KAISER PERMANENTE DE GEORGIA

LISTA DE MEDICAMENTOS RECETADOS DISPONIBLES DE
LOS BENEFICIOS CHOICE 2024

Este documento incluye la Lista de medicamentos
recetados disponibles de los beneficios Choice 2024
de Kaiser Permanente de Georgia hasta el
1.° de julio de 2024

Para obtener la Lista de medicamentos recetados
disponibles actualizada, por favor llame al
1-855-364-3185 (TTY 771), de lunes a viernes,
de 8:00 a. m. a 6:00 p. m. hora del Este.



&% KAISER PERMANENTE.

Kaiser Permanente Insurance Company

Planes de Organizaciones de Proveedores Preferidos (PPO) de Kaiser Permanente
Insurance Company (KPIC)

NOTA: Esta Lista de medicamentos recetados disponibles se actualiza con frecuencia y esta sujeta a cambios.
Después de la modificacion, todas las versiones anteriores de la Lista de medicamentos recetados disponibles dejan de
estar vigentes.

Debe consultar este documento si estd actualmente inscrito(a) o le interesa inscribirse en un plan de plan de
Organizaciones de Proveedores Preferidos (Preferred Provider Organization, PPO) de Kaiser Permanente de Georgia.
Kaiser Permanente Insurance Company (KPIC), subsidiaria de Kaiser Foundation Health Plan, Inc., suscribe
exclusivamente la cobertura del plan de PPO.

Este documento contiene informacion relativa a los medicamentos recetados para pacientes ambulatorios que estan
cubiertos por el plan de PPO. El beneficio de medicamentos recetados para pacientes ambulatorios de KPIC es
administrado por MedImpact.

Si necesita ayuda con esta Lista de medicamentos recetados disponibles, por favor llame a MedImpact las 24 horas del dia,
los 7 dias de la semana, al 1-800-788-2949 (servicio de asistencia farmacéutica) o al 711 (TTY).

Puede acceder a la version mas actualizada de la Lista de medicamentos recetados disponibles visitando
http://kp.org/kpic-georgia (en inglés). Para obtener ayuda en su idioma preferido, vea la seccion "Ayuda en su
idioma" mas adelante en este documento.

Como utilizar este documento (Lista de medicamentos recetados disponibles)

Este documento es una lista de los medicamentos recetados cubiertos por su plan de PPO.
¢ Los medicamentos genéricos aparecen con su nombre genérico (en cursivas), seguido del nombre de marca
mas comun, si es que existe (por ejemplo, atorvastatina, tableta oral de 10 mg o 20 mg [Lipitor]).
e Algunos medicamentos genéricos tienen un nombre registrado (de marca) y aparecen en letras
MAYUSCULAS (por ejemplo, JUNEL 1/20 [21], TABLETA ORAL 1-20 MG-MCG).
e Los medicamentos de marca aparecen con su nombre de marca en letras MAYUSCULAS (por ejemplo,
JANUVIA, TABLETA ORAL DE 100 MG, 25 MG, 50 MG).

Puede acceder a la Lista de medicamentos recetados disponibles usando:

e (ategorias de medicamentos: los medicamentos se agrupan en categorias de acuerdo con los tipos de
afecciones médicas que tratan. Use el "Indice" para ir a la categoria del medicamento.

e Listado alfabético del indice: El indice se encuentra al final de la Lista de medicamentos recetados disponibles y
proporciona una lista alfabética de todos los medicamentos incluidos en este documento. Primero, busque en el
indice y encuentre el medicamento. Junto al medicamento, hay un nimero de pagina donde el miembro puede
encontrar informacion sobre la cobertura. Luego, vaya a la pagina indicada en el indice y busque el nombre del
medicamento en la primera columna de la lista de esa pagina.

Este documento se aplica solo a los medicamentos recetados para pacientes ambulatorios proporcionados a los asegurados
a través de las farmacias minoristas o del servicio de farmacia por correo. Este documento no se aplica a los medicamentos
obtenidos en el consultorio del médico o en el hospital. Definicion de niveles de la Lista de medicamentos
recetados disponibles:

Simbolo Pauta Descripcion
T1 Nivel 1 Preventivos genéricos
T2 Nivel 2 Preferidos genéricos
T3 Nivel 3 Preferidos de marca
T4 Nivel 4 No preferidos
T5 Nivel 5 Especializados

Los medicamentos preventivos obligatorios cubiertos por la Ley de Cuidado de Salud Asequible (Affordable Care Act,
ACA) se identifican en la Lista de medicamentos recetados disponibles con "$0".


http://kp.org/kpic-georgia

Diseiio de Beneficios por niveles

La Lista de medicamentos recetados disponibles puede aplicarse a un Disefio de Beneficios por niveles, donde el
asegurado comparte el costo de la terapia con medicamentos recetados segtin el nivel del medicamento mediante un
copago o coseguro compartido. En la mayoria de los casos, los medicamentos disponibles en version genérica estaran
cubiertos en otro nivel inferior (menor costo compartido), sea preventivo o preferido, y los medicamentos de marca
que aparecen en la Lista de medicamentos recetados disponibles estaran cubiertos en un nivel superior (mayor costo
compartido de copago). Los medicamentos especializados estaran cubiertos en el nivel mas alto (coseguro con un
maximo por medicamento recetado). Los medicamentos preventivos que exige la Ley de Cuidado de Salud Asequible
estaran cubiertos tal y como se describe en la seccion "SERVICIOS CUBIERTOS" de su Certificado de Seguro y
Programa de Cobertura (Certificate of Insurance and Schedule of Coverage).

Mantenimiento y actualizacion de la Lista de medicamentos recetados disponibles

Los Comités de Farmacia y Terapéutica (Pharmacy and Therapeutics, P&T) y de la Lista de medicamentos
recetados disponibles de MedImpact Healthcare Systems proporcionan a médicos y farmacéuticos un método
para evaluar la seguridad, eficacia y rentabilidad de los medicamentos disponibles en el mercado. Los comités
de P&T y de la Lista de medicamentos recetados disponibles de MedImpact se relinen cada trimestre, y con
mayor frecuencia si es necesario, para garantizar la pertinencia clinica de la Lista de medicamentos recetados
disponibles.

Los comités de P&T y de la Lista de medicamentos recetados disponibles de MedImpact actualizan esta Lista
de medicamentos recetados disponibles usando un enfoque estructurado del proceso de asignacion de niveles
para garantizar el acceso continuo de los pacientes a tratamientos farmacologicos médicamente apropiados.

Los comités de P&T y de la Lista de medicamentos recetados disponibles de Medlmpact utilizan los siguientes
criterios en la evaluacion de la asignacion de niveles de medicamentos para la Lista de medicamentos recetados
disponibles:

. perfil de seguridad del medicamento;

. eficacia del medicamento;

. comparacion de los beneficios terapéuticos relevantes con los medicamentos actuales de la Lista de
medicamentos recetados disponibles de uso similar, y para minimizar la duplicacion terapéutica cuando
sea posible;

. rentabilidad en relacion con una terapia comparable.

. Qué medicamentos estan cubiertos?

Por lo general, KPIC cubrira los medicamentos genéricos, de marca y especializados recetados que aparezcan en la
Lista de medicamentos recetados disponibles, siempre que el medicamento sea médicamente necesario y se sigan
otras reglas de cobertura. Los medicamentos de venta libre (Over-the-Counter, OTC) no suelen estar cubiertos.
En ciertos planes, algunos medicamentos preventivos OTC estan cubiertos cuando los receta un médico, como la
aspirina y los suplementos de hierro.

- Qué es un medicamento genérico?

Un medicamento genérico esta aprobado por la Administracion de Medicamentos y Alimentos (Food and Drug
Administration, FDA) como un medicamento que contiene el mismo principio activo que el medicamento de marca.
Por lo general, los medicamentos genéricos cuestan menos que los medicamentos de marca.

En su plan de PPO, puede pagar un copago o coseguro diferente por los medicamentos genéricos preferidos y
por los medicamentos genéricos no preferidos. En el caso de los medicamentos genéricos preferidos, sus gastos de
bolsillo seran menores a los de los medicamentos genéricos no preferidos.

.Qué es un medicamento de marca?

Por lo general, la fabricacion y venta de los medicamentos de marca estan a cargo de la compaiiia farmacéutica
que primero realizo6 la investigacion y desarrolld el medicamento. Cuando la patente de un medicamento de
marca vence, otras compafiias farmacéuticas pueden fabricar y vender una version genérica aprobada por la
FDA del medicamento con los mismos principios activos y a un precio mas bajo.

En su plan de PPO, puede pagar un copago o coseguro diferente por los medicamentos de marca preferidos y
los medicamentos de marca no preferidos. En el caso de los medicamentos de marca preferidos, sus gastos de
bolsillo seran menores a los de los medicamentos de marca no preferidos.



Si solicita un medicamento de marca cuando se le recetdo un medicamento genérico, es posible que tenga que
pagar el costo compartido del medicamento de marca mas la diferencia de costo entre el medicamento genérico
y el de marca. Consulte su Certificado de Seguro y su Programa de Cobertura para obtener mas detalles.

.Qué son los medicamentos especializados?

Los medicamentos especializados son medicamentos recetados de alto costo que incluyen medicamentos
utilizados para tratar enfermedades complejas y cronicas, como la esclerosis multiple, la artritis reumatoide y
la hepatitis C. Los medicamentos especializados suelen requerir una manipulacion, administracion o
supervision especiales.

.Qué son los medicamentos preventivos?

En algunos planes, los medicamentos, incluso los de venta libre (OTC), estan cubiertos sin costo alguno si el
asegurado tiene una receta de su proveedor de atencion médica. La vacuna contra la gripe no requiere receta médica,
pero hay que presentar la tarjeta del seguro en la farmacia. Algunos medicamentos solo estan cubiertos sin gastos
compartidos para determinados pacientes, por ejemplo, para un rango de edad especifico, para grupos que tienen
el requisito de, o han optado por, la cobertura de medicamentos preventivos exigidos por la Ley de Cuidado de
Salud Asequible o cuando un medicamento se utiliza para un fin determinado.

.Qué medicamentos no estan cubiertos?

*  Medicamentos de venta libre (OTC) o sus equivalentes, a menos que su plan los cubra de otro modo.

*  Cualquier medicamento utilizado con fines cosméticos.

*  Medicamentos experimentales o cualquier medicamento utilizado de forma experimental.

*  Sustitucion de medicamentos perdidos o robados.

*  Medicamentos de estilo de vida (por ejemplo, para disfuncion sexual).

¢  Medicamentos que requieren la administracion por parte de un profesional clinico de salud, a menos que
se especifique lo contrario en la Lista de medicamentos recetados disponibles.

e Suministros diferentes de aquellos para diabéticos/suministros de diagnostico/suministros o dispositivos
de ostomia.

*  Veasu Certificado de Seguro y su Programa de Cobertura para obtener una lista de todas las exclusiones.

JHay alguna restriccion sobre los medicamentos cubiertos en la Lista de medicamentos recetados

disponibles?
Si, para determinados medicamentos de la Lista de medicamentos recetados disponibles puede aplicarse una pauta de

prescripcion recomendada. Estas se mencionan a lo largo del documento mediante los siguientes simbolos (consulte la

tabla siguiente).

Tabla de simbolos de las pautas:

Pautas Descripcion
EDAD Limites de edad | La cobertura depende de la edad del paciente.
PA . Requiere una autorizacion previa basada en criterios clinicos
Autorizacion

especificos. Vea ";Qué es una autorizacion previa?" mas abajo

revia . Ly ..
p para obtener informacion adicional.
QL Limites de cantidad| La cobertura se limita a cantidades especificas por receta o periodo de tiempo.
Se requiere autorizacion previa para las cantidades que superen la restriccion.
ST Tratamiento La cobertura depende del uso previo de otro medicamento. Puede ser
escalonado necesaria una autorizacion previa.

informacion adicional.

Vea " ;Qué es el tratamiento escalonado?' mds adelante para obtener




.Qué es una autorizacion previa?

Una autorizacion previa (Prior Authorization, “PA”) es una técnica que se utiliza para fomentar el uso seguro y
rentable de los medicamentos. Muchos medicamentos tienen multiples indicaciones, por lo que se establecen
PA para los medicamentos para garantizar que el medicamento sea apropiado y seguro para el asegurado.

.Coémo funciona el programa? Los medicamentos marcados con una PA significan que el profesional que
emitio la receta debe demostrar primero que usted tiene una necesidad médica del medicamento recetado. Esto
significa que para recibir cobertura su profesional que receta tendrd que colaborar con MedImpact para recibir
la autorizaciéon previa del medicamento. Los medicamentos sujetos a autorizacion previa tienen criterios
clinicos especificos que usted debe cumplir para obtener cobertura. Consulte la columna Requisitos/limites de
la Lista de medicamentos recetados disponibles para conocer los medicamentos que requieren una PA.

Después de la recepcion de su solicitud de autorizacion previa, MedImpact notificara al proveedor autorizado
para recetar en un plazo de 72 horas para las solicitudes no urgentes y en un plazo de 24 horas si existen
circunstancias apremiantes, la aprobacion de la solicitud u otro resultado. Si MedImpact no responde en un plazo
de 72 horas en el caso de las solicitudes no urgentes y en un plazo de 24 horas si existen circunstancias
apremiantes a partir de la recepcion de un formulario de solicitud de un proveedor autorizado para recetar
medicamentos, se considerara que la solicitud fue aprobada. Si no le satisface el resultado, puede solicitar una
apelacion llamando a MedImpact al 1-800-788-2949 (servicio de asistencia farmacéutica). Si MedImpact no
aprueba un medicamento que usted o su proveedor solicitaron, recibird un aviso de determinacion adversa de
beneficios en el que se le explicara por qué se rechazé su solicitud y como puede apelar.

.Qué es el tratamiento escalonado?

Algunos medicamentos recetados seleccionados requieren un tratamiento escalonado. El Programa de Tratamiento
Escalonado fomenta el uso seguro y rentable de los medicamentos. En este programa, se requiere un enfoque
"escalonado" para recibir la cobertura de ciertos medicamentos menos preferidos. Esto significa que para recibir
cobertura es posible que tenga que probar primero un medicamento de eficacia probada y rentable antes de utilizar
un tratamiento mas costoso.

.Coémo funciona el programa? El Programa de Tratamiento Escalonado requiere que tenga un historial de
recetas de un medicamento "de primera linea" antes de que su plan de beneficios cubra un medicamento "de
segunda linea". Un medicamento de primera linea est4 reconocido como seguro y eficaz en el tratamiento de una
afeccion médica especifica, ademas de ser rentable. Un medicamento de segunda linea es una opcion de
tratamiento menos preferida o a veces mas costosa.

Cuando sea posible, su médico debe recetarle un medicamento de primera linea apropiado para su enfermedad.
Si sumédico determina que un medicamento de primera linea no es apropiado para usted o no es eficaz, su beneficio
de medicamentos recetados cubrira un medicamento de segunda linea cuando se cumplan determinadas condiciones.
Puede ser necesaria una autorizacion previa.

Después de la recepcion de su solicitud de un medicamento de segunda linea, MedImpact notificara al
proveedor autorizado para recetar en un plazo de 72 horas para las solicitudes no urgentes y en un plazo de
24 horas si existen circunstancias apremiantes, la aprobacion de la solicitud u otro resultado. Si no le satisface
el resultado, puede solicitar una apelacion llamando a MedImpact al 1-800-788-2949 (servicio de asistencia
farmacéutica) o al 711 (TTY). Si MedImpact no aprueba un medicamento que usted o su proveedor solicitaron,
recibira un aviso de determinacion adversa de beneficios en el que se le explicara por qué se rechazo su solicitud y
como puede apelar.



. Cuales son los medicamentos elegibles para enviarse por el servicio de farmacia por correo?

La mayoria de los medicamentos de mantenimiento pueden enviarse a través de nuestro servicio de farmacia por
correo. Sin embargo, los medicamentos permitidos en pedidos por correo no pueden ser enviados fuera de
Estados Unidos. No hay cargos adicionales de pedido por correo. Se aplicaran los gastos de bolsillo
correspondientes con base en su beneficio de medicamentos recetados.

Cobertura y limitaciones de los beneficios

La Lista de medicamentos recetados disponibles no proporciona informacion sobre la cobertura y las
limitaciones especificas a las que puede estar sujeto un asegurado individual. Las inclusiones, las exclusiones y
los gastos de bolsillo de beneficios especificos no se reflejan en la Lista de medicamentos recetados disponibles.

La Lista de medicamentos recetados disponibles se aplica solo a los medicamentos recetados para pacientes
ambulatorios dispensados al asegurado para su autoadministracion y no se aplica a los medicamentos que requieren
administracion médica. Si tiene preguntas especificas sobre su cobertura, por favor llame a Servicio al Cliente de
KPIC al 1-855-364-3185, de lunes a viernes, de 8:00 a. m. a 6:00 p. m., hora del Este. Para saber el costo de sus
medicamentos, puede comunicarse con MedImpact al 1-800-788-2949 (servicio de asistencia farmacéutica) o al 711
(TTY). Consulte su Certificado de Seguro y Programa de Cobertura para obtener informacion adicional.



AVISO DE NO DISCRIMINACION

Kaiser Permanente Insurance Company (KPIC) cumple las leyes de derechos civiles
federales vigentes y no discrimina por raza, color, pais de origen, edad, discapacidad o
sexo. KPIC no excluye a las personas ni las trata de manera diferente debido a su raza,
color, pais de origen, edad, discapacidad o sexo. Ademas:

* Proporcionamos ayuda y servicios sin costo a personas con discapacidades
para que se comuniquen eficazmente con nosotros, como:
» intérpretes calificados de lenguaje de sefias;
» informacion escrita en otros formatos, como impreso en letra grande, audio y
formatos electrénicos accesibles.

* Proporcionamos servicios de idiomas sin costo a las personas cuya lengua
materna no es el inglés, como:
* intérpretes calificados,
* informacién escrita en otros idiomas.

Si necesita estos servicios, llame al 1-855-364-3185 (TTY: 711).

Si considera que Kaiser Permanente Insurance Company no le ha proporcionado estos
servicios 0 que lo discriminaron de alguna otra forma por su raza, color, pais de origen,
edad, discapacidad o sexo, puede presentar una queja formal por correo enviado a: KPIC
Civil Rights Coordinator, Nine Piedmont Center, 3495 Piedmont Road, NE, Atlanta, GA
30305-1736 o llamando por teléfono a Servicio a los Miembros al 1-855-364-3185.

También puede presentar una queja de derechos civiles de forma electronica ante la Oficina
de Derechos Civiles del Departamento de Salud y Servicios Humanos a través del Portal de
quejas de la Oficina de Derechos Civiles, disponible en
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, o por correo postal o por teléfono a:

U.S. Department of Health and Human Services, 200 Independence Avenue SW, Room
509F, HHH Building, Washington, DC 20201, 1-800-368-1019, 1-800-537-7697 (TDD).

Los formularios de queja estan disponibles en http://www.hhs.gov/ocr/office/file/index.html.

AYUDA EN SU IDIOMA

ATTENTION: If you speak English, language assistance services, free of charge, are
available to you. Call 1-855-364-3185 (TTY: 711).

AT (Amharic) @A FOA; PME4E 2% ATCE NPT PRCHIR AL F ECEFFE NI8 ALTHPF
+HIE+PA: ML MN+AD €D (C LLMN 1-855-364-3185 (TTY: 711).
adedual Jlraddd plasdis gpd) 83 lopd Slaxp Oliisgpd S 1y 9 5o (Arabic) 5ssgd
(TTY:711) 1-855-364-3185
thZ (Chinese)
AR R B, BT DU B RE S RIS . sEEE
1-855-364-3185 (TTY: 711) .

o

20 ‘)dﬁuzdb%“j@“;‘)}u‘rﬁﬁ&?’j:‘b#\?dt ‘Jddy‘\s@%@ddw\%\&—‘)‘.—’)ﬁ:°GJ¢(FarSi) susl
2o6S U TTY: 711) 1-855-364-3185 o )la il s

Frangais (French) ATTENTION: Si vous parlez frangais, des services d'aide
linguistique vous sont proposés gratuitement. Appelez le 1-855-364-3185
(TTY: 711).
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Deutsch (German) ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen
kostenlos sprachliche Hilfsdienstleistungen zur Verfigung.
Rufnummer: 1-855-364-3185 (TTY: 711).

1%Ll (Gujarati) tlel BLIUL: %) N 1A% ld) ), dl ML ASIA AdRA), ddsil

U A, Wlell U2 Gudey & di. 1-855-364-3185 (TTY: 711) UR S1d 52,

Kreyol Ayisyen (Haitian Creole) ATANSYON: Si w pale Kreyol Ayisyen, gen sévis ed
pou lang ki disponib gratis pou ou. Rele 1-855-364-3185 (TTY: 711).

g P08 (Hindi) & 3 afe smu sRish die €, af 3Mud aere & 0o yraT JeTaar Jang
U g1 1-855-364-3185 (SIEaTs: 711) WR HIc B |

HZAFE (Japanese) XEEIE : BARFEZHE NG5S, BHOEEXEEZF
AW 1+£9, 1-855-364-3185(TTY: 711)ET. BEFICTITERKL 2
=Ly,

2t 0| (Korean) F£2|: ot 0|E AF83HA|= 42, 20 X[ MH[AE 2EE0[&
SHA 4= UELICH 1-855-364-3185 (TTY: 711) HO Z M3} FAUA 2.

Naabeeho (Navajo) Dii baa aké ninizin: Dii saad bee yanitti'go Diné Bizaad, saad
bee aka’anida’awo’dé¢’, t'aa jiik’eh, &i na hol 6, koj i hodiilnih 1-855-364-3185

(TTY: 711).

Portugués (Portuguese) ATENGAO: Se fala portugués, encontram-se disponiveis
servigos linguisticos, gratis. Ligue para 1-855-364-3185 (TTY: 711).

Pycckunu (Russian) BHUMAHMWE: ecnu Bbl roBopnTE Ha pyCCKOM A3blKe, TO BaM
AOCTYrNHbI BecnnaTHble ycnyru nepesoga. 3soHuTe 1-855-364-3185 (TTY: 711).

Espaiiol (Spanish) ATENCION: si habla espafiol, tiene a su disposicion servicios
gratuitos de asistencia linguistica. Llame al 1-855-364-3185 (TTY: 711).

Tagalog (Tagalog) PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang
gumamit ng mga serbisyo ng tulong sa wika nang walang bayad.
Tumawag sa 1-855-364-3185 (TTY: 711).

Tiéng Viét (Vietnamese) CHU Y: Néu ban noi Tiéng Viét, co cac dich vu hd trg
ngdn nglr mién phi danh cho ban. Goi s 1-855-364-3185 (TTY: 711).
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Nombre del Medicamento

Abandono Del Tabaquismo

bupropion hcl (smoking deter) oral tablet
extended release 12 hr 150 mg

Nivel del
Medicamento

$0 COPAY

Requerimientos/ Limites

$0 COPAY IF QUANTITY 2
IN 1 DAY, LIMITED TO 180
DAYS IN 365, AND 18
YEARS OF AGE AND
OLDER

nicotine (polacrilex) buccal gum 2 mg

(Quit 2)

$0 COPAY

$0 COPAY IF QUANTITY
24 IN 1 DAY, LIMITED TO
180 DAYS IN 365, AND 18
YEARS OF AGE AND
OLDER

nicotine (polacrilex) buccal gum 4 mg

(Quit 4)

$0 COPAY

$0 COPAY IF QUANTITY
24 IN 1 DAY, LIMITED TO
180 DAYS IN 365, AND 18
YEARS OF AGE AND
OLDER

nicotine (polacrilex) buccal lozenge 2 mg

(Quit 2)

$0 COPAY

$0 COPAY IF QUANTITY
20 IN 1 DAY, LIMITED TO
180 DAYS IN 365, AND 18
YEARS OF AGE AND
OLDER

nicotine (polacrilex) buccal lozenge 4 mg

(Quit 4)

$0 COPAY

$0 COPAY IF QUANTITY
20 IN 1 DAY, LIMITED TO
180 DAYS IN 365, AND 18
YEARS OF AGE AND
OLDER

2mg, 4 mg

nicotine (polacrilex) buccal mini lozenge

(Nicorette)

$0 COPAY

$0 COPAY IF QUANTITY
20 IN 1 DAY, LIMITED TO
180 DAYS IN 365, AND 18
YEARS OF AGE AND
OLDER

nicotine transdermal patch 24 hour 14
mgl/24 hr, 21 mgl24 hr, 7 mg/24 hr

(Nicoderm CQ)

$0 COPAY

$0 COPAY IF QUANTITY 1
IN 1 DAY, LIMITED TO 180
DAYS IN 365, AND 18
YEARS OF AGE AND
OLDER

sequential 21-14-7 mg/24 hr

nicotine transdermal patch, td daily,

$0 COPAY

$0 COPAY IF QUANTITY 1
IN 1 DAY, LIMITED TO 180
DAYS IN 365, AND 18
YEARS OF AGE AND
OLDER

AEROSOL 10 MG/ML

NICOTROL NS NASAL SPRAY,NON-

$0 COPAY

$0 COPAY IF QUANTITY
10 IN 2 DAYS, LIMITED
TO 180 DAYS IN 365, AND
18 YEARS OF AGE AND
OLDER; QL (10 ML per 2
days)
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Nombre del Medicamento

Nivel del
Medicamento

Requerimientos/ Limites

QUIT 2 BUCCAL GUM 2 MG

(nicotine (polacrilex))

$0 COPAY

$0 COPAY IF QUANTITY
24 IN 1 DAY, LIMITED TO
180 DAYS IN 365, AND 18
YEARS OF AGE AND
OLDER

QUIT 2 BUCCAL LOZENGE 2 MG

(nicotine (polacrilex))

$0 COPAY

$0 COPAY IF QUANTITY
20 IN 1 DAY, LIMITED TO
180 DAYS IN 365, AND 18
YEARS OF AGE AND
OLDER

QUIT 4 BUCCAL GUM 4 MG

(nicotine (polacrilex))

$0 COPAY

$0 COPAY IF QUANTITY
24 IN 1 DAY, LIMITED TO
180 DAYS IN 365, AND 18
YEARS OF AGE AND
OLDER

QUIT 4 BUCCAL LOZENGE 4 MG

(nicotine (polacrilex))

$0 COPAY

$0 COPAY IF QUANTITY
20 IN 1 DAY, LIMITED TO
180 DAYS IN 365, AND 18
YEARS OF AGE AND
OLDER

STOP SMOKING AID BUCCAL
LOZENGE 2 MG, 4 MG

(nicotine (polacrilex))

$0 COPAY

$0 COPAY IF QUANTITY
20 IN 1 DAY, LIMITED TO
180 DAYS IN 365, AND 18
YEARS OF AGE AND
OLDER

varenicline oral tablet 0.5 mg

$0 COPAY

$0 COPAY IF QUANTITY 2
IN 1 DAY, LIMITED TO 180
DAYS IN 365, AND 18
YEARS OF AGE AND
OLDER; QL (2 EA per 1
day)

varenicline oral tablet 1 mg

(Chantix)

$0 COPAY

$0 COPAY IF QUANTITY 2
IN 1 DAY, LIMITED TO 180
DAYS IN 365, AND 18
YEARS OF AGE AND
OLDER; QL (2 EA per 1

day)

varenicline oral tablets,dose pack 0.5 mg (Chantix Starting Month

(11)- 1 mg (42)

Agentes Miscelaneos

ARALAST NP INTRAVENOUS RECON

SOLN 1,000 MG, 500 MG

$0 COPAY

Tier 5

$0 COPAY IF QUANTITY 2
IN 1 DAY, LIMITED TO 180
DAYS IN 365, AND 18
YEARS OF AGE AND
OLDER; QL (2 EA per 1

day)

bethanechol chloride oral tablet 10 mg,

25 mg, 5 mg, 50 mg

Tier 2
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Nombre del Medicamento

Nivel del
Medicamento

Requerimientos/ Limites

cevimeline oral capsule 30 mg (Evoxac) Tier 2
epinephrine injection auto-injector 0.15  (Auvi-Q) Tier 2 QL (4 EA per 1 FILL)
mg/0.15 ml, 0.3 mg/0.3 ml

epinephrine injection auto-injector 0.15  (EpiPen Jr) Tier 2 QL (4 EA per 1 FILL)
mg/0.3 ml

EVRYSDI ORAL RECON SOLN 0.75 Tier 5 PA
MG/ML

GALAFOLD ORAL CAPSULE 123 MG Tier 5 PA
JAVYGTOR ORAL POWDER IN (sapropterin) Tier 5

PACKET 100 MG, 500 MG

JAVYGTOR ORAL TABLET,SOLUBLE (sapropterin) Tier 5

100 MG

JOENJA ORAL TABLET 70 MG Tier 5 PA
KUVAN ORAL POWDER IN PACKET (sapropterin) Tier 5

100 MG, 500 MG

KUVAN ORAL TABLET,SOLUBLE 100 (sapropterin) Tier 5

MG

NEXAVIR INJECTION SOLUTION 25.5 Tier 4

MG/ML

PALYNZIQ SUBCUTANEOUS Tier 5 PA
SYRINGE 10 MG/0.5 ML, 2.5 MG/0.5

ML, 20 MG/ML

pilocarpine hcl oral tablet 5 mg, 7.5 mg  (Salagen (pilocarpine)) Tier 2
PROLASTIN-C INTRAVENOUS Tier 5
SOLUTION 1,000 MG (+/-)/20 ML

QBREXZA TOPICAL TOWELETTE 2.4 Tier 3 PA
%

REZDIFFRA ORAL TABLET 100 MG, 60 Tier 5 PA
MG, 80 MG

sapropterin oral powder in packet 100 (Javygtor) Tier 5

mg, 500 mg

sapropterin oral tablet,soluble 100 mg (Javygtor) Tier 5

SYMJEPI INJECTION SYRINGE 0.15 Tier 3 QL (4 EA per 1 FILL)
MG/0.3 ML

SYMJEPI INJECTION SYRINGE 0.3 (epinephrine) Tier 3 QL (4 EA per 1 FILL)
MG/0.3 ML

TEGSEDI SUBCUTANEOUS SYRINGE Tier 5 PA
284 MG/1.5 ML

VIJOICE ORAL TABLET 125 MG, 250 Tier 5 PA
MG/DAY (200 MG X1-50 MG X1), 50

MG

WAINUA SUBCUTANEOUS AUTO- Tier 5 PA
INJECTOR 45 MG/0.8 ML

XOLREMDI ORAL CAPSULE 100 MG Tier 5 PA
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Nombre del Medicamento

Nivel del
Medicamento

Requerimientos/ Limites

MG

ZEMAIRA INTRAVENOUS RECON Tier 5
SOLN 1,000 MG
ZOKINVY ORAL CAPSULE 50 MG, 75 Tier 5 PA

g

mg, 50 mg

azelastine nasal spray,non-aerosol 137 Tier 2 QL (60 ML per 30 days)

mcg (0.1 %)

azelastine nasal spray,non-aerosol (Astepro Allergy) Tier 2 QL (60 ML per 30 days)

205.5 mcg (0.15 %)

azelastine-fluticasone nasal spray,non-  (Dymista) Tier 2 ST: Requires prior

aerosol 137-50 mcg/spray prescription for Flunisolide
or Fluticasone Propionate
within the past 120 days;
QL (23 GM per 30 days)

carbinoxamine maleate oral liquid 4 Tier 2 Age (Min 2 Years)

mgl/5 ml

carbinoxamine maleate oral tablet 4 mg Tier 2 Age (Min 2 Years)

cetirizine oral solution 1 mg/ml (All Day Allergy (cetirizine)) Tier 2

CLARINEX-D 12 HOUR ORAL TABLET, Tier 4 ST: Requires prior

ER MULTIPHASE 12 HR 2.5-120 MG prescription for
Desloratadine or
Levocetirizine tablets within
the past 120 days; QL (2
EA per 1 day)

clemastine oral tablet 2.68 mg Tier 2

cyproheptadine oral syrup 2 mgl5 ml Tier 2

cyproheptadine oral tablet 4 mg Tier 2

desloratadine oral tablet 5 mg (Clarinex) Tier 2 QL (1 EA per 1 day)

desloratadine oral tablet,disintegrating Tier 2 ST: Requires prior

2.5mg, 5 mg prescription for
Desloratadine or
Levocetirizine tablets within
the past 120 days; QL (1
EA per 1 day)

DIPHEN ORAL ELIXIR 12.5 MG/5 ML (diphenhydramine hcl) Tier 2

flunisolide nasal spray,non-aerosol 25 Tier 2 QL (25 ML per 30 days)

mcg (0.025 %)

fluticasone propionate nasal (24 Hour Allergy Relief) Tier 2 QL (16 GM per 30 days)

spray,suspension 50 mcgl/actuation

GRASTEK SUBLINGUAL TABLET Tier 3 PA

2,800 BAU

hydroxyzine hcl oral solution 10 mg/5 ml Tier 2

hydroxyzine hcl oral tablet 10 mg, 25 Tier 2

mg, 50 mg

hydroxyzine pamoate oral capsule 100 Tier 2
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Nombre del Medicamento

Nivel del
Medicamento

Requerimientos/ Limites

hydroxyzine pamoate oral capsule 25 (Vistaril) Tier 2

mg

KARBINAL ER ORAL (carbinoxamine maleate) Tier 4 ST: Requires prior

SUSPENSION,EXTENDED REL 12 HR prescription for

4 MG/5 ML Carbinoxamine Maleate
within the past 120 days;
QL (960 ML per 30 days);
Age (Min 2 Years)

levocetirizine oral solution 2.5 mg/5 ml (Xyzal) Tier 2 ST: Requires prior
prescription for
Desloratadine or
Levocetirizine tablets within
the past 120 days; QL (10
ML per 1 day)

levocetirizine oral tablet 5 mg (24HR Allergy Relief) Tier 2

mometasone nasal spray,non-aerosol 50 (Allergy Nasal Tier 2 QL (17 GM per 30 days)

mcg/actuation (mometasone))

ODACTRA SUBLINGUAL TABLET 12 Tier 3 PA

SQ-HDM

olopatadine nasal spray,non-aerosol 0.6 (Patanase) Tier 2 QL (30.5 GM per 30 days)

%

OMNARIS NASAL SPRAY,NON- Tier 4 ST: Requires prior

AEROSOL 50 MCG prescription for Flunisolide
or Fluticasone Propionate
within the past 120 days;
QL (5 GM per 12 days)

ORALAIR SUBLINGUAL TABLET 100 Tier 3 PA

INDX REACTIVITY, 300 INDX

REACTIVITY

ORALAIR SUBLINGUAL TABLET 100 Tier 4 PA

IR (3) /300 IR (6)

PALFORZIA (LEVEL 1) ORAL Tier 5 PA

CAPSULE, SPRINKLE 3 MG (1 MG X 3)

PALFORZIA (LEVEL 2) ORAL Tier 5 PA

CAPSULE, SPRINKLE 6 MG (1 MG X 6)

PALFORZIA (LEVEL 3) ORAL Tier 5 PA

CAPSULE, SPRINKLE 12 MG (1 MG X

2,10 MG X 1)

PALFORZIA (LEVEL 4) ORAL Tier 5 PA

CAPSULE, SPRINKLE 20 MG

PALFORZIA (LEVEL 5) ORAL Tier 5 PA

CAPSULE, SPRINKLE 40 MG (20 MG X

2)

PALFORZIA (LEVEL 6) ORAL Tier 5 PA

CAPSULE, SPRINKLE 80 MG (20 MG X
4)
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Nombre del Medicamento

Nivel del
Medicamento

Requerimientos/ Limites

PALFORZIA (LEVEL 7) ORAL Tier 5 PA

CAPSULE, SPRINKLE 120 MG (20 MG

X1,100 MG X 1)

PALFORZIA (LEVEL 8) ORAL Tier 5 PA

CAPSULE, SPRINKLE 160 MG (20 MG

X3, 100 MG X1)

PALFORZIA (LEVEL 9) ORAL Tier 5 PA

CAPSULE, SPRINKLE 200 MG (100 MG

X 2)

PALFORZIA (LEVEL 10) ORAL Tier 5 PA

CAPSULE, SPRINKLE 240 MG (20 MG

X 2,100 MG X 2)

PALFORZIA (LEVEL 11 UP-DOSE) Tier 5 PA

ORAL POWDER IN PACKET 300 MG

PALFORZIA INITIAL DOSE ORAL Tier 5 PA

CAPSULE, SPRINKLE 0.5/1/1.5/3/6 MG

PALFORZIA LEVEL 11 MAINTENANCE Tier 5 PA

ORAL POWDER IN PACKET 300 MG

promethazine injection solution 25 (Phenergan) Tier 2

mg/ml, 50 mg/ml

promethazine oral syrup 6.25 mg/5 ml Tier 2

promethazine oral tablet 12.5 mg, 25 Tier 2

mg, 50 mg

QNASL NASAL HFA AEROSOL Tier 3 QL (6.8 GM per 30 days)

INHALER 40 MCG/ACTUATION

QNASL NASAL HFA AEROSOL Tier 3 QL (10.6 GM per 30 days)

INHALER 80 MCG/ACTUATION

RAGWITEK SUBLINGUAL TABLET 12 Tier 3 PA

AMB A 1 UNIT

XHANCE NASAL AEROSOL BREATH Tier 3 ST: Requires prior

ACTIVATED 93 MCG/ACTUATION prescription for Flunisolide,
Fluticasone Propionate,
Mometasone Furoate, or
Nasonex 24hr Allergy
within the past 120 days;
QL (32 ML per 30 days)

ZETONNA NASAL HFA AEROSOL Tier 4 ST: Requires prior

INHALER 37 MCG/ACTUATION prescription for Flunisolide
or Fluticasone Propionate
within the past 120 days;
QL (6.1 GM per 30 days)

Anestesia Local

GLYDO MUCOUS MEMBRANE JELLY (lidocaine hcl) Tier 2

IN APPLICATOR 2 %

KOVANAZE NASAL NASAL SPRAY Tier 4

SYRINGE 6-0.1 MG/0.2 ML
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Nivel del

Nombre del Medicamento ] Requerimientos/ Limites
Medicamento

lidocaine hcl mucous membrane jelly in -~ (Glydo) Tier 2

applicator 2 %

lidocaine hcl mucous membrane solution (Lidocaine Viscous) Tier 2

2%

lidocaine hcl mucous membrane solution Tier 2

4 % (40 mg/mi)

LIDOCAINE VISCOUS MUCOUS (lidocaine hcl) Tier 2

MEMBRANE SOLUTION 2 %

MARVONA SUIK (PF) KIT 0.5 % (5 Tier 4

MG/ML)

ORAQIX DENTAL CARTRIDGE 2.5-2.5 Tier 4

%

Anticonceptivo/Ocitécicos

AFIRMELLE ORAL TABLET 0.1-20 MG- (levonorgestrel-ethinyl $0 COPAY

MCG estrad)

AFTER PILL ORAL TABLET 1.5 MG (levonorgestrel) $0 COPAY Age (Max 17 Years)

AFTERA ORAL TABLET 1.5 MG (levonorgestrel) $0 COPAY Age (Max 17 Years)

ALTAVERA (28) ORAL TABLET 0.15- (levonorgestrel-ethinyl $0 COPAY

0.03 MG estrad)

ALYACEN 1/35 (28) ORAL TABLET 1-  (norethindrone-ethin $0 COPAY

35 MG-MCG estradiol)

ALYACEN 7/7/7 (28) ORAL TABLET $0 COPAY

0.5/0.75/1 MG- 35 MCG

AMETHIA ORAL TABLETS,DOSE (I norgest/e.estradiol- $0 COPAY QL (91 EA per 84 days)

PACK,3 MONTH 0.15 MG-30 MCG e.estrad)

(84)/10 MCG (7)

AMETHYST (28) ORAL TABLET 90-20  (levonorgestrel-ethinyl $0 COPAY

MCG (28) estrad)

ANNOVERA VAGINAL RING 0.15-0.013 $0 COPAY ST: Requires prior

MG/24 HOUR prescription for
Etonogestrel/Ethinyl
Estradiol within the past
120 days; QL (1 EA per
365 days)

APRI ORAL TABLET 0.15-0.03 MG (desogestrel-ethinyl $0 COPAY

estradiol)

ARANELLE (28) ORAL TABLET $0 COPAY

0.5/1/0.5-35 MG-MCG

ASHLYNA ORAL TABLETS,DOSE (I norgest/e.estradiol- $0 COPAY QL (91 EA per 84 days)

PACK,3 MONTH 0.15 MG-30 MCG e.estrad)

(84)/10 MCG (7)

AUBRA EQ ORAL TABLET 0.1-20 MG-  (levonorgestrel-ethinyl $0 COPAY

MCG estrad)

AUBRA ORAL TABLET 0.1-20 MG-MCG (levonorgestrel-ethinyl $0 COPAY

estrad)
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Nombre del Medicamento

Nivel del
Medicamento

Requerimientos/ Limites

AUROVELA 1.5/30 (21) ORAL TABLET  (norethindrone ac-eth $0 COPAY

1.5-30 MG-MCG estradiol)

AUROVELA 1/20 (21) ORAL TABLET 1- (norethindrone ac-eth $0 COPAY

20 MG-MCG estradiol)

AUROVELA 24 FE ORAL TABLET 1 (norethindrone-e.estradiol- $0 COPAY

MG-20 MCG (24)/75 MG (4) iron)

AUROVELA FE 1.5/30 (28) ORAL (norethindrone-e.estradiol- $0 COPAY

TABLET 1.5 MG-30 MCG (21)/75 MG iron)

(7)

AUROVELA FE 1-20 (28) ORAL (norethindrone-e.estradiol- $0 COPAY

TABLET 1 MG-20 MCG (21)/75 MG (7)  iron)

AVIANE ORAL TABLET 0.1-20 MG- (levonorgestrel-ethinyl $0 COPAY

MCG estrad)

AYUNA ORAL TABLET 0.15-0.03 MG (levonorgestrel-ethinyl $0 COPAY
estrad)

AZURETTE (28) ORAL TABLET 0.15- (desog- $0 COPAY

0.02 MGX21/0.01 MG X 5 e.estradiol/e.estradiol)

BALZIVA (28) ORAL TABLET 0.4-35 $0 COPAY

MG-MCG

BLISOVI 24 FE ORAL TABLET 1 MG-20 (norethindrone-e.estradiol- $0 COPAY

MCG (24)/75 MG (4) iron)

BLISOVI FE 1.5/30 (28) ORAL TABLET  (norethindrone-e.estradiol- $0 COPAY

1.5 MG-30 MCG (21)/75 MG (7) iron)

BLISOVI FE 1/20 (28) ORAL TABLET 1  (norethindrone-e.estradiol- $0 COPAY

MG-20 MCG (21)/75 MG (7) iron)

BRIELLYN ORAL TABLET 0.4-35 MG- $0 COPAY

MCG

CAMILA ORAL TABLET 0.35 MG (norethindrone $0 COPAY
(contraceptive))

CAMRESE LO ORAL TABLETS,DOSE (I norgest/e.estradiol- $0 COPAY QL (91 EA per 84 days)

PACK,3 MONTH 0.1 MG-20 MCG e.estrad)

(84)/10 MCG (7)

CAMRESE ORAL TABLETS,DOSE (I norgest/e.estradiol- $0 COPAY QL (91 EA per 84 days)

PACK,3 MONTH 0.15 MG-30 MCG e.estrad)

(84)/10 MCG (7)

CAYA CONTOURED VAGINAL $0 COPAY

DIAPHRAGM 65-80 MM

CAZIANT (28) ORAL TABLET $0 COPAY

0.1/.125/.15-25 MG-MCG

CERVIDIL VAGINAL INSERT, Tier 4

EXTENDED RELEASE 10 MG

CHARLOTTE 24 FE ORAL (norethindrone-e.estradiol- $0 COPAY

TABLET,CHEWABLE 1 MG-20 iron)

MCG(24) /75 MG (4)

CHATEAL (28) ORAL TABLET 0.15- (levonorgestrel-ethinyl $0 COPAY

0.03 MG

estrad)

Georgia Choice Formulary
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Nombre del Medicamento N|.vel del Requerimientos/ Limites
Medicamento
CHATEAL EQ (28) ORAL TABLET 0.15- (levonorgestrel-ethinyl $0 COPAY
0.03 MG estrad)
CRYSELLE (28) ORAL TABLET 0.3-30  (norgestrel-ethinyl $0 COPAY
MG-MCG estradiol)
CYRED EQ ORAL TABLET 0.15-0.03 (desogestrel-ethinyl $0 COPAY
MG estradiol)
CYRED ORAL TABLET 0.15-0.03 MG (desogestrel-ethinyl $0 COPAY
estradiol)
DASETTA 1/35 (28) ORAL TABLET 1- (norethindrone-ethin $0 COPAY
35 MG-MCG estradiol)
DASETTA 7/7/7 (28) ORAL TABLET $0 COPAY
0.5/0.75/1 MG- 35 MCG
DAYSEE ORAL TABLETS,DOSE (I norgest/e.estradiol- $0 COPAY QL (91 EA per 84 days)
PACK,3 MONTH 0.15 MG-30 MCG e.estrad)
(84)/10 MCG (7)
DEBLITANE ORAL TABLET 0.35 MG (norethindrone $0 COPAY
(contraceptive))
DEPO-SUBQ PROVERA 104 $0 COPAY $0 COPAY IF DAY
SUBCUTANEOUS SYRINGE 104 SUPPLY LIMITED TO 90;
MG/0.65 ML QL (0.65 ML per 84 days)
desog-e.estradiolle.estradiol oral tablet ~ (Azurette (28)) $0 COPAY
0.15-0.02 mgx21/0.01 mg x 5
DOLISHALE ORAL TABLET 90-20 MCG (levonorgestrel-ethinyl $0 COPAY
(28) estrad)
drospirenone-e.estradiol-Im.fa oral tablet (Beyaz) $0 COPAY
3-0.02-0.451 mg (24) (4)
drospirenone-e.estradiol-Im.fa oral tablet (Tydemy) $0 COPAY
3-0.03-0.451 mg (21) (7)
drospirenone-ethinyl estradiol oral tablet (Jasmiel (28)) $0 COPAY
3-0.02 mg
drospirenone-ethinyl estradiol oral tablet (Ocella) $0 COPAY
3-0.03 mg
ECONTRA EZ ORAL TABLET 1.5 MG (levonorgestrel) $0 COPAY Age (Max 17 Years)
ECONTRA ONE-STEP ORAL TABLET  (levonorgestrel) $0 COPAY Age (Max 17 Years)
1.5 MG
ELINEST ORAL TABLET 0.3-30 MG- (norgestrel-ethinyl $0 COPAY
MCG estradiol)
ELLA ORAL TABLET 30 MG $0 COPAY
ELURYNG VAGINAL RING 0.12-0.015  (etonogestrel-ethinyl $0 COPAY QL (1 EA per 28 days)
MG/24 HR estradiol)
EMZAHH ORAL TABLET 0.35 MG (norethindrone $0 COPAY
(contraceptive))
ENILLORING VAGINAL RING 0.12- (etonogestrel-ethinyl $0 COPAY QL (1 EA per 28 days)
0.015 MG/24 HR estradiol)
ENPRESSE ORAL TABLET 50-30 (levonorg-eth estrad $0 COPAY
(6)/75-40 (5)/125-30(10) triphasic)
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Nombre del Medicamento

Nivel del
Medicamento

Requerimientos/ Limites

ENSKYCE ORAL TABLET 0.15-0.03 (desogestrel-ethinyl $0 COPAY
MG estradiol)
ERRIN ORAL TABLET 0.35 MG (norethindrone $0 COPAY
(contraceptive))
ESTARYLLA ORAL TABLET 0.25-35 (norgestimate-ethinyl $0 COPAY
MG-MCG estradiol)
ethynodiol diac-eth estradiol oral tablet  (Kelnor 1/35 (28)) $0 COPAY
1-35 mg-mcg
ethynodiol diac-eth estradiol oral tablet ~ (Kelnor 1-50 (28)) $0 COPAY
1-60 mg-mcg
etonogestrel-ethinyl estradiol vaginal ring (EIluRyng) $0 COPAY QL (1 EA per 28 days)
0.12-0.015 mg/24 hr
FALMINA (28) ORAL TABLET 0.1-20 (levonorgestrel-ethinyl $0 COPAY
MG-MCG estrad)
FEMCAP VAGINAL DEVICE 22 MM, 26 $0 COPAY
MM, 30 MM
FINZALA ORAL TABLET,CHEWABLE 1 (norethindrone-e.estradiol- $0 COPAY
MG-20 MCG(24) /75 MG (4) iron)
GEMMILY ORAL CAPSULE 1 MG-20 (norethindrone-e.estradiol- $0 COPAY
MCG (24)/75 MG (4) iron)
HAILEY 24 FE ORAL TABLET 1 MG-20 (norethindrone-e.estradiol- $0 COPAY
MCG (24)/75 MG (4) iron)
HAILEY FE 1.5/30 (28) ORAL TABLET  (norethindrone-e.estradiol- $0 COPAY
1.5 MG-30 MCG (21)/75 MG (7) iron)
HAILEY FE 1/20 (28) ORAL TABLET 1  (norethindrone-e.estradiol- $0 COPAY
MG-20 MCG (21)/75 MG (7) iron)
HAILEY ORAL TABLET 1.5-30 MG- (norethindrone ac-eth $0 COPAY
MCG estradiol)
HALOETTE VAGINAL RING 0.12-0.015 (etonogestrel-ethinyl $0 COPAY QL (1 EA per 28 days)
MG/24 HR estradiol)
HEATHER ORAL TABLET 0.35 MG (norethindrone $0 COPAY
(contraceptive))
HER STYLE ORAL TABLET 1.5 MG (levonorgestrel) $0 COPAY Age (Max 17 Years)
ICLEVIA ORAL TABLETS,DOSE (levonorgestrel-ethinyl $0 COPAY QL (91 EA per 84 days)
PACK,3 MONTH 0.15 MG-30 MCG (91) estrad)
INCASSIA ORAL TABLET 0.35 MG (norethindrone $0 COPAY
(contraceptive))
ISIBLOOM ORAL TABLET 0.15-0.03 (desogestrel-ethinyl $0 COPAY
MG estradiol)
JAIMIESS ORAL TABLETS,DOSE (I norgest/e.estradiol- $0 COPAY QL (91 EA per 84 days)
PACK,3 MONTH 0.15 MG-30 MCG e.estrad)
(84)/10 MCG (7)
JASMIEL (28) ORAL TABLET 3-0.02 (drospirenone-ethinyl $0 COPAY
MG estradiol)
JENCYCLA ORAL TABLET 0.35 MG (norethindrone $0 COPAY

(contraceptive))

Georgia Choice Formulary

12



Nombre del Medicamento

Nivel del
Medicamento
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JOLESSA ORAL TABLETS,DOSE (levonorgestrel-ethinyl $0 COPAY QL (91 EA per 84 days)
PACK,3 MONTH 0.15 MG-30 MCG (91) estrad)
JOYEAUX ORAL TABLET 0.1 MG-0.02 (levonorgest-eth.estradiol- $0 COPAY QL (28 EA per 28 days)
MG (21)/IRON (7) iron)
JULEBER ORAL TABLET 0.15-0.03 MG (desogestrel-ethinyl $0 COPAY
estradiol)
JULIE ORAL TABLET 1.5 MG (levonorgestrel) $0 COPAY Age (Max 17 Years)
JUNEL 1.5/30 (21) ORAL TABLET 1.5-  (norethindrone ac-eth $0 COPAY
30 MG-MCG estradiol)
JUNEL 1/20 (21) ORAL TABLET 1-20 (norethindrone ac-eth $0 COPAY
MG-MCG estradiol)
JUNEL FE 1.5/30 (28) ORAL TABLET (norethindrone-e.estradiol- $0 COPAY
1.5 MG-30 MCG (21)/75 MG (7) iron)
JUNEL FE 1/20 (28) ORAL TABLET 1 (norethindrone-e.estradiol- $0 COPAY
MG-20 MCG (21)/75 MG (7) iron)
JUNEL FE 24 ORAL TABLET 1 MG-20  (norethindrone-e.estradiol- $0 COPAY
MCG (24)/75 MG (4) iron)
KAITLIB FE ORAL (noreth-ethinyl estradiol- $0 COPAY
TABLET,CHEWABLE 0.8MG- iron)
25MCG(24) AND 75 MG (4)
KALLIGA ORAL TABLET 0.15-0.03 MG  (desogestrel-ethinyl $0 COPAY
estradiol)
KARIVA (28) ORAL TABLET 0.15-0.02  (desog- $0 COPAY
MGX21/0.01 MG X 5 e.estradiol/e.estradiol)
KELNOR 1/35 (28) ORAL TABLET 1-35 (ethynodiol diac-eth $0 COPAY
MG-MCG estradiol)
KELNOR 1-50 (28) ORAL TABLET 1-50 (ethynodiol diac-eth $0 COPAY
MG-MCG estradiol)
KURVELO (28) ORAL TABLET 0.15- (levonorgestrel-ethinyl $0 COPAY
0.03 MG estrad)
I norgestl/e.estradiol-e.estrad oral (Camrese Lo) $0 COPAY QL (91 EA per 84 days)
tablets,dose pack,3 month 0.1 mg-20
mcg (84)/10 mcg (7)
I norgest/e.estradiol-e.estrad oral (Rivelsa) $0 COPAY
tablets,dose pack,3 month 0.15 mg-20
mcg/ 0.156 mg-25 mcg
I norgestl/e.estradiol-e.estrad oral (Amethia) $0 COPAY QL (91 EA per 84 days)
tablets,dose pack,3 month 0.15 mg-30
mcg (84)/10 meg (7)
LARIN 1.5/30 (21) ORAL TABLET 1.5- (norethindrone ac-eth $0 COPAY
30 MG-MCG estradiol)
LARIN 1/20 (21) ORAL TABLET 1-20 (norethindrone ac-eth $0 COPAY
MG-MCG estradiol)
LARIN 24 FE ORAL TABLET 1 MG-20 (norethindrone-e.estradiol- $0 COPAY

MCG (24)/75 MG (4)

iron)
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LARIN FE 1.5/30 (28) ORAL TABLET (norethindrone-e.estradiol- $0 COPAY

1.5 MG-30 MCG (21)/75 MG (7) iron)

LARIN FE 1/20 (28) ORAL TABLET 1 (norethindrone-e.estradiol- $0 COPAY

MG-20 MCG (21)/75 MG (7) iron)

LAYOLIS FE ORAL (noreth-ethinyl estradiol- $0 COPAY

TABLET,CHEWABLE 0.8MG- iron)

25MCG(24) AND 75 MG (4)

LEENA 28 ORAL TABLET 0.5/1/0.5-35 $0 COPAY

MG-MCG

LESSINA ORAL TABLET 0.1-20 MG- (levonorgestrel-ethinyl $0 COPAY

MCG estrad)

LEVONEST (28) ORAL TABLET 50-30  (levonorg-eth estrad $0 COPAY

(6)/75-40 (5)/125-30(10) triphasic)

levonorgest-eth.estradiol-iron oral tablet  (Joyeaux) $0 COPAY QL (28 EA per 28 days)

0.1 mg-0.02 mg (21)liron (7)

levonorgestrel oral tablet 1.5 mg (After Pill) $0 COPAY Age (Max 17 Years)

levonorgestrel-ethinyl estrad oral tablet ~ (Afirmelle) $0 COPAY

0.1-20 mg-mcg

levonorgestrel-ethinyl estrad oral tablet ~ (Altavera (28)) $0 COPAY

0.15-0.03 mg

levonorgestrel-ethinyl estrad oral tablet ~ (Amethyst (28)) $0 COPAY

90-20 mcg (28)

levonorgestrel-ethinyl estrad oral (Iclevia) $0 COPAY QL (91 EA per 84 days)

tablets,dose pack,3 month 0.15 mg-30

mcg (91)

levonorg-eth estrad triphasic oral tablet ~ (Enpresse) $0 COPAY

50-30 (6)/75-40 (5)/125-30(10)

LEVORA-28 ORAL TABLET 0.15-0.03 (levonorgestrel-ethinyl $0 COPAY

MG estrad)

LO LOESTRIN FE ORAL TABLET 1 $0 COPAY ST: At least 2 prior

MG-10 MCG (24)/10 MCG (2) prescriptions for generic
oral contraceptives within
the past 365 days

LOJAIMIESS ORAL TABLETS,DOSE (I norgest/e.estradiol- $0 COPAY QL (91 EA per 84 days)

PACK,3 MONTH 0.1 MG-20 MCG e.estrad)

(84)/10 MCG (7)

LORYNA (28) ORAL TABLET 3-0.02 (drospirenone-ethinyl $0 COPAY

MG estradiol)

LOW-OGESTREL (28) ORAL TABLET  (norgestrel-ethinyl $0 COPAY

0.3-30 MG-MCG estradiol)

LO-ZUMANDIMINE (28) ORAL TABLET (drospirenone-ethinyl $0 COPAY

3-0.02 MG estradiol)

LUTERA (28) ORAL TABLET 0.1-20 (levonorgestrel-ethinyl $0 COPAY

MG-MCG estrad)

LYLEQ ORAL TABLET 0.35 MG (norethindrone $0 COPAY

(contraceptive))
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Nivel del
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LYZA ORAL TABLET 0.35 MG (norethindrone $0 COPAY
(contraceptive))

MARLISSA (28) ORAL TABLET 0.15- (levonorgestrel-ethinyl $0 COPAY

0.03 MG estrad)

medroxyprogesterone intramuscular (Depo-Provera) $0 COPAY $0 COPAY IF DAY

suspension 150 mg/ml SUPPLY LIMITED TO 90;
QL (1 ML per 84 days)

medroxyprogesterone intramuscular (Depo-Provera) $0 COPAY $0 COPAY IF DAY

syringe 150 mg/ml| SUPPLY LIMITED TO 90;
QL (1 ML per 84 days)

MERZEE ORAL CAPSULE 1 MG-20 (norethindrone-e.estradiol- $0 COPAY

MCG (24)/75 MG (4) iron)

methylergonovine oral tablet 0.2 mg Tier 2 QL (28 EA per 30 days)

MIBELAS 24 FE ORAL (norethindrone-e.estradiol- $0 COPAY

TABLET,CHEWABLE 1 MG-20 iron)

MCG(24) /75 MG (4)

MICROGESTIN 1.5/30 (21) ORAL (norethindrone ac-eth $0 COPAY

TABLET 1.5-30 MG-MCG estradiol)

MICROGESTIN 1/20 (21) ORAL (norethindrone ac-eth $0 COPAY

TABLET 1-20 MG-MCG estradiol)

MICROGESTIN 24 FE ORAL TABLET 1 (norethindrone-e.estradiol- $0 COPAY

MG-20 MCG (24)/75 MG (4) iron)

MICROGESTIN FE 1.5/30 (28) ORAL (norethindrone-e.estradiol- $0 COPAY

TABLET 1.5 MG-30 MCG (21)/75 MG iron)

(7)

MICROGESTIN FE 1/20 (28) ORAL (norethindrone-e.estradiol- $0 COPAY

TABLET 1 MG-20 MCG (21)/75 MG (7)  iron)

MILI ORAL TABLET 0.25-35 MG-MCG  (norgestimate-ethinyl $0 COPAY

estradiol)

MONO-LINYAH ORAL TABLET 0.25-35 (norgestimate-ethinyl $0 COPAY

MG-MCG estradiol)

MY CHOICE ORAL TABLET 1.5 MG (levonorgestrel) $0 COPAY Age (Max 17 Years)

MY WAY ORAL TABLET 1.5 MG (levonorgestrel) $0 COPAY Age (Max 17 Years)

NATAZIA ORAL TABLET 3 MG/2 MG-2 $0 COPAY ST: At least 2 prior

MG/ 2 MG-3 MG/1 MG prescriptions for generic
oral contraceptives within
the past 365 days

NECON 0.5/35 (28) ORAL TABLET 0.5- $0 COPAY

35 MG-MCG

NEW DAY ORAL TABLET 1.5 MG (levonorgestrel) $0 COPAY Age (Max 17 Years)

NEXPLANON SUBDERMAL IMPLANT Tier 4 $0 COPAY IF QUANTITY

68 MG

LIMITED TO 1IN 365
DAYS
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NEXTSTELLIS ORAL TABLET 3 MG- $0 COPAY ST: At least 2 prior

14.2 MG (28) prescriptions for generic
oral contraceptives within
the past 365 days; QL (1
EA per 1 day)

NIKKI (28) ORAL TABLET 3-0.02 MG (drospirenone-ethinyl $0 COPAY

estradiol)
NORA-BE ORAL TABLET 0.35 MG (norethindrone $0 COPAY
(contraceptive))

norelgestromin-ethin.estradiol (Xulane) $0 COPAY QL (3 EA per 28 days)

transdermal patch weekly 150-35

mcgl24 hr

noreth-ethinyl estradiol-iron oral (Wymzya Fe) $0 COPAY

tablet,chewable 0.4mg-35mcg(21) and

75mg (7)

noreth-ethinyl estradiol-iron oral (Kaitlib Fe) $0 COPAY

tablet,chewable 0.8mg-25mcg(24) and

75mg (4)

norethindrone (contraceptive) oral tablet (Camila) $0 COPAY

0.35 mg

norethindrone ac-eth estradiol oral tablet (Aurovela 1.5/30 (21)) $0 COPAY

1.5-30 mg-mcg

norethindrone ac-eth estradiol oral tablet (Aurovela 1/20 (21)) $0 COPAY

1-20 mg-mcg

norethindrone-e.estradiol-iron oral (Gemmily) $0 COPAY

capsule 1 mg-20 mcg (24)/75 mg (4)

norethindrone-e.estradiol-iron oral tablet  (Aurovela Fe 1-20 (28)) $0 COPAY

1 mg-20 mcg (21)I75 mg (7)

norethindrone-e.estradiol-iron oral tablet  (Aurovela Fe 1.5/30 (28)) $0 COPAY

1.5 mg-30 mcg (21)/75 mg (7)

norethindrone-e.estradiol-iron oral tablet (Tilia Fe) $0 COPAY

1-20(5)/1-30(7) I1mg-35mcg (9)

norethindrone-e.estradiol-iron oral (Charlotte 24 Fe) $0 COPAY

tablet,chewable 1 mg-20 mcg(24) /75 mg

(4)

norgestimate-ethinyl estradiol oral tablet  (Tri-Lo-Estarylla) $0 COPAY

0.18/0.215/0.25 mg-25 mcg

norgestimate-ethinyl estradiol oral tablet  (Tri-Estarylla) $0 COPAY

0.18/0.215/0.25 mg-35 mcg (28)

norgestimate-ethinyl estradiol oral tablet  (Estarylla) $0 COPAY

0.25-35 mg-mcg

NORTREL 0.5/35 (28) ORAL TABLET $0 COPAY

0.5-35 MG-MCG

NORTREL 1/35 (21) ORAL TABLET 1- $0 COPAY

35 MG-MCG (21)

Georgia Choice Formulary

16




Nombre del Medicamento

Nivel del
Medicamento
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NORTREL 1/35 (28) ORAL TABLET 1-  (norethindrone-ethin $0 COPAY
35 MG-MCG estradiol)
NORTREL 7/7/7 (28) ORAL TABLET $0 COPAY
0.5/0.75/1 MG- 35 MCG
NYLIA 1/35 (28) ORAL TABLET 1-35 (norethindrone-ethin $0 COPAY
MG-MCG estradiol)
NYLIA 7/7/7 (28) ORAL TABLET $0 COPAY
0.5/0.75/1 MG- 35 MCG
NYMYO ORAL TABLET 0.25-35 MG- (norgestimate-ethinyl $0 COPAY
MCG estradiol)
OCELLA ORAL TABLET 3-0.03 MG (drospirenone-ethinyl $0 COPAY

estradiol)
OMNIFLEX DIAPHRAGM VAGINAL $0 COPAY
DIAPHRAGM 65 MM
OPCICON ONE-STEP ORAL TABLET (levonorgestrel) $0 COPAY Age (Max 17 Years)
1.5 MG
OPILL ORAL TABLET 0.075 MG $0 COPAY
OPTION-2 ORAL TABLET 1.5 MG (levonorgestrel) $0 COPAY Age (Max 17 Years)
PHEXXI VAGINAL GEL 1.8-1-0.4 % Tier 4 PA
PHILITH ORAL TABLET 0.4-35 MG- $0 COPAY
MCG
PIMTREA (28) ORAL TABLET 0.15-0.02 (desog- $0 COPAY
MGX21/0.01 MG X 5 e.estradiol/e.estradiol)
PORTIA 28 ORAL TABLET 0.15-0.03 (levonorgestrel-ethinyl $0 COPAY
MG estrad)
PREPIDIL VAGINAL GEL 0.5 MG/3 G Tier 4
RECLIPSEN (28) ORAL TABLET 0.15-  (desogestrel-ethinyl $0 COPAY
0.03 MG estradiol)
RIVELSA ORAL TABLETS,DOSE (I norgest/e.estradiol- $0 COPAY
PACK,3 MONTH 0.15 MG-20 MCG/ 0.15 e.estrad)
MG-25 MCG
SETLAKIN ORAL TABLETS,DOSE (levonorgestrel-ethinyl $0 COPAY QL (91 EA per 84 days)
PACK,3 MONTH 0.15 MG-30 MCG (91) estrad)
SHAROBEL ORAL TABLET 0.35 MG (norethindrone $0 COPAY

(contraceptive))
SIMLIYA (28) ORAL TABLET 0.15-0.02  (desog- $0 COPAY
MGX21/0.01 MG X 5 e.estradiol/e.estradiol)
SIMPESSE ORAL TABLETS,DOSE (I norgest/e.estradiol- $0 COPAY QL (91 EA per 84 days)
PACK,3 MONTH 0.15 MG-30 MCG e.estrad)
(84)/10 MCG (7)
SLYND ORAL TABLET 4 MG (28) $0 COPAY ST: Requires prior

prescription for a generic
Norethindrone 0.35mg
tablets within the past 120
days; QL (28 EA per 28
days)
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SPRINTEC (28) ORAL TABLET 0.25-35 (norgestimate-ethinyl $0 COPAY

MG-MCG estradiol)

SRONYX ORAL TABLET 0.1-20 MG- (levonorgestrel-ethinyl $0 COPAY

MCG estrad)

SYEDA ORAL TABLET 3-0.03 MG (drospirenone-ethinyl $0 COPAY
estradiol)

TAKE ACTION ORAL TABLET 1.5 MG  (levonorgestrel) $0 COPAY Age (Max 17 Years)

TARINA 24 FE ORAL TABLET 1 MG-20 (norethindrone-e.estradiol- $0 COPAY

MCG (24)/75 MG (4) iron)

TARINA FE 1/20 (28) ORAL TABLET 1 (norethindrone-e.estradiol- $0 COPAY

MG-20 MCG (21)/75 MG (7) iron)

TARINA FE 1-20 EQ (28) ORAL (norethindrone-e.estradiol- $0 COPAY

TABLET 1 MG-20 MCG (21)/75 MG (7)  iron)

TILIA FE ORAL TABLET 1-20(5)/1-30(7) (norethindrone-e.estradiol- $0 COPAY

/[1MG-35MCG (9) iron)

TRI-ESTARYLLA ORAL TABLET (norgestimate-ethinyl $0 COPAY

0.18/0.215/0.25 MG-35 MCG (28) estradiol)

TRI-LEGEST FE ORAL TABLET 1- (norethindrone-e.estradiol- $0 COPAY

20(5)/1-30(7) /11MG-35MCG (9) iron)

TRI-LINYAH ORAL TABLET (norgestimate-ethinyl $0 COPAY

0.18/0.215/0.25 MG-35 MCG (28) estradiol)

TRI-LO-ESTARYLLA ORAL TABLET (norgestimate-ethinyl $0 COPAY

0.18/0.215/0.25 MG-25 MCG estradiol)

TRI-LO-MARZIA ORAL TABLET (norgestimate-ethinyl $0 COPAY

0.18/0.215/0.25 MG-25 MCG estradiol)

TRI-LO-MILI ORAL TABLET (norgestimate-ethinyl $0 COPAY

0.18/0.215/0.25 MG-25 MCG estradiol)

TRI-LO-SPRINTEC ORAL TABLET (norgestimate-ethinyl $0 COPAY

0.18/0.215/0.25 MG-25 MCG estradiol)

TRI-MILI ORAL TABLET 0.18/0.215/0.25 (norgestimate-ethinyl $0 COPAY

MG-35 MCG (28) estradiol)

TRI-NYMYO ORAL TABLET (norgestimate-ethinyl $0 COPAY

0.18/0.215/0.25 MG-35 MCG (28) estradiol)

TRI-SPRINTEC (28) ORAL TABLET (norgestimate-ethinyl $0 COPAY

0.18/0.215/0.25 MG-35 MCG (28) estradiol)

TRIVORA (28) ORAL TABLET 50-30 (levonorg-eth estrad $0 COPAY

(6)/75-40 (5)/125-30(10) triphasic)

TRI-VYLIBRA LO ORAL TABLET (norgestimate-ethinyl $0 COPAY

0.18/0.215/0.25 MG-25 MCG estradiol)

TRI-VYLIBRA ORAL TABLET (norgestimate-ethinyl $0 COPAY

0.18/0.215/0.25 MG-35 MCG (28) estradiol)

TULANA ORAL TABLET 0.35 MG (norethindrone $0 COPAY
(contraceptive))

TURQOZ (28) ORAL TABLET 0.3-30 (norgestrel-ethinyl $0 COPAY

MG-MCG estradiol)
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TYBLUME ORAL TABLET,CHEWABLE $0 COPAY
0.1 MG- 20 MCG

TYDEMY ORAL TABLET 3-0.03-0.451 (drospirenone-e.estradiol- $0 COPAY
MG (21) (7) Im.fa)

VAGINAL CONTRACEPTIVE FILM $0 COPAY
VAGINAL FILM 28 %

VCF CONTRACEPTIVE FILM VAGINAL $0 COPAY
FILM 28 %

VCF CONTRACEPTIVE GEL VAGINAL $0 COPAY
GEL 4 %

VELIVET TRIPHASIC REGIMEN (28) $0 COPAY
ORAL TABLET 0.1/.125/.15-25 MG-

MCG

VESTURA (28) ORAL TABLET 3-0.02 (drospirenone-ethinyl $0 COPAY
MG estradiol)

VIENVA ORAL TABLET 0.1-20 MG- (levonorgestrel-ethinyl $0 COPAY
MCG estrad)

VIORELE (28) ORAL TABLET 0.15-0.02 (desog- $0 COPAY
MGX21/0.01 MG X 5 e.estradiol/e.estradiol)

VOLNEA (28) ORAL TABLET 0.15-0.02 (desog- $0 COPAY
MGX21/0.01 MG X 5 e.estradiol/e.estradiol)

VYFEMLA (28) ORAL TABLET 0.4-35 $0 COPAY
MG-MCG

VYLIBRA ORAL TABLET 0.25-35 MG- (norgestimate-ethinyl $0 COPAY
MCG estradiol)

WERA (28) ORAL TABLET 0.5-35 MG- $0 COPAY
MCG

WIDE-SEAL DIAPHRAGM 60 VAGINAL $0 COPAY
DIAPHRAGM 60 MM

WIDE-SEAL DIAPHRAGM 65 VAGINAL $0 COPAY
DIAPHRAGM 65 MM

WIDE-SEAL DIAPHRAGM 70 VAGINAL $0 COPAY
DIAPHRAGM 70 MM

WIDE-SEAL DIAPHRAGM 75 VAGINAL $0 COPAY
DIAPHRAGM 75 MM

WIDE-SEAL DIAPHRAGM 80 VAGINAL $0 COPAY
DIAPHRAGM 80 MM

WIDE-SEAL DIAPHRAGM 85 VAGINAL $0 COPAY
DIAPHRAGM 85 MM

WIDE-SEAL DIAPHRAGM 90 VAGINAL $0 COPAY
DIAPHRAGM 90 MM

WIDE-SEAL DIAPHRAGM 95 VAGINAL $0 COPAY
DIAPHRAGM 95 MM

WYMZYA FE ORAL (noreth-ethinyl estradiol- $0 COPAY
TABLET,CHEWABLE 0.4MG- iron)

35MCG(21) AND 75 MG (7)

Georgia Choice Formulary

19



Nombre del Medicamento

Nivel del
Medicamento

Requerimientos/ Limites

XULANE TRANSDERMAL PATCH (norelgestromin- $0 COPAY QL (3 EA per 28 days)

WEEKLY 150-35 MCG/24 HR ethin.estradiol)

ZAFEMY TRANSDERMAL PATCH (norelgestromin- $0 COPAY QL (3 EA per 28 days)

WEEKLY 150-35 MCG/24 HR ethin.estradiol)

ZARAH ORAL TABLET 3-0.03 MG (drospirenone-ethinyl $0 COPAY

estradiol)

ZOVIA 1-35 (28) ORAL TABLET 1-35 (ethynodiol diac-eth $0 COPAY

MG-MCG estradiol)

ZUMANDIMINE (28) ORAL TABLET 3-  (drospirenone-ethinyl $0 COPAY

0.03 MG estradiol)

Antiemesis/Antivertigo

AKYNZEO (NETUPITANT) ORAL Tier 3 QL (1 EA per 28 days)

CAPSULE 300-0.5 MG

ANZEMET ORAL TABLET 50 MG Tier 4 ST: Requires prior
prescription for
Ondansetron tablets or
ODT within the past 120
days; QL (8 EA per 1 FILL)

aprepitant oral capsule 125 mg Tier 2 QL (1 EA per 21 days)

aprepitant oral capsule 40 mg Tier 2 QL (1 EA per 28 days)

aprepitant oral capsule 80 mg (Emend) Tier 2 QL (2 EA per 21 days)

aprepitant oral capsule,dose pack 125 (Emend) Tier 2 QL (3 EA per 21 days)

mgq (1)- 80 mg (2)

COMPRO RECTAL SUPPOSITORY 25 (prochlorperazine) Tier 2

MG

doxylamine-pyridoxine (vit b6) oral (Diclegis) Tier 2 QL (120 EA per 30 days)

tablet,delayed release (drlec) 10-10 mg

dronabinol oral capsule 10 mg, 2.5 mg, 5 (Marinol) Tier 2 ST: Requires prior

mg prescription for a 5HT3
antagoist, corticosteroid,
Emend, or Megestrol
suspension within the past
120 days; QL (2 EA per 1
day)

EMEND ORAL SUSPENSION FOR Tier 3 QL (3 EA per 21 days)

RECONSTITUTION 125 MG (25 MG/

ML FINAL CONC.)

granisetron hcl oral tablet 1 mg Tier 2 ST: Requires prior
prescription for
Ondansetron tablets or
ODT within the past 120
days; QL (8 EA per 30
days)

meclizine oral tablet 12.5 mg Tier 2

meclizine oral tablet 25 mg (Dramamine (meclizine)) Tier 2

ondansetron hcl oral solution 4 mg/5 ml Tier 2 QL (50 ML per 15 days)
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ondansetron hcl oral tablet 4 mg, 8 mg Tier 2

ondansetron oral tablet,disintegrating 4 Tier 2

mg, 8 mg

prochlorperazine maleate oral tablet 10  (Compazine) Tier 2

mg, 5 mg

prochlorperazine rectal suppository 25 (Compro) Tier 2

mg

promethazine rectal suppository 12.5 (Promethegan) Tier 2

mg, 25 mg, 50 mg

PROMETHEGAN RECTAL (promethazine) Tier 2

SUPPOSITORY 12.5 MG, 25 MG, 50

MG

SANCUSO TRANSDERMAL PATCH Tier 4 ST: Requires prior

WEEKLY 3.1 MG/24 HOUR prescription for
Ondansetron tablets or
ODT within the past 120
days; QL (1 EA per 7 days)

scopolamine base transdermal patch 3~ (Transderm-Scop) Tier 2

day 1 mg over 3 days

SYNDROS ORAL SOLUTION 5 MG/ML Tier 4 ST: Requires prior
prescription for Dronabinol
capsules or Megestrol
suspension within the past
120 days; QL (60 ML per
30 days)

trimethobenzamide oral capsule 300 mg Tier 2

VARUBI ORAL TABLET 90 MG Tier 4 QL (2 EA per 14 days)

Asma Y Copd

ACE AEROSOL CLOUD ENHANCER (inhalational spacing Tier 4

SPACER device)

AEROBIKA OSCILLATING PEP SYSTM Tier 4

DEVICE

AEROCHAMBER MINI SPACER (inhalational spacing Tier 4

device)
AEROCHAMBER MV SPACER (inhalational spacing Tier 4
device)

AEROCHAMBER PLUS FLOW-VU (inhalational spacing Tier 4

SPACER device)

AEROCHAMBER PLUS FLOW-VU,L Tier 4

MSK SPACER

AEROCHAMBER PLUS FLOW-VU,M Tier 4

MSK SPACER

AEROCHAMBER PLUS FLOW-VU,S Tier 4

MSK SPACER

AEROCHAMBER PLUS Z STAT LG Tier 4

MSK SPACER
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AEROCHAMBER PLUS Z STAT MD Tier 4
MSK SPACER
AEROCHAMBER PLUS Z STAT SM Tier 4
MSK SPACER
AEROCHAMBER PLUS Z STAT (inhalational spacing Tier 4
SPACER device)
AEROCHAMBER Z-STAT PLUS-FLW (inhalational spacing Tier 4
SG SPACER device)
AEROECLIPSE Il NEBULIZER (nebulizers) Tier 4
AEROECLIPSE XL NEBULIZER (nebulizers) Tier 4
AEROGEAR ACTION ASTHMA KIT KIT Tier 4
AERONEB GO NEBULIZER (nebulizers) Tier 4
AEROTRACH PLUS SPACER (inhalational spacing Tier 4
device)
AEROVENT PLUS SPACER (inhalational spacing Tier 4
device)
AIRDUO DIGIHALER INHALATION Tier 4 ST: Requires prior
AERO POWDR BREATH ACT prescription for generic
W/SENSOR 113 MCG-14 Advair HFA or generic Breo
MCG/ACTUATION, 232-14 Ellipta within the past 120
MCG/ACTUATION days; QL (1 EA per 30
days)
AIRS DISPOSABLE NEBULIZER (nebulizers) Tier 4
AIRSUPRA INHALATION HFA Tier 3 QL (32.1 GM per 30 days)
AEROSOL INHALER 90-80
MCG/ACTUATION
albuterol sulfate inhalation hfa aerosol (Ventolin HFA) Tier 2
inhaler 90 mcg/actuation
albuterol sulfate inhalation solution for Tier 2
nebulization 0.63 mg/3 ml, 1.25 mg/3 mli,
2.5mg /3 ml (0.083 %), 2.5 mg/0.5 ml, 5
mg/ml
albuterol sulfate oral syrup 2 mg/5 ml Tier 2
albuterol sulfate oral tablet 2 mg, 4 mg Tier 2
albuterol sulfate oral tablet extended Tier 2
release 12 hr 4 mg, 8 mg
ALTERA NEBULIZER HANDSET (nebulizers) Tier 4
ALTERA NEBULIZER SYSTEM (nebulizers) Tier 4
ALVESCO INHALATION HFA Tier 4 ST: Requires prior
AEROSOL INHALER 160 prescription for Arnuity
MCG/ACTUATION, 80 Ellipta within the past 120
MCG/ACTUATION DAYS; QL (12.2 GM per 30
days)
ANORO ELLIPTA INHALATION Tier 3 QL (60 EA per 30 days)

BLISTER WITH DEVICE 62.5-25
MCG/ACTUATION
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arformoterol inhalation solution for (Brovana) Tier 2 QL (120 ML per 30 days)

nebulization 15 mecg/2 ml

ARMONAIR DIGIHALER INHALATION Tier 4 ST: Requires prior

AERO POWDR BREATH ACT prescription for Arnuity

W/SENSOR 113 MCG/ACTUATION, Ellipta within the past 120

232 MCG/ACTUATION DAYS; QL (1 EA per 30
days)

ARNUITY ELLIPTA INHALATION Tier 3 QL (30 EA per 30 days)

BLISTER WITH DEVICE 100

MCG/ACTUATION, 200

MCG/ACTUATION, 50

MCG/ACTUATION

ASMANEX HFA INHALATION HFA Tier 4 ST: Requires prior

AEROSOL INHALER 100 prescription for Arnuity

MCG/ACTUATION, 200 Ellipta within the past 120

MCG/ACTUATION, 50 DAYS; QL (13 GM per 30

MCG/ACTUATION days)

ASMANEX TWISTHALER INHALATION Tier 4 ST: Requires prior

AEROSOL POWDR BREATH prescription for Arnuity

ACTIVATED 110 MCG/ ACTUATION Ellipta within the past 120

(30), 220 MCG/ ACTUATION (120), 220 DAYS; QL (1 EA per 30

MCG/ ACTUATION (30), 220 MCG/ days)

ACTUATION (60)

ASTHMAPACK CHILDREN'S KIT Tier 4

ATROVENT HFA INHALATION HFA Tier 3 QL (25.8 GM per 30 days)

AEROSOL INHALER 17

MCG/ACTUATION

AURA PORTANEB (nebulizers) Tier 4

BEVESPI AEROSPHERE INHALATION Tier 4 ST: Requires prior

HFA AEROSOL INHALER 9-4.8 MCG prescription for Anoro
Ellipta and Stiolto Respimat
within the past 365 days;
QL (10.7 GM per 30 days)

BREATHERITE MDI SPACER SPACER (inhalational spacing Tier 4

device)

BREATHERITE SPACER-MASK, NEO. Tier 4

SPACER

BREATHERITE SPACER-MASK,ADULT Tier 4

SPACER

BREATHERITE SPACER-MASK,CHILD Tier 4

SPACER

BREATHERITE SPACER- Tier 4

MASK,INFANT SPACER

BREATHERITE SPACER- Tier 4

MASK,S.CHLD SPACER

BREATHERITE VALVED MDI (inhalational spacing Tier 4

CHAMBER SPACER

device)
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BREATHERITE VALVED MDI SPACER (inhalational spacing Tier 4
SPACER device)
BREO ELLIPTA INHALATION BLISTER Tier 3 QL (60 EA per 30 days)
WITH DEVICE 50-25 MCG/DOSE
BREYNA INHALATION HFA AEROSOL (budesonide-formoterol) Tier 2 QL (30.9 GM per 30 days)
INHALER 160-4.5 MCG/ACTUATION,
80-4.5 MCG/ACTUATION
BREZTRI AEROSPHERE INHALATION Tier 3 QL (10.7 GM per 30 days)
HFA AEROSOL INHALER 160-9-4.8
MCG/ACTUATION
budesonide inhalation suspension for (Pulmicort) Tier 2 QL (120 ML per 30 days)
nebulization 0.25 mg/2 ml, 0.5 mg/2 ml
budesonide inhalation suspension for (Pulmicort) Tier 2 QL (60 ML per 30 days)
nebulization 1 mg/2 ml
budesonide-formoterol inhalation hfa (Breyna) Tier 2 QL (30.9 GM per 30 days)
aerosol inhaler 160-4.5 mcg/actuation,
80-4.5 mcg/actuation
caffeine citrate oral solution 60 mg/3 ml Tier 2
(20 mg/ml)
CLEVER CHOICE CHAMBER-LRG Tier 4
MASK SPACER
CLEVER CHOICE CHAMBER-MED Tier 4
MASK SPACER
CLEVER CHOICE CHAMBER-SM Tier 4
MASK SPACER
CLEVER CHOICE NEBULIZER DEVICE (nebulizer and Tier 4
compressor)
CLEVER CHOICE WHISPER AIRE PED (nebulizer and Tier 4
DEVICE compressor)
COMBIVENT RESPIMAT INHALATION Tier 3
MIST 20-100 MCG/ACTUATION
COMFORTSEAL LARGE MASK Tier 4
DEVICE
COMFORTSEAL MEDIUM MASK Tier 4
DEVICE
COMFORTSEAL SMALL MASK Tier 4
DEVICE
COMPACT SPACE CHAMBER (inhalational spacing Tier 4
SPACER device)
COMPACT SPACE CHAMBER-LRG Tier 4
MASK SPACER
COMPACT SPACE CHAMBER-MED Tier 4
MASK SPACER
COMPACT SPACE CHAMBER-SM Tier 4

MASK SPACER
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COMP-AIR NEBULIZER (nebulizer and Tier 4
COMPRESSOR DEVICE compressor)
cromolyn inhalation solution for Tier 2
nebulization 20 mg/2 ml
cromolyn oral concentrate 100 mg/5 ml  (Gastrocrom) Tier 2
DEVILBISS DISPOSABLE NEBULIZER (nebulizers) Tier 4
DEVILBISS PULMO-AIDE Tier 4
COMPRESSR DEVICE
DEVILBISS PULMOMATE Tier 4
COMPRESSOR DEVICE
DEVILBISS PULMONEB LT COMP-NEB (nebulizer and Tier 4
DEVICE compressor)
DEVILBISS TRAVELER (nebulizer and Tier 4
COMPRESSOR DEVICE compressor)
DUAKLIR PRESSAIR INHALATION Tier 4 ST: Requires prior
AEROSOL POWDR BREATH prescription for Anoro
ACTIVATED 400-12 MCG/ACTUATION Ellipta and Stiolto Respimat

within the past 365 days;
QL (1 EA per 30 days)

DULERA INHALATION HFA AEROSOL Tier 4 ST: Requires prior
INHALER 100-5 MCG/ACTUATION, 50- prescription for generic
5 MCG/ACTUATION Advair HFA or generic Breo

Ellipta within the past 120
days; QL (39 GM per 30

days)
DULERA INHALATION HFA AEROSOL Tier 4 ST: Requires prior
INHALER 200-5 MCG/ACTUATION prescription for generic

Advair HFA or generic Breo
Ellipta within the past 120
days; QL (13 GM per 30

days)
DUPIXENT PEN SUBCUTANEOUS Tier 5 PA
PEN INJECTOR 200 MG/1.14 ML, 300
MG/2 ML
DUPIXENT SYRINGE Tier 5 PA

SUBCUTANEOUS SYRINGE 200
MG/1.14 ML, 300 MG/2 ML

EASIVENT HOLDING CHAMBER (inhalational spacing Tier 4
SPACER device)

EASIVENT MASK LARGE DEVICE Tier 4
EASIVENT MASK MEDIUM DEVICE Tier 4
EASIVENT MASK SMALL DEVICE Tier 4
EASY NEB COMPRESSOR (nebulizer and Tier 4
NEBULIZER DEVICE compressor)

EBASE CONTROLLER DEVICE Tier 4
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ELIXOPHYLLIN ORAL ELIXIR 80
MG/15 ML

(theophylline)

Tier 2

FASENRA PEN SUBCUTANEOUS
AUTO-INJECTOR 30 MG/ML

Tier 5

PA

FLEXICHAMBER SPACER

(inhalational spacing
device)

Tier 4

FLEXICHAMBER-LG CHILD MASK
DEVICE

Tier 4

FLEXICHAMBER-SM ADULT MASK
DEVICE

Tier 4

FLEXICHAMBER-SM CHILD MASK
DEVICE

Tier 4

fluticasone furoate-vilanterol inhalation
blister with device 100-25 mcgl/dose,
200-25 mcgl/dose

(Breo Ellipta)

Tier 2

QL (60 EA per 30 days)

fluticasone propionate inhalation blister
with device 100 mcglactuation, 50
mcglactuation

Tier 2

QL (60 EA per 30 days)

fluticasone propionate inhalation blister
with device 250 mcg/actuation

Tier 2

QL (120 EA per 30 days)

fluticasone propionate inhalation hfa
aerosol inhaler 110 mcgl/actuation

Tier 2

QL (12 GM per 30 days)

fluticasone propionate inhalation hfa
aerosol inhaler 220 mcglactuation

Tier 2

QL (24 GM per 30 days)

fluticasone propionate inhalation hfa
aerosol inhaler 44 mcgl/actuation

Tier 2

QL (21.2 GM per 30 days)

fluticasone propion-salmeterol inhalation
aerosol powdr breath activated 113-14
mcglactuation, 232-14 mcglactuation,
55-14 mcglactuation

(AirDuo RespiClick)

Tier 4

ST: Requires prior
prescription for generic
Advair HFA or generic Breo
Ellipta within the past 120
days; QL (1 EA per 30
days)

fluticasone propion-salmeterol inhalation
blister with device 100-50 mcg/dose,
250-50 mcgldose, 500-50 mcgl/dose

(Wixela Inhub)

Tier 2

QL (60 EA per 30 days)

fluticasone propion-salmeterol inhalation
hfa aerosol inhaler 115-21
mcglactuation, 230-21 mcgl/actuation,
45-21 mcglactuation

(Advair HFA)

Tier 2

QL (12 GM per 30 days)

formoterol fumarate inhalation solution
for nebulization 20 mcg/2 ml

(Perforomist)

Tier 2

QL (120 ML per 30 days)

HOME NEBULIZER PLUS
SIDESTREAM DEVICE

(nebulizer and
compressor)

Tier 4
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INCRUSE ELLIPTA INHALATION Tier 4 ST: Requires prior
BLISTER WITH DEVICE 62.5 prescription for Tiotropium
MCG/ACTUATION Bromide or Spiriva
Respimat within the past
120 days; QL (30 EA per
30 days)
INNOSPIRE DELUXE DEVICE (nebulizer and Tier 4
compressor)
INNOSPIRE ELEGANCE DEVICE (nebulizer and Tier 4
compressor)
INNOSPIRE ESSENCE DEVICE (nebulizer and Tier 4
compressor)
INNOSPIRE GO NEBULIZER (nebulizers) Tier 4
INNOSPIRE MINI DEVICE (nebulizer and Tier 4
compressor)
ipratropium bromide inhalation solution Tier 2
0.02 %
ipratropium-albuterol inhalation solution Tier 2
for nebulization 0.5 mg-3 mg(2.5 mg
base)/3 ml
LC PLUS (nebulizers) Tier 4
LC PLUS NEBULIZER-PED MASK (nebulizers) Tier 4
levalbuterol hcl inhalation solution for Tier 2
nebulization 0.31 mg/3 ml, 0.63 mg/3 mli,
1.25mgl/0.5 ml, 1.25 mg/3 ml
levalbuterol tartrate inhalation hfa (Xopenex HFA) Tier 2
aerosol inhaler 45 mcgl/actuation
LITE TOUCH-MEDIUM MASK DEVICE Tier 4
LITEAIRE MDI CHAMBER SPACER (inhalational spacing Tier 4
device)
LITETOUCH-LARGE MASK DEVICE Tier 4
LITETOUCH-SMALL MASK DEVICE Tier 4
MC 300 NEBULIZER W-MOUTHPIECE (nebulizers) Tier 4
MC 300 NEBULIZER-UNVRSL TUBING (nebulizers) Tier 4
MICROAIR MESH NEBULIZER (nebulizers) Tier 4
MICROCHAMBER SPACER (inhalational spacing Tier 4
device)
MICROSPACER SPACER (inhalational spacing Tier 4
device)
MINI PLUS NEBULIZER (nebulizers) Tier 4
MINI WRIGHT PEAK FLOW METER (peak flow meter) Tier 4
DEVICE
montelukast oral granules in packet 4 (Singulair) Tier 2
mg
montelukast oral tablet 10 mg (Singulair) Tier 2
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montelukast oral tablet,chewable 4 mg, 5 (Singulair) Tier 2

mg

nebulizer and compressor device (Clever Choice Nebulizer) Tier 4

NUCALA SUBCUTANEOUS AUTO- Tier 5 PA

INJECTOR 100 MG/ML

NUCALA SUBCUTANEOUS SYRINGE Tier 5 PA

100 MG/ML, 40 MG/0.4 ML

OMBRA COMPRESSOR SYSTEM (nebulizer and Tier 4

DEVICE compressor)

OPTICHAMBER ADULT MASK-LARGE Tier 4

DEVICE

OPTICHAMBER DIAMOND LG MASK Tier 4

SPACER

OPTICHAMBER DIAMOND VHC (inhalational spacing Tier 4

SPACER device)

OPTICHAMBER DIAMOND-MED MSK Tier 4

SPACER

OPTICHAMBER DIAMOND-SML MASK Tier 4

SPACER

PARI LC SPRINT NEBULIZER SET (nebulizers) Tier 4

PARI LC SPRINT SINUS (nebulizers) Tier 4

PARI SINUS AEROSOL SYSTEM (nebulizer and Tier 4

DEVICE compressor)

PARI TREK S COMBO PACK DEVICE  (nebulizer and Tier 4
compressor)

PARI TREK S COMPACT (nebulizer and Tier 4

COMPRESSOR DEVICE compressor)

PEDIATRIC BEAR NEBULIZER (nebulizer and Tier 4

DEVICE compressor)

PEDIATRIC COMP-AIR COMPRES (nebulizer and Tier 4

NEB DEVICE compressor)

PEDIATRIC DINOSAUR NEBULIZER (nebulizer and Tier 4

DEVICE compressor)

PEDIATRIC DOG NEBULIZER DEVICE (nebulizer and Tier 4
compressor)

PEDIATRIC FROG NEBULIZER (nebulizer and Tier 4

DEVICE compressor)

PFLEX INSPIRATORY TRAINER Tier 4

DEVICE

POCKET CHAMBER SPACER (inhalational spacing Tier 4
device)

PORTABLE NEBULIZER SYSTEM (nebulizer and Tier 4

DEVICE compressor)

PRIMEAIRE SPACER (inhalational spacing Tier 4

device)
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PROCARE COMPRESSOR (nebulizer and Tier 4
NEBULIZER DEVICE compressor)
PROCARE PEDIATRIC NEBULIZER (nebulizer and Tier 4
DEVICE compressor)
PROCARE SPACER WITH ADULT Tier 4
MASK SPACER
PROCARE SPACER WITH CHILD Tier 4
MASK SPACER
PROCHAMBER SPACER (inhalational spacing Tier 4
device)
PRODIGY MINI-MIST NEBULIZER (nebulizers) Tier 4
PRONEB MAX COMPRESSOR-LC (nebulizer and Tier 4
PLUS DEVICE compressor)
PRONEB MAX COMPRESSR-LC (nebulizer and Tier 4
SPRINT DEVICE compressor)
PROVENT NASAL DEVICE Tier 4
PROVENT STARTER NASAL DEVICE Tier 4
PULMICORT FLEXHALER Tier 4 ST: Requires prior
INHALATION AEROSOL POWDR prescription for Arnuity
BREATH ACTIVATED 180 Ellipta within the past 120
MCG/ACTUATION, 90 DAYS; QL (1 EA per 30
MCG/ACTUATION days)
PULMO-AIDE COMPRESSOR DEVICE Tier 4
PULMONEB LT COMPRESSOR NEBUL (nebulizer and Tier 4
DEVICE compressor)
PUREAIR MINI NEBULIZER DEVICE (nebulizer and Tier 4
compressor)
QUAKE VIBRATORY PEP DEVICE Tier 4
QVAR REDIHALER INHALATION HFA Tier 4 ST: Requires prior
AEROSOL BREATH ACTIVATED 40 prescription for Arnuity
MCG/ACTUATION, 80 Ellipta within the past 120
MCG/ACTUATION DAYS; QL (21.2 GM per 30
days)
RITEFLO AEROCHAMBER SPACER (inhalational spacing Tier 4
device)
roflumilast oral tablet 250 mcg, 500 mcg (Daliresp) Tier 2 QL (1 EA per 1 day)
SAMI THE SEAL DEVICE (nebulizer and Tier 4
compressor)
SEREVENT DISKUS INHALATION Tier 3 QL (60 EA per 30 days)
BLISTER WITH DEVICE 50 MCG/DOSE
SIDESTREAM (nebulizers) Tier 4
SIDESTREAM NEBULIZER (nebulizers) Tier 4
SIDESTREAM PLUS (nebulizers) Tier 4
SILICONE MASK - INFANT DEVICE Tier 4
SINUSTAR NEBULIZER (nebulizers) Tier 4
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SMARTNEB COMPRESSOR (nebulizer and Tier 4
NEBULIZER DEVICE compressor)
SOOTHENEB COMPRESSOR (nebulizer and Tier 4
NEBULIZER DEVICE compressor)
SOOTHENEB MESH NEBULIZER (nebulizers) Tier 4
SPACE CHAMBER SPACER (inhalational spacing Tier 4
device)
SPACE CHAMBER WITH LARGE Tier 4
MASK SPACER
SPACE CHAMBER WITH MEDIUM Tier 4
MASK SPACER
SPACE CHAMBER WITH SMALL MASK Tier 4
SPACER
SPIRIVA RESPIMAT INHALATION Tier 3 QL (4 GM per 30 days)
MIST 1.25 MCG/ACTUATION, 2.5
MCG/ACTUATION
STIOLTO RESPIMAT INHALATION Tier 3 QL (4 GM per 30 days)
MIST 2.5-2.5 MCG/ACTUATION
STRIVE PEAK FLOW METER DEVICE (peak flow meter) Tier 4
STRIVERDI RESPIMAT INHALATION Tier 3 QL (4 GM per 30 days)
MIST 2.5 MCG/ACTUATION
SUNRISE COMPRESSOR-NEBULIZER Tier 4
DEVICE
terbutaline oral tablet 2.5 mg, 5 mg Tier 2
TEZSPIRE SUBCUTANEOUS PEN Tier 5 PA
INJECTOR 210 MG/1.91 ML (110
MG/ML)
THEO-24 ORAL CAPSULE,EXTENDED Tier 3
RELEASE 24HR 100 MG, 200 MG, 300
MG, 400 MG
theophylline oral elixir 80 mg/15 ml (Elixophyllin) Tier 2
theophylline oral solution 80 mg/15 ml Tier 2
theophylline oral tablet extended release Tier 2
12 hr 100 mg, 200 mg, 300 mg, 450 mg
theophylline oral tablet extended release Tier 2
24 hr 400 mg, 600 mg
THRESHOLD IMT TRAINER DEVICE Tier 4
THRESHOLD PEP DEVICE DEVICE Tier 4
tiotropium bromide inhalation capsule, (Spiriva with HandiHaler) Tier 2 QL (30 EA per 30 days)
wlinhalation device 18 mcg
TRELEGY ELLIPTA INHALATION Tier 3 QL (60 EA per 30 days)

BLISTER WITH DEVICE 100-62.5-25
MCG
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TRELEGY ELLIPTA INHALATION Tier 3 QL (2 EA per 1 day)
BLISTER WITH DEVICE 200-62.5-25
MCG
TRUNEB NEBULIZER (nebulizers) Tier 4
TRUZONE PEAK FLOW METER (peak flow meter) Tier 4
DEVICE
TUDORZA PRESSAIR INHALATION Tier 4 ST: Requires prior
AEROSOL POWDR BREATH prescription for Tiotropium
ACTIVATED 400 MCG/ACTUATION Bromide or Spiriva
Respimat within the past
120 days; QL (1 EA per 30
days)
VIOS AEROSOL DELIVERY SYSTEM (nebulizer and Tier 4
DEVICE compressor)
VIXONE NEBULIZER (nebulizers) Tier 4
VIXONE NEBULIZER-ADULT MASK (nebulizers) Tier 4
VIXONE NEBULIZER-PEDIATRIC MSK  (nebulizers) Tier 4
VORTEX HOLDING CHAMBER (inhalational spacing Tier 4
SPACER device)
VORTEX VHC FROG MASK-CHILD Tier 4
SPACER
VORTEX VHC LADYBUG MASK- Tier 4
TODDLR SPACER
WILLIS THE WHALE COMPRESSR (nebulizer and Tier 4
NEB DEVICE compressor)
WIXELA INHUB INHALATION BLISTER  (fluticasone propion- Tier 2 QL (60 EA per 30 days)
WITH DEVICE 100-50 MCG/DOSE, salmeterol)
250-50 MCG/DOSE, 500-50
MCG/DOSE
XOLAIR SUBCUTANEOUS AUTO- Tier 5 PA
INJECTOR 150 MG/ML, 300 MG/2 ML,
75 MG/0.5 ML
XOLAIR SUBCUTANEOUS SYRINGE Tier 5 PA
150 MG/ML, 300 MG/2 ML, 75 MG/0.5
ML
YUPELRI INHALATION SOLUTION Tier 4 ST: Requires prior
FOR NEBULIZATION 175 MCG/3 ML prescription for Lonhala
Magnair within the past 120
days; QL (90 ML per 30
days)
zafirlukast oral tablet 10 mg, 20 mg (Accolate) Tier 2
Deficiencia Vitaminica Y/O Mineral
ASCOR INTRAVENOUS SOLUTION Tier 4
500 MG/ML
ascorbic acid (vitamin c) injection Tier 2
solution 500 mg/ml
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B COMPLEX 100 INJECTION Tier 2
SOLUTION 100-2-100-2-2 MG/ML

B-COMPLEX INJECTION INJECTION Tier 2
SOLUTION 100-2-100-2-2 MG/ML

calcitriol oral capsule 0.25 mcg, 0.5 mcg (Rocaltrol) Tier 2
calcitriol oral solution 1 mecg/ml (Rocaltrol) Tier 2
CITRANATAL (DUAL-IRON) ORAL Tier 4
TABLET 27 MG IRON-1 MG -50 MG

CITRANATAL 90 DHA (ALGAL OIL) Tier 4
ORAL COMBO PACK 90 MG IRON-1

MG -50 MG-300 MG

CITRANATAL ASSURE ORAL COMBO Tier 4
PACK 35 MG IRON-1 MG -50 MG-300

MG

CITRANATAL DHA (ALGAL OIL) ORAL Tier 4
COMBO PACK 27 MG IRON-1 MG -50

MG-250 MG

CITRANATAL HARMONY (IRON FUM) Tier 4
ORAL CAPSULE 27 MG IRON-1 MG -

50 MG-260 MG

CLINPRO 5000 DENTAL PASTE 1.1 %  (fluoride (sodium)) Tier 4
cyanocobalamin (vitamin b-12) injection  (Dodex) Tier 2
solution 1,000 mcg/ml

DENTA 5000 PLUS DENTAL CREAM (fluoride (sodium)) Tier 2
1.1 %

DENTA 5000 PLUS SENSITIVE (sodium fluoride-pot Tier 2
DENTAL PASTE 1.1-5 % nitrate)

DENTAGEL DENTAL GEL 1.1 % (fluoride (sodium)) Tier 2
DODEX INJECTION SOLUTION 1,000  (cyanocobalamin (vitamin Tier 2
MCG/ML b-12))

ergocalciferol (vitamin d2) oral capsule (Vitamin D2) Tier 2
1,250 mcg (50,000 unit)

FA-8 ORAL CAPSULE 0.8 MG (folic acid) Tier 2
FEOSOL ORAL TABLET 325 MG (65 (ferrous sulfate) Tier 2
MG IRON)

FEROSUL ORAL TABLET 325 MG (65 (ferrous sulfate) Tier 2
MG IRON)

FERRO-TIME ORAL TABLET 325 MG (ferrous sulfate) Tier 2
(65 MG IRON)

ferrous sulfate oral drops 15 mg iron (75 (Fe-Vite) Tier 2
mg)/ml

ferrous sulfate oral elixir 220 mg (44 mg Tier 2
iron)/5 ml

ferrous sulfate oral liquid 300 mg (60 mg Tier 2

iron)/5 ml
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ferrous sulfate oral solution 220 mg (44 Tier 2

mg iron)/5 ml

ferrous sulfate oral tablet 325 mg (65 mg (Feosol) Tier 2

iron)

ferrous sulfate oral tablet,delayed Tier 2

release (drlec) 324 mg (65 mg iron), 325

mg (65 mg iron)

FE-VITE ORAL DROPS 15 MG IRON (ferrous sulfate) Tier 2

(75 MG)/ML

fluoride (sodium) dental cream 1.1 % (Denta 5000 Plus) Tier 2

fluoride (sodium) dental gel 1.1 % (DentaGel) Tier 2

fluoride (sodium) dental paste 1.1 % (Sodium Fluoride 5000 Dry Tier 2
Mouth)

fluoride (sodium) dental solution 0.2 % (PreviDent) Tier 2

fluoride (sodium) oral drops 0.5 mg (1.1 $0 COPAY $0 COPAY IF 6 MONTH

mg sod.fluorid)/ml TO 6 YEARS OF AGE

fluoride (sodium) oral tablet,chewable (Ludent Fluoride) $0 COPAY $0 COPAY IF 6 MONTH

0.25 mg(0.55 mg sod. fluoride), 0.5 mg TO 6 YEARS OF AGE

(1.1 mg sodium fluorid), 1 mg (2.2 mg

sod. fluoride)

FLUORIDEX DAILY DEFENSE DENTAL (fluoride (sodium)) Tier 4

PASTE 1.1 %

FLUORIDEX SENSITIVITY RELIEF (sodium fluoride-pot Tier 4

DENTAL PASTE 1.1-5 % nitrate)

FLUORIMAX 5000 DENTAL PASTE 1.1  (fluoride (sodium)) Tier 4

%

FLUORIMAX 5000 SENSITIVE DENTAL (sodium fluoride-pot Tier 4

PASTE 1.1-5 % nitrate)

FOLET ONE ORAL CAPSULE 38 MG Tier 4

IRON-1 MG -25 MG-225 MG

folic acid injection solution 5 mg/ml Tier 2

folic acid oral capsule 20 mg Tier 4

folic acid oral tablet 1 mg Tier 2

folic acid oral tablet 400 mcg, 800 mcg $0 COPAY

FRAICHE 5000 PREVI DENTAL GEL Tier 4

1.1-3 %

HIGH POTENCY IRON ORAL TABLET (ferrous sulfate) Tier 2

134 MG (27 MG IRON)

HIGH POTENCY IRON ORAL TABLET Tier 2

27 MG IRON

hydroxocobalamin intramuscular solution Tier 2

1,000 meg/ml

IRON (FERROUS SULFATE) ORAL (ferrous sulfate) Tier 2

TABLET 325 MG (65 MG IRON)
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IRON ORAL TABLET 325 MG (65 MG (ferrous sulfate) Tier 2
IRON)

JUST RIGHT 5000 DENTAL PASTE 1.1 (fluoride (sodium)) Tier 4
%

mecobalamin (vitamin b12) injection Tier 2
recon soln 10,000 mcg

MYNATAL ADVANCE ORAL TABLET Tier 2
90-1-50 MG

MYNATAL ORAL TABLET 90-1-50 MG Tier 2
MYNATE 90 PLUS ORAL TABLET Tier 2
EXTENDED RELEASE 90 MG IRON-1

MG

NEXA PLUS ORAL CAPSULE 29 MG Tier 4
IRON-1.25 MG-55 MG

OBSTETRIX DHA ORAL COMBO Tier 2
PACK, TABLET AND CAP,DR 29 MG

IRON-1 MG -50 MG

OBSTETRIX EC ORAL Tier 4
TABLET,DELAYED RELEASE (DR/EC)

29 MG IRON-1 MG -50 MG

OBSTETRIX ONE ORAL CAPSULE 38 Tier 4
MG IRON-1 MG -25 MG-225 MG

PEDIA IRON ORAL DROPS 15 MG (ferrous sulfate) Tier 2
IRON (75 MG)/ML

PHOS-FLUR DENTAL SOLUTION 0.02 Tier 4
% (0.044 % SOD. FLUORIDE)

PNV-DHA + DOCUSATE ORAL Tier 2
CAPSULE 27-1.25-55-300 MG

PRENAISSANCE ORAL CAPSULE 29- Tier 2
1.25-55-325 MG

PRENAISSANCE PLUS ORAL Tier 2
CAPSULE 28-1-50-250 MG

PRENATAL 19 (WITH DOCUSATE) Tier 2
ORAL TABLET 29 MG IRON- 1 MG-25

MG

pyridoxine (vitamin b6) injection solution Tier 2
100 mgiml

SF 5000 PLUS DENTAL CREAM 1.1 %  (fluoride (sodium)) Tier 2
SF DENTAL GEL 1.1 % (fluoride (sodium)) Tier 2
SLOW FE ORAL TABLET EXTENDED Tier 4
RELEASE 137 MG (45 MG IRON)

SLOW RELEASE IRON ORAL TABLET (ferrous sulfate) Tier 2

EXTENDED RELEASE 140 MG (45 MG
IRON)
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SLOW RELEASE IRON ORAL TABLET Tier 2
EXTENDED RELEASE 142 MG (45 MG
IRON), 143 MG (45 MG IRON), 168 MG
(50 MG IRON), 250 MG (50 MG IRON)
SODIUM FLUORIDE 5000 DRY MOUTH (fluoride (sodium)) Tier 2
DENTAL PASTE 1.1 %
SODIUM FLUORIDE 5000 PLUS (fluoride (sodium)) Tier 2
DENTAL CREAM 1.1 %
sodium fluoride-pot nitrate dental paste  (Denta 5000 Plus Tier 2
1.1-5% Sensitive)
TARON-PREX PRENATAL-DHA ORAL Tier 2
CAPSULE 30 MG IRON-1.2 MG-55 MG-
265 MG
thiamine hcl (vitamin b1) injection Tier 2
solution 100 mgiml
TRIFERIC HEMODIALYSIS POWDER Tier 4
IN PACKET 272 MG IRON
TRIFERIC HEMODIALYSIS SOLUTION Tier 4
27.2 MG IRON/5 ML
VITAFOL FE+ (WITH DOCUSATE) Tier 4
ORAL CAPSULE 90 MG IRON-1 MG -
50 MG-200 MG
VITAMIN D2 ORAL CAPSULE 1,250 (ergocalciferol (vitamin Tier 2
MCG (50,000 UNIT)
VP-CH-PNV ORAL CAPSULE 30 MG Tier 2
IRON-1 MG -50 MG-260 MG
Deficiendia Hormonal
AMABELZ ORAL TABLET 0.5-0.1 MG, (estradiol-norethindrone Tier 2
1-0.5 MG acet)
ANDRODERM TRANSDERMAL PATCH Tier 4 PA
24 HOUR 2 MG/24 HOUR, 4 MG/24 HR
ANGELIQ ORAL TABLET 0.25-0.5 MG, Tier 4
0.5-1 MG
BIJUVA ORAL CAPSULE 0.5-100 MG Tier 4 ST: Requires prior
prescription for Duavee or
Premarin within the past
120 days; QL (1 EA per 1
day)
BIJUVA ORAL CAPSULE 1-100 MG Tier 4 ST: Requires prior
prescription for Duavee or
Premarin within the past
120 days; QL (30 EA per
30 days)
CLIMARA PRO TRANSDERMAL Tier 4 QL (1 EA per 7 days)

PATCH WEEKLY 0.045-0.015 MG/24
HR
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COMBIPATCH TRANSDERMAL PATCH Tier 3 QL (2 EA per 7 days)

SEMIWEEKLY 0.05-0.14 MG/24 HR,

0.05-0.25 MG/24 HR

COVARYX H.S. ORAL TABLET 0.625-  (estrogens- Tier 2

1.25 MG methyltestosterone)

COVARYX ORAL TABLET 1.25-2.5 MG (estrogens- Tier 2

methyltestosterone)

CRINONE VAGINAL GEL 4 % Tier 4

DEPO-ESTRADIOL INTRAMUSCULAR (estradiol cypionate) Tier 4

OIL 5 MG/ML

DOTTI TRANSDERMAL PATCH (estradiol) Tier 2 QL (2 EA per 7 days)

SEMIWEEKLY 0.025 MG/24 HR, 0.0375

MG/24 HR, 0.05 MG/24 HR, 0.075

MG/24 HR, 0.1 MG/24 HR

DUAVEE ORAL TABLET 0.45-20 MG Tier 3

EEMT HS ORAL TABLET 0.625-1.25 (estrogens- Tier 2

MG methyltestosterone)

EEMT ORAL TABLET 1.25-2.5 MG (estrogens- Tier 2

methyltestosterone)

ELESTRIN TRANSDERMAL GEL IN Tier 4 ST: Requires prior

METERED-DOSE PUMP 0.87 prescription for Alora or

GRAM/ACTUATION Estradiol within the past
120 days; QL (52 GM per
30 days)

estradiol oral tablet 0.6 mg, 1 mg, 2mg  (Estrace) Tier 2

estradiol transdermal gel in metered- (EstroGel) Tier 2 ST: Requires prior

dose pump 1.25 gram/actuation prescription for Alora or
Estradiol within the past
120 days

estradiol transdermal gel in packet 0.25  (Divigel) Tier 2 QL (30 EA per 30 days)

mg/0.25 gram (0.1 %), 0.5 mg/0.5 gram

(0.1 %), 0.75 mgl0.75 gram (0.1%)

estradiol transdermal gel in packet 1 (Divigel) Tier 2 QL (30 GM per 30 days)

mgl/gram (0.1 %)

estradiol transdermal gel in packet 1.25  (Divigel) Tier 2 QL (37.5 GM per 30 days)

mg/1.25 gram (0.1 %)

estradiol transdermal patch semiweekly  (Dotti) Tier 2 QL (2 EA per 7 days)

0.025 mg/24 hr, 0.0375 mg/24 hr, 0.05

mgl24 hr, 0.075 mg/24 hr, 0.1 mgl24 hr

estradiol transdermal patch weekly 0.025 (Climara) Tier 2 QL (1 EA per 7 days)

mg/24 hr, 0.0375 mg/24 hr, 0.05 mg/24

hr, 0.06 mg/24 hr, 0.075 mg/24 hr, 0.1

mgl/24 hr

estradiol valerate intramuscular oil 10 (Delestrogen) Tier 2

mg/ml, 20 mg/ml, 40 mg/ml|

estradiol-norethindrone acet oral tablet ~ (Amabelz) Tier 2

0.5-0.1 mg, 1-0.5 mg
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ESTROGEL TRANSDERMAL GEL IN (estradiol) Tier 4 ST: Requires prior

METERED-DOSE PUMP 1.25 prescription for Alora or

GRAM/ACTUATION Estradiol within the past
120 days

estrogens-methyltestosterone oral tablet (Covaryx H.S.) Tier 2

0.625-1.25 mg

estrogens-methyltestosterone oral tablet (Covaryx) Tier 2

1.25-2.5 mg

EVAMIST TRANSDERMAL Tier 4 ST: Requires prior

SPRAY,NON-AEROSOL 1.53 prescription for Alora or

MG/SPRAY (1.7%) Estradiol within the past
120 days; QL (16.2 ML per
30 days)

FYAVOLV ORAL TABLET 0.5-2.5 MG-  (norethindrone ac-eth Tier 2

MCG, 1-5 MG-MCG estradiol)

JATENZO ORAL CAPSULE 158 MG, Tier 4 PA

198 MG, 237 MG

JINTELI ORAL TABLET 1-5 MG-MCG (norethindrone ac-eth Tier 2

estradiol)

KYZATREX ORAL CAPSULE 100 MG, Tier 4 PA

150 MG, 200 MG

LYLLANA TRANSDERMAL PATCH (estradiol) Tier 2 QL (2 EA per 7 days)

SEMIWEEKLY 0.025 MG/24 HR, 0.0375
MG/24 HR, 0.05 MG/24 HR, 0.075
MG/24 HR, 0.1 MG/24 HR

medroxyprogesterone oral tablet 10 mg, (Provera) Tier 2
2.5mg, 5 mg
MENEST ORAL TABLET 0.3 MG, 0.625 Tier 4
MG, 1.25 MG, 2.5 MG
MENOSTAR TRANSDERMAL PATCH Tier 4 QL (1 EA per 7 days)
WEEKLY 14 MCG/24 HR
METHITEST ORAL TABLET 10 MG (methyltestosterone) Tier 4 PA
methyltestosterone oral capsule 10 mg Tier 2 PA
MIMVEY ORAL TABLET 1-0.5 MG (estradiol-norethindrone Tier 2
acet)
NATESTO NASAL GEL IN METERED- Tier 4 PA
DOSE PUMP 5.5 MG/0.122
GRAM/ACTUATION
norethindrone acetate oral tablet 5 mg Tier 2
norethindrone ac-eth estradiol oral tablet (Fyavolv) Tier 2
0.5-2.5 mg-mcg, 1-5 mg-mcg
paroxetine mesylate(menop.sym) oral Tier 2 ST: Requires prior
capsule 7.5 mg prescription for Paroxetine

or Venlafaxine within the
past 120 days; QL (1 EA
per 1 day)
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PREMARIN ORAL TABLET 0.3 MG, Tier 3

0.45 MG, 0.9 MG

PREMARIN ORAL TABLET 0.625 MG,  (conjugated estrogens) Tier 3

1.25 MG

PREMPHASE ORAL TABLET 0.625 MG Tier 3

(14)/ 0.625MG-5MG(14)

PREMPRO ORAL TABLET 0.3-1.5 MG, Tier 3

0.45-1.5 MG, 0.625-2.5 MG, 0.625-5 MG

progesterone inframuscular oil 50 mg/ml Tier 2
progesterone micronized oral capsule (Prometrium) Tier 2

100 mg, 200 mg

testosterone cypionate intramuscular oil  (Depo-Testosterone) Tier 2 PA
100 mg/ml, 200 mg/ml

testosterone enanthate intramuscular oil Tier 2 PA
200 mg/iml

testosterone transdermal gel 50 mg/5 (Testim) Tier 2 PA
gram (1 %)

testosterone transdermal gel in metered- Tier 2 PA
dose pump 10 mg/0.5 gram /actuation

testosterone transdermal gel in metered- (Vogelxo) Tier 2 PA
dose pump 12.5 mgl 1.25 gram (1 %)

testosterone transdermal gel in metered- (AndroGel) Tier 2 PA
dose pump 20.25 mg/1.25 gram (1.62

%)

testosterone transdermal gel in packet 1 (AndroGel) Tier 2 PA
% (25 mgl/2.5gram), 1 % (50 mg/5

gram), 1.62 % (20.25 mg/1.25 gram),

1.62 % (40.5 mg/2.5 gram)

testosterone transdermal solution in Tier 2 PA
metered pump wlapp 30 mgl/actuation

(1.5 ml)

TLANDO ORAL CAPSULE 112.5 MG Tier 4 PA
VEOZAH ORAL TABLET 45 MG Tier 4 PA
XYOSTED SUBCUTANEOUS AUTO- Tier 4 PA
INJECTOR 100 MG/0.5 ML, 50 MG/0.5

ML, 75 MG/0.5 ML
Dermatologia - Acné

ACCUTANE ORAL CAPSULE 10 MG, (isotretinoin) Tier 2

20 MG, 30 MG, 40 MG

ACIOXIAY TOPICAL CREAM 15-4 % (azelaic acid-niacinamide) Tier 4
ADAINZDE TOPICAL GEL 0.3-2.5-1 %  (adapalene-benzoyl- Tier 4

clindamycin)

ADAINZOXIA TOPICAL GEL 0.3-2.5-4 (adapalene-benzoyl perox- Tier 4

% niacin)

adapalene topical cream 0.1 % (Differin) Tier 2
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adapalene topical gel 0.3 % Tier 2
adapalene topical gel with pump 0.3 % (Differin) Tier 2
adapalene topical lotion 0.1 % (Differin) Tier 2 Age (Max 39 Years)
adapalene-benzoyl peroxide topical gel  (Epiduo) Tier 2
with pump 0.1-2.5 %
adapalene-benzoyl peroxide topical gel ~ (Epiduo Forte) Tier 2
with pump 0.3-2.5 %
ADEINZDE TOPICAL GEL 0.1-2.5-1 % Tier 4
AKLIEF TOPICAL CREAM 0.005 % Tier 4 Age (Max 39 Years)
ALTRENO TOPICAL LOTION 0.05 % Tier 4
AMNESTEEM ORAL CAPSULE 10 MG, (isotretinoin) Tier 2
20 MG, 40 MG
AVEIDA TOPICAL GEL 1-1 % Tier 4
AVEIDAOXIA TOPICAL GEL 1-1-4 % (ivermectin-metronidazol- Tier 4
niacin)
AVITA TOPICAL CREAM 0.025 % (tretinoin) Tier 2
AVITA TOPICAL GEL 0.025 % (tretinoin) Tier 2
azelaic acid topical gel 15 % Tier 2
AZELEX TOPICAL CREAM 20 % Tier 4
BASADROX TOPICAL GEL IN PACKET Tier 4
brimonidine topical gel with pump 0.33 % (Mirvaso) Tier 2
CABTREO TOPICAL GEL 0.15-3.1-1.2 Tier 4 PA
%
CLARAVIS ORAL CAPSULE 10 MG, 20 (isotretinoin) Tier 2
MG, 30 MG, 40 MG
clindamycin-benzoyl peroxide topical gel (Neuac) Tier 2
1.2 %(1 % base) -5 %
clindamycin-benzoyl peroxide topical gel Tier 2
1-5%
clindamycin-benzoyl peroxide topical gel (Onexton) Tier 2
with pump 1.2 %(1 % base) -3.75 %
clindamycin-benzoyl peroxide topical gel (Acanya) Tier 2
with pump 1.2-2.5 %
clindamycin-benzoyl peroxide topical gel Tier 2
with pump 1-5 %
dapsone topical gel 5 % (Aczone) Tier 2
dapsone topical gel with pump 7.5 % (Aczone) Tier 2
DAZAVEIDAOXIA TOPICAL GEL 0.25- Tier 4
1-1-4 %
DAZOMON TOPICAL GEL 0.25 % Tier 4
DEOXIA TOPICAL GEL 1-4 % (clindamycin-niacinamide) Tier 4
DEOXIA TOPICAL LOTION 1-4 % (clindamycin-niacinamide) Tier 4
DEOXIADEMTAR TOPICAL GEL 0.025- (tretinoin-clinda-spiron- Tier 4

1-2-4 %

niacin)
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DEOXIATAR TOPICAL SOLUTION Tier 4

0.025-1-4 %

DEOXIAVAR TOPICAL CREAM 0.05-1- Tier 4

4 %

DERMAZENE TOPICAL CREAM IN Tier 4

PACKET 1-1 %

DIADIMAXIA TOPICAL CREAM 6-5-2 % Tier 4

DIADIMAXIA TOPICAL GEL 6-5-2 % (dapsone-spironolactone- Tier 4
niacin)

DIAOXIA TOPICAL CREAM 6-4 % Tier 4

DIAOXIA TOPICAL GEL 6-4 % (dapsone-niacinamide) Tier 4

DIASAXIATAR TOPICAL CREAM 0.025- Tier 4

8.5-2 %

DIASAXIATAR TOPICAL GEL 0.025- Tier 4

8.5-2 %

DIASDIMAXIA TOPICAL CREAM 8.5-5- Tier 4

2%

DIASDIMAXIA TOPICAL GEL 8.5-5-2 % (dapsone-spironolactone- Tier 4
niacin)

DIASOXIA TOPICAL CREAM 8.5-4 % Tier 4

DIASOXIA TOPICAL GEL 8.5-4 % (dapsone-niacinamide) Tier 4

DIFFERIN TOPICAL LOTION 0.1 % (adapalene) Tier 4 Age (Max 39 Years)

DIMOXIA TOPICAL GEL 5-4 % (spironolactone- Tier 4
niacinamide)

DRAXACE TOPICAL SUSPENSION 2-8 (salicylic acid- Tier 4

% sulfacetamide)

DRAXACEY TOPICAL SUSPENSION 2- (salicylic acid- Tier 4

8 % sulfacetamide)

DRIXECE TOPICAL SUSPENSION 5-10 (salicylic acid- Tier 4

% sulfacetamide)

ETHOXIA TOPICAL CREAM 0.05-4 % (tazarotene-niacinamide) Tier 4

FINACEA TOPICAL FOAM 15 % Tier 3

hydrocortisone-iodoquinol topical cream  (Corti-Sav) Tier 2

1-1%

hydrocortisone-iodoquinol-aloe topical (Vytone) Tier 2

cream in packet 1.9-1 %

IDARAN TOPICAL OINTMENT 1-2 % Tier 4

IDYYXIATAR TOPICAL GEL 0.025-5 % Tier 4

INZDEAXIATAR TOPICAL GEL 0.025-  (tretinoin-benzoyl-clinda- Tier 4

2.5-1-2% niac)

INZDEAXIAVAR TOPICAL GEL 0.05- Tier 4

2.5-1-2%

INZDEOXIA TOPICAL GEL 2.5-1-4 % (benzoyl per-clindamycin- Tier 4

niacin)
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IODOFLEX TOPICAL PADS, Tier 4

MEDICATED 0.9 %

IODOSORB TOPICAL GEL 0.9 % Tier 4

isotretinoin oral capsule 10 mg, 20 mg, (Accutane) Tier 2

30 mg, 40 mg

ITHOXIA TOPICAL CREAM 0.1-4 % (tazarotene-niacinamide) Tier 4

ivermectin topical cream 1 % (Soolantra) Tier 2 ST: Requires prior
prescription for Azelaic
Acid or Finacea gel or foam
within the past 120 days

LUGOLS TOPICAL SOLUTION 5-10 %  (iodine-potassium iodide) Tier 2

metronidazole topical cream 0.75 % (Rosadan) Tier 2

metronidazole topical gel 0.75 % (Rosadan) Tier 2

metronidazole topical gel 1 % (Metrogel) Tier 2

metronidazole topical gel with pump 1 % Tier 2

metronidazole topical lotion 0.75 % (MetroLotion) Tier 2

NEUAC TOPICAL GEL 1.2 %(1 % (clindamycin-benzoyl Tier 2

BASE) -5 % peroxide)

NORMLGEL AG TOPICAL GEL 0.11 % Tier 4

ONEXTON TOPICAL GEL 1.2 %(1 % Tier 4

BASE) -3.75 %

ONZDEAXIADEMTAR TOPICAL GEL Tier 4

0.025-5-1-2-2 %

ONZDEAXIADEMVAR TOPICAL GEL Tier 4

0.05-5-1-2-2 %

ONZDEAXIATAR TOPICAL GEL 0.025- (tretinoin-benzoyl-clinda- Tier 4

5-1-2 % niac)

ONZDEAXIAVAR TOPICAL GEL 0.05-5- (tretinoin-benzoyl-clinda- Tier 4

1-2 % niac)

ONZDEAXIAZAR TOPICAL GEL 0.1-5- Tier 4

1-2 %

ONZDEOXIA TOPICAL GEL 5-1-4 % (benzoyl per-clindamycin- Tier 4

niacin)

OXIATAR TOPICAL CREAM 0.025-0.5-  (tretinoin-hyaluronate- Tier 4

4 % niacin)

OXIAVAR TOPICAL CREAM 0.05-4 % (tretinoin-niacinamide) Tier 4

OXIAVARRY TOPICAL CREAM 0.05- (tretinoin-hyaluronate- Tier 4

0.5-4 % niacin)

OXIAVARY TOPICAL CREAM 0.1-4 % Tier 4

OXIAZAR TOPICAL CREAM 0.1-0.5-4 (tretinoin-hyaluronate- Tier 4

% niacin)

RETIN-A MICRO PUMP TOPICAL GEL Tier 4 Age (Max 39 Years)

WITH PUMP 0.06 %

ROSADAN TOPICAL CREAM 0.75 % (metronidazole) Tier 2
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20 MG, 30 MG, 40 MG

SAROXIA TOPICAL CREAM 0.05-4 % (tretinoin-niacinamide) Tier 4

SILVASORB TOPICAL Tier 2

GEL,EXTENDED RELEASE

silver nitrate topical solution 0.5 %, 25 Tier 2

%, 50 %

STRONG IODINE TOPICAL SOLUTION (iodine-potassium iodide) Tier 2

5-10 %

sulfacetamide sodium (acne) topical (Klaron) Tier 2

suspension 10 %

TARDEOXIA TOPICAL CREAM 0.025-  (tretinoin-clindamycin- Tier 4

1-4 % niacin)

TARDIMAXIA TOPICAL GEL 0.025-5-2  (tretinoin-spironolact- Tier 4

% niacin)

TAROXIA TOPICAL CREAM 0.025-4 % (tretinoin-niacinamide) Tier 4

TAROXIA TOPICAL GEL 0.025-4 % (tretinoin-niacinamide) Tier 4

tretinoin microspheres topical gel 0.04 (Retin-A Micro) Tier 2 Age (Max 39 Years)

%, 0.1 %

tretinoin microspheres topical gel with (Retin-A Micro Pump) Tier 2 Age (Max 39 Years)

pump 0.04 %, 0.08 %, 0.1 %

tretinoin topical cream 0.025 % (Awvita) Tier 2

tretinoin topical cream 0.05 %, 0.1 % (Retin-A) Tier 2

tretinoin topical gel 0.01 % (Retin-A) Tier 2

tretinoin topical gel 0.025 % (Avita) Tier 2

tretinoin topical gel 0.05 % (Atralin) Tier 2

VANOXIDE-HC TOPICAL Tier 3

SUSPENSION 5-0.5 %

VARDIMAXIA TOPICAL GEL 0.05-5-2 % (tretinoin-spironolact- Tier 4
niacin)

VAROXIA TOPICAL CREAM 0.05-4 % (tretinoin-niacinamide) Tier 4

VAROXIA TOPICAL GEL 0.05-4 % (tretinoin-niacinamide) Tier 4

WINLEVI TOPICAL CREAM 1 % Tier 4 PA

ZENATANE ORAL CAPSULE 10 MG, (isotretinoin) Tier 2

Dermatologia - Antiinfecciosos

KIT 2 %

acyclovir topical ointment 5 % (Zovirax) Tier 2

ALTABAX TOPICAL OINTMENT 1 % Tier 4 ST: Requires prior
prescription for Mupirocin
ointment within the past
120 days

BP 10-1 TOPICAL CLEANSER 10-1 %  (sulfacetamide sodium- Tier 2

sulfur)
CENTANY AT TOPICAL OINTMENT Tier 4
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CICLODAN KIT TOPICAL COMBO Tier 4

PACK 0.77 %

ciclopirox topical cream 0.77 % (Ciclodan) Tier 2 QL (180 GM per 1 FILL)

ciclopirox topical gel 0.77 % Tier 2

ciclopirox topical shampoo 1 % Tier 2

ciclopirox topical solution 8 % (Ciclodan) Tier 2 QL (19.8 ML per 1 FILL)

ciclopirox topical suspension 0.77 % (Loprox (as olamine)) Tier 2 QL (180 ML per 1 FILL)

ciclopirox-ure-camph-menth-euc topical  (Ciclodan Kit) Tier 2 QL (19.8 ML per 1 FILL)

solution 8 %

CLEANSING WASH TOPICAL (sulfacetamide sod-sulfur- Tier 2

CLEANSER 10-4-10 % urea)

clindamycin phosphate topical foam 1 % (Clindacin) Tier 2

clindamycin phosphate topical gel 1 % Tier 2

clindamycin phosphate topical gel, once (Clindagel) Tier 2 ST: Requires prior

daily 1 % prescription for
Clindamycin 1% gel within
the past 120 days

clindamycin phosphate topical lotion 1 % (Cleocin T) Tier 2

clindamycin phosphate topical solution 1 Tier 2 QL (180 ML per 1 FILL)

%

clindamycin phosphate topical swab 1 % (Clindacin ETZ) Tier 2

clotrimazole topical cream 1 % (Antifungal (clotrimazole)) Tier 2

clotrimazole topical solution 1 % Tier 2

clotrimazole-betamethasone topical Tier 2

cream 1-0.05 %

clotrimazole-betamethasone topical Tier 2

lotion 1-0.05 %

DIFMETIOXRIME TOPICAL SOLUTION  (flucona-ibuprof-itracon- Tier 4

4-2-1-4 % terbin)

ECEOXIA TOPICAL CREAM 10-4 % (sulfacetamide- Tier 4

niacinamide)

econazole topical cream 1 % Tier 2 QL (170 GM per 1 FILL)

ECOZA TOPICAL FOAM 1 % Tier 4

ERY PADS TOPICAL SWAB 2 % (erythromycin with ethanol) Tier 2

erythromycin with ethanol topical gel 2 % (Erygel) Tier 2

erythromycin with ethanol topical Tier 2 QL (180 ML per 1 FILL)

solution 2 %

erythromycin-benzoyl peroxide topical (Benzamycin) Tier 2

gel 3-5 %

EXELDERM TOPICAL CREAM 1 % (sulconazole) Tier 3

EXELDERM TOPICAL SOLUTION 1 %  (sulconazole) Tier 3

EXODERM TOPICAL LOTION 25-1 % Tier 2

gentamicin topical cream 0.1 % Tier 2 QL (90 GM per 1 FILL)

gentamicin topical ointment 0.1 % Tier 2 QL (90 GM per 1 FILL)
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HAXCHLO TOPICAL SHAMPOO 0.77-  (ciclopirox-clobetasol) Tier 4

0.05 %

HAXCHLODREX TOPICAL SHAMPOO (ciclopirox-clobetasol- Tier 4

0.77-0.05-3 % salicyl)

HAXDRAX TOPICAL SHAMPOQOO 0.77-2 (ciclopirox-salicylic acid) Tier 4

%

HEXIOUNYL TOPICAL LOTION 3-5-20 Tier 4

%

HIXDEFRIMA TOPICAL SOLUTION 8-1- Tier 4

1%

IMIOXIA TOPICAL CREAM 1-4 % (econazole-niacinamide) Tier 4

ketoconazole topical cream 2 % Tier 2 QL (180 GM per 1 FILL)

ketoconazole topical shampoo 2 % Tier 2 QL (360 ML per 1 FILL)

KETODAN KIT TOPICAL COMBO Tier 4

PACK 2 %

KLAYESTA TOPICAL POWDER (nystatin) Tier 2

100,000 UNIT/GRAM

luliconazole topical cream 1 % (Luzu) Tier 2 ST: Requires prior
prescriptions for
Clotrimazole and
Ketoconazole within the
past 365 days; QL (60 GM
per 28 days)

mafenide acetate topical packet 50 gram (Sulfamylon) Tier 2

malathion topical lotion 0.5 % (Ovide) Tier 2

MENTAX TOPICAL CREAM 1 % (butenafine) Tier 4

miconazole nitrate-zinc ox-pet topical (Vusion) Tier 2

ointment 0.25-15-81.35 %

mupirocin calcium topical cream 2 % Tier 2 QL (90 GM per 1 FILL)

mupirocin topical ointment 2 % (Centany) Tier 2 QL (90 GM per 1 FILL)

naftifine topical cream 1 % Tier 2

naftifine topical cream 2 % Tier 2 QL (180 GM per 1 FILL)

natftifine topical gel 2 % (Naftin) Tier 2

NANRAN TOPICAL OINTMENT 2-2 %  (mupirocin-lidocaine) Tier 4

NYAMYC TOPICAL POWDER 100,000 (nystatin) Tier 2

UNIT/GRAM

nystatin topical cream 100,000 unit/gram Tier 2

nystatin topical ointment 100,000 Tier 2 QL (90 GM per 1 FILL)

unit/gram

nystatin topical powder 100,000 (Klayesta) Tier 2

unit/lgram

nystatin-triamcinolone topical cream Tier 2

100,000-0.1 unit/g-%

nystatin-triamcinolone topical ointment Tier 2 QL (180 GM per 1 FILL)

100,000-0.1 unit/lgram-%
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NYSTOP TOPICAL POWDER 100,000  (nystatin) Tier 2

UNIT/GRAM

OXIAICE TOPICAL LOTION 15-4 % Tier 4

oxiconazole topical cream 1 % Tier 2 QL (180 GM per 1 FILL)

OXISTAT TOPICAL LOTION 1 % Tier 4

permethrin topical cream 5 % (Elimite) Tier 2

PHEDRAX TOPICAL SHAMPOO 2-2 % Tier 4

PHEODOYO TOPICAL CREAM 2-1-2.5  (ketoconazole-iodoquinol- Tier 4

% hc)

PHEOXIA TOPICAL CREAM 2-4 % (ketoconazole- Tier 4
niacinamide)

PHEYO TOPICAL CREAM 2-2.5 % (ketoconazole- Tier 4
hydrocortisone)

ROSULA CLEANSING CLOTHS (sulfacetamide sodium- Tier 2

TOPICAL PADS, MEDICATED 10-5 %  sulfur)

ROSULA TOPICAL CLEANSER 10-4.5 Tier 4

%

silver sulfadiazine topical cream 1 % (SSD) Tier 2

spinosad topical suspension 0.9 % (Natroba) Tier 2

SSD TOPICAL CREAM 1 % (silver sulfadiazine) Tier 2

SSS 10-5 TOPICAL CREAM 10-5 % (sulfacetamide sodium- Tier 2

(W/IW) sulfur)

SSS 10-5 TOPICAL FOAM 10-5 % (sulfacetamide sodium- Tier 2
sulfur)

Sulconazole topical cream 1 % (Exelderm) Tier 2

sulconazole topical solution 1 % (Exelderm) Tier 2

Sulfacetamide sodium-sulfur topical (Avar LS) Tier 2

cleanser 10-2 %

sulfacetamide sodium-sulfur topical (Avar) Tier 2 QL (1419 GM per 1 FILL)

cleanser 10-5 % (wiw)

sulfacetamide sodium-sulfur topical (Plexion) Tier 2

cleanser 9.8-4.8 %

sulfacetamide sodium-sulfur topical (Sumaxin) Tier 2

cleanser 9-4 %

sulfacetamide sodium-sulfur topical (Avar-E LS) Tier 2

cream 10-2 %

Sulfacetamide sodium-sulfur topical (SSS 10-5) Tier 2

cream 10-5 % (wiw)

sulfacetamide sodium-sulfur topical (Plexion) Tier 2

cream 9.8-4.8 %

sulfacetamide sodium-sulfur topical Tier 2

lotion 10-5 % (wiv), 10-5 % (wiw)

sulfacetamide sodium-sulfur topical (Plexion) Tier 2

lotion 9.8-4.8 %
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Sulfacetamide sodium-sulfur topical (Sumaxin) Tier 2
pads, medicated 10-4 %
Sulfacetamide sodium-sulfur topical (Plexion Cleansing Cloths) Tier 2
pads, medicated 9.8-4.8 %
sulfacetamide sodium-sulfur topical Tier 2
suspension 10-5 %
Sulfacetamide sod-sulfur-urea topical Tier 2 QL (1419 ML per 1 FILL)
cleanser 10-5-10 %
SULFAMYLON TOPICAL CREAM 85 Tier 4
MG/G
SULFAMYLON TOPICAL PACKET 50 (mafenide acetate) Tier 4
GRAM
SUMADAN XLT TOPICAL COMBO (sulfact na-sul-avobnz-otn- Tier 4
PACK,CLEANSER AND CREAM 9 %- ocsa)
4.5 % -SPF 25
tavaborole topical solution with (Kerydin) Tier 2 PA
applicator 5 %
ULESFIA TOPICAL LOTION 5 % Tier 4
XEPI TOPICAL CREAM 1 % Tier 4 ST: Requires prior
prescription for Mupirocin
ointment within the past
120 days
Dermatologia - Antiinflamatorio
ACIOXIA TOPICAL GEL 0.1-0.5 % Tier 4
ADBRY SUBCUTANEOUS SYRINGE Tier 5 PA
150 MG/ML
ADVANCED ALLERGY COLLECT KIT Tier 2
TOPICAL KIT 2.5 %
ALA-CORT TOPICAL CREAM 1 % (hydrocortisone) Tier 2
ALA-SCALP TOPICAL LOTION 2 % (hydrocortisone) Tier 2 ST: Requires prior
prescription for generic
Hydrocortisone 2.5% lotion
within the past 120 days
alclometasone topical cream 0.05 % Tier 2
alclometasone topical ointment 0.05 % Tier 2
amcinonide topical cream 0.1 % Tier 2 ST: Requires prior
prescription for
Betamethasone 0.1%
ointment, Fluticasone
0.005% ointment,
Mometasone 0.1%
ointment, or Triamcinolone
0.5% ointment or cream
within the past 120 days
betamethasone dipropionate topical Tier 2

cream 0.05 %
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betamethasone dipropionate topical Tier 2
lotion 0.05 %

betamethasone dipropionate topical Tier 2
ointment 0.05 %

betamethasone valerate topical cream Tier 2
0.1%

betamethasone valerate topical foam (Luxiq) Tier 2
0.12 %

betamethasone valerate topical lotion Tier 2
0.1%

betamethasone valerate topical ointment Tier 2
0.1%

betamethasone, augmented topical Tier 2
cream 0.05 %

betamethasone, augmented topical gel Tier 2
0.05 %

betamethasone, augmented topical Tier 2
lotion 0.05 %

betamethasone, augmented topical (Diprolene (augmented)) Tier 2
ointment 0.05 %

CAPEX TOPICAL SHAMPOO 0.01 % Tier 4
CHLOHUX TOPICAL SHAMPQOO 0.05-2 (clobetasol-levocetirizine) Tier 4
%

CHLOOXIA TOPICAL CREAM 0.05-4 % (clobetasol-niacinamide) Tier 4
CHLOOXIA TOPICAL OINTMENT 0.05- (clobetasol-niacinamide) Tier 4
4 %

CHLOOXIA TOPICAL SOLUTION 0.05- (clobetasol-niacinamide) Tier 4
4 %

clobetasol scalp solution 0.05 % Tier 2
clobetasol topical cream 0.05 % Tier 2
clobetasol topical foam 0.05 % (Olux) Tier 2
clobetasol topical gel 0.05 % Tier 2
clobetasol topical lotion 0.05 % (Clobex) Tier 2
clobetasol topical ointment 0.05 % Tier 2
clobetasol topical shampoo 0.05 % (Clobex) Tier 2
clobetasol topical spray,non-aerosol 0.05 (Clobex) Tier 2
%

clobetasol-emollient topical cream 0.05 Tier 2
%

clobetasol-emollient topical foam 0.05 % (Olux-E) Tier 2
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clocortolone pivalate topical cream 0.1 %

Tier 2

ST: Requires prior
prescription for
Mometasone 0.1%
cream/solution or
Triamcinolone 0.1 %
cream/ointment within the
past 120 days

CLODAN KIT TOPICAL KIT,SHAMPOO
AND CLEANSER 0.05 %

Tier 4

CORDRAN TAPE LARGE ROLL
TOPICAL TAPE 4 MCG/CM2

Tier 4

ST: Requires prior
prescription for
Betamethasone (ointment,
gel, lotion), Clobetasol
(spray, lotion, gel, ointment,
cream, solution),
Fluocinonide 0.1% cream,
or Halobetasol 0.05%
(cream, ointment) within
the past 120 days; QL (2
EA per 30 days)

CORDRAN TOPICAL CREAM 0.025 %

Tier 4

ST: Requires prior
prescription for a Topical
Anti-inflammatory Steroidal
within the past 120 days

desonide topical cream 0.05 % (DesOwen)

Tier 2

desonide topical gel 0.05 %

Tier 2

ST: Requires prior
prescription for
Betamethasone (0.05%
lotion, 0.1% cream),
Desonide 0.05% ointment,
Fluticasone 0.05% cream,
Hydrocortisone 0.2%
cream, or Triamcinolone
(0.1% lotion, 0.025%
ointment) within the past
120 days

desonide topical lotion 0.05 %

Tier 2

desonide topical ointment 0.05 %

Tier 2

desoximetasone topical cream 0.05 %, (Topicort)
0.25%

Tier 2

desoximetasone topical gel 0.05 % (Topicort)

Tier 2

desoximetasone topical ointment 0.05 (Topicort)
%, 0.25 %

Tier 2
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desoximetasone topical spray,non- (Topicort) Tier 2 ST: Requires prior

aerosol 0.25 % prescription for
Betamethasone augmented
0.05% (cream, gel, lotion,
ointment), Clobetasol,
Desoximetasone (cream,
gel, ointment), Fluocinonide
(cream, gel), or
Halobetasol (cream,
ointment) within the past
120 days

diclofenac epolamine transdermal patch  (Flector) Tier 2

12 hour 1.3 %

diclofenac sodium topical drops 1.5 % Tier 2

diclofenac sodium topical gel 1 % (Aleve (diclofenac)) Tier 2

EUCRISA TOPICAL OINTMENT 2 % Tier 3

fluocinolone and shower cap scalp oil (Derma-Smoothe/FS Scalp Tier 2

0.01 % Oil)

fluocinolone topical cream 0.01 % Tier 2

fluocinolone topical cream 0.025 % (Synalar) Tier 2

fluocinolone topical oil 0.01 % (Derma-Smoothe/FS Body Tier 2

Oil)

fluocinolone topical ointment 0.025 % (Synalar) Tier 2

fluocinolone topical solution 0.01 % (Synalar) Tier 2

fluocinonide topical cream 0.05 % Tier 2

fluocinonide topical cream 0.1 % (Vanos) Tier 2

fluocinonide topical gel 0.05 % Tier 2

fluocinonide topical ointment 0.05 % Tier 2

fluocinonide topical solution 0.05 % Tier 2

FLUOCINONIDE-E TOPICAL CREAM (fluocinonide-emollient) Tier 2

0.05 %

fluocinonide-emollient topical cream 0.05 (Fluocinonide-E) Tier 2

%

FLUOXIA TOPICAL CREAM 0.05-4 % Tier 4

flurandrenolide topical cream 0.05 % (Cordran) Tier 2 ST: Requires prior
prescription for
Betamethasone (0.05%
lotion, 0.1% cream),
Desonide 0.05% ointment,
Fluticasone 0.05% cream,
Hydrocortisone 0.2%
cream, or Triamcinolone
(0.1% lotion, 0.025%
ointment) within the past
120 days

flurandrenolide topical lotion 0.05 % (Cordran) Tier 2
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flurandrenolide topical ointment 0.05 %

(Cordran)

Tier 2

ST: Requires prior
prescription for
Mometasone 0.1%
cream/solution or
Triamcinolone 0.1 %
cream/ointment within the
past 120 days; QL (180 GM
per 30 days)

fluticasone propionate topical cream
0.05 %

Tier 2

fluticasone propionate topical lotion 0.05 (Beser)

%

Tier 2

fluticasone propionate topical ointment
0.005 %

Tier 2

halcinonide topical cream 0.1 %

(Halog)

Tier 2

ST: Requires prior
prescription for
Betamethasone 0.05%
(ointment, augmented
cream), Desoximetasone
(cream, gel, ointment),
Fluocinonide 0.05% (gel,
ointment, solution, cream)
within the past 120 days

halobetasol propionate topical cream
0.05 %

Tier 2

halobetasol propionate topical ointment
0.05 %

Tier 2

HALOG TOPICAL OINTMENT 0.1 %

Tier 4

ST: Requires prior
prescription for
Betamethasone 0.05%
(ointment, augmented
cream), Desoximetasone
(cream, gel, ointment),
Fluocinonide 0.05% (gel,
ointment, solution, cream)
within the past 120 days

HALOG TOPICAL SOLUTION 0.1 %

Tier 4

ST: Requires prior
prescription for
Betamethasone 0.05%
(ointment, augmented
cream), Desoximetasone
(cream, gel, ointment),
Fluocinonide 0.05% (gel,
ointment, solution, cream)
within the past 120 days

hydrocortisone butyrate topical cream
0.1%

Tier 2
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hydrocortisone butyrate topical lotion 0.1 (Locoid) Tier 2 ST: Requires prior

% prescription for
Betamethasone (0.05%
lotion, 0.1% cream),
Desonide 0.05% ointment,
Fluticasone 0.05% cream,
Hydrocortisone 0.2%
cream, or Triamcinolone
(0.1% lotion, 0.025%
ointment) within the past
120 days; QL (236 ML per
30 days)

hydrocortisone butyrate topical ointment Tier 2 ST: Requires prior

0.1% prescription for
Betamethasone (0.05%
lotion, 0.1% cream),
Desonide 0.05% ointment,
Fluticasone 0.05% cream,
Hydrocortisone 0.2%
cream, or Triamcinolone
(0.1% lotion, 0.025%
ointment) within the past
120 days

hydrocortisone butyrate topical solution Tier 2

0.1%

hydrocortisone topical cream 1 % (Ala-Cort) Tier 2

hydrocortisone topical cream 2.5 % Tier 2

hydrocortisone topical cream with Tier 2

perineal applicator 1 %

hydrocortisone topical cream with (Procto-Med HC) Tier 2

perineal applicator 2.5 %

hydrocortisone topical lotion 2.5 % Tier 2

hydrocortisone topical ointment 1 % (Anti-ltch (HC)) Tier 2

hydrocortisone topical ointment 2.5 % Tier 2

hydrocortisone valerate topical cream Tier 2

0.2%

hydrocortisone valerate topical ointment Tier 2 ST: Requires prior

0.2% prescription for
Mometasone 0.1%
cream/solution or
Triamcinolone 0.1 %
cream/ointment within the
past 120 days

LICART TRANSDERMAL PATCH 24 Tier 4 ST: Requires prior

HOUR 1.3 %

prescription for Diclofenac
Epolamine within the past
120 days; QL (1 EA per 1

day)
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mometasone topical cream 0.1 % Tier 2

mometasone topical ointment 0.1 % Tier 2

mometasone topical solution 0.1 % Tier 2

NEO-SYNALAR KIT TOPICAL CREAM Tier 4 ST: Requires prior

0.5 % (0.35 % BASE)-0.025 % prescription for generic
Fluocinolone
cream/oil/ointment/solution
within the past 120 days

NEO-SYNALAR TOPICAL CREAM 0.5 Tier 4 ST: Requires prior

% (0.35 % BASE)-0.025 % prescription for generic
Fluocinolone
cream/oil/ointment/solution
within the past 120 days

NUCORT TOPICAL LOTION 2 % (hydrocortisone acet-aloe Tier 4

vera)

OPZELURA TOPICAL CREAM 1.5 % Tier 3 PA

PANDEL TOPICAL CREAM 0.1 % Tier 4 ST: Requires prior
prescription for
Betamethasone (0.05%
lotion, 0.1% cream),
Desonide 0.05% ointment,
Fluticasone 0.05% cream,
Hydrocortisone 0.2%
cream, or Triamcinolone
(0.1% lotion, 0.025%
ointment) within the past
120 days; QL (160 GM per
30 days)

prednicarbate topical cream 0.1 % Tier 2

prednicarbate topical ointment 0.1 % Tier 2

PROCTO-MED HC TOPICAL CREAM (hydrocortisone) Tier 2

WITH PERINEAL APPLICATOR 2.5 %

PROCTOSOL HC TOPICAL CREAM (hydrocortisone) Tier 2

WITH PERINEAL APPLICATOR 2.5 %

PROCTOZONE-HC TOPICAL CREAM  (hydrocortisone) Tier 2

WITH PERINEAL APPLICATOR 2.5 %

ROAOXIA TOPICAL GEL 3-2-4 % (diclofenac-hyaluronate- Tier 4

niacin)

SCALACORT DK TOPICAL COMBO Tier 3

PACK 2-2-2 %

SERNIVO TOPICAL SPRAY WITH Tier 4 ST: Requires prior

PUMP 0.05 %

prescription for
Mometasone 0.1%
cream/solution or
Triamcinolone 0.1 %
cream/ointment within the
past 120 days
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SYNALAR CREAM KIT TOPICAL Tier 4 QL (375 GM per 30 days)

CREAM 0.025 %

SYNALAR OINTMENT KIT TOPICAL Tier 4 QL (375 GM per 30 days)

COMBO PACK,OINTMENT AND

CREAM 0.025 %

SYNALAR TS TOPICAL KIT 0.01 % Tier 4

TETOXIA TOPICAL CREAM 0.01-4 % (fluocinolone-niacinamide) Tier 4

TEXACORT TOPICAL SOLUTION 2.5 Tier 3 ST: Requires prior

% prescription for generic
Hydrocortisone 2.5% lotion
within the past 120 days

triamcinolone acetonide topical aerosol  (Kenalog) Tier 2

0.147 mglgram

triamcinolone acetonide topical cream Tier 2

0.025 %

triamcinolone acetonide topical cream (Triderm) Tier 2

0.1%

triamcinolone acetonide topical cream (Triderm) Tier 2 QL (454 GM per 30 days)

0.5%

triamcinolone acetonide topical lotion Tier 2

0.025 %, 0.1 %

triamcinolone acetonide topical ointment Tier 2

0.025 %, 0.1 %, 0.5 %

TRIDERM TOPICAL CREAM 0.1 % (triamcinolone acetonide) Tier 2

TRIDERM TOPICAL CREAM 0.5 % (triamcinolone acetonide) Tier 2 QL (454 GM per 30 days)

ZORYVE TOPICAL FOAM 0.3 % Tier 4 PA

Dermatologia - Miscelaneo

acetic acid irrigation solution 0.25 % Tier 2
ALCOHOL PADS TOPICAL PADS, (alcohol swabs) Tier 4
MEDICATED

ALCOHOL PREP PADS TOPICAL (alcohol swabs) Tier 4
PADS, MEDICATED

alcohol swabs topical pads, medicated (Alcohol Pads) Tier 4
ALCOHOL WIPES TOPICAL PADS, (alcohol swabs) Tier 4
MEDICATED

ammonium lactate topical cream 12 % Tier 2
ammonium lactate topical lotion 12 % (Skin Treatment) Tier 2
ANACAINE TOPICAL OINTMENT 10 % Tier 4
ANALPRAM-HC TOPICAL LOTION 2.5- Tier 3
1%

ANASTIA TOPICAL LOTION 2.75 % Tier 4
ATRAPRO CP TOPICAL COMBO Tier 4
PACK,CREAM AND GEL

BD ALCOHOL SWABS TOPICAL PADS, (alcohol swabs) Tier 4

MEDICATED
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benzoyl peroxide topical foam 9.8 % (BenzePrO) Tier 2
BETADINE OPHTHALMIC PREP (povidone-iodine) Tier 4
OPHTHALMIC (EYE) SOLUTION 5 %

bexarotene topical gel 1 % (Targretin) Tier 5 PA
BPO TOPICAL GEL 8 % (benzoyl peroxide) Tier 2

cantharidin in acetone topical solution Tier 2

0.7 %

CARETOUCH ALCOHOL PREP PAD (alcohol swabs) Tier 4

TOPICAL PADS, MEDICATED

CEM-UREA TOPICAL GEL 45 % (urea) Tier 2
CETACAINE ANESTHETIC TOPICAL Tier 4

LIQUID 2-2-14 %

CETACAINE TOPICAL Tier 4
AEROSOL,SPRAY 2 %-2 %-14 % (200

MG/SEC)

CRYODOSE TA MEDIUM STREAM Tier 4

SPR TOPICAL AEROSOL,SPRAY

CRYODOSE TA MIST SPRAY TOPICAL Tier 4
AEROSOL,SPRAY

CURITY ALCOHOL SWABS TOPICAL  (alcohol swabs) Tier 4

PADS, MEDICATED

DERMACINRX LIDOCAN TOPICAL (lidocaine) Tier 2 QL (90 EA per 30 days)
ADHESIVE PATCH,MEDICATED 5 %

DERMACINRX LIDOGEL TOPICAL GEL Tier 4

28 %

DERMACINRX LIDOREX TOPICAL Tier 4

GEL 2.8 %

diclofenac sodium topical gel 3 % Tier 2 QL (100 GM per 1 FILL)
DROPSAFE ALCOHOL PREP PADS (alcohol swabs) Tier 4

TOPICAL PADS, MEDICATED

DRYSOL DAB-O-MATIC TOPICAL (aluminum chloride) Tier 3
SOLUTION 20 %

DRYSOL TOPICAL SOLUTION 20 % (aluminum chloride) Tier 3

EASY COMFORT ALCOHOL PAD (alcohol swabs) Tier 4

TOPICAL PADS, MEDICATED

EASY TOUCH ALCOHOL PREP PADS (alcohol swabs) Tier 4

TOPICAL PADS, MEDICATED

ENZNONUTY TOPICAL OINTMENT 10- Tier 4

10-20 %

EPIFOAM TOPICAL FOAM 1-1 % Tier 4 ST: Requires prior

prescription for
Hydrocortisone/Pramoxine
2.5%-1% cream within the
past 120 days
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ethyl chloride topical aerosol,spray 100 Tier 2
%

FLUOROPLEX TOPICAL CREAM 1 % Tier 4 PA
fluorouracil topical cream 0.5 % (Carac) Tier 2 PA
fluorouracil topical cream 5 % (Efudex) Tier 2
fluorouracil topical solution 2 %, 5 % Tier 2
GENADUR (WITH LEXINAL) KIT 2,500 Tier 4
MCG

guaiacol liquid Tier 4
HYDRO 35 TOPICAL FOAM 35 % (urea) Tier 4
hydrocortisone-pramoxine topical cream (Pramosone) Tier 2
2.5-1%

HYPOCYN ANTIPRURITIC TOPICAL Tier 4
SPRAY GEL 0.012 %

HYQVIA HY COMPONENT Tier 4
SUBCUTANEOUS SOLUTION 1,600

UNIT/10 ML, 2,400 UNIT/15 ML, 200

UNIT/1.25 ML, 400 UNIT/2.5 ML, 800

UNIT/5 ML

INCONTROL ALCOHOL PADS (alcohol swabs) Tier 4
TOPICAL PADS, MEDICATED

IV PREP WIPES TOPICAL PADS, (alcohol swabs) Tier 4
MEDICATED

KERALYT SCALP COMPLETE Tier 4
TOPICAL KIT,SHAMPOO AND GEL 6-6

%

KERASTAT TOPICAL CREAM Tier 4
KERASTAT TOPICAL GEL 5 % Tier 4
KLISYRI TOPICAL OINTMENT IN Tier 3 QL (5 EA per 1 FILL)
PACKET 1 %

L.E.T. (LIDO-EPINEPH-TETRA) Tier 2
TOPICAL GEL 4-0.05-0.5 %

L.E.T. (LIDO-EPINEPH-TETRA) (lidocaine-racepinep- Tier 2
TOPICAL SOLUTION 4-0.05-0.5 % tetracaine)

L.E.T.(LIDO-EPINEPH BIT-TETRA) Tier 2
TOPICAL GEL 4-0.09-0.5 %

L.E.T.(LIDO-EPINEPH BIT-TETRA) Tier 4
TOPICAL GEL 4-0.18-0.5 %

lactated ringers irrigation solution Tier 4
lidocaine hcl laryngotracheal solution 4 Tier 2
%

lidocaine hcl topical cream 3 % (Lidopin) Tier 2
lidocaine hcl-hydrocortison ac topical (Lidocort) Tier 2

cream 3-0.5 %
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lidocaine topical adhesive (DermacinRx Lidocan) Tier 2 QL (90 EA per 30 days)

patch,medicated 5 %

lidocaine topical ointment 5 % Tier 2 QL (240 GM per 30 days)

lidocaine-prilocaine topical cream 2.5-2.5 Tier 2

%

lidocaine-racepinep-tetracaine topical (L.E.T. (lido-epineph-tetra)) Tier 2

solution 4-0.05-0.5 %

LIDOCAN lll TOPICAL ADHESIVE (lidocaine) Tier 2 QL (90 EA per 30 days)

PATCH,MEDICATED 5 %

LIDOCAN IV TOPICAL ADHESIVE (lidocaine) Tier 2 QL (90 EA per 30 days)

PATCH,MEDICATED 5 %

LIDOCAN V TOPICAL ADHESIVE (lidocaine) Tier 2 QL (90 EA per 30 days)

PATCH,MEDICATED 5 %

LIDOPIN TOPICAL CREAM 3.25 % Tier 4

LIDTOPIC MAX TOPICAL CREAM, Tier 4

METERED-DOSE APPLICATOR 10 %

LITFULO ORAL CAPSULE 50 MG Tier 5 PA

MB HYDROGEL TOPICAL KIT,CREAM Tier 2

AND GEL 96.53-3-0.4 -0.066 %

METDRAY TOPICAL GEL 17-2 % Tier 4

methyl salicylate oil (Wintergreen Oil) Tier 2

methyl salicylate topical liquid Tier 2

NENDRUX TOPICAL GEL 40-5 % Tier 4

neomycin-polymyxin b gu irrigation Tier 2

solution 40 mg-200,000 unit/ml

NEXOBRID POWDER COMPONENT Tier 4

TOPICAL POWDER

NEXOBRID TOPICAL GEL 8.8 % Tier 4

NUMBONEX TOPICAL LOTION 2.75 % Tier 4

NYNUTEY TOPICAL CREAM 23-7 % Tier 4

OVACE PLUS SHAMPOO TOPICAL (sulfacetamide sodium) Tier 3

SHAMPOO 10 %

OVACE PLUS TOPICAL CREAM 10 % Tier 4

OVACE PLUS TOPICAL LOTION 9.8 % Tier 4 ST: Requires prior
prescription for Ciclopirox
or Ketoconazole within the
past 120 days

PACNEX HP TOPICAL PADS, Tier 4

MEDICATED 7 %

PACNEX LP TOPICAL PADS, Tier 4

MEDICATED 4.25 %

PANRETIN TOPICAL GEL 0.1 % Tier 5 QL (60 GM per 28 days)

PHARMABASE BARRIER TOPICAL Tier 2

OINTMENT 9.38 %
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PHYSIOLYTE IRRIGATION SOLUTION Tier 4

140-5-3-98 MEQ/L

PHYSIOSOL IRRIGATION IRRIGATION Tier 4

SOLUTION 140-5-3-98 MEQ/L

PLEXION NS TOPICAL SHAMPOO 9.8 (sulfacetamide sodium) Tier 4

%

PODOCON TOPICAL LIQUID 25 % Tier 2

podofilox topical gel 0.5 % (Condylox) Tier 2 ST: Requires prior
prescription for Podofilox
0.5% solution within the
past 120 days; QL (0.5 GM
per 1 day)

podofilox topical solution 0.5 % Tier 2 QL (0.5 ML per 1 day)

povidone-iodine ophthalmic (eye) (Betadine Ophthalmic Tier 2

solution 5 % Prep)

PR BENZOYL PEROXIDE TOPICAL Tier 2

CLEANSER 7 %

PR CREAM TOPICAL CREAM Tier 2

PRAKETAMIDE TOPICAL CREAM, Tier 4

METERED-DOSE APPLICATOR 5 %

PRAMOSONE TOPICAL CREAM 1-1 % (hydrocortisone- Tier 3 ST: Requires prior

pramoxine) prescription for

Hydrocortisone/Pramoxine
2.5%-1% cream within the
past 120 days

PRAMOSONE TOPICAL LOTION 1-1 Tier 3

%, 2.5-1 %

PRAMOSONE TOPICAL OINTMENT 1- Tier 3 ST: Requires prior

1% prescription for
Hydrocortisone/Pramoxine
2.5%-1% cream within the
past 120 days

PRAMOSONE TOPICAL OINTMENT (hydrocortisone- Tier 3

2.5-1% pramoxine)

PRESERA TOPICAL FOAM Tier 4

PRO COMFORT ALCOHOL PADS (alcohol swabs) Tier 4

TOPICAL PADS, MEDICATED

PRONAL TOPICAL GEL 10-40 % Tier 4

PURE COMFORT ALCOHOL PADS (alcohol swabs) Tier 4

TOPICAL PADS, MEDICATED

QUTENZA TOPICAL KIT 8 % Tier 4 PA

RECEDO TOPICAL GEL Tier 4

REGENECARE TOPICAL GEL 2 % Tier 4

ringer’s irrigation solution Tier 2

salicylic acid topical cream 6 % (Salimez) Tier 2
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salicylic acid topical cream,extended Tier 2
release 6 %

salicylic acid topical film forming liquid (Virasal) Tier 2
wlappl 27.5 %

salicylic acid topical film-forming soln er  (UltraSal-ER) Tier 2
wl appl 28.5 %

salicylic acid topical foam 6 % (Salvax) Tier 2
salicylic acid topical liquid 26 % Tier 2
salicylic acid topical lotion 6 % Tier 2
salicylic acid topical lotion,extended Tier 2
release 6 %

salicylic acid topical ointment 3 % Tier 2
salicylic acid topical shampoo 6 % (Keralyt) Tier 2
SALIMEZ FORTE TOPICAL CREAM 10 Tier 4
%

SALVAX DUO PLUS TOPICAL FOAM 6- Tier 4
35 %

SALVAX TOPICAL FOAM 6 % (salicylic acid) Tier 2
SANTYL TOPICAL OINTMENT 250 Tier 4 PA
UNIT/GRAM

selenium sulfide topical lotion 2.5 % Tier 2
selenium sulfide topical shampoo 2.25 Tier 2
%, 2.3 %

silver nitrate applicators topical stick 75- Tier 2
25%

silver nitrate topical solution 10 % Tier 2
sodium chloride irrigation solution 0.9 %  (Sterile Saline) Tier 2
sodium chloride topical solution 0.9 % (Saljet Saline Rinse) Tier 2
sorbitol irrigation solution 3 % Tier 2
sorbitol-mannitol transurethral solution Tier 2
2.7-0.54 gram/100 ml

SPRAY AND STRETCH TOPICAL Tier 4
AEROSOL,SPRAY

sulfacetamide sodium topical cleanser (Ovace) Tier 2
10 %

Sulfacetamide sodium topical cleanser, (Ovace Plus Wash) Tier 2
gel 10 %

sulfacetamide sodium topical shampoo  (Ovace Plus Shampoo) Tier 2
10 %

Sulfacetamide sodium topical shampoo  (Plexion NS) Tier 2
9.8 %

SURE COMFORT ALCOHOL PREP (alcohol swabs) Tier 4

PADS TOPICAL PADS, MEDICATED
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SURE-PREP ALCOHOL PREP PADS (alcohol swabs) Tier 4
TOPICAL PADS, MEDICATED

TERSI FOAM TOPICAL FOAM 2.25 % Tier 4
TIS-U-SOL PENTALYTE IRRIGATION Tier 4
IRRIGATION SOLUTION 800-40-20-

8.75- 6.25 MG/100 ML

TOLAK TOPICAL CREAM 4 % Tier 3
TRANZAREL TOPICAL GEL 4 % Tier 4
TRUE COMFORT ALCOHOL PADS (alcohol swabs) Tier 4
TOPICAL PADS, MEDICATED

TRUE COMFORT PRO ALCOHOL (alcohol swabs) Tier 4
PADS TOPICAL PADS, MEDICATED

ULTILET ALCOHOL SWAB TOPICAL (alcohol swabs) Tier 4
PADS, MEDICATED

ULTRASAL-ER TOPICAL FILM- (salicylic acid) Tier 4
FORMING SOLN ER W/ APPL 28.5 %

URAMAXIN GT TOPICAL KIT,CREAM Tier 4
AND GEL 45 %

URAMAXIN TOPICAL FOAM 20 % Tier 4
URAMAXIN TOPICAL LOTION 45 % (urea) Tier 4
UREA NAIL STICK TOPICAL (urea) Tier 2
SOLUTION 50 %

urea topical cream 39 % (Uredeb) Tier 2
urea topical cream 40 %, 47 % Tier 2
urea topical cream 45 % (Uramaxin) Tier 2
urea topical cream 50 % (Ure-K) Tier 2
urea topical foam 35 % (Hydro 35) Tier 2
urea topical gel 45 % (CEM-Urea) Tier 2
urea topical lotion 40 % Tier 2
VALCHLOR TOPICAL GEL 0.016 % Tier 5 PA
VASELINE WHITE PETROLEUM (white petrolatum) Tier 2
TOPICAL OINTMENT IN PACKET

VASHE IRRIGATION IRRIGATION Tier 4
SOLUTION 0.033 %

water for irrigation, sterile irrigation (Curity Sterile Water) Tier 2
solution

WEBCOL TOPICAL PADS, (alcohol swabs) Tier 4
MEDICATED

WINTERGREEN OIL OIL (methyl salicylate) Tier 2
WOUNDGELHA MATRIX TOPICAL GEL Tier 4
25%

XALIX TOPICAL FILM-FORMING SOLN Tier 4
ER W/ APPL 28 %

XCLAIR TOPICAL CREAM Tier 4
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YCANTH TOPICAL SOLUTION WITH Tier 4 PA
APPLICATOR 0.7 %

zinc oxide topical ointment 20 % Tier 2

zinc oxide topical paste 25 % Tier 2

Dermatologia - Soriasis/[Eccema

1%

acitretin oral capsule 10 mg, 17.5 mg, Tier 5

22.5mg, 25 mg

BIMZELX AUTOINJECTOR Tier 5 PA

SUBCUTANEOUS AUTO-INJECTOR

160 MG/ML

BIMZELX SUBCUTANEOUS SYRINGE Tier 5 PA

160 MG/ML

calcipotriene scalp solution 0.005 % Tier 2

calcipotriene topical cream 0.005 % Tier 2

calcipotriene topical foam 0.005 % (Sorilux) Tier 2 ST: Requires prior
prescription for a Topical
Anti-inflammatory Steroidal
within the past 120 days

calcipotriene topical ointment 0.005 % Tier 2

calcipotriene-betamethasone topical Tier 2

ointment 0.005-0.064 %

calcipotriene-betamethasone topical (Taclonex) Tier 2

suspension 0.005-0.064 %

calcitriol topical ointment 3 mcg/gram (Vectical) Tier 2

COSENTYX (2 SYRINGES) Tier 5 PA

SUBCUTANEOUS SYRINGE 150

MG/ML

COSENTYX PEN (2 PENS) Tier 5 PA

SUBCUTANEOUS PEN INJECTOR 150

MG/ML

COSENTYX PEN SUBCUTANEOUS Tier 5 PA

PEN INJECTOR 150 MG/ML

COSENTYX SUBCUTANEOUS Tier 5 PA

SYRINGE 150 MG/ML, 75 MG/0.5 ML

COSENTYX UNOREADY PEN Tier 5 PA

SUBCUTANEOUS PEN INJECTOR 300

MG/2 ML (150 MG/ML)

DIOCHLOY TOPICAL SOLUTION 0.05- (clobetasol-calcipotriene) Tier 4

0.005 %

DIOOXIA TOPICAL CREAM 0.005-4 % Tier 4

DRITHOCREME HP TOPICAL CREAM Tier 3 ST: Requires prior

prescription for a Topical
Anti-inflammatory Steroidal
within the past 120 days
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DUOBRII TOPICAL LOTION 0.01-0.045 Tier 4 ST: Requires prior

% prescription for
Betamethasone augmented
0.05% (cream, gel, lotion,
ointment), Clobetasol,
Desoximetasone (cream,
gel, ointment), Fluocinonide
(cream, gel), or
Halobetasol (cream,
ointment) within the past
120 days; QL (200 GM per
28 days)

ENSTILAR TOPICAL FOAM 0.005- Tier 4

0.064 %

HYFTOR TOPICAL GEL 0.2 % Tier 5 PA

L-MESITRAN SOFT TOPICAL GEL 40 Tier 4

%

methoxsalen oral capsule,liqd-filled,rapid Tier 2

rel 10 mg

MUSCUSOLICE TOPICAL CREAM, Tier 4

METERED-DOSE APPLICATOR 2 %, 5

%

NEURAPTINE TOPICAL CREAM, Tier 4

METERED-DOSE APPLICATOR 10 %

NUJO TOPICAL SOLUTION 0.1 % Tier 4

NUJU TOPICAL CREAM 0.1 % (tacrolimus-vehicle base Tier 4

no.238)

OMEZA TOPICAL OINTMENT IN Tier 4

PACKET

OMVOH PEN SUBCUTANEOUS PEN Tier 5 PA

INJECTOR 100 MG/ML

OMVOH SUBCUTANEOUS SYRINGE Tier 5 PA

100 MG/ML

OXIANUJO (WITH HYALURONATE) (tacrolimus-hyaluronate- Tier 4

TOPICAL CREAM 0.1-1-4 % niacin)

OXIANUJO TOPICAL OINTMENT 0.1-4  (tacrolimus-niacinamide) Tier 4

%

pimecrolimus topical cream 1 % (Elidel) Tier 2

SILIQ SUBCUTANEOUS SYRINGE 210 Tier 5 PA

MG/1.5 ML

SKYRIZI SUBCUTANEOUS PEN Tier 5 PA

INJECTOR 150 MG/ML

SKYRIZI SUBCUTANEOUS SYRINGE Tier 5 PA

150 MG/ML
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SKYRIZI SUBCUTANEOUS Tier 5 PA

WEARABLE INJECTOR 180 MG/1.2 ML

(150 MG/ML), 360 MG/2.4 ML (150

MG/ML)

SORILUX TOPICAL FOAM 0.005 % (calcipotriene) Tier 4 ST: Requires prior
prescription for a Topical
Anti-inflammatory Steroidal
within the past 120 days

SOTYKTU ORAL TABLET 6 MG Tier 5 PA

SPEVIGO SUBCUTANEOUS SYRINGE Tier 5 PA

150 MG/ML

tacrolimus topical ointment 0.03 %, 0.1 Tier 2

%

TALTZ AUTOINJECTOR (2 PACK) Tier 5 PA

SUBCUTANEOUS AUTO-INJECTOR 80

MG/ML

TALTZ AUTOINJECTOR (3 PACK) Tier 5 PA

SUBCUTANEOUS AUTO-INJECTOR 80

MG/ML

TALTZ AUTOINJECTOR Tier 5 PA

SUBCUTANEOUS AUTO-INJECTOR 80

MG/ML

TALTZ SYRINGE SUBCUTANEOUS Tier 5 PA

SYRINGE 80 MG/ML

tazarotene topical cream 0.1 % (Tazorac) Tier 2

tazarotene topical gel 0.05 %, 0.1 % (Tazorac) Tier 2 Age (Max 39 Years)

TAZORAC TOPICAL CREAM 0.05 % Tier 4 Age (Max 39 Years)

TREMFYA SUBCUTANEOUS AUTO- Tier 5 PA

INJECTOR 100 MG/ML

TREMFYA SUBCUTANEOUS SYRINGE Tier 5 PA

100 MG/ML

urea topical cream 20 % (Gormel) Tier 2

VTAMA TOPICAL CREAM 1 % Tier 4 PA

WYNZORA TOPICAL CREAM 0.005- Tier 4

0.064 %

ZITHRANOL TOPICAL SHAMPOO 1 % Tier 4 ST: Requires prior
prescription for a Topical
Anti-inflammatory Steroidal
within the past 120 days

ZORYVE TOPICAL CREAM 0.3 % Tier 4 PA

Dermatologia - Trastornos De

Pigmentacion
hydroquinone topical cream 4 %

(Obagi Elastiderm)

Tier 2

KATARAXAP TOPICAL EMULSION 4-
0.025-0.025 %

Tier 4
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KATARVIA TOPICAL EMULSION 4- Tier 4

0.025 %

KATARYA TOPICAL EMULSION 4- (hydroquin-tretinoin- Tier 4

0.025-0.5 % hydrocort)

KATARYAXN TOPICAL EMULSION 4-  (hydroquin-tretinoin- Tier 4

0.025-0.5 % hydrocort)

KAXM TOPICAL EMULSION 4 % (hydroquinone) Tier 4

KEIDO TOPICAL EMULSION 6-1 % (hydroquinone- Tier 4
hyaluronate)

KETARYA TOPICAL EMULSION 6- (hydroquin-tretinoin- Tier 4

0.025-0.5 % hydrocort)

KEVARAXAP TOPICAL EMULSION 6- Tier 4

0.05-0.025 %

KEVARTIA TOPICAL EMULSION 6-0.05 Tier 4

%

KEVARYA TOPICAL EMULSION 6- (hydroquin-tretinoin- Tier 4

0.05-0.5 % hydrocort)

KEXM TOPICAL EMULSION 6 % (hydroquinone) Tier 4

KEYA TOPICAL EMULSION 6-0.5 % (hydroquinone- Tier 4
hydrocortisone)

KOTARAXAP TOPICAL EMULSION 5- Tier 4

0.025-0.025 %

KUTAR TOPICAL EMULSION 8-0.025 Tier 4

%

KUTARVIA TOPICAL EMULSION 8- Tier 4

0.025 %

KUTARYAXM TOPICAL EMULSION 8-  (hydroquin-tretinoin- Tier 4

0.025-0.5 % hydrocort)

KUTARYAXMPA TOPICAL EMULSION  (hydroquin-tretinoin- Tier 4

8-0.025-0.5 % hydrocort)

KUTEA TOPICAL EMULSION 8 % (hydroquinone) Tier 4

KUVARYA TOPICAL EMULSION 8- (hydroquin-tretinoin- Tier 4

0.05-0.5 % hydrocort)

KUVARYE TOPICAL EMULSION 8- (hydroquin-tretinoin- Tier 4

0.05-1 % hydrocort)

KUXM TOPICAL EMULSION 8 % (hydroquinone) Tier 4

OBAGI ELASTIDERM TOPICAL (hydroquinone) Tier 2

CREAM 4 %

OBAGI NU-DERM BLENDER TOPICAL  (hydroquinone) Tier 2

CREAM 4 %

OBAGI NU-DERM CLEAR TOPICAL (hydroquinone) Tier 2

CREAM 4 %

OBAGI NU-DERM SUNFADER Tier 4

TOPICAL CREAM 4 %- SPF 15
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OBAGI-C CLARIFYING SERUM Tier 4

TOPICAL LIQUID 4-10 %

OBAGI-C THERAPY NIGHT TOPICAL Tier 4

CREAM 4 %

PROOXIA TOPICAL CREAM 10-4 % (lactic acid-niacinamide) Tier 4

TRI-LUMA TOPICAL CREAM 0.01-4- Tier 4

0.05 %

YAXATARXYN TOPICAL EMULSION 4- (hydroquin-tretinoin- Tier 4

0.025-0.5 % hydrocort)

YOKATAR TOPICAL EMULSION 4- Tier 4

0.025-2.5 %
Diabetes

2TEK GLUCOSE/BLOOD PRESSURE Tier 3

KIT

acarbose oral tablet 100 mg, 25 mg, 50  (Precose) Tier 2

mg

ACCU-CHEK AVIVA PLUS TEST STRP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
STRIP

ACCU-CHEK GUIDE GLUCOSE (blood-glucose meter) Tier 3

METER

ACCU-CHEK GUIDE ME GLUCOSE (blood-glucose meter) Tier 3

MTR

ACCU-CHEK GUIDE TEST STRIPS (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
STRIP

ACCU-CHEK SMARTVIEW TEST (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
STRIP STRIP

ACCUTREND GLUCOSE TEST STRIPS (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
STRIP

ADMELOG SOLOSTAR U-100 INSULIN (insulin lispro) Tier 4 ST: Requires prior
SUBCUTANEOUS INSULIN PEN 100 prescription for Lyumjev
UNIT/ML within the past 120 days;

QL (30 ML per 28 days)
ADMELOG U-100 INSULIN LISPRO (insulin lispro) Tier 4 ST: Requires prior
SUBCUTANEOUS SOLUTION 100 prescription for Lyumjev
UNIT/ML within the past 120 days;
QL (40 ML per 28 days)

ADVANCED GLUC METER TEST (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
STRIP STRIP

ADVANCED GLUCOSE METER (blood-glucose meter) Tier 3

ADVOCATE REDI-CODE PLUS (blood-glucose meter) Tier 3

ADVOCATE REDI-CODE PLUS STRIP  (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
AFREZZA INHALATION CARTRIDGE Tier 4 PA

WITH INHALER 12 UNIT, 4 UNIT, 4

UNIT (90)/ 8 UNIT (90), 4 UNIT/8 UNIT/

12 UNIT (60), 8 UNIT, 8 UNIT (90)/ 12

UNIT (90)
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AGAMATRIX AMP GLUC MONITOR (blood-glucose meter) Tier 3

SYS

AGAMATRIX AMP TEST STRIPS (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

STRIP

AGAMATRIX PRESTO TEST STRIPS (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

STRIP

alogliptin oral tablet 12.5 mg, 25 mg, (Nesina) Tier 4 ST: Requires prior

6.25 mg prescription for Janumet
XR, Janumet, or Januvia
within the past 120 days;
QL (1 EA per 1 day)

alogliptin-metformin oral tablet 12.5- (Kazano) Tier 4 ST: Requires prior

1,000 mg, 12.5-500 mg prescription for Janumet
XR, Janumet, or Januvia
within the past 120 days;
QL (2 EA per 1 day)

alogliptin-pioglitazone oral tablet 12.5-30 (Oseni) Tier 4 ST: Requires prior

mg, 25-15 mg, 25-30 mg, 25-45 mg prescription for Janumet
XR, Janumet, or Januvia
within the past 120 days;
QL (1 EA per 1 day)

APIDRA SOLOSTAR U-100 INSULIN Tier 4 ST: Requires prior

SUBCUTANEOUS INSULIN PEN 100 prescription for Lyumjev

UNIT/ML within the past 120 days;
QL (30 ML per 28 days)

APIDRA U-100 INSULIN Tier 4 ST: Requires prior

SUBCUTANEOUS SOLUTION 100 prescription for Lyumjev

UNIT/ML within the past 120 days;
QL (40 ML per 28 days)

ASSURE 4 STRIPS STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

ASSURE PLATINUM GLUCOSE (blood-glucose meter) Tier 3

METER

ASSURE PLATINUM TEST STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

STRIP

ASSURE PRISM MULTI METER (blood-glucose meter) Tier 3

ASSURE PRISM MULTI STRIP STRIP  (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

BAQSIMI NASAL SPRAY,NON- Tier 4 ST: Requires prior

AEROSOL 3 MG/ACTUATION prescriptions for Glucagon
Emergency Kit, Gvoke, or
Zegalogue within the past
120 days; QL (4 EA per 1
FILL)

BASAGLAR KWIKPEN U-100 INSULIN  (insulin glargine) Tier 4 ST: Requires prior

SUBCUTANEOUS INSULIN PEN 100
UNIT/ML (3 ML)

prescription for generic
Semglee (yfgn), generic

Toujeo, or generic Tresiba

within the past 120 days;
QL (30 ML per 28 days)
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BIONIME RIGHTEST GM300 SYSTEM  (blood-glucose meter) Tier 3

KIT

BIONIME RIGHTEST TEST STRIPS (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

STRIP

BIOTEL CARE BGM-4 METER (blood-glucose meter) Tier 3

BLOOD GLUCOSE MONITORING KIT  (blood-glucose meter) Tier 3

BLOOD GLUCOSE TEST STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

blood-glucose meter (Accu-Chek Guide Tier 3

Glucose Meter)
blood-glucose meter kit (Bionime Rightest Gm300 Tier 3
System)

BLULINK DIABETIC TEST BUNDLE KIT (blood-glucose meter) Tier 3

BLULINK GLUCOSE MONITOR (blood-glucose meter) Tier 3

SYSTEM

BLULINK GLUCOSE TEST STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

STRIP

BREEZE 2 TEST STRIPS STRIP Tier 3 QL (200 EA per 30 days)

BRENZAVVY ORAL TABLET 20 MG (bexagliflozin) Tier 4 ST: At least 2 prior
prescriptions for Farxiga,
Jardiance, Synjardy XR,
Synjardy, or Xigduo XR
within the past 365 DAYS;
QL (1 EA per 1 day)

BYDUREON BCISE SUBCUTANEOUS Tier 3 PA; QL (0.85 ML per 7

AUTO-INJECTOR 2 MG/0.85 ML days)

BYETTA SUBCUTANEOUS PEN Tier 3 PA; QL (2.4 ML per 30

INJECTOR 10 MCG/DOSE(250 days)

MCG/ML) 2.4 ML

BYETTA SUBCUTANEOUS PEN Tier 3 PA; QL (1.2 ML per 30

INJECTOR 5 MCG/DOSE (250 days)

MCG/ML) 1.2 ML

CARESENS N (blood-glucose meter) Tier 3

CARESENS N FELIZ BT GLUC METER (blood-glucose meter) Tier 3

CARESENS N FELIZ GLUCOSE (blood-glucose meter) Tier 3

METER

CARESENS N TEST STRIPS STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

CARESENS N VOICE (blood-glucose meter) Tier 3

CARETOUCH GLUCOSE (blood-glucose meter) Tier 3

MONITORING KIT

CARETOUCH KETONE-GLUCOSE Tier 3

MONIT DEVICE

CARETOUCH TEST STRIP STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

CHOICEDM CLARUS (blood-glucose meter) Tier 3

CHOICEDM CLARUS STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

CLEVER CHEK BLOOD GLUCOSE (blood-glucose meter) Tier 3
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CLEVER CHEK BLOOD GLUCOSE (blood-glucose meter) Tier 3

SYST KIT

CLEVER CHOICE BLOOD GLUC SYS  (blood-glucose meter) Tier 3

CLEVER CHOICE GLUCOSE (blood-glucose meter) Tier 3

MONITOR

CLEVER CHOICE MICRO (blood-glucose meter) Tier 3

CLEVER CHOICE MICRO TEST STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

STRIP

CLEVER CHOICE PRO (blood-glucose meter) Tier 3

CLEVER CHOICE PRO STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

CLEVER CHOICE TALK GLUCOSE (blood-glucose meter) Tier 3

SYS

CLEVER CHOICE TALK TEST STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

CLEVER CHOICE TEST STRIPS STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

CLEVER CHOICE VOICE PLUS TEST  (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

STRIP

CONTOUR METER (blood-glucose meter) Tier 3

CONTOUR METER KIT (blood-glucose meter) Tier 3

CONTOUR NEXT EZ METER (blood-glucose meter) Tier 3

CONTOUR NEXT EZ METER KIT (blood-glucose meter) Tier 3

CONTOUR NEXT GEN METER (blood-glucose meter) Tier 3

CONTOUR NEXT GEN METER KIT (blood-glucose meter) Tier 3

CONTOUR NEXT GLUCOSE METER (blood-glucose meter) Tier 3

KIT

CONTOUR NEXT LINK 2.4 KIT Tier 3

CONTOUR NEXT LINK KIT Tier 3

CONTOUR NEXT METER (blood-glucose meter) Tier 3

CONTOUR NEXT ONE METER (blood-glucose meter) Tier 3

CONTOUR NEXT TEST STRIPS STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

CONTOUR PLUS BLUE METER (blood-glucose meter) Tier 3

CONTOUR PLUS TEST STRIP STRIP  (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

CONTOUR TEST STRIPS STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

CYCLOSET ORAL TABLET 0.8 MG Tier 4 ST: Requires prior
prescription for
Glipizide/Metformin HCL,
Glyburide/Metformin HCL,
Metformin HCL, or Riomet
ER within the past 180
days

dapaglifloz propaned-metformin oral (Xigduo XR) Tier 2 QL (1 EA per 1 day)

tablet, ir - er, biphasic 24hr 10-1,000 mg

dapaglifloz propaned-metformin oral (Xigduo XR) Tier 2 QL (2 EA per 1 day)

tablet, ir - er, biphasic 24hr 5-1,000 mg
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dapagliflozin propanediol oral tablet 10  (Farxiga) Tier 2 QL (1 EA per 1 day)

mg, 5 mg

DARIO BLOOD GLUCOSE MONITOR Tier 3

DEVICE

DARIO BLOOD GLUCOSE TEST STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
STRIP

DIASTIX STRIP Tier 4

DIATRUE PLUS BLOOD GLUCOSE (blood-glucose meter) Tier 3

MET

DIATRUE PLUS TEST STRIP STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
diazoxide oral suspension 50 mg/ml (Proglycem) Tier 2

DM2 COMBO PACK, TABLET AND Tier 4

STRIP 500 MG

EASY PLUS Il BLOOD GLUCOSE MET  (blood-glucose meter) Tier 3

EASY PLUS Il TEST STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
EASY STEP BLOOD GLUCOSE (blood-glucose meter) Tier 3

METER

EASY STEP STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
EASY TALK BLOOD GLUCOSE METER (blood-glucose meter) Tier 3

EASY TALK GLUCOSE TEST STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
EASY TALK PLUS Il TEST STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
STRIP

EASY TOUCH BLULINK GLUC SYST (blood-glucose meter) Tier 3

EASY TOUCH BLULINK TEST STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
STRIP

EASY TOUCH GLUCOSE MONITOR (blood-glucose meter) Tier 3

EASY TOUCH TEST STRIP STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
EASY TRAK BLOOD GLUCOSE (blood-glucose meter) Tier 3

METER

EASY TRAK GLUCOSE TEST STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
EASY TRAK Il BLOOD GLUCOSE MTR  (blood-glucose meter) Tier 3

EASY TRAK Il TEST STRIP STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
EASYGLUCO METER KIT (blood-glucose meter) Tier 3

EASYGLUCO MONITORING SYSTEM  (blood-glucose meter) Tier 3

KIT

EASYGLUCO TEST STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
EASYMAX 15 TEST STRIPS STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
EASYMAX NG (blood-glucose meter) Tier 3

EASYMAX NG KIT (blood-glucose meter) Tier 3

EASYMAX STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
EASYMAX T1 KIT (blood-glucose meter) Tier 3

EASYMAX 'V SPEAKING GLUCOSE (blood-glucose meter) Tier 3

SYS
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EASY-TOUCH BLOOD GLUCOSE (blood-glucose meter) Tier 3

METER

ELEMENT COMPACT GLUCOSE (blood-glucose meter) Tier 3

METER

ELEMENT COMPACT TEST STRIPS (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
STRIP

ELEMENT COMPACT V GLUCOSE (blood-glucose meter) Tier 3

MTR

ELEMENT PLUS BLOOD GLUCOSE (blood-glucose meter) Tier 3

KIT KIT

ELEMENT TEST STRIPS STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
EMBRACE BLOOD GLUCOSE (blood-glucose meter) Tier 3

SYSTEM

EMBRACE BLOOD GLUCOSE (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
SYSTEM STRIP

EMBRACE EVO BLOOD GLUCOSE KIT (blood-glucose meter) Tier 3

KIT

EMBRACE EVO GLUCOSE MONITOR  (blood-glucose meter) Tier 3

EMBRACE EVO TEST STRIPS STRIP  (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
EMBRACE PRO GLUCOSE METER (blood-glucose meter) Tier 3

EMBRACE PRO TEST STRIPS STRIP  (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
EMBRACE TALK BLOOD GLUCOSE (blood-glucose meter) Tier 3

SYSKIT

EMBRACE TALK GLUCOSE MONITOR (blood-glucose meter) Tier 3

EMBRACE TALK TEST STRIPS STRIP  (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
EMBRACE WAVE GLUCOSE TEST (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
STRP STRIP

EMBRACE WAVE PLUS GLUCOSE (blood-glucose meter) Tier 3

MTR

EVENCARE G2 (blood-glucose meter) Tier 3

EVENCARE G2 STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
EVENCARE G3 GLUCOSE METER KIT (blood-glucose meter) Tier 3

EVENCARE G3 TEST STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
EVENCARE KIT (blood-glucose meter) Tier 3

EVENCARE MINI GLUCOSE TEST STR (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
STRIP

EVENCARE MINI MONITOR SYSTEM  (blood-glucose meter) Tier 3

EVENCARE PROVIEW TEST STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
STRIP

EVENCARE TEST STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
EVOLUTION BLOOD GLUCOSE (blood-glucose meter) Tier 3

METER KIT

EVOLUTION TEST STRIPS STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
EZ SMART PLUS SYSTEM KIT (blood-glucose meter) Tier 3

Georgia Choice Formulary

69



Nombre del Medicamento

Nivel del
Medicamento

Requerimientos/ Limites

EZ SMART PLUS TEST STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

EZ SMART SYSTEM KIT (blood-glucose meter) Tier 3

EZ SMART TEST STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

FIASP FLEXTOUCH U-100 INSULIN Tier 4 ST: Requires prior

SUBCUTANEOUS INSULIN PEN 100 prescription for Lyumjev

UNIT/ML (3 ML) within the past 120 days;
QL (30 ML per 28 days)

FIASP PENFILL U-100 INSULIN Tier 4 ST: Requires prior

SUBCUTANEOUS CARTRIDGE 100 prescription for Lyumjev

UNIT/ML (3 ML) within the past 120 days;
QL (30 ML per 28 days)

FIASP PUMPCART SUBCUTANEOUS Tier 4 ST: Requires prior

CARTRIDGE 100 UNIT/ML (1.6 ML) prescription for Lyumjev
within the past 120 days;
QL (40 ML per 28 days)

FIASP U-100 INSULIN Tier 4 ST: Requires prior

SUBCUTANEOUS SOLUTION 100 prescription for Lyumjev

UNIT/ML within the past 120 days;
QL (40 ML per 28 days)

FORA 6 CONNECT GLUCOSE STRIP  (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

STRIP

FORA 6 CONNECT MULTIFUNCTN Tier 3

MTR DEVICE

FORA 6CONN-GTEL-TN'G ADV STRIP  (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

STRIP

FORA D10 KIT Tier 3

FORA D15 GLUCOSE-BP MONITOR Tier 3

DEVICE

FORA D15G STRIPS STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

FORA D20 KIT (blood-glucose meter) Tier 3

FORA D20 STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

FORA D40D GLUCOSE-BP MONITOR Tier 3

DEVICE

FORA D40G GLUCOSE-BP MONITOR Tier 3

DEVICE

FORA D40-G31 TEST STRIPS STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

FORA G20 KIT (blood-glucose meter) Tier 3

FORA G20 STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

FORA G30A (blood-glucose meter) Tier 3

FORA G30-PREMIUM V10 TEST STRP  (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

STRIP

FORA GD50 BLOOD GLUCOSE (blood-glucose meter) Tier 3

SYSTEM

FORA GD50 TEST STRIPS STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
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FORA GTEL GLUCOSE TEST STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
STRIP

FORA GTEL MULTI-FUNCTN Tier 3

MONITOR DEVICE

FORA PREMIUM V10 GLUCOSE (blood-glucose meter) Tier 3

METER

FORA TEST N'GO VOICE METER (blood-glucose meter) Tier 3

FORA TEST STRIP STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
FORA TN'G ADV MOBILE MULTI MTR Tier 3

DEVICE

FORA TN'G ADVAN PRO TEST STRIP  (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
STRIP

FORA TN'G ADVANCE PRO MONITOR Tier 3

DEVICE

FORA TN'G VOICE METER (blood-glucose meter) Tier 3

FORA TN'G VOICE TEST STRIPS (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
STRIP

FORA V10 KIT (blood-glucose meter) Tier 3

FORA V10 STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
FORA V10-V12-D10-D20 STRIPS (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
STRIP

FORA V12 BLOOD GLUCOSE SYSTEM (blood-glucose meter) Tier 3

FORA V12 BLOOD GLUCOSE SYSTEM (blood-glucose meter) Tier 3

KIT

FORA V12 GLUCOSE STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
FORA V20 KIT (blood-glucose meter) Tier 3

FORA V20 STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
FORA V30A (blood-glucose meter) Tier 3

FORA V30A KIT (blood-glucose meter) Tier 3

FORA V30A STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
FORACARE GD20 GLUCOSE METER  (blood-glucose meter) Tier 3

FORACARE GD20 STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
FORACARE GD40 TEST STRIPS (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
STRIP

FORACARE GD40A GLUCOSE METER (blood-glucose meter) Tier 3

FORACARE GD40B GLUCOSE METER (blood-glucose meter) Tier 3

FREESTYLE FLASH SYSTEM KIT (blood-glucose meter) Tier 3

FREESTYLE FREEDOM KIT (blood-glucose meter) Tier 3

FREESTYLE FREEDOM LITE KIT (blood-glucose meter) Tier 3

FREESTYLE INSULINX (blood-glucose meter) Tier 3

FREESTYLE INSULINX STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
FREESTYLE INSULINX TEST STRIPS  (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

STRIP
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FREESTYLE LITE METER KIT (blood-glucose meter) Tier 3
FREESTYLE LITE STRIPS STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
FREESTYLE PRECISION NEO METER (blood-glucose meter) Tier 3
FREESTYLE PRECISION NEO STRIPS (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
STRIP
FREESTYLE SIDEKICK Il KIT (blood-glucose meter) Tier 3
FREESTYLE SYSTEM KIT KIT (blood-glucose meter) Tier 3
FREESTYLE TEST STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
GDRIVE KIT (blood-glucose meter) Tier 3
GE100 BLOOD GLUCOSE SYSTEM (blood-glucose meter) Tier 3
GE100 BLOOD GLUCOSE SYSTEM (blood-glucose meter) Tier 3
KIT
GE100 BLOOD GLUCOSE TEST STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
STRIP
GE333 BLOOD GLUCOSE SYSTEM (blood-glucose meter) Tier 3
GE333 BLOOD GLUCOSE TEST STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
STRIP
GENULTIMATE TEST STRIP STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
glimepiride oral tablet 1 mg, 2 mg, 4 mg Tier 1
glipizide oral tablet 10 mg, 5 mg Tier 1
glipizide oral tablet 2.5 mg Tier 2 QL (2 EA per 1 day)
glipizide oral tablet extended release (Glucotrol XL) Tier 1
24hr 10 mg, 2.5 mg, 5 mg
glipizide-metformin oral tablet 2.5-250 Tier 1
mg, 2.5-500 mg, 5-500 mg
GLUCAGON (HCL) EMERGENCY KIT  (glucagon hcl) Tier 2 QL (4 EA per 1 FILL)
INJECTION RECON SOLN 1 MG
GLUCAGON EMERGENCY KIT Tier 3 QL (4 EA per 1 FILL)
(HUMAN) INJECTION RECON SOLN 1
MG
GLUCO NAVII GLUCOSE MONITOR (blood-glucose meter) Tier 3
KIT
GLUCO NAVII TEST STRIP STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
GLUCOCARD 01 METER KIT (blood-glucose meter) Tier 3
GLUCOCARD 01 SENSOR PLUS (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
STRIP
GLUCOCARD EXPRESSION (blood-glucose meter) Tier 3
GLUCOCARD EXPRESSION KIT (blood-glucose meter) Tier 3
GLUCOCARD EXPRESSION STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
GLUCOCARD SHINE CONNEX METER (blood-glucose meter) Tier 3
GLUCOCARD SHINE EXPRESS (blood-glucose meter) Tier 3
METER
GLUCOCARD SHINE METER (blood-glucose meter) Tier 3
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GLUCOCARD SHINE METER KIT KIT ~ (blood-glucose meter) Tier 3

GLUCOCARD SHINE TEST STRIPS (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
STRIP

GLUCOCARD SHINE XL METER (blood-glucose meter) Tier 3

GLUCOCARD VITAL KIT (blood-glucose meter) Tier 3

GLUCOCARD VITAL SENSOR STRIP  (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
GLUCOCARD VITAL TEST STRIPS (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
STRIP

GLUCOCOM BLOOD GLUCOSE KIT (blood-glucose meter) Tier 3

GLUCOCOM GLUCOSE STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
glyburide micronized oral tablet 1.5 mg, Tier 1

3 mg, 6 mg

glyburide oral tablet 1.25 mg, 2.5 mg, 5 Tier 1

mg

glyburide-metformin oral tablet 1.25-250 Tier 1

mg, 2.5-500 mg, 5-500 mg

GLYXAMBI ORAL TABLET 10-5 MG, Tier 3 QL (1 EA per 1 day)
25-5 MG

GM100 KIT (blood-glucose meter) Tier 3

GM100 STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
GOJJI BLOOD GLUCOSE TEST STRIP  (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
STRIP

GOJJI MULTI-FUNCTIONAL METER Tier 3

DEVICE

GOJJI MULTI-FUNCTIONAL METER Tier 3

KIT

GOODLIFE AC-302 GLUCOSE METER  (blood-glucose meter) Tier 3

GOODLIFE AC-302 TEST STRIP STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
GVOKE HYPOPEN 1-PACK Tier 3 QL (0.4 ML per 1 FILL)
SUBCUTANEOUS AUTO-INJECTOR

0.5 MG/0.1 ML

GVOKE HYPOPEN 1-PACK Tier 3 QL (0.8 ML per 1 FILL)
SUBCUTANEOUS AUTO-INJECTOR 1

MG/0.2 ML

GVOKE HYPOPEN 2-PACK Tier 3 QL (0.4 ML per 1 FILL)
SUBCUTANEOUS AUTO-INJECTOR

0.5 MG/0.1 ML

GVOKE HYPOPEN 2-PACK Tier 3 QL (0.8 ML per 1 FILL)
SUBCUTANEOUS AUTO-INJECTOR 1

MG/0.2 ML

GVOKE PFS 1-PACK SYRINGE Tier 3 QL (0.8 ML per 1 FILL)

SUBCUTANEOUS SYRINGE 1 MG/0.2
ML
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GVOKE PFS 2-PACK SYRINGE
SUBCUTANEOUS SYRINGE 1 MG/0.2
ML

Tier 3

QL (0.8 ML per 1 FILL)

GVOKE SUBCUTANEOUS SOLUTION
1 MG/0.2 ML

Tier 3

QL (0.8 ML per 1 FILL)

HARMONY GLUCOSE TEST STRIP
STRIP

(blood sugar diagnostic)

Tier 3

QL (200 EA per 30 days)

HEALTHPRO GLUCOSE MONITOR

(blood-glucose meter)

Tier 3

HEALTHPRO TEST STRIPS STRIP

(blood sugar diagnostic)

Tier 3

QL (200 EA per 30 days)

HUMALOG KWIKPEN INSULIN
SUBCUTANEOUS INSULIN PEN 200
UNIT/ML (3 ML)

Tier 3

QL (12 ML per 28 days)

HUMALOG MIX 50-50 INSULN U-100
SUBCUTANEOUS SUSPENSION 100
UNIT/ML (50-50)

Tier 3

QL (40 ML per 28 days)

HUMALOG MIX 50-50 KWIKPEN
SUBCUTANEOUS INSULIN PEN 100
UNIT/ML (50-50)

Tier 3

QL (30 ML per 28 days)

HUMALOG MIX 75-25(U-100)INSULN
SUBCUTANEOUS SUSPENSION 100
UNIT/ML (75-25)

Tier 3

QL (40 ML per 28 days)

HUMALOG U-100 INSULIN
SUBCUTANEOUS CARTRIDGE 100
UNIT/ML

Tier 3

QL (30 ML per 28 days)

HUMULIN 70/30 U-100 INSULIN
SUBCUTANEOUS SUSPENSION 100
UNIT/ML (70-30)

Tier 3

QL (40 ML per 28 days)

HUMULIN 70/30 U-100 KWIKPEN
SUBCUTANEOUS INSULIN PEN 100
UNIT/ML (70-30)

Tier 3

QL (30 ML per 28 days)

HUMULIN N NPH INSULIN KWIKPEN
SUBCUTANEOUS INSULIN PEN 100
UNIT/ML (3 ML)

Tier 3

QL (30 ML per 28 days)

HUMULIN N NPH U-100 INSULIN
SUBCUTANEOUS SUSPENSION 100
UNIT/ML

Tier 3

QL (40 ML per 28 days)

HUMULIN R REGULAR U-100 INSULN
INJECTION SOLUTION 100 UNIT/ML

Tier 3

QL (40 ML per 28 days)

HUMULIN R U-500 (CONC) INSULIN
SUBCUTANEOUS SOLUTION 500
UNIT/ML

Tier 3

QL (40 ML per 28 days)

HUMULIN R U-500 (CONC) KWIKPEN
SUBCUTANEOUS INSULIN PEN 500
UNIT/ML (3 ML)

Tier 3

QL (24 ML per 28 days)

IGLUCOSE BLOOD GLUCOSE
MONITOR KIT

(blood-glucose meter)

Tier 3

IGLUCOSE TEST STRIP STRIP

(blood sugar diagnostic)

Tier 3

QL (200 EA per 30 days)
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INFINITY METER KIT KIT (blood-glucose meter) Tier 3

INFINITY STARTER KIT KIT (blood-glucose meter) Tier 3

INFINITY TEST STRIPS STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

INPEFA ORAL TABLET 200 MG Tier 4 ST: At least 2 prior
prescriptions for Farxiga,
Jardiance, Synjardy XR,
Synjardy, or Xigduo XR
within the past 365 DAYS;
QL (2 EA per 1 day)

INPEFA ORAL TABLET 400 MG Tier 4 ST: At least 2 prior
prescriptions for Farxiga,
Jardiance, Synjardy XR,
Synjardy, or Xigduo XR
within the past 365 DAYS;
QL (1 EA per 1 day)

INPEN (FOR HUMALOG) BLUE Tier 4

SUBCUTANEOUS INSULIN PEN

INPEN (FOR HUMALOG) GREY Tier 4

SUBCUTANEOUS INSULIN PEN

INPEN (FOR HUMALOG) PINK Tier 4

SUBCUTANEOUS INSULIN PEN

INPEN (NOVOLOG OR FIASP) BLUE Tier 4

SUBCUTANEOUS INSULIN PEN

INPEN (NOVOLOG OR FIASP) GREY Tier 4

SUBCUTANEOUS INSULIN PEN

INPEN (NOVOLOG OR FIASP) PINK Tier 4

SUBCUTANEOUS INSULIN PEN

insulin asp prt-insulin aspart (Novolog Mix 70- Tier 4 ST: Requires prior

Subcutaneous insulin pen 100 unit/ml 30FlexPen U-100) prescription for Humalog

(70-30) Mix 75-25 within the past
120 days; QL (30 ML per
28 days)

insulin asp prt-insulin aspart (Novolog Mix 70-30 U-100 Tier 4 ST: Requires prior

subcutaneous solution 100 unit/ml (70- Insuln) prescription for Humalog

30) Mix 75-25 within the past
120 days; QL (40 ML per
28 days)

insulin aspart u-100 subcutaneous (Novolog PenFill U-100 Tier 4 ST: Requires prior

cartridge 100 unit/ml Insulin) prescription for Lyumjev
within the past 120 days;
QL (30 ML per 28 days)

insulin aspart u-100 subcutaneous (Novolog FlexPen U-100 Tier 4 ST: Requires prior

insulin pen 100 unit/ml (3 mi)

Insulin)

prescription for Lyumjev
within the past 120 days;
QL (30 ML per 28 days)
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insulin aspart u-100 subcutaneous (Novolog U-100 Insulin Tier 4 ST: Requires prior

solution 100 unit/ml aspart) prescription for Lyumjev
within the past 120 days;
QL (40 ML per 28 days)

insulin degludec subcutaneous insulin (Tresiba FlexTouch U-100) Tier 2 QL (30 ML per 28 days)

pen 100 unitiml (3 ml)

insulin degludec subcutaneous insulin (Tresiba FlexTouch U-200) Tier 2 QL (18 ML per 28 days)

pen 200 unit/ml (3 ml)

insulin degludec subcutaneous solution  (Tresiba U-100 Insulin) Tier 2 QL (40 ML per 28 days)

100 unitiml

insulin glargine u-300 conc (Toujeo SoloStar U-300 Tier 2 QL (13.5 ML per 28 days)

subcutaneous insulin pen 300 unit/ml Insulin)

(1.5 ml)

insulin glargine u-300 conc (Toujeo Max U-300 Tier 2 QL (18 ML per 28 days)

subcutaneous insulin pen 300 unit/ml (3  SoloStar)

ml)

insulin glargine-yfgn subcutaneous (Semglee(insulin glarg- Tier 2 QL (30 ML per 28 days)

insulin pen 100 unit/ml (3 ml) yfgn)Pen)

insulin glargine-yfgn subcutaneous (Semglee(insulin glargine- Tier 2 QL (40 ML per 28 days)

solution 100 unit/ml yfgn))

insulin lispro protamin-lispro (Humalog Mix 75-25 Tier 2 QL (30 ML per 28 days)

Subcutaneous insulin pen 100 unit/ml KwikPen)

(75-25)

insulin lispro subcutaneous insulin pen (Admelog SoloStar U-100 Tier 2 QL (30 ML per 28 days)

100 unitiml Insulin)

insulin lispro subcutaneous insulin pen,  (Humalog Junior KwikPen Tier 2 QL (30 ML per 28 days)

half-unit 100 unit/ml U-100)

insulin lispro subcutaneous solution 100  (Admelog U-100 Insulin Tier 2 QL (40 ML per 28 days)

unit/ml lispro)

INVOKAMET ORAL TABLET 150-1,000 Tier 4 ST: At least 2 prior

MG, 150-500 MG, 50-1,000 MG, 50-500 prescriptions for Farxiga,

MG Jardiance, Synjardy XR,
Synjardy, or Xigduo XR
within the past 365 DAYS;
QL (2 EA per 1 day)

INVOKAMET XR ORAL TABLET, IR - Tier 4 ST: At least 2 prior

ER, BIPHASIC 24HR 150-1,000 MG, prescriptions for Farxiga,

150-500 MG, 50-1,000 MG, 50-500 MG Jardiance, Synjardy XR,
Synjardy, or Xigduo XR
within the past 365 DAYS;
QL (2 EA per 1 day)

INVOKANA ORAL TABLET 100 MG, Tier 4 ST: At least 2 prior

300 MG

prescriptions for Farxiga,
Jardiance, Synjardy XR,
Synjardy, or Xigduo XR
within the past 365 DAYS;
QL (30 EA per 30 days)
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JANUMET ORAL TABLET 50-1,000 MG, Tier 3 QL (2 EA per 1 day)

50-500 MG

JANUMET XR ORAL TABLET, ER Tier 3 QL (1 EA per 1 day)

MULTIPHASE 24 HR 100-1,000 MG

JANUMET XR ORAL TABLET, ER Tier 3 QL (2 EA per 1 day)

MULTIPHASE 24 HR 50-1,000 MG, 50-

500 MG

JANUVIA ORAL TABLET 100 MG, 25 Tier 3 QL (1 EA per 1 day)

MG, 50 MG

JARDIANCE ORAL TABLET 10 MG, 25 Tier 3 QL (1 EA per 1 day)

MG

JAZZ WIRELESS 2 METER KIT KIT (blood-glucose meter) Tier 3

JENTADUETO ORAL TABLET 2.5- Tier 4 ST: Requires prior

1,000 MG, 2.5-500 MG, 2.5-850 MG prescription for Janumet
XR, Janumet, or Januvia
within the past 120 days;
QL (2 EA per 1 day)

JENTADUETO XR ORAL TABLET, IR - Tier 4 ST: Requires prior

ER, BIPHASIC 24HR 2.5-1,000 MG prescription for Janumet
XR, Janumet, or Januvia
within the past 120 days;
QL (2 EA per 1 day)

JENTADUETO XR ORAL TABLET, IR - Tier 4 ST: Requires prior

ER, BIPHASIC 24HR 5-1,000 MG prescription for Janumet
XR, Janumet, or Januvia
within the past 120 days;
QL (1 EA per 1 day)

KETO-DIASTIX STRIP Tier 4

KORLYM ORAL TABLET 300 MG (mifepristone) Tier 5 PA

LANTUS SOLOSTAR U-100 INSULIN (insulin glargine) Tier 4 QL (30 ML per 28 days)

SUBCUTANEOUS INSULIN PEN 100

UNIT/ML (3 ML)

LANTUS U-100 INSULIN (insulin glargine) Tier 4 QL (40 ML per 28 days)

SUBCUTANEOUS SOLUTION 100

UNIT/ML

LEVEMIR FLEXPEN SUBCUTANEOUS Tier 4 ST: Requires prior

INSULIN PEN 100 UNIT/ML (3 ML) prescription for generic
Semglee (yfgn), generic
Toujeo, or generic Tresiba
within the past 120 days;
QL (30 ML per 28 days)

LEVEMIR U-100 INSULIN Tier 4 ST: Requires prior

SUBCUTANEOUS SOLUTION 100
UNIT/ML

prescription for generic
Semglee (yfgn), generic
Toujeo, or generic Tresiba
within the past 120 days;
QL (40 ML per 28 days)
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LYUMJEV KWIKPEN U-100 INSULIN Tier 3 QL (30 ML per 28 days)
SUBCUTANEOUS INSULIN PEN 100

UNIT/ML

LYUMJEV KWIKPEN U-200 INSULIN Tier 3 QL (12 ML per 28 days)
SUBCUTANEOUS INSULIN PEN 200

UNIT/ML (3 ML)

LYUMJEV TEMPO PEN(U-100)INSULN Tier 4 QL (30 ML per 28 days)
SUBCUTANEOUS INSULIN PEN,

SENSOR 100 UNIT/ML

LYUMJEV U-100 INSULIN Tier 3 QL (40 ML per 28 days)
SUBCUTANEOUS SOLUTION 100

UNIT/ML

metformin oral solution 500 mg/5 ml (Riomet) Tier 2

metformin oral tablet 1,000 mg, 500 mg, Tier 1

850 mg

metformin oral tablet extended release Tier 1

24 hr 500 mg, 750 mg

MICRO BLOOD GLUCOSE STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
MICRODOT BLOOD GLUCOSE (blood-glucose meter) Tier 3

SYSTEM

MICRODOT BLOOD GLUCOSE (blood-glucose meter) Tier 3

SYSTEM KIT

MICRODOT BLOOD GLUCOSE (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
SYSTEM STRIP

MICRODOT XTRA BLOOD GLUCOSE  (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
STRIP

mifepristone oral tablet 300 mg (Korlym) Tier 5 PA

miglitol oral tablet 100 mg, 25 mg, 50 mg Tier 2

MOUNJARO SUBCUTANEOUS PEN Tier 3 PA; QL (0.5 ML per 7 days)
INJECTOR 10 MG/0.5 ML, 12.5 MG/0.5

ML, 15 MG/0.5 ML, 2.5 MG/0.5 ML, 5

MG/0.5 ML, 7.5 MG/0.5 ML

MYGLUCOHEALTH KIT (blood-glucose meter) Tier 3

MYGLUCOHEALTH STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
nateglinide oral tablet 120 mg, 60 mg Tier 1

NEUTEK 2TEK TEST STRIPS STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
NO-STICK GLUCOSE STRIP Tier 4

NOVA MAX GLUCOSE TEST STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
NOVA MAX PLUS GLUC-KETON Tier 3

METER DEVICE

NOVA MAX PLUS GLUC-KETON Tier 3

METER KIT
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NOVOLIN 70/30 U-100 INSULIN Tier 4 ST: Requires prior

SUBCUTANEOUS SUSPENSION 100 prescription for Humulin 70-

UNIT/ML (70-30) 30 or Humulin 70/30
Kwikpen within the past
120 days; QL (40 ML per
28 days)

NOVOLIN 70-30 FLEXPEN U-100 Tier 4 ST: Requires prior

SUBCUTANEOUS INSULIN PEN 100 prescription for Humulin 70-

UNIT/ML (70-30) 30 or Humulin 70/30
Kwikpen within the past
120 days; QL (30 ML per
28 days)

NOVOLIN N FLEXPEN Tier 4 ST: Requires prior

SUBCUTANEOUS INSULIN PEN 100 prescription for Humulin N

UNIT/ML (3 ML) within the past 120 days;
QL (30 ML per 28 days)

NOVOLIN N NPH U-100 INSULIN Tier 4 ST: Requires prior

SUBCUTANEOUS SUSPENSION 100 prescription for Humulin N

UNIT/ML within the past 120 days;
QL (40 ML per 28 days)

NOVOLIN R FLEXPEN Tier 4 ST: Requires prior

SUBCUTANEOUS INSULIN PEN 100 prescription for Humulin R

UNIT/ML (3 ML) within the past 120 days;
QL (30 ML per 28 days)

NOVOLIN R REGULAR U100 INSULIN Tier 4 ST: Requires prior

INJECTION SOLUTION 100 UNIT/ML prescription for Humulin R
within the past 120 days;
QL (40 ML per 28 days)

NOVOPEN ECHO SUBCUTANEOUS Tier 4

INSULIN PEN

OMNIPOD 5 G6 INTRO KIT (GEN 5) Tier 3 QL (1 EA per 365 days)

SUBCUTANEOUS CARTRIDGE

OMNIPOD 5 G6 PODS (GEN 5) Tier 3

SUBCUTANEOUS CARTRIDGE

OMNIPOD 5 G6-G7 INTRO KT(GENS5) Tier 3 QL (1 EA per 365 days)

SUBCUTANEOUS CARTRIDGE

OMNIPOD 5 G6-G7 PODS (GEN 5) Tier 3

SUBCUTANEOUS CARTRIDGE

OMNIPOD CLASSIC PODS (GEN 3) Tier 3

SUBCUTANEOUS CARTRIDGE

OMNIPOD DASH INTRO KIT (GEN 4) Tier 3 QL (1 EA per 365 days)

SUBCUTANEOUS CARTRIDGE

OMNIPOD DASH PDM KIT (GEN 4) Tier 3 QL (1 EA per 365 days)

OMNIPOD DASH PODS (GEN 4) Tier 3

SUBCUTANEOUS CARTRIDGE

OMNIPOD GO PODS 10 UNITS/DAY Tier 3 QL (10 EA per 30 days)

SUBCUTANEOUS CARTRIDGE
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OMNIPOD GO PODS 15 UNITS/DAY Tier 3 QL (10 EA per 30 days)
SUBCUTANEOUS CARTRIDGE

OMNIPOD GO PODS 20 UNITS/DAY Tier 3 QL (10 EA per 30 days)
SUBCUTANEOUS CARTRIDGE

OMNIPOD GO PODS 25 UNITS/DAY Tier 3 QL (10 EA per 30 days)
SUBCUTANEOUS CARTRIDGE

OMNIPOD GO PODS 30 UNITS/DAY Tier 3 QL (10 EA per 30 days)
SUBCUTANEOUS CARTRIDGE

OMNIPOD GO PODS 40 UNITS/DAY Tier 3 QL (10 EA per 30 days)
SUBCUTANEOUS CARTRIDGE

OMNIPOD GO PODS Tier 3 QL (10 EA per 30 days)
SUBCUTANEOUS CARTRIDGE

ON CALL EXPRESS METER (blood-glucose meter) Tier 3

ON CALL EXPRESS METER KIT (blood-glucose meter) Tier 3

ON CALL EXPRESS TEST STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
STRIP

ON CALL PLUS METER (blood-glucose meter) Tier 3

ON CALL PLUS METERKIT (blood-glucose meter) Tier 3

ON CALL PLUS TEST STRIP STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
ON CALL VIVID METER (blood-glucose meter) Tier 3

ON CALL VIVID METER KIT (blood-glucose meter) Tier 3

ON CALL VIVID PAL METER (blood-glucose meter) Tier 3

ON CALL VIVID PAL METER KIT (blood-glucose meter) Tier 3

ON CALL VIVID TEST STRIP STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
ONETOUCH ULTRA TEST STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
ONETOUCH ULTRA2 METER (blood-glucose meter) Tier 3

ONETOUCH VERIO FLEX METER (blood-glucose meter) Tier 3

ONETOUCH VERIO FLEX START KIT  (blood-glucose meter) Tier 3

ONETOUCH VERIO REFLECT KIT (blood-glucose meter) Tier 3

ONETOUCH VERIO REFLECT METER  (blood-glucose meter) Tier 3

ONETOUCH VERIO TEST STRIPS (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
STRIP

OPTIUM EZ STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
OPTIUM TEST STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
OPTUMRX (blood-glucose meter) Tier 3

OPTUMRX KIT (blood-glucose meter) Tier 3

OPTUMRX STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
OZEMPIC SUBCUTANEOUS PEN Tier 3 PA; QL (3 ML per 28 days)
INJECTOR 0.25 MG OR 0.5 MG (2

MG/3 ML), 1 MG/DOSE (4 MG/3 ML), 2

MG/DOSE (8 MG/3 ML)

PHARMACIST CHOICE GLUCOSE SYS (blood-glucose meter) Tier 3

PHARMACIST CHOICE STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

Georgia Choice Formulary

80



Nombre del Medicamento

Nivel del
Medicamento

Requerimientos/ Limites

pioglitazone oral tablet 15 mg, 30 mg, 45 (Actos) Tier 1

mg

pioglitazone-glimepiride oral tablet 30-2  (DUETACT) Tier 2 ST: Requires prior

mg, 30-4 mg prescription for Metformin,
preferred Sulfonylurea, or
preferred
Metformin/Sulfonylurea
combination within the past
120 days

pioglitazone-metformin oral tablet 15-500 Tier 2 ST: Requires prior

mg prescription for Metformin,
preferred Sulfonylurea, or
preferred
Metformin/Sulfonylurea
combination within the past
120 days

pioglitazone-metformin oral tablet 15-850 (Actoplus MET) Tier 2 ST: Requires prior

mg prescription for Metformin,
preferred Sulfonylurea, or
preferred
Metformin/Sulfonylurea
combination within the past
120 days

PIP BLOOD GLUCOSE MONITOR (blood-glucose meter) Tier 3

PIP BLOOD GLUCOSE TEST STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

STRIP

PLATINUM GLUCOSE METER KIT (blood-glucose meter) Tier 3

PLATINUM TEST STRIP STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

POGO AUTOMATIC BLOOD GLUC (blood-glucose meter) Tier 3

SYS

PRECISION (blood-glucose meter) Tier 3

PRECISION PCX PLUS TEST STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

PRECISION PCX TEST STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

PRECISION POINT OF CARE TEST (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

STRIP

PRECISION Q-I-D TEST STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

PRECISION XTRA KETONE-GLUCOSE Tier 3

KIT

PRECISION XTRA MONITOR (blood-glucose meter) Tier 3

PRECISION XTRA TEST STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

PREMIER BLU GLUCOSE METER (blood-glucose meter) Tier 3

PREMIER CLASSIC GLUCOSE METER (blood-glucose meter) Tier 3

PREMIER COMPACT GLUCOSE (blood-glucose meter) Tier 3

METER KIT

PREMIER TEST STRIP STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

PREMIER VOICE GLUCOSE METER (blood-glucose meter) Tier 3
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PREMIUM BLOOD GLUCOSE (blood-glucose meter) Tier 3

MONITOR

PREMIUM V10 (blood-glucose meter) Tier 3

PREMIUM V10 STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

PRESTO PRO BLOOD GLUCOSE (blood-glucose meter) Tier 3

METER

PRO VOICE V8 GLUCOSE MONITOR  (blood-glucose meter) Tier 3

PRO VOICE V8-V9 TEST STRIP STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

PRO VOICE V9 GLUCOSE MONITOR  (blood-glucose meter) Tier 3

PRODIGY AUTOCODE METER KIT (blood-glucose meter) Tier 3

PRODIGY AUTOCODE MONITOR (blood-glucose meter) Tier 3

SYST

PRODIGY NO CODING STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

PRODIGY POCKET METER KIT (blood-glucose meter) Tier 3

PRODIGY VOICE GLUCOSE METER (blood-glucose meter) Tier 3

KIT

PTS PANELS EGLU TEST STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

STRIP

QTERN ORAL TABLET 10-5 MG, 5-5 Tier 4 ST: Requires prior

MG prescription for Farxiga,
Janumet XR, Janumet,
Januvia, Jardiance,
Synjardy XR, Synjardy, or
Xigduo XR within the past
120 DAYS; QL (1 EA per 1
day)

QUINTET AC (blood-glucose meter) Tier 3

QUINTET AC STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

QUINTET BLOOD GLUCOSE METER (blood-glucose meter) Tier 3

QUINTET GLUCOSE TEST STRIPS (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

STRIP

REFUAH PLUS GLUCOSE MONITOR  (blood-glucose meter) Tier 3

KIT

REFUAH PLUS STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

REGRANEX TOPICAL GEL 0.01 % Tier 3

RELION ALL-IN-ONE METER KIT (blood-glucose meter) Tier 3

RELION CONFIRM KIT (blood-glucose meter) Tier 3

RELION CONFIRM-MICRO STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

RELION MICRO GLUCOSE MONITOR  (blood-glucose meter) Tier 3

RELION MICRO GLUCOSE MONITOR  (blood-glucose meter) Tier 3

KIT

RELION PRIME METER (blood-glucose meter) Tier 3

RELION PRIME TEST STRIPS STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

RELION ULTIMA STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
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repaglinide oral tablet 0.5 mg, 1 mg, 2 Tier 1

mg

REVEAL BLOOD GLUCOSE METER (blood-glucose meter) Tier 3

KIT

REVEAL TEST STRIP STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

REZVOGLAR KWIKPEN Tier 4 ST: Requires prior

SUBCUTANEOUS INSULIN PEN 100 prescription for generic

UNIT/ML (3 ML) Semglee (yfgn), generic
Toujeo, or generic Tresiba
within the past 120 days;
QL (30 ML per 28 days)

RIGHTEST GM250S GLUCOSE (blood-glucose meter) Tier 3

METER

RIGHTEST GM260 GLUCOSE METER  (blood-glucose meter) Tier 3

RIGHTEST GM550 SYSTEM KIT (blood-glucose meter) Tier 3

RIGHTEST GM700SB GLUCOSE (blood-glucose meter) Tier 3

METER

RIGHTEST GS250S TEST STRIPS (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

STRIP

RIGHTEST GS260 TEST STRIPS (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

STRIP

RIGHTEST GS550 TEST STRIPS (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

STRIP

RIGHTEST GS700 TEST STRIP STRIP  (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

RIGHTEST GT333 GLUCOSE METER  (blood-glucose meter) Tier 3

RIGHTEST GT333 TEST STRIP STRIP  (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

RIGHTEST MAX PLUS GLUCOSE MTR  (blood-glucose meter) Tier 3

RIGHTEST MAX TEST STRIP STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

RIOMET ER ORAL Tier 4 ST: Requires prior

SUSPENSION,EXTENDED REL prescription for Metformin

RECON 500 MG/5 ML HCL within the past 120
days; QL (20 ML per 1 day)

RYBELSUS ORAL TABLET 14 MG, 3 Tier 3 PA; QL (1 EA per 1 day)

MG, 7 MG

saxagliptin oral tablet 2.5 mg Tier 2 ST: Requires prior
prescription for Janumet
XR, Janumet, or Januvia
within the past 120 days;
QL (1 EA per 1 day)

saxagliptin oral tablet 5 mg (Onglyza) Tier 2 ST: Requires prior

prescription for Janumet
XR, Janumet, or Januvia
within the past 120 days;
QL (1 EA per 1 day)
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saxagliptin-metformin oral tablet, er Tier 2 ST: Requires prior

multiphase 24 hr 2.5-1,000 mg prescription for Janumet
XR, Janumet, or Januvia
within the past 120 days;
QL (2 EA per 1 day)

saxagliptin-metformin oral tablet, er Tier 2 ST: Requires prior

multiphase 24 hr 5-1,000 mg, 5-500 mg prescription for Janumet
XR, Janumet, or Januvia
within the past 120 days;
QL (1 EA per 1 day)

SEGLUROMET ORAL TABLET 2.5- Tier 4 ST: At least 2 prior

1,000 MG, 2.5-500 MG, 7.5-1,000 MG, prescriptions for Farxiga,

7.5-500 MG Jardiance, Synjardy XR,
Synjardy, or Xigduo XR
within the past 365 DAYS;
QL (2 EA per 1 day)

sitagliptin oral tablet 100 mg, 25 mg, 50  (Zituvio) Tier 4 ST: Requires prior

mg prescription for Janumet
XR, Janumet, or Januvia
within the past 120 days;
QL (1 EA per 1 day)

SMART SENSE MONITORING (blood-glucose meter) Tier 3

SYSTEM

SMART SENSE TEST STRIPS STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

SMARTEST EJECT KIT (blood-glucose meter) Tier 3

SMARTEST PERSONA GLUCOSE (blood-glucose meter) Tier 3

METER

SMARTEST PERSONA STARTER KIT  (blood-glucose meter) Tier 3

SMARTEST PRONTO GLUCOSE (blood-glucose meter) Tier 3

METER

SMARTEST PRONTO STARTER KIT (blood-glucose meter) Tier 3

SMARTEST PROTEGE KIT (blood-glucose meter) Tier 3

SMARTEST SMART CODE METER KIT (blood-glucose meter) Tier 3

SMARTEST TALKING METER KIT (blood-glucose meter) Tier 3

SMARTEST TEST STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

SOLIQUA 100/33 SUBCUTANEOUS Tier 3 QL (30 ML per 28 days)

INSULIN PEN 100 UNIT-33 MCG/ML

SOLUS V2 AUDIBLE METER (blood-glucose meter) Tier 3

SOLUS V2 AUDIBLE METER KIT (blood-glucose meter) Tier 3

SOLUS V2 TEST STRIPS STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

STEGLATRO ORAL TABLET 15 MG, 5 Tier 4 ST: At least 2 prior

MG

prescriptions for Farxiga,
Jardiance, Synjardy XR,
Synjardy, or Xigduo XR
within the past 365 DAYS;
QL (1 EA per 1 day)
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STEGLUJAN ORAL TABLET 15-100 Tier 4 ST: Requires prior

MG, 5-100 MG prescription for Farxiga,
Janumet XR, Janumet,
Januvia, Jardiance,
Synjardy XR, Synjardy, or
Xigduo XR within the past
120 DAYS; QL (1 EA per 1
day)

SURE-TEST EASYPLUS MINI METER  (blood-glucose meter) Tier 3

SURE-TEST EASYPLUS MINI STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

SYMLINPEN 120 SUBCUTANEOUS Tier 3

PEN INJECTOR 2,700 MCG/2.7 ML

SYMLINPEN 60 SUBCUTANEOUS PEN Tier 3

INJECTOR 1,500 MCG/1.5 ML

SYNJARDY ORAL TABLET 12.5-1,000 Tier 3 QL (2 EA per 1 day)

MG, 12.5-500 MG, 5-1,000 MG, 5-500

MG

SYNJARDY XR ORAL TABLET, IR - ER, Tier 3 QL (1 EA per 1 day)

BIPHASIC 24HR 10-1,000 MG, 25-1,000

MG

SYNJARDY XR ORAL TABLET, IR - ER, Tier 3 QL (2 EA per 1 day)

BIPHASIC 24HR 12.5-1,000 MG, 5-

1,000 MG

TD GOLD BLOOD GLUCOSE (blood-glucose meter) Tier 3

MONITOR

TD GOLD TEST STRIP STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

TD GOLD VOICE GLUCOSE MONITOR (blood-glucose meter) Tier 3

TELCARE TEST STRIPS STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

TEMPO SMART BUTTON DEVICE Tier 4

TEST N'GO BLOOD GLUCOSE (blood-glucose meter) Tier 3

SYSTEM

TEST N'GO TEST STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)

TRADJENTA ORAL TABLET 5 MG Tier 4 ST: Requires prior
prescription for Janumet
XR, Janumet, or Januvia
within the past 120 days;
QL (1 EA per 1 day)

TRIJARDY XR ORAL TABLET, IR - ER, Tier 3 QL (1 EA per 1 day)

BIPHASIC 24HR 10-5-1,000 MG, 25-5-

1,000 MG

TRIJARDY XR ORAL TABLET, IR - ER, Tier 3 QL (2 EA per 1 day)

BIPHASIC 24HR 12.5-2.5-1,000 MG, 5-

2.5-1,000 MG

TRUE METRIX AIR GLUCOSE METER  (blood-glucose meter) Tier 3

TRUE METRIX AIR GLUCOSE METER  (blood-glucose meter) Tier 3

KIT
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TRUE METRIX GLUCOSE METER (blood-glucose meter) Tier 3

TRUE METRIX GLUCOSE TEST STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
STRIP

TRUE METRIX GO GLUCOSE METER  (blood-glucose meter) Tier 3

TRUE METRIX PRO TEST STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
STRIP

TRUE2GO BLOOD GLUCOSE SYSTEM (blood-glucose meter) Tier 3

KIT

TRUERESULT BLOOD GLUCOSE (blood-glucose meter) Tier 3

SYSTM KIT

TRUETEST TEST STRIPS STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
TRUETRACK BLOOD GLUCOSE (blood-glucose meter) Tier 3

SYSTEM KIT

TRUETRACK SMART SYSTEM KIT (blood-glucose meter) Tier 3

TRUETRACK TEST STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
TRULICITY SUBCUTANEOUS PEN Tier 3 PA; QL (2 ML per 28 days)
INJECTOR 0.75 MG/0.5 ML, 1.5 MG/0.5

ML, 3 MG/0.5 ML, 4.5 MG/0.5 ML

ULTIMA MONITOR (blood-glucose meter) Tier 3

ULTIMA TEST STRIPS STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
ULTRATRAK GLUCOSE METER (blood-glucose meter) Tier 3

ULTRATRAK GLUCOSE METER KIT (blood-glucose meter) Tier 3

ULTRATRAK STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
ULTRATRAK ULTIMATE (blood-glucose meter) Tier 3

ULTRATRAK ULTIMATE STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
UNISTRIP1 TEST STRIP STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
V-GO 20 DEVICE Tier 3

V-GO 30 DEVICE Tier 3

V-GO 40 DEVICE Tier 3

VICTOZA 2-PAK SUBCUTANEOUS Tier 4 PA; QL (9 ML per 30 days)
PEN INJECTOR 0.6 MG/0.1 ML (18

MG/3 ML)

VICTOZA 3-PAK SUBCUTANEOUS Tier 4 PA; QL (9 ML per 30 days)
PEN INJECTOR 0.6 MG/0.1 ML (18

MG/3 ML)

VIVAGUARD INO GLUCOSE METER (blood-glucose meter) Tier 3

VIVAGUARD INO SMART GLUC (blood-glucose meter) Tier 3

METER

VIVAGUARD INO TEST STRIP STRIP  (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
WAVESENSE AMP KIT (blood-glucose meter) Tier 3

WAVESENSE JAZZ STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
WAVESENSE PRESTO (blood-glucose meter) Tier 3

WAVESENSE PRESTO KIT (blood-glucose meter) Tier 3
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MG, 50 MG

Enfermedad Cardiovascular - Agentes

Miscelaneos

amlodipine-atorvastatin oral tablet 10-10
mg, 10-20 mg, 10-40 mg, 10-80 mg, 5-
10 mg, 5-20 mg, 5-40 mg, 5-80 mg

(Caduet)

WAVESENSE PRESTO STRIP (blood sugar diagnostic) Tier 3 QL (200 EA per 30 days)
XIGDUO XR ORAL TABLET, IR - ER, Tier 3 QL (1 EA per 1 day)
BIPHASIC 24HR 10-500 MG, 5-500 MG

XIGDUO XR ORAL TABLET, IR - ER, Tier 3 QL (2 EA per 1 day)
BIPHASIC 24HR 2.5-1,000 MG

XULTOPHY 100/3.6 SUBCUTANEOUS Tier 3 QL (15 ML per 28 days)
INSULIN PEN 100 UNIT-3.6 MG /ML (3

ML)

ZEGALOGUE AUTOINJECTOR Tier 3 QL (2.4 ML per 1 FILL)
SUBCUTANEOUS AUTO-INJECTOR

0.6 MG/0.6 ML

ZEGALOGUE SYRINGE Tier 3 QL (2.4 ML per 1 FILL)
SUBCUTANEOUS SYRINGE 0.6

MG/0.6 ML

ZITUVIO ORAL TABLET 100 MG, 25 (sitagliptin) Tier 4 ST: Requires prior

prescription for Janumet
XR, Janumet, or Januvia
within the past 120 days;
QL (1 EA per 1 day)

QL (1 EA per 1 day)

amlodipine-atorvastatin oral tablet 2.5-10 Tier 2 QL (1 EA per 1 day)
mg, 2.5-20 mg, 2.5-40 mg

CAMZYOS ORAL CAPSULE 10 MG, 15 Tier 5 PA

MG, 2.5 MG, 5 MG

CORLANOR ORAL SOLUTION 5 MG/5 Tier 3 QL (20 ML per 1 day)
ML

CORLANOR ORAL TABLET 5 MG, 7.5 Tier 3 QL (2 EA per 1 day)
MG

droxidopa oral capsule 100 mg, 200 mg, (Northera) Tier 5 PA

300 mg

ENTRESTO ORAL TABLET 24-26 MG, Tier 3 QL (2 EA per 1 day)
49-51 MG, 97-103 MG

midodrine oral tablet 10 mg, 2.5 mg, 5 Tier 2

mg

ranolazine oral tablet extended release Tier 2 QL (60 EA per 30 days)
12 hr 1,000 mg

ranolazine oral tablet extended release Tier 2 QL (120 EA per 30 days)
12 hr 500 mg

VERQUVO ORAL TABLET 10 MG, 2.5 Tier 4 PA

MG, 5 MG

VYNDAMAX ORAL CAPSULE 61 MG Tier 5 PA

VYNDAQEL ORAL CAPSULE 20 MG Tier 5 PA
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amiodarone oral tablet 100 mg, 200 mg, (Pacerone) Tier 2
400 mg

disopyramide phosphate oral capsule (Norpace) Tier 2
100 mg, 150 mg

dofetilide oral capsule 125 mcg, 250 (Tikosyn) Tier 2
mcg, 500 mcg

flecainide oral tablet 100 mg, 150 mg, 50 Tier 2
mg

mexiletine oral capsule 150 mg, 200 mg, Tier 2
250 mg

MULTAQ ORAL TABLET 400 MG Tier 3
NORPACE CR ORAL CAPSULE, Tier 3
EXTENDED RELEASE 100 MG

NORPACE CR ORAL CAPSULE, (disopyramide phosphate) Tier 3
EXTENDED RELEASE 150 MG

PACERONE ORAL TABLET 100 MG, (amiodarone) Tier 2
200 MG, 400 MG

propafenone oral capsule,extended Tier 2
release 12 hr 225 mg, 325 mg, 425 mg

propafenone oral tablet 150 mg, 225 mg, Tier 2
300 mg

quinidine gluconate oral tablet extended Tier 2
release 324 mg

quinidine sulfate oral tablet 200 mg, 300 Tier 2
mg
Enfermedad Cardiovascular -
Estimulante Cardiaco

DIGITEK ORAL TABLET 125 MCG (digoxin) Tier 2
(0.125 MG), 250 MCG (0.25 MG)

digoxin oral solution 50 mcg/ml (0.05 Tier 3
mg/mi)

digoxin oral tablet 125 mcg (0.125 mg),  (Digitek) Tier 2
250 mcg (0.25 mg)

digoxin oral tablet 62.5 mcg (0.0625 mg) (Lanoxin) Tier 2 PA
epinephrine injection syringe 0.1 mg/ml Tier 2
LANOXIN ORAL TABLET 125 MCG (digoxin) Tier 3
(0.125 MG), 250 MCG (0.25 MG)

LANOXIN ORAL TABLET 62.5 MCG (digoxin) Tier 3 PA
(0.0625 MG)
Enfermedad Cardiovascular -
Hipertension

acebutolol oral capsule 200 mg, 400 mg Tier 2
ADEMPAS ORAL TABLET 0.5 MG, 1 Tier 5 PA

MG, 1.5 MG, 2 MG, 2.5 MG
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aliskiren oral tablet 150 mg, 300 mg (Tekturna) Tier 2
ALYQ ORAL TABLET 20 MG (tadalafil (pulm. Tier 5 PA
hypertension))
ambrisentan oral tablet 10 mg, 5 mg (Letairis) Tier 5 PA
amiloride oral tablet 5 mg Tier 2
amiloride-hydrochlorothiazide oral tablet Tier 2
5-50 mg
amlodipine oral tablet 10 mg, 2.5 mg, 5  (Norvasc) Tier 2
mg
amlodipine-benazepril oral capsule 10-  (Lotrel) Tier 1
20 mg, 10-40 mg, 5-10 mg, 5-20 mg
amlodipine-benazepril oral capsule 2.5- Tier 1
10 mg, 5-40 mg
amlodipine-olmesartan oral tablet 10-20  (Azor) Tier 2
mg, 10-40 mg, 5-20 mg, 5-40 mg
amlodipine-valsartan oral tablet 10-160  (Exforge) Tier 1
mg, 10-320 mg, 5-160 mg, 5-320 mg
amlodipine-valsartan-hcthiazid oral tablet (Exforge HCT) Tier 2
10-160-12.5 mg, 10-160-25 mg, 10-320-
25 mg, 5-160-12.5 mg, 5-160-25 mg
atenolol oral tablet 100 mg, 25 mg, 50 (Tenormin) Tier 2
mg
atenolol-chlorthalidone oral tablet 100-25 (Tenoretic 100) Tier 2
mg
atenolol-chlorthalidone oral tablet 50-25  (Tenoretic 50) Tier 2
mg
benazepril oral tablet 10 mg, 20 mg, 40  (Lotensin) Tier 1
mg
benazepril oral tablet 5 mg Tier 1
benazepril-hydrochlorothiazide oral (Lotensin HCT) Tier 1
tablet 10-12.5 mg, 20-12.5 mg, 20-25 mg
benazepril-hydrochlorothiazide oral Tier 1
tablet 5-6.25 mg
betaxolol oral tablet 10 mg, 20 mg Tier 2
bisoprolol fumarate oral tablet 10 mg, 5 Tier 2
mg
bisoprolol-hydrochlorothiazide oral tablet Tier 2
10-6.25 mg, 2.5-6.25 mg, 5-6.25 mg
bosentan oral tablet 125 mg, 62.5 mg (Tracleer) Tier 5 PA
bumetanide oral tablet 0.5 mg, 1 mg, 2 Tier 2
mg
candesartan oral tablet 16 mg, 32 mg, 4 (Atacand) Tier 2
mg, 8 mg
candesartan-hydrochlorothiazid oral (Atacand HCT) Tier 2
tablet 16-12.5 mg, 32-12.5 mg, 32-25 mg
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captopril oral tablet 100 mg, 12.5 mg, 25 Tier 2
mg, 50 mg

captopril-hydrochlorothiazide oral tablet Tier 1
25-15mg, 25-25 mg, 50-15 mg, 50-25

mg

CARDURA XL ORAL TABLET Tier 4
EXTENDED RELEASE 24HR 4 MG, 8

MG

CARTIA XT ORAL (diltiazem hcl) Tier 2
CAPSULE,EXTENDED RELEASE 24HR

120 MG, 180 MG, 240 MG, 300 MG

carvedilol oral tablet 12.5 mg, 25 mg, (Coreqg) Tier 2
3.125 mg, 6.25 mg

carvedilol phosphate oral capsule, er (Coreg CR) Tier 2 QL (1 EA per 1 day)
multiphase 24 hr 10 mg, 20 mg, 40 mg,

80 mg

chlorthalidone oral tablet 25 mg, 50 mg Tier 2
clonidine hcl oral tablet 0.1 mg, 0.2 mg, Tier 2
0.3 mg

clonidine transdermal patch weekly 0.1  (Catapres-TTS-1) Tier 2
mg/24 hr

clonidine transdermal patch weekly 0.2  (Catapres-TTS-2) Tier 2
mgl24 hr

clonidine transdermal patch weekly 0.3  (Catapres-TTS-3) Tier 2
mgl24 hr

CONJUPRI ORAL TABLET 2.5 MG (levamlodipine) Tier 4 PA
diltiazem hcl oral capsule,ext.rel 24h (DILT-XR) Tier 2
degradable 120 mg, 180 mg, 240 mg

diltiazem hcl oral capsule,extended Tier 2
release 12 hr 120 mg, 60 mg, 90 mg

diltiazem hcl oral capsule,extended (Tiadylt ER) Tier 2
release 24 hr 120 mg, 180 mg, 240 mg,

300 mg, 360 mg, 420 mg

diltiazem hcl oral capsule,extended (Cartia XT) Tier 2
release 24hr 120 mg, 180 mg, 240 mg,

300 mg

diltiazem hcl oral capsule,extended (Cardizem CD) Tier 2
release 24hr 360 mg

diltiazem hcl oral tablet 120 mg, 30 mg,  (Cardizem) Tier 2
60 mg

diltiazem hcl oral tablet 90 mg Tier 2
diltiazem hcl oral tablet extended release (Cardizem LA) Tier 2
24 hr 120 mg

diltiazem hcl oral tablet extended release (Matzim LA) Tier 2

24 hr 180 mg, 240 mg, 300 mg, 360 mg,
420 mg
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DILT-XR ORAL CAPSULE,EXT.REL (diltiazem hcl) Tier 2

24H DEGRADABLE 120 MG, 180 MG,

240 MG

DIURIL ORAL SUSPENSION 250 MG/5 Tier 4

ML

doxazosin oral tablet 1 mg, 2 mg, 4 mg, (Cardura) Tier 2

8 mg

EDARBI ORAL TABLET 40 MG, 80 MG Tier 4 ST: Requires prior
prescription for an ACE
Inhibitor, ACE-Inhibitor
combination, ARB, or ARB
combination within the past
120 days

EDARBYCLOR ORAL TABLET 40-12.5 Tier 4 ST: Requires prior

MG, 40-25 MG prescription for an ACE
Inhibitor, ACE-Inhibitor
combination, ARB, or ARB
combination within the past
120 days

enalapril maleate oral solution 1 mg/iml (Epaned) Tier 2 ST: Requires prior
prescription for Enalapril
tablets if 12 years of age or
older within the past 120
days; QL (1200 ML per 30
days)

enalapril maleate oral tablet 10 mg, 2.5  (Vasotec) Tier 1

mg, 20 mg, 5 mg

enalapril-hydrochlorothiazide oral tablet  (Vaseretic) Tier 1

10-25 mg

enalapril-hydrochlorothiazide oral tablet Tier 1

5-12.5 mg

eplerenone oral tablet 25 mg, 50 mg (Inspra) Tier 2

eprosartan oral tablet 600 mg Tier 2

ethacrynic acid oral tablet 25 mg (Edecrin) Tier 2 PA

felodipine oral tablet extended release Tier 2

24 hr 10 mg, 2.5 mg, 5 mg

fosinopril oral tablet 10 mg, 20 mg, 40 Tier 1

mg

fosinopril-hydrochlorothiazide oral tablet Tier 1

10-12.5 mg, 20-12.5 mg

FUROSCIX SUBCUTANEOUS KIT 80 Tier 4

MG/10 ML

furosemide oral solution 10 mg/ml, 