Univera SeniorChoice® Access (PPO)

Univera SeniorChoice® Advanced (HMO-POS)
Univera SeniorChoice® Basic (HMO)

Univera SeniorChoice® Extra (HMO)

Univera SeniorChoice® Secure (HMO-POS)
Univera SeniorChoice® Value Plus (HMO-POS)

2024 Formulary
(List of Covered Drugs)

PLEASE READ: THIS DOCUMENT CONTAINS INFORMATION ABOUT THE DRUGS

WE COVER IN THIS PLAN

This formulary was updated on 11/19/2024. For more recent information or other questions, please
contact Univera Healthcare at 1-877-883-9577 (TTY users should call 711), Monday — Friday,

8:00 a.m. — 8:00 p.m.; From October 1 to March 31, representatives are available to assist you seven
days a week from 8:00 a.m. — 8:00 p.m., or visit UniveraMedicare.com/Formulary.

Note to existing members: This formulary has changed since last year. Please review this document
to make sure that it still contains the drugs you take.

Univera Healthcare is an HMO and PPO plan with a Medicare contract. Enrollment in Univera Healthcare
depends on contract renewal.
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”

When this drug list (formulary) refers to “we,” “us,” or “our,” it means Univera Healthcare. When it refers to
“plan” or “our plan,” it means Univera Healthcare.

This document includes a list of the drugs (formulary) for our plan which is current as of 11/19/2024. For an
updated formulary, please contact us. Our contact information, along with the date we last updated the
formulary, appears on the front and back cover pages.

You must generally use network pharmacies to use your prescription drug benefit. Benefits, formulary,
pharmacy network, and/or copayments/coinsurance may change on January 1, 2024, and from time to time
during the year.

What is the Univera SeniorChoice® Access (PPO), Univera SeniorChoice®
Advanced (HMO-POS), Univera SeniorChoice®Basic (HMO), Univera
SeniorChoice® Extra (HMO), Univera SeniorChoice® Secure (HMO-POS), and
Univera SeniorChoice® Value Plus (HMO-POS) Formulary?

Aformulary is a list of covered drugs selected by our plan 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.
Our plan will generally cover the drugs listed in our formulary as long as the drug is medically necessary, the
prescription is filled at a plan network pharmacy, and other plan rules are followed. For more information on
how to fill your prescriptions, please review your Evidence of Coverage.

Can the Formulary (drug list) change?

Most changes in drug coverage happen on January 1, but we may add or remove drugs on the Drug List during
the year, move them to different cost-sharing tiers, or add new restrictions. We must follow the

Medicare rules in making these changes.

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

* New generic drugs. \We may immediately remove a brand-name drug on our Drug List if we are
replacing it with a new generic drug that will appear on the same or lower cost-sharing tier and with the
same or fewer restrictions. Also, when adding the new generic drug, we may decide to keep the brand-
name drug on our Drug List, but immediately move it to a different cost-sharing tier or add new restrictions.
If you are currently taking that brand-name drug, we may not tell you in advance before we make that
change, but we will later provide you with information about the specific change(s) we have made.

* |f we make such a change, you or your prescriber can ask us to make an exception and continue to
cover the brand-name drug for you. The notice we provide you will also include information on how to
request an exception, and you can find information in the section below titled “How do | request
an exception to the Univera SeniorChoice® Access (PPO), Univera SeniorChoice® Advanced
(HMO-PQS), Univera SeniorChoice® Basic (HMO), Univera SeniorChoice® Extra (HMO), Univera
SeniorChoice® Secure (HMO-POS), and Univera SeniorChoice® Value Plus (HMO-POS) Formulary?”.

* 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.
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* Other changes. We may make other changes that affect members currently taking a drug. For instance,
we may add a new generic drug to replace a brand-name drug currently on the formulary; or add new
restrictions to the brand-name drug or move it to a different cost-sharing tier or both. Or we may make
changes based on new clinical guidelines. |f 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, or at the time the member requests a refill of the drug, at which time the member
will receive a 30-day supply of the drug.

* If we make these other changes, you or your prescriber can ask us to make an exception and continue
to cover the brand-name drug for you. 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 |
request an exception to the Univera SeniorChoice® Access (PPO), Univera SeniorChoice®Advanced
(HMO-POS), Univera SeniorChoice® Basic (HMO), Univera SeniorChoice® Extra (HMO), Univera
SeniorChoice® Secure (HMO-PQOS), and Univera SeniorChoice® Value Plus (HMO-POS) Formulary?”,

Changes that will not affect you if you are currently taking the drug. Generally, if you are taking a drug on our
2024 formulary that was covered at the beginning of the year, we will not discontinue or reduce coverage of the
drug during the 2024 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 Drug List for the new benefit year
for any changes to drugs.

The enclosed formulary is current as of 11/19/2024. To get updated information about the drugs covered by our
plan, please contact us. Our contact information appears on the front and back cover pages. An updated copy of
the formulary book will be on our website and a printed copy can be requested on our website or by calling us at
the telephone numbers found on the front and back covers of this book.

How do | 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 Agents”. If you know what your drug is used for, look for the category name in the list
that begins on page 1. Then look under the category name for your drug.

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 89.
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 first column of the list.
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What are generic drugs?

Our plan covers both brand-name drugs and generic drugs. A generic drug is approved by the FDA as
having the same active ingredient as the brand-name drug. Generally, generic drugs cost less than brand-
name drugs.

Are there any restrictions on my coverage?

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

* Prior Authorization: Our plan requires you or your physician to get prior authorization for certain drugs.
This means that you will need to get approval from our plan before you fill your prescriptions. If you don’t
get approval, our plan may not cover the drug.

* Quantity Limits: For certain drugs, our plan limits the amount of the drug that our plan will cover.
For example, our plan provides 60 tablets per prescription for ENTRESTO. This may be in addition to
a standard one-month or three-month supply.

« Step Therapy: In some cases, our plan requires you 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, our plan may not cover Drug B unless you try Drug Afirst. If Drug A does
not work for you, our plan will then cover Drug B.

You can find out if your drug has any additional requirements or limits by looking in the formulary that begins
on page 1. You can also get more information about the restrictions applied to specific covered drugs by
visiting our Web site. We have posted online documents that explain our prior authorization and step therapy
restrictions. You may also ask us to send you a copy. Our contact information, along with the date we last
updated the formulary, appears on the front and back cover pages.

You can ask our plan to make an exception to these restrictions or limits or for a list of other, similar drugs that
may treat your health condition. See the section, “How do | request an exception to the Univera SeniorChoice®
Access (PPO), Univera SeniorChoice® Advanced (HMO-POS), Univera SeniorChoice® Basic (HMO), Univera
SeniorChoice® Extra (HMO), Univera SeniorChoice® Secure (HMO-POS), and Univera SeniorChoice® Value Plus
(HMO-POS) Formulary?” on page IV 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 formulary (list of covered drugs), you should first contact Customer Care

and ask if your drug is covered.

If you learn that our plan does not cover your drug, you have two options:

* You can ask Customer Care for a list of similar drugs that are covered by our plan. When you receive the
list, show it to your doctor and ask him or her to prescribe a similar drug that is covered by our plan.

* You can ask our plan to make an exception and cover your drug. See below for information about how
to request an exception.
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How do | request an exception to the Univera SeniorChoice® Access (PPO),
Univera SeniorChoice® Advanced (HMO-POS), Univera SeniorChoice® Basic
(HMO), Univera SeniorChoice® Extra (HMO), Univera SeniorChoice® Secure
(HMO-POS), and Univera SeniorChoice® Value Plus (HMO-POS) Formulary?

You can ask our plan to make an exception to our coverage rules. There are several types of exceptions

that you can ask us to make.

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

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

* You can ask us to waive coverage restrictions or limits on your drug. For example, for certain drugs, our
plan limits the amount of the drug that we will cover. If your drug has a quantity limit, you can ask us to waive
the limit and cover a greater amount.

Generally, our plan will only approve your request for an exception if the alternative drugs included on the plan’s
formulary, the lower cost-sharing drug or additional utilization restrictions would not be as effective in treating
your condition and/or would cause you to have adverse medical effects.

You should contact us to ask us for an initial coverage decision for a formulary, tier or utilization restriction
exception. When you request a formulary, tier or utilization restriction 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 doctor believe 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 doctor or other prescriber.

What do | do before | can talk to my doctor about changing my drugs or requesting
an exception?

As a new or continuing member in our plan you may be taking drugs that are not on our formulary. Or, you may be
taking a drug that is on our formulary but 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 doctor 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 doctor to determine the right course of action for you, we may cover your drug in

certain cases during the first 90 days you are a member of our plan.

For each of your drugs that is not on our formulary or if your ability to get your drugs is limited, we will cover a
temporary 30-day supply. If your prescription is written for fewer days, we’ll allow refills to provide up to a maximum
30-day supply of medication. After your first 30-day supply, we will not pay for these drugs, even if you have been a
member of the plan less than 90 days.

If you are a resident of a long-term care facility and you need a drug that is not on our formulary or if your ability
to get your drugs is limited, but you are past the first 90 days of membership in our plan, we will cover a 31-day
emergency supply of that drug while you pursue a formulary exception.
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Any member experiencing a level of care change, such as a change in their treatment setting, will be provided a one
time, up to 31-day supply of medication. This includes emergency supplies of non-formulary drugs and most Part D
drugs which require prior authorization or step therapy, or that have an approved quantity limit lower than the
beneficiary’s current dose.

For more information
For more detailed information about your Univera Healthcare prescription drug coverage, please review your
Evidence of Coverage and other plan materials.

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

If you have general questions about Medicare prescription drug coverage, please call Medicare at
1-800-MEDICARE (1-800-633-4227) 24 hours a day/7days a week. TTY users should call 1-877-486-2048.
Or, visit http://www.medicare.gov.

Univera Healthcare Formulary

The formulary that begins on the next page provides coverage information about the drugs covered by our plan.
If you have trouble finding your drug in the list, turn to the Index that begins on page 89.

The first column of the chart lists the drug name. Brand-name drugs are capitalized (e.g., ENTRESTO) and generic
drugs are listed in lower-case italics (e.g., atorvastatin).

The information in the Requirements/Limits column tells you if our plan has any special requirements for coverage
of your drug.

EXPLANATION OF REQUIREMENTS/LIMITS

In some cases, we require you to first try certain drugs to treat your medical
condition before we will cover another drug for that condition. For example, if
STEP THERAPY (ST) 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.

VERIFICATION FOR

PART B OR PART D These medications require prior authorization only to determine whether they

qualify for payment under Part B or Part D.

(B/D PA)
QUANTITY LIMITS For certain drugs, we limit the amount of the drug that we will cover. For example,
(QL) we provide 60 tablets per 30-day prescription for ENTRESTO.
PRIOR AUTHORIZATION Certain medications require prior a_uthorization. This; means that you need
PA approval before you fill your prescription. If you don't get approval, the drug
(PA) may not be covered.
RECOMMENDED Our plan covers all Part D adult vaccines recommended by the Advisory Committee
VACCINE (RV) on Immunization Practices (ACIP) at no member cost, regardless of tier.
INSULIN (I Member cost is no more than $35 for a 30-day supply of each insulin product

covered by our plan, regardless of tier.

11/19/2024 Vv UN-319Y24


 http://www.medicare.gov

PREFERRED PHARMACY EXPLANATION OF TIERS: 30-DAY SUPPLY

them at Preferred pharmacies.

In our network. You will pay a lower price on Tier 1 through Tier 4 prescriptions when you fill

TIER 1 TIER 2 TIER 3 TIER 4 TIER 5

Univera SeniorChoice® Access (PPO) $0 $12 $42¢ $95¢ 27%*
Univera SeniorChoice® Advanced . . o/ +
(HMO-POS) $0 $14 $42 $95 31%

Univera SeniorChoice® Basic (HMO) $0 $14 $42* $95* 30%*
Univera SeniorChoice® Extra (HMO) $0 $12 $42¢ 21%* 27%*
Univera SeniorChoice® Secure (HMO-POS) $0 $5 $42 $95 33%
Univera SeniorChoice® Value Plus 0

(HMO-POS) %0 $10 $42 $95 33%

+ $100 Deductible per year for Part D prescription drugs in Tier 3, Tier 4 and Tier 5.
* $200 Deductible per year for Part D prescription drugs in Tier 3, Tier 4 and Tier 5.
* $350 Deductible per year for Part D prescription drugs in Tier 3, Tier 4 and Tier 5.

at no member cost, regardless of tier.

Our plan covers all Part D adult vaccines recommended by the
Recommended Vaccines (RV) Advisory Committee on Immunization Practices (ACIP)

of tier, is no more than:

Plus (HMO-POS)

SeniorChoice® Extra (HMO)

Member cost for a 30-day supply of each formulary insulin
product covered by our plan at preferred pharmacies, regardless

- $25 for Univera SeniorChoice® Secure (HMO-POS), Univera
Insulin (1) SeniorChoice® Access (PPO), & Univera SeniorChoice® Value

- $30 for Univera SeniorChoice® Advanced (HMO-POS),
Univera SeniorChoice® Basic (HMO) and Univera

UN-319Y24 Vi
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STANDARD PHARMACY EXPLANATION OF TIERS: 30-DAY SUPPLY
In our network. You will pay more to fill your Tier 1 through Tier 4 prescriptions when you use

Standard pharmacies.

TIER 1 TIER 2 TIER 3 TIER 4 TIER 5

Univera SeniorChoice® Access (PPO) $5 $17 $47¢ $100* 27%*
Univera SeniorChoice® Advanced . N o +
(HMO-POS) $5 $19 $47 $100 31%

Univera SeniorChoice® Basic (HMO) $5 $19 $47* $100* 30%*
Univera SeniorChoice® Extra (HMO) $5 $17 $47¢ 21%* 27%*
Univera SeniorChoice® Secure 0

(HMO-POS) $5 $10 $47 $100 33%
Univera SeniorChoice® Value Plus 0

(HMO-POS) $5 $15 $47 $100 33%

+ $100 Deductible per year for Part D prescription drugs in Tier 3, Tier 4 and Tier 5.
* $200 Deductible per year for Part D prescription drugs in Tier 3, Tier 4 and Tier 5.
* $350 Deductible per year for Part D prescription drugs in Tier 3, Tier 4 and Tier 5.

Recommended Vaccines (RV)

Our plan covers all Part D adult vaccines recommended by the
Advisory Committee on Immunization Practices (ACIP) at no member
cost, regardless of tier.

Member cost for a 30-day supply of each formulary insulin product
covered by our plan at standard pharmacies, regardless of tier, is no
more than:

- $30 for Univera SeniorChoice® Secure (HMO-PQOS), Univera

Insulin (1) SeniorChoice® Access (PPO), & Univera SeniorChoice® Value Plus
(HMO-POS)
- $35 for Univera SeniorChoice® Advanced (HMO-POS), Univera
SeniorChoice® Basic (HMO) and Univera SeniorChoice® Extra
(HMO)
11/19/2024
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Preferred pharmacies.

PREFERRED PHARMACY EXPLANATION OF TIERS: 90-DAY SUPPLY

In our network. You will pay a lower price on Tier 1 through Tier 4 prescriptions when you fill them at

ﬁ‘;ﬂ?g‘:t;“’gﬁg:‘m"gziileg’der and TIER1 | TIER2 | TIER3 | TIER4 | TIERS
Univera SeniorChoice® Access (PPO) $0 $24 $84¢ $190* 27%*
Univera SeniorChoice® Advanced (HMO-POS) $0 $28 $84 $190* 31%*
Univera SeniorChoice® Basic (HMO) $0 $28 $84* $190* 30%*
Univera SeniorChoice® Extra (HMO) $0 $24 $84¢ 21%* 27%*
Univera SeniorChoice® Secure (HMO-POS) $0 $10 $84 $190 33%
Univera SeniorChoice® Value Plus (HMO-POS) $0 $20 $84 $190 33%

+ $100 Deductible per year for Part D prescription drugs in Tier 3, Tier 4 and Tier 5.
* $200 Deductible per year for Part D prescription drugs in Tier 3, Tier 4 and Tier 5.
* $350 Deductible per year for Part D prescription drugs in Tier 3, Tier 4 and Tier 5.

Recommended Vaccines (RV)

Our plan covers all Part D adult vaccines recommended
by the Advisory Committee on Immunization Practices
(ACIP) at no member cost, regardless of tier.

Insulin (1)

Member cost for a 90-day supply of each formulary
insulin product covered by our plan at preferred
pharmacies, regardless of tier, is no more than:

- $50 for Univera SeniorChoice® Secure (HMO-POS),
Univera SeniorChoice® Access (PPO), & Univera
SeniorChoice®Value Plus (HMO-POS)

- $60 for Univera SeniorChoice® Advanced (HMO-POS),
Univera SeniorChoice® Basic (HMO) and Univera
SeniorChoice® Extra (HMO)

UN-319Y24
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STANDARD PHARMACY EXPLANATION OF TIERS: 90-DAY SUPPLY
In our network. You will pay more to fill your Tier 1 through Tier 4 prescriptions when you use

Standard pharmacies.

Available through Mail Order and

many Retail Pharmacies TIER1 TIER2 | TIER3 | TIER4 | TIERS5
Univera SeniorChoice® Access (PPO) $10 $34 $94¢ $200° 27%*
Univera SeniorChoice® Advanced N N o/ +
(HMO-POS) $10 $38 $94 $200 31%
Univera SeniorChoice® Basic (HMO) $10 $38 $94* $200* 30%"*
Univera SeniorChoice® Extra (HMO) $10 $34 $94¢ 21%* 27%*
Univera SeniorChoice® Secure o
(HMO-POS) $10 $20 $94 $200 33%
Univera SeniorChoice® Value Plus 0
(HMO-POS) $10 $30 $94 $200 33%

+ $100 Deductible per year for Part D prescription drugs in Tier 3, Tier 4 and Tier 5.
* $200 Deductible per year for Part D prescription drugs in Tier 3, Tier 4 and Tier 5.
* $350 Deductible per year for Part D prescription drugs in Tier 3, Tier 4 and Tier 5.

Recommended Vaccines (RV)

Our plan covers all Part D adult vaccines recommended by the
Advisory Committee on Immunization Practices (ACIP) at no

member cost, regardless of tier.

Member cost for a 90-day supply of each formulary insulin
product covered by our plan at standard pharmacies, regardless

of tier, is no more than:

- $60 for Univera SeniorChoice® Secure (HMO-POS), Univera

Insulin (1) SeniorChoice® Access (PPO), & Univera SeniorChoice®Value
Plus (HMO-POS)
- $70 for Univera SeniorChoice® Advanced (HMO-POS),
Univera SeniorChoice® Basic (HMO) and Univera
SeniorChoice® Extra (HMO)
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DESCRIPTION OF TIERS

Preferred Generic: Select generic drugs that are used for maintenance of health for chronic
TIER 1 | conditions and offer clinical and cost savings advantages. Includes many of the preventive vaccines
recommended for adult immunization.

TIER 2 |Generic: Most other generic drugs on our formulary.

Preferred Brand: Preferred brand-name drugs that have unique significant clinical advantages
and offer overall greater value over the other products in the same drug class. Certain generic drugs
may appear in Tier 3 due to the high cost of the drug or the potential safety concerns for our Part D
members.

TIER 3

Non-Preferred Drug: All other brand-name drugs on our formulary. Certain generic drugs
TIER 4 |may appear in Tier 4 due to the high cost of the drug or the potential safety concerns for our Part D
members.

Specialty: High cost specialty generic and brand-name drugs that exceed $950 per month.

TIER S For drugs in Tier 5, you pay a percentage of the cost through coinsurance.
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DRUG

DRUG NAME TIER REQUIREMENTS / LIMITS
ANALGESICS (CONTINUED)

celecoxib Tier 2 | QL (60 per 30 days)
diclofenac epolamine 1.3% patch Tier4 | PA, QL (60 per 30 days)
diclofenac pot 50 mg tabler Tier 2

diclofenac sodium (1% gel, 1.5% topical soln, Tier 2
sod dr 25 mg tab, sod dr 50 mg tab, sod dr 75
mg tab, sod ec 25 mg tab, sod ec 50 mg tab,

sod ec 75 mg tab)

diclofenac sodium er Tier 2
diclofenac sodium-misoprostol/ Tier 3
diflunisal Tier 2
ec-naproxen Tier 4
etodolac Tier 2
etodolac er Tier 2
Jfenoprofen 600 mg tablet Tier 4
Jlurbiprofen Tier 2
IBU Tier 2
ibuprofen (100 mg/5 ml susp, 400 mg tablet, Tier 2

0600 mg tablet, 800 mg tablet)
mdomethacin (25 mg capsule, 50 mg capsule) Tier 2

ndomethacin er Tier 2
ketoprofen 50 mg capsitle Tier 4
ketoprofen er 200 mg capsule Tier4 | QL (30 per 30 days)
ketorolac 10 mg tabler Tier 2 | QL (20 per 30 days)
meclofenamate sodium Tier 2
meloxicam 15 mg tabler Tier 2 | QL (30 per 30 days)
meloxicam 7.5 me tablet Tier 2 | QL (60 per 30 days)
nabumetone Tier 2

naproxen (250 mg tablet, 375 mg tablet, 500 Tier 2
mg kit, 500 mg tablet)

naproxen (dr 375 me tablet, dr 500 mg tablet) Tier 4

naproxen sodium (275 mg tab, 550 mg tab) Tier 2
naproxen sodium ds Tier 2
naproxen-esomeprazole mag Tier 5 | PA, QL (60 per 30 days)
oxaprozin (600 mg caplet, 600 mg tablet) Tier 2
prroxicam Tier 2
sulindac Tier 2
| OPIOID ANALGESICS, LONG-ACTING
BELBUCA (75 MCG FILM, 150 MCG Tier4 | QL (60 per 30 days)
FILM, 300 MCG FILM, 450 MCG FILM)
BELBUCA (750 MCG FILM, 900 MCG Tier 5
FILM)

You can find information on what the symbols and abbreviations on this table mean by going to page V.
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DRUG

DRUG NAME TIER REQUIREMENTS / LIMITS
ANALGESICS (CONTINUED)

BELBUCA 600 MCG FILM Tier 4

buprenorphine patch Tier 3

Sentanyl (12 mcg/hr patch, 25 mcg/lr patch, 50 | Tier 2
meg/hr patch, 75 mcglhr patch, 100 mcg/hr

patch)
Sentanyl (37.5 mcg/hr patch, 62.5 mcg/hr Tier 4
paicl)
fentanyl 87.5 mcg/hr patch Tier 5
hydrocodone bitartrate er (er 10 mg capsule, Tier 4

er 15 mg capsule, er 20 mg capsule, er 30 mg
capsule, er 40 me capsule, er 50 me capsule)

hydromorphone er Tier 4
levorphanol tartrate Tier 5
methadone /icl (5 mg tablet, 5 mg/5 m/ Tier 2
solution, 10 mg tablet, 10 mg/5 ml solution, 10

mg/m/ oral conc)

METHADONE INTENSOL Tier 2
METHADOSE (10 MG/ML ORAL CONC, Tier 2
40 MG TABLET DISPR)

morphine sulfate er (10 mg cap, 20 mg cap, 30 Tier 4
mg cap, 30 mg cap, 60 mg cap, 75 mg cap, 50
mg cap, 90 mg cap, 100 mg cap, sulf er 100 mg
tablet, sulf er 200 mg tablet)

morphine sulfate er (40 mg cap, 45 mg cap, Tier 3
120 mg cap)
morphine sulfate er (er 15 mg tablet, er 30 mg Tier 2
tablet, er 60 me tablet)

oxycodone hcl er Tier 4
oxymorphone hcl er Tier 4
tramadol hcl er (100 mg capsule, 100 mg Tier 3

tablet, er 100 mg tablet, 200 mg capsule, 200
mg tablet, er 200 mg tablet, 300 mg capsule,

300 mi rablet, er 300 mi z‘ab/eli

acetaminop/lien-codeine (acetamin-codein 300- Tier 2
30 mg/l2.5, acetaminop-codeine 120-12 mg/J,
acetaminophien-cod #2 tablet, acetaminophen-
cod #3 tablet, acetaminophen-cod #4 rtablet)

asa-butalb-caffeine-codeimne Tier 4
ASCOMP WITH CODEINE Tier 4
butalb-acetamin-caff 50-325-40 tab Tier 4
butalb-apap-caf-cod 50-325-40-30 cap Tier 4
butalbital compound-codeine Tier 4

You can find information on what the symbols and abbreviations on this table mean by going to page V.
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DRUG NAME

butalbital-acetaminophen 50-325 tab

DRUG
TIER

Tier 4

REQUIREMENTS / LIMITS

ANALGESICS (CONTINUED

butalbital-aspirin-caffeine

Tier 4

butorphanol 10 mg/m/ spray

Tier 4

codeine sulfate (15 meg tablet, 30 mg tablet)

Tier 2

codeine sulfate 60 mg tablet

Tier 3

ENDOCET

Tier 2

Sentanyl citrate (cit 100 mcg buccal tb, cit 200
mcg buccal th, cit 400 mcg buccal th, cir 600
mecg buccal th, cit 800 mcg buccal th, cit otfc
1,200 mcg, cit otfc 1,600 mcg, otfc 400 mcg,
otfc 600 mcg, otfc 800 mcg)

Tier 5

PA

Jfentany/ citrate otfc 200 mceg

Tier 4

PA

hydrocodone-acetaminophen (5-300 mg, 7. 5-
300, 10-300 mg)

Tier 3

hydrocodone-acetaminophen (hydrocodone-
acetamin 2.5-108/5, hydrocodone-acetamin 3-
217710, hydrocodone-acetamin 5-325 myg,
hydrocodone-acetamin 7.5-323, hydrocodone-
acetamin 10-325 mg, hiydrocodone-acetamin
10-325/15, hydrocodone-acetamn 7.5-325/15)

Tier 2

hyvdrocodone-ibuprofen (5-200 mg, 7.5-200)

Tier 3

hydrocodone-ibuprofen 10-200

Tier 4

hydromorphone hcl (0.5 mg/0.5 ml, 1 mg/m/
amp, 1 mg/ml carpujct, 1 mg/ml solution, 7
mg/ml syringe, 2 mg tablet, 2 mg/ml amp, 2
mg/ml carpujct, 2 mg/ml isecure, 2 mg/m/
syringe, 2 mg/ml vial, 4 mg tablet, 4 mg/m/
amp, 4 mg/ml carpujct, 5 mg/5 ml soln, 8 mg
lablet)

Tier 2

LAZANDA (100 MCG NASAL SPRAY,
400 MCG NASAL SPRAY)

Tier 5

PA

metformin ficl 850 mg tablet (inmediate-
release)

Tier 2

QL (30 per 30 days)

morphine sulfate (2 mg/ml carpuject, 2 mg/m/
syringe, 4 mg/ml carpuject, 4 mg/ml syringe, 4
mg/ml vial, 5 mg/10 ml vial, 5 mg/ml syringe, §
mg/ml vial, 10 mg/10 m/ vial, 10 mg/m/
carpuject, 10 meg/ml syringe, 10 mg/m/ vial)

Tier 3

morphine sulfate (ir 15 mg tab, ir 30 mg tab,
sulf 10 mg/5 ml cup, sulf 10 mg/5 ml soln, sulf’
20 mo/5 ml soln, sulf 100 mo/5 m/ conc)

Tier 2

nalbuphine hcl

Tier 2

oxycodone hicl ((ir) 5 mg cap, (ir) 5 mg
tablet, 5 mg tablet, 5 mg/5 ml cup, 5 mg/5 ml/
soln, (1r) 10 mg tab, (ir) 15 mg tab, 15 mg
tablet, (ir) 20 mg tab, 20 mg tablet, (ir) 30
mg tab, 30 mg tablet)

Tier 2

You can find information on what the symbols and abbreviations on this table mean by going to page V.
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DRUG NAME

oxycodone hcl 100 mg/5 ml conc

DRUG
TIER

Tier 4

REQUIREMENTS / LIMITS

ANALGESICS (CONTINUED)

oxycodone-acetaminophen (oxycodon-
acetaminophien 2. 5-325, oxycodon-
acetaminophen 7.5-325, oxycodone-
acetaminophen 5-325, oxycodone-
acetaminophien 10-325, oxycodone-
acetaminoplin 2. 5-325, oxycodone-
acetaminophin 7.5-325)

Tier 2

oxymorphone hcl

Tier 3

pentazocine-naloxone hicl

Tier 3

SUBSYS (100 MCG SPRAY, 200 MCG
SPRAY, 400 MCG SPRAY, 600 MCG
SPRAY, 800 MCG SPRAY, 1,200 MCG
SPRAY, 1,600 MCG SPRAY)

Tier 5

PA

tramado! hcl 100 mg tablet

Tier 3

tramadol hcl 50 me tablet

Tier 2

lidocaine 5% ointment

Tier 3

tramadol hcl-acetaminophen Tier 2
ANESTHETICS (CONTINUED)

lidocaine 5% patch

Tier 3

PA, QL (90 per 30 days)

lidocaine hicl (0.5% vial, 1% 100 mg/10 ml, 1%
20 mg/2 ml, 1% 20 mg/2 ml vl 1% 300 mg/70
ml, 1% 50 mg/5 ml, 1% 50 mg/5 m/ vi, 1%
abboject, 1% ampul, 1% syringe, 1% vial, 1.5%
ampul, 2% 100 mg/5 ml, 2% 1000 mg/50 ml,
2% 200 mg/10 ml, 2% 40 mg/2 ml, 2% 40 mg/2
ml v, 2% abboject, 2% jel urojet ac, 2% jelly,
2% jelly uro-jet, 2% luer-jet, 2% syringe, 2%
vial, 4% ampul, 4% solution, 100 mg/5 m/
(2%%) syr)

Tier 2

lidocaine hicl viscous

Tier 2

lidocaine-prifocaine

Tier 2

PLIAGLIS

Tier 4

SYNERA

Tier 4

ZTLIDO

Tier 4

PA, QL (90per 30 days

ANTI-ADDICTION/SUBSTANCE ABUSE TREATMENT AGENTS (CONTINUED)

s/)

acamprosate calcium Tier 3
disulfiram Tier 3
naltrexone hicl Tier 2
buprenorphine hcl (2 mg tablet si, 8 mg tablet Tier 2

You can find information on what the symbols and abbreviations on this table mean by going to page V.
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DRUG NAME

DRUG
TIER

REQUIREMENTS / LIMITS

ANTI-ADDICTION/SUBSTANCE ABUSE TREATMENT AGENTS (CONTINUED)

tablet, apo-varenicline I mg tablet, varenicline
0.5 mg tablet, varenicline I mg cont month bx,
varenicline I mg tablet

ANTIBACTERIALS (CONTINUED)

buprenorphine-naloxone Tier 2

lofexidine hcl Tier 5

LUCEMYRA Tier 5

VIVITROL Tier 5

KLOXXADO Tier 3 | QL (2 per 30 days)
naloxone hcl (0.4 mg/ml carpuject, 0.4 mg/m/ Tier 2

syringe, 0.4 mg/ml vial, 2 mg/2 ml syringe, 4

mg nasal spray, 4 mg/10 ml vial)

NARCAN Tier 3

OPVEE Tier 3

ZIMHI Tier 3

bupropion hcl sr 150 mg tabler Tier 2

NICOTROL Tier 4

NICOTROL NS Tier 4

varenicline starting montf box Tier4 | QL (336 per 365 days)
varenicline starting month box Tier4 | QL (336 per 365 days)
varenicline tartrate (apo-varenicline 0.5 mg Tier 3 | QL (336 per 365 days)

amikacin sulfate Tier 2
ARIKAYCE Tier 5 | PA, QL (236 per 28 days)
gentamicin sulfate (0.1% cream, 0.1% Tier 2
omtment, ped 20 mg/2 m/l vial, 80 mg/2 ml vial,

800 meg/20 ml vial)

gentamicin sulfate in ns (isoton 60 mg/350 ml, Tier 2
80 mg/ns 100 ml pb, 80 mg/ins 50 ml pb, iso 100

mg/100 mil, iso 120 mg/100 mil, isoton 80

mg/100 ml, isoton 80 mg/50 ml, 100 mg/ns 100

ml. isoton 100 mgo/50 ml)

neomycin sulfate Tier 2
paromomycin sulfate Tier 2
streptomycin sulfate Tier 4
tobramycin sulfate (1.2 gm vial, 1.2 gram/30 Tier 3
ml vial, 10 mg/ml vial, 40 mg/m/ vial, 80 mg/2

ml vial, 71,200 mo/30 ml vial,

acetic acid 0.25% irrig soln Tier 4

You can find information on what the symbols and abbreviations on this table mean by going to page V.
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DRUG NAME

DRUG
TIER

REQUIREMENTS / LIMITS

ANTIBACTERIALS (CONTINUED

acetic acid 2% ear solution Tier 2
aztreonam Tier 2
CLEOCIN 100 MG VAGINAL OVULE Tier 4
CLINDACIN ETZ 1% PLEDGET Tier 4
CLINDACIN P Tier 4
clindamycin (pediatric) Tier 2
clindamycin hel Tier 2
clindamycin pediatric Tier 2
clindamycin phosphate (2% vaginal cream, ph Tier 2
9 2/60 m! vial, ph 300 mg/2 ml vi, ph 600 mg/4

ml vl ph 900 mg/6 ml vl phos 1% pledeet)

clindamycin phosphate-dsw Tier 2
colistimethate Tier 4
DALVANCE Tier 5
daptomycin Tier 5
daptomycin-0.9% nacl Tier 5
FIRVANQ (25 MG/ML SOLUTION, 50 Tier 3
MG/ML SOLUTION)

Josfomycin tromethamine Tier 3
linezolid 100 mg/5 mil susp Tier 5
linezolid 600 mg tablet Tier4 | QL (60 per 30 days)
linezolid-0.9% nacl Tier 4
linezolid-ds5w Tier 4
methenamine hippurate Tier 2
METRO IV Tier 2
metronidazole (0.75% cream, topical 0.75% g1, Tier 2
vaginal 0.75% gl, 250 mg tablet, 500 mg tablet,

300 mg/100 ml)

metronidazole (0.75% lotion, top 1% gel pump, | Tier 3
topical 1% gel)

metronidazole 375 mg capsile Tier 4
nitrofurantoin (50 mg cap, 100 mg cap) Tier 2
nitrofurantoin mcr 25 mg cap Tier 3
nitrofurantom mono-macro Tier 2
NUVESSA Tier 4
PRIMSOL Tier 4
SIVEXTRO Tier 5 | PA, QL (6 per 6 days)
SOLOSEC Tier 4
ligecycline Tier 5
linidazole Tier 2
lrimethoprim Tier 2

You can find information on what the symbols and abbreviations on this table mean by going to page V.
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DRUG NAME

DRUG
TIER

REQUIREMENTS / LIMITS

ANTIBACTERIALS (CONTINUED

tablet)

vancomycin 750 mg/150 ml bag Tier 2
vancomycin hcl (1 gm add-van vial, 1 gm vial, Tier 3
1.25 gm/250 ml bag, 1.75 gm/350 ml bag, 1.75

gram vial, 2 gram vial, 5 gm vial, 10 gm vial,

25 mo/ml oral soln, 100 gm smartpak)

vancomycin hcl (1 gram/200 m/ bag, 1g/200 m/ | Tier 2
bag, 1.25 gram vial, 1.5 gram vial, 250 mg vial,

300 mg a-v vial, 500 mg add-van vial, 500 mg

vial, 750 me add-van vial, 750 mg vial)

vancomycin hcl (125 mg capsule, 250 mg Tier 4
capsule)

vancomycin in 0.9 % sodium chloride Tier 2
vancomycin-ddw 300 mg/100 ml/ Tier 2
XENLETA 600 MG TABLET Tier 5 | PA, QL (14 per 7 days
cefaclor (125 mg/5 ml susp, 250 mg capsule, Tier 2
230 mg/5 ml susp, 375 mg/5 ml suspen, 500 mg

capsile)

cefaclor er Tier 3
cefadroxil (250 mg/5 ml susp, 500 mg capsule, Tier 2
300 mg/5 ml susp)

cefadroxil I gm tablet Tier 3
cefazolin sodium (1 gm add-van vial, I gm vial/, | Tier 2
10 gm vial, 20 gm bulk vial, sod 100 gm bulk

bag, sod 300 gm bulk bag, 500 mg vial)

cefazolin sodium-dextrose (1 g/50, 2 g/100, 2 Tier 2
2/50)

cefdinir (125 mg/5 ml susp, 250 mg/5 m/ susp, Tier 2
300 mg capsule)

cefepime Tier 4
cefepime hicl Tier 4
cefepime-dextrose Tier 4
cefixime (100 mg/5 ml susp, 200 mg/5 m/ susp, Tier 3
400 mg capsule)

CEFOTAN 2 GM VIAL Tier 2
cefotaxime sodium Tier 2
cefotetan & dextrose Tier 2
cefotetan 10 om vial Tier 2
cefoxitin Tier 2
cefoxitin sodium Tier 2
cefpodoxime proxeti/ (100 mg tablet, 200 mg Tier 2

You can find information on what the symbols and abbreviations on this table mean by going to page V.
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DRUG

DRUG NAME TIER REQUIREMENTS / LIMITS
cefpodoxime proxetil (350 mg/5 ml susp, 100 Tier 3

mg/5 ml susp)

cefprozil (125 mg/5 ml susp, 250 mg tablet, Tier 2

250 meo/5 ml susp, 500 mg tablet)

ceflazidime Tier 2

ceftriaxone (I gm add-vant vial, 1 gm Tier 2

piggvback, I gm vial, I gm-ddSw bag, 2 gm add
vial, 2 gm piggyback, 2 gm vial, 2 gm-dSw bag,
10 gm vial, 100 gram bulk bag, 250 mg vial,

300 mg vial)
cefuroxime Tier 2
cefuroxime sodium Tier 2

cephalexin (125 mg/5 ml susp, 250 mg capsule, Tier 2
230 mg tablet, 250 mg/5 ml susp, 500 mg
capsile, 500 mg tablet)

cephalexin 750 mg capsule Tier 4
FETROJA Tier 5
TEFLARO Tier 5
ZERBAXA Tier 5
amoxicillin (125 mg tab chew, 125 mg/5 m/ Tier 2

susp, 200 mg/5 ml susp, 250 mg capsule, 250
mg tab chew, 250 mg/5 ml susp, 400 mg/5 m/
susp, 500 mg capsule, 500 mg tablet, 875 mg

lablet)
amoxicillin-clavulanate pot er Tier 3
amoxicillin-claviulanate potass (200-28.5 mg Tier 3

tab chew, 200-28.5 mg/5 ml sus, 250-62.5 mg/5
ml sus, 400-57 mg tab chew, 400-57 mg/5 m/
susp, 600-42.9 ma/5 m/l sus)

amoxictllin-clavilanate potass (250-125 mg Tier 2
tablet, 500-125 mg tablet, §75-125 mg tabler)
ampictllin sodium (1 gm add-vantage v/, 1 gm Tier 3
vial, 10 gm bottle, 10 gm vial 125 mg vial)
ampicillin sodium (2 gm add-vantage vi, 2 gm Tier 2
vial, 250 me vial, 500 me vial)

ampicillin trifivdrate Tier 2
ampicillin-sulbactam Tier 3
BICILLIN C-R Tier 4
BICILLIN L-A Tier 4
dicloxacillin sodium Tier 2
EXTENCILLINE Tier 4

You can find information on what the symbols and abbreviations on this table mean by going to page V.
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DRUG

DRUG NAME TIER REQUIREMENTS / LIMITS
LENTOCILIN S Tier 4
nafcillin Tier 4
naycillin sodum Tier 4
oxacillin Tier 4
oxactllin sodium Tier 4
pen g 1.2 million unit/2 m/ Tier 4
penicillin g sodium Tier 4
penicillin gk-iso-osm dextrose Tier 4
penicillin v potassium (125 mg/5 m/l soln, 250 Tier 2
mg tablet, 250 mg/5 ml soln, 500 mg tablet)
PFIZERPEN Tier 2

i 'ierczczZ/z’iz-Zazobacmm Tier 3
ertapenern Tier 4
mnipenem-cilastatin 500 mg v/ Tier 4
meropenem v 1 gm vial Tier 4
meropenen 1v 3500 mg vial Tier 3
meropenem-0.9% nacl 1 gram/50 Tier 4
meropenem-0.9% nacl 500 mg/50 Tier 3
RECARBRIO Tier 5
VABOMERE Tier 4

dr 250 mg tablet, dr 333 mg tablet, 500 mg
tablet, dr 500 mge tablet)

azithromycin (1 gm pwd packet, 100 mg/5 ml/ Tier 2
susp, 200 mg/5 ml susp, 250 mg tablet, 500 mg

add-van v, 500 mg tablet, 600 mg tablet, i v.

300 mg vial)

c/a;llf/zmm ryein (125 mgl5 ml sus, 250 mg/5 ml Tier 4
Sus

clarithromycin (250 mg tablet, 500 mg tabler) Tier 2
clarithromycin er Tier 3
DIFICID (40 MG/ML SUSPENSION, 200 Tier 5
MG TABLET)

E.E.S. 400 Tier 3
ERYTHROCIN STEARATE Tier 4
ervthromycin (250 mg tablet, dr 250 mg cap, Tier 3

ervthromycin es 400 mg tab

BAXDELA

Tier 3

Tier 5

QL (28 per 14 days)

ciprofloxacin (250 mg/5 m/ susp, 400 mg/40 m/
v/)

Tier 2

You can find information on what the symbols and abbreviations on this table mean by going to page V.
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DRUG NAME

DRUG
TIER

REQUIREMENTS / LIMITS

ANTIBACTERIALS (CONTINUED

ciprofloxacin ficl (250 mg tab, 500 mg tab, 750 | Tier 2
mge tab)

ciprofloxacin fic/ 100 mg tab Tier 4
ciprofloxacin-dsw Tier 2
levofloxacin (25 mg/ml solution, 250 mg/l/0 m/ | Tier 3
soln, 500 mg/20 ml soln)

levofloxacin (250 mg tablet, 500 mg tablet, Tier 2
300 mg/20 ml vial, 750 mg tablet, 750 mg/30

ml vial)

levofloxacin-ddSw (250 mg/50, 500 meg/100) Tier 2
moxifloxacin 400 mg/250 m/ bag Tier 4
moxifloxacin hcl Tier 2

oﬁoxacz'n ia’ﬂﬁ mi tablet, 400 mi Zab/efi Tier 3

100 mg tablet)

sodium sulfacetamide 10% lot Tier 2
sulfacetamide sodium (sod top susp, sodium Tier 2
lotn)

sulfadiazine Tier 2
sulfamethoxazole-trimethoprim (20 ml cup, ds Tier 2
tablet, ss tablet, susp)

SULFATRIM Tier 2
demeclocycline hcl Tier 3
DOXY 100 Tier 4
doxycycline hyclate (50 mg cap, 100 mg cap, Tier 2
100 mg tab)

doxycycline hyclate (50 mg tablet, hiyc dr 50 Tier 4
mg tab, 75 mg tab, 100 mg vl 150 mg tab)

doxycycline hyclate (dr 75 mg tab, dr 100 mg Tier 3
tab, dr 150 mg tab, dr 200 mg tab)

doxycycline ir-dr Tier 4
doxycycline mono 150 mg tabler Tier 3
doxycycline mono 75 mg capsitle Tier 4
doxycycline monohydrate (25 mg/5 m/ susp, Tier 2
mono 50 mg cap, mono 50 mg tablet, mono 75

mg tablet, mono 100 mg cap, mono 100 mg

tablet)

minocycline er (105 mg tablet, 135 mg tablet) Tier 4
minocycline hcl (30 mg capsule, 75 mg Tier 2
capsile, 100 mg capsile)

minocycline hel (30 mg tablet, 75 mg tablet, Tier 3

You can find information on what the symbols and abbreviations on this table mean by going to page V.
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DRUG

DRUG NAME TIER REQUIREMENTS / LIMITS
minocycline hcl er Tier 4

NUZYRA (150 MG TABLET, 150 MG Tier 5 | PA, QL (30 per 14 days)
TABLET-7 DAY, 150 MG-7 DAY WITH

LOAD)

ORACEA Tier 4

tetracycline hel (250 mg capsule, 500 mg Tier 2

capsule)

VIBRAMYCIN 50 MG/5 ML SYRUP Tier 4

ANTICONVULSANTS (CONTINUED)

BRIVIACT (10 MG TABLET, 25 MG Tier 5 | QL (60 per 30 days)
TABLET, 50 MG TABLET, 75 MG
TABLET, 100 MG TABLET)

BRIVIACT 10 MG/ML ORAL SOLN Tier 5 | QL (600 per 30 days)
DIACOMIT Tier 4

EPIDIOLEX Tier5 | PA

EPRONTIA Tier 4

felbamate (400 mg tablet, 600 me tablet) Tier 4

Jelbamate (600 mg/5 ml susp, 600 mg/5 ml Tier 5

SUSp cup)

FINTEPLA Tier 5 | PA

FYCOMPA (0.5 MG/ML ORAL SUSP, 4 Tier 5

MG TABLET, 6 MG TABLET, § MG
TABLET, 10 MG TABLET, 12 MG

TABLET)

FYCOMPA 2 MG TABLET Tier 4
lamotrigine (green) Tier 4
lamotrigine (orange) Tier 4
lamotrigine er Tier 4

levetiracetam (100 mg/ml soln, 250 mg tablet, Tier 2
300 mg tablet, 500 mg/5 m! cup, 500 mg/5 m/
soln, 750 mg tablet, 1,000 mg tablet,

1,000mg/10m/ cup)

levetiracetam er 500 mg tablet Tier 2 | QL (180 per 30 days)
levetiracetam er 750 mg tablet Tier 2 | QL (120 per 30 days)
SPRITAM (250 MG TABLET, 500 MG Tier4 | QL (60 per 30 days)
TABLET, 1,000 MG TABLET)

SPRITAM 750 MG TABLET Tier4 | QL (120 per 30 days)
SUBVENITE (GREEN) Tier 4

SUBVENITE (ORANGE) Tier 4

lapz’amale er (150 mg capsule, 150mg sprink Tier 4

cap

You can find information on what the symbols and abbreviations on this table mean by going to page V.
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DRUG NAME

DRUG
TIER

REQUIREMENTS / LIMITS

ANTICONVULSANTS (CONTINUED)

loprramate er (25mg cap, 50mge cap) Tier4 | QL (30 per 30 days)
toprramate er 100mg sprink cap Tier 5 | QL (30 per 30 days)
to,zz’rczmate er 200 mg capsule (generic qudexy Tier 5

X7

topiramate er 200 mg capsule (generic Tier4 | QL (90per 30 days)
lrokendi xr)

valproic acid (250 mg capsule, 250 mg/5 m/ Tier 2

cup, 250 mg/5 ml soln, 500 mg/10 m/ cup, 500

mg/10 ml sol)

XCOPRI (150 MG TABLET, 200 MG Tier 5 | QL (60 per 30 days)
TABLET)

XCOPRI (25 MG TABLET, 50 MG Tier 5 | QL (30 per 30 days)
TABLET, 100 MG TABLET)

XCOPRI (250 MG DAILY PACK, 350 MG Tier 5 | QL (56 per 28 days)
DAILY PACK)

XC)OPRI (50-100 MG PAK, 150-200 MG Tier 5 | QL (28 per 28 days)
PK

XCOPRI 12.5-25 MG TITRATION PK Tier 3 | QL (28 per 28 days)
ZTALMY Tier 5 | PA

20 mg/5 ml cup, 20 mg/5 ml elix, 20 mg/5 m/
soln, 30 mg tablet, 30 mg/7.5 ml cup, 32.4 mg
tablet, 60 mg tablet, 60 mg/l5 m/l cup, 64.8 mg
tablet, 97.2 mg tablet, 100 mg tablet)

ethosuximide (250 mg capsule, 250 mg/5 m/ Tier 2
soln)

methsuximide Tier 4
clobazam (2.5 mg/ml suspension, 10 mg tablet, Tier 3
20 mg tablet)

clonazepam Tier 2
clorazepate dipotassium Tier 3
DIASTAT Tier 4
DIASTAT ACUDIAL Tier 4
dl'azepam (10 mg/2 ml carpuject, 50 mg/10 m/ Tier 2
via.

diazepam (2.5 mg rectal gel sys, 10 mg rectal Tier 4
gel syst, 20 mg rectal gel syst)

gabapentin (100 mg capsule, 600 mg tablet) Tier 2
LIBERVANT Tier 4
NAYZILAM Tier 4
phenobarbital (15 mg tablet, 16.2 mg tablet, Tier 2

You can find information on what the symbols and abbreviations on this table mean by going to page V.
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DRUG NAME

DRUG
TIER

REQUIREMENTS / LIMITS

ANTICONVULSANTS (CONTINUED)

ext 200 mg cap, ext 300 mg cap)

pregabalin 20 mg/m/ solution Tier 3

pregabalin 200 mg capsule Tier 3 | QL (90per 30 days)
pregabalin 300 mg capsule Tier 3 | QL (60 per 30 days)
primidone (350 mg tablet, 250 mg tablet) Tier 2

primidone 125 mg tablet Tier 4

SYMPAZAN 10 MG FILM Tier 5 | QL (60 per 30 days)
SYMPAZAN 20 MG FILM Tier 5

SYMPAZAN 5 MG FILM Tier4 | QL (60 per 30 days)
liagabine fic/ Tier 4

VALTOCO Tier 4

vieabatrin Tier 5

VIGADRONE Tier 5

VIGAFYDE Tier 5

VIGPODER Tier 5

APTIOM (200 MG TABLET, 400 MG Tier 5 | QL (30 per 30 days)
TABLET, 800 MG TABLET)

APTIOM 600 MG TABLET Tier 5 | QL (60 per 30 days)
carbamazepine (100 mg tab chew, 100 mg/5 m/ | Tier 2

susp, 200 meg tablet, 200 mg/10 ml cup)

carbamazepine er (100 mg cap, 200 mg cap, Tier 2

200 mg tablet, 300 mg cap, 400 mg tablet)

DILANTIN (30 MG CAPSULE, 50 MG Tier 4

INFATAB, 100 MG CAPSULE)

EPITOL Tier 2

EQUETRO Tier 4

lacosamide (10 mg/ml solution, 50 mg/5 m/ Tier 4

cup, 100 mg/10 ml cup, 150 mg/15 ml cup, 200

mg/20 ml cup)

lacosamide (50 mg tablet, 100 mg tablet, 150 Tier 3 | QL (60 per 30 days)
mg tablet, 200 mg tablet)

MOTPOLY XR 100 MG CAPSULE Tier4 | PA, QL (30 per 30 days)
MOTPOLY XR 150 MG CAPSULE Tier4 | PA, QL (60 per 30 days)
MOTPOLY XR 200 MG CAPSULE Tier4 | PA

oxcarbazepine (150 mg tablet, 300 mg tablet, Tier 2

300 mg/5 ml cup, 300 mg/5 ml susp, 600 mg

tablet)

phenytoin (30 mg infatab chew, 50 mg tablet Tier 2

chew, 100 mg/4 ml susp cup, 125 mg/5 ml/

Susp)

phenytoin sodium extended (ext 100 mg cap, Tier 2

You can find information on what the symbols and abbreviations on this table mean by going to page V.
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DRUG NAME
ANTICONVULSANTS (CONTINUED)

DRUG
TIER

REQUIREMENTS / LIMITS

ANTIDEMENTIA AGENTS (CONTINUED)

rufinamide 200 mg tabler Tier4 | QL (480 per 30 days)
rufinamide 40 mg/m/ suspension Tier 5 | QL (2400 per 30 days)
rufinamide 400 mg tablet Tier 5 | QL (240 per 30 days)
TEGRETOL 200 MG TABLET Tier 4

TEGRETOL XR Tier 4

ZONISADE Tier 4

zonisamide Tier 2

ANTIDEPRESSANTS (CONTINUED)

ergoloid mesylates Tier 3

NAMZARIC (7 MG CAPSULE, 14 MG Tier4 | PA, QL (30 per 30 days)
CAPSULE, 21 MG CAPSULE, 28 MG

CAPSULE)

NAMZARIC TITRATION PACK Tier4 | PA, QL (28 per 28 days
ADLARITY 10MG/DAY WEEKLY Tier4 | ST

PATCH

ADLARITY 5 MG/DAY WEEKLY Tier4 | ST, QL (4 per 28 days)
PATCH

donepezil hcl (5 mg tablet, 10 me tablet) Tier 1

donepezil hcl 23 mg tablet Tier 3 | QL (30 per 30 days)
donepezil hicl odt Tier 2

galantamine 4 mg/m/ oral soln Tier 2

galantamine er Tier 2 | QL (30 per 30 days)
galantamine hbr Tier 2 | QL (60 per 30 days)
rivastigmine (1.5 mg capsule, 3 mg capsile, Tier 2 | QL (60 per 30 days)
4.5 mg capsule, 6 mg capsule)

rz’wzs/tlgmzhe (9.5 mg/24%r patch, 13.3 mg/24hr | Tier 3

plc

rivastiomine 4.0 mg/24hr patch Tier 3 L (30 per 30 days
memantine 5-10 mg titration pk Tier 2 | QL (49 per 28 days)
memantine hicl (5 mg tablet, 10 mg tablet) Tier 2 | QL (60 per 30 days)
memantine hicl 2 meg/ml solution Tier 3 | QL (300 per 30 days)
memantine hicl er Tier 3 | QL (30 per 30 days

ABILIFY MYCITE (15 MG KIT, 15 MG Tier 5 | PA

MAINT KIT, 15 MG START KIT)

APLENZIN Tier 5 | QL (30 per 30 days)
AUVELITY Tier 5 | PA, QL (60 per 30 days)

You can find information on what the symbols and abbreviations on this table mean by going to page V.
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DRUG

CAPSULE)

DRUG NAME TIER REQUIREMENTS / LIMITS
bupropion hcl Tier 2

bupropion hcl sr (100 mg tablet, 200 mg Tier 2

tablet)

bupropion hel xI 4350 mg tablet Tier 4

bupropion x/ (150 mg tablet, 300 mg tablet) Tier 2
chlordiazepoxide-amitriptyline Tier 4

mirtazapine Tier 2

olanzapine-fluoxetine hicl Tier 4

perphenazine-amitriptyline Tier 3

quetiapine er 400 mg tablet Tier 3 | QL (60 per 30 days)
quetiapine fumarate er (er 50 mg tablet, er /150 | Tier 3 | QL (30 per 30 days)

mg tablet, er 200 mg tablet)

ZURZUVAE (20 MG CAPSULE, 25 MG Tier 5 | PA, QL (28 per 365 days)

ZURZUVAE 30 MG CAPSULE Tier 5 PAI iiL i 14 ﬁer 365 daisi

EMSAM Tier 5 | QL (30 per 30 days)
MARPLAN Tier 4
phenelzine sulfate Tier 2

ran i/c Viromz’ne yu/iale Tier 2

mg/5 ml soln cup, 20 mg/3 m/ solution, 60 mg
lablet)

citalopram hbr (10 mg tablet, 20 mg tablet, 40 Tier 1

mg tablet)

cz'z‘a//opmm hbr (10 mg/5 ml soln, 20 mg/10 m/! Tier 2

cup

desvenlafaxine er Tier4 | QL (30 per 30 days)
desvenlafaxine succinate er Tier 2 | QL (30 per 30 days)
DRIZALMA SPRINKLE Tier 4

ditloxetine hcl dr 40 mg cap Tier4 | QL (60 per 30 days)
escitalopram 10 mg tablet Tier 1

escitalopram oxalate 5 mg/5 m/ Tier 4

FETZIMA (ER 20 MG CAPSULE, ER 40 Tier4 | QL (30 per 30 days)
MG CAPSULE, ER 80 MG CAPSULE, ER

120 MG CAPSULE)

FETZIMA 20-40 MG TITRATION PAK Tier 4 | QL (28 per 28 days)
[fluoxetine dr 90 me capsule (weekly) Tier4 | QL (8 per 28 days)
Jluoxetine hel (10 mg capsule, 20 mg capsule, Tier 1

40 mg capsule)

Jluoxetine hcl (10 mg tablet, 20 m