Changes to MetroPlusHealth’s Formulary

MetroPlusHealth may immediately remove a brand name drug on our Drug List if we are replacing it with a new generic drug that will
appear on the same or lower cost sharing tier and with the same or fewer restrictions. Or, when adding the new generic drug, we may
decide to keep the brand name drug on our Drug List, but immediately move it to a different cost-sharing tier or add new restrictions. We
may not tell you in advance before we make that change, but we will later provide you with information about the specific change(s) we
have made. Also, if the Food and Drug Administration deems a drug on our formulary to be unsafe or the drug’s manufacturer removes the
drug from the market, we may immediately remove the drug from our formulary and provide notice to members who take the drug.

Before we make other changes during the year to our Drug List that affect members currently taking a drug and that require us to provide
advance notice, we will notify affected members of the change at least 30 days before the change becomes effective, or at the time the
member requests a refill of the drug, at which time the member will receive a one-month supply of the drug.

If you are affected by a change in drug coverage or restriction, depending on the type of change, there may be different options to
consider. For example:

You may be able to use another drug on our Drug List to treat your medical condition. Alternative drug(s) are provided below to

help your prescriber to find a covered drug that might work for you. Ask your prescriber if one of the possible alternative drug(s) is
right for you.

You, your prescriber, or your authorized representative may also ask for an exception. The notice we provide you will also include
information on the steps to request an exception. To learn more about coverage decisions and how to ask for an exception, see
your Evidence of Coverage, or call Customer Care at 1-866-693-4615 (TTY: 711), 24hours a day, 7 days a week.

The table below outlines changes to our formulary that may impact you.
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Alternative

A . Drug(s Effective
Name of Affected Drug Description of Change Reason for Change Alternative Drug(s) * Coft( ) Date
Sharing Tier
AMABELZ TAB 0.5-0.1 MG Deletion Of Drug From Formulary Manufacturer Discontinuation ESTRADIOL & NORETHINDRONE ACETATE Tier 1 07/01/2024
TAB 0.5-0.1 MG
AMABELZ TAB 1-0.5MG Deletion Of Drug From Formulary Manufacturer Discontinuation ESTRADIOL & NORETHINDRONE ACETATE Tier 1 03/01/2024
TAB 1-0.5 MG; MIMVEY TAB 1-0.5 MG
AMOXICILLIN & K CLAVULANATE | Deletion Of Drug From Formulary Manufacturer Discontinuation AMOXICILLIN & K CLAVULANATE FOR SUSP Tier 1 10/01/2024
CHEW TAB 200-28.5 MG 200-28.5 MG/5ML
CEFACLOR SUS 125/5ML Deletion Of Drug From Formulary Manufacturer Discontinuation CEFACLOR SUS 250MG/5ML Tier 1 02/01/2024
CEFACLOR SUS 375/5ML Deletion Of Drug From Formulary Manufacturer Discontinuation CEFACLOR SUS 250MG/5ML Tier 1 02/01/2024
CEFTAZIDIME/ SOL D5W 1GM Deletion Of Drug From Formulary Manufacturer Discontinuation CEFTAZIDIME INJ Tier 1 02/01/2024
CEFTAZIDIME/ SOL D5W 2GM Deletion Of Drug From Formulary Manufacturer Discontinuation CEFTAZIDIME INJ Tier 1 02/01/2024
CIPROFLOXACIN HCLTAB 100 Deletion Of Drug From Formulary Manufacturer Discontinuation CIPROFLOXACIN HCL TAB 250 MG Tier 1 02/01/2024
MG
CLINDAMYCIN INJ 300MG/2ML Deletion Of Drug From Formulary Manufacturer Discontinuation CLINDAMYCIN INJ 600MG/4ML Tier 1 02/01/2024
CYCLOPHOSPHAMIDE INJ Deletion Of Drug From Formulary Manufacturer Discontinuation CYCLOPHOSPHAMIDE INJ 2GM/10ML Tier 1 09/01/2024
2GM/4ML
CYCLOSPORINE INJ 50MG/ML Deletion Of Drug From Formulary Manufacturer Discontinuation Consult Your Health Care Provider 09/01/2024
EFAVIRENZ CAP 200MG Deletion Of Drug From Formulary Manufacturer Discontinuation EFAVIRENZ TAB 600MG Tier 1 11/01/2024
EFAVIRENZ CAP 50MG Deletion Of Drug From Formulary Manufacturer Discontinuation EFAVIRENZ TAB 600MG Tier 1 11/01/2024
EMCYT CAP 140MG Deletion Of Drug From Formulary Manufacturer Discontinuation Consult Your Health Care Provider 05/01/2024
ERYTHROCIN TAB 250MG Deletion Of Drug From Formulary Manufacturer Discontinuation ERYTHROMYCIN TAB 250MG EC Tier 1 10/01/2024
EXKIVITY CAP 40MG Deletion Of Drug From Formulary Manufacturer Discontinuation Consult Your Health Care Provider 08/01/2024
FLEBOGAMMA DIF INJ Deletion Of Drug From Formulary Manufacturer Discontinuation BIVIGAM INJ 10GM/100ML; GAMMAPLEX Tier 1 03/01/2024
10GM/100ML INJ 10GM/100ML; OCTAGAM INJ
10GM/100ML; PRIVIGEN INJ 10GM/100ML
FLEBOGAMMA DIF INJ Deletion Of Drug From Formulary Manufacturer Discontinuation OCTAGAM INJ 2.5GM/50ML Tier 1 03/01/2024
2.5GM/50ML
FLEBOGAMMA DIF INJ Deletion Of Drug From Formulary Manufacturer Discontinuation GAMMAPLEX INJ 20GM/200ML; OCTAGAM Tier 1 03/01/2024
20GM/200ML INJ 20GM/200ML; PRIVIGEN INJ
20GM/200ML
FLEBOGAMMA DIF INJ Deletion Of Drug From Formulary Manufacturer Discontinuation BIVIGAM INJ 5GM/50ML; GAMMAPLEX INJ Tier 1 03/01/2024
5GM/50ML 5GM/50ML; OCTAGAM INJ 5GM/50ML;
PRIVIGEN INJ 5GM/50ML
GVOKE PFS INJ PREF SYRINGE Deletion Of Drug From Formulary Manufacturer Discontinuation GVOKE PFS INJ PREF SYRINGE 1MG/0.2ML; Tier 1 03/01/2024

0.5 MG/0.1ML

GVOKE HYPOPEN; GVOKE KIT
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Alternative

A . Drug(s Effective
Name of Affected Drug Description of Change Reason for Change Alternative Drug(s) * Coft( ) Date
Sharing Tier
HUMIRA PEDIA INJ CROHNS KIT Deletion Of Drug From Formulary Manufacturer Discontinuation HUMIRA PEN STARTER KIT CD/UC/HS Tier 1 08/01/2024
80 MG/0.8ML & 40 MG/0.4ML
HUMIRA PEDIATRIC CROHNS D Deletion Of Drug From Formulary Manufacturer Discontinuation HUMIRA PEN STARTER KIT CD/UC/HS Tier 1 08/01/2024
PSKT 80MG/0.8ML
HUMIRA PEN INJ CD/UC/HS Deletion Of Drug From Formulary Manufacturer Discontinuation HUMIRA PEN INJ 40MG/0.8ML Tier 1 04/01/2024
HUMIRA PEN-PS/UV STARTER Deletion Of Drug From Formulary Manufacturer Discontinuation HUMIRA PEN INJ KIT 40 MG/0.8ML Tier 1 08/01/2024
PNKT 40MG/0.8ML
LEXIVA SUS 50MG/ML Deletion Of Drug From Formulary Manufacturer Discontinuation FOSAMPRENAVIR TAB 700 MG Tier 1 10/01/2024
NEVIRAPINE TAB ER 100MG Deletion Of Drug From Formulary Manufacturer Discontinuation NEVIRAPINE TAB ER 400MG Tier 1 02/01/2024
OLOPATADINE DROPS 0.1% Deletion Of Drug From Formulary Manufacturer Discontinuation AZELASTINE HCL OPHTH SOLN 0.05% Tier 1 02/01/2024
PAROMOMYCIN CAP 250MG Deletion Of Drug From Formulary Manufacturer Discontinuation Consult Your Health Care Provider 04/01/2024
PENICILLIN G PROCAINE INJ Deletion Of Drug From Formulary Manufacturer Discontinuation PENICILLIN G POTASSIUM INJ SOLR 5000000 Tier 1 03/01/2024
SUSP 600000UNIT/ML UNIT, 20000000 UNIT
RISPERDAL CONSTA INJ 12.5MG Deletion Of Drug From Formulary Generic Available RISPERIDONE INJ 12.5MG ER Tier 1 05/01/2024
RISPERDAL CONSTA INJ 25MG Deletion Of Drug From Formulary Generic Available RISPERIDONE INJ 25MG ER Tier 1 05/01/2024
RISPERDAL CONSTA INJ 37.5MG Deletion Of Drug From Formulary Generic Available RISPERIDONE INJ 37.5MG ER Tier 1 05/01/2024
RISPERDAL CONSTA INJ 50MG Deletion Of Drug From Formulary Generic Available RISPERIDONE INJ 50MG ER Tier 1 05/01/2024
STAVUDINE CAP Deletion Of Drug From Formulary Manufacturer Discontinuation ABACAVIR TAB; EMTRICITABINE CAP; Tier 1 01/01/2024
LAMIVUDINE 150 MG, 300 MG TAB;
ZIDOVUDINE TAB
SYMJEPI  INJ0.15MG Deletion Of Drug From Formulary Manufacturer Discontinuation EPINEPHRINE INJ 0.15MG Tier 1 02/01/2024
SYMJEPI  INJ 0.3MG Deletion Of Drug From Formulary Manufacturer Discontinuation EPINEPHRINE INJ 0.3MG Tier 1 02/01/2024
SYNRIBO INJ 3.5MG Deletion Of Drug From Formulary Manufacturer Discontinuation ICLUSIG TAB; SCEMBLIX TAB Tier 1 02/01/2024
TAZTIA XT CAP Deletion Of Drug From Formulary Manufacturer Discontinuation DILTIAZEM HCL ER BEADS CAP; TIADYLT CAP Tier 1 09/01/2024
TRICARE TAB PRENATAL Deletion Of Drug From Formulary Manufacturer Discontinuation PRENATAL TAB 27-1MG Tier 1 01/01/2024
VANADOM TAB 350MG Deletion Of Drug From Formulary Manufacturer Discontinuation CARISOPRODOL TAB 350 MG Tier 1 03/01/2024
VOTRIENT TAB 200MG Deletion Of Drug From Formulary Generic Available PAZOPANIB HCL TAB 200 MG Tier 1 05/01/2024
VRAYLAR CAP 1.5-3MG Deletion Of Drug From Formulary Manufacturer Discontinuation VRAYLAR CAP Tier 1 06/01/2024
ZEJULA CAP 100MG Deletion Of Drug From Formulary Manufacturer Discontinuation ZEJULA TAB Tier 1 09/01/2024
ZOLEDRONIC ACID IV SOLN 4 Deletion Of Drug From Formulary Manufacturer Discontinuation ZOLEDRONIC ACID INJ 4MG/5ML Tier 1 10/01/2024

MG/100ML
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*Alternative drug(s) are drugs that you could consider with your prescriber. Only your prescriber can determine alternative drugs
that are appropriate for you given the individualized nature of drug therapy. Please consult your prescriber to confirm if this is an
appropriate drug for you.
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Cambios al Formulario de MetroPlusHealth

MetroPlusHealth puede eliminar de inmediato un medicamento de marca en nuestra Lista de medicamentos si lo reemplazamos con un
nuevo medicamento geneérico, que aparecera en el mismo nivel de costos compartidos o menor y con las mismas restricciones o menos.
O bien, al agregar el nuevo medicamento genérico, podemos decidir mantener el medicamento de marca en nuestra Lista de
medicamentos, pero moverlo inmediatamente a un nivel de costo compartido diferente o agregar nuevas restricciones. Es posible que no
le informemos con anticipacion antes de hacer ese cambio, pero luego le brindaremos informacién sobre los cambios especificos que
hemos realizado. Ademas, si la Administracion de Alimentos y Medicamentos considera que un medicamento de nuestro Formulario no
es seguro o si el fabricante del medicamento lo retira del mercado, podemos eliminar de inmediato el medicamento de nuestro Formulario
y les avisaremos a los miembros que toman el medicamento.

Durante todo el afio, antes de hacer otros cambios a nuestra Lista de medicamentos que afecten a miembros que actualmente toman un
medicamento y que debamos natificarles con anticipacion, daremos aviso del cambio a los miembros afectados por lo menos 30 dias antes
de que el cambio entre en vigor, o cuando el miembro solicite que se surtan sus medicamentos, momento en el que el miembro recibira
un suministro para un mes del medicamento.

Si usted es afectado por un cambio en la cobertura de medicamentos o en las restricciones, dependiendo del tipo de cambio, podria
haber diferentes opciones a considerar. Por ejemplo:

Es posible que pueda tomar otro medicamento de la Lista de medicamentos para tratar su afeccibn médica. A continuacion, se
muestran medicamentos alternativos para ayudarle a su profesional médico a encontrar un medicamento cubierto que pueda
funcionar en su caso. Preglntele a su profesional médico si alguno de los posibles medicamentos alternativos es una buena opcién
para usted.

Usted, su profesional médico o su representante autorizado también pueden solicitar una excepcion. El aviso que le haremos llegar
también incluird informacion sobre los pasos que debe seguir para solicitar una excepcion. Para ver mas informacion acerca de las
decisiones sobre la cobertura y como solicitar una excepcion, consulte su evidencia de cobertura o llame al Servicio de Atencién
al Cliente al teléfono 1-866-693-4615 (TTY: 711), las 24 horas del dia, los 7 dias de la semana.

La siguiente tabla describe los cambios a nuestro Formulario que podrian afectarlo:
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Nivel de costo

compartido de Fecha de
Nombre del _ . . . . .
. Descripcion del cambio Motivo del cambio Medicamentos alternativos * los entrada en
medicamento afectado . .
medicamentos vigor
alternativos

AMABELZ TAB 0.5-0.1 MG Eliminacién del medicamento del Descontinuacién del fabricante ESTRADIOL & NORETHINDRONE ACETATE Tier 1 07/01/2024
Formulario TAB 0.5-0.1 MG

AMABELZ TAB 1-0.5MG Eliminacién del medicamento del Descontinuacién del fabricante ESTRADIOL & NORETHINDRONE ACETATE Tier1 03/01/2024
Formulario TAB 1-0.5 MG; MIMVEY TAB 1-0.5 MG

AMOXICILLIN & K Eliminacién del medicamento del Descontinuacién del fabricante AMOXICILLIN & K CLAVULANATE FOR SUSP Tier 1 10/01/2024

CLAVULANATE CHEW TAB 200- Formulario 200-28.5 MG/5ML

28.5 MG

CEFACLOR SUS 125/5ML Eliminacién del medicamento del Descontinuacion del fabricante CEFACLOR SUS 250MG/5ML Tier 1 02/01/2024
Formulario

CEFACLOR SUS 375/5ML Eliminacién del medicamento del Descontinuacién del fabricante CEFACLOR SUS 250MG/5ML Tier1 02/01/2024
Formulario

CEFTAZIDIME/ SOL D5W 1GM Eliminacién del medicamento del Descontinuacion del fabricante CEFTAZIDIME INJ Tier 1 02/01/2024
Formulario

CEFTAZIDIME/ SOL D5W 2GM Eliminacién del medicamento del Descontinuacién del fabricante CEFTAZIDIME INJ Tier1 02/01/2024
Formulario

CIPROFLOXACIN HCL TAB 100 Eliminacién del medicamento del Descontinuacién del fabricante CIPROFLOXACIN HCL TAB 250 MG Tier 1 02/01/2024

MG Formulario

CLINDAMYCIN INJ 300MG/2ML Eliminacién del medicamento del Descontinuacién del fabricante CLINDAMYCIN INJ 600MG/4ML Tier1 02/01/2024
Formulario

CYCLOPHOSPHAMIDE INJ Eliminacién del medicamento del Descontinuacién del fabricante CYCLOPHOSPHAMIDE INJ 2GM/10ML Tier 1 09/01/2024

2GM/4ML Formulario

CYCLOSPORINE INJ 50MG/ML Eliminacién del medicamento del Descontinuacién del fabricante Consult Your Health Care Provider 09/01/2024
Formulario

EFAVIRENZ CAP 200MG Eliminacién del medicamento del Descontinuacién del fabricante EFAVIRENZ TAB 600MG Tier 1 11/01/2024
Formulario

EFAVIRENZ CAP 50MG Eliminacién del medicamento del Descontinuacién del fabricante EFAVIRENZ TAB 600MG Tier 1 11/01/2024
Formulario

EMCYT CAP 140MG Eliminacién del medicamento del Descontinuacién del fabricante Consult Your Health Care Provider 05/01/2024
Formulario

ERYTHROCIN TAB 250MG Eliminacién del medicamento del Descontinuacién del fabricante ERYTHROMYCIN TAB 250MG EC Tier 1 10/01/2024
Formulario

EXKIVITY CAP 40MG Eliminacién del medicamento del Descontinuacién del fabricante Consult Your Health Care Provider 08/01/2024
Formulario

FLEBOGAMMA DIF INJ Eliminacién del medicamento del Descontinuacién del fabricante BIVIGAM INJ 10GM/100ML; GAMMAPLEX Tier 1 03/01/2024

10GM/100ML Formulario INJ 10GM/100ML; OCTAGAM INJ

10GM/100ML; PRIVIGEN INJ 10GM/100ML
FLEBOGAMMA DIF INJ Eliminacién del medicamento del Descontinuacion del fabricante OCTAGAM INJ 2.5GM/50ML Tier 1 03/01/2024

2.5GM/50ML

Formulario
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Nivel de costo

compartido de Fecha de
Nombre del _ . . . . .
. Descripcion del cambio Motivo del cambio Medicamentos alternativos * los entrada en
medicamento afectado . .
medicamentos vigor
alternativos
FLEBOGAMMA DIF INJ Eliminacién del medicamento del Descontinuacién del fabricante GAMMAPLEX INJ 20GM/200ML; OCTAGAM Tier 1 03/01/2024
20GM/200ML Formulario INJ 20GM/200ML; PRIVIGEN INJ
20GM/200ML
FLEBOGAMMA DIF INJ Eliminacién del medicamento del Descontinuacién del fabricante BIVIGAM INJ 5GM/50ML; GAMMAPLEX INJ Tier 1 03/01/2024
5GM/50ML Formulario 5GM/50ML; OCTAGAM INJ 5GM/50ML;
PRIVIGEN INJ 5GM/50ML
GVOKE PFS INJ PREF SYRINGE Eliminacién del medicamento del Descontinuacién del fabricante GVOKE PFS INJ PREF SYRINGE 1MG/0.2ML; Tier1 03/01/2024
0.5 MG/0.1ML Formulario GVOKE HYPOPEN; GVOKE KIT
HUMIRA PEDIA INJ CROHNS KIT | Eliminacién del medicamento del Descontinuacion del fabricante HUMIRA PEN STARTER KIT CD/UC/HS Tier 1 08/01/2024
80 MG/0.8ML & 40 MG/0.4ML Formulario
HUMIRA PEDIATRIC CROHNS D Eliminacién del medicamento del Descontinuacion del fabricante HUMIRA PEN STARTER KIT CD/UC/HS Tier 1 08/01/2024
PSKT 80MG/0.8ML Formulario
HUMIRA PEN INJ CD/UC/HS Eliminacién del medicamento del Descontinuacion del fabricante HUMIRA PEN INJ 40MG/0.8ML Tier 1 04/01/2024
Formulario
HUMIRA PEN-PS/UV STARTER Eliminacién del medicamento del Descontinuacion del fabricante HUMIRA PEN INJ KIT 40 MG/0.8ML Tier 1 08/01/2024
PNKT 40MG/0.8ML Formulario
LEXIVA SUS 50MG/ML Eliminacién del medicamento del Descontinuacién del fabricante FOSAMPRENAVIR TAB 700 MG Tier1 10/01/2024
Formulario
NEVIRAPINE TAB ER 100MG Eliminacién del medicamento del Descontinuacién del fabricante NEVIRAPINE TAB ER 400MG Tier 1 02/01/2024
Formulario
OLOPATADINE DROPS 0.1% Eliminacién del medicamento del Descontinuacién del fabricante AZELASTINE HCL OPHTH SOLN 0.05% Tier1 02/01/2024
Formulario
PAROMOMYCIN CAP 250MG Eliminacién del medicamento del Descontinuacién del fabricante Consult Your Health Care Provider 04/01/2024
Formulario
PENICILLIN G PROCAINE INJ Eliminacién del medicamento del Descontinuacién del fabricante PENICILLIN G POTASSIUM INJ SOLR 5000000 | Tier 1 03/01/2024
SUSP 600000UNIT/ML Formulario UNIT, 20000000 UNIT
RISPERDAL CONSTA INJ 12.5MG | Eliminacién del medicamento del Genérico disponible RISPERIDONE INJ 12.5MG ER Tier 1 05/01/2024
Formulario
RISPERDAL CONSTA INJ 25MG Eliminacién del medicamento del Genérico disponible RISPERIDONE INJ 25MG ER Tier1 05/01/2024
Formulario
RISPERDAL CONSTA INJ 37.5MG | Eliminaciéon del medicamento del Genérico disponible RISPERIDONE INJ 37.5MG ER Tier 1 05/01/2024
Formulario
RISPERDAL CONSTA INJ 50MG Eliminacién del medicamento del Genérico disponible RISPERIDONE INJ 50MG ER Tier1 05/01/2024
Formulario
STAVUDINE CAP Eliminacién del medicamento del Descontinuacién del fabricante ABACAVIR TAB; EMTRICITABINE CAP; Tier 1 01/01/2024
Formulario LAMIVUDINE 150 MG, 300 MG TAB;
ZIDOVUDINE TAB
SYMIJEPI  INJ0.15MG Eliminacién del medicamento del Descontinuacién del fabricante EPINEPHRINE INJ 0.15MG Tier 1 02/01/2024

Formulario
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Nivel de costo

compartido de Fecha de
Nombre del _ . . . . .
. Descripcion del cambio Motivo del cambio Medicamentos alternativos * los entrada en
medicamento afectado . .
medicamentos vigor
alternativos

SYMIJEPI  INJ0.3MG Eliminacién del medicamento del Descontinuacién del fabricante EPINEPHRINE INJ 0.3MG Tier 1 02/01/2024
Formulario

SYNRIBO INJ 3.5MG Eliminacién del medicamento del Descontinuacién del fabricante ICLUSIG TAB; SCEMBLIX TAB Tier1 02/01/2024
Formulario

TAZTIA XT CAP Eliminacién del medicamento del Descontinuacién del fabricante DILTIAZEM HCL ER BEADS CAP; TIADYLT CAP | Tier1 09/01/2024
Formulario

TRICARE TAB PRENATAL Eliminacién del medicamento del Descontinuacién del fabricante PRENATAL TAB 27-1MG Tier1 01/01/2024
Formulario

VANADOM TAB 350MG Eliminacién del medicamento del Descontinuacién del fabricante CARISOPRODOL TAB 350 MG Tier 1 03/01/2024
Formulario

VOTRIENT TAB 200MG Eliminacién del medicamento del Genérico disponible PAZOPANIB HCL TAB 200 MG Tier1 05/01/2024
Formulario

VRAYLAR CAP 1.5-3MG Eliminacién del medicamento del Descontinuacién del fabricante VRAYLAR CAP Tier 1 06/01/2024
Formulario

ZEJULA CAP 100MG Eliminacién del medicamento del Descontinuacién del fabricante ZEJULA TAB Tier 1 09/01/2024
Formulario

ZOLEDRONIC ACID IV SOLN 4 Eliminacién del medicamento del Descontinuacién del fabricante ZOLEDRONIC ACID INJ 4MG/5ML Tier1 10/01/2024

MG/100ML

Formulario

*Los medicamentos alternativos son medicamentos cuyo uso puede considerar, junto con su profesional médico. Solamente su
profesional médico puede determinar los medicamentos alternativos que son apropiados para usted, dada la naturaleza
personalizada de la terapia farmacéutica. Consulte a su profesional médico para confirmar si este es un medicamento apropiado

para usted.
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AMABELZ TAB 0.5-0.1 MG BwmEE (T —E%) TG B G (2 ESTRADIOL & NORETHINDRONE ACETATE Tier 1 07/01/2024
TAB 0.5-0.1 MG
AMABELZ TAB 1-0.5MG @t (BET—EZR) Pk bR ESTRADIOL & NORETHINDRONE ACETATE Tier 1 03/01/2024
TAB 1-0.5 MG; MIMVEY TAB 1-0.5 MG
AMOXICILLIN & K CLAVULANATE | Z£5.7¢ (i—&E42) s B PG (2 AMOXICILLIN & K CLAVULANATE FORSUSP | Tier 1 10/01/2024
CHEW TAB 200-28.5 MG 200-28.5 MG/5ML
CEFACLOR SUS 125/5ML @t (BT8R PR bR CEFACLOR SUS 250MG/5ML Tier 1 02/01/2024
CEFACLOR SUS 375/5ML BwmE (T —EE) TG B G (2 CEFACLOR SUS 250MG/5ML Tier 1 02/01/2024
CEFTAZIDIME/ SOL D5W 1GM @t (BT8R Pk Bt CEFTAZIDIME INJ Tier 1 02/01/2024
CEFTAZIDIME/ SOL D5W 2GM gttt (EF—ER) Pk BT CEFTAZIDIME INJ Tier 1 02/01/2024
CIPROFLOXACIN HCL TAB 100 BwmE (T —EE) TG B G (2 CIPROFLOXACIN HCL TAB 250 MG Tier 1 02/01/2024
MG
CLINDAMYCIN INJ 300MG/2ML gt (EF—ER) Pk B CLINDAMYCIN INJ 600MG/4ML Tier 1 02/01/2024
CYCLOPHOSPHAMIDE INJ BwmEE (T —EE) TG B G (2 CYCLOPHOSPHAMIDE INJ 2GM/10ML Tier 1 09/01/2024
2GM/4ML
CYCLOSPORINE INJ 50MG/ML @t (BET—EZR) Pk bR Consult Your Health Care Provider 09/01/2024
EFAVIRENZ CAP 200MG BwmE (T —EE) TG B G (2 EFAVIRENZ TAB 600MG Tier 1 11/01/2024
EFAVIRENZ CAP 50MG @t (BT8R Pk Bt EFAVIRENZ TAB 600MG Tier 1 11/01/2024
EMCYT CAP 140MG @it (EHF—EE) Pk B Consult Your Health Care Provider 05/01/2024
ERYTHROCIN TAB 250MG @t (BT8R Pk bR ERYTHROMYCIN TAB 250MG EC Tier 1 10/01/2024
EXKIVITY CAP 40MG @it (EF—ER) Pk B Consult Your Health Care Provider 08/01/2024
FLEBOGAMMA DIF INJ BwmE (T —EE) TG B PG (2 BIVIGAM INJ 10GM/100ML; GAMMAPLEX Tier 1 03/01/2024
10GM/100ML INJ 10GM/100ML; OCTAGAM INJ
10GM/100ML; PRIVIGEN INJ 10GM/100ML
FLEBOGAMMA DIF INJ BwmE (T —EE) TG B G (2 OCTAGAM INJ 2.5GM/50ML Tier 1 03/01/2024
2.5GM/50ML
FLEBOGAMMA DIF INJ @t (BET—EZR) Pk bR GAMMAPLEX INJ 20GM/200ML; OCTAGAM Tier 1 03/01/2024
20GM/200ML INJ 20GM/200ML; PRIVIGEN INJ
20GM/200ML
FLEBOGAMMA DIF INJ @t (BT8R Pk Bt pg(EE BIVIGAM INJ 5GM/50ML; GAMMAPLEX INJ Tier 1 03/01/2024
5GM/50ML 5GM/50ML; OCTAGAM INJ 5GM/50ML;
PRIVIGEN INJ 5GM/50ML
GVOKE PFS INJ PREF SYRINGE B (R —EE) TG ARG GVOKE PFS INJ PREF SYRINGE 1MG/0.2ML; Tier 1 03/01/2024
0.5 MG/0.1ML GVOKE HYPOPEN; GVOKE KIT
HUMIRA PEDIA INJ CROHNS KIT @it (EF—ER) kR B HUMIRA PEN STARTER KIT CD/UC/HS Tier 1 08/01/2024
80 MG/0.8ML & 40 MG/0.4ML
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HUMIRA PEDIATRIC CROHNS D | 0% (BT —E72) T B G (2 HUMIRA PEN STARTER KIT CD/UC/HS Tier 1 08/01/2024
PSKT 80MG/0.8ML

HUMIRA PEN INJ CD/UC/HS @t (BET—EZR) Pk bR HUMIRA PEN INJ 40MG/0.8ML Tier 1 04/01/2024
HUMIRA PEN-PS/UV STARTER BwmEE (T —EE) TG B G (2 HUMIRA PEN INJ KIT 40 MG/0.8ML Tier 1 08/01/2024
PNKT 40MG/0.8ML

LEXIVA SUS 50MG/ML @t (BT8R Pk by 3 FOSAMPRENAVIR TAB 700 MG Tier 1 10/01/2024
NEVIRAPINE TAB ER 100MG @it (EF—ER) kR B NEVIRAPINE TAB ER 400MG Tier 1 02/01/2024
OLOPATADINE DROPS 0.1% B () —E) TG BLERG (S AZELASTINE HCL OPHTH SOLN 0.05% Tier 1 02/01/2024
PAROMOMYCIN CAP 250MG @t (BT8R Pk bR Consult Your Health Care Provider 04/01/2024
PENICILLIN G PROCAINE INJ BwEE (T —EE) TG B G (2 PENICILLIN G POTASSIUM INJ SOLR 5000000 | Tier 1 03/01/2024
SUSP 600000UNIT/ML UNIT, 20000000 UNIT

RISPERDAL CONSTA INJ 12.5MG @t (BT8R Pk 47w n] RISPERIDONE INJ 12.5MG ER Tier 1 05/01/2024
RISPERDAL CONSTA INJ 25MG BwmEE (T —EE) TG B84 ] ] RISPERIDONE INJ 25MG ER Tier 1 05/01/2024
RISPERDAL CONSTA INJ 37.5MG @t (BT8R Pk 47w n] RISPERIDONE INJ 37.5MG ER Tier 1 05/01/2024
RISPERDAL CONSTA INJ 50MG BwmE (T —EE) TG B84 ] ] RISPERIDONE INJ 50MG ER Tier 1 05/01/2024
STAVUDINE CAP B (R —EE) TG ARG ABACAVIR TAB; EMTRICITABINE CAP; Tier 1 01/01/2024

LAMIVUDINE 150 MG, 300 MG TAB;
ZIDOVUDINE TAB

SYMJEPI  INJ 0.15MG BwEE (T —EE) TG B G (2 EPINEPHRINE INJ 0.15MG Tier 1 02/01/2024
SYMIJEPI  INJ 0.3MG @t (BT8R Pk bR EPINEPHRINE INJ 0.3MG Tier 1 02/01/2024
SYNRIBO INJ 3.5MG BwmE (T —EE) TG B G (2 ICLUSIG TAB; SCEMBLIX TAB Tier 1 02/01/2024
TAZTIA XT CAP @t (BT8R Pk bR DILTIAZEM HCL ER BEADS CAP; TIADYLT CAP Tier 1 09/01/2024
TRICARE TAB PRENATAL @it (EF—ER) kR B PRENATAL TAB 27-1MG Tier 1 01/01/2024
VANADOM TAB 350MG B () —E) TG BETG S CARISOPRODOL TAB 350 MG Tier 1 03/01/2024
VOTRIENT TAB 200MG @t (BT8R Pk 47w n] PAZOPANIB HCL TAB 200 MG Tier 1 05/01/2024
VRAYLAR CAP 1.5-3MG BwmE (T —EE) TG B G (2 VRAYLAR CAP Tier 1 06/01/2024
ZEJULA CAP 100MG @t (BT8R Pk bR ZEJULA TAB Tier 1 09/01/2024
ZOLEDRONIC ACID IV SOLN 4 BwmE (T —EE) TG B PG (2 ZOLEDRONIC ACID INJ 4MG/5ML Tier 1 10/01/2024

MG/100ML
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