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Pharmacy Program

Aetna Better Health® of lllinois is committed to providing high quality drug coverage to
our members. We work with the Department of Healthcare and Family Services to
include medications that treat many conditions and diseases. Aetna Better Health
covers prescription and certain over-the-counter (OTC) medications when ordered by a
network provider. The pharmacy program does not cover all medications. Some
medications require prior authorization (PA) or have limitations on age, dosage and
maximum quantities.

Filling a Prescription

You can have your prescriptions filled at a network pharmacy. At the pharmacy, you will
need to give the pharmacist your prescription and your ID card. You can find a
pharmacy that is in the Aetna Better Health network by using the Find a Provider tool on
AetnaBetterHealth.com/lllinois-Medicaid. If you need help finding a pharmacy near
you or if you have any questions about drug coverage, call us at

1-866-329-4701 TTY: 711.

There is no cost for covered drugs.

If your medication is not on the preferred drug list or is on the preferred drug list but has
limitations, you can:

1. Speak with your doctor about switching to a similar medication that is on the
preferred drug list.

2. Request a prior authorization or speak to your doctor about submitting a prior
authorization for you. You or your doctor may do this by submitting the
medication prior authorization form, found on AetnaBetterHealth.com/lllinois-
Medicaid.

Generic Drugs

Generic drugs have the same active ingredient and work the same as brand name
drugs. When preferred generic drugs are available, the brand name drug will not be
covered without prior authorization.

Specialty Drugs

Specialty drugs are usually not available at retail pharmacies and require additional
review and monitoring. These drugs are only covered when supplied by an Aetna Better
Health network specialty pharmacy.

Pharmacy Benefit Exclusions
The following drug categories are not part of the Aetna Better Health pharmacy benefit:

¢ Fertility enhancing drugs

e Anorexia, weight loss, or weight gain drugs

e Durable Medical Equipment (DME) products and medical supplies (unless listed
on the PDL)

e Drugs and other agents used for cosmetic purposes or for hair growth
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e Erectile dysfunction drugs prescribed to treat impotence

e Drug Efficacy Study Implementation (DESI) and Identical, Related and Similar
(IRS) drugs that are classified as ineffective

e OTC products (unless listed on the PDL)

e Drugs not included in the Medicaid Drug Rebate Program, drug product data file
(unless listed on the PDL)

Legend

P Preferred Drug Drugs preferred by Aetna Better Health

NP Non-Preferred Drugs not preferred by Aetna Better Health

AL Age Limit Drug is limited to specific age

PA Prior Authorization 1|‘:i)lﬂ=,-odr Authorization required before prescription can be

Prior Authorization required before prescription can be

- Smart Edit filled. Criteria may be met automatically

There is a limit on the amount of drug covered per

QLL  Quantity Level Limit prescription or within a specific time frame.

Requires trial and failure of one or more preferred

ST Step Therapy products prior to coverage.

Over-the-Counter (OTC) products eligible for coverage
OTC Over-the-Counter with a valid prescription written by a licensed
physician/clinician.
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Coverage Requirements and
Limits

= Diagnosis Required

AL = Age Restrictions

lowercase italics = Generic Drug Tier OTC = OTC Medications

drugs Non — Preferred = Non — PA = Prior Authorization Applies

UPPERCASE BOLD = Brand Preferred QL = Quantity Limits

name drugs Preferred = Preferred ST = Step Therapy Applies

Prescription Drug Name Drug Tier Coverage Requirements
and Limits

*Adhd/Anti-Narcolepsy/Anti-
Obesity/Anorexiants* - Drugs For

The Nervous System

*Adhd Agent - Selective Alpha
Adrenergic Agonists*** - Drugs For
Attention Deficit Disorder

clonidine hcl er Preferred Ei/ll_irs162$(aEa'Ar\sF))er 30 days); AL

guanfacine hcl er Preferred $eLa(r1s)EA per 1 day); AL (Min 6

INTUNIV Non — Preferred | QL (1 EA per 1.day); AL (Min 6
Years)

*Adhd Agent - Selective
Norepinephrine Reuptake
Inhibitor*** - Drugs For Attention

Deficit Disorder

atomoxetine hcl capsule 10 mg oral Non — Preferred \Q(éa(:s)EA per 1 day); AL (Min 6

atomoxetine hcl capsule 10 mg oral Preferred QL (1 EA per 1 day); AL (Min 6
Years)

atomoxetine hcl capsule 100 mg oral Preferred QL (1 EA per 1 day); AL (Min 6
Years)

atomoxetine hcl capsule 18 mg oral Preferred QL (1 EA per 1 day); AL (Min 6
Years)

atomoxetine hcl capsule 25 mg oral Preferred QL (1 EA per 1 day); AL (Min 6
Years)

Coverage Requirements and Limits

lowercase italics = Generic drugs AL = Age Restrictions

UPPERCASE BOLD = Brand name drugs OTC = OTC Medications

Drug Tier PA = Prior Authorization Applies

Non — Preferred = Non — Preferred QL = Quantity Limits

Preferred = Preferred ST = Step Therapy Applies



Prescription Drug Name Drug Tier Coverage Requirements
and Limits
atomoxetine hcl capsule 40 mg oral Preferred QL (1 EA per 1 day); AL (Min 6
Years)
atomoxetine hcl capsule 60 mg oral Preferred QL (1 EA per 1 day); AL (Min 6
Years)
atomoxetine hcl capsule 80 mg oral Preferred 8" (1 EA per 1 day); AL (Min 6
ears)
QELBREE Non — Preferred
STRATTERA Preferred QL (1 EA per 1 day); AL (Min 6
Years)
*Amphetamine Mixtures*** - Drugs
For Attention Deficit Disorder
amphetamine-dextroamphet er capsule Preferred QL (1 EA per 1 day); AL (Min 6
extended release 24 hour 10 mg oral Years)
amphetamine-dextroamphet er capsule Preferred QL (1 EA per 1 day); AL (Min 6
extended release 24 hour 15 mg oral Years)
amphetamine-dextroamphet er capsule Preferred QL (1 EA per 1 day); AL (Min 6
extended release 24 hour 20 mg oral Years)
amphetamine-dextroamphet er capsule Preferred QL (1 EA per 1 day); AL (Min 6
extended release 24 hour 25 mg oral Years)
amphetamine-dextroamphet er capsule Preferred QL (2 EA per 1 day); AL (Min 6
extended release 24 hour 30 mg oral Years)
amphetamine-dextroamphet er capsule QL (1 EA per 1 day); AL (Min 6
Preferred
extended release 24 hour 5 mg oral Years)
amphetamine-dextroamphetamine tablet 10 QL (3 EA per 1 day); AL (Min 6
Preferred
mgq oral Years)
amphetamine-dextroamphetamine tablet QL (3 EA per 1 day); AL (Min 6
Preferred
12.5 mg oral Years)
amphetamine-dextroamphetamine tablet 15 QL (3 EA per 1 day); AL (Min 6
Preferred
mgq oral Years)
amphetamine-dextroamphetamine tablet 20 QL (3 EA per 1 day); AL (Min 6
Preferred
mg oral Years)
amphetamine-dextroamphetamine tablet 30 QL (2 EA per 1 day); AL (Min 6
Preferred
mgq oral Years)

Coverage Requirements and Limits
lowercase italics = Generic drugs
UPPERCASE BOLD = Brand name drugs
Drug Tier

Non — Preferred = Non — Preferred
Preferred = Preferred

4

AL = Age Restrictions
OTC = OTC Medications

PA = Prior Authorization Applies

QL = Quantity Limits

ST = Step Therapy Applies




Prescription Drug Name

Drug Tier

Coverage Requirements
and Limits

amphetamine-dextroamphetamine tablet 5
mgq oral

Preferred

QL (3 EA per 1 day); AL (Min 6
Years)

amphetamine-dextroamphetamine tablet 7.5
mg oral

Preferred

QL (3 EA per 1 day); AL (Min 6
Years)

amphet-dextroamphet 3-bead er

Non — Preferred

QL (1 EA per 1 day); AL (Min 6
Years)

ADDERALL TABLET 10 MG ORAL

Non — Preferred

QL (3 EA per 1 day); AL (Min 6
Years)

ADDERALL TABLET 12.5 MG ORAL

Non — Preferred

QL (3 EA per 1 day); AL (Min 6
Years)

ADDERALL TABLET 15 MG ORAL

Non — Preferred

QL (3 EA per 1 day); AL (Min 6
Years)

ADDERALL TABLET 20 MG ORAL

Non — Preferred

QL (3 EA per 1 day); AL (Min 6
Years)

ADDERALL TABLET 30 MG ORAL

Non — Preferred

QL (2 EA per 1 day); AL (Min 6
Years)

ADDERALL TABLET 5 MG ORAL

Non — Preferred

QL (3 EA per 1 day); AL (Min 6
Years)

ADDERALL TABLET 7.5 MG ORAL

Non — Preferred

QL (3 EA per 1 day); AL (Min 6
Years)

ADDERALL XR CAPSULE EXTENDED
RELEASE 24 HOUR 10 MG ORAL

Non — Preferred

QL (1 EA per 1 day); AL (Min 6
Years)

ADDERALL XR CAPSULE EXTENDED
RELEASE 24 HOUR 15 MG ORAL

Non — Preferred

QL (1 EA per 1 day); AL (Min 6
Years)

ADDERALL XR CAPSULE EXTENDED
RELEASE 24 HOUR 20 MG ORAL

Non — Preferred

QL (1 EA per 1 day); AL (Min 6
Years)

ADDERALL XR CAPSULE EXTENDED
RELEASE 24 HOUR 25 MG ORAL

Non — Preferred

QL (1 EA per 1 day); AL (Min 6
Years)

ADDERALL XR CAPSULE EXTENDED
RELEASE 24 HOUR 30 MG ORAL

Non — Preferred

QL (2 EA per 1 day); AL (Min 6
Years)

ADDERALL XR CAPSULE EXTENDED
RELEASE 24 HOUR 5 MG ORAL

Non — Preferred

QL (1 EA per 1 day); AL (Min 6
Years)

Coverage Requirements and Limits
lowercase italics = Generic drugs
UPPERCASE BOLD = Brand name drugs
Drug Tier

Non — Preferred = Non — Preferred
Preferred = Preferred

AL = Age Restrictions

OTC = OTC Medications

PA = Prior Authorization Applies
QL = Quantity Limits
ST = Step Therapy Applies




Prescription Drug Name

Drug Tier

Coverage Requirements
and Limits

MYDAYIS

Non — Preferred

QL (1 EA per 1 day); AL (Min 6
Years)

*Amphetamines*** - Drugs For
Attention Deficit Disorder

amphetamine sulfate

Non — Preferred

QL (6 EA per 1 day); AL (Min 6
Years)

dextroamphetamine sulfate er capsule
extended release 24 hour 10 mg oral

Non — Preferred

QL (4 EA per 1 day); AL (Min 6
Years)

dextroamphetamine sulfate er capsule
extended release 24 hour 15 mg oral

Non — Preferred

QL (4 EA per 1 day); AL (Min 6
Years)

dextroamphetamine sulfate er capsule
extended release 24 hour 5 mg oral

Non — Preferred

QL (3 EA per 1 day); AL (Min 6
Years)

dextroamphetamine sulfate oral solution

Non — Preferred

QL (60 ML per 1 day); AL (Min
6 Years)

dextroamphetamine sulfate tablet 10 mg oral

Non — Preferred

QL (6 EA per 1 day); AL (Min 6
Years)

dextroamphetamine sulfate tablet 15 mg oral

Non — Preferred

QL (3 EA per 1 day); AL (Min 6
Years)

dextroamphetamine sulfate tablet 2.5 mg oral

Non — Preferred

QL (1 EA per 1 day); AL (Min 6
Years)

dextroamphetamine sulfate tablet 20 mg oral

Non — Preferred

QL (3 EA per 1 day); AL (Min 6
Years)

dextroamphetamine sulfate tablet 30 mg oral

Non — Preferred

QL (2 EA per 1 day); AL (Min 6
Years)

dextroamphetamine sulfate tablet 5 mg oral

Non — Preferred

QL (6 EA per 1 day); AL (Min 6
Years)

dextroamphetamine sulfate tablet 7.5 mg oral

Non — Preferred

QL (1 EA per 1 day); AL (Min 6
Years)

lisdexamfetamine dimesylate capsule 10 mg
oral

Non — Preferred

AL (Min 6 Years)

lisdexamfetamine dimesylate capsule 10 mg
oral

Non — Preferred

QL (1 EA per 1 day); AL (Min 6
Years)

Coverage Requirements and Limits
lowercase italics = Generic drugs
UPPERCASE BOLD = Brand name drugs
Drug Tier

Non — Preferred = Non — Preferred
Preferred = Preferred
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AL = Age Restrictions

OTC = OTC Medications

PA = Prior Authorization Applies
QL = Quantity Limits

ST = Step Therapy Applies



Prescription Drug Name

Drug Tier

Coverage Requirements
and Limits

lisdexamfetamine dimesylate capsule 20 mg
oral

Non — Preferred

AL (Min 6 Years)

lisdexamfetamine dimesylate capsule 20 mg
oral

Non — Preferred

QL (1 EA per 1 day); AL (Min 6
Years)

lisdexamfetamine dimesylate capsule 30 mg
oral

Non — Preferred

AL (Min 6 Years)

lisdexamfetamine dimesylate capsule 30 mg
oral

Non — Preferred

QL (1 EA per 1 day); AL (Min 6
Years)

lisdexamfetamine dimesylate capsule 40 mg
oral

Non — Preferred

AL (Min 6 Years)

lisdexamfetamine dimesylate capsule 40 mg
oral

Non — Preferred

QL (1 EA per 1 day); AL (Min 6
Years)

lisdexamfetamine dimesylate capsule 50 mg
oral

Non — Preferred

AL (Min 6 Years)

lisdexamfetamine dimesylate capsule 50 mg
oral

Non — Preferred

QL (1 EA per 1 day); AL (Min 6
Years)

lisdexamfetamine dimesylate capsule 60 mg
oral

Non — Preferred

AL (Min 6 Years)

lisdexamfetamine dimesylate capsule 60 mg
oral

Non — Preferred

QL (1 EA per 1 day); AL (Min 6
Years)

lisdexamfetamine dimesylate capsule 70 mg
oral

Non — Preferred

AL (Min 6 Years)

lisdexamfetamine dimesylate capsule 70 mg
oral

Non — Preferred

QL (1 EA per 1 day); AL (Min 6
Years)

lisdexamfetamine dimesylate oral tablet
chewable

Non — Preferred

QL (1 EA per 1 day); AL (Min 6
Years)

methamphetamine hcl

Non — Preferred

QL (5 EA per 1 day); AL (Min 6
Years)

ADZENYS XR-ODT

Non — Preferred

AL (Min 6 Years)

DEXEDRINE

Non — Preferred

QL (4 EA per 1 day); AL (Min 6
Years)

DYANAVEL XR ORAL SUSPENSION
EXTENDED RELEASE

Preferred

PA; AL (Min 6 Years)

Coverage Requirements and Limits
lowercase italics = Generic drugs
UPPERCASE BOLD = Brand name drugs
Drug Tier

Non — Preferred = Non — Preferred
Preferred = Preferred

AL = Age Restrictions

OTC = OTC Medications

PA = Prior Authorization Applies
QL = Quantity Limits

ST = Step Therapy Applies



Prescription Drug Name

Drug Tier

Coverage Requirements
and Limits

DYANAVEL XR ORAL TABLET
EXTENDED RELEASE

Non — Preferred

PA; AL (Min 6 Years)

QL (6 EA per 1 day); AL (Min 6

EVEKEO Non — Preferred
Years)

PROCENTRA Ner — [ Srefareg QL (60 ML per 1 day); AL (Min
6 Years)

VYVANSE Preferred QL (1 EA per 1 day); AL (Min 6
Years)

XELSTRYM Non — Preferred

ZENZEDI TABLET 10 MG ORAL

Non — Preferred

QL (6 EA per 1 day); AL (Min 6
Years)

ZENZEDI TABLET 15 MG ORAL

Non — Preferred

QL (3 EA per 1 day); AL (Min 6
Years)

ZENZEDI TABLET 2.5 MG ORAL

Non — Preferred

QL (1 EA per 1 day); AL (Min 6
Years)

ZENZEDI TABLET 20 MG ORAL

Non — Preferred

QL (3 EA per 1 day); AL (Min 6
Years)

ZENZEDI TABLET 30 MG ORAL

Non — Preferred

QL (2 EA per 1 day); AL (Min 6
Years)

ZENZEDI TABLET 5 MG ORAL

Non — Preferred

QL (6 EA per 1 day); AL (Min 6
Years)

ZENZEDI TABLET 7.5 MG ORAL

Non — Preferred

QL (1 EA per 1 day); AL (Min 6
Years)

*Analeptics*** - Drugs For The
Nervous System

caffeine citrate

Preferred

AL (Min 18 Years)

*Dopamine And Norepinephrine
Reuptake Inhibitors (Dnris)*** -
Drugs For Sleep Disorder

SUNOSI

Non — Preferred

AL (Min 6 Years)

Coverage Requirements and Limits
lowercase italics = Generic drugs
UPPERCASE BOLD = Brand name drugs
Drug Tier

Non — Preferred = Non — Preferred
Preferred = Preferred
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AL = Age Restrictions

OTC = OTC Medications

PA = Prior Authorization Applies
QL = Quantity Limits
ST = Step Therapy Applies




Prescription Drug Name

Drug Tier

Coverage Requirements
and Limits

*Histamine H3-Receptor
Antagonistl/inverse Agonists*** -
Drugs For Sleep Disorder

WAKIX

Non — Preferred

AL (Min 18 Years)

*Stimulant Combinations™** - Drugs
For Attention Deficit Disorder

AZSTARYS

Non — Preferred

*Stimulants - Misc.*** - Drugs For
Attention Deficit Disorder

armodafinil tablet 150 mg oral

Non — Preferred

QL (1 EA per 1 day); AL (Min
17 Years)

armodafinil tablet 200 mg oral

Non — Preferred

QL (1 EA per 1 day); AL (Min
17 Years)

armodafinil tablet 250 mgq oral

Non — Preferred

QL (1 EA per 1 day); AL (Min
17 Years)

armodafinil tablet 50 mg oral

Non — Preferred

QL (2 EA per 1 day); AL (Min
17 Years)

dexmethylphenidate hcl

Preferred

QL (2 EA per 1 day); AL (Min 6
Years)

dexmethylphenidate hcl er

Non — Preferred

QL (1 EA per 1 day); AL (Min 6
Years)

methylphenidate

Non — Preferred

PA; QL (1 EA per 1 day); AL
(Min 6 Years)

methylphenidate hcl er (cd)

Non — Preferred

AL (Min 6 Years)

methylphenidate hcl er (la) capsule extended
release 24 hour 10 mg oral

Non — Preferred

QL (1 EA per 1 day); AL (Min 6
Years)

methylphenidate hcl er (la) capsule extended
release 24 hour 20 mgq oral

Non — Preferred

AL (Min 6 Years)

methylphenidate hcl er (la) capsule extended
release 24 hour 20 mg oral

Non — Preferred

QL (1 EA per 1 day); AL (Min 6
Years)

methylphenidate hcl er (la) capsule extended
release 24 hour 30 mg oral

Non — Preferred

QL (2 EA per 1 day); AL (Min 6
Years)

Coverage Requirements and Limits
lowercase italics = Generic drugs
UPPERCASE BOLD = Brand name drugs
Drug Tier

Non — Preferred = Non — Preferred
Preferred = Preferred

AL = Age Restrictions

OTC = OTC Medications

PA = Prior Authorization Applies
QL = Quantity Limits
ST = Step Therapy Applies




Prescription Drug Name

Drug Tier

Coverage Requirements
and Limits

methylphenidate hcl er (la) capsule extended
release 24 hour 40 mg oral

Non — Preferred

QL (1 EA per 1 day); AL (Min 6
Years)

methylphenidate hcl er (la) capsule extended
release 24 hour 60 mg oral

Non — Preferred

QL (1 EA per 1 day); AL (Min 6
Years)

methylphenidate hcl er (osm) tablet extended
release 18 mg oral

Non — Preferred

QL (1 EA per 1 day); AL (Min 6
Years)

methylphenidate hcl er (osm) tablet extended
release 27 mgqg oral

Non — Preferred

AL (Min 6 Years)

methylphenidate hcl er (osm) tablet extended
release 27 mgqg oral

Non — Preferred

QL (1 EA per 1 day); AL (Min 6
Years)

methylphenidate hcl er (osm) tablet extended
release 36 mqg oral

Non — Preferred

QL (2 EA per 1 day); AL (Min 6
Years)

methylphenidate hcl er (osm) tablet extended
release 45 mg oral

Non — Preferred

AL (Min 6 Years)

methylphenidate hcl er (osm) tablet extended
release 54 mqg oral

Non — Preferred

QL (1 EA per 1 day); AL (Min 6
Years)

methylphenidate hcl er (osm) tablet extended
release 63 mgqg oral

Non — Preferred

AL (Min 6 Years)

methylphenidate hcl er (osm) tablet extended
release 72 mg oral

Non — Preferred

AL (Min 6 Years)

methylphenidate hcl er (xr)

Non — Preferred

QL (1 EA per 1 day); AL (Min 6
Years)

methylphenidate hcl er oral tablet extended
release

Preferred

QL (3 EA per 1 day); AL (Min 6
Years)

methylphenidate hcl er oral tablet extended
release 24 hour

Non — Preferred

AL (Min 6 Years)

methylphenidate hcl oral solution

Non — Preferred

QL (30 ML per 1 day); AL (Min
6 Years)

methylphenidate hcl oral tablet chewable

Non — Preferred

QL (4 EA per 1 day); AL (Min 6
Years)

methylphenidate hcl tablet 10 mg oral

Preferred

methylphenidate hcl tablet 10 mg oral

Preferred

QL (3 EA per 1 day); AL (Min 6
Years)

Coverage Requirements and Limits
lowercase italics = Generic drugs
UPPERCASE BOLD = Brand name drugs
Drug Tier

Non — Preferred = Non — Preferred
Preferred = Preferred
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AL = Age Restrictions

OTC = OTC Medications

PA = Prior Authorization Applies
QL = Quantity Limits
ST = Step Therapy Applies




Prescription Drug Name Drug Tier Coverage Requirements
and Limits

methylphenidate hcl tablet 20 mg oral Preferred

methylphenidate hcl tablet 20 mg oral Preferred \?le_a(ri)EA per 1 day); AL (Min 6

methylphenidate hcl tablet 5 mg oral Preferred seta(ri)EA per 1 day); AL (Min 6

modafinil Preferred AL (Min 17 Years)

APTENSIO XR Non — Preferred |- (1 EAper 1 day); AL (Min 6

Years)

CONCERTA TABLET EXTENDED

QL (1 EA per 1 day); AL (Min 6

RELEASE 54 MG ORAL

RELEASE 18 MG ORAL FIBIETEE Years)
CONCERTA TABLET EXTENDED Sreferred QL (1 EA per 1 day); AL (Min 6
RELEASE 27 MG ORAL Years)
CONCERTA TABLET EXTENDED Sreferred QL (2 EA per 1 day); AL (Min 6
RELEASE 36 MG ORAL Years)
CONCERTA TABLET EXTENDED Preforred QL (1 EA per 1 day); AL (Min 6

Years)

COTEMPLA XR-ODT

Non — Preferred

AL (Min 6 Years)

DAYTRANA

Preferred

PA; QL (1 EA per 1 day); AL
(Min 6 Years)

FOCALIN

Non — Preferred

QL (2 EA per 1 day); AL (Min 6
Years)

FOCALIN XR CAPSULE EXTENDED

RELEASE 24 HOUR 25 MG ORAL

RELEASE 24 HOUR 10 MG ORAL FUEETE AL (Min 6 Years)

FOCALIN XR CAPSULE EXTENDED Preferred QL (1 EA per 1 day); AL (Min 6
RELEASE 24 HOUR 10 MG ORAL Years)

FOCALIN XR CAPSULE EXTENDED Preferred QL (1 EA per 1 day); AL (Min 6
RELEASE 24 HOUR 15 MG ORAL Years)

FOCALIN XR CAPSULE EXTENDED Preferred QL (1 EA per 1 day); AL (Min 6
RELEASE 24 HOUR 20 MG ORAL Years)

FOCALIN XR CAPSULE EXTENDED )

RELEASE 24 HOUR 25 MG ORAL Preferred AL (Min 6 Years)

FOCALIN XR CAPSULE EXTENDED QL (1 EA per 1 day); AL (Min 6

Preferred

Years)

Coverage Requirements and Limits
lowercase italics = Generic drugs

UPPERCASE BOLD = Brand name drugs

Drug Tier
Non — Preferred = Non — Preferred

Preferred = Preferred

AL = Age Restrictions
OTC = OTC Medications

PA = Prior Authorization Applies

QL = Quantity Limits

ST = Step Therapy Applies
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Prescription Drug Name Drug Tier Coverage Requirements
and Limits

FOCALIN XR CAPSULE EXTENDED o— QL (1 EA per 1 day); AL (Min 6
RELEASE 24 HOUR 30 MG ORAL Years)

FOCALIN XR CAPSULE EXTENDED SR QL (1 EA per 1 day); AL (Min 6
RELEASE 24 HOUR 35 MG ORAL Years)

FOCALIN XR CAPSULE EXTENDED Preferred QL (1 EA per 1 day); AL (Min 6
RELEASE 24 HOUR 40 MG ORAL Years)

FOCALIN XR CAPSULE EXTENDED Preferrad QL (1 EA per 1 day); AL (Min 6
RELEASE 24 HOUR 5 MG ORAL Years)

JORNAY PM Preferred PA; AL (Min 6 Years)

METHYLIN

Non — Preferred

QL (30 ML per 1 day); AL (Min
6 Years)

NUVIGIL TABLET 150 MG ORAL

Non — Preferred

QL (1 EA per 1 day); AL (Min
17 Years)

NUVIGIL TABLET 200 MG ORAL

Non — Preferred

QL (1 EA per 1 day); AL (Min
17 Years)

NUVIGIL TABLET 250 MG ORAL

Non — Preferred

QL (1 EA per 1 day); AL (Min
17 Years)

NUVIGIL TABLET 50 MG ORAL

Non — Preferred

QL (2 EA per 1 day); AL (Min
17 Years)

PROVIGIL

Non — Preferred

AL (Min 17 Years)

QUILLICHEW ER

Non — Preferred

AL (Min 6 Years)

QUILLIVANT XR

Non — Preferred

AL (Min 6 Years)

RELEXXII TABLET EXTENDED RELEASE
18 MG ORAL

Non — Preferred

QL (1 EA per 1 day); AL (Min 6
Years)

RELEXXII TABLET EXTENDED RELEASE
27 MG ORAL

Non — Preferred

QL (1 EA per 1 day); AL (Min 6
Years)

RELEXXII TABLET EXTENDED RELEASE
36 MG ORAL

Non — Preferred

QL (2 EA per 1 day); AL (Min 6
Years)

RELEXXII TABLET EXTENDED RELEASE
45 MG ORAL

Non — Preferred

AL (Min 6 Years)

RELEXXII TABLET EXTENDED RELEASE
54 MG ORAL

Non — Preferred

QL (1 EA per 1 day); AL (Min 6
Years)

Coverage Requirements and Limits
lowercase italics = Generic drugs
UPPERCASE BOLD = Brand name drugs
Drug Tier

Non — Preferred = Non — Preferred
Preferred = Preferred
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AL = Age Restrictions

OTC = OTC Medications

PA = Prior Authorization Applies
QL = Quantity Limits
ST = Step Therapy Applies




Prescription Drug Name

Drug Tier

Coverage Requirements
and Limits

RELEXXII TABLET EXTENDED RELEASE
63 MG ORAL

Non — Preferred

AL (Min 6 Years)

RELEXXII TABLET EXTENDED RELEASE
72 MG ORAL

Non — Preferred

AL (Min 6 Years)

RITALIN

Non — Preferred

QL (3 EA per 1 day); AL (Min 6
Years)

RITALIN LA CAPSULE EXTENDED
RELEASE 24 HOUR 10 MG ORAL

Non — Preferred

QL (1 EA per 1 day); AL (Min 6
Years)

RITALIN LA CAPSULE EXTENDED
RELEASE 24 HOUR 20 MG ORAL

Non — Preferred

QL (1 EA per 1 day); AL (Min 6
Years)

RITALIN LA CAPSULE EXTENDED
RELEASE 24 HOUR 30 MG ORAL

Non — Preferred

QL (2 EA per 1 day); AL (Min 6
Years)

RITALIN LA CAPSULE EXTENDED
RELEASE 24 HOUR 40 MG ORAL

*Amebicides*** - Drugs For
Parasites

Non — Preferred

*Amebicides® - Drugs For Infections

QL (1 EA per 1 day); AL (Min 6
Years)

SOLOSEC
*Aminoglycosides* - Drugs For

Infections

Non — Preferred

*Aminoglycosides™*** - Antibiotics

amikacin sulfate Preferred
gentamicin in saline Preferred
gentamicin sulfate Preferred
neomyecin sulfate Preferred

tobramycin nebulization solution 300 mg/4ml|
inhalation

Non — Preferred

tobramycin nebulization solution 300 mg/5ml|
inhalation

Non — Preferred

tobramycin nebulization solution 300 mg/5ml
inhalation

Non — Preferred

QL (10 ML per 1 day)

tobramycin sulfate

Preferred

Coverage Requirements and Limits

lowercase italics = Generic drugs
UPPERCASE BOLD = Brand name drugs
Drug Tier

Non — Preferred = Non — Preferred
Preferred = Preferred

AL = Age Restrictions

OTC = OTC Medications

PA = Prior Authorization Applies
QL = Quantity Limits

ST = Step Therapy Applies
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Prescription Drug Name Drug Tier Coverage Requirements
and Limits

ARIKAYCE Non — Preferred

BETHKIS Non — Preferred

KITABIS PAK (W/ NEBULIZER) Preferred QL (10 ML per 1 day)

TOBI Non — Preferred QL (10 ML per 1 day)

TOBI PODHALER

*Analgesics - Anti-Inflammatory* -

Drugs For Pain And Fever

Non — Preferred

Inhibitors*** - Arthritis And Pain

*Antirheumatic - Janus Kinase (Jak)

Drugs

OLUMIANT Non — Preferred
RINVOQ Non — Preferred
XELJANZ Preferred PA
XELJANZ XR Preferred PA

*Antirheumatic Antimetabolites™*** -
Arthritis And Pain Drugs

OTREXUP

Non — Preferred

RASUVO

Non — Preferred

*Anti-Tnf-Alpha - Monoclonal
Antibodies*** - Arthritis And Pain
Drugs

adalimumab-aacf (2 pen)

Non — Preferred

adalimumab-aaty cd/uclhs start

Non — Preferred

adalimumab-adaz

Non — Preferred

adalimumab-adbm (2 pen) auto-injector kit
40 mgl/0.4ml subcutaneous

Preferred PA

adalimumab-adbm (2 pen) auto-injector kit
40 mg/0.8ml subcutaneous

Non — Preferred

adalimumab-adbm (2 syringe) prefilled
syringe kit 10 mg/0.2ml subcutaneous

Preferred PA

Coverage Requirements and Limits
lowercase italics = Generic drugs
UPPERCASE BOLD = Brand name drugs
Drug Tier

Non — Preferred = Non — Preferred
Preferred = Preferred
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AL = Age Restrictions

OTC = OTC Medications

PA = Prior Authorization Applies
QL = Quantity Limits

ST = Step Therapy Applies




syringe kit 40 mg/0.4ml subcutaneous

Prescription Drug Name Drug Tier Coverage Requirements
and Limits

adalimumab-adbm (2 syringe) prefilled

syringe kit 20 mg/0.4ml subcutaneous FIBISIIEE PA

adalimumab-adbm (2 syringe) prefilled Preferred PA

adalimumab-adbm (2 syringe) prefilled
syringe kit 40 mg/0.8ml subcutaneous

Non — Preferred

kit 40 mg/0.4ml subcutaneous

adalimumab-adbm(cd/uclhs strt) auto-injector

Preferred PA

kit 40 mgl/0.8ml subcutaneous

adalimumab-adbm(cd/uclhs strt) auto-injector

Non — Preferred

adalimumab-adbm(ps/uv starter) auto-
injector kit 40 mg/0.4ml subcutaneous

Preferred PA

adalimumab-adbm(ps/uv starter) auto-
injector kit 40 mg/0.8ml subcutaneous

Non — Preferred

adalimumab-fkjp (2 pen)

Non — Preferred

adalimumab-fkjp (2 syringe)

Non — Preferred

adalimumab-ryvk (2 pen)

Non — Preferred PA

adalimumab-ryvk (2 syringe)

Non — Preferred PA

ABRILADA (1 PEN)

Non — Preferred

ABRILADA (2 PEN)

Non — Preferred

ABRILADA (2 SYRINGE)

Non — Preferred

AMJEVITA

Non — Preferred

AMJEVITA-PED 10KG TO <15KG

Non — Preferred

AMJEVITA-PED 15KG TO <30KG

Non — Preferred

CYLTEZO (2 PEN)

Non — Preferred

CYLTEZO (2 SYRINGE) PREFILLED
SYRINGE KIT 10 MG/0.2ML
SUBCUTANEOUS

Non — Preferred PA

CYLTEZO (2 SYRINGE) PREFILLED
SYRINGE KIT 20 MG/0.4ML
SUBCUTANEOUS

Non — Preferred PA

Coverage Requirements and Limits
lowercase italics = Generic drugs
UPPERCASE BOLD = Brand name drugs
Drug Tier

Non — Preferred = Non — Preferred
Preferred = Preferred

AL = Age Restrictions

OTC = OTC Medications

PA = Prior Authorization Applies
QL = Quantity Limits

ST = Step Therapy Applies
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Prescription Drug Name

Drug Tier Coverage Requirements
and Limits

CYLTEZO (2 SYRINGE) PREFILLED
SYRINGE KIT 40 MG/0.8ML
SUBCUTANEOUS

Non — Preferred

CYLTEZO-CD/UC/HS STARTER

Non — Preferred

CYLTEZO-PSORIASIS/UV STARTER

Non — Preferred

HADLIMA

Non — Preferred

HADLIMA PUSHTOUCH

Non — Preferred

HULIO (2 PEN)

Non — Preferred

HULIO (2 SYRINGE)

Non — Preferred

HUMIRA (1 PEN)

Non — Preferred QL (3 EA per 180 days)

HUMIRA (2 PEN) AUTO-INJECTOR KIT 40

Non — Preferred

MG/0.4ML SUBCUTANEOUS

HUMIRA (2 PEN) AUTO-INJECTOR KIT 40

MG/0.8ML SUBCUTANEOUS Non — Preferred QL (6 EA per 28 days)
HUMIRA (2 PEN) AUTO-INJECTOR KIT 80

MG/0.8ML SUBCUTANEOUS Non — Preferred QL (3 EA per 180 days)

HUMIRA (2 SYRINGE) PREFILLED
SYRINGE KIT 10 MG/0.1ML
SUBCUTANEOUS

Non — Preferred QL (2 EA per 28 days)

HUMIRA (2 SYRINGE) PREFILLED
SYRINGE KIT 20 MG/0.2ML
SUBCUTANEOUS

Non — Preferred QL (2 EA per 28 days)

HUMIRA (2 SYRINGE) PREFILLED
SYRINGE KIT 40 MG/0.4ML
SUBCUTANEOUS

Non — Preferred

HUMIRA (2 SYRINGE) PREFILLED
SYRINGE KIT 40 MG/0.8ML
SUBCUTANEOUS

Non — Preferred QL (2 EA per 28 days)

HUMIRA-CD/UC/HS STARTER

Non — Preferred QL (3 EA per 180 days)

HUMIRA-PSORIASIS/UVEIT STARTER

Non — Preferred QL (3 EA per 180 days)

HYRIMOZ

Non — Preferred

HYRIMOZ-CROHNS/UC STARTER

Non — Preferred

HYRIMOZ-PED<40KG CROHN STARTER

Non — Preferred

Coverage Requirements and Limits
lowercase italics = Generic drugs
UPPERCASE BOLD = Brand name drugs
Drug Tier

Non — Preferred = Non — Preferred
Preferred = Preferred
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AL = Age Restrictions

OTC = OTC Medications

PA = Prior Authorization Applies
QL = Quantity Limits

ST = Step Therapy Applies




Prescription Drug Name Drug Tier Coverage Requirements
and Limits

HYRIMOZ-PED>/=40KG CROHN START Non — Preferred

HYRIMOZ-PLAQ PSOR/UVEIT START Non — Preferred

SIMLANDI (1 PEN) Preferred PA

SIMLANDI (1 SYRINGE) Preferred PA

SIMLANDI (2 PEN) Preferred PA

SIMLANDI (2 SYRINGE) Preferred PA

SIMPONI Non — Preferred

SIMPONI ARIA Non — Preferred

YUFLYMA (1 PEN) Non — Preferred

YUFLYMA (2 PEN) Non — Preferred

YUFLYMA (2 SYRINGE) Non — Preferred

YUFLYMA-CD/UC/HS STARTER Non — Preferred

YUSIMRY Non — Preferred

*Cyclooxygenase 2 (Cox-2)

Inhibitors*** - Arthritis And Pain

Drugs

celecoxib Preferred QL (1 EA per 1 day)

CELEBREX Non — Preferred QL (1 EA per 1 day)

*Gold Compounds*** - Arthritis And

Pain Drugs

auranofin Non — Preferred

RIDAURA Non — Preferred

*Interleukin-1 Blockers™*** - Arthritis

And Pain Drugs

ARCALYST Non — Preferred

*Interleukin-1 Receptor Antagonist
(ll-1Ra)*** - Arthritis And Pain Drugs

KINERET

Non — Preferred

Coverage Requirements and Limits
lowercase italics = Generic drugs
UPPERCASE BOLD = Brand name drugs
Drug Tier

Non — Preferred = Non — Preferred
Preferred = Preferred

AL = Age Restrictions

OTC = OTC Medications

PA = Prior Authorization Applies
QL = Quantity Limits

ST = Step Therapy Applies
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Prescription Drug Name

Drug Tier Coverage Requirements
and Limits

*Interleukin-1Beta Blockers*** -
Arthritis And Pain Drugs

ILARIS Non — Preferred
*Interleukin-6 Receptor Inhibitors***

- Arthritis And Pain Drugs

ACTEMRA Non — Preferred
ACTEMRA ACTPEN Non — Preferred
KEVZARA Non — Preferred
TOFIDENCE Non — Preferred
TYENNE Non — Preferred

*Nonsteroidal Anti-Inflammatory
Agent Combinations™** - Arthritis
And Pain Drugs

diclofenac-misoprostol

Non — Preferred

ibuprofen-famotidine

Non — Preferred QL (4 EA per 1 day)

naproxen-esomeprazole mqg

Non — Preferred

ARTHROTEC

Non — Preferred

VIMOVO

Non — Preferred

*Nonsteroidal Anti-Inflammatory
Agents (Nsaids)*** - Arthritis And
Pain Drugs

cvs ibuprofen infants

Preferred OoTC

diclofenac potassium oral capsule

Non — Preferred

diclofenac potassium tablet 25 mg oral

Non — Preferred

diclofenac potassium tablet 50 mg oral Preferred
diclofenac sodium Preferred
diclofenac sodium er Preferred
etodolac Preferred
etodolac er Preferred

fenoprofen calcium

Non — Preferred

Coverage Requirements and Limits
lowercase italics = Generic drugs
UPPERCASE BOLD = Brand name drugs
Drug Tier

Non — Preferred = Non — Preferred
Preferred = Preferred
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AL = Age Restrictions

OTC = OTC Medications

PA = Prior Authorization Applies
QL = Quantity Limits

ST = Step Therapy Applies




Prescription Drug Name

Drug Tier Coverage Requirements

and Limits

flurbiprofen Preferred

ibuprofen oral capsule Preferred OTC; QL (6 EA per 1 day)
ibuprofen oral suspension Non — Preferred

ibuprofen oral tablet 200 mg Preferred OTC; QL (6 EA per 1 day)
ibuprofen tablet 400 mg oral Preferred

ibuprofen tablet 600 mg oral Preferred

ibuprofen tablet 800 mg oral Preferred

indomethacin Preferred

indomethacin er Preferred

ketoprofen er

Non — Preferred

ketorolac tromethamine

Preferred QL (20 EA per 30 days)

meclofenamate sodium

Non — Preferred

mefenamic acid

Non — Preferred

meloxicam oral capsule

Non — Preferred

meloxicam oral tablet Preferred QL (1 EA per 1 day)
nabumetone tablet 500 mg oral Preferred
nabumetone tablet 500 mg oral Preferred QL (4 EA per 1 day)
nabumetone tablet 750 mg oral Preferred
nabumetone tablet 750 mg oral Preferred QL (4 EA per 1 day)
naproxen Preferred
naproxen dr Preferred
naproxen sodium Preferred

naproxen sodium er

Non — Preferred

oxaprozin Non — Preferred
piroxicam Non — Preferred
sulindac Preferred

tolmetin sodium

Non — Preferred

DAYPRO

Non — Preferred

IBU

Preferred

Coverage Requirements and Limits
lowercase italics = Generic drugs
UPPERCASE BOLD = Brand name drugs
Drug Tier

Non — Preferred = Non — Preferred
Preferred = Preferred

AL = Age Restrictions

OTC = OTC Medications

PA = Prior Authorization Applies
QL = Quantity Limits

ST = Step Therapy Applies
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Prescription Drug Name

Drug Tier

Coverage Requirements
and Limits

LOFENA Non — Preferred
MEDI-FIRST IBUPROFEN Preferred OTC; QL (6 EA per 1 day)
NAPRELAN Non — Preferred
RELAFEN DS Non — Preferred

*Phosphodiesterase 4 (Pde4)
Inhibitors™** - Arthritis And Pain
Drugs

OTEZLA

Non — Preferred

*Pyrimidine Synthesis Inhibitors*** -
Arthritis And Pain Drugs

leflunomide

Preferred

QL (1 EA per 1 day)

ARAVA

Non — Preferred

QL (1 EA per 1 day)

*Selective Costimulation
Modulators*** - Arthritis And Pain

Drugs
ORENCIA Non — Preferred
ORENCIA CLICKJECT Non — Preferred

*Soluble Tumor Necrosis Factor
Receptor Agents*** - Arthritis And
Pain Drugs

ENBREL MINI Preferred PA; QL (4 PEN per 28 days)
ENBREL SUBCUTANEOUS SOLUTION Preferred PA

g:g:ﬁtsg gggL%NEEOUS SOLUTION Preferred PA; QL (4 ML per 28 days)
ENBREL SURECLICK Preferred PA; QL (4 ML per 28 days)
Coverage Requirements and Limits

lowercase italics = Generic drugs AL = Age Restrictions

UPPERCASE BOLD = Brand name drugs OTC = OTC Medications

Drug Tier PA = Prior Authorization Applies

Non — Preferred = Non — Preferred QL = Quantity Limits

Preferred = Preferred ST = Step Therapy Applies
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Prescription Drug Name

*Analgesics - Nonnarcotic* - Drugs

For Pain And Fever

*Analgesics - Selective Nav1.8
Sodium Channel Inhibitors™*** -
Drugs For Pain And Fever

Drug Tier Coverage Requirements
and Limits

JOURNAVX

Non — Preferred

*Analgesics Other*** - Arthritis And
Pain Drugs

acetaminophen Preferred oTC
acetaminophen childrens Preferred oTC
acetaminophen extra strength Preferred oTC
pain relief extra strength Preferred oTC
pain reliever Preferred oTC
CHILDRENS MEDI-TABS Preferred OTC

*Analgesics-Sedatives*** - Arthritis
And Pain Drugs

butalbital-acetaminophen oral capsule Non — Preferred
butalbital-acetaminophen tablet 50-300 mg Preferred

oral

l;ﬁl;‘?lb/tal-acetammophen tablet 50-325 mg Preferred QL (6 EA per 1 day)
butalbital-apap-caffeine capsule 50-300-40 Preferred

mgq oral

butalbital-apap-caffeine capsule 50-325-40 Preferred QL (6 EA per 1 day)
mgq oral

butalbital-apap-caffeine oral tablet Preferred QL (6 EA per 1 day)
butalbital-aspirin-caffeine Preferred QL (6 EA per 1 day)
BAC (BUTALBITAL-ACETAMIN-CAFF) Preferred QL (6 EA per 1 day)
FIORICET Non — Preferred

Coverage Requirements and Limits
lowercase italics = Generic drugs
UPPERCASE BOLD = Brand name drugs
Drug Tier

Non — Preferred = Non — Preferred
Preferred = Preferred

AL = Age Restrictions

OTC = OTC Medications

PA = Prior Authorization Applies
QL = Quantity Limits

ST = Step Therapy Applies
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Prescription Drug Name Drug Tier Coverage Requirements
and Limits

*Salicylate Combinations™*** -

Arthritis And Pain Drugs

aspirin buf(cacarb-mgcarb-mgo) Preferred OTC

*Salicylates™*** - Arthritis And Pain

Drugs

aspirin 81 Preferred OTC

diflunisal Preferred

salsalate Preferred

DOLOBID Non — Preferred

*Analgesics - Opioid* - Drugs For

Pain And Fever

*Codeine Combinations™** - Arthritis

And Pain Drugs

acetaminophen-codeine oral solution Preferred QL (20 ML per 1 day); AL (Min
18 Years)

acetaminophen-codeine oral tablet Preferred QL (4 EA per 1 day); AL (Min
18 Years)

butalbital-apap-caff-cod Non — Preferred QL (4 EA per 1 day); AL (Min
18 Years)

butalbital-asa-caff-codeine Preferred QL (4 EA per 1 day); AL (Min
18 Years)

ASCOMP-CODEINE Preferred QL (4 EA per 1 day); AL (Min
18 Years)

FIORICET/CODEINE Non — Preferred |- (4 EA per 1 day); AL (Min
18 Years)

*Dihydrocodeine Combinations™*** -

Arthritis And Pain Drugs

apap-caff-dihydrocodeine Non — Preferred

Coverage Requirements and Limits

lowercase italics = Generic drugs AL = Age Restrictions

UPPERCASE BOLD = Brand name drugs OTC = OTC Medications

Drug Tier PA = Prior Authorization Applies

Non — Preferred = Non — Preferred QL = Quantity Limits

Preferred = Preferred ST = Step Therapy Applies
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Prescription Drug Name

Drug Tier

Coverage Requirements
and Limits

*Hydrocodone Combinations*** -
Arthritis And Pain Drugs

hydrocodone-acetaminophen solution 10-325

mg/15ml oral Preferred
hydrocodone-acetaminophen solution 2.5-

108 mgl5ml oral Preferred QL (40 ML per 1 day)
hydrocodone-acetaminophen solution 5-217 Preferred QL (40 ML per 1 day)
mg/10ml oral

hydrocodone-acetaminophen solution 7.5-

325 mg/15ml oral Preferred QL (40 ML per 1 day)
hydrocodone-acetaminophen tablet 10-300 Preferred

mgq oral

hydrocodone-acetaminophen tablet 10-325 Preferred QL (4 EA per 1 day)
mgq oral

hydrocodone-acetaminophen tablet 10-325 Preferred

mgq oral

hydrocodone-acetaminophen tablet 2.5-325 Preferred

mgq oral

hydrocodone-acetaminophen tablet 5-300 Preferred

mg oral

hydrocodone-acetaminophen tablet 5-325 Preferred QL (4 EA per 1 day)
mgq oral

hydrocodone-acetaminophen tablet 5-325 Preferred

mgq oral

hydrocodone-acetaminophen tablet 7.5-300 Preferred

mg oral

hydrocodone-acetaminophen tablet 7.5-325 Preferred QL (4 EA per 1 day)
mg oral

hydrocodone-acetaminophen tablet 7.5-325 Preferred

mgq oral

hydrocodone-ibuprofen tablet 10-200 mg oral Preferred

hydrocodone-ibuprofen tablet 5-200 mg oral Preferred

Coverage Requirements and Limits
lowercase italics = Generic drugs

Drug Tier
Non — Preferred = Non — Preferred

Preferred = Preferred

AL = Age Restrictions
UPPERCASE BOLD = Brand name drugs OTC = OTC Medications

PA = Prior Authorization Applies
QL = Quantity Limits

ST = Step Therapy Applies
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Prescription Drug Name Drug Tier Coverage Requirements
and Limits

l;)r/glrocodone-/buprofen tablet 7.5-200 mg Preferred QL (4 EA per 1 day)

*Opioid Agonists*** - Arthritis And

Pain Drugs

codeine sulfate Preferred QL (4 EA per 1 day); AL (Min

18 Years)

fentanyl

Non — Preferred

hydrocodone bitartrate er

Non — Preferred

hydromorphone hcl er

Non — Preferred

hydromorphone hcl oral liquid

Preferred

hydromorphone hcl rectal

Preferred 4 EA per 1 day)

hydromorphone hcl tablet 2 mqg oral

Preferred 4 EA per 1 day)

hydromorphone hcl tablet 4 mg oral

hydromorphone hcl tablet 8 mg oral

QL (
QL (

Preferred QL (4 EA per 1 day)
QL (

Preferred 2 EA per 1 day)

levorphanol tartrate

Non — Preferred

meperidine hcl

Non — Preferred

methadone hcl oral concentrate

Non — Preferred QL (3 EA per 1 day)

methadone hcl oral tablet soluble

Non — Preferred

methadone hcl solution 10 mg/5ml oral

Non — Preferred QL (15 ML per 1 day)

methadone hcl solution 5 mg/5ml oral

Non — Preferred

methadone hcl solution 5 mg/5ml oral

Non — Preferred QL (30 ML per 1 day)

methadone hcl tablet 10 mg oral

Non — Preferred QL (3 EA per 1 day)

methadone hcl tablet 5 mg oral

Non — Preferred QL (6 EA per 1 day)

morphine sulfate (concentrate) solution 100

mg/ml oral

mg/5mi oral Preferred

morphine sulfate (concentrate) solution 100 Preferred QL (4.5 ML per 1 day)
mg/5ml oral

morphine sulfate (concentrate) solution 20 Preferred

morphine sulfate er beads

Non — Preferred

Coverage Requirements and Limits
lowercase italics = Generic drugs
UPPERCASE BOLD = Brand name drugs
Drug Tier

Non — Preferred = Non — Preferred
Preferred = Preferred
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AL = Age Restrictions

OTC = OTC Medications

PA = Prior Authorization Applies
QL = Quantity Limits

ST = Step Therapy Applies




Prescription Drug Name

Drug Tier

Coverage Requirements
and Limits

morphine sulfate er oral capsule extended
release 24 hour

Non — Preferred

morphine sulfate er tablet extended release

100 mg oral Preferred PA; QL (1 EA per 1 day)
morphine sulfate er tablet extended release Preferred PA: QL (6 EA per 1 day)
15 mg oral

morphine sulfate er tablet extended release Preferred PA: QL (1 EA per 1 day)
200 mg oral

?;;ﬁg@fjwfate er tablet extended release Preferred PA

morphine sulfate er tablet extended release Preferred PA: QL (1 EA per 1 day)
60 mgq oral

morphine sulfate oral solution Preferred QL (45 ML per 1 day)
morphine sulfate suppository 10 mg rectal Preferred QL (4 EA per 1 day)
morphine sulfate suppository 20 mgq rectal Preferred QL (4 EA per 1 day)
morphine sulfate suppository 30 mg rectal Preferred QL (3 EA per 1 day)
morphine sulfate suppository 5 mg rectal Preferred QL (4 EA per 1 day)
morphine sulfate tablet 15 mg oral Preferred QL (4 EA per 1 day)
morphine sulfate tablet 30 mg oral Preferred QL (3 EA per 1 day)
oxycodone hcl concentrate 100 mg/5ml oral Preferred QL (6 ML per 1 day)
oxycodone hcl concentrate 100 mg/5ml oral Preferred

oxycodone hcl oral capsule Preferred QL (4 EA per 1 day)
oxycodone hcl solution 5 mg/5ml oral Preferred

oxycodone hcl solution 5 mg/5ml oral Preferred QL (60 ML per 1 day)
oxycodone hcl tablet 10 mg oral Preferred QL (4 EA per 1 day)
oxycodone hcl tablet 15 mg oral Preferred QL (4 EA per 1 day)
oxycodone hcl tablet 20 mg oral Preferred QL (3 EA per 1 day)
oxycodone hcl tablet 30 mg oral Preferred

oxycodone hcl tablet 30 mg oral Preferred QL (4 EA per 1 day)
oxycodone hcl tablet 5 mg oral Preferred

oxycodone hcl tablet 5 mg oral Preferred QL (4 EA per 1 day)

Coverage Requirements and Limits
lowercase italics = Generic drugs
UPPERCASE BOLD = Brand name drugs
Drug Tier

Non — Preferred = Non — Preferred
Preferred = Preferred

AL = Age Restrictions

OTC = OTC Medications

PA = Prior Authorization Applies
QL = Quantity Limits
ST = Step Therapy Applies
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Prescription Drug Name

Drug Tier Coverage Requirements
and Limits

oxymorphone hcl

Non — Preferred

oxymorphone hcl er

Non — Preferred QL (2 EA per 1 day)

tramadol hcl (er biphasic)

Non — Preferred AL (Min 18 Years)

tramadol hcl er

Non — Preferred AL (Min 18 Years)

tramadol hcl oral solution

Non — Preferred AL (Min 18 Years)

tramadol hcl tablet 100 mg oral

Non — Preferred AL (Min 18 Years)

tramadol hcl tablet 100 mg oral

QL (4 EA per 1 day); AL (Min

Non — Preferred 18 Years)

tramadol hcl tablet 25 mqg oral

Non — Preferred AL (Min 18 Years)

tramadol hcl tablet 50 mg oral

QL (8 EA per 1 day); AL (Min

Preferred 18 Years)

CONZIP

Non — Preferred AL (Min 18 Years)

DILAUDID ORAL LIQUID

Non — Preferred

DILAUDID TABLET 2 MG ORAL

Non — Preferred QL (4 EA per 1 day)

DILAUDID TABLET 4 MG ORAL

Non — Preferred QL (4 EA per 1 day)

DILAUDID TABLET 8 MG ORAL

Non — Preferred QL (2 EA per 1 day)

HYSINGLA ER

Non — Preferred

METHADONE HCL INTENSOL

Non — Preferred QL (3 ML per 1 day)

METHADOSE ORAL CONCENTRATE

Non — Preferred QL (3 ML per 1 day)

METHADOSE ORAL TABLET SOLUBLE

Non — Preferred

METHADOSE SUGAR-FREE

Non — Preferred QL (3 ML per 1 day)

MS CONTIN TABLET EXTENDED
RELEASE 15 MG ORAL

Non — Preferred PA; QL (6 EA per 1 day)

MS CONTIN TABLET EXTENDED
RELEASE 30 MG ORAL

Non — Preferred PA

MS CONTIN TABLET EXTENDED
RELEASE 60 MG ORAL

Non — Preferred PA; QL (1 EA per 1 day)

NUCYNTA ER Non — Preferred
OXYCONTIN Non — Preferred
ROXICODONE Non — Preferred QL (4 EA per 1 day)
ROXYBOND Non — Preferred

Coverage Requirements and Limits
lowercase italics = Generic drugs
UPPERCASE BOLD = Brand name drugs
Drug Tier

Non — Preferred = Non — Preferred
Preferred = Preferred
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AL = Age Restrictions

OTC = OTC Medications

PA = Prior Authorization Applies
QL = Quantity Limits

ST = Step Therapy Applies




Prescription Drug Name

Drug Tier

Coverage Requirements
and Limits

*Opioid Combinations*** - Arthritis
And Pain Drugs

benzhydrocodone-acetaminophen

Non — Preferred

oral

nalocet Non — Preferred
oxycodone-acetaminophen oral solution Preferred

oxycodone-acetaminophen tablet 10-325 mg

oral Preferred
oxycodone-acetaminophen tablet 10-325 mg

oral Preferred QL (4 EA per 1 day)
oxycodone-acetaminophen tablet 2.5-325 mg Preferred

oral

oxycodone-acetaminophen tablet 2.5-325 mg

oral Preferred QL (4 EA per 1 day)
oxycodone-acetaminophen tablet 5-325 mg Preferred

oral

oxycodone-acetaminophen tablet 5-325 mg Preferred QL (4 EA per 1 day)
oral P y
oxycodone-acetaminophen tablet 7.5-325 mg Preferred

oral

oxycodone-acetaminophen tablet 7.5-325 mg Preferred QL (4 EA per 1 day)

APADAZ Non — Preferred
ENDOCET Preferred QL (4 EA per 1 day)
PERCOCET Non — Preferred QL (4 EA per 1 day)
PROLATE Non — Preferred

*Opioid Partial Agonists*** -
Arthritis And Pain Drugs

buprenorphine hcl

Preferred

buprenorphine hcl-naloxone hcl

Preferred

buprenorphine patch weekly 10 mcglhr
transdermal

Non — Preferred

QL (4 EA per 28 days)

Coverage Requirements and Limits

lowercase italics = Generic drugs AL = Age Restrictions
UPPERCASE BOLD = Brand name drugs OTC = OTC Medications

Drug Tier PA = Prior Authorization Applies
Non — Preferred = Non — Preferred QL = Quantity Limits

Preferred = Preferred ST = Step Therapy Applies
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Prescription Drug Name Drug Tier Coverage Requirements
and Limits

buprenorphine patch weekly 15 mcglhr

transdermal Non — Preferred  |QL (4 EA per 28 days)

buprenorphine patch weekly 20 mcgl/hr

transdermal Non —Preferred  |QL (4 EA per 28 days)

buprenorphine patch weekly 5 mcgl/hr

transdermal Non — Preferred  |QL (4 EA per 28 days)

buprenorphine patch weekly 7.5 mcglhr Non — Preferred QL (4 EA per 28 days)

transdermal

butorphanol tartrate Non — Preferred QL (2.5 ML per 30 days)
pentazocine-naloxone hcl Non — Preferred QL (4 EA per 1 day)
BELBUCA Non — Preferred

BRIXADI Preferred

BRIXADI (WEEKLY) Preferred

BUTRANS Non — Preferred QL (4 EA per 28 days)
SUBLOCADE Preferred

SUBOXONE Preferred

ZUBSOLV Preferred

*Tramadol Combinations*** -
Arthritis And Pain Drugs

tramadol-acetaminophen Non — Preferred AL (Min 18 Years)
*Androgens-Anabolic* - Hormones

*Androgens*** - Drugs For Men

testosterone Preferred PA; QL (6 ML per 1 day)
l.‘estosterone cypionate solution 100 mg/ml Preferred PA: QL (10 ML per 28 days)
intramuscular

{estosterone cypionate solution 200 mg/ml Preferred PA: QL (10 ML per 90 days)
intramuscular

testosterone enanthate Preferred PA; QL (5 ML per 60 days)
Coverage Requirements and Limits

lowercase italics = Generic drugs AL = Age Restrictions

UPPERCASE BOLD = Brand name drugs OTC = OTC Medications

Drug Tier PA = Prior Authorization Applies

Non — Preferred = Non — Preferred QL = Quantity Limits

Preferred = Preferred ST = Step Therapy Applies
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Prescription Drug Name

*Anorectal And Related Products* -

Rectal Preparations

*Intrarectal Steroids*** - Rectal
Preparations

Drug Tier Coverage Requirements

and Limits

budesonide Non — Preferred
hydrocortisone Preferred

CORTENEMA Non — Preferred
CORTIFOAM Non — Preferred
UCERIS Non — Preferred

*Nitrate Vasodilating Agents*** -
Rectal Preparations

nitroglycerin

Non — Preferred

RECTIV

Non — Preferred

*Rectal Anesthetic/Steroids*** -
Rectal Preparations

lidocaine-hydrocort (perianal)

Non — Preferred

lidocaine-hydrocortisone ace

Non — Preferred

ANA-LEX

Non — Preferred

LIDOCORT

Non — Preferred

PROCTOFOAM HC

Non — Preferred

*Rectal Combinations - Misc.*** -
Rectal Preparations

hemorrhoidal Preferred OTC
PREPARATION H Preferred OTC
*Rectal Local Anesthetics*** - Rectal

Preparations

pramoxine hcl (perianal) Preferred OTC
PROCTOFOAM Preferred OTC

Coverage Requirements and Limits
lowercase italics = Generic drugs
UPPERCASE BOLD = Brand name drugs
Drug Tier

Non — Preferred = Non — Preferred
Preferred = Preferred

AL = Age Restrictions

OTC = OTC Medications

PA = Prior Authorization Applies
QL = Quantity Limits

ST = Step Therapy Applies
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Prescription Drug Name Drug Tier Coverage Requirements
and Limits

*Rectal Steroids*** - Rectal

Preparations

hydrocortisone (perianal) Preferred

hydrocortisone acetate

Non — Preferred

ANUSOL-HC

Non — Preferred

PROCTO-MED HC Preferred
PROCTOSOL HC Preferred
PROCTOZONE-HC Preferred

*Antacids* - Drugs For The Stomach

*Antacids - Aluminum Salts*** -
Drugs For Ulcers And Stomach Acid

aluminum hydroxide gel

Preferred

oTC

*Antacids - Bicarbonate*** - Drugs
For Ulcers And Stomach Acid

sodium bicarbonate

Preferred

oTC

*Antacids - Calcium Salts*** - Drugs
For Ulcers And Stomach Acid

calcium carbonate antacid

Preferred

oTC

*Antacids - Magnesium Salts*** -
Drugs For Ulcers And Stomach Acid

magnesium oxide
*Anthelmintics® - Drugs For

Infections

Preferred

oTC

Parasites

*Anthelmintics*** - Drugs For

albendazole

Non — Preferred

benznidazole

Non — Preferred

ivermectin

Non — Preferred

praziquantel

Preferred

Coverage Requirements and Limits

lowercase italics = Generic drugs

UPPERCASE BOLD = Brand name drugs

Drug Tier
Non — Preferred = Non — Preferred

Preferred = Preferred
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AL = Age Restrictions
OTC = OTC Medications

PA = Prior Authorization Applies

QL = Quantity Limits

ST = Step Therapy Applies



*Antianginal Agents* - Drugs For

The Heart

Prescription Drug Name Drug Tier Coverage Requirements
and Limits

BILTRICIDE Non — Preferred

EGATEN Non — Preferred

EMVERM Non — Preferred

STROMECTOL Non — Preferred

*Antianginals-Other*** - Drugs For
Angina

ranolazine er

Non — Preferred

ASPRUZYO SPRINKLE

Non — Preferred

*Nitrates*** - Drugs For Angina

isosorbide dinitrate Preferred
isosorbide mononitrate Preferred
isosorbide mononitrate er tablet e