablet 1 mg (480 per 30
REGULAR U100 days)
INSULIN repaglinide oral 1 MO; QL
NOVOLOG 2 MO tablet 2 mg (240 per 30
FLEXPEN U-100 days)
INSULIN RYBELSUS ORAL 2 PA; QL (30
NOVOLOG MIX 7 MO TABLET 1.5 MG, 4 per 30 days)
70-30 U-100 MG, 9 MG
INSULN RYBELSUS ORAL 2 PA;MO;
NOVOLOG MIX 2 MO TABLET 14 MG, 3 QL (30 per
70-30FLEXPEN U- MG, 7MG 30 days)
100 saxagliptin 1 MO; QL (30
NOVOLOG 2 MO per 30 days)
PENFILL U-100 saxagliptin- 1 MO; QL (60
INSULIN metformin oral per 30 days)
NOVOLOG U-100 2 MO tablet, er multiphase
INSULIN ASPART 24 hr 2.5-1,000 mg

saxagliptin- 1 MO; QL (30

metformin oral per 30 days)

tablet, er multiphase
24 hr 5-1,000 mg, 5-
500 mg

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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SOLIQUA 100/33 2 QL (15 per XIGDUO XR 2 MO; QL (30
25 days) ORAL TABLET, IR per 30 days)
SYNJARDY 2 MO; QL (60 - ER, BIPHASIC
per 30 days) 24HR 10-1,000 MG,
10-500 MG
SYNJARDY XR 2 MO; QL (30 .
ORAL TABLET, IR per 30 days) XIGDUO XR 2 MO; QL (60
- ER. BIPHASIC ORAL TABLET, IR per 30 days)
24HR 10-1,000 MG, - ER, BIPHASIC
25-1.000 MG 24HR 2.5-1,000
’ MG, 5-1,000 MG, 5-
SYNJARDY XR 2 MO; QL (60 500 MG
ORAL TABLET, IR per 30 days)
- ER, BIPHASIC MISCELLANEO
24HR 12.5-1,000 US HORMONES
MG, 5-1,000 MG cabergoline 1 MO
TOUJEO MAX U- 2 MO calcitonin (salmon) 1 MO
300 SOLOSTAR nasal
TOUJEO 2 MO calcitriol oral 1 MO
SOLOSTAR U-300 capsule
INSULIN T
calcitriol oral 1
TRADJENTA 2 MO; QL (30 solution
per 30 days) .
cinacalcet 1 PA; MO
TRIJARDY XR 2 MO; QL (30
ORAL TABLET, IR per 30 days) danazol 1 MO
- ER, BIPHASIC desmopressin nasal 1
24HR 10-5-1,000 spray,non-aerosol
MG, 25-5-1,000 MG 10 mcg/spray (0.1
TRIJARDY XR 2 MO; QL (60 m))
ORAL TABLET, IR per 30 days) desmopressin oral 1 MO
- ER, BIPHASIC .
YAHR 12.5.2.5. doxercalciferol oral MO
1,000 MG, 5-2.5- JYNARQUE ORAL 2 PA; LA
1,000 MG TABLET
TRULICITY 2 PA; QL (2 mifepristone oral 1 PA; MO
per 28 days) tablet 300 mg
paricalcitol oral 1 MO
sapropterin 1 PA; MO
SOMAVERT 2 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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STRENSIQ 2 PA; LA testosterone 1 PA; MO;

SUBCUTANEOUS transdermal gel in QL (150 per

SOLUTION 28 packet 1.62 % (40.5 30 days)

MG/0.7 ML, 40 mg/2.5 gram)

ﬁS/ML’ 80 MG/0.8 testosterone 1 PA; MO;
transdermal solution QL (180 per

testosterone 1 PA; MO in metered pump 30 days)

cypionate w/app

intramuscular oil
tolvapt, 1 PA; MO

100 mg/ml, 200 orvapran :

mg/ml tolvaptan (polycys 1 PA
kidney dis) oral

testosterone 1 PA .

- tablets, sequential

cypionate

intramuscular oil THYROID

200 mg/ml (1 ml) HORMONES

testosterone 1 PA; MO levothyroxine oral 1 MO

enanthate tablet

testosterone 1 PA; MO; levoxyl oral tablet 1 MO

transdermal gel in QL (300 per 100 meg, 112 mcg,

metered-dose pump 30 days) 125 meg, 137 mcg,

12.5mg/ 1.25 gram 150 meg, 175 mcg,

(1 %) 200 mcg, 25 mcg, 50

testosterone 1 PA; MO; meg, 75 mcg, 88 mcg

transdermal gel in QL (150 per liothyronine oral 1 MO

metered-dose pump 30 days) . . 1 M

20.25 mg/1.25 gram unithroid O

(1.62 %) GASTROENT

testosterone 1 PA; MO; EROLOGY

transdermal gel in QL (300 per ANTIDIARRHE

packet 1 % (25 30 days)

mg/2.5gram), 1 % ALS /

(50 mg/5 gram) égTISPASMODI

testosterone 1 PA; MO; : :

transdermal gel in QL (37.5 dicyclomine oral 1 MO

packet 1.62 % per 30 days) capsule

(20.25 mg/1.25 dicyclomine oral 1 MO

gram) solution

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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dicyclomine oral 1 MO enulose 1 MO
tablet 20 mg GATTEX30-VIAL 2 PA; MO
dzphefzoxylate—‘ . 1 gavilyte-c 1 MO
atropine oral liquid
i[yte- 1 MO
diphenoxylate- 1 MO gavz' es
atropine oral tablet gavilyte-n 1
glycopyrrolate oral 1 MO generlac 1 MO
tablet I mg, 2 mg granisetron hcl oral 1 PA; MO
loperamide oral 1 MO hydrocortisone 1 MO
capsule rectal
MISCELLANEO hydrocortisone 1
US topical cream with
GASTROINTES perineal applicator
TINAL AGENTS 25 %
alosetron 1 PA; MO lactulose oral 1 MO
luti
aprepitant 1 PA; MO sotutton
) LINZESS 2 MO; QL (30
balsalazide 1 MO per 30 days)
betaine 1 MO lubiprostone 1 MO; QL (60
budesonide oral 1 MO per 30 days)
CIMZIA POWDER 2 PA; MO; meclizine oral tablet 1 MO
FOR RECONST QL (2 per 12.5mg, 25 mg
28 days) mesalamine oral 1 MO
CIMZIA 2 PA; MO; capsule (with del rel
SUBCUTANEOUS QL (2 per tablets)
SYRINGE KIT 400 28 days) mesalamine oral 1
MG/2 ML (200 capsule, extended
MG/ML X 2)
release
compro I MO mesalamine oral 1 MO
constulose 1 MO capsule,extended
CORTIFOAM 2 MO release 24hr
CREON 9 MO mesalamine oral 1 MO
tablet,delayed
cromolyn oral 1 MO release (dr/ec)
dronabinol 1 PA mesalamine rectal 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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metoclopramide hcl 1 MO scopolamine base 1 MO
oral solution SKYRIZI 2 PA: MO:
metoclopramide hcl 1 MO INTRAVENOUS QL (30 per
oral tablet 180 days)
nitroglycerin rectal 1 MO SKYRIZI 2 PA; MO;
ondansetron hcl oral 1 PA; MO SUBCUTANEOUS QL (1.2 per
solution WEARABLE 56 days)
INJECTOR 180
ondansetron hcl oral 1 PA; MO MG/1.2 ML (150
tablet 4 mg, 8 mg MG/ML)
ondansetron oral 1 PA; MO SKYRIZI 2 PA; MO:;
tablet,disintegrating SUBCUTANEOUS QL (2.4 per
4 mg, 8§ mg WEARABLE 56 days)
peg 3350- 1 INJECTOR 360
electrolytes MG/2.4 ML (150
MG/ML
peg-electrolyte 1 MO )
X sodium,potassium,m 1 MO
prochlorperazine 1 MO ag sulfates oral
prochlorperazine MO recon soln 17.5-
maleate oral 3.13-1.6 gram
procto-med hc 1 MO sodium,potassium,m 1
proctosol he topical 1 MO ag sulfates oral
recon soln 17.5-
proctozone-hc 1 MO 3.13-1.6 gram 2
RELISTOR 2 ST; MO; QL pack (480ml)
SUBCUTANEOUS (18 per 30 SUCRAID 2 PA
SOLUTION d
ays) sulfasalazine MO
RELISTOR 2 ST; MO; QL .
SUBCUTANEOUS (18 per 30 SYMPROIC 2 MO;SCI{ (30
SYRINGE 12 days) per 30 days)
MG/0.6 ML TRULANCE 2 QL (30 per
RELISTOR 2 ST:MO: QL 30 days)
SUBCUTANEOUS (12 per 30 ursodiol oral 1 MO
SYRINGE 8 MG/0.4 days) capsule 300 mg
ML ursodiol oral tablet 1 MO
REMICADE 2 PA; MO; VARUBI 2 PA
QL (20 per
28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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VIBERZI 2 MO; QL (60 lansoprazole oral 1 MO; QL (30
per 30 days) capsule,delayed per 30 days)
VOWST PA: LA release(dr/ec) 15 mg
ZENPEP ORAL MO lansoprazole oral 1 MO; QL (60
CAPSULE.DELAY capsule,delayed per 30 days)
ED ’ release(dr/ec) 30 mg
RELEASE(DR/EC) misoprostol 1 MO
4113,888-[3}?\,](1)”(1)“0 ) omeprazole oral 1 MO:; QL (30
) 5’ 000-47.0 06 capsule,delayed per 30 days)
6 3’ 00 O-UI\’HT ) release(dr/ec) 10
s ’ 20
20,000-63,000- ne <7 ME
84,000 UNIT, omeprazole oral 1 MO; QL (60
25,000-79,000- capsule,delayed per 30 days)
105,000 UNIT, release(dr/ec) 40 mg
3,000-10,000 - pantoprazole oral 1 MO; QL (30
14,000-UNIT, tablet,delayed per 30 days)
40,000-126,000- release (dr/ec) 20
168,000 UNIT m
s s g
5,000-17,000-
24.000 UNIT pantoprazole oral 1 MO; QL (60
60.000-189 600- tablet,delayed per 30 days)
252 600 UNIT release (dr/ec) 40
b mg
ZYMFENTRA 2 PA; MO;
QL (2 per sucralfate 1 MO
28 days) IMMUNOLOG
ULCER Y, VACCINES
THERAPY / BIOTECHNO
esomeprazole 1 MO:; QL (30 LOGY
magnesium oral per 30 days)
capsule,delayed ]éIYOglFiIngl;OLO
release(dr/ec) 20 mg
esomeprazole 1 MO; QL (60 ACTIMMUNE 2 PA; MO
magnesium oral per 30 days) ARCALYST PA
C“f“”le’je/l“y ejo AVONEX PA; MO;
release(dr/ec) 40 mg INTRAMUSCULA QL (1 per
famotidine oral 1 MO R PEN INJECTOR 28 days)
tablet 20 mg, 40 mg KIT

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
54


http://www.express-scripts.com/

Drug Name Drug Requireme Drug Name Drug Requireme
Tier nts/Limits Tier nts/Limits

AVONEX 2 PA; MO; RELEUKO 2 PA; MO
INTRAMUSCULA QL (1 per SUBCUTANEOUS
R SYRINGE KIT 28 days) RETACRIT 5 PA: MO
BESREMI PA; LA VACCINES /
BETASERON PA; MO; MISCELLANEO
SUBCUTANEOUS QL (14 per Us
KIT 28 days) IMMUNOLOGIC
FULPHILA 2 PA; MO ALS
NIVESTYM 2 PA; MO ABRYSVO (PF) A%
NYVEPRIA 2 PA; MO ACTHIB (PF) 2
OMNITROPE 2 PA; MO ADACEL(TDAP 1 A%
SUBCUTANEOUS per 28 days) )(PF)
SOLUTION AREXVY (PF) 1 A%
PEGASYS 2 MO; QL (2 BCG VACCINE, 1 \Y
SUBCUTANEOUS per 28 days) LIVE (PF)
SYRINGE BEXSERO 1V
PLEGRIDY 2 PA; MO;
SUBCUTANEOUS QL (1 per BOOSTRIX TDAP ! v
PEN INJECTOR 28 days) DAPTACEL (DTAP 2
125 MCG/0.5 ML PEDIATRIC) (PF)
PLEGRIDY 2 PA; MO; ENGERIX-B (PF) 1 PA; V
SUBCUTANEOUS QL (1 per ENGERIX-B 1 P A; AV
PEN INJECTOR 63 180 days) PEDIATRIC (PF)
MCG/0.5 ML- 94
MCG/0.5 ML GAMUNEX-C 2 PA; MO

INJECTION
PLEGRIDY 2 PA; MO; SOLUTION 1
SUBCUTANEOUS QL (1 per GRAM/10 ML (10
SYRINGE 125 28 days) %)
MCG/0.5 ML

GARDASIL 9 (PF) 1 \Y%
PLEGRIDY 2 PA; MO;
SUBCUTANEOUS QL (1 per HAVRIX (PF) v
SYRINGE 63 180 days) INTRAMUSCULA
MCG/0.5 ML ELISA UNIT/ML
PROCRIT 2 PA; MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
55


http://www.express-scripts.com/

Drug Name Drug Requireme Drug Name Drug Requireme

Tier nts/Limits Tier nts/Limits
HAVRIX (PF) 2 QUADRACEL (PF) 2
INTRAMUSCULA
RABAVERT (PF 1 PA;
R SYRINGE 720 VERT (°F) ad
ELISA UNIT/0.5 RECOMBIVAX HB 1 PA;V
ML (PF)
HEPLISAV-B (PF) 1 PA;V ROTARIX ORAL 2
SUSPENSION
HIBERIX (PF) 2
ROTATE 2
IMOVAX RABIES 1 PAV v ACCINEQ
VACCINE (PF)
SHINGRIX (PF 1 V;QL(Q2
INFANRIX (DTAP) 2 (PF) pgﬁzo(
(PF) days)
IPOL 1 Vv TENIVAC (PF) 1 Vv
IXCHIQ (PF) v TICOVAC 2
IXIARO (PF) 1V INTRAMUSCULA
JYNNEOS (PF) I PAV &g‘é%l;gﬁiz
KINRIX (PF) 2 :
TICOVAC 2V
MENQUADFI (PF) 1V INTRAMUSCULA
MENVEO A-C.Y- Y R SYRINGE 2.4
W-135-DIP (PF) MCG/0.5 ML
INTRAMUSCULA TRUMENBA 1V
R KIT
TWINRIX (PF) 1V
M-M-R II (PF) - M TYPHIM VI 1 v
MRESVIA (PF) 1V VAQTA (PF) 5
PEDIARIX (PF) 2 INTRAMUSCULA
PEDVAX HIB (PF) ) R SUSPENSION 25
UNIT/0.5 ML
PENBRAYA (PF) 1V
VAQTA (PF) 1V
PENTACEL (PF) 2 INTRAMUSCULA
INTRAMUSCULA R SUSPENSION 50
R KIT 15LF- UNIT/ML
20MCG-5LF- 62
DU/0.5 ML VAQTA (PF) 2
INTRAMUSCULA
PRIORIX (PF) 1V R SYRINGE 25
PROQUAD (PF) 2 UNIT/0.5 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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VAQTA (PF) 1 \% OMNIPOD 5 G6-G7 2 MO
INTRAMUSCULA PODS (GEN 5)
%I\SI;;I};AI‘ILGE 50 OMNIPOD 5 2 MO;QL(I

INTRO(G6/LIBRE2 per 720
VARIVAX (PF) 1 A PLUS) days)
VAXCHORA 1 \% OMNIPOD DASH 2 QL (1 per
VACCINE INTRO KIT (GEN 720 days)
VIMKUNY A 1V 4)

OMNIPOD DASH 2 MO
VIVOTIF 1 MO; V

’ PODS (GEN 4)

YF-VAX (PF) 1 A

OMNIPOD GO 2
MISCELLANE PODS
OUS OMNIPOD GO 2
SUPPLIES PODS 10

UNITS/DAY
MISCELLANEO

PODS 15
NOVO PEN 2 PA; MO UNITS/DAY
NEEDLE OMNIPOD GO 2
CEQUR 2 MO PODS 20
SIMPLICITY UNITS/DAY
CEQUR 2 MO OMNIPOD GO 2
SIMPLICITY PODS 25
INSERTER UNITS/DAY
GAUZE PADS 2 X 2 PA; MO OMNIPOD GO 2
2 PODS 30
EMBECTA 2 PA;MO UNITS/DAY
INSULIN OMNIPOD GO 2
SYRINGE PODS 40
BD PEN NEEDLE 2 PA; MO UNITS/DAY
OMNIPOD 5 MO EMBECTA PEN 2 PA; MO
(G6/LIBRE 2 PLUS) NEEDLE
OMNIPOD 5 G6-G7 2 MO; QL (1 BD INSULIN 2 PA; MO
INTRO KT(GEN5) per 720 SYRINGE

days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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MUSCULOSK risedronate oral 1 MO; QL (1
ELETAL / tablet 150 mg per 30 days)
RHEUMATOL risedronate oral 1 MO; QL (4
tablet 35 mg, 35 mg per 28 days)
OGY (12 pack), 35 mg (4
GOUT pack)
THERAPY risedronate oral 1 MO; QL (30
allopurinol oral 1 MO tablet 5 mg per 30 days)
tablet 100 mg, 300 risedronate oral 1 MO; QL (4
mg tablet,delayed per 28 days)
colchicine oral 1 MO release (dr/ec)
tablet TERIPARATIDE 2 PA; MO;
febuxostat 1 MO SUBCUTANEOUS QL (2.48
- PEN INJECTOR 20 per 28 days)
probenecid 1 MO MCG/DOSE
probenecid- 1 MO (560MCG/2.24ML)
colchicine TYMLOS 2 PA;MO;
OSTEOPOROSIS QL (1.56
THERAPY per 30 days)
alendronate oral 1 MO; QL OTHER
solution (300 per 28 RHEUMATOLO
days) GICALS
alendronate oral 1 MO; QL (30 ACTEMRA 2 PA; MO;
tablet 10 mg per 30 days) ACTPEN QL (3.6 per
alendronate oral 1 MO; QL (4 28 days)
tablet 35 mg, 70 mg per 28 days) ACTEMRA 2 PA; MO;
BONSITY 9 PA; MO: INTRAVENOUS QL (160 per
QL (2.48 28 days)
per 28 days) ACTEMRA 2 PA; MO;
ibandronate oral 1 MO; QL (1 SUBCUTANEOUS (22L d(3.6 per
per 30 days) 8 days)
BENLYSTA 2 PA; MO
JUBBONTI 2 MO; QL (1 ’
per i é?() ( SUBCUTANEOUS
days) ENBREL MINI 2 PA; MO;
raloxifene 1 MO (228L d(:yls)e r

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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ENBREL PA; MO; penicillamine oral 1 PA; MO
SUBCUTANEOUS QL (8 per tablet
SOLUTION 28 days) RINVOQ LQ ) PA: MO:
ENBREL PA; MO; QL (360 per
SUBCUTANEOUS QL (8 per 30 days)
SYRINGE 28 days) RINVOQ ORAL 2 PA:;MO;
ENBREL PA; MO; TABLET QL (30 per
SURECLICK QL (8 per EXTENDED 30 days)
28 days) RELEASE 24 HR
HADLIMA PA; MO; 15 MG, 30 MG
QL (4.8 per RINVOQ ORAL 2 PA; MO;
28 days) TABLET QL (84 per
HADLIMA PA: MO: EXTENDED 180 days)
PUSHTOUCH QL (4.8 per 4RE11\“/I%ASE 24 HR
28 days) 5
HADLIMA(CF) PA: MO: siVELLA ORAL 2 (3)0Ld(60 per
QL (2.4 per TABLET ays)
28 days) SAVELLA ORAL 2 QL (55 per
HADLIMA(CF) PA; MO: gﬁg;ETS’DOSE 180 days)
PUSHTOUCH QL (2.4 per
28 days) SIMLANDI(CF) 2 PA; MO;
. AUTOINJECTOR QL (4 per
KINERET PA; QL
(20’ 1Qp or 30 SUBCUTANEOUS 28 days)
day's) AUTO-INJECTOR,
KIT 40 MG/0.4 ML
I id MO; QL (30
eftunomide per 3 (? q a; 9 SIMLANDI(CF) 2 PA;MO;
AUTOINJECTOR QL (3 per
OTEZLA PA; MO; SUBCUTANEOUS 28 days)
QL (60 per AUTO-INJECTOR,
30 days) KIT 80 MG/0.8 ML
OTEZLA PA; MO; SIMLANDI(CF) 2 PA; MO;
STARTER ORAL QL (55 per SUBCUTANEOUS QL (2 per
TABLETS,DOSE 180 days) SYRINGE KIT 20 28 days)
PACK 10 MG (4)- MG/0.2 ML
20 MG (51), 10 MG
MG (47) SUBCUTANEOUS QL (4 per
SYRINGE KIT 40 28 days)
MG/0.4 ML

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.
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SIMLANDI(CF) 2 PA; QL (3 DUAVEE 2 MO
SUBCUTANEOUS per 28 days) . 1 MO
SYRINGE KIT 80 e
MG/0.8 ML estradiol oral 1 MO
TYENNE 2 PA; MO; estradiol 1 MO; QL (8
AUTOINJECTOR QL (3.6 per transdermal patch per 28 days)
28 days) semiweekly
TYENNE 2 PA; MO; estradiol 1 MO; QL (4
INTRAVENOUS QL (160 per transdermal patch per 28 days)
28 days) weekly
TYENNE 2 PA; MO:; estradiol vaginal 1 MO
SUBCUTANEOUS QL (3.6 per estradiol valerate 1 MO
28d
ays) estradiol- MO
XELJANZ ORAL 2 PA; MO; norethindrone acet
SOLUTION L (480
34 d(ays) pet fyavoly 1 MO
XELJANZ ORAL 2 PA;MO; gallifrey S MO
TABLET QL (60 per heather 1 MO
30 days) IMVEXXY 2 MO
XELJANZ XR 2 PA; MO; MAINTENANCE
QL (30 per PACK
30 days) IMVEXXY 2 MO
OBSTETRICS STARTER PACK
/ incassia 1 MO
GYNECOLOG jinteli 1 MO
Y Iyleq 1 MO
ESTROGENS / lyllana 1 MO; QL (8
PROGESTINS per 28 days)
abigale lo 1 lyza
camila 1 MO medroxyprogesteron 1 MO
deblitane 1 MO €
DEPO-SUBQ 2 Mo meleya !
PROVERA 104 mimvey 1 MO
dotti 1 MO; QL (8 nora-be 1 MO

per 28 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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Tier  nts/Limits Tier  nts/Limits
norethindrone 1 tranexamic acid oral 1 MO
(contraceptive) xulane 1
norethindrone 1 MO zafemy 1 MO
acetate
norethindrone ac-eth 1 MO

estradiol oral tablet
0.5-2.5 mg-mcg, 1-5

mg-mcg
PREMARIN ORAL 2 MO altavera (28) 1 MO
PREMARIN 7 MO alyacen 1/35 (28) 1 MO
VAGINAL apri 1 MO
PREMPHASE 2 MO aranelle (28) 1 MO
PREMPRO 2 MO aubra eq 1 MO
progesterone 1 MO aviane 1 MO
. zed
micronize azurette (28) 1 MO
harobel 1 MO
sharooe cryselle (28) 1 MO
1
yuvafem cyred eq 1 MO
estradiol oral tablet
clindamycin 1 MO 3-0.02 mg
phosphate vaginal drospirenone-ethinyl 1
eluryng 1 MO estradiol oral tablet
etonogestrel-ethinyl 1 3-0.03 mg
estradiol enskyce 1 MO
LILETTA 2 MO estarylla 1 MO
metronidazole 1 MO falmina (28) 1 MO
vaginal gel 0.75 % INTROVALE 1
(37.5mg/5 gram)
isibloom 1 MO
MYFEMBREE 2 PA; MO
Jjasmiel (28) 1 MO
NEXPLANON 2
. Jjuleber 1 MO
norelgestromin- :
ethin.estradiol kariva (28) 1
terconazole 1 MO kelnor 1/35 (28) 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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kelnor 1/50 (28) 1 MO microgestin fe 1/20 1 MO
kurvelo (28) 1 MO (28)
[ norgest/e.estradiol- 1 mili 1 MO
e.estrad oral nikki (28) 1 MO
table;f,gis ep a2c(1)c,3 norethindrone ac-eth 1 MO
month U. 1 mg- estradiol oral tablet
mcg (84)/10 mcg (7) 1-20 mg-meg
larin 1.5/30 (21) 1 MO norgestimate-ethinyl 1
larin 1/20 (21) 1 MO estradiol oral tablet

. 0.18/0.215/0.25 mg-
l 1.5/30 (28 1 MO
arin fe (2% 0.025 mg, 0.25-
larin fe 1/20 (28) 1 MO 0.035 mg
lessina 1 MO norgestimate-ethinyl 1 MO
levonest (28) 1 MO estradiol oral tablet
p el ) 0.18/0.215/0.25 mg-
evonorgestrel- 0.035me (28
ethinyl estrad oral mg (28)
tablet 0.1-20 mg- nortrel 0.5/35 (28) 1 MO
meg, 0.15-0.03 mg nortrel 1/35 (21) 1 MO
levonorgestrel- 1 nortrel 1/35 (28) 1 MO
ethinyl estrad oral
tablets,dose pack,3 nortrel 7/7/7 (28) 1 MO
month pimtrea (28) 1 MO
levonorg-eth estrad 1 MO portia 28 1 MO
triphasic reclipsen (28) 1 MO
levora-28 1 setlakin 1 MO
loryna (28) ! MO sprintec (28) 1 MO
low-ogestrel (28) 1 sronyx 1
lutera (28) 1 syeda | MO
marlissa (28) 1 MO tarina fe 1-20 eq 1 MO
microgestin 1.5/30 1 MO (28)
(2D tilia fe 1 MO
microgestin 1/20 1 MO tri-estarylla 1 MO
21)

tri-legest 1 MO

microgestin fe 1.5/30 1 MO ri-legest fe
(28) tri-lo-estarylla 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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tri-lo-sprintec 1 neomycin- 1 MO
tri-sprintec (28) 1 MO poly -
gramicidin
turqoz (28) 1 MO )
neo-polycin 1
velivet triphasic 1 MO X )
regimen (28) ofloxacin ophthalmic 1 MO
(eye)
vestura (28) MO )
polycin 1
] 1 MO
vzerfva polymyxin b sulf- 1 MO
zovia 1-35 (28) 1 MO trimethoprim
OPHTHALMO tobramycin 1 MO; QL (10
LOGY ophthalmic (eye) per 14 days)
ANTIBIOTICS ANINNYILE G
bacitracin 1 trifluridine 1 MO
ophthalmic (eye) ZIRGAN 2 MO
bacitracin- 1 MO BETA-
polymyxin b BLOCKERS
ciprofloxacin hcl 1 MO betaxolol ophthalmic 1 MO
ophthalmic (eye) (eve)
erythromycin 1 MO; QL carteolol 1 MO
ophthalmic (eye 3.5 per 14
P (eve) Eia P levobunolol 1 MO
ys)
ophthalmic (eye)
gatifloxacin 1 MO drops 0.5 %
gentamici.n 1 MO:; QL (70 timolol maleate 1 MO
ophthalmic (eye) per 30 days) ophthalmic (eye)
drops drops (not single
levofloxacin 1 MO use)
ophthalmig (eve) timolol maleate 1 MO
drops 0.5 % ophthalmic (eye) gel
moxifloxacin 1 MO Jforming solution
ophthalmic (eye)
drops
neomycin- 1 MO
bacitracin-
polymyxin

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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atropine ophthalmic 1 MO
(eye) drops 1 % bromfenac 1 MO
azelastine 1 MO diclofenac sodium 1 MO
ophthalmic (eye) ophthalmic (eye)
cromolyn 1 MO Sflurbiprofen sodium 1 MO
ophthalmic (eye) ketorolac 1 MO
cyclosporine 1 MO; QL (60 ophthalmic (eye)
ophthalmic (eye) per 30 days)
CYSTARAN 2 PA
epinastine 1 MO
MIEBO (PF) 2 MO; QL (3 acetazolamide 1 MO
per 30 days) methazolamide 1 MO
OXERVATE 2 PA; MO
pilocarpine hcl 1 MO
ophthalmic (eye)
drops 1 %, 2 %, 4 %
: bimatoprost 1 MO
sulfacetamide 1 MO ophthalmic (eye)
sodium ophthalmic )
(eve) drops dorzolamide 1 MO
sulfacetamide 1 dorzolamide-timolol 1 MO
sodium ophthalmic latanoprost 1 MO
(eve) ointment LUMIGAN 2 MO
sulfacetamide- 1 MO OPHTHALMIC
prednisolone (EYE) DROPS 0.01
XDEMVY 2 PA;QL (10 %
per 42 days) RHOPRESSA 2
XIIDRA 2 MO; QL (60 ROCKLATAN 2
per 30 days) SIMBRINZA 2 MO
travoprost 1 MO

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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STEROID- RESPIRATOR
ANTIBIOTIC Y AND
COMBINATION ALLERGY
S
neomycin- 1 MO gl;lTIHISTAMIN
bacitracin-poly-hc
ANTIALLERGE
neomycin-polymyxin 1 MO NIC AGENTS
b-dexameth
) 1 MO cetirizine oral MO

neomyctn- solution 1 mg/ml
polymyxin-hc : .
ophthalmic (eye) epinephrine MO; QL (4

o h ) injection auto- per 30 days)
neo-polycin hc injector 0.15 mg/0.3
TOBRADEX 2 MO; QL ml, 0.3 mg/0.3 ml
OPHTHALMIC (3.5 per 14 (manufactured by
(EYE) OINTMENT days) mylan specialty)
tobramycin- 1 MO; QL (10 hydroxyzine hcl oral PA; MO
dexamethasone per 14 days) tablet
STEROIDS levocetirizine oral MO
dexamethasone 1 MO solution
sodium phosphate levocetirizine oral MO; QL (30
ophthalmic (eye) tablet per 30 days)
Sfluorometholone 1 MO promethazine oral PA; MO
INVELTYS 2 MO PULMONARY
loteprednol 1 MO AGENTS
etabonate acetylcysteine PA; MO
prednisolone acetate 1 MO ADEMPAS PA; MO;
prednisolone sodium 1 MO LA; QL (90
phosphate per 30 days)
ophthalmic (eye) ADVAIR HFA MO; QL (12
SYMPATHOMI per 30 days)
METICS albuterol sulfate MO; QL (17

. inhalation hfa per 30 days)
apraclonidine L MO aerosol inhaler 90
brimonidine 1 MO mcg/actuation

ophthalmic (eye)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
albuterol sulfate 1 QL (134 ASMANEX 2 MO; QL (1
inhalation hfa per 30 days) TWISTHALER per 30 days)
aerosol inhaler 90 INHALATION
mcg/actuation AEROSOL POWDR
package size 6.7 gm BREATH
albuterol sulfate 1 PA; MO ACTI/VATED 110
inhalation solution IXI((;SUATI ON (30
for nebulization 0.63 (30),
220 MCG/
mg/3 ml, 1.25 mg/3
ml, 2.5 mg /3 ml ACTUATION (30),
mg/0.5 ml v (60)
ASMANEX 2 MO; QL (2
Ibuterol sulfat [ 1 MO ’
?yerem sulfate ora TWISTHALER per 30 days)
INHALATION
albuterol sulfate oral 1 MO AEROSOL POWDR
tablet BREATH
ALVESCO 2 MO; QL ACTIVATED 220
INHALATION HFA (12.2 per 30 MCG/
AEROSOL days) ACTUATION (120)
INHALER 160 ATROVENT HFA 2 MO;QL
MCG/ACTUATION (25.8 per 30
ALVESCO 2 MO; QL days)
INHALATION HFA (6.1 per 30 BEVESPI 2 MO; QL
AEROSOL days) AEROSPHERE (10.7 per 30
INHALER 80 days)
MCG/ACTUATION
bosentan oral tablet 1 PA; MO;
alyq 1 PA; MO; LA; QL (60
QL (60 per per 30 days)
30d
ays) BREO ELLIPTA 2 MO; QL (60
ambrisentan 1 PA; MO; per 30 days)
LA; QL (30
breyna 1 MO; QL
30 d Y i
per 30 days) (10.3 per 30
arformoterol 1 PA; MO; days)
L (120
390 d(ays) bet BREZTRI 2 MO;QL
AEROSPHERE (10.7 per 30
ASMANEX HFA 2 MO; QL (13 days)
per 30 days)

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
budesonide 1 PA; MO; FLUTICASONE 2 ST; MO; QL
inhalation QL (120 per PROPIONATE (24 per 30
suspension for 30 days) INHALATION HFA days)
nebulization 0.25 AEROSOL
mg/2 ml, 0.5 mg/2 ml INHALER 220
budesonide 1 PA; MO; MCG/ACTUATION
inhalation QL (60 per FLUTICASONE 2 ST; MO; QL
suspension for 30 days) PROPIONATE (10.6 per 30
nebulization 1 mg/2 INHALATION HFA days)
ml AEROSOL
budesonide- 1 QL (10.2 %\I/}I(EI(?/IA%I} 44ATI ON
formoterol per 30 days) U
CINRYZE PA: MO fluticasone 1 MO; QL (16
’ propionate nasal per 30 days)
COMBIVENT L (8
RESPIMAT 3?0 d(a };))e ' fluticasone propion- 1 MO; QL (60
Y salmeterol per 30 days)
cromolyn inhalation 1 PA; MO inhalation blister
DULERA 2 MO; QL (13 with device
per 30 days) formoterol fumarate 1 PA; MO;
FASENRA PEN 2 PA;MO; QL (120 per
QL (1 per 30 days)
28 days) icatibant 1 PA; MO
ESE%I?JI}F?NEOUS 2 g?;(l(\)/[?; ipratropium bromide 1 PA; MO
-0 per inhalation
SYRINGE 10 28 days) ) )
MG/0.5 ML ipratropium- 1 PA; MO
albuterol
FASENRA 2 PA; MO; KA 2 A '
SUBCUTANEOUS QL (1 per LYDECO PL’ 1;’[6()’
SYRINGE 30 28 days) QL (56 per
MG/ML 28 days)
flunisolide 1 MO:; QL (50 mometasone nasal 1 MO; QL (34
per ,;»0 days) per 30 days)
FLUTICASONE 2 ST;MO: QL montelukast 1 Mo
PROPIONATE (12 per 30 NUCALA 2 PA; MO;
INHALATION HFA days) SUBCUTANEOUS LA; QL (3
AEROSOL AUTO-INJECTOR per 28 days)
INHALER 110
MCG/ACTUATION

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
NUCALA 2 PA; MO; PULMICORT 2 MO; QL (2
SUBCUTANEOUS LA; QL (3 FLEXHALER per 30 days)
RECON SOLN per 28 days) INHALATION
NUCALA 2 PA: MO: AEROSOL POWDR
SUBCUTANEOUS LA; QL (3 BREATH
SYRINGE 100 per 28 days) ACTIVATED 180
MG/ML MCG/ACTUATION
NUCALA 2 PA.MO: PULMICORT 2 MO;QL(l
SUBCUTANEOUS LA; QL (0.4 FLEXHALER per 30 days)
SYRINGE 40 per 28 days) INHALATION
MG/0.4 ML AEROSOL POWDR
BREATH
OFEV 2 PA; MO; ACTIVATED 90
QL (60 per MCG/ACTUATION
SpSUNTT , ;Zdiﬁ)) PULMOZYME PA; MO
LA,; QL ’(30 QVAR QL (10.6
per 30 days) REDIHALER per 30 days)
INHALATION HFA
OPSYNVI 2 PA; MO; AEROSOL
QL (30 per BREATH
30 days) ACTIVATED 40
ORKAMBI ORAL 2 PA; MO; MCG/ACTUATION
GRANULES IN QL (56 per QVAR 2 QL (21.2
PACKET 28 days) REDIHALER per 30 days)
ORKAMBI ORAL 2 PA;MO; INHALATION HFA
TABLET QL (112 per AEROSOL
28 days) BREATH
pirfenidone oral 1 PA; MO; Q%EXAA&FI’;%&?I“(I)ON
capsule QL (270 per
30 days) roflumilast 1 PA; MO;
pirfenidone oral 1 PA; MO; ?& d(:’}?sf .
tablet 267 mg QL (270 per
30 days) sajazir 1 PA; MO
pirfenidone oral 1 PA; MO; sildenafil 1 PA; MO;
tablet 801 mg QL (90 per (pulmonary arterial QL (90 per
30 days) hypertension) oral 30 days)

tablet

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.

This drug list was updated in August 2025.


http://www.express-scripts.com/

Drug Name Drug Requireme Drug Name Drug Requireme
Tier  nts/Limits Tier  nts/Limits
SPIRIVA 2 MO; QL (4 TRIKAFTA ORAL 2 PA; MO;
RESPIMAT per 30 days) TABLETS, QL (84 per
STIOLTO > MO:OL @4 SEQUENTIAL 28 days)
RESPIMAT per 30 days) WINREVAIR 2 PA; MO;
STRIVERDI 2 MO: QL (4 %Ld(l per
RESPIMAT per 30 days) ays)
SYMDEKO 2 PA; MO: wixela inhub 1 (3)54 d(60 per
QL (56 per ays)
28 days) XOLAIR 2 PA; MO;
tadalafil (pulmonary 1 PA; QL (60 SUBCUTANEOUS LA; QL (8
: AUTO-INJECTOR per 28 days)
arterial per 30 days)
; : 150 MG/ML, 300
ypertension) oral MG/2 ML
tablet 20 mg
: XOLAIR 2 PA; MO;
terbutal / 1 MO ’ ’
eroutane ora SUBCUTANEOUS LA; QL (I
theophylline oral 1 AUTO-INJECTOR per 28 days)
solution 75 MG/0.5 ML
theophylline oral 1 XOLAIR 2 PA; MO:;
tablet extended SUBCUTANEOUS LA; QL (8
release 12 hr 100 RECON SOLN per 28 days)
2
mg, 200 n8 XOLAIR 2 PA;MO;
theophylline oral 1 MO SUBCUTANEOUS LA; QL (8
tablet extended SYRINGE 150 per 28 days)
release 12 hr 300 MG/ML, 300 MG/2
mg, 450 mg ML
theophylline oral 1 XOLAIR 2 PA; MO:;
tablet extended SUBCUTANEOUS LA; QL (1
release 24 hr SYRINGE 75 per 28 days)
tiotropium bromide 1 QL (90 per MG/0.5 ML
90 days) zafirlukast 1 MO
TRELEGY 2 MO; QL (60
ELLIPTA per 30 days)
TRIKAFTA ORAL 2 PA; MO;
GRANULES IN QL (56 per
PACKET, 28 days)
SEQUENTIAL

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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Drug Name Drug Requireme Drug Name Drug Requireme

Tier  nts/Limits Tier  nts/Limits
UROLOGICA ELMIRON 2 MO
| ) potassium citrate 1 MO

oral tablet extended
ANTICHOLINE release
RGICS/
ANTISPASMODI tadalafil oral tablet 1 PA; MO;
CS 2.5 mg QL (60 per
30 days)
mirabegron ! MO tadalafil oral tablet 1 PA; MO;
oxybutynin chloride 1 MO Smg QL (30 per
oral syrup 30 days)
oxybutynin chloride 1 MO VITAMINS,
oral tablet 5 mg HEMATINICS
oxybutynin chloride 1 MO / ELECTROLY
oral tablet extended TES
release 24hr
solifenacin 1 MO ELECTROLYTE
tolterodine 1 MO -
trospium oral tablet 1 MO klor-con 10 I MO
BENIGN klor-con 8 1 MO
PROSTATIC klor-con m10 1 MO
HYPERPLASIA( klor-con m15 1 MO
BPH) THERAPY klor-con m20 1 MO
alfuzosin ! MO klor-con oral packet 1 MO
dutasteride 1 MO 20
dutasteride- 1 MO magnesium sulfate 1 MO
tamsulosin injection solution
finasteride oral 1 MO magnesium sulfate 1
tablet 5 mg injection syringe
tamsulosin 1 MO potassium chlorid- 1
_ 0
MISCELLANEO d5-0.45%nacl
UsS potassium chloride 1
UROLOGICALS in 0.9%nacl
intravenous

bethanechol chloride 1 MO parenteral solution
CYSTAGON 2 PA; LA 20 meq/l, 40 meq/I

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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Drug Name Drug Requireme Drug Name Drug Requireme

Tier  nts/Limits Tier  nts/Limits
potassium chloride 1 potassium chloride 1
in5 % dex oral tablet,er
intravenous particles/crystals 15
parenteral solution meq, 20 meq
20 meq/l potassium chloride- 1
potassium chloride 1 0.45 % nacl
in lr-d5 intravenous fassi hlorid 1
! solution potassium chloride-
parenteral so d5-0.2%nacl
20 megq/l .
intravenous
potassium chloride 1 parenteral solution
in water intravenous 20 megq/l
piggyback 10 potassium chloride- 1
meq/100 ml, 20 d5-0.9%nacl
meq/100 ml, 40
meq/100 ml sodium chloride 0.45 1 MO
. _ % intravenous
potassium chloride 1
h toni
potassium chloride 1 MO ypertonic
oral capsule, sodium chloride 5 % 1 MO
extended release hypertonic
potassium chloride 1 MO MISCELLANEO
oral liquid US NUTRITION
potassium chloride 1 MO PRODUCTS
oral packet CLINIMIX 2 PA
potassium chloride 1 MO S%/DISW
oral tablet extended SULFITE FREE
release 10 meq, 8 CLINIMIX 2 PA
meq 4.25%/D10W SULF
potassium chloride 1 FREE
oral tablet extended CLINIMIX 5%- 2 PA
release 20 meq D20W(SULFITE-
potassium chloride 1 MO FREE)
oral tablet,er electrolyte-a 1
particles/crystals 10 intralipid 1 PA
meq .
intravenous
emulsion 20 %
ISOLYTE SPH 7.4 2

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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Drug Name Drug Requireme
Tier  nts/Limits

ISOLYTE-P IN 5 % 2

DEXTROSE

PLENAMINE 2 PA
premasol 10 % 1 PA
travasol 10 % 1 PA
TROPHAMINE 10 2 PA
%

fluoride (sodium) 1 MO
oral tablet

prenatal vitamin 1 MO
oral tablet

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit,
you may not experience every restriction or limit indicated in the list. You can find information on what the
symbols and abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage,
contact Customer Service using the information provided on the front and back covers of this formulary or visit
us on the Web at express-scripts.com.
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abacavir .............ccccoceevcevecncennn, 1 ALUNBRIG.....cccooevviriirnn. 9 ASMANEXHFA.......ccceeeveen. 66
abacavir-lamivudine................... I ALVESCO....cccoooiiiiiiiiiienen. 66 ASMANEX TWISTHALER.... 66
ABELCET ..o, 1 alyacen 1/35 (28) ..oueeeeeeerennnn.. 61 aspirin-dipyridamole................ 35
abigale lo............ccocuvveveennennne. 60  AlYG .o 66 ASSURE ID INSULIN

ABILIFY ASIMTUFII............. 26  amantadine hcl............................ I SAFETY .o, 57
ABILIFY MAINTENA............ 26  ambrisentan............................ 66  atazanavir.............cccceeeeeeeucenne. 1
abiraterone..............cccccoveeeunne. 9  amikacin............cccceoveeeenennen. 5 atenolol...........cccooveveencnninn. 33
ADITTEZA ... 9 amiloride..............occeeuveenennn.. 33 atenolol-chlorthalidone............ 33
ABRYSVO (PF)..cccoeeevieenne, 55  amiloride-hydrochlorothiazide.33  atomoxetine....................c..c....... 27
ACAMPIOSALE ....eoeeaeeaaeaeeeaann 43 amiodarone...............ccccuue...... 32 atorvastatin.................cceeeeenn... 36
aAcarbose..........cccceeeveeeeannnnn. 46  amitriptyline............ccoeueeuneenn.. 26 AtOVAGQUONE ..o, 5
ACCULANE .. 40 amlodipine.............ccccuveeeueennnn.. 33 atovaquone-proguanil................. 5
acebutolol ..................cceueeeunnn. 33 amlodipine-atorvastatin............ 36 AIFOPINE...ceeeeeeeeeeeeeeean 64
acetaminophen-codeine............ 24 amlodipine-benazepril.............. 33 ATROVENT HFA.................... 66
acetazolamide........................... 64  amlodipine-olmesartan............. 33 aubraeq.........ueeeeueeeennaann.. 61
ACELiC ACIA ..., 45  amlodipine-valsartan................ 33 AUGMENTIN.......ccoevriirnnne 7
acetylcysteine................cuueu.... 65 amlodipine-valsartan- AUGTYRO...ccoiieiiiiieeeee 9
ACIVELIN . 38 hcthiazid...........cueeeeeeeeennaannne. 33 AUSTEDO....cooovivieeiieeene 22
ACTEMRA.......coiiiiiiiiee 58 ammonium lactate..................... 39 AUSTEDO XR.....coooovvverrennnne 22
ACTEMRA ACTPEN.............. 58 amnesteem.............coecueuennn.. 40 AUSTEDO XR TITRATION
ACTHIB (PF)..cccvvieieeeene. 55 amoxapine..............ccccoeeuvennenn.. 26 KT(WKI1-4)..ooieeiieeiieeieeenee 22
ACTIMMUNE.......cooeiirrne 54 amoxicillin............cccoeeeeenne. 6,7 AUVELITY oooiiiiiieeeee, 27
acyclovir .........cccceveeveeeeannn. 1,42 amoxicillin-pot clavulanate......... T AVIANE ..o, 61
acyclovir sodium......................... 1 amphotericin b............................ 1 AVMAPKI-FAKZYNIJA............ 9
ADACEL(TDAP amphotericin b liposome............. I AVONEX.....iieieenen. 54, 55
ADOLESN/ADULT)(PF)......... 55 ampicillin..........ccocovevvenecnnnne. 7 AYVAKIT ..ot 9
ADBRY ..oooviiiiieieeeeen 39  ampicillin sodium........................ T azathioprine............coceeeeuveeeueen. 9
AAEfOVIF ....c.eeeeeieieaeeie. 1 ampicillin-sulbactam.................. 7 azelaic acid...................c......... 40
ADEMPAS ... 65 anagrelide..................cooeuuee..... 43 azelastine.............cccoueeun.. 45, 64
ADVAIR HFA......c.coovvies 65 anastrozole..............cccceeueeennennn. 9 azithromycCin ............ccoueeeevveennnen.. 4
AIMOVIG AUTOINJECTOR..21  apraclonidine............................ 65  aztreonam...............cceeeueenennn. 5
AKEEGA ..o, O aprepitant...............ccceuveeunen... 52 azurette (28) ....cceeeceeeeieenean, 61
Ala-Cort...c..uueeiaiiaiiiiecne, A2 ADFI oo 61  bacitracin............cccecveeueeeneenn... 63
albendazole.................cccueeuuue... S APTIVUS ..., 1 bacitracin-polymyxin b............. 63
albuterol sulfate.................. 65,66 aranelle (28).....ccoueveeeeecreeennnn. 61  baclofen...........uceeeeeeeeeenean. 23
alclometasone........................... 42 ARCALYST...cooiiiiiiiiienee 54  balsalazide....................cc..c...... 52
alcohol pads ..................ccuen..... 46  AREXVY (PF)..cccooiniiieee 55 BALVERSA.....coiiiiiee, 9
ALECENSA ..o 9 arformoterol......................c...... 66 BAQSIMI.......cccooviiiiiiiiiens 46
alendronate................ccccouc..... 58 ARIKAYCE.....ccooiiiiiiiiienn 5 BARACLUDE........cccccevivniennnn 1
AlfUZOSTI . 70  aripiprazole......................... 26,27 BCG VACCINE, LIVE (PF)....55
Aliskiren ...........cccoocvvveevieecnnns 33  ARISTADA.....cccoiiiiiiee 27 BDPENNEEDLE.................... 57
allopurinol .............cccceeeeeenn. 58 ARISTADA INITIO................. 27 BELBUCA......cccooiiiiieenee. 24
alosSetron............ccceceevvveucnnennne. 52  armodafinil.................cccccu.. 27 BELSOMRA........cccocviiinnn 27
altavera (28) .....coeeeeeeeeceveennnnn. 61 asenapine maleate.................. 27  benazepril...........cccuveveueeannnnnn. 33

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit, you
may not experience every restriction or limit indicated in the list. You can find information on what the symbols and
abbreviations on this table mean by going to page viii. To confirm your plan’s specific coverage, contact Customer
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benazepril- butorphanol............................... 25 CEQUR SIMPLICITY

hydrochlorothiazide.................. 33 cabergoline................ccuueu...... 50 INSERTER.....cccocoviiiiiiannnnn, 57
BENLYSTA ..o 58 CABLIVI....ooooiiiiiieee 35 CetiFiZiNe.....cooeveeeaieeeaan. 65
benztropine............ccccooueeuenunene. 21 CABOMETYX..ccooooiviriennenne. 10 cevimeline.............cccccueevuennee. 43
BESREMI.......cccvvviiiiiieee. 55 calcipotriene.................c..o....... 38 CHEMET.....ccoooviiiiieiee 43
betaine............ccoveeeeeeecenennnnn. 52 calcitonin (salmon................... 50  chlorhexidine gluconate............ 45
betamethasone dipropionate.....42  calcitriol...............cccccuevueennnn... 50 chloroquine phosphate................ 5
betamethasone valerate............ 42 CALQUENCE chlorpromazine......................... 27
betamethasone, augmented....... 42  (ACALABRUTINIB MAL).....10  chlorthalidone........................... 33
BETASERON.......oeeviiiiiiens 55 camil@.........oooeeeeeeiiaaiiann. 60 cholestyramine (with sugar)..... 36
betaxolol..............cccccuc...... 33,63 CAMZYOS...oooiieiieie 37  cholestyramine light.................. 36
bethanechol chloride................ 70  candesartan....................c........ 33 CiclopiroX.....eeeeeeceieiieeienn, 41
BEVESPI AEROSPHERE....... 66 candesartan- cilostazol.............cccocoeeveeeecnnne. 35
bexarotene..............cccoueveueanueane.. 9  hydrochlorothiazid.................... 33 CIMDUO....cccoeiiiiieiiieieeene 1
BEXSERO......ccccoiiiiiiiine 55 CAPLYTA. ..o, 27 CIMZIA. ..o 52
bicalutamide............................... 9 CAPRELSA.....cccooieeee, 10 CIMZIA POWDER FOR
BICILLIN L-A...oooiiieiieeeeene T captopril..........ceeeceeecevennaannnnn. 33 RECONST...ccoooiiiiiiieieeieee 52
BIKTARVY ..o 1 carbamazepine.......................... 18  cinacalcet............uueeeueeeunnnnn.. 50
bimatoprost..............cceeeeeenenn. 64 carbidopa................ccoeuueennn.. 21 CINRYZE......ccoooiiiiiieenen. 67
bisoprolol fumarate.................. 33 carbidopa-levodopa.................. 21 ciprofloxacin hcl............. 8,45,63
bisoprolol- carbidopa-levodopa- ciprofloxacin in 5 % dextrose..... 8
hydrochlorothiazide.................. 33 entacapone...............cceeecuuen... 21  ciprofloxacin-dexamethasone...45
BONSITY ..o 58 carglumic acid.......................... 43 citalopram..............ceeeeuveenn.... 27
BOOSTRIX TDAP................... 55 carteolol................ccccevuencn.. 63 claravis...........ccooveceevinnennnn. 40
bosentan .............ccceeeeeeeceeeennn.. 60  CArtia Xt....ueeeeveeeeeeereeeeeennne, 33 clarithromycin..............cccuueenn.... 4
BOSULIF .....cocoiiiiiiiiiicieeee. 10 carvedilol..................coueeuennc. 33 clindamycin hcl.......................... 5
BRAFTOVI....cccvieiiiiiiee 10 caspofungin..............ccceeeevennnne. 1 clindamycin in 5 % dextrose....... 5
BREO ELLIPTA.........cccceunee. 66 CAYSTON....ooovieeiieeeiieeeieeene 5 clindamycin phosphate... 5, 40, 61
Dreyna.........cccooveveceeeeieieen, 66  cefaclor...........ccueeveeciaiianannn. 3 CLINIMIX 5%/DI15W

BREZTRI AEROSPHERE....... 66  cefadroxil............cccvoeevveeennnnnne. 4 SULFITE FREE.........ccccceeuee. 71
brimonidine.............cccccccuen..... 65  cefazolin............ccceveceeneeccnnnn. 4  CLINIMIX 4.25%/D10W
BRIVIACT ....oooiiiiiiiee 18  cefdinir.....ccoeveveeiniiiiien, 4 SULF FREE.....cccoceviiiiinnn. 71
bromfenac.............ccccueeeueennne... 64 cefepime.........cccoeeveiiiiinian, 4  CLINIMIX 4.25%/D5SW
bromocriptine..............cccue...... 21 CefiXiMe .. 4 SULFIT FREE.......cccceerenen. 43
BRUKINSA ..o, 10 CEfOXItIN .o 4  CLINIMIX 5%-
budesonide.......................... 52,67 cefpodoxime.............cccceevueunnn. 4 D20W(SULFITE-FREE).......... 71
budesonide-formoterol.............. 67  CefPrOZil...eeecceeeaeeecieaiiaeieenn, 4 clobazam............................. 18,19
bumetanide............cc..ccouveennnn. 33 ceftazidime................cccueeeunnnn... 4 clobetasol...............ueeeeuueenne... 42
buprenorphine hcl..................... 24 Ceftriaxone..........coueveevenueennn. 4  clobetasol-emollient.................. 42
buprenorphine transdermal cefuroxime axetil......................... 4 clomipramine.................c......... 27
PALCH ..o 24 cefuroxime sodium...................... 4 clonazepam..................ccc....... 19
buprenorphine-naloxone........... 25 celecoXib.......uueeeeeaaiaaaann, 25  clonidine hcl........................ 27,33
bupropion hcl............................ 27 cephalexin............ccceceeeecuveanne... 4  clonidine transdermal patch.....33
bupropion hcl (smoking deter)..45 CEQUR SIMPLICITY ............. 57 clopidogrel.....................cc........ 35
buspirone..............ccoeeeeuveennnnn.. 27 clorazepate dipotassium........... 28
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clotrimazole.......................... 1,41 DAPAGLIFLOZIN diltiazem hcl........................ 33,34

clotrimazole-betamethasone.....41  PROPANEDIOL....................... 46 dilt-XFeoooeieiiiiiiiee 34
clozapine...........cccceeueeevuveennnnn.. 28  dapsone...........coceeeeeeieieiiiaannen. 5 dimethyl fumarate.................... 22
COARTEM.......coooviiiiiiiiiee 5 DAPTACEL (DTAP diphenoxylate-atropine............. 52
COBENFY ..cooviiiiiiieiieeiene 28 PEDIATRIC) (PF)......cceuuee.. 55 dipyridamole............................. 36
COBENFY STARTER PACK.28 DAPTOMYCIN......cceevvvvennen. S5 disulfiram...........cccovveenvannnnn. 44
colchicine..........cccccuvvvvuenunnnee. 58 daptomycin.............ccccoveeeeannnnnn. 5 divalproex............ccceeeeenennnn. 19
colesevelam...............cceeeuunnn.. 36 darunavir...........ccceeeeeeeecieennnenn, 1 dofetilide...............ooeueuueennn.. 32
colestipol.............cccueeunn... 36,37 dasatinib.................c..c....... 10, 11 donepezil............cocuveuvannanann. 22
colistin (colistimethate naj......... S5 DAURISMO......ccccevevverrrrennnen. 11 DOPTELET (10 TAB PACK)..36
COMBIVENT RESPIMAT......67 deblitane..............ccccoceveuenn..... 60 DOPTELET (15 TAB PACK)..36
COMETRIQ......ccovveeereeerrenne. 10 deferasirox...........oouuevevunnnnnn. 44  DOPTELET (30 TAB PACK)..36
COMPIO cveaeeeieeeeeeareeenreeenns 52 deferiprone...........ccueeeuveanne... 44 dorzolamide.............................. 64
CONSIULOSE ..., 52 DELSTRIGO......ccccocevvueriennnne. 1 dorzolamide-timolol.................. 64
COPIKTRA......coeeeveeeiieeieens 10 demeclocycline............................ 8  dOMti.cueeiiiiiii 60
CORTIFOAM.......coovvvevenee. 52 DEPO-SUBQ PROVERA 104.60 DOVATO....cccevvvrereieeienne 2
COSENTYX ..ot 38 DESCOVY ..o 1 doxazoSin...........ceeeveeenennnnn. 34
COSENTYX (2 SYRINGES)...38  desipramine..............cccceuu....... 28  dOXEPIN ... 28
COSENTYX PEN (2 PENS)....38  desmopressin.............ccccccuc..... 50 doxercalciferol.......................... 50
COSENTYX UNOREADY desonide.............ccoveeeuveeeunannn. 42 doxy-100........ccceeeeeeeeeaiaaanan, 8
PEN ..o, 38 desvenlafaxine succinate.......... 28  doxycycline hyclate..................... 8
COTELLIC......coevvvveeiieeieens 10 dexamethasone.......................... 46  doxycycline monohydrate........... 8
CREON ..o, 52 dexamethasone sodium DRIZALMA SPRINKLE......... 28
CRESEMBA.......cooviiiieiee 1 phosphate.................ccceueeuuenni... 65 dronabinol...................c..c........ 52
Cromolyn........................ 52,64, 67 dextroamphetamine- DROPSAFE ALCOHOL

cryselle (28) .....ccouveeevveeveennnn. 61 amphetamine.................c......... 28 PREPPADS......ccooiiiiies 46
cyclobenzaprine........................ 24 dextrose 10 % and 0.2 % nacl..44  drospirenone-ethinyl estradiol..61
cyclophosphamide..................... 10 dextrose 10 % in water (d10w).44  droxidopa.................cccccceeuue. 44
CYCLOPHOSPHAMIDE........ 10 dextrose 5 % in water (d5w).....44 DUAVEE.........ccocvvvviieevenannnen. 60
cyclosporine....................... 10,64 dextrose 5%-0.2 % sod DULERA......ccoiieieeeeee, 67
cyclosporine modified............... 10 chloride............ccoooeeeeaaannn. 44 duloxetine...........cccccoueveuvanunnen. 28
CYFed € ..o 61 DIACOMIT......oceviiiieiinne. 19 DUPIXENT PEN.....cccccceeenee 39
CYSTAGON......ccoeieeieeene 70 diazepam...............cceeueen.... 19,28 DUPIXENT SYRINGE...... 39, 40
CYSTARAN. ..ot 64  diazepam intensol..................... 28  dutasteride................ccccuveunn.... 70
d10 %-0.45 % sodium chloride 44  diazoxide................ccueeecueen.... 46  dutasteride-tamsulosin.............. 70
d2.5 %-0.45 % sodium diclofenac potassium................ 25 econazole nitrate....................... 41
chloride............ueeeeeveeeeennnnnn. 44 diclofenac sodium......... 25,39,64 EDARBI................... 34
d5 % and 0.9 % sodium diclofenac-misoprostol............. 25 EDARBYCLOR.........ccccceuue. 34
chloride............cccccocvvevvincucnnnn. 44 dicloxacillin.................ccceeenc. 7 EDURANT...ccooiiiiiieene 2
d5 %-0.45 % sodium chloride.. 44  dicyclomine......................... 51,52 efavirenz.....ueceeceeeeeiieeiieeenn, 2
dabigatran etexilate.................. 36 DIFICID...ccooviiiiiiiiiicnieeeens 4 efavirenz-emtricitabin-tenofov....2
dalfampridine............................ 22 diflunisal...........cccovevveeennannnn, 25  efavirenz-lamivu-tenofov disop...2
danazol.............coceeceeeecveeennnn, 50 digOXiN.ueeeeeeeieeieeee, 37 electrolyte-a.............cccuueennnn. 71
dantrolene................ccccccuveueen... 24 dihydroergotamine.................... 21  ELIGARD.....ccooiiiiiieiie, 11
DANZITEN....cccoiiieieeee 10 DILANTIN 30 MG.......ccco... 19 ELIGARD (3 MONTH)........... 11
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ELIGARD (4 MONTH)........... 11 erypads.....cceeeeeeeeeeannn. 41 FIASP FLEXTOUCH U-100
ELIGARD (6 MONTH)........... 11 erythromycin......................... 5,63 INSULIN....coooviiiiieeieeiieeee 47
ELIQUIS.....ccoieeeeeeeeeee 36  erythromycin ethylsuccinate....... 4  FIASP PENFILL U-100
ELIQUIS DVT-PE TREAT erythromycin with ethanol........ 41  INSULIN....ccooiiiiniiiceieene 47
30D START ....ooovvieeiieeeene 36 escitalopram oxalate................. 28 FIASP U-100 INSULIN............ 47
ELMIRON......ooevirerieereee, 70  eslicarbazepine......................... 19 finasteride...............cccuueennn...... 70
eltrombopag olamine................ 36 esomeprazole magnesium......... 54 fingolimod...............ccccueeuuenn... 23
ClUPYIG oo, 61 estarylla...........ccceeeeceeeeannane. 61 FINTEPLA......cccooeieeiee. 19
EMGALITY PEN....cccccocvenennee. 21 estradiol...............cccoeeuveuennenne. 60 FIRMAGON KIT W
EMGALITY SYRINGE........... 21 estradiol valerate...................... 60 DILUENT SYRINGE............... 11
EMSAM....coooiiiieeeeeeeee, 28  estradiol-norethindrone acet.... 60  flac otic Oil................cccuueeeunennn. 45
emtricitabine...............ccccoueeu... 2 eszopiclone...............cccveeuvanenn. 28  flecainide.................cccueeeeennnn... 32
emtricitabine-tenofovir (tdf) ....... 2 ethambutol.................ccceveeeueennn.. 5 fluconazole...............cccueeeuuunn... 1
emtricita-rilpivirine-tenof df.......2  ethosuximide............................. 19  fluconazole in nacl (iso-osm)......1
EMTRIVA. ..o, 2 etodolac...........cceeeeevvennanannn 26 fIUCYLOSINE......ueeeeeeaeeeaeane 1
EMVERM......ccoeeviiiiiieieee. 5 etonogestrel-ethinyl estradiol ... 61  fludrocortisone.......................... 46
enalapril maleate...................... 34 etravirine.......ccceeeeeveeeeeeeieen, 2 flunisolide...............cccccuveun.... 67
enalapril-hydrochlorothiazide..34 EUCRISA......ccccovviveiveeieenn 40  fluocinolone........................ 42,43
ENBREL......cccooiiiiiiiieee 59 EULEXIN....ccoooiniiiiienieeen. 11 fluocinolone acetonide oil......... 45
ENBREL MINI.........ccccveevnennn. 58 everolimus (antineoplastic) ...... 11 fluocinolone and shower cap.... 42
ENBREL SURECLICK............. 59 everolimus fluocinonide.................cc........ 43
eNAOCet ..........oceeeeeeaiiaairanannn, 24 (immunosuppressive)................ 11 fluocinonide-emollient.............. 43
ENGERIX-B (PF)...cccccocveirnne 55 EVOTAZ..iiieeeeeee, 2 fluoride (sodium...................... 72
ENGERIX-B PEDIATRIC EXCMESIANE ........oeeeeeeeaaeaaneenn, 11 fluorometholone....................... 65
[ S TS 55  exenatide............ccceueeeeuueennnnnn 46  fluorouracil.................ccceuue.... 40
CHOXAPAVIN ... 36 ezetimibe..........cooeeveenueaanann, 37 fluoxetine..........cccceveueeveeannnnne. 29
ENSKYCE ... 61  ezetimibe-simvastatin................ 37  fluphenazine decanoate............ 29
ENLACAPONE ......cevveeeeeaareaaannnn 21 falmina (28) ...ooeeeeeeeeeeeeeeannee. 61  fluphenazine hci........................ 29
ENLECAVIT ..o, 2 famciclovir...........ccoecveeeeanenne.. 2 flurbiprofen.............cceeeueennn.. 26
ENTRESTO.....ccccvvvviieereenee. 37  famotidine.............ccoeeuueeeunnn. 54 flurbiprofen sodium.................. 64
ENTRESTO SPRINKLE.......... 37 FANAPT ... 28  fluticasone propionate........ 43,67
ENULOSE ..o 52  FANAPT TITRATION PACK FLUTICASONE

ENVARSUS XR...cooooveiernne 1T A, 28 PROPIONATE.....ccooevrenen. 67
EPIDIOLEX......ccccoevviiiirrnen. 19 FARXIGA.....cooiiiiieiie, 46  fluticasone propion-salmeterol .67
EPINASTINE ......oooeeeaeeeaaeeaannen 64 FASENRA.......ccooiiiieiees 67  fluvastatin...............ccceeeeuveenne... 37
epPINephrine............cccccevvevuenune. 65 FASENRA PEN.......ccccoovieiene 67  fluvoxamine.............ccccoueuenne. 29
EPILOL .o, 19 febuxostat............ccocvueeeueennnne. 58  fondaparinux.................ccoou.... 36
eplerenone.............ccceeecuveennnnnn. 34 felbamate..............oceeveeennnnn... 19  formoterol fumarate.................. 67
EPRONTIA......coooiieieei, 19 felodipine..............ccceeueeuuenn... 34 fosamprenavir................cceue..... 2
ergotamine-caffeine.................. 22 fenofibrate..............cccueeeuuuenn.... 37  fosfomycin tromethamine............ 9
ERIVEDGE........ccccoviiiinins 11 fenofibrate micronized.............. 37 fOSINOPFIl......cueveeveiiiiicnn. 34
ERLEADA.....c.covieveieeene. 11 fenofibrate nanocrystallized..... 37  fosinopril-hydrochlorothiazide .34
erlotinib ..........ccouveeeveeecieeannnnn. 11 fenofibric acid (choline)........... 37 FOTIVDA. ..., 11
EFFIN e 60  fentanyl...........coeveueeceeenneannnns 24  FRUZAQLA......ccoooieeeenen. 11
EFTAPENOM ... 5 FETZIMA.....cccovvviinnn 28,29 FULPHILA.......ccooeiiiee 55
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furosemide............ccceuueeeunnnnn.. 34 halobetasol propionate............. 43 ibandronate...............cccuueenn.... 58
Savolv..........occeeeeveiiiiiieeen. 60  haloperidol.....................c......... 29 IBRANCE......cccooimiiriiieieen, 12
FYCOMPA......ccoovveeee. 19  haloperidol decanoate.............. 29 DU .eeeieeeeeeeee e 26
gabapentin................cceeeeuee. 19  haloperidol lactate.................... 29 ibuprofen...........cceveeeeennne. 26
galantamine...............cccccuvnn... 23 HAVRIX (PF)...ccccveenenne 55,56  icatibant..............cccceeeeueennnnnn, 67
GAllIfFeY ..o 60  heather..........oeeeeeeeeeiennnn. 60 ICLUSIG....ccccoviieeeieeeeee 12
GAMUNEX-C.....ccoeoverrrannnn. 55  heparin (porcine)...................... 36 icosapent ethyl.......................... 37
GARDASIL 9 (PF)...ccceevneee. 55 HEPLISAV-B (PF)....cccce..... 56 IDHIFA.....cccooiiiieieeee 12
gatifloxacin.............cceeeeeeenne.. 63 HIBERIX (PF).cccccoeviiiiienen. 56 imatinib............ccocoeeveveeanenen. 12
GATTEX 30-VIAL.................. 52 HUMALOG JUNIOR IMBRUVICA. ..o 12
GAUZE PAD....cccveiiiiiiee 57  KWIKPEN U-100...........ccc..e... 47  imipenem-cilastatin..................... 5
GAVIIYLE-C e 52 HUMALOG KWIKPEN imipramine hcl.......................... 29
GaVilyte-g.......ccoevvuveecveaeiiannn. 52 INSULIN....coooeiiiieeieeeiee e, 47 imiquimod.............cccueeeeeeeennnnnnn. 40
GAVIIYIE-N ..o, 52 HUMALOG MIX 50-50 IMKELDI......coceniiiiniiiiienn 12
GAVRETO.....c.cooveieiieene 11 KWIKPEN. ..ot 47 IMOVAX RABIES

GEfItiNID ... 11 HUMALOG MIX 75-25 VACCINE (PF)..ccveieiieiene 56
gemfibrozil...........cccccccevvueneenen. 37 KWIKPEN. ..o 47  IMPAVIDO.....ccccovviiiiiieenn. 5
geNnerlac..........ccuceeeveeeneann. 52  HUMALOG MIX 75-25(U- IMVEXXY MAINTENANCE
GONGTAf .o 11 T00)INSULN......ccoeviiireenee. 47  PACK ..o, 60
GENLAMICIN ... 5,41,63 HUMALOG U-100 INSULIN..47 IMVEXXY STARTER PACK. 60
gentamicin in nacl (iso-osm)...... 5 HUMULIN 70/30 U-100 INBRIJA ..o, 21
GENVOYA. ..o, 2 INSULIN....cccciiiiiieiieiceee A7 INCASSIA ..o, 60
GILOTRIF .....ccceeiiieieeenee 11 HUMULIN 70/30 U-100 INCRELEX.....coooiiiiiieiieiene 44
glatiramer ..............ccccvueeeenen. 23 KWIKPEN......cccoiiiiiieiies 47  indapamide.................c..cc.c...... 34
glatopa.............ccccevceevieennann. 23 HUMULIN N NPH INSULIN INFANRIX (DTAP) (PF)......... 56
GLEOSTINE.......ccooveieeiene 12 KWIKPEN....cooiiieieree 47 INGREZZA........coovvveveennne. 23
glimepiride.............ccccouevuenee. 47 HUMULIN N NPH U-100 INGREZZA INITIATION
glipizide.........cccoevveeeniannn. 47 INSULIN....ccooiieieieeeeee 47  PK(TARDIV)..oooteiieieieeeen 23
glipizide-metformin................... 47 HUMULIN R REGULAR U- INGREZZA SPRINKLE.......... 23
glutamine (sickle cell)................ 44 100 INSULN.....ccovverirrereenee. 48 INLYTA. ..o, 12
glycopyrrolate........................... 52 HUMULIN R U-500 (CONC) INPEFA ..o, 48
GLYXAMBI.....ccccevieiieiinne 47  INSULIN....cccooiiiiiiieieene 48  INQOVI....oooiiiiiiiiiiieceeee, 12
(€10)1%12) 4 5 12 HUMULIN R U-500 (CONC) INREBIC......ccoeotieieieieeee 12
granisetron hcl.......................... 52 KWIKPEN.....cccoooiiiiieiieee, 48 INSULIN LISPRO.................... 48
griseofulvin microsize................. 1 hydralazine............................... 34 INSULIN LISPRO

griseofulvin ultramicrosize......... 1 hydrochlorothiazide.................. 34 PROTAMIN-LISPRO.............. 48
GVOKE.....ccooiieiieiieeiee, 47  hydrocodone-acetaminophen....24 INSULIN SYRINGE-

GVOKE HYPOPEN 2-PACK..47  hydrocodone-ibuprofen............. 24  NEEDLE U-100........cccceeuvnne. 57
GVOKE PFS 1-PACK hydrocortisone.............. 43,46,52 INTELENCE..........coevvvvinnnnnn. 2
SYRINGE......ccccoviiiiieiee, 47  hydrocortisone-acetic acid....... 45 intralipid............c.ccoovveeeeeennnnnn. 71
HADLIMA ......ccooiiiiiieee. 59  hydromorphone................... 24,25 INTROVALE........cccccvenienns 61
HADLIMA PUSHTOUCH...... 59 hydromorphone (pf) .................. 24 INVEGA HAFYERA............. 29
HADLIMA(CF)...ccoeevveeveeneen. 59 hydroxychloroquine.................... 5 INVEGA SUSTENNA............. 29
HADLIMA(CF) hydroxyured..............ccceeueeuen. 12 INVEGA TRINZA................... 30
PUSHTOUCH..........cccevveenne 59  hydroxyzine hcl......................... 65 INVELTYS. ..o 65
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IPOL ..o, 56 kariva (28) ....ccceeeeeieeiieeian, 61  1eSSINA..uccceeeeeieeeeeieee, 62

ipratropium bromide........... 45,67  kelnor 1/35 (28) ceeeeeeeceveannannne. 61  letrozole..........ccoeecevevueaannnnn. 13
ipratropium-albuterol............... 67 kelnor 1/50 (28) .ueeeeeveeeneeanen. 62  leucovorin calcium...................... 9
irbesartan...............ccceeueeeeene.. 34 KERENDIA.......cocoiiiiiie 34 LEUKERAN.......ccocoviiiiiiines 13
irbesartan- KESIMPTA PEN.........ccueene. 23 leuprolide................cceeeueeuennnnn. 13
hydrochlorothiazide.................. 34 ketoconazole......................... 1,41 levetiracetam..................c........ 20
ISENTRESS ..o 2 ketorolac............c.ccceeeenueannnnn. 64  levobunolol.......................c...... 63
ISENTRESS HD....ccovvnirnee. 2 KINERET...ccoooiiiiiiie 59  levocarnitine................c.c....... 44
ISTDIOOM ... 61 KINRIX (PF).ccccooeiiiiiiieies 56  levocarnitine (with sugar)......... 44
ISOLYTESPH74.................. 71 kionex (with sorbitol)................ 44 levocetirizine...........cccceueene... 65
ISOLYTE-P IN 5 % KISQALI......ccveveieeeee. 12,13 levofloxacin........................... 8,63
DEXTROSE......cccooiirieienen. 72 klor-con 10..........cccueeeevenannn 70 levofloxacin in d5w..................... 8
ISONIAZIA .o S klor-con 8.....eeeeeiieieen, 70 levonest (28) ..ccceueueeecueeenreaannen. 62
isosorbide dinitrate................... 38  klor-con mlIQ..............cccuueun..... 70  levonorgestrel-ethinyl estrad.... 62
isosorbide mononitrate............. 38  klor-conml5...........ccuuveeeeenn.. 70  levonorg-eth estrad triphasic....62
isosorbide-hydralazine............. 34 klor-con m20...........cccueeeueenn... 70 1evora-28.......ceeeeeeeeeeeeieens 62
ISOIPetiNOIN ..., 41  klor-con oral packet 20............. 70 levothyroxine..............ccoceuuen... 51
ISPAAIPINEG ..., 34 KLOXXADO....oooeevveerieenen. 26 1eVOXYl..uaeeeiaiieeieeeeee 51
ITOVEBI.....cccoeviiiiiiiiienee 12 KOSELUGO.....ccccocerviirieenene 13 lidocaine...............ccccocuevueenecn... 40
itraconazole..............cccoceeuuenn... 1 kourzeq.......cuceeevceeeeneeeannannn, 45 lidocaine hcl..............c.uueeue.... 40
ivabradine.............cccoceveeenennn. 37 KRAZATI...cooooiieeieieen 13 lidocaine viscous....................... 40
IVEFMECHIN ... 5 kurvelo (28) ...eceeeeceeeaan 62 lidocaine-prilocaine.................. 40
IWILFIN ...coiiiiieiieeeeee 12 [ norgest/e.estradiol-e.estrad....62  lidocan iii..............ccccceuuevnnen.. 40
IXCHIQ (PF).cvevieiiiiiiiecee, 56 labetalol...................cccueeuenne.. 34 LILETTA...cccoooiiiiieieeee 61
IXTARO (PF).ceiiiiiiiieee, 56 LABETALOL......ccccevieirnnne. 34 linezolid............cccoueveeeeeeaanan 5
JAKAFT ..o, 12 lacosamide.......................... 19,20 linezolid in dextrose 5%.............. 5
JANIOVEN ..., 36  lactulose...........cccoueeeeveeaunnnn.. 52 LINZESS.....oiiieiieeeen, 52
JANUMET ..o 48  lamivudine............ccoueeeeeeeeunnnne. 2 liothyronine.............ccouveeeuunnn... 51
JANUMET XR....ccoovviiiinns 48  lamivudine-zidovudine................ 2 liraglutide.................cccuvn..... 48
JANUVIA......ooiieeee 48  lamotrigine............ccceoueeeueenn... 20 LiSinopril......cceeeeeeeeeieeeeeene. 34
JARDIANCE.......cccceeviiiinnens 48  lansoprazole.............................. 54 lisinopril-hydrochlorothiazide..34
Jasmiel (28) ....cccveeecevieiiiiainn, 61 LANTUS SOLOSTAR U-100 lithium carbonate...................... 30
JAYPIRCA. ..o, 12 INSULIN....coooiieieeeeeene 48  lithium citrate.............cueeenn..... 30
JENTADUETO........ccccevvirnen 48 LANTUS U-100 INSULIN......48  LIVTENCITY ..cccoovvvviriiniaienn. 2
JENTADUETO XR........ccc...... 48 lapatinib ...........cccooeeveeieeennnn. 13 LOKELMA.....cociiiieieeee 44
JINECLT e 60 larin 1.5/30 (21) c.ccueeueeeerannnn. 62 LONSURF.....ccooveiiiiieieee 13
JOURNAVX ..ot 26 larin 1/20 (21) ..cueeeeeeeeennanne 62  loperamide...............cccuveeunnnnn. 52
JUBBONTI.....cccvvvvrieeieeenn 58 larinfe 1.5/30 (28) .......ccuuu........ 62  lopinavir-ritonavir...................... 2
Juleber.........ooceecveiiieinaien, 61 larinfe 1/20 (28) ........ccuueeeue..... 62  lorazepam...............ccceeeueannnn. 30
JULUCA ..., 2 latanoprost.............ccceeeeueeeannn.. 64  lorazepam intensol.................... 30
JYLAMVO....ccooooviviiiniiene. 12 LAZCLUZE.....ccoooiiiiaenen. 13 LORBRENA.......ccoeiiieeene 13
JYNARQUE.....cccoiiiiiiennn. 50 LEDIPASVIR-SOFOSBUVIR...2  [oryna (28) ....ccccceveeeveevvenennnnne. 62
JYNNEOS (PF)..cccovvieiees 56 leflunomide................ccouoeu...... 59 losartan..............coceeeeeeeeenveannenn. 34
KALETRA ..o, 2 lenalidomide............................. 13 losartan-hydrochlorothiazide... 34
KALYDECO......cccoevvevrieenen. 67 LENVIMA.......ccovveeeeeeee 13 loteprednol etabonate............... 65
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LOVaASIALIN ... 37 metformin.........ccceuveeeveeenneann. 48  moxifloxacin..............c.......... 8,63
low-ogestrel (28) ........ccueeuene.. 62  methadone................cccoeeueeu.. 25  moxifloxacin-sod.chloride(iso) ... 8
loxapine succinate.................... 30 methazolamide.......................... 64 MRESVIA (PF)...ccoevvveen 56
lubiprostone...............ccccccueene. 52 methenamine hippurate.............. 9 MULTAQ ..ot 32
LUMAKRAS ..o 13 methimazole.............................. 46 MUPITOCIN . 41
LUMIGAN.....ccoieeieeeieeeee, 64  methotrexate sodium................. 14 mycophenolate mofetil............... 14
LUPRON DEPOT.................... 13 methotrexate sodium (pf).......... 14 mycophenolate sodium.............. 14
lurasidone...............cccoceeeueene. 30  methoxsalen...............ccuc...... 40 MYFEMBREE..........cccocoeeeee. 61
lutera (28) ....ccooueeeeveeeeeienneannn. 62  methsuximide............................ 20 MYHIBBIN.........cceovveerreenee. 14
leq ..o 60  methylphenidate hci.................. 30 nabumetone...............cccueeeuenn. 26
Wllana..............cccoueeevvveeennannen.. 60 methylprednisolone................... 46 nadolol.............cccoeeeevveereaannn. 35
LYNPARZA .....ccovveieiene 14 metoclopramide hcl.................. 53 nafcillin.........coceveeceniiecnn, 7
LYSODREN.......cccevvveerieen. 14 metolazone.................ccccuuen..... 34 naftifine.......ccoeeeeeeeecieeeeeeennen, 41
LYTGOBI.......coooiiiiiiieieeee 14 metoprolol succinate................. 34 naloxone..........cocccveveueneeannn. 26
LYUMIJEV KWIKPEN U-100 metoprolol ta- NAltrexone............ccceevveeeeeannne. 26
INSULIN ...ccoiiiiiieieeee 48  hydrochlorothiaz....................... 34 NAPTOXEN ....occceeeeeeeeeeeeen, 26
LYUMIJEV KWIKPEN U-200 metoprolol tartrate.................... 34 naproxen sodium....................... 26
INSULIN . ...oooviiiiiiiiiiiiiieeeeeeee, 48  metronidazole................. 6,41, 61 naratriptan...............ccoueeeuvenn. 22
LYUMIJEV U-100 INSULIN... 48  metronidazole in nacl (iso-0s)....6  nateglinide.......................... 48, 49
DVZQ oo 60  MELYFrOSINE....ooeeeeeeeeeeeieeeenn 34 NAYZILAM.....ooovvvieeeee. 20
magnesium sulfate.................... 70 mexiletine..........ccccoovevenevanennne. 32 nebivolol............cccevuevcueacnn. 35
MAlathion ..............ccoveeeeeceeennn. 43 mICAfUNGIN ....c.ooeveeeeeaieaieanne. 1 nefazodone..................ccueu...... 30
TNAVAVITOC c..vvveaveeaeeeeereeeeeeaenes 2 microgestin 1.5/30 (21)............. 62 NEMLUVIO.....ccceevveereeneen. 14
marlissa (28) ......cooeeeeveeecveeennnn. 62  microgestin 1/20 (21)................ 02 NEOMYCIN ..o, 6
MARPLAN ..ot 30 microgestin fe 1.5/30 (28) ......... 62  neomycin-bacitracin-poly-hc....65
MATULANE......ccceviiriinn 14 microgestin fe 1/20 (28)............ 62  neomycin-bacitracin-

MAIZIM LA e, 34 midodrine.............ccoevueeeeunnn... 44 pOLYMYXIN ..cccuveeeiaiaaiiaiieene, 63
MAVYRET ..o 2 MIEBO (PF)..ccooeiiiiieiieee, 64  neomycin-polymyxin b-

MECLIZINE ..., 52 mifepristone..............cccceueeun.. 50  dexameth............cccooeuveeeeeanennne. 65
medroxyprogesterone............... 60  MELL e 62  neomycin-polymyxin-
mefloquine............ccoccuevceeeeeeanee. 5 MIMVEY ..o 60  gramicidin..............cccoceeeuennenn. 63
MEZESIOl ......eeveeeeaaieeeaannn 14 minocycline.............ccceeveueeencn.. 8  meomycin-polymyxin-hc...... 45, 65
MEKINIST ....ccooooiieieeeeee 14 minoxidil ...........cccovveeevveecnnnn. 34 neo-polycin............coeeeeuveennnn.. 63
MEKTOVI.....ccooieiiiiiiiee, 14 mirabegron...................ccuc...... 70 neo-polycin hc............ccueuueenc. 65
MeleYQ.......cccueeeeceeeeecieaaieeaannnn 60  mirtazapine.............ccccoueeeueenn. 30 NERLYNX....oooooiiieiieeieene 14
MeloxXicam ............ccccceeveeeeeennne. 26 misoprostol..................ccuuee... 54 NEUPRO.....cccoovviiriiiiicn. 21
TEMANLINE ......veeeeeeaeaeaeeaannn, 23 M-M-RII (PF)..ccccovviiiiinnen. 56 nevirapine............ccccoceeeceeennnen. 2
memantine-donepezil................ 23 modafinil.............ccoueeevevennnnnnnn. 30 NEXLETOL.....ccoeevveereenen. 37
MENQUADFI (PF).....ccceeueee. 56  mMOeXipril.........cccevieviiiininn 34 NEXLIZET....ccoooiviniinieennn. 37
MENVEO A-C-Y-W-135-DIP molindone................cccueeuenn.. 30  NEXPLANON......cooooviernne. 61
(PE) e 56 mometasone........................ 43,67  RIACIN ..ecoeeeeeeeieieeeieeeee, 37
MercaptOPUrine..............ccee.n... 14 montelukast..............cccccueuuen.... 67 nicardipine..............coceeeuuenn... 35
TNEFOPEHNENL .....eveeeeeaeaereaaannns 5,6  morphine.............ccooueeeuveeenennn. 25 NICOTROL NS.....cccceeiiieens 45
mesalamine..................coeeue... 52 morphine concentrate............... 25  nifedipine...........cccooevueeuvannnnnne. 35
TNESH c.vveeeeaeeeeeereeeeseeeneaees 9 MOUNJARO.....ccceevveerreneen. 48  nikki (28) .ccoeeeeeieeiieeiieeen, 62
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nilotinib hcl...............cccouenee.e. 14 NUBEQA.....cccooiiiiieeee 14 OMNIPOD GO PODS 25

nilutamide............cccceeveuveenen.... 14 NUCALA......cccccovvennnnn. 67,68 UNITS/DAY ..coooovvviiiiiienannnn. 57
NIMOAIPINE ... 35 NUEDEXTA....ccoooiiieieenne. 23 OMNIPOD GO PODS 30

NINLARO....cccovviiiiniiiiene 14 NUPLAZID......ccocevviriiinne. 30  UNITS/DAY ...ooovviiniiiiiieneene 57
nitazoxanide.................ccceeuen... 6 NURTECODT.....cccceovvvennee. 22 OMNIPOD GO PODS 40

MILISINONE ... eeeeeeeeiieeaans 44 BYAMYC.ccoaaieieeeeieeeeeeaeeee 41  UNITS/DAY .coooeveeeieeeeeeee. 57
nitro-bid..........ccccccoovvvveennni 38 nystatin..............eeeee.. 1,41,42 OMNITROPE........ccecvvvvveee. 55
nitrofurantoin macrocrystal........ 9  nystatin-triamcinolone.............. 42 ondansetron...............ccceuuenn... 53
nitrofurantoin monohyd/m- AVSLOP v 42 ondansetron hcl........................ 53
CEYST et 9 NYVEPRIA.......ooii 55 ONUREG.....ccocmiiiiiiiieeee. 15
nitroglycerin....................... 38,53 octreotide acetate...................... 14 OPIPZA.....oooovvvennn, 30, 31
NIVESTYM...coooiiiiiienieenee, 55 ODEFSEY ..o 2 OPSUMIT...cccoviriiiiieiene, 68
NOFA-DE ..o 60  ODOMZO.....ccooeieieiiiieeennne 14 OPSYNVI..ooooiiiiiiieee, 68
norelgestromin-ethin.estradiol. 61 ~ OFEV........c.ccccooniiinnnnnn. 68 ORGOVYX...oooviiriieeenicnee, 15
norethindrone (contraceptive)..61  ofloxacin............................ 45,63 ORKAMBI......ccceeviiieiienn 68
norethindrone acetate............... 61 OGSIVEO......ccouvvveeiiinn, 14,15 ORSERDU......cccvvvviiiiiinne, 15
norethindrone ac-eth estradiol OJEMDA . .....ccooiriieieen, 15 oseltamivir............cccvceevceenuennnn. 2
............................................. 61,62 OJJAARA.....cccevvvvevvevceee 15 OTEZLA el 59
norgestimate-ethinyl estradiol..62  olanzapine...................ccc.c...... 30 OTEZLA STARTER................ 59
nortrel 0.5/35 (28) c.ceeevuveeennnnn. 62  olmesartan...............ccoecuuen.... 35 oxacillin.........cccoveeeiiniinicnn, 7
nortrel 1/35 (21) ......cceueeeueennee. 62  olmesartan-amlodipin- oxacillin in dextrose(iso-osm)....."T
nortrel 1/35 (28) c..cccveevvennanen. 62 hcthiazid............ccoveeeeeeeennnnnnn.. 35 0XAPTOZIN ..o 26
nortrel 7/7/7 (28) cccccuveeecveeennen. 62  olmesartan- oxcarbazepine............ccc..cuu..... 20
nortriptyline...............cccoeeueenee. 30 hydrochlorothiazide.................. 35 OXERVATE.....ccooiiiiiiens 64
NORVIR ...ttt 2 omega-3 acid ethyl esters......... 37  oxybutynin chloride.................. 70
NOVOLIN 70/30 U-100 omeprazole...............cccceeeenuce. 54 oxycodone..............ccccueeueeunnn. 25
INSULIN ..ot 49 OMNIPOD 5 (G6/LIBRE 2 oxycodone-acetaminophen........ 25
NOVOLIN 70-30 FLEXPEN PLUS) i 57 OZEMPIC......cccoovvvieiieee. 49
U-100. ..., 49 OMNIPOD 5 G6-G7 INTRO PACEFONE ... 33
NOVOLIN N FLEXPEN........... 49  KT(GENS)..cooooiiieieieeeeeee, 57 paliperidone.............................. 31
NOVOLIN N NPH U-100 OMNIPOD 5 G6-G7 PODS PANRETIN......cooveieieieee. 40
INSULIN....oooviiiieeiieieeeee 49 (GENS5)eiooiiiiieieeieeeeceeee, 57  pantoprazole............................. 54
NOVOLIN R FLEXPEN........... 49  OMNIPOD 5 paricalcitol..............oceeeeeeennn. 50
NOVOLIN R REGULAR INTRO(G6/LIBRE2PLUS)...... 57  paroxetine hcl........................... 31
U100 INSULIN.....oooeerieinne 49  OMNIPOD DASH INTRO PAXLOVID....cooieieiieieeeee 2
NOVOLOG FLEXPEN U-100 KIT (GEN 4)...ooeivieieenee. 57  pazopanib...............ccceeueeuen.. 15
INSULIN ..ot 49  OMNIPOD DASH PODS PEDIARIX (PF)...ccccevveiinen. 56
NOVOLOG MIX 70-30 U-100 (GEN 4., 57 PEDVAXHIB (PF).................. 56
INSULN ...oooiiiiiieeieeeeeee, 49 OMNIPOD GO PODS.............. 57 peg 3350-electrolytes................ 53
NOVOLOG MIX 70- OMNIPOD GO PODS 10 PEGASYS ..o, 55
30FLEXPEN U-100.................. 49  UNITS/DAY ...oooviiiiiiniieene 57 peg-electrolyte.......................... 53
NOVOLOG PENFILL U-100 OMNIPOD GO PODS 15 PEMAZYRE.....cccoooviiiiiennn 15
INSULIN ..ottt 49  UNITS/DAY .oveieieieeeeee 57 PEN NEEDLE, DIABETIC......57
NOVOLOG U-100 INSULIN OMNIPOD GO PODS 20 PENBRAYA (PF)...ccccevviinne 56
ASPART ...cccvviiiiieeeeee, 49  UNITS/DAY ..covvvveiieeeieeeen. 57  penciclovir.............cceeeeueeene... 42
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penicillamine...............cccccoc...... 59  potassium chloride-0.45 % Dropafenone...............cceeeeeen. 33
PENICILLIN G POT IN AACL ..o 71 propranolol............................... 35
DEXTROSE.......cooovieeieeee 7 potassium chloride-d5- propylthiouracil........................ 46
penicillin g potassium................. 8 0.2%nacl...........ccoceveeevecncnne. 71  PROQUAD (PF)....ccccecvvneennnnn 56
penicillin g sodium...................... 8  potassium chloride-d5- Protriptyline............cceeeeuveennen.. 31
penicillin v potassium................. 8  0.9%nacl...........ceeeeeeaann. 71  PULMICORT FLEXHALER...68
PENTACEL (PF)...ccccuvvveenne. 56  potassium citrate....................... 70  PULMOZYME.........cuvveennn. 68
pentamidine...............ccoceeuveenne... 6  pramipexole...............cccuuu..... 21 pyrazinamide...................ccuo....... 6
pentoxifylline.............cccoeeeu.. 36  prasugrel hcl...............c.oo......... 36  pyridostigmine bromide............ 24
perindopril erbumine................ 35 pravastatin.................cceeeeenn. 37  pyrimethamine............................ 6
periogard.............ccoveeecvennenn. 45  praziquantel...................coceeuu... 6 QINLOCK.....ccoeeevreerreeereeenee 15
PErMEtRFiN ........covveeeaaiaaeeaann. 43 PrazoSiM........ccccoeeeeeeeacieennnann, 35 QUADRACEL (PF)....cccuee...... 56
perphenazine................ccoceun.... 31 prednisolone............................. 46  quetiapine..............ccceeeevveennnn.. 31
phenelzine.............cccceveeuene.. 31  prednisolone acetate................. 65  quinapril..........cccceeveeeeeiennn. 35
phenobarbital............................ 20  prednisolone sodium quinapril-hydrochlorothiazide..35
PHREnYtOin ......cvveeeeeeeeieeen, 20 phosphate..................c........ 46, 65 quinidine sulfate........................ 33
phenytoin sodium extended....... 20  prednisone.............cccccueeeuvannnn. 46  quinine sulfate.................coo...... 6
PIFELTRO.....cccvveiieeiieeiene 3 prednisone intensol................... 46  QULIPTA ..o 22
pilocarpine hcl.................... 44,64 pregabalin.................cc.cccueue... 20 QVAR REDIHALER............... 68
pimecrolimus ..............cceeeeuenn. 40 PREMARIN......cccoeiriiieiine 61 RABAVERT (PF).....cccovennne. 56
PIMOzide...........ooeeeeeeeereaaareann, 31  premasol 10 %.........ccuceeuunnc. 72  RADICAVA ORS STARTER

pimtrea (28) ....cccoeeeveeveenennnnn, 62 PREMPHASE........cccceviiie. 61  KIT SUSP....oooiiiiiiiiiieee 23
pindolol...............ccccooveeveennnnn. 35 PREMPRO.....ccooovviiie. 61 RALDESY ..coooiiiieiie 31
pioglitazone.................ccccueeue.. 49  prenatal vitamin oral tablet...... 72 raloxifene............ccccceveuvenenn... 58
piperacillin-tazobactam.............. 8 prevalite............oeeeeuveeeunnannnn.. 37  ramelteon.............ccueeeueeeennann. 31
PIQRAY ..o 15 PREVYMIS......ccoooiiiii 3 ramipril.....oeeeeieiiiie, 35
pirfenidone................coeveueennn. 68 PREZCOBIX.......cccevviieeienne 3 ranolazine............cccceeeuueennnn. 37
PIFOXICAM ... 26 PREZISTA. ..o, 3 rasagiline...........ccceeuveeeuenennnnn.. 21
pitavastatin calcium.................. 37 PRIFTIN.....ccoooiiiiiieeieeeee 6 reclipsen (28) .....ccoeveueeeevannnnne. 62
PLEGRIDY ...ccveiiiiiiiiiieee 55  primaquine..............cccoceeeeeennn. 6 RECOMBIVAX HB (PF)......... 56
PLENAMINE........ccocverene. 72 PRIMIDONE.........cccvevernne 20 REGRANEX.......ccoooevieiene. 40
POAOfilOX ..., 40  primidone............cccoeeeeenennnnn. 20 RELENZA DISKHALER.......... 3
POIYCIN .o 63  PRIORIX (PF)...ccccevieiinene 56 RELEUKO......ccccooviiiiriirnn. 55
polymyxin b sulf-trimethoprim..63  probenecid.............................. 58 RELISTOR......ccccvevireiienne 53
POMALYST..ccoiiieeiieeieens 15  probenecid-colchicine............... 58 REMICADE.......ccoovvvereenn. 53
POFLA 28 ..o, 62  prochlorperazine....................... 53 repaglinide..................ccuenu...... 49
posaconazole..................cceeeu.... 1 prochlorperazine maleate oral.53 REPATHA ........ccceeviivveinenee. 37
potassium chlorid-d5- PROCRIT .....oevieeeieeeeee 55 REPATHA PUSHTRONEX.... 37
0.45%nacl............ccccveveenuennnn. 70 procto-med hc......................... 53 REPATHA SURECLICK......... 37
potassium chloride.................... 71 proctosol hc...............ccuueeen..... 53 RETACRIT.....ccceeviieieens 55
potassium chloride in proctozone-he..............cceu.. 53 RETEVMO.....ccccvviiiiininnen. 15
0.9%naC ..., 70  progesterone micronized.......... 61 REVCOVI.....coooviiiiieee 44
potassium chloride in 5 % dex..71  PROGRAF ........cccocciiininnn. 15 REVUFORIJ......cccoviiennen. 15,16
potassium chloride in lr-d5........ 71  PROLASTIN-C.....ccceevvenennnee. 44  REXULTI...cccoooiiiiiieiieen, 31
potassium chloride in water...... Tl promethazine............................ 65 REYATAZ..oveiieieeieee, 3
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REZDIFFRA......ccceeeveieeen. 44  selenium sulfide........................ 38 sprintec (28) ..cccveeeeiiaeieeeians 62

REZLIDHIA.......ccoveiiiiiiieene 16  SELZENTRY ..ccocovviiniiiiiieinne 3 SPRITAM....ccoooiiiiiiiien 20
REZUROCK.......ccocieeiieeiieens 16  sertraline..............cccueeeeveennnn. 32 sps (with sorbitol)..................... 44
RHOPRESSA ... 64 setlakin............cccooovevveniiannnnne, 02 SFOMYX .cociiiiieeiieieeeeeeee e 62
FIDAVIFIN oo, 3 sharobel.................cccccevuuennin.. 61  SSA.eiiiiiii 40
FIfADULIR ..o, 6  SHINGRIX (PF)...ccccevvvennnne. 56 STELARA.....ccoviiieieenee. 39
FIAMPIN ..o, 6  SIGNIFOR......cccooeviiriiiine, 16 STIOLTO RESPIMAT............. 69
FIIUZOLE ..., 44  sildenafil (pulmonary arterial STIVARGA.......cccvveeeeeene 16
rimantadine................cocoeeeeeenne. 3 hypertension)......................... 68 STRENSIQ....cocevviiriiiieienene 51
RINVOQ....ccooiieeieeiieeiees 59  silver sulfadiazine..................... 40 STREPTOMYCIN.......cccceeueenne 6
RINVOQ LQ.ccvveiieieeee, 59 SIMBRINZA.......ccoovieierennns 64 STRIBILD.....ccoooveireieieee 3
risedronate......................... 44,58 SIMLANDI(CF)......ccc..... 59,60 STRIVERDI RESPIMAT......... 69
risperidone.......................... 31,32 SIMLANDI(CF) SUDVENILE .....occvvveaeeaarieeiean, 20
risperidone microspheres......... 31 AUTOINJECTOR.................... 59  SUCRAID.....ccooviviiiiiieens 53
FIEONAVIT c..vveaeeeieeeieeeeeenens 3 SImVastatin..............ceeeeeeeeenne... 37  sucralfate...............ccueeeueeann.... 54
rivaroxaban..............cc.ccuuen.... 36 SIrOLMUS ..o 16  sulfacetamide sodium................ 64
FIVASTIGMINE ......ooceveerraeeaaneene. 23 SIRTURO.....ccoevveieeiieieeenee 6 sulfacetamide sodium (acne).... 41
rivastigmine tartrate................. 23 SKYRIZI....ccoovveeeiien, 38,53  sulfacetamide-prednisolone...... 64
FIZAMVIPLAT ..o 22 sodium chloride........................ 44 sulfadiazine............cccoeeevueennnn. 8
ROCKLATAN....ccovveeeieeeiens 64  sodium chloride 0.45 %............ 71 sulfamethoxazole-
roflumilast............cccceeceeeeencne. 68  sodium chloride 0.9 %.............. 44 trimethoprim................ccceene.. 8
ROMVIMZA......ccccoveieeeenn 16 sodium chloride 3 % sulfasalazine............................. 53
FOPINIFOLE ..., 21 hypertonic........uceeeeeueeeennann, 71 sulindac...........cooeeeeeeeeeneannnnnn, 26
FOSUVASTALIN ..., 37  sodium chloride 5 % SUMALFIDIAN .., 22
ROTARIX....ccoeveieeieeeeeeen, 56 hypertonic..........coeeeueencueeanne.. 71 sumatriptan succinate............... 22
ROTATEQ VACCINE............. 56 SODIUM OXYBATE sunitinib malate........................ 16
FOWEEPDF .eeaeaaaieeeaveaenneenns 20 (PREFERRED NDCS SUNLENCA.....ccoieeiieeieee, 3
ROZLYTREK......ccoovieieinnn 16 STARTING WITH 00054)....... 32 SYeda..eeiieeee, 62
RUBRACA.....ccooiieieeee 16  sodium phenylbutyrate.............. 44  SYMDEKO.......ccocvvvieiienne. 69
rufinamide.............cccooeeveeeeunann. 20 sodium polystyrene sulfonate....44 SYMPAZAN.....cc.ccovvvvvveennnn.. 20
RUKOBIA.......ccooeeiiiiiiii 3 sodium,potassium,mag sulfates 53 ~ SYMPROIC............ccccveinnen. 53
RUXIENCE.....ccccoctniiniiinne. 16 SOFOSBUVIR- SYMTUZA ....cooviiiiieiiieeenn, 3
RYBELSUS ..ot 49  VELPATASVIR......cccovvieine 3 SYNJARDY ..o, 50
RYDAPT ..o 16 solifenacin.............cceeeevueennen. 70  SYNJARDY XR....ccooeevveienen. 50
SAJAZIF .o 68 SOLIQUA 100/33.....cccvveneenee. 50 TABLOID.....cccoooteiinieieene 16
SANTYL ..o, 40 SOLTAMOX.....ccoevievirereirnee. 16 TABRECTA.....ccccoevieieene. 16
SAPTOPLEFIN ..o 50 SOMATULINE DEPOT.......... 16  tacrolimus........................... 16, 40
SAVELLA ..o 59 SOMAVERT.....ccccooevirirnnns 50 tadalafil............cooooueeueeeannn. 70
SAXAGIPLN ..o 49 sorafenib............ccceveueecvennnnn. 16  tadalafil (pulmonary arterial
saxagliptin-metformin............... 49 sotalol.............ccceeeeeeeeeaiaannn. 33 hypertension) oral tablet 20
SCEMBLIX......cccoiiniiiiennn 16 sotalol af............ccccocueveeuennnne. 33 MG 69
scopolamine base...................... 53  SPIRIVA RESPIMAT.............. 69 TAFINLAR......coovieieeene 16
SECUADO........ccovviieeeeiieeene 32 spironolactone.......................... 35 TAGRISSO.....ccovvvivieee 16
SELARSDI......ccccvvviiiiieienen. 38  spironolacton- TALZENNA......ccooiieieeieenen, 16
selegiline hcl.............oocueeennan.. 21 hydrochlorothiaz....................... 35 tamoxifen.........ceeeeveenneeanen. 16
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tAMSULOSTI .o, 70  tobramycin sulfate...................... 6 tri-legest fe.......ueeeveeeennnn 62

tarina fe 1-20 eq (28) ................ 62  tobramycin-dexamethasone......65 tri-lo-estarylla........................... 62
LAZAVOLENE .......eeeeeeeaeeann, 41  tolterodine..................ccccuue........ 70 tri-lo-sprintec...........ccueeeuuenn... 63
FAZICEf et 4 tolvaptan...............ccceeeeeeneenn.. 51 trimethoprim............cccceeeeenen. 9
TAZVERIK.....cccooeiiiiieeieens 17  tolvaptan (polycys kidney dis).. 51  trimipramine............................. 32
TEFLARO. ..ot 4 topiramate...............cceeeveeeeennnne. 21  TRINTELLIX.....ccocoovirrenennee. 32
telmisartan..............cceeeuvennnn. 35  toremifene...........ccccoueeeeannnnnn. 17 tri-sprintec (28) ...oceeuveveveannennen. 63
telmisartan-amlodipine............. 35 tOrpenz.......eeeeieeeieeeee. 17 TRIUMEQ....cccooiiiiiieeiieeieens 3
telmisartan- LOVSEMIAe .......cccvveeeeeeeieearenn, 35 TRIUMEQPD......couveerrrennene 3
hydrochlorothiazid.................... 35 TOUJEO MAX U-300 TROPHAMINE 10 %............... 72
TENIVAC (PF) oo 56 SOLOSTAR....cccovieieieee. 50 trOSPIUM .o 70
tenofovir disoproxil fumarate.....3 TOUJEO SOLOSTAR U-300 TRULANCE.........ccovvieenne. 53
TEPMETKO......ccccooveiene. 17  INSULIN....coooiieieieeeeeenee 50 TRULICITY .eevieiieieieeeeene 50
1OV AZOSIN ... 35 TRADIJENTA.....cccooiiiiiennn 50 TRUMENBA........ccovvviienn 56
terbinafine hcl..............ceeeeune... 1 tramadol................ccecuueeeennnnn. 26 TRUQAP....coiieiieeieeeeeee 17
terbutaline................ccueeevvenn... 69  tramadol-acetaminophen.......... 26 TUKYSA ..o 17
terconazole..............ccueeeenn.. 61 trandolapril...................c.......... 35 TURALIO....cccooiieiieieeieees 17
teriflunomide............................. 23 trandolapril-verapamil............. 35 turqoz (28) eeeeeeeeeieeeeen 63
TERIPARATIDE...................... 58  tramnexamic acid........................ 61 TWINRIX (PF)..cccoeevrerennnnee. 56
LESLOSIEYONE. . ......eeeeeeeeeareeeanreann, 51 tranylcypromine........................ 32 TYENNE....coooiiiiiieeieee, 60
testosterone cypionate.............. 51  travasol 10 %........c.cceeeuuennn.. 72 TYENNE AUTOINJECTOR... 60
testosterone enanthate.............. 51 travoprost............cccceeeeceveennen. 64 TYMLOS.....ccooiiiiee, 58
tetrabenazine............................. 23  TRAZIMERA.........cccocvvenene. 17 TYPHIM VI...oooviiiiiiieeee 56
tetracycline..............cccceeevenuenne. 8 trazodonme...............ccccueeeuuenenn. 32 UBRELVY...coooiiiiiiiiiies 22
THALOMID.......coovviiieene 17 TRELEGY ELLIPTA............... 69 ULTRA-FINE INSULIN

theophylline............ccccocuveeuenee. 69 TRELSTAR.....ccccoiiiiiiiiiens 17  SYRINGE......ccooiiiiiiieen, 57
thioridazine............c.cccccueeuenuee. 32 TREMFYA....cooiiiiiiiieen 39 unithroid.............cccoooeeeeenennn. 51
thiothixene..............cccceveeuennnn. 32 TREMFYAPEN.....cccooveene. 39 UPTRAVI.....oooviiiieienee, 35
HaAdylt er.........ooeeeeeeieiieeiian, 35 TREMFYA PEN UFSOIOL ... 53
1agabine............ccceeeeveeenennnn. 20 INDUCTION PK-CROHN....... 39 USTEKINUMAB..................... 39
TIBSOVO....ccccoiiiiiiiiicen. 17  treprostinil sodium................... 35  wvalacyclovir..........ccceveeeeeeanennn, 3
tcagrelor.........uuweeeeeeceeencnnan, 36 tretinoin (antineoplastic) .......... 17 VALCHLOR..........ccevveen. 40
TICOVAC. ..., 56 tretinoin topical........................ 41  valganciclovir.................cceuue..... 3
tigecycline...........ccocveveeeecunennnnn. 6 triamcinolone acetonide..... 43,45  valproic acid............................ 21
LlA fE .o, 62  triamterene- valproic acid (as sodium salt)...21
timolol maleate................... 35,63  hydrochlorothiazid.................... 35 wvalsartan...............ccceeeenen.. 35
tinidazole.............cccocveveevencunnnne. 6 tridacaine ii..............coeeeuenn... 40  valsartan-hydrochlorothiazide. 35
tiotropium bromide................... 69  triderm........eeeeeieeieeeeen. 43 VALTOCO.....ccoeeerieecrieeiens 21
TIVICAY oo, 3 FIeNHINe ..o 44 vancomycCin ...........cccceeeveeeueennee. 6
TIVICAY PD..oooeiiieeee 3 tricestarylla...........ccoeeeennn.. 62 VANFLYTA....ccoiiiiieeee 17
HZANIAINE ..., 24 trifluoperazine........................... 32 VAQTA (PF)..coereene 56, 57
TOBI PODHALER..................... 6 trifluridine.............ccoooeuvennenn... 63  varenicline tartrate................... 45
TOBRADEX......ccccooveiirieianne 65  trihexyphenidyl......................... 21 VARIVAX (PF).cooieiiieee, 57
tObramycin .................ccuue..... 6,63 TRIJARDY XR....c.ecvvvevrrennn 50 VARUBI.....ccccoviiiiiiiiiee, 53
tobramycin in 0.225 % nacl........ 6 TRIKAFTA.....ccoviieees 69 VAXCHORA VACCINE......... 57

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit, you
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velivet triphasic regimen (28)...63 ~ XCOPRI MAINTENANCE ZYMFENTRA ... 54

VELTASSA ...coiiiieeeieee, 45  PACK ...t 21
VEMLIDY ...ooooiiiiiiieieieene 3 XCOPRI TITRATION PACK..21
VENCLEXTA ....ccceviiiiienee 17 XDEMVY oot 64
VENCLEXTA STARTING XELJANZ ..o, 60
PACK ..ot 17  XELJANZ XR...oooveieieiene 60
venlafaxine.............cccceeveenenne. 32 XERMELO......ccovvvierrarenen. 18
Verapamil ...........ccoveeeveencrenanne. 35 XIFAXAN....cooiiiiieeeeeie, 6
VERQUVO....cccoooiiiiriiienn 38  XIGDUO XR....cocoevveieerenenne. 50
VERSACLOZ......ccooveiieacne 32 XIIDRA...ccoooiieiiieeeee 64
VERZENIO......cccccvvieieiennne 17  XOFLUZA. ... 3
VeStUTA (28) cueeeeeeeeeeiieeeieeanen 63  XOLAIR.....cooooiiiiiieieeeieene 69
VIBERZI.......cccveiieieeee 54 XOSPATA. ..o, 18
VICHVA .o, 63  XPOVIO....ccoooiiiiiiiiienn 18
VIGAbAI N ..., 21 XTANDI....coooiiiiiiiee 18
Vigadrone.............ccceeeeeeeeicn. 21 xulane..........ccooceevoeenieniaenn 61
vilazodone................cccccueeuenne. 32 YESINTEK......cocooiriiniieene 39
VIMKUNYA ..ot 57 YF-VAX (PF) .ot 57
VIRACEPT .....cccviiiiieieeee 3 YUVASer ..., 61
VIREAD.....cooviiiiiieeeeee, 3 zafemy.....ccceeeeiieeeeeeen 61
VITRAKVI.....ccoooiiiiiiin 17 zafirlukast...............ccccoueuene. 69
VIVITROL.......ccooevviriernen. 26 zaleplom............ccoeeceveveeeennannn, 32
VIVOTIF ..o 57 ZEJULA ..o, 18
VIZIMPRO......cccooviviiiiiannnns 17  ZELBORAF.....cocvviriiinn. 18
VONJO.coiiiiiiiiiiiiiieees 17  zenatame..............ccccevvevenuuennnn. 41
VORANIGO......ccoveieireieenne 17  ZENPEP.....cooooiieieee, 54
voriconazole...............c.ccueeuuee... 1 ZEPOSIA.....ccooiiiiiiiieene, 23
VOSEVI ..o, 3 ZEPOSIA STARTER KIT
VOWST ..ot 54 (28-DAY).ccciriiiiiiiiiiecienee 23
VRAYLAR ..o, 32 ZEPOSIA STARTER PACK
VUMERITY ..ccvveiiieieeieee. 23 (7-DAY) oo 23
VYNDAMAX....cccovieieieneene. 38 zidovudine...........ccccueeueeueeennnn. 3
VYNDAQEL......ccovverieeeee, 38  ziprasidone hcl.......................... 32
VYVGART HYTRULO........... 24 ziprasidone mesylate................. 32
WATTAFIN .o 36 ZIRABEV......ooiiviiiieieeen, 18
WELIREG.......ccooviiieieiee 17  ZIRGAN...cooveeeeeeeee 63
WINREVAIR.......ccooveiiiine. 69 ZOLINZA....cooiiiiiieeene 18
wixela inhub ...............cc.oceeuueen. 69  zolpidem..............cueeeuveeenann. 32
WYOST ..o, 9 ZONISADE.....cccccociiiiriienne 21
XALKORI......ccovvieiieeiieeen 18  zonmisamide................cccceuee.... 21
XARELTO.....cooviiiiiiiiiiieeen. 36 zovia 1-35 (28) ceeuoeeeeiainnn 63
XARELTO DVT-PE TREAT ZTALMY .cooiiiiiiiiiieieeee 21
30D START ..ccveieieieeeeee 36 ZURZUVAE....ccooiiiiieiennn. 32
XCOPRI....coiiiiiiiiiiiniece 21  ZYDELIG....cccoovviriiniienne. 18
ZYKADIA ..o, 18

Note: The drug list includes all possible restrictions and limitations. Depending on your plan’s specific benefit, you
may not experience every restriction or limit indicated in the list. You can find information on what the symbols and
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You must use network pharmacies to fill your prescriptions to get the most out of your benefit.
However, there are emergency circumstances under which you may be reimbursed for a covered
prescription that is not filled at a network pharmacy. Limitations, copayments and restrictions may

apply.

This formulary was updated on 08/28/2025. For more recent information or to price a medication, you
can visit us on the Web at express-scripts.com. Or you can contact Express Scripts Medicare® (PDP)
Customer Service at the numbers located on the back of your member ID card. Customer Service is
available 24 hours a day, 7 days a week.

© 2025 Evernorth Health Services. All Rights Reserved.
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