Changes to MetroPlusHealth’s Formulary

We may immediately remove a drug from our formulary if we are replacing it with a certain new version of that drug that will appear on the
same or lower cost-sharing tier and with the same or fewer restrictions. When we add a new version of a drug to our formulary, we may
decide to keep the brand name drug or original biological product on our formulary, but immediately move it to a different cost-sharing tier
or add new restrictions. If you are currently taking the brand name drug or original biological product, we may not tell you in advance before
we make an immediate change, but we will later provide you with information about the specific change(s) we have made.

If a drug is withdrawn from sale by the manufacturer or the Food and Drug Administration (FDA) determines to be withdrawn for safety or
effectiveness reasons, we may immediately remove the drug from our formulary and later 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 require us to provide advance
notice, we will notify affected members of the change at least thirty (30) days before the change becomes effective, or at the time the member
requests a refill of the drug for which 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 can also ask us to make an exception for you. 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), 24 hours a day, 7 days a week.

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

Drug(s) Effective
Name of Affected Drug Description of Change Reason for Change Alternative Drug(s) * Cost- Date
Sharing
Tier
AMOXICILLIN & K
CLAVULANATE CHEW TAB Deletion Of Drug From Formulary Manufacturer Discontinuation AMOXICILLIN & K CLAVULANATE FOR Tier 1 01/01/2025
SUSP 200-28.5 MG/5ML
200-28.5 MG
AMOXICILLIN & K
CLAVULANATE CHEW TAB Deletion Of Drug From Formulary Manufacturer Discontinuation AMOXICILLIN & K CLAVULANATE FOR Tier 1 05/01/2025
SUSP 400-57 MG/SML
400-57 MG
CORLANOR TAB Deletion Of Drug From Formulary Generic Available IVABRADINE TAB Tier 1 01/01/2025
DESOGESTREL-ETHINYL
ESTRADIOL TAB 0.15- Deletion Of Drug From Formulary Manufacturer Discontinuation KARIVA TAB 0.15-0.02/0.01 MG (21/5) Tier 1 08/01/2025
0.02/0.01 MG (21/5)
DROXIA CAP Deletion Of Drug From Formulary Manufacturer Discontinuation Consult Your Health Care Provider 03/01/2025
DUPIXENT INJ 100MG/0.67ML | Deletion Of Drug From Formulary Manufacturer Discontinuation DUPIXENT INJ 200MG/1.14ML Tier 1 02/01/2025
ENDARI POW 5GM Deletion Of Drug From Formulary Generic Available L-GLUTAMINE POW 5GM Tier 1 01/01/2025
ERYTHROCIN TAB 250MG Deletion Of Drug From Formulary Manufacturer Discontinuation ERYTHROMYCIN TAB 250MG BS Tier 1 01/01/2025
FENTANYL OT LOZ Deletion Of Drug From Formulary Manufacturer Discontinuation MORPHINE SULFATE TAB Tier 1 02/01/2025
ITS/SE? ORBIDE MONONITRATE Deletion Of Drug From Formulary Manufacturer Discontinuation ISOSORB MONONITRATE TAB ER Tier 1 05/01/2025
LEENA TAB Deletion Of Drug From Formulary Manufacturer Discontinuation ARANELLE TAB Tier 1 05/01/2025
LEUKERAN TAB 2MG Deletion Of Drug From Formulary Medicare Will No Longer Cover Consult Your Health Care Provider 01/01/2025
LIBERVANT FILM Deletion Of Drug From Formulary Manufacturer Discontinuation VALTOCO LIQD Tier 1 07/01/2025
%ISAI{G(?&%?IN 24FETAB 1- Deletion Of Drug From Formulary Manufacturer Discontinuation HAILEY 24 FE TAB 1-20 MG-MCG Tier 1 02/01/2025
NATACYN SUS 5% OP Deletion Of Drug From Formulary Medicare Will No Longer Cover Consult Your Health Care Provider 01/01/2025
NORETHINDRONE &
ETHINYL ESTRADIOL-FE . . . . .
TAB CHEWABLE 0.8 MG- Deletion Of Drug From Formulary Manufacturer Discontinuation KAITLIB FE TAB CHEWABLE 0.8 MG-25MCG | Tier 1 05/01/2025
25MCG
NORETHINDRONE ACETATE
& ETHINYL ESTRADIOL TAB | Deletion Of Drug From Formulary Manufacturer Discontinuation MICROGESTIN TAB 1.5MG/30MCG Tier 1 07/01/2025
1.5 MG-30 MCG
NYMYO TAB 0.25MG-35MCG | Deletion Of Drug From Formulary Manufacturer Discontinuation ON(;SRB? gggﬁ/ch C;F E-ETHINYL ESTRADIOL TAB Tier 1 02/01/2025
PREHEVBRIO SUS . . . . ENGERIX-B INJ; HEPLISAV-B INJ; .
10MCG/ML Deletion Of Drug From Formulary Manufacturer Discontinuation RECOMBIVAX HB INJ Tier 1 03/01/2025
?&T\;/?é]/\f\[/[]\ﬁUNE SOL Deletion Of Drug From Formulary Manufacturer Discontinuation CYCLOSPORINE CAP Tier 1 01/01/2025
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Alternative
Drug(s) Effective
Name of Affected Drug Description of Change Reason for Change Alternative Drug(s) * Cost- Date
Sharing
Tier
SELZENTRY TAB 25MG Deletion Of Drug From Formulary Manufacturer Discontinuation SELZENTRY SOL 20MG/ML Tier 1 02/01/2025
SELZENTRY TAB 75MG Deletion Of Drug From Formulary Manufacturer Discontinuation SELZENTRY SOL 20MG/ML Tier 1 02/01/2025
SPRYCEL TAB Deletion Of Drug From Formulary Generic Available DASATINIB TAB Tier 1 02/01/2025
TABLOID TAB 40MG Deletion Of Drug From Formulary Medicare Will No Longer Cover Consult Your Health Care Provider 01/01/2025
TDVAXINJ 2-2 LF Deletion Of Drug From Formulary Manufacturer Discontinuation TENIVAC INJ 5-2LF Tier 1 03/01/2025
TOBRADEX ST SUS 0.3-0.05% | Deletion Of Drug From Formulary | Medicare Will No Longer Cover g?gRAMYCIN'DEXAMETHASONE SUSO3- | Tier 1 01/01/2025
. 0

VRAYLAR CAP 1.5-3MG Deletion Of Drug From Formulary Manufacturer Discontinuation VRAYLAR CAP Tier 1 02/01/2025
ZERVIATE DRO 0.24% Deletion Of Drug From Formulary Medicare Will No Longer Cover AZELASTINE DRO 0.05% Tier 1 01/01/2025
ZYPREXA RELPREVV INJ Deletion Of Drug From Formulary Manufacturer Discontinuation RISPERIDONE ER INJ Tier 1 02/01/2025

* 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.

CY2025_08.01_1T_SNP



Cambios en el formulario de MetroPlusHealth

Es posible que eliminemos de inmediato un medicamento de nuestro formulario si lo sustituimos por una nueva version especifica de ese
medicamento que aparecera en el mismo nivel de costo compartido o en uno inferior y con las mismas restricciones o menos. Cuando
agregamos una nueva version de un medicamento a nuestro formulario, podemos decidir mantener el medicamento de marca o el producto
bioldgico original en nuestro formulario, pero trasladarlo de inmediato a un nivel de costo compartido diferente o agregar nuevas
restricciones. Si actualmente toma el medicamento de marca o el producto bioldgico original, es posible que no se lo informemos con
anticipacion antes de realizar un cambio inmediato; sin embargo, mas adelante le brindaremos informacion sobre los cambios especificos
que hayamos realizado.

Si el fabricante retira un medicamento de la venta o la Administracion de Alimentos y Medicamentos (Food and Drug Administration,
FDA) determina que debe retirarse por razones de seguridad o eficacia, podemos eliminar de inmediato el medicamento de nuestro
formulario y, luego, notificar a los miembros que toman el medicamento.

Antes de realizar otros cambios durante el afio en nuestra Lista de medicamentos que afecten a los miembros que actualmente toman un
medicamento y deban recibir un aviso previo, le notificaremos a los miembros afectados acerca del cambio al menos treinta (30) dias antes
de que este entre en vigor, o en el momento en que el miembro solicita una reposicion del medicamento, para el cual recibira un suministro
del medicamento para un mes.

Si usted se ve 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 afeccion médica. A continuacion, se
muestran medicamentos alternativos para que el profesional que receta encuentre un medicamento con cobertura que sea eficaz para
usted. Pregtntele si alguno de los posibles medicamentos alternativos es una buena opcién para usted.

Usted, el profesional que receta o su representante autorizado también pueden pedirnos hacer una excepcion en su caso. El aviso que
le enviaremos también incluird informacion sobre los pasos que debe seguir para solicitar una excepcion. Para obtener mas
informacion sobre las decisiones de cobertura y como solicitar una excepcion, consulte su Evidencia de cobertura o llame a
Atencion al Cliente al 1-866-693-4615 (TTY: 711), las 24 horas del dia, los 7 dias de la semana.
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Nivel de costo

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

AMOXICILLIN & K . )

CLAVULANATE CHEW TAB | Eliminacion del medicamento del Descontinuacién del fabricante AMOXICILLIN & K CLAVULANATE FOR Tier 1 01/01/2025
formulario SUSP 200-28.5 MG/5ML

200-28.5 MG

AMOXICILLIN & K . )

CLAVULANATE CHEW TAB | Eliminacion del medicamento del Descontinuacion del fabricante AMOXICILLIN & K CLAVULANATE FOR Tier 1 05/01/2025
formulario SUSP 400-57 MG/5ML

400-57 MG

CORLANOR TAB gﬁ;ﬁggn del medicamento del Genérico disponible IVABRADINE TAB Tier 1 01/01/2025

DESOGESTREL-ETHINYL Eliminacion del medicamento del

ESTRADIOL TAB 0.15- formulario Descontinuacion del fabricante KARIVA TAB 0.15-0.02/0.01 MG (21/5) Tier 1 08/01/2025

0.02/0.01 MG (21/5)

DROXIA CAP ]fsol;rmniﬁzggn del medicamento del Descontinuacion del fabricante Consult Your Health Care Provider 03/01/2025

DUPIXENT INJ Eliminacion del medicamento del . ., . .

L0OMG/0.67ML formulario Descontinuacion del fabricante DUPIXENT INJ 200MG/1.14ML Tier 1 02/01/2025

ENDARI POW 5GM g;m‘izfl‘(‘)’“ del medicamento del Genérico disponible L-GLUTAMINE POW 5GM Tier 1 01/01/2025

ERYTHROCIN TAB 250MG gﬁ;ﬁggn del medicamento del Descontinuacion del fabricante ERYTHROMYCIN TAB 250MG BS Tier 1 01/01/2025

FENTANYL OT LOZ gﬁ;‘}iﬁ:ﬁn del medicamento del Descontinuacion del fabricante MORPHINE SULFATE TAB Tier 1 02/01/2025

ISOSORBIDE MONONITRATE | Eliminacién del medicamento del Descontinuacion del fabricante ISOSORB MONONITRATE TAB ER Tier 1 05/01/2025

TAB formulario

LEENA TAB g;m‘izfl‘(‘)’“ del medicamento del Descontinuacion del fabricante ARANELLE TAB Tier 1 05/01/2025

LEUKERAN TAB 2MG ]fE()l;rr;lLr;::ilgn del medicamento del Medicare ya no lo cubrira Consult Your Health Care Provider 01/01/2025

LIBERVANT FILM gﬁ;‘}iﬁ:ﬁn del medicamento del Descontinuacion del fabricante VALTOCO LIQD Tier 1 07/01/2025

MICROGESTIN 24 FE TAB 1- | Eliminacién del medicamento del Descontinuacion del fabricante HAILEY 24 FE TAB 1-20 MG-MCG Tier 1 02/01/2025

20 MG-MCG formulario

NATACYN SUS 5% OP g;ﬁtﬁzﬁgn del medicamento del Medicare ya no lo cubrira Consult Your Health Care Provider 01/01/2025

NORETHINDRONE &

ETHINYL ESTRADIOL-FE Eliminacién del medicamento del . ., . .

TAB CHEWABLE 0.8 MG- formulario Descontinuacion del fabricante KAITLIB FE TAB CHEWABLE 0.8 MG-25MCG | Tier 1 05/01/2025

25MCG

NORETHINDRONE ACETATE | . . .. . o del

& ETHINYL ESTRADIOL TAB | - unacion del medicamento de Descontinuacion del fabricante MICROGESTIN TAB 1.5MG/30MCG Tier 1 07/01/2025
formulario

1.5 MG-30 MCG

NYMYO TAB 0.25MG-35MCG | Climinacion del medicamento del Descontinuacion del fabricante NORGESTIMATE-ETHINYL ESTRADIOL Tier 1 02/01/2025

formulario

TAB 0.25MG-35MCG
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Nivel de costo

Nombre del compartido Fecha de
. Descripcion del cambio Motivo del cambio Medicamentos alternativos * de los entrada en
medicamento afectado . .
medicamentos vigor
alternativos
PREHEVBRIO SUS Eliminacién del medicamento del . - . ENGERIX-B INJ; HEPLISAV-B INJ; .
10MCG/ML formulario Descontinuacion del fabricante RECOMBIVAX HB INJ Tier 1 03/01/2025
SANDIMMUNE SOL Eliminacion del medicamento del Descontinuacion del fabricante CYCLOSPORINE CAP Tier 1 01/01/2025
100MG/ML formulario
SELZENTRY TAB 25MG gg‘u‘}zﬁ‘(‘)’“ del medicamento del Descontinuacion del fabricante SELZENTRY SOL 20MG/ML Tier 1 02/01/2025
SELZENTRY TAB 75MG gﬁ;ﬁ;ﬁ‘gn del medicamento del Descontinuacion del fabricante SELZENTRY SOL 20MG/ML Tier 1 02/01/2025
SPRYCEL TAB Eliminacién del medicamento del Genérico disponible DASATINIB TAB Tier 1 02/01/2025
formulario
TABLOID TAB 40MG pliminacion del medicamento del | vfeqicare ya no lo cubrira Consult Your Health Care Provider 01/01/2025
TDVAX INJ 2-2 LF gg‘u‘}zﬁ‘(‘)’“ del medicamento del Descontinuacion del fabricante TENIVAC INJ 5-2LF Tier 1 03/01/2025
TOBRADEX ST SUS 0.3-0.05% Ehmmacllon del medicamento del Medicare ya no lo cubrir TOBRAMYCIN-DEXAMETHASONE SUS 0.3- Tier 1 01/01/2025
formulario 0.1%

VRAYLAR CAP 1.5-3MG gﬁ;‘}iﬁ:ﬁn del medicamento del Descontinuacion del fabricante VRAYLAR CAP Tier 1 02/01/2025
ZERVIATE DRO 0.24% gﬁ;’i;‘;‘gn del medicamento del Medicare ya no lo cubrira AZELASTINE DRO 0.05% Tier 1 01/01/2025
ZYPREXA RELPREVV INJ Eliminacién del medicamento del Descontinuacion del fabricante RISPERIDONE ER INJ Tier 1 02/01/2025

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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BRERS

SEERBE EEEA SEERE 8RR . £ BHA
HEREFR
AMOXICILLIN & K
CLAVULANATE CHEW TAB | BG4 (B5—E=) g BhEREE AMOXICILLIN & K CLAVULANATE FOR Tier 1 01/01/2025
SUSP 200-28.5 MG/SML
200-28.5 MG
AMOXICILLIN & K
CLAVULANATE CHEW TAB | BG4 (B5—E%) g BhEREE AMOXICILLIN & K CLAVULANATE FOR Tier 1 05/01/2025
SUSP 400-57 MG/SML
400-57 MG
CORLANOR TAB RN (EH—BE) Rk gz [VABRADINE TAB Tier 1 01/01/2025
DESOGESTREL-ETHINYL
ESTRADIOL TAB 0.15- WM (FEA—BX) i IR (eEE KARIVA TAB 0.15-0.02/0.01 MG (21/5) Tier 1 08/01/2025
0.02/0.01 MG (21/5)
DROXIA CAP R (BH—8XK) Pl ShEREE Consult Your Health Care Provider 03/01/2025
DUPIXENT INJ 100MG/0.67ML | ZER4E (EE5—EEZ) ke BhERy S DUPIXENT INJ 200MG/1.14ML Tier 1 02/01/2025
ENDARI POW 5GM RN (FEA—BX) i B2z EE] L-GLUTAMINE POW 5GM Tier 1 01/01/2025
ERYTHROCIN TAB 250MG RN (EA—EE) hmikg BhERg s ERYTHROMYCIN TAB 250MG BS Tier 1 01/01/2025
FENTANYL OT LOZ RN (EH—EE) hRikg E Ty 3 MORPHINE SULFATE TAB Tier 1 02/01/2025
ITSA?;ORBIDE MONONITRATE | gz (po gty chiie SR ISOSORB MONONITRATE TAB ER Tier 1 05/01/2025
LEENA TAB LA (EA—BX) bR EA STy -3 ARANELLE TAB Tier 1 05/01/2025
LEUKERAN TAB 2MG R (BH—8BXK) PRk Medicare #§ABER Consult Your Health Care Provider 01/01/2025
LIBERVANT FILM RN (EA—EE) bRk BhERg s VALTOCO LIQD Tier 1 07/01/2025
SCROSP N TETAR L o (i —gaze) chmils BT HAILEY 24 FE TAB 1-20 MG-MCG Tier 1 02/01/2025
NATACYN SUS 5% OP R (BH—8BXK) PRk Medicare #§ABER Consult Your Health Care Provider 01/01/2025
NORETHINDRONE &
ETHINYL ESTRADIOL-FE . .
=D - DNl -
TAB CHEWABLE 0.8 MG- M (BEA—ER) ik HETSEE KAITLIB FE TAB CHEWABLE 0.8 MG-25MCG | Tier 1 05/01/2025
25MCG
NORETHINDRONE ACETATE
& ETHINYL ESTRADIOL TAB | ZER#t (E5—EZ) ke BhERyEEE MICROGESTIN TAB 1.5MG/30MCG Tier 1 07/01/2025
1.5 MG-30 MCG
NYMYO TAB 0.25MG-35MCG | BESt (@5—HE%) Hmis SRR ygﬁgiygg E-ETHINYL ESTRADIOL TAB | ;.| 02/01/2025
PREHEVBRIO SUS iy — ENGERIX-B INJ; HEPLISAV-B INJ; .
10MCG/ML Zemie (=5 —5E%) PRk REHEE RECOMBIVAX HB INJ Tier | 03/01/2025
oo T SOL W (REE) TRk | ReneE CYCLOSPORINE CAP Tier | 01/01/2025
SELZENTRY TAB 25MG WRA (EH—B%) Rk BhERyEEE SELZENTRY SOL 20MG/ML Tier 1 02/01/2025
SELZENTRY TAB 75MG mEA (EH—BE) g E ==Y SELZENTRY SOL 20MG/ML Tier 1 02/01/2025
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SHBERER LTS SERE SIS - BREED | ewnm
HERER
SPRYCEL TAB WRM (EA—EB3E) Pk Bz en] i DASATINIB TAB Tier 1 02/01/2025
TABLOID TAB 40MG M (BH—8BXK) PRiks Medicare AGABEIR Consult Your Health Care Provider 01/01/2025
TDVAX INJ 2-2 LF wRN (EA—EFE) Tk BhER (SR TENIVAC INJ 5-2LF Tier 1 03/01/2025
TOBRADEX ST SUS 0.3-0.05% | ZER#E (BA—EBXR) Tk Medicare AR g?iRAMYCIN'D EXAMETHASONE SUS 0.3- Tier 1 01/01/2025
VRAYLAR CAP 1.5-3MG RN (BA—EE) hmig BhERSE VRAYLAR CAP Tier 1 02/01/2025
ZERVIATE DRO 0.24% ERR (RH—BX) ik Medicare #§AFRR AZELASTINE DRO 0.05% Tier 1 01/01/2025
ZYPREXA RELPREVV INJ RN (BA—EBE) iR BUERSE RISPERIDONE ER INJ Tier 1 02/01/2025
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