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Foreword

The L.A. Care Health Plan (L.A. Care) PASC-SEIU formulary is a preferred list of covered drugs,
approved by the L.A. Care’s Pharmacy Quality Oversight Committee. This formulary applies only to
outpatient drugs and self-administered drugs. It does not apply to medications used in the inpatient
setting or medical offices.

The formulary is a continually reviewed and revised list of preferred drugs based on safety,
clinical efficacy, and cost-effectiveness. The formulary is updated on a monthly basis and

is effective the first of every month. These updates may include, and are not limited to, the
following: (i) removal of drugs and/or dosage forms, (ii) changes in tier placement of a drug that
results in an increase in cost sharing, and (iii) any changes of utilization management restrictions,
including any additions of these restrictions. Updated documents are available online at:
lacare.org/members/getting-care/pharmacy-services.

If you have questions about your pharmacy coverage, call the Member Services at

1-844-854-7272 (TTY 711), available 24 hours a day, 7 days a week.

L.A. Care PASC-SEIU (Updated 03/01/2024)
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How to Use the Formulary

The formulary drug listing begins on Page 11. A prescription drug may be located by looking up

the therapeutic category and class of the drug or the brand or generic name of the drug in the
alphabetical index. If a generic equivalent for a brand name drug is not available or is not covered,
the drug will not be separately listed by its generic name. Drugs available in generic formulations are
listed by their generic names and it’s most common proprietary (branded) name is capitalized next to
the generic name in parenthesis. Drugs that are only available in brand name formulations are listed

in ALL CAPITAL letters.

The formulary can be searched by using the “Ctrl + F” function or the index. Drugs can be searched
by the generic name, proprietary name, or therapeutic drug category.

The presence of a prescription drug on the formulary does not guarantee that a member will be
prescribed that prescription drug by his or her prescribing provider for a particular medical condition.

Generic and Brand Name Medications

L.A. Care’s PASC-SEIU Plan covers generic and brand name drugs. However, when available,
Food and Drug Administration (FDA) approved generic drugs are to be used in all situations,
regardless of the availability of a brand. Generic drugs generally cost less than brand name drugs.
All drugs that are or become available generically are subject to review by L.A. Care’s Pharmacy

Quality Oversight Committee.

A prescriber may request a brand name product in lieu of an approved generic, if the prescriber
determines that there is a documented medical need for the brand equivalent. This type of request
for coverage may be made using the ‘Medication Request Process’ described on Page 7.

L.A. Care PASC-SEIU (Updated 03/01/2024)
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How Drugs Are Listed

Drugs are listed alphabetically by its brand and generic names in the therapeutic category and class
to which it belongs.

The generic name of the brand name drug is included after the brand name in parenthesis and all
bold and italicized lowercase letters.

If a generic equivalent for a brand name drug is available, and both the brand name and generic
equivalents are covered, the generic drug will be listed separately from the brand name drug in all
bold and italicized lowercase letters.

In the event a generic drug is marketed under a proprietary, trademark protected brand name,

the brand name will be listed in all CAPITAL letters after the generic name in parentheses and
regular typeface with first letter of each word capitalized. The description must include an example
of a drug available both as a brand name drug and a generic equivalent to illustrate how such a drug
is listed.

Non-Formulary Medications

Any drug not found in this formulary listing published by L.A. Care is considered a
non-formulary drug.

Sometimes, the doctor may prescribe a drug that is not on the formulary. This will require that the
doctor get authorization from L.A. Care. To decide if the non-formulary drug will be covered,
L.A. Care may ask the doctor and/or pharmacist for more information. This type of request for
coverage may be made using the ‘Medication Request Process’ described on Page 7.

L.A. Care will reply to the doctor and/or pharmacist within 24 hours for urgent requests or

72 hours for standard requests after getting the requested medical information. Urgent circumstances
exist when a health condition may seriously jeopardize life, health, or the ability to regain maximum
function or when undergoing a current course of treatment using a non-formulary drug.

L.A. Care will provide coverage pursuant to a non-urgent request for the duration of the
prescription, including refills.

L.A. Care will provide coverage, including refills, pursuant to a request based on exigent
circumstances for the duration of the exigency.

The doctor and/or pharmacist will let you know if the drug is approved. After approval, you can
get the drug at a Plan Pharmacy. If the non-formulary drug is denied, you have the right to appeal.
You can file a grievance or complaint relating to denial of a coverage request. Coverage documents
provide more information on appeal rights and procedures.

L.A. Care PASC-SEIU (Updated 03/01/2024)
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Benefit Coverage and Limitations

This printed formulary does not provide information regarding the specific coverage and limitations
an individual may have. The individual may have specific benefit inclusions, exclusions, and/or cost
share which are not reflected in the formulary.

This formulary only applies to outpatient drugs and self-administered drugs. These would be
considered to be covered under a member’s outpatient drug benefit. This formulary does NOT apply
to medications used in an inpatient setting or drugs that are not self-administered. These would be
considered to be covered under a member’s medical benefit.

Any specific questions regarding their coverage should be directed to the Member Services

at 1-844-854-7272 (TTY 711)

How to Find a Pharmacy

To find a pharmacy near you, visit the L.A. Care website at lacare.org to find a L.A. Care network
pharmacy in your neighborhood. Click on each of the following:

1. For Members
2. Pharmacy Services

3. “Search Now” in the Find a Pharmacy tab

Be sure to show your L.A. Care Member ID card when you fill your prescriptions at the pharmacy.

Some medications are subject to limited distribution by the U.S. Food and Drug Administration
or require special handling, provider coordination, or special education that cannot be provided at
your local pharmacy. Antineoplastic and biologic agents are examples of such specialty medications
and are identified in the formulary with special code SP (Specialty Pharmacy Availability), MSP
(Mandatory Specialty Pharmacy), LMSP (Mandatory Lumicera Specialty Pharmacy), or KMSP
(Mandatory Kroger Specialty Pharmacy). You may refer to the formulary by visiting L.A. Care’s
website lacare.org/members/getting-care/pharmacy-services for information on whether a
medication must be filled at a specialty pharmacy.

L.A. Care PASC-SEIU (Updated 03/01/2024)
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Description of Coverage

L.A Care will provide medically necessary drugs when prescribed by a licensed participating provider
acting within the scope of his or her licensure and included on the L.A. Care drug formulary.

L.A. Care will provide non-formulary medications based on medical necessity. In cases where the
formulary drug has a medical contraindication, a non-formulary drug will be provided. Non-formulary
drugs need to be requested through a medication request process. If denied after the review, the request
can be appealed through the L.A. Care Grievance and Appeals process and will be responded to
within 30 days or within three days if necessary because of your medical condition.

Brand name drugs will not be provided as a plan benefit if FDA approved generic equivalents are
available (unless such generic equivalents are medically contraindicated). All of the following will be
provided, as medically necessary:

* Injectable medication (including insulin)
* Needles and syringes

* Diabetic supplies: insulin, insulin syringes, glucose test strips, lancets and lancet puncture
devices, pen delivery systems, blood glucose monitors including monitors for the visually
impaired, and ketone urine testing strips

* FDA-approved birth control pills/drugs and birth control devices on the L.A. Care formulary
* Emergency contraception

* Glucagon

* EpiPens

* Lancets and lancet puncture devices

How Much | Will Pay for My Drugs

The table below is a summary of your PASC-SEIU Plan covered pharmacy benefits:

COVERED SERVICES MEMBER PAYS

30-day supply for covered generic drugs S5 per prescription
90-day supply of maintenance drugs — generic only S5 per prescription
Prescription drugs provided in an inpatient setting No co-payment
Drugs administered in the doctors office or in an outpatient facility No co-payment
FDA-approved contraceptive drugs and devices No co-payment
Respiratory Devices for the management and treatment of asthma No co-payment

Note: The annual co-payment maximum amount for the PASC-SEIU program is $1,000.

The annual copayment maximum is the highest total co-payment amount you are required to pay
during one benefit year. All copayments count toward the annual maximum, including prescription
drug copayments.

L.A. Care PASC-SEIU (Updated 03/01/2024)
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Restrictions on Medication Coverage

Certain covered drugs may have additional requirements or limits on coverage. These are denoted

throughout the document using the following symbols:

SYMBOL

0
EXC
INF
KMSP

LD

LMSP

MSP

NC

01C
PA
QL

RS
SF
SMKG

ST

VAC

Carve-0ut
Exclusion
Infertility

Mandatory Kroger Specialty
Pharmacy Program

Limited Distribution

Mandatory Lumicera Specialty
Pharmacy Program

Mandatory Specialty
Pharmacy Program

Not Covered

QOver the Counter
Prior Authorization

Quantity Limit

Restricted to Specialist
Split Fill

Smoking Cessation
Step Therapy

Vaccine Program

RESTRICTION DESCRIPTION

Drugs carved out by the Department of Health Care Services

Plan exclusion

Infertility drugs

Allfills, including the initial fill MUST be dispensed at the specialty pharmacy

provider of the plans choice

Coverage is available through a limited distributor or limited number
of distributors

Allfills, including the initial fill MUST be dispensed at the specialty pharmacy
provider of the plans choice

Allfills, including the initial fill MUST be dispensed at the specialty pharmacy
provider of the plans choice

Drug that is non-formulary and will not be paid for by the plan without prior
approval/prior authorization

Coverage of OTC medication
Requires specific physician request process
Coverage may be limited to specific quantities per prescription

and/or time period
Coverage may be dependent on the specialty of the prescribing physician

Limited to two 15-day fills per month for first 3 months
Coverage for the treatment of smoking cessation drugs,

which may have specific restrictions

Coverage may require one or more “prerequisite” first step drugs to be tried before
progressing to the second step drug

Coverage is available through a vaccine program

Please refer to the formulary listing beginning on Page 11 for details regarding specific agents.

L.A. Care PASC-SEIU (Updated 03/01/2024)
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Medication Request Process

Formulary Agents

A. Prior Authorization (PA): These drugs require approval prior to being dispensed at a
network pharmacy. Requests are reviewed with specific Prior Authorization guidelines.
Each request will be reviewed on individual patient need. If the request does not meet the
guidelines established by the Pharmacy & Therapeutics (P&T) Committee, the request will
not be approved and alternative therapy may be recommended.

B. Quantity Limits (QL): These drugs have quantity limits. If quantities exceeding the limit are
necessary, an exception to coverage may be requested by the prescriber. Each request will be
reviewed on individual patient need. Approval will be given if a documented medical need
exists without compromising safety.

C. Step Therapy (ST): These drugs require one or more first step drugs to be tried before
progressing to the second step drug. If there is a medical need to use a second step drug
without trying a first step drug, an exception to coverage may be requested by the prescriber.
Each request will be reviewed on an individual patient need. If you have already tried and failed
the preferred drug(s), or if you are already taking a drug that is subject to step therapy when
you switch to an L.A. Care plan, you will not have to undergo step therapy and the drug will
be approved for coverage when medically necessary.

Non-Formulary Agents

A. Any drug not found on this list is considered non-formulary. Coverage for non-formulary
agents may be requested by the prescriber. Each request will be reviewed on individual
patient need. Approval will be given if a documented medical need exists.

B. The ‘Medication Request Process’ is generally not available for drugs that are specifically
excluded by benefit design. For benefit exclusions, refer to the ‘General Exclusions’
section below.

Please see lacare.org/providers/provider-resources/pharmacy-services/prior-authorizations
for more information on the medication request process. A decision for approval or denial of
the exception request or prior authorization can be made within 24 hours for urgent requests
or 72 hours for standard requests. If we fail to respond within the appropriate time frames,
the request is deemed granted.

Non-approved requests may be appealed. The prescriber must provide information to support the
appeal on the basis of medical necessity.

L.A. Care PASC-SEIU (Updated 03/01/2024)
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General Benefit Exclusions (Not Covered)

Please note that this list is subject to change.

A.

m o 0w

E

Drugs specifically listed as not covered
Any drug products used for cosmetic purposes

Infertility agents

. Experimental drug products, or any drug product used in an experimental manner

Non self-administered injectable drug products are not covered unless otherwise specified in
the formulary listing

Foreign drugs or drugs not approved by the United States FDA

If L.A. Care’s coverage is amended to exclude a drug that we have been covering and providing to

you, we will continue to provide the drug if a prescription is required by law and a Plan Physician

continues to prescribe the drug for the same condition and for a use approved by the FDA.

Pharmacist and Physician Feedback

The formulary is a tool to promote cost-effective prescription drug use. L.A. Care has made

every attempt to create a document that meets all therapeutic needs; however, the art of medicine

makes this a formidable task. L.A. Care welcomes the participation of physicians, pharmacists,

and ancillary medical providers, in this dynamic process. Physicians and pharmacists are highly

encouraged to direct any suggestions or comments to L.A. Care via the Providers Solution Center

at 1-866-522-2736.

L.A. Care PASC-SEIU (Updated 03/01/2024)
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Definitions

“Brand name drug” is a drug that is marketed under a proprietary, trademark protected name.
The brand name drug is listed in all CAPITAL letters.

“Coinsurance” is a percentage of the cost of a covered health care benefit that an enrollee pays after
the enrollee has paid the deductible, if a deductible applies to the health care benefit, such as the
prescription drug benefit.

“Copayment” is a fixed dollar amount that an enrollee pays for a covered health care benefit after
the enrollee has paid the deductible, if a deductible applies to the health care benefit, such as the
prescription drug benefit.

“Deductible” is the amount an enrollee pays for covered health care benefits before the enrollee’s
health plan begins payment for all or part of the cost of the health care benefit under the terms of
the policy.

“Drug Tier” is a group of prescription drugs that corresponds to a specified cost sharing tier in the
health plan’s prescription drug coverage. The tier in which a prescription drug is placed determines
the enrollee’s portion of the cost for the drug.

“Enrollee” is a person enrolled in a health plan who is entitled to receive services from the plan.
All references to enrollees in this formulary template shall also include subscribers as defined in
this section below.

“Exception request” is a request for coverage of a prescription drug. If an enrollee, his or her
designee, or prescribing healthcare provider submits an exception request for coverage of a
prescription drug, the health plan must cover the prescription drug when the drug is determined
to be medically necessary to treat the enrollee’s condition.

“Exigent circumstances” are when an enrollee is suffering from a health condition that may
seriously jeopardize the enrollee’s life, health, or ability to regain maximum function, or when
an enrollee is undergoing a current course of treatment using a non-formulary drug.

“Formulary” is the complete list of drugs preferred for use and eligible for coverage under a health
plan product, and includes all drugs covered under the outpatient prescription drug benefit of the
health plan product. Formulary is also known as a prescription drug list,

L.A. Care PASC-SEIU (Updated 03/01/2024)
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“Generic drug” is the same drug as its brand name equivalent in dosage, safety, strength, how it
is taken, quality, performance, and intended use. A generic drug is listed in bold and italicized
lowercase letters.

“Non-formulary drug” is a prescription drug that is not listed on the health plan’s formulary.

“Out-of-pocket cost” are copayments, coinsurance, and the applicable deductible, plus all costs for
health care services that are not covered by the health plan.

“Prescribing provider” is a health care provider authorized to write a prescription to treat a medical
condition for a health plan enrollee.

“Prescription” is an oral, written, or electronic order by a prescribing provider for a specific enrollee
that contains the name of the prescription drug, the quantity of the prescribed drug, the date of
issue, the name and contact information of the prescribing provider, the signature of the prescribing
provider if the prescription is in writing, and if requested by the enrollee, the medical condition or

purpose for which the drug is being prescribed.

“Prescription drug” is a drug that is prescribed by the enrollee’s prescribing provider and requires a
prescription under applicable law.

“Prior Authorization” is a health plan’s requirement that the enrollee or the enrollee’s prescribing
provider obtain the health plan’s authorization for a prescription drug before the health plan will
cover the drug. The health plan shall grant a prior authorization when it is medically necessary for the
enrollee to obtain the drug,.

“Step therapy” is a process specifying the sequence in which different prescription drugs for a given
medical condition and medically appropriate for a particular patient are prescribed. The health plan
may require the enrollee to try one or more drugs to treat the enrollee’s medical condition before the
health plan will cover a particular drug for the condition pursuant to a step therapy request. If the
enrollee’s prescribing provider submits a request for step therapy exception, the health plans shall
make exceptions to step therapy when the criteria is met.

“Subscriber” means the person who is responsible for payment to a plan or whose employment or
other status, except for family dependency, is the basis for eligibility for membership in the plan.

L.A. Care PASC-SEIU (Updated 03/01/2024)
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DRUG NAME DRUG TIER REQUIREMENTS/LIMITS
What the drug will Necessary actions,
cost you (tier level) restrictions, or limits on use

Name of drug

AMPHETAMINES - Drugs to treat ADHD, sleep disorders, and weight loss
amphetamine/dextroamphetamine ER cap 10MG, F -
I5MG, 20MG, 25MG, 30MG, SMG (ADDERALL XR
Equiv)
amphetamine/dextroamphetamine tab 10MG, F -
12.5MG, I5MG, 20MG, 30MG, 5MG, 7.5MG
(ADDERALL Equiv)
dextroamphetamine ER cap 10MG, ISMG, SMG F -
(DEXEDRINE Equiv)
dextroamphetamine tab 10MG, 15MG, 20MG, 30MG, F -
SMG (DEXEDRINE Equiv)
lisdexamfetamine dimesylate cap 10MG, 20MG, F -
30MG, 40MG, 50MG, 60MG, 70MG (VY VANSE
Equiv)
lisdexamfetamine dimesylate chew tab 10M G, 20MG, F -
30MG, 40MG, 50MG, 60MG (VY VANSE Equiv)
ANOREXIANTS NON-AMPHETAMINE - Drugs to help weight loss
phentermine cap 15MG, 30MG, 37.5MG (ADIPEX F PA-QL
Equiv) QL= 1 cap/day
phentermine tab 37.5MG (ADIPEX Equiv) F PA-QL
QL= 1 tab/day

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
of this table. 1

NC =Not Covered generic =small letters BRANDS =CAPITAL LETTERS
EXC Plan Exclusion INF  Infertility KMSP Kroger Mandatory
Specialty Pharmacy
Program
LD Limited Distribution LMSP Lumicera Mandatory MSP  Mandatory Specialty
Specialty Pharmacy Pharmacy Program
Program
OTC  Over-the-Counter PA Prior Authorization OL Quantity Limit

RDX Restricted to Diagnosis RS Restricted to Specialist SF Limited to two 15 day
fills per month for first 3
months

SMKG Smoking Cessation ST Step Therapy VAC  Vaccine Program
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DRUG NAME DRUG TIER REQUIREMENTS/LIMITS
What the drug will Necessary actions,
Name of drug . . . .
cost you (tier level) restrictions, or limits on use
QSYMIA CAP 11.25MG-69MG, 15MG-92MG, F PA-QL
3. 75MG-23MG, 7.5MG-46MG (phentermine QL= 1 cap/day

hcl-topiramate)

ANTI-OBESITY AGENTS - Drugs to help weight loss
IMCIVREE INJ 10MG/ML (setmelanotide acetate) F LD-PA-QL
QL= 1 inj/day; Only available through
PantherRx Pharmacy 855-726-8479

SAXENDA INJ 18MG/3ML (liraglutide (weight F PA-QL
management)) QL= 5 pens/30 days
WEGOVY INJ .25MG/0.5ML, .5MG/0.5ML, F PA-QL
IMG/0.5ML (semaglutide (weight management)) QL= 4 pens/28 days
WEGOVY INJ 1.7MG/0.75ML 1.7MG/0.75ML F PA-QL
(semaglutide (weight management)) QL= 4 pens/28 days
WEGOVY INJ 2.4MG/0.75ML 2.4MG/0.75ML F PA-QL
(semaglutide (weight management)) QL= 4 pens/28 days
ZEPBOUND INJ 10MG/0.5ML, 12.5MG/0.5ML, F PA-QL
15MG/0.5ML, 2.5MG/0.5ML, 5SMG/0.5ML, QL= 4 inj/28 days

7.5MG/0.5ML (tirzepatide (weight management))
ATTENTION-DEFICIT/HYPERACTIVITY DISORDER (ADHD) AGENTS - Drugs to treat ADHD and
sleep disorders

atomoxetine cap 100MG, 10MG, 18MG, 25MG, F -
40MG, 60MG, 80MG (STRATTERA Equiv)
clonidine ER tab .IMG (KAPVAY Equiv) F -

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
of this table.
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NC =Not Covered generic =small letters BRANDS =CAPITAL LETTERS
EXC Plan Exclusion INF  Infertility KMSP Kroger Mandatory
Specialty Pharmacy
Program
LD Limited Distribution LMSP Lumicera Mandatory MSP  Mandatory Specialty
Specialty Pharmacy Pharmacy Program
Program
OTC  Over-the-Counter PA Prior Authorization OL Quantity Limit

RDX Restricted to Diagnosis RS Restricted to Specialist SF Limited to two 15 day
fills per month for first 3
months

SMKG Smoking Cessation ST Step Therapy VAC  Vaccine Program
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DRUG TIER
What the drug will
cost you (tier level)

DRUG NAME REQUIREMENTS/LIMITS
Necessary actions,

restrictions, or limits on use

Name of drug

guanfacine ER tab IMG, 2MG, 3MG, 4MG (INTUNIV F -
Equiv)
DOPAMINE AND NOREPINEPHRINE REUPTAKE INHIBITORS (DNRIS) - Drugs to treat sleep
disorders
SUNOSI TAB 150MG, 75MG (solriamfetol hcl) F PA-QL

QL= 1 tab/day

HISTAMINE H3-RECEPTOR ANTAGONIST/INVERSE AGONISTS - Drugs to treat sleep disorders
WAKIX TAB 17.8MG, 4.45MG (pitolisant hcl) F LD-PA-QL
QL= 2 tabs/day; Only available through
Accredo 800-803-2523
STIMULANTS - MISC. - Miscellaneous stimulant drugs

armodafinil tab 150MG, 200MG, 250MG, 50MG F QL
(NUVIGIL Equiv) QL= 1 tab/day
dexmethylphenidate ER cap 10MG, 15MG, 20MG, F -
25MG, 30MG, 35MG, 40MG, 5MG (FOCALIN XR

Equiv)

dexmethylphenidate tab 10MG, 2.5MG, SMG F -
(FOCALIN Equiv)

methylphenidate CD cap 10MG, 20MG, 30MG, F -
40MG, 50MG, 60MG (METADATE CD Equiv)

methylphenidate ER cap 10MG, 20MG, 30MG, F -
40MG, 60MG (RITALIN LA Equiv)

METHYLPHENIDATE ER TAB 18MG F -

(methylphenidate hcl)

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
of this table. 3

NC =Not Covered
EXC Plan Exclusion

LD Limited Distribution

OTC
RDX

Over-the-Counter
Restricted to Diagnosis

SMKG Smoking Cessation

generic =small letters
INF  Infertility

LMSP Lumicera Mandatory
Specialty Pharmacy
Program

PA Prior Authorization

RS Restricted to Specialist

ST Step Therapy

BRANDS =CAPITAL LETTERS

KMSP Kroger Mandatory
Specialty Pharmacy
Program

Mandatory Specialty
Pharmacy Program

MSP

OL Quantity Limit

SF Limited to two 15 day
fills per month for first 3
months

VAC  Vaccine Program
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DRUG NAME DRUG TIER REQUIREMENTS/LIMITS
What the drug will Necessary actions,
Name of drug . . . .
cost you (tier level) restrictions, or limits on use
methylphenidate ER tab 18MG, 27MG, 36 MG, 54MG F -
methylphenidate ER tab 10mg, 20mg 10MG, 20MG F -
(RITALIN Equiv)
methylphenidate soln 10MG/5SML, SMG/5SML F -
(METHYLIN Equiv)
methylphenidate tab 10MG, 20MG, SMG (RITALIN F -
Equiv)
modafinil tab 100M G, 200M G (PROVIGIL Equiv) F QL
QL= 2 tabs/day

AMINOGLYCOSIDES - Drugs to treat infections
neomycin tab 500MG F -
TOBI PODHALER 28MG (tobramycin) F LD-PA

Only available through Walgreens
888-347-3416

tobramycin neb soln 300MG/5SML (TOBI Equiv) F LMSP-RS
Restricted to Infectious Disease or
Pulmonology Specialist

ANTIRHEUMATIC - ENZYME INHIBITORS - Drugs to treat disorders of the immune system

OLUMIANT TAB IMG, 2MG, 4MG (baricitinib) F LMSP-PA-QL

QL= 1 tab/day
RINVOQ ER TAB 15MG, 30MG, 45MG F LMSP-PA-QL
(upadacitinib) QL= 1 tab/day

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
of this table.
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DRUG NAME DRUG TIER REQUIREMENTS/LIMITS
Name of drug What the drug will Necessary actions,
cost you (tier level) restrictions, or limits on use

XELJANZ SOLN IMG/ML (tofacitinib citrate) F LMSP-PA-QL

QL= 10ml/day
XELJANZ TAB 10MG, 5SMG (tofacitinib citrate) F LMSP-PA-QL

QL= 2 tabs/day
XELJANZ XR TAB 11MG, 22MG (tofacitinib citrate) F LMSP-PA-QL

QL=1 tab/day

ANTI-TNF-ALPHA - MONOCLONAL ANTIBODIES - Drugs to treat disorders of the immune system

ADALIMUMAB-ADAZ INJ 40MG/0.4ML (HYRIMOZ F LMSP-PA-QL
Equiv) (adalimumab-adaz) QL= 2 inj/28 days
ADALIMUMAB-ADAZ PFS INJ 40MG/0.4ML F LMSP-PA-QL
(adalimumab-adaz) QL= 2 inj/28 days
ADALIMUMAB-FKJP AUTO-INJECTOR KIT F LMSP-PA-QL
40MG/0.8ML (HULIO Equiv) (adalimumab-fkjp) QL= 2 inj/28 days
ADALIMUMAB-FKJP PFS KIT 20 MG/0.4ML F LMSP-PA-QL
20MG/0.4AML (adalimumab-fkjp) QL= 2 inj/28 days
ADALIMUMAB-FKJP PFS KIT 40 MG/0.8ML F LMSP-PA-QL
40MG/0.8ML (adalimumab-fkjp) QL= 2 inj/28 days
HADLIMA INJ 40MG/0.4ML (adalimumab-bwwd) F LMSP-PA-QL

QL= 2 inj/28 days
HADLIMA INJ 40MG/0.8ML 40MG/0.8ML F LMSP-PA-QL
(adalimumab-bwwd) QL= 2 inj/28 days
HADLIMA PUSH INJ 40MG/0.4ML F LMSP-PA-QL
(adalimumab-bwwd) QL= 2 inj/28 days

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
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HADLIMA PUSH INJ 40MG/0.8ML 40MG/0.8ML F LMSP-PA-QL
(adalimumab-bwwd) QL= 2 inj/28 days
HUMIRA INJ 10MG 10MG/0.1ML (adalimumab) F LMSP-PA-QL

QL= 2 syringes/28 days
HUMIRA INJ 20MG 20MG/0.2ML, 20MG/0.4ML F LMSP-PA-QL
(adalimumab) QL= 2 syringes/28 days
HUMIRA INJ 40MG 40MG/0.4ML, 40MG/0.8ML F LMSP-PA-QL
(adalimumab) QL= 2 syringes/28 days
HUMIRA INJ 80MG 80MG/0.8ML (adalimumab) F LMSP-PA-QL

QL= 2 syringes/28 days
HUMIRA INJ CROHNS/UC/HIDRADENITIS STARTEI F LMSP-PA-QL
PACK 40MG/0.8ML, 80MG/0.8ML (adalimumab) QL= 1 pack/fill, 1 fill/plan year
HUMIRA INJ PEDIATRIC CROHNS STARTER PACK F LMSP-PA-QL
80MG/0.8ML (adalimumab) QL= 1 pack/fill, 1 fill/plan year
HUMIRA INJ PEDIATRIC UC STARTER PACK F LMSP-PA-QL
80MG/0.8ML (adalimumab) QL= 1 pack/fill, 1 fill/plan year
HUMIRA INJ PSORIASIS/UVEITIS STARTER PACK F LMSP-PA-QL
40MG/0.8ML (adalimumab) QL= 1 pack/fill, 1 fill/plan year
HUMIRA PEN INJ 40MG 40MG/0.4ML, 40MG/0.8ML F LMSP-PA-QL
(adalimumab) QL= 2 pens/28 days
SIMPONI AUTO-INJECTOR 100MG 100MG/ML F LMSP-PA-QL
(golimumab) QL=1 inj/28 days
SIMPONI INJ 100MG 100MG/ML (golimumab) F LMSP-PA-QL

QL=1 inj/28 days

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
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GOLD COMPOUNDS - Drugs to treat disorders of the immune system
RIDAURA CAP 3MG (auranofin) | F |-
INTERLEUKIN-1 RECEPTOR ANTAGONIST (IL-1RA) - Drugs to treat rheumatoid arthritis
KINERET INJ 100MG/0.67ML (anakinra) F LD-PA-QL
QL= 1 inj/day; Only available through
Biologics 800-850-4306
INTERLEUKIN-6 RECEPTOR INHIBITORS - Drugs to treat rheumatoid arthritis
ACTEMRA ACTPEN INJ 162MG/0.9ML (tocilizumab) F LMSP-PA-QL
QL= 2 inj/28 days
ACTEMRA SC INJ 162MG/0.9ML (tocilizumab) F LMSP-PA-QL
QL= 2 inj/28 days
KEVZARA INJ 150MG/1.14ML, 200MG/1.14ML F LMSP-PA-QL
(sarilumab) QL= 2 inj/28 days
NONSTEROIDAL ANTI-INFLAMMATORY AGENTS (NSAIDS) - Drugs to treat pain and inflammation
celecoxib cap 100MG, 200MG, 400MG, 50MG F -
(CELEBREX Equiv)
diclofenac potassium tab 50MG (CATAFLAM Equiv) F -
diclofenac sodium EC tab 25MG, 50MG, 75MG F -
(VOLTAREN Equiv)
diclofenac sodium XR tab 100MG (VOLTAREN XR F -
Equiv)
etodolac cap 200MG, 300MG (LODINE Equiv) F -
etodolac tab 400MG, 500MG F -

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
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FLURBIPROFEN TAB 50MG (ANSAID Equiv) F -
(flurbiprofen)
flurbiprofen tab 100MG, 50MG (ANSAID Equiv) F -
ibuprofen susp (Rx ONLY) 100MG/5ML, F -
200MG/10ML, 40MG/ML, 50MG/1.25ML (ADVIL,
MOTRIN Equiv)
ibuprofen tab 800MG F RX only
indomethacin cap 25MG, 50MG (INDOCIN Equiv) F -
indomethacin CR cap 75MG (INDOCIN SR Equiv) F -
ketorolac inj 15mg/ml 15MG/ML (TORADOL Equiv) F QL

QL= 20ml/5 days
ketorolac inj 30mg/ml 30MG/ML (TORADOL Equiv) F QL

QL= 20ml/5 days
ketorolac inj 60mg/2ml 30MG/ML, 60MG/2ML F QL
(TORADOL Equiv) QL= 20ml/5 days
ketorolac tab 10MG (TORADOL Equiv) F QL

QL= 20 tabs/5 days
meloxicam tab I15MG, 7.5MG (MOBIC Equiv) F -
nabumetone tab 500MG, 750MG (RELAFEN Equiv) F -
naproxen EC tab 375MG (NAPROSYN EC Equiv) F -
naproxen tab 250MG, 375MG, 500MG (NAPROSYN F -
Equiv)
piroxicam cap 10MG, 20MG (FELDENE Equiv) F -
sulindac tab 150MG, 200MG (CLINORIL Equiv) F -

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
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PHOSPHODIESTERASE 4 (PDE4) INHIBITORS - Drugs to treat disorders of the immune system

OTEZLA STARTER PACK (apremilast) F LMSP-PA-QL

QL= 1 pack/28 days
OTEZLA TAB 30MG (apremilast) F LMSP-PA-QL

QL= 2 tabs/day

PYRIMIDINE SYNTHESIS INHIBITORS - Drugs to treat disorders of the immune system

leflunomide tab 10MG, 20MG (ARAVA Equiv)

| F

SELECTIVE COSTIMULATION MODULATORS - Drugs to treat disorders of the immune system

ORENCIA CLICK INJ 125MG/ML (abatacept) F LMSP-PA-QL
QL=4 inj/28 days
ORENCIA SC INJ 125MG/ML 125MG/ML F LMSP-PA-QL
(abatacept) QL=4 inj/28 days
ORENCIA SC INJ 50MG/0.4ML 50MG/0.4ML F LMSP-PA-QL
(abatacept) QL=4 inj/28 days
ORENCIA SC INJ 87.5MG/0.7ML 87.5MG/0.7ML F LMSP-PA-QL
(abatacept) QL=4 inj/28 days

immune system

SOLUBLE TUMOR NECROSIS FACTOR RECEPTOR AGENTS - Drugs to treat disorders of the

ENBREL INJ 25MG 25MG (etanercept) F LMSP-PA-QL
QL= 8 inj/28 days

ENBREL INJ 50MG 50MG/ML (etanercept) F LMSP-PA-QL
QL=4 inj/28 days

ENBREL MINI INJ 50MG/ML (etanercept) F MSP-PA-QL

QL=4 inj/28 days

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
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ENBREL SURECLICK INJ 50MG 50MG/ML LMSP-PA-QL
(etanercept) QL=4 inj/28 days

Name of drug

SALICYLATES - Drugs to treat pain

aspirin chew tab 81mg 8IMG $0 OTC
Covered for females (no age
restriction)

aspirin ec tab 81mg 8IMG $0 OTC
Covered for females (no age
restriction)

salsalate tab 500M G, 750MG (DISALCID Equiv) F -

OPIOID AGONISTS - Drugs to treat pain

CODEINE SULFATE TAB 15MG 15MG (codeine F QL
sulfate) QL= 240 tabs/30 days
codeine sulfate tab 15mg, 30mg 30MG F QL

QL=240 tabs/30 days
CODEINE SULFATE TAB 60MG 60MG (codeine F QL
sulfate) QL=180 tabs/30 days
codeine sulfate tab 60mg F QL

QL=180 tabs/30 days
fentanyl patch 100MCG/HR, 12MCG/HR, F QL
25MCG/HR, 50MCG/HR, 75MCG/HR (DURAGESIC QL=10 patches/30 days
Equiv)

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
of this table.
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hydromorphone tab 2mg 2MG (DILAUDID Equiv) QL

QL=240 tabs/30 days
hydromorphone tab 4mg 4MG (DILAUDID Equiv) QL

QL=180 tabs/30 days
hydromorphone tab 8mg 8MG (DILAUDID Equiv) QL

QL=120 tabs/30 days
methadone conc 10MG/ML QL

QL=600ml/30 days
methadone soln 10mg/5ml 10MG/5SML QL

QL=600ml/30 days
methadone soln 5mg/5ml SMG/5SML QL

QL = 1200ml/30 days
methadone tab SMG (DOLOPHINE Equiv) QL

QL=120/30 days
methadone tablet 10mg 10MG (DOLOPHINE Equiv) QL

QL=240/30 days
MORPHINE SULF SOLN 10MG/5ML 10MG/5ML QL
(morphine sulfate) QL= 120ml/30 days
morphine sulfate ER tab 100MG, 15MG, 200MG, QL
30MG, 60MG (MS CONTIN Equiv) QL= 90 tabs/ 30 days
MORPHINE SULFATE SOLN 20MG/SML (morphine QL
sulfate) QL=120ml/30 days
morphine sulfate soln 100MG/SML, 10MG/0.5ML, QL

20MG/5SML, 20MG/ML, SMG/0.25ML

QL=120ml/30 days

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
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morphine sulfate tab 15MG, 30MG F QL

QL=180 tabs/30 days
oxycodone soln SMG/5SML (ROXICODONE Equiv) F QL

QL=240ml/30 days
oxycodone tab 10MG, 15MG, 20MG, 30MG, SMG F QL
(ROXICODONE Equiv) QL= 120 tabs/30 days
tramadol tab 50MG (ULTRAM Equiv) F QL

QL=240 tabs/30 days
XTAMPZA ER CAP 13.5MG, 18MG, 27MG, 36MG, F PA-QL
OMG (oxycodone) QL= 120 caps/30 days

OPIOID COMBINATIONS - Drugs to treat pain

acetaminophen/codeine soln F QL
12MG/5SML-120MG/5SML QL=240ml/30 days
acetaminophen/codeine tab 15MG-300MG, F QL
30MG-300MG, 60MG-300MG (TYLENOL/CODEINE QL~=180 tabs/30 days
Equiv)
APAP/CODEINE SOLN 12MG/5ML-120MG/5ML F QL
(acetaminophen w/ codeine) QL= 240ml/30 days
hydrocodone/acetaminophen soln F QL
2.5MG/5SML-108MG/5ML, QL=1800ml/30 days
SMG/10ML-217MG/10ML,
7.5MG/15ML-325MG/ISML (HYCET, LORTAB
Equiv)

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
of this table.
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hydrocodone/acetaminophen tab 10MG-325MG, F QL
SMG-325MG, 7.5MG-325MG (LORTAB Equiv) QL=120 tabs/30 days
oxycodone/acetaminophen tab 10MG-325MG, F QL
2.5MG-325MG, 5SMG-325MG, 7.5MG-325MG QL=120 tabs/30 days
(PERCOCET Equiv)
OXYCODONE/ASPIRIN TAB 4.835MG-325MG F QL

(oxycodone-aspirin) QL= 120 tabs/30 days

OPIOID PARTIAL AGONISTS - Drugs to treat pain

buprenorphine SL tab 2MG, 8MG (SUBUTEX Equiv) F -
buprenorphine/naloxone sl film .5MG-2MG, F -
IMG-4MG, 2MG-8MG, 3MG-12MG (SUBOXONE SL

FILM Equiv)

buprenorphine/naloxone SL tab .SMG-2MG, F -
2MG-8MG (SUBOXONE Equiv)

butorphanol nasal spray 10MG/ML (STADOL Equiv) F QL

QL= 1 bottle/fill, 2 fills/30 days

ANDROGENS - Drugs to treat low testosterone level

ANDRODERM PATCH 2MG/24HR, 4MG/24HR F PA-QL
(testosterone) QL= 1 patch/day
danazol cap 100MG, 200MG, 50MG (DANOCRINE F -

Equiv)

testosterone cypionate inj 100MG/ML, 200MG/ML F -
(DEPO-TESTOSTERONE Equiv)

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
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TESTOSTERONE ENANTHATE INJ 200MG/ML F QL
200MG/ML (testosterone enanthate) QL= 5ml/fill
TESTOSTERONE GEL 1% 25MG (testosterone) F PA-QL
QL= 1 packet/day
testosterone gel 1% 25mg 25MG/2.5GM F PA-QL
QL= 1 packet/day
testosterone gel 1% 50mg 1%, 50MG/5GM F PA-QL
(ANDROGEL Equiv) QL= 2 packets/day
testosterone gel 1% pump 1% (ANDROGEL Equiv) F PA-QL
QL= 4 bottles/30 days
TESTOSTERONE GEL PUMP (testosterone) F PA-QL
QL= 4 bottles/30 days
testosterone gel pump 1.62% 1.62% (ANDROGEL F PA-QL
Equiv) QL= 2 bottles/30 days
testosterone soln 30MG/ACT (AXIRON Equiv) F PA-QL

QL= 2 bottles/30 days

INTRARECTAL STEROIDS - Drugs to treat systemic swelling conditions

hydrocortisone enema 100MG/60ML (CORTENEMA F -
Equiv)
RECTAL COMBINATIONS - Drugs to treat systemic swelling conditions
lidocaine/hydrocortisone cream .5%-3% F -
(ANAMANTLE Equiv)

RECTAL STEROIDS - Drugs to treat systemic swelling conditions

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
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proctosol HC cream 1% 2.5% (ANUSOLHC Equiv) | |-

RECTAL COMBINATIONS - Drugs to treat systemic swelling conditions

HYDROCORTISONE ACETATE/PRAMOXINE CREAM
1% (hydrocortisone acetate w/ pramoxine)

ANTHELMINTICS - Drugs to treat parasites

BENZNIDAZOLE TAB 100MG, 12.5MG F RS

(benznidazole) Restricted to Infectious Disease
Specialist

EMVERM TAB 100MG (mebendazole) F PA

ivermectin tab 3MG (STROMECTOL Equiv) F PA

praziquantel tab 600MG (BILTRICIDE Equiv) F -

ANTIANGINALS-OTHER - Drugs to treat chest pain

ranolazine tab 1000MG, 500MG (RANEXA Equiv) | F | -
NITRATES - Drugs to treat chest pain

isosorbide dinitrate SL tab F -

isosorbide dinitrate tab 10MG, 20MG, 30MG, SMG F -

(ISORDIL Equiv)

isosorbide mononitrate ER tab 120MG, 30MG, 60MG F -

(IMDUR Equiv)

ISOSORBIDE MONONITRATE TAB 10MG, 20MG F -

(MONOKET Equiv) (isosorbide mononitrate)

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
of this table.
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isosorbide mononitrate tab 10MG, 20MG (MONOKET F -
Equiv)

nitroglycerin patch .IMG/HR, .2MG/HR, .4M G/HR, F -
.6MG/HR (NITRO-DUR Equiv)

nitroglycerin SL tab .3MG, .4MG, .6MG (NITROSTAT F -
Equiv)

ANTIANXIETY AGENTS - MISC. - Miscellaneous anti-anxiety drugs

Equiv)

buspirone tab 10MG, 15MG, SMG, 7.5MG (BUSPAR F -
Equiv)
hydroxyzine pamoate cap 25MG, 50MG (VISTARIL F -
Equiv)
hydroxyzine syrup 10MG/5SML (ATARAX Equiv) F -
hydroxyzine tab 10MG, 25MG, 50MG (ATARAX F -

Equiv)

BENZODIAZEPINES - Drugs to treat anxiety
alprazolam tab .25MG, .5MG, IMG, 2MG (XANAX F QL
Equiv) QL= 5 tabs/day
chlordiazepoxide cap 10MG, 25MG, 5SMG (LIBRIUM F -
Equiv)
diazepam conc SMG/ML (VALIUM Equiv) F QL

QL= 180ml/30 days

diazepam oral soln 5mg/5ml SMG/SML (DIAZEPAM F QL

QL= 180ml/30 days
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diazepam tab 2mg, 10mg 10M G, 2MG (VALIUM F QL
Equiv) QL= 4 tabs/day
diazepam tab 5mg SMG (VALIUM Equiv) F QL
QL= 3 tabs/day

lorazepam conc IMG/0.5ML, 2MG/ML (ATIVAN F -
Equiv)
lorazepam tab .5MG, IMG, 2MG (ATIVAN Equiv) F -

ANTIARRHYTHMICS TYPE I-A - Drugs to control heart rhythm

disopyramide cap 100MG, 150MG (NORPACE Equiv) F -

quinidine gluconate CR tab 324MG F -

quinidine sulfate tab 200M G, 300MG F -
ANTIARRHYTHMICS TYPE I-B - Drugs to control heart rhythm

mexiletine hcl cap 150MG, 200MG, 250MG | F | -
ANTIARRHYTHMICS TYPE I-C - Drugs to control heart rhythm

flecainide tab 100MG, 150MG, 50MG (TAMBOCOR F -

Equiv)

propafenone ER cap 225MG, 325MG, 425MG F -

(RYTHMOL SR Equiv)

propafenone tab 150MG, 225MG, 300MG F -

(RYTHMOL Equiv)
ANTIARRHYTHMICS TYPE III - Drugs to control heart rhythm

amiodarone tab 100MG, 200MG, 400MG F -

(CORDARONE Equiv)

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
of this table.
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dofetilide cap 125MCG, 250MCG, 500MCG F -
(TIKOSYN Equiv)
MULTAQ TAB 400MG (dronedarone hcl) F -

ANTIASTHMATIC - MONOCLONAL ANTIBODIES - Drugs to treat asthma
FASENRA PEN INJ 30MG/ML (benralizumab) F LD-PA-QL
QL= 1 inj/56 days; Only available
through Accredo 800-803-2523 or
Walgreens 888-347-3416

NUCALA INJ 100MG/ML (mepolizumab) F LMSP-PA-QL
QL= 1 inj/28 days
TEZSPIRE INJ 210MG/1.91ML (tezepelumab-ekko) F LMSP-PA-QL

QL= 1 pen/28 days
ANTI-INFLAMMATORY AGENTS - Drugs to treat asthma and COPD

cromolyn neb soln 20MG/2ML (INTAL Equiv) | F |-
BRONCHODILATORS - ANTICHOLINERGICS - Drugs to treat breathing disorders
ATROVENT HFA INHALER 17"MCG/ACT F -
(ipratropium bromide hfa)
INCRUSE ELLIPTA INHALER 62.5MCG/INH F -
(umeclidinium bromide)
ipratropium neb soln .02% (ATROVENT Equiv) F -

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
of this table.
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DRUG TIER
What the drug will
cost you (tier level)

SPIRIVA RESPIMAT INHALER 1.25MCG/ACT F QL-ST

1.25MCG/ACT (tiotropium bromide monohydrate) QL= 1 inhaler/30 days; Step Therapy
requires trial of ADVAIR
(FLUTICASONE/SALMETEROL),
BREO
(FLUTICASONE/VILANTEROL),
DULERA
(MOMETASONE/FORMOTEROL), or
SYMBICORT
(BUDESONIDE/FORMOTEROL)
LEUKOTRIENE MODULATORS - Drugs to treat asthma and COPD

DRUG NAME REQUIREMENTS/LIMITS
Necessary actions,

restrictions, or limits on use

Name of drug

montelukast chew tab 4MG, SMG (SINGULAIR Equiv) F -

montelukast granule pack 4MG (SINGULAIR Equiv) F -

montelukast tab 10MG (SINGULAIR Equiv) F -

SELECTIVE PHOSPHODIESTERASE 4 (PDE4) INHIBITORS - Drugs to treat asthma and COPD
roflumilast tab 250MCG, 500MCG | F | -
STEROID INHALANTS - Drugs to treat asthma and COPD

ARNUITY ELLIPTA INHALER 100MCG/ACT, F -

200MCG/ACT, SOMCG/ACT (fluticasone furoate

(inhalation))

ASMANEX HFA INHALER 100MCG/ACT,
200MCG/ACT, SOMCG/ACT (mometasone furoate
(inhalation))

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
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ASMANEX HFA INHALER 100MCG/ACT, F -
200MCG/ACT, S0MCG/ACT (mometasone furoate
(inhalation))
ASMANEX INHALER 110MCG/INH, 220MCG/INH F -
(mometasone furoate (inhalation))
ASMANEX INHALER 110MCG/INH, 220MCG/INH F -
(mometasone furoate (inhalation))
budesonide inh susp .25MG/2ML, .5MG/2ML, F -
IMG/2ML (PULMICORT Equiv)
FLUTICASONE DISKUS INHALER 50MCG/ACT F -
(fluticasone propionate (inhalation))
FLUTICASONE HFA INHALER 110MCG/ACT, F -
220MCG/ACT, 44MCG/ACT (fluticasone propionate
hfa)
FLUTICASONE PROPIONATE DISKUS INHALER F -
100MCG/ACT 100MCG/ACT (fluticasone propionate
(inhalation))
FLUTICASONE PROPIONATE DISKUS INHALER F -
250MCG/ACT 250MCG/ACT (fluticasone propionate
(inhalation))
FLUTICASONE PROPIONATE DISKUS INHALER F -
S50MCG/ACT 50MCG/ACT (fluticasone propionate
(inhalation))
SYMPATHOMIMETICS - Drugs to treat asthma and COPD

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
of this table.
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Name of drug
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ADVAIR HFA INHALER 21MCG/ACT-115MCG/ACT, F -
21MCG/ACT-230MCG/ACT,

21MCG/ACT-45MCG/ACT (fluticasone-salmeterol)

albuterol HFA inhaler 108MCG/ACT (PROAIR, F QL
PROVENTIL Equiv) QL= 2 inhalers/30 days
albuterol neb soln .083 %, .5%, .63MG/3ML, F -
1.25MG/3ML, 2.5MG/0.5ML

ALBUTEROL NEBULIZER SOLN .5%, .5%-8MG/ML F -
(albuterol sulfate)

albuterol sulfate syrup 2MG/5SML F -
albuterol sulfate tab 2MG, 4MG F -
albuterol/ipratropium neb soln F -
SMG/3ML-2.5MG/3ML (DUONEB Equiv)

ANORO ELLIPTA INHALER F -
25MCG/ACT-62.5MCG/ACT

(umeclidinium-vilanterol)

BREO ELLIPTA INHALER F -
25MCG/ACT-100MCG/ACT,

25MCG/INH-100MCG/INH,

25MCG/INH-200MCG/INH (fluticasone

furoate-vilanterol)

BREO ELLIPTA INHALER 50-25 MCG/ACT F -

25MCG/INH-50MCG/INH (fluticasone
furoate-vilanterol)

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
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Name of drug

BREZTRI AEROSPHERE INHALER F -
4.8MCG/ACT-9MCG/ACT-160MCG/ACT
(budesonide-glycopyrrolate-formoterol fumarate)

budesonide/formoterol inhaler F -
4.5MCG/ACT-160MCG/ACT,

4.5MCG/ACT-80MCG/ACT (SYMBICORT Equiv)

COMBIVENT RESPIMAT INHALER F -
20MCG/ACT-100MCG/ACT (ipratropium-albuterol)

DULERA INHALER 5SMCG/ACT-100MCG/ACT, F -

SMCG/ACT-200MCG/ACT, SMCG/ACT-50MCG/ACT
(mometasone furoate-formoterol fumarate dihydrate)
DULERA INHALER 5SMCG/ACT-100MCG/ACT, F -
SMCG/ACT-200MCG/ACT, SMCG/ACT-50MCG/ACT
(mometasone furoate-formoterol fumarate dihydrate)

fluticasone/salmeterol inhaler, wixela inhaler F -
50MCG/ACT-100MCG/ACT,

50MCG/ACT-250MCG/ACT,

S50MCG/ACT-500MCG/ACT (ADVAIR Equiv)
FLUTICASONE-SALMETEROL INHALER 113-14 F -

MCG/ACT 14MCG/ACT-113MCG/ACT
(fluticasone-salmeterol)
FLUTICASONE-SALMETEROL INHALER 232-14 F -
MCG/ACT 14MCG/ACT-232MCG/ACT
(fluticasone-salmeterol)

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
of this table.
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FLUTICASONE-SALMETEROL INHALER 55-14 F -
MCG/ACT 14MCG/ACT-55MCG/ACT
(fluticasone-salmeterol)
levalbuterol neb soln .31MG/3ML, .63MG/3ML, F -
1.25MG/0.5ML, 1.25MG/3ML (XOPENEX Equiv)
METAPROTERENOL SYRUP 10MG/5ML F -
(metaproterenol sulfate)
SEREVENT DISKUS INHALER 50MCG/DOSE F -
(salmeterol xinafoate)
terbutaline sulfate tab 2.5M G, 5SMG (BRETHINE F -
Equiv)
TRELEGY ELLIPTA INHALER F -
25MCG/ACT-62.5MCG/ACT-100MCG/ACT,
25MCG/INH-62.5MCG/INH-200MCG/INH
(fluticasone-umeclidinium-vilanterol)
VENTOLIN HFA INHALER 108MCG/ACT (albuterol F QL
sulfate) QL= 2 inhalers/30 days
XANTHINES - Drugs to treat asthma and COPD
ELIXOPHYLLIN ELIXIR (theophylline) F -
theophylline ER tab 400MG, 600MG F -
(THEOPHYLLINE ER Equiv)
theophylline soln 8O0MG/15ML F -
THEOPHYLLINE TAB ER 100MG, 200MG, 300MG F -
(theophylline)

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
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Name of drug

COUMARIN ANTICOAGULANTS - Drugs to thin the blood
warfarin tab 10MG, IMG, 2.5MG, 2MG, 3MG, 4MG, F -
SMG, 6MG, 7.5MG (COUMADIN Equiv)

DIRECT FACTOR XA INHIBITORS - Drugs to thin the blood
ELIQUIS TAB, ELIQUIS STARTER PACK 2.5MG, 5M( F -

(apixaban)

XARELTO STARTER PACK (rivaroxaban) F -
XARELTO SUSP IMG/ML (rivaroxaban) F -
XARELTO TAB 10MG, 15MG, 2.5MG, 20MG F -
(rivaroxaban)

HEPARINS AND HEPARINOID-LIKE AGENTS - Drugs to thin the blood
enoxaparin inj 100MG/ML, 120MG/0.8ML, F -
150MG/ML, 30MG/0.3ML, 40MG/0.4ML,
60MG/0.6ML, 80MG/0.8ML (LOVENOX Equiv)
fondaparinux inj 10MG/0.8ML, 2.5MG/0.5ML, F PA
SMG/0.4ML, 7.5MG/0.6ML (ARIXTRA Equiv)

ANTICONVULSANTS - BENZODIAZEPINES - Drugs to treat seizures

clobazam susp 2.5MG/ML (ONFI Equiv) F PA
Members age 9 or older require Prior
Authorization

clobazam tab 10MG, 20MG (ONFI Equiv) F PA

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
of this table.
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clonazepam tab .SMG, IMG, 2MG (KLONOPIN F -
Equiv)
DIASTAT RECTAL GEL, DIAZEPAM RECTAL GEL F QL
2.5MG (diazepam (anticonvulsant)) QL= 2 packs/fill
DIAZEPAM GEL 2.5MG (diazepam (anticonvulsant)) F QL

QL= 2 packs/fill

diazepam rectal gel 10MG, 20MG

F

QL

QL= 2 packs/fill

ANTICONVULSANTS - MISC. - Miscellaneous anti-convulsant drugs

carbamazepine chew tab 100MG (TEGRETOL Equiv) F -

carbamazepine ER cap 100MG, 200MG, 300MG F -

(CARBATROL Equiv)

carbamazepine ER tab 100MG, 200MG, 400MG F -

(TEGRETOL XR Equiv)

carbamazepine susp 100MG/5SML, 200MG/10ML F -

(TEGRETOL Equiv)

carbamazepine tab 200MG (TEGRETOL Equiv) F -

DIACOMIT CAP 250MG, 500MG (stiripentol) F LD-PA
Only available through PantheRx
Pharmacy 855-726-8479

DIACOMIT POWDER PACK 250MG, 500MG F LD-PA

(stiripentol) Only available through PantheRx

Pharmacy 855-726-8479

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
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EPIDIOLEX SOLN 100MG/ML (cannabidiol) F LD-PA

Only available through Lumicera
855-847-3553

FINTEPLA SOLN 2.2MG/ML (fenfluramine hcl F LD-PA-QL

(anticonvulsant)) QL= 12ml/day; Only available through
Anovo Specialty Pharmacy
844-288-5007

gabapentin cap 100MG, 300MG, 400MG F QL
(NEURONTIN Equiv) QL= 9 caps/day
gabapentin soln 250MG/5SML, 300MG/6 ML F QL
(NEURONTIN Equiv) QL= 72 mls/day
gabapentin tab 600mg 600MG (NEURONTIN Equiv) F QL

QL= 6 tabs/day
gabapentin tab 8§00mg 800MG (NEURONTIN Equiv) F QL

QL=4.5 tabs/day
lacosamide oral solution 10MG/ML (VIMPAT Equiv) F -
lacosamide tab 100MG, 150MG, 200MG, 50MG F -
(VIMPAT Equiv)
lamotrigine chew tab 25MG, SMG (LAMICTAL Equiv) F -
lamotrigine tab 100MG, 150MG, 200MG, 25MG F -
(LAMICTAL Equiv)
levetiracetam ER tab 500MG, 750MG (KEPPRA XR F -
Equiv)

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
of this table.
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levetiracetam soln 100MG/ML, 500MG/5ML F -
(KEPPRA Equiv)
levetiracetam tab 1000MG, 250MG, 500MG, 750MG F -
(KEPPRA Equiv)
oxcarbazepine susp 300MG/5SML, 60MG/ML F -
(TRILEPTAL Equiv)
oxcarbazepine tab 150MG, 300MG, 600MG F -
(TRILEPTAL Equiv)
pregabalin cap 100MG, 150MG, 200MG, 25MG, F QL
50MG, 75MG (LYRICA Equiv) QL= 3 caps/day
pregabalin cap 225mg 225M G (LYRICA Equiv) F QL

QL= 2 caps/day
pregabalin cap 300mg 300MG (LYRICA Equiv) F QL

QL= 2 caps/day
pregabalin soln 20MG/ML (LYRICA Equiv) F QL

QL= 30ml/day
primidone tab 250MG, 50MG (MYSOLINE Equiv) F -
rufinamide susp 40MG/ML (BANZEL Equiv) F PA
rufinamide tab 200MG, 400MG (BANZEL TAB Equiv) F PA
topiramate sprinkle cap 15MG, 25MG (TOPAMAX F -
Equiv)
topiramate tab 100MG, 200MG, 25MG, 50MG F -
(TOPAMAX Equiv)

You can find information on what the symbols and abbreviations on this table mean by going to the beginning

of this table.
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zonisamide cap 100MG, 25MG, 50MG (ZONEGRAN F -
Equiv)
ZTALMY SUSP 50MG/ML (ganaxolone) F LD-PA-QL
QL= 1100ml/30 days; Only available
through Orsini 800-410-8575
CARBAMATES - Drugs to treat seizures
felbamate susp 600MG/5ML (FELBATOL Equiv) F -
felbamate tab 400MG, 600MG (FELBATOL Equiv) F -
XCOPRI PAK 100-150MG (cenobamate) F QL
QL= 2 tabs/day
XCOPRI PAK 150-200MG (cenobamate) F QL
QL= 2 tabs/day
XCOPRI PAK 50-200MG (cenobamate) F QL
QL= 2 tabs/day
XCOPRI TAB 150MG, 200MG 150MG, 200MG F QL
(cenobamate) QL= 2 tabs/day
XCOPRI TAB 50MG, 100MG 100MG, 50MG F QL
(cenobamate) QL= 1 tab/day
XCOPRI TITRATION PAK 12.5-25MG (cenobamate) F QL
QL= 1 tab/day
XCOPRI TITRATION PAK 150-200MG (cenobamate) F QL
QL= 1 tab/day
XCOPRI TITRATION PAK 50-100MG (cenobamate) F QL
QL= 1 tab/day

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
of this table.
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GABA MODULATORS - Drugs to treat seizures
tiagabine tab 12MG, 16MG, 2MG, 4MG (GABITRIL F -
Equiv)
vigabatrin powder pack 500MG (SABRIL POWDER F LD-PA
Equiv) Only available through Lumicera
855-847-3553
vigabatrin tab 500M G (SABRIL Equiv) F LD-PA

Only available through Lumicera
855-847-3553

vigadrone powder pack 500MG F LD-PA

Only available through PantheRx
855-726-8479

HYDANTOINS - Drugs to treat seizures

DILANTIN CAP 30MG 30MG (phenytoin sodium F -
extended)

phenytoin cap 100MG, 200MG, 300MG (DILANTIN F -
Equiv)

phenytoin chew tab 50MG (DILANTIN Equiv) F -
phenytoin susp 100MG/4ML, 125MG/SML F -
(DILANTIN Equiv)

SUCCINIMIDES - Drugs to treat seizures
ethosuximide cap 250MG (ZARONTIN Equiv) F -
ethosuximide soln 250MG/5ML (ZARONTIN Equiv) F -
methsuximide cap 300MG (CELONTIN Equiv) F -

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
of this table.
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DRUG TIER
What the drug will
cost you (tier level)

VALPROIC ACID - Drugs to treat seizures

DRUG NAME REQUIREMENTS/LIMITS
Necessary actions,

restrictions, or limits on use

Name of drug

divalproex ER tab 250MG, 500MG (DEPAKOTE ER F -
Equiv)

divalproex sodium DR tab 125MG, 250MG, 500MG F -
(DEPAKOTE Equiv)

divalproex sprinkle cap 125MG (DEPAKOTE Equiv) F -
valproic acid cap 250MG (DEPAKENE Equiv) F -

valproic acid syrup 250MG/5SML (DEPAKENE Equiv)

F

ALPHA-2 RECEPTOR ANTAGONISTS (TETRACYCLICS) - Drugs to treat depression

(REMERON Equiv)

mirtazapine ODT I15MG, 30MG, 45MG (REMERON F -
Equiv)
mirtazapine tab I15SMG, 30MG, 45MG, 7.5MG F -

ANTIDEPRESSANTS - MISC. - Miscellaneous a

nti-depressant drugs

bupropion ER tab 100MG, 150MG, 200MG F -
(WELLBUTRIN Equiv)
bupropion tab 100MG, 75MG (WELLBUTRIN Equiv) F -
bupropion XL tab 150MG, 300MG (WELLBUTRIN F -
XL Equiv)
MAPROTILINE TAB 25MG, 50MG, 75MG F -
(maprotiline hcl)
MONOAMINE OXIDASE INHIBITORS (MAOIS) - Drugs to treat depression
MARPLAN TAB 10MG (isocarboxazid) | F |-

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
of this table.
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Name of drug . . . .
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PHENELZINE SULFATE TAB 15MG (phenelzine F -
sulfate)
Phenelzine tab 15 MG (NARDIL Equiv) F -
tranylcypromine tab 10MG (PARNATE Equiv) F -
SELECTIVE SEROTONIN REUPTAKE INHIBITORS (SSRIS) - Drugs to treat depression
citalopram soln 10MG/SML (CELEXA Equiv) F -
citalopram tab 10MG, 20MG, 40MG (CELEXA Equiv) F -
escitalopram soln SMG/SML (LEXAPRO Equiv) F -
escitalopram tab 10MG, 20MG, 5MG (LEXAPRO F -
Equiv)
fluoxetine cap 10MG, 20MG, 40MG (PROZAC Equiv) F -
fluoxetine soln 20MG/5SML (PROZAC Equiv) F -
fluoxetine tab 60mg 60MG F -
fluvoxamine ER cap 100MG, 150MG (LUVOX CR F ST
Equiv) Step Therapy requires trial of
citalopram, escitalopram, sertraline,
fluoxetine, fluvoxamine or paroxetine
fluvoxamine tab 100MG, 25MG, 50MG (LUVOX F -
Equiv)
paroxetine ER tab 12.5MG, 25MG, 37.5MG (PAXIL F -
CR Equiv)
paroxetine tab 10MG, 20MG, 30MG, 40MG (PAXIL F -
Equiv)
sertraline conc 20MG/ML (ZOLOFT Equiv) F -

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
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DRUG NAME DRUG TIER REQUIREMENTS/LIMITS
Name of drug What the drug will Necessary actions,
cost you (tier level) restrictions, or limits on use
sertraline tab 100MG, 25MG, 50MG (ZOLOFT Equiv) F -
SEROTONIN MODULATORS - Drugs to treat depression
NEFAZODONE TAB 100MG, 150MG, 200MG, F -
250MG, 50MG (nefazodone hcl)
nefazodone tab 50mg, 250mg F -
trazodone tab 100MG, 150MG, 50MG (DESYREL F -
Equiv)
SEROTONIN-NOREPINEPHRINE REUPTAKE INHIBITORS (SNRIS) - Drugs to treat depression
desvenlafaxine ER tab 100MG, 25MG, 50MG F -
(PRISTIQ Equiv)
duloxetine EC cap 20MG, 30MG, 60MG (CYMBALTA F -
Equiv)
venlafaxine ER cap 150MG, 37.5MG, 75MG F -
(EFFEXOR XR Equiv)
venlafaxine tab 100MG, 25MG, 37.5MG, 50MG, F -
75MG (EFFEXOR Equiv)
TRICYCLIC AGENTS - Drugs to treat depression
amitriptyline tab 100MG, 10MG, 150MG, 25MG, F -
50MG, 75MG (ELAVIL Equiv)
amoxapine tab 100MG, 150MG, 25MG, 50MG F -
(AMOXAPINE Equiv)
desipramine tab (NORPRAMIN Equiv) F -
doxepin cap 100MG, 10MG, 150MG, 25MG, 50MG, F -
75MG (SINEQUAN Equiv)

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
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Name of drug . . . .
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doxepin conc 10MG/ML (SINEQUAN Equiv) F -
imipramine tab 10MG, 25MG, 50MG (TOFRANIL F -
Equiv)
nortriptyline cap 10MG, 25MG, 50MG, 75MG F -
(PAMELOR Equiv)
nortriptyline oral soln 10MG/SML (NORTRIPTYLINE F -
Equiv)

ALPHA-GLUCOSIDASE INHIBITORS - Drugs to regulate blood sugar

acarbose tab 100MG, 25MG, 50MG (PRECOSE F -
Equiv)

ANTIDIABETIC COMBINATIONS - Drugs to regulate blood sugar
ALOGLIPTIN/PIOGLITAZONE TAB, OSENI TAB F QL
12.5MG-45MG (alogliptin-pioglitazone) QL= 1 tab/day
ALOGLIPTIN-METFORMIN TAB 12.5MG-1000MG, F QL
12.5MG-500MG (alogliptin-metformin hcl) QL= 2 tabs/day
ALOGLIPTIN-PIOGLITAZONE TAB 12.5MG-15MG F QL
(alogliptin-pioglitazone) QL= 1 tab/day
ALOGLIPTIN-PIOGLITAZONE TAB 12.5MG-30MG, F QL
15MG-25MGQG, 25MG-30MG, 25MG-45MG QL= 1 tab/day
(alogliptin-pioglitazone)
glipizide/metformin tab 2.5MG-250MG, F -
2.5MG-500MG, SMG-500MG (METAGLIP Equiv)

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
of this table.
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glyburide/metformin tab 1.25MG-250MG, F -
2.5MG-500M G, 5MG-500MG (GLUCOVANCE Equiv)
JANUMET TAB 50MG-1000MG, 50MG-500MG F QL
(sitagliptin-metformin hcl) QL= 2 tabs/day
JANUMET XR TAB 100MG-1000MG, F QL
50MG-1000MG, 50MG-500MG QL= 2 tabs/day
(sitagliptin-metformin hcl)
SYNJARDY TAB 12.5MG-1000MG, 12.5MG-500MG, F QL
SMG-1000MG, SMG-500MG QL= 2 tabs/day
(empagliflozin-metformin hcl)
SYNJARDY XR TAB 10-1000MG, 25-1000MG F QL
10MG-1000MG, 25MG-1000MG QL= 1 tab/day
(empagliflozin-metformin hcl)
SYNJARDY XR TAB 5-1000MG, 12.5-1000MG F QL
12.5MG-1000MG, SMG-1000MG QL= 2 tabs/day
(empagliflozin-metformin hcl)
XIGDUO XR TAB 5MG-1000MG (dapagliflozin F QL
propanediol-metformin hcl) QIl= 2 tabs/day
XIGDUO XR TAB 10-1000MG 10MG-1000MG F QL
(dapagliflozin propanediol-metformin hcl) QL= 1 tab/day
XIGDUO XR TAB 2.5-1000MG, 5-1000MG F QL
2.5MG-1000MG (dapagliflozin QL= 2 tabs/day
propanediol-metformin hcl)

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
of this table.
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XIGDUO XR TAB 5-500MG, 10-500MG, 10-1000MG F QL
(dapagliflozin-metformin hcl) QL= 1 tab/day
BIGUANIDES - Drugs to regulate blood sugar
metformin ER tab 500MG, 750MG (GLUCOPHAGE F -
XR Equiv)
metformin tab 1000MG, 500MG, 850MG F -
(GLUCOPHAGE Equiv)
DIABETIC OTHER - Drugs to regulate blood sugar
BAQSIMI NASAL POWDER 3MG/DOSE (glucagon) F QL
QL= 2 inhalations/fill
GLUCAGEN HYPOKIT INJ IMG (glucagon hcl F QL
(rdna)) QL= 2 inj/fill
GLUCAGON EMR INJ IMG/ML (glucagon hcl) F QL
QL= 2 inj/fill
GLUCAGON INJ KIT IMG (glucagon (rdna)) F QL
QL= 2 inj/fill
GLUCAGON KIT IMG (glucagon (rdna)) F QL
QL= 2 inj/fill
GVOKE INJ .5MG/0.1ML, 1IMG/0.2ML (glucagon) F QL
QL= 2 inj/fill
GVOKE INJ KIT 1IMG/0.2ML (glucagon) F QL
QL= 2 inj/fill
GVOKE PFS INJ .5MG/0.1ML, 1MG/0.2ML F QL
(glucagon) QL= 2 inj/fill

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
of this table.
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mifepristone tab 300MG (KORLYM Equiv) F LD-PA-QL

QL= 4 tabs/day; Only available through
Korlym SPARK program 855-4Korlym
(855-456-7596)

ZEGALOGUE INJ .6MG/0.6ML (dasiglucagon hcl) F QL

QL= 2 inj/fill

DIPEPTIDYL PEPTIDASE-4 (DPP-4) INHIBITORS - Drugs to regulate blood sugar

Name of drug

ALOGLIPTIN TAB 12.5MG, 25MG, 6.25MG F QL

(alogliptin benzoate) QL= 1 tab/day

JANUVIA TAB 100MG, 25MG, 50MG (sitagliptin F QL

phosphate) QL= 1 tab/day
INCRETIN MIMETIC AGENTS - Drugs to regulate blood sugar

OZEMPIC INJ 2MG/3ML (semaglutide) F QL-RDX

QL= 1 pack/28 days; Diagnosis
Restricted — Type 2 Diabetes (E11)
INCRETIN MIMETIC AGENTS (GLP-1 RECEPTOR AGONISTS) - Drugs to regulate blood sugar

BYDUREON BCISE AUTO INJ 2MG/0.85ML F QL-RDX

(exenatide) QL= 4 inj/28 days; Diagnosis
Restricted — Type 2 Diabetes (E11)

BYDUREON INJ (exenatide) F QL-RDX

QL= 4 inj/28 days; Diagnosis
Restricted — Type 2 Diabetes (E11)

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
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BYDUREON PEN INJ 2MG (exenatide) F QL-RDX
QL=4 inj/28 days; Diagnosis
Restricted — Type 2 Diabetes (E11)
MOUNIJARO INJ 10MG/0.5ML, 12.5MG/0.5ML, F QL-RDX

15MG/0.5ML, 2.5MG/0.5ML, 5SMG/0.5ML,
7.5MG/0.5ML (tirzepatide)

QL=4 inj/28 days; Diagnosis
Restricted — Type 2 Diabetes (E11)

OZEMPIC INJ 2MG/1.5ML, 4MG/3ML, 8MG/3ML F QL-RDX

(semaglutide) QL= 1 pack/28 days; Diagnosis
Restricted — Type 2 Diabetes (E11)

RYBELSUS TAB 14MG, 3MG, TMG (semaglutide) F QL-RDX
QL~=1 tab/day; Diagnosis Restricted —
Type 2 Diabetes (E11)

TRULICITY INJ .75MG/0.5ML, 1.5MG/0.5ML, F QL-RDX

3MG/0.5ML, 4.5MG/0.5ML (dulaglutide) QL= 4 pens/28 days; Diagnosis

Restricted — Type 2 Diabetes (E11)

VICTOZA INJ 18MG/3ML (liraglutide) F QL-RDX
QL=9ml/30 days; Diagnosis Restricted
— Type 2 Diabetes (E11)
INSULIN - Drugs to regulate blood sugar
HUMALOG JR KWIKPEN INJ 100UNIT/ML (insulin F -
lispro)

HUMALOG KWIKPEN INJ 100UNIT/ML,
200UNIT/ML (insulin lispro)

F -

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
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HUMALOG MIX INJ 25UNIT/ML-75UNIT/ML, F -
SOUNIT/ML (insulin lispro protamine & lispro)

HUMALOG MIX KWIKPEN INJ SOUNIT/ML (insulin F -
lispro protamine & lispro (human))

HUMALOG PEN INJ 100UNIT/ML (insulin lispro) F -
HUMULIN MIX INJ (insulin isophane & reg F OTC
(human))

HUMULIN MIX PEN INJ 30UNIT/ML-70UNIT/ML F OTC
(insulin nph isophane & reg (human))

HUMULIN N INJ 100UNIT/ML (insulin nph (human) F OTC
(isophane))

HUMULIN N PEN INJ 100UNIT/ML (insulin nph F OTC
(human) (isophane))

HUMULIN R INJ 100UNIT/ML (insulin regular F OTC
(human))

HUMULIN R INJ U-500 SO0UNIT/ML (insulin F -
regular (human))

HUMULIN R U-500 KWIKPEN INJ 500UNIT/ML F -
(insulin regular (human))

INSULIN LISPRO INJ 100UNIT/ML (HUMALOG F -
Equiv) (insulin lispro)

LYUMIJEV INJ 100UNIT/ML (insulin lispro-aabc) F -
LYUMIJEV KWIKPEN INJ 100UNIT/ML, 200UNIT/ML F -

(insulin lispro-aabc)

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
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SEMGLEE INJ, INSULIN GLARGINE-YFGN INJ F -
100UNIT/ML (insulin glargine-yfgn)
SEMGLEE PEN, INSULIN GLARGINE-YFGN PEN F -

100UNIT/ML (insulin glargine-yfgn)
INSULIN SENSITIZING AGENTS - Drugs to regulate blood sugar

pioglitazone tab 15MG, 30MG, 45MG (ACTOS TAB F -
Equiv)
MEGLITINIDE ANALOGUES - Drugs to regulate blood sugar

nateglinide tab 120MG, 60MG (STARLIX Equiv) F -
repaglinide tab .5MG, IMG, 2MG (PRANDIN Equiv) F -

SODIUM-GLUCOSE CO-TRANSPORTER 2 (SGLT2) INHIBITORS - Drugs to regulate blood sugar
FARXIGA TAB 10MG, SMG (dapagliflozin F QL
propanediol) QL= 1 tab/day
JARDIANCE TAB 10MG, 25MG (empagliflozin) F QL

QL=1 tab/day
SULFONYLUREAS - Drugs to regulate blood sugar

glimepiride tab IMG, 2MG, 4MG (AMARYL Equiv) F -
glipizide ER tab 10MG, 2.5MG, 5MG (GLUCOTROL F -
XL Equiv)

glipizide tab 10MG, 5MG (GLUCOTROL Equiv) F -
GLYBURID MCR TAB 1.5MG, 3MG, 6MG (glyburide F -
micronized)

glyburide tab 1.25MG, 2.5MG, SMG (MICRONASE F -
Equiv)

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
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TOLAZAMIDE TAB (tolazamide) F -
TOLBUTAMIDE TAB 500MG (tolbutamide) F -

ANTIPERISTALTIC AGENTS - Drugs to treat diarrhea

DIPHENOXYLATE/ATROPINE LIQUID F -
.025MG/5ML-2.5MG/5ML (diphenoxylate w/
atropine)

ANTIPERISTALTIC AGENTS - Drugs to treat diarrhea

diphenoxylate/atropine tab .025MG-2.5M G F -
(LOMOTIL Equiv)

ANTIDOTES - CHELATING AGENTS - Drugs to treat overdose or toxicity
CHEMET CAP 100MG (succimer) F -
FERRIPROX SOLN 100MG/ML (deferiprone) F LD-PA
Only available through Ferriprox Total
Care 866-758-7071
OPIOID ANTAGONISTS - Drugs to treat opioid overdose or toxicity
naltrexone tab 50MG (REVIA Equiv) F -

ANTIDOTES - CHELATING AGENTS - Drugs to treat overdose or toxicity
deferasirox granules packet 180MG, 360MG, 90MG F LMSP
(JADENU Equiv)

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
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deferasirox tab 180MG, 360MG, 90MG (JADENU F LMSP
Equiv)
deferasirox tab for oral susp 125MG, 250MG, F LMSP
500MG (EXJADE Equiv)
deferiprone tab 1000MG, 500MG (FERRIPROX F LD-PA
Equiv) Only available through Lumicera

855-847-3553

OPIOID ANTAGONISTS - Drugs to treat opioid

overdose or toxicity

KLOXXADO NASAL SPRAY 8MG/0.1IML (naloxone F -
hcl)

naloxone hcl nasal spray 4MG/0.IML (NARCAN F OTC
Equiv)

naloxone inj .4MG/ML, 4MG/10ML F -
NALOXONE PREFILLED INJ .4MG/ML (naloxone $0 -
hcl)

naloxone prefilled inj 2MG/2ML $0 -
NARCAN NASAL SPRAY 4MG/0.1ML (naloxone hcl) F OTC
OPVEE NASAL SPRAY IMG/ML, 2.7MG/0.1ML F -
(nalmefene hcl (antidote))

ZIMHI SOLN 5MG/0.5ML (naloxone hcl) F -

5-HT3 RECEPTOR ANTAGONISTS - Drugs to treat nausea and vomiting

granisetron tab IMG (KYTRIL Equiv) F

QL
QL= 9 tabs/fill

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
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ondansetron ODT 4MG, 8MG (ZOFRAN Equiv) F -
ondansetron soln 4MG/5SML (ZOFRAN Equiv) F -
ONDANSETRON TAB 24MG (ondansetron hcl) F -
ondansetron tab 4MG, SMG F -

ANTIEMETICS - ANTICHOLINERGIC - Drugs to treat nausea and vomiting

meclizine chew tab 25M G (BONINE Equiv) F OTC
meclizine tab 12.5MG, 25MG (ANTIVERT Equiv) F OTC
scopolamine patch 1.5MG, IMG/3DAYS F -
(TRANSDERM-SCOP Equiv)

trimethobenzamide cap 300MG (TIGAN Equiv) F -

ANTIEMETICS - MISCELLANEOUS - Miscellaneous anti-emetics

Equiv)

AKYNZEO CAP .5MG-300MG F QL-RS
(netupitant-palonosetron) QL= 1 cap/fill; Restricted to Oncology
or Hematology Specialist
dronabinol cap 10MG, 2.5MG, SMG (MARINOL F PA
Equiv)
SUBSTANCE P/NEUROKININ 1 (NK1) RECEPTOR ANTAGONISTS - Drugs to treat nausea and
vomiting
aprepitant cap 125MG, 40MG, 80MG (EMEND F QL-RS

QL= 3 caps/fill; Restricted to
Oncology or Hematology Specialist

aprepitant pak (EMEND Equiv)

QL-RS
QL= 3 caps/fill; Restricted to
Oncology or Hematology Specialist

You can find information on what the symbols and abbreviations on this table mean by going to the beginning

of this table.

42

NC =Not Covered
EXC Plan Exclusion

LD Limited Distribution

OTC
RDX

Over-the-Counter
Restricted to Diagnosis

SMKG Smoking Cessation

generic =small letters
INF  Infertility

LMSP Lumicera Mandatory
Specialty Pharmacy
Program

PA Prior Authorization

RS Restricted to Specialist

ST Step Therapy

BRANDS =CAPITAL LETTERS

KMSP Kroger Mandatory
Specialty Pharmacy
Program

Mandatory Specialty
Pharmacy Program

MSP

OL Quantity Limit

SF Limited to two 15 day
fills per month for first 3
months

VAC  Vaccine Program




L.A. Care PASC-SEIU Homecare Workers Formulary
Last Updated 3/1/2024

DRUG NAME DRUG TIER REQUIREMENTS/LIMITS
What the drug will Necessary actions,

Name of drug
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VARUBI TAB 90MG (rolapitant hcl) F QL-RS

QL= 2 tabs/day; Restricted to Oncology

or Hematology Specialist
ANTIFUNGALS - Drugs to treat fungal infection

flucytosine cap 250MG, 500MG (ANCOBON Equiv) F -

griseofulvin micro tab 500MG (GRIFULVIN V Equiv) F -
griseofulvin susp 125MG/5ML (GRIFULVIN Equiv) F -
griseofulvin tab 125MG, 250MG (GRIS-PEG Equiv) F -
nystatin powder F -
nystatin tab 500000UNIT F -
terbinafine tab 250M G (LAMISIL Equiv) F -
IMIDAZOLE-RELATED ANTIFUNGALS - Drugs to treat fungal infections

fluconazole susp 10MG/ML, 40MG/ML (DIFLUCAN F -
Equiv)

fluconazole tab 100MG, 150MG, 200MG, 50MG F -
(DIFLUCAN Equiv)

itraconazole cap 100MG (SPORANOX Equiv) F -
ketoconazole tab 200M G (NIZORAL Equiv) F -
voriconazole tab 200M G, 50MG (VFEND Equiv) F -

ANTIHISTAMINES - ETHANOLAMINES - Drugs to treat cough, cold, and allergy symptoms
diphenhydramine cap 50mg 50MG (BENADRYL F Only 50mg covered
Equiv)

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
of this table.
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ANTIHISTAMINES - NON-SEDATING - Drugs to treat cough, cold, and allergy symptoms

DRUG NAME REQUIREMENTS/LIMITS
Necessary actions,

restrictions, or limits on use

Name of drug

cetirizine syrup IMG/ML, 5SMG/SML (ZYRTEC Equiv) F OTC
cetirizine tab 10MG, SMG (ZYRTEC Equiv) F OTC
loratadine chew tab SMG (CLARITIN Equiv) F OTC
loratadine ODT 10MG, 5SMG (CLARITIN Equiv) F OTC
loratadine syrup SMG/SML (CLARITIN Equiv) F OTC
loratadine tab 10MG (CLARITIN Equiv) F OTC

ANTIHISTAMINES - PHENOTHIAZINES - Drugs to treat cough, cold, and allergy symptoms

promethazine supp (PHENERGAN Equiv) F -
promethazine syrup 6.25MG/5SML F -
promethazine tab 12.5MG, 25MG, 50MG F -
(PHENERGAN Equiv)

PROMETHEGAN SUPP 50MG (promethazine hcl) F -

ANTIHISTAMINES - PIPERIDINES - Drugs to treat cough, cold, and allergy symptoms
cyproheptadine syrup 2MG/SML F -
cyproheptadine tab 4MG F -

ADENOSINE TRIPHOSPHATE-CITRATE LYASE (ACL) INHIBITORS - Drugs to treat high cholesterol
NEXLETOL TAB 180MG (bempedoic acid) F PA-QL
QL= 1 tab/day
ANTIHYPERLIPIDEMICS - COMBINATIONS - Drugs to treat high cholesterol
NEXLIZET TAB 10MG-180MG (bempedoic F PA-QL
acid-ezetimibe) QL= 1 tab/day
ANTIHYPERLIPIDEMICS - MISC. - Drugs to treat high cholesterol

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
of this table.
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omega-3-acid ethyl esters cap 1GM, F -
1GM-375MG-465MG (LOVAZA Equiv)

BILE ACID SEQUESTRANTS - Drugs to treat high cholesterol
cholestyramine lite powder 4GM/DOSE (QUESTRAN F -
LITE Equiv)
cholestyramine lite powder pack 4GM (QUESTRAN F -
LITE Equiv)
cholestyramine powder 4GM/DOSE (QUESTRAN F -
Equiv)
cholestyramine powder pack 4GM (QUESTRAN F -
Equiv)
colesevelam pack 3.75GM (WELCHOL Equiv) F -
colesevelam tab 625MG (WELCHOL Equiv) F -
colestipol tab 1GM (COLESTID Equiv) F -

FIBRIC ACID DERIVATIVES - Drugs to treat high cholesterol
fenofibrate cap 67mg, 134mg, 200mg 134MG, F -
200MG, 67MG (LOFIBRA Equiv)
fenofibrate tab 48mg, 54mg, 145mg, 160mg 145MG, F -
160MG, 48MG, 54MG (TRICOR Equiv)
fenofibric acid DR cap 135MG, 45MG (TRILIPIX F -
Equiv)
gemfibrozil tab 600MG (LOPID Equiv) F -

HMG COA REDUCTASE INHIBITORS - Drugs to treat high cholesterol

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
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atorvastatin tab 10MG, 20MG, 40MG, 80MG $0 -
(LIPITOR Equiv)
lovastatin tab 10MG, 20M G, 40MG (MEVACOR $0 -
Equiv)
pravastatin tab 10MG, 20MG, 40MG, 80MG $0 -
(PRAVACHOL Equiv)
rosuvastatin tab 10MG, 20MG, 40MG, SMG $0 -
(CRESTOR Equiv)
simvastatin tab 10MG, 20MG, 40MG, SMG (ZOCOR $0 80mg is Not Covered
Equiv)
INTESTINAL CHOLESTEROL ABSORPTION INHIBITORS - Drugs to treat high cholesterol
ezetimibe tab 10MG (ZETIA Equiv) | F |-
NICOTINIC ACID DERIVATIVES - Drugs to treat high cholesterol
niacin ER tab 1000MG, 500MG, 750MG (NIASPAN F -
Equiv)
PROPROTEIN CONVERTASE SUBTILISIN/KEXIN TYPE 9 INHIBITORS - Drugs to treat high
cholesterol
REPATHA INJ 140MG/ML (evolocumab) F LMSP-PA-QL
QL= 2 inj/28 days
REPATHA PUSHTRONEX INJ 420MG/3.5ML F LMSP-PA-QL
(evolocumab) QL= 1 inj/28 days

‘ ACE INHIBITORS - Drugs to treat high blood pressure |

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
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Equiv)

benazepril tab 10MG, 20MG, 40MG, SMG F -
(LOTENSIN Equiv)

captopril tab 100MG, 12.5MG, 25MG, 50MG F -
(CAPOTEN Equiv)

enalapril tab 10MG, 2.5MG, 20MG, SMG (VASOTEC F -
Equiv)

fosinopril tab 10MG, 20MG, 40MG (MONOPRIL F -
Equiv)

lisinopril tab 10MG, 2.5MG, 20MG, 30MG, 40MG, F -
SMG (PRINIVIL/ZESTRIL Equiv)

quinapril tab 10MG, 20MG, 40MG, 5MG (ACCUPRIL F -
Equiv)

ramipril cap 1.25MG, 10MG, 2.5MG, 5SMG (ALTACE F -

AGENTS FOR PHEOCHROMOCYTOMA - Drugs to treat high blood pressure

phenoxybenzamine cap 10MG (DIBENZYLINE Equiv) |

F

| LMSP

ANGIOTENSIN II RECEPTOR ANTAGONISTS - Drugs to treat high blood pressure

Equiv)

irbesartan tab 150MG, 300MG, 75MG (AVAPRO F -
Equiv)

losartan tab 100MG, 25MG, 50MG (COZAAR Equiv) F -
olmesartan tab 20MG, 40MG, SMG (BENICAR Equiv) F -
telmisartan tab 20MG, 40MG, 80MG (MICARDIS F -
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valsartan tab 160MG, 320MG, 40MG, 8O0MG F -
(DIOVAN Equiv)
ANTIADRENERGIC ANTIHYPERTENSIVES - Drugs to treat high blood pressure
clonidine patch .IMG/24HR, .2MG/24HR, F -
.3MG/24HR (CATAPRES-TTS Equiv)
clonidine tab (CATAPRES Equiv) F -
doxazosin tab IMG, 2MG, 4MG, 8MG (CARDURA F -
Equiv)
guanfacine IR tab IMG, 2MG (TENEX Equiv) F -
METHYLDOPA TAB 250MG, 500MG (ALDOMET F -
Equiv) (methyldopa)
methyldopa tab 250MG, 500MG (ALDOMET Equiv) F -
prazosin cap IMG, 2MG, SMG (MINIPRESS Equiv) F -
terazosin cap 10MG, IMG, 2MG, 5SMG (HYTRIN F -
Equiv)
ANTIHYPERTENSIVE COMBINATIONS - Drugs to treat high blood pressure
amlodipine/benazepril cap 10MG-20MG, F -
10MG-40MG, 2.5MG-10MG, 5MG-10MG,
SMG-20MG, SMG-40MG (LOTREL Equiv)
amlodipine/olmesartan tab 10MG-20MG, F -
10MG-40MG, 5SMG-20MG, 5SMG-40MG (AZOR TAB
Equiv)
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amlodipine/valsartan tab 10MG-160MG,
10MG-320MG, 5SMG-160MG, SMG-320MG
(EXFORGE Equiv)

atenolol/chlorthalidone tab 25MG-100MG,
25MG-50MG (TENORETIC Equiv)

benazepril/hydrochlorothiazide tab 10MG-12.5MG,
12.5MG-20MG, 20MG-25MG, 5MG-6.25MG
(LOTENSIN HCT Equiv)

bisoprolol/hydrochlorothiazide tab 2.5MG-6.25MG,
SMG-6.25MG, 6.25MG-10MG (ZIAC Equiv)

enalapril/hydrochlorothiazide tab 10MG-25MG,
SMG-12.5MG (VASERETIC Equiv)

fosinopril/hydrochlorothiazide tab 10MG-12.5MG,
12.5MG-20MG (MONOPRIL HCT Equiv)

irbesartan/hydrochlorothiazide tab 12.5MG-150MG,
12.5MG-300MG (AVALIDE Equiv)

lisinopril/hydrochlorothiazide tab 10MG-12.5MG,
12.5MG-20MG, 20MG-25MG (ZESTORETIC Equiv)

losartan/hydrochlorothiazide tab 12.5M G-100MG,
12.5MG-50MG, 25MG-100MG (HYZAAR Equiv)

METHYLDOPA/HYDROCHLOROTHIAZIDE TAB
I5SMG-250MG@G, 25MG-250MG (methyldopa &
hydrochlorothiazide)
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metoprolol/hydrochlorothiazide tab 25MG-100MG, F -
25MG-50MG, 50MG-100MG (LOPRESSOR HCT
Equiv)
olmesartan/hydrochlorothiazide tab 12.5M G-20MG, F -
12.5MG-40MG, 25MG-40MG (BENICAR HCT Equiv)
PROPRANOLOL/HYDROCHLOROTHIAZIDE TAB F -
25MG-40MG, 25MG-80MG (propranolol &
hydrochlorothiazide)
QUINAPRIL/HCTZ TAB 12.5MG-20MG F -
quinapril/hydrochlorothiazide tab 10MG-12.5MG, F -
12.5MG-20MG, 20MG-25MG (ACCURETIC Equiv)
valsartan/hydrochlorothiazide tab 12.5MG-160MG, F -
12.5MG-320MG, 12.5MG-80MG, 25MG-160MG,
25MG-320MG (DIOVAN HCT Equiv)

SELECTIVE ALDOSTERONE RECEPTOR ANTAGONISTS (SARAS) - Drugs to treat high blood

pressure
eplerenone tab 25MG, 50MG (INSPRA Equiv) | F |-
VASODILATORS - Drugs to treat high blood pressure
hydralazine tab 100MG, 10MG, 25MG, 50MG F -
(APRESOLINE Equiv)
minoxidil tab 10MG, 2.5MG (LONITEN Equiv) F -

ANTI-INFECTIVE AGENTS - MISC. - Miscellaneous anti-infective drugs
IMPAVIDO CAP 50MG (miltefosine) | F | PA

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
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metronidazole tab 250MG, 500MG (FLAGYL Equiv) F -
pentamidine neb soln 300MG (NEBUPENT Equiv) F LMSP
tinidazole tab 250MG, 500MG (TINDAMAX Equiv) F -
TRIMETHOPRIM TAB 100MG (PROLOPRIM Equiv) F -
(trimethoprim)
trimethoprim tab (PROLOPRIM Equiv) F -
XIFAXAN TAB 550MG 550MG (rifaximin) F QL

QL= 60 tabs/30 days

ANTI-INFECTIVE MISC. - COMBINATIONS - Miscellaneou

s anti-infective drug combinations

smz/tmp (DS) tab 160MG-800MG, 8OMG-400MG F -
(BACTRIM DS Equiv)
smz/tmp susp 40MG/5SML-200MG/5SML (BACTRIM, F -
SEPTRA Equiv)
ANTIPROTOZOAL AGENTS - Drugs to treat protozoan infections
ALINIA SUSP 100MG/5ML (nitazoxanide) F PA-QL
QL= 60ml/3 days
atovaquone susp 750MG/5SML (MEPRON Equiv) F -
LAMPIT TAB 120MG, 30MG (nifurtimox) F RS
Restricted to Infectious Disease
Specialist
nitazoxanide tab 500M G (ALINIA Equiv) F PA-QL

QL= 6 tabs/3 days

GLYCOPEPTIDES - Drugs to treat bacterial infections
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vancomycin cap 125MG, 250MG (VANCOCIN Equiv) F QL
QL= 56 caps/fill
LEPROSTATICS - Drugs to treat Leprosy (bacterial infections)

DRUG NAME REQUIREMENTS/LIMITS
Necessary actions,

restrictions, or limits on use

Name of drug

dapsone tab 100MG, 25MG | F | -
LINCOSAMIDES - Drugs to treat bacterial infections

clindamycin cap 150MG, 300MG, 75MG (CLEOCIN F -

Equiv)

MONOBACTAMS - Drugs to treat bacterial infections

CAYSTON INH SOLN 75MG (aztreonam lysine) F KMSP-RS
Restricted to Infectious Disease or
Pulmonology Specialist

OXAZOLIDINONES - Drugs to treat bacterial infections
linezolid susp 100MG/5SML (ZYVOX Equiv) F RS
Restricted to Infectious Disease
Specialist
RS
Restricted to Infectious Disease
Specialist
QL-RS
QL= 6 tabs/fill; Restricted to Infectious
Disease Specialist
PLEUROMUTILINS - Drugs to treat infections

linezolid tab 600MG (ZYVOX Equiv) F

SIVEXTRO TAB 200MG (tedizolid phosphate) F
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XENLETA TAB 600MG (lefamulin acetate) F QL-RS

QL= 14 tabs/180 days; Restricted to
Infectious Disease Specialist
URINARY ANTI-INFECTIVES - Drugs to treat bladder/kidney infections

methenamine hippurate tab 1GM (HIPREX Equiv) F -
nitrofurantoin macrocrystals cap 100MG, 50MG F -
(MACRODANTIN Equiv)

nitrofurantoin monohydrate cap 100MG (MACROBID F -
Equiv)

ANTIMALARIAL COMBINATIONS - Drugs to treat malaria (parasitic infections)
atovaquone/proguanil tab 100MG-250MG, F -
25MG-62.5MG (MALARONE Equiv)

ANTIMALARIALS - Drugs to treat malaria (parasitic infections)
chloroquine tab (ARALEN Equiv) F -
hydroxychloroquine tab 100M G, 200MG, 300MG, F -
400MG (PLAQUENIL Equiv)

KRINTAFEL TAB 150MG (tafenoquine succinate)
mefloquine tab 250MG (LARIAM Equiv)
primaquine tab 26.3MG (PRIMAQUINE Equiv)
pyrimethamine tab 25MG (DARAPRIM Equiv)

LD-PA-QL
QL= 3 tabs/day; Only available through
Walgreens 888-347-3416

You can find information on what the symbols and abbreviations on this table mean by going to the beginning
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ANTIMYASTHENIC/CHOLINERGIC AGENTS - Drugs to treat neurological disorders
FIRDAPSE TAB 10MG (amifampridine phosphate) F LD-PA

Only available through AnovoRx
844-288-5007

pyridostigmine CR tab 180MG (MESTINON Equiv) F -
pyridostigmine tab 60MG (MESTINON Equiv) F -

ANTI TB COMBINATIONS - Drugs to treat Tuberculosis (bacterial infections)
RIFAMATE CAP 150MG-300MG (isoniazid & F -

rifampin)

ANTIMYCOBACTERIAL AGENTS - Drugs to treat Tuberculosis (bacterial infections)
ethambutol tab 100MG, 400MG (MYAMBUTOL F -
Equiv)
isoniazid syrup 50MG/SML (ISONIAZID Equiv)
ISONIAZID TAB 100MG (iso