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Note to existing members: This formulary has changed since last year. Please review this document to make
sure that it still contains the drugs you take.
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When this drug list (formulary) refers to “we,” “us”, or “our,” it means Geisinger Health Plan. When it refers to
“plan” or “our plan,” it means Geisinger Gold $0 Deductible Rx.

This document includes a list of the drugs (formulary) for our plan which is current as of September 2, 2016. For
an updated formulary, please contact us. Our contact information, along with the date we last updated the
formulary, appears on the front and back cover pages.

You must generally use network pharmacies to use your prescription drug benefit. Benefits, formulary, pharmacy
network, and/or copayments/coinsurance may change on September 25, 2017, and from time to time during the
year.

Geisinger Gold Medicare Advantage HMO, PPO, and HMO SNP plans are offered by Geisinger Health
Plan/Geisinger Indemnity Insurance Company, health plans with a Medicare contract. Continued enrollment in
Geisinger Gold depends on annual contract renewal. The formulary may change at any time. You will receive
notice when necessary.

What is the Geisinger Gold $0 Deductible Rx Formulary?

A formulary is a list of covered drugs selected by our plan in consultation with a team of health care providers,
which represents the prescription therapies believed to be a necessary part of a quality treatment program. Our
plan will generally cover the drugs listed in our formulary as long as the drug is medically necessary, the
prescription is filled at a Geisinger Gold network pharmacy, and other plan rules are followed.

For more information on how to fill your prescriptions, please review your Evidence of Coverage.

Can the Formulary (drug list) change?

Generally, if you are taking a drug on our 2017 formulary that was covered at the beginning of the year, we will
not discontinue or reduce coverage of the drug during the 2017 coverage year except when a new, less expensive
generic drug becomes available or when new adverse information about the safety or effectiveness of a drug is
released. Other types of formulary changes, such as removing a drug from our formulary, will not affect
members who are currently taking the drug. It will remain available at the same cost-sharing for those members
taking it for the remainder of the coverage year. We feel it is important that you have continued access for the
remainder of the coverage year to the formulary drugs that were available when you chose our plan, except for
cases in which you can save additional money or we can ensure your safety.

If we remove drugs from our formulary, or add prior authorization, quantity limits and/or step therapy restrictions
on a drug or move a drug to a higher cost-sharing tier, we must notify affected members of the change at least 60
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 60-day supply of the drug. If the Food and Drug Administration deems a drug on our
formulary to be unsafe or the drug’s manufacturer removes the drug from the market, we will immediately
remove the drug from our formulary and provide notice to members who take the drug. The enclosed formulary
is current as of September 25, 2017. To get updated information about the drugs covered by our plan, please
contact us. Our contact information appears on the front and back cover pages. If non-maintenance changes are
made to the formulary during the plan year, Geisinger Gold $0 Deductible Rx communicates these changes in the
member newsletter and within the monthly explanation of benefits (EOB).



How do | use the Formulary?
There are two ways to find your drug within the formulary:

Medical Condition
The formulary begins on page one. The drugs in this formulary are grouped into categories depending on the
type of medical conditions that they are used to treat. For example, drugs used to treat a heart condition are
listed under the category, “Cardiovascular Agents”. If you know what your drug is used for, look for the
category name in the list that begins one. Then look under the category name for your drug.

Alphabetical Listing
If you are not sure what category to look under, you should look for your drug in the Index that begins on
page I-1. The Index provides an alphabetical list of all of the drugs included in this document. Both brand
name drugs and generic drugs are listed in the Index. Look in the Index and find your drug. Next to your
drug, you will see the page number where you can find coverage information. Turn to the page listed in the
Index and find the name of your drug in the first column of the list.

What are generic drugs?

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

Are there any restrictions on my coverage?

Some covered drugs may have additional requirements or limits on coverage. These requirements and limits may
include:
* Prior Authorization: Our plan requires you or your physician to get prior authorization for certain drugs.
This means that you will need to get approval from the plan before you fill your prescriptions. If you
don’t get approval, our plan may not cover the drug.

* Quantity Limits: For certain drugs, our plan limits the amount of the drug that our plan will cover. For
example, our plan provides up to 16 tablets per prescription for sumatriptan. This may be in addition to a
standard one-month or three-month supply.

» Step Therapy: In some cases, our plan requires you to first try certain drugs to treat your medical
condition before we will cover another drug for that condition. For example, if Drug A and Drug B both
treat your medical condition, our plan may not cover Drug B unless you try Drug A first. If Drug A does
not work for you, our plan will then cover Drug B.

You can find out if your drug has any additional requirements or limits by looking in the formulary that begins
on page one. You can also get more information about the restrictions applied to specific covered drugs by



visiting our Web site. We have posted on line documents that explain our prior authorization and step therapy
restrictions. You may also ask us to send you a copy. Our contact information, along with the date we last
updated the formulary, appears on the front and back cover pages.

You can ask our plan to make an exception to these restrictions or limits or for a list of other, similar drugs that
may treat your health condition. See the section, “How do I request an exception to the Geisinger Gold $0
Deductible Rx formulary?” for information about how to request an exception.

What if my drug is not on the Formulary?

If your drug is not included in this formulary (list of covered drugs), you should first contact Member Services
and ask if your drug is covered.

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

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

* You can ask our plan to make an exception and cover your drug. See below for information about how to
request an exception.

How do | request an exception to the Geisinger Gold $0 Deductible Rx Formulary?

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

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

* You can ask us to cover a formulary drug at a lower cost-sharing level if this drug is not on the specialty
tier. If approved this would lower the amount you must pay for your drug.

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

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

You should contact us to ask us for an initial coverage decision for a formulary, tiering or utilization restriction
exception. When you request a formulary, tiering, or utilization restriction exception you should submit a
statement from your prescriber or physician supporting your request. Generally, we must make our
decision within 72 hours of getting your prescriber’s supporting statement. You can request an expedited (fast)



exception if you or your doctor believe that your health could be seriously harmed by waiting up to 72 hours for a
decision. If your request to expedite is granted, we must give you a decision no later than 24 hours after we get a
supporting statement from your doctor or other prescriber.

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

As a new or continuing member in our plan you may be taking drugs that are not on our formulary. Or, you may
be taking a drug that is on our formulary but your ability to get it is limited. For example, you may need a prior
authorization from us before you can fill your prescription. You should talk to your doctor to decide if you
should switch to an appropriate drug that we cover or request a formulary exception so that we will cover the
drug you take. While you talk to your doctor to determine the right course of action for you, we may cover your
drug in certain cases during the first 90 days you are a member of our plan.

For each of your drugs that is not on our formulary or if your ability to get your drugs is limited, we will cover a
temporary 30-day supply (unless you have a prescription written for fewer days) when you go to a network
pharmacy. After your first 30-day supply, we will not pay for these drugs, even if you have been a

member of the plan less than 90 days.

If you are a resident of a long-term care facility, we will allow you to refill your prescription until we have
provided you with a 93-day transition supply, consistent with dispensing increment, (unless you have a
prescription written for fewer days). We will cover more than one refill of these drugs for the first 90 days you
are a member of our plan. If you need a drug that is not on our formulary or if your ability to get your drugs is
limited, but you are past the first 90 days of membership in our plan, we will cover a 31-day emergency supply of
that drug (unless you have a prescription for fewer days) while you pursue a formulary exception.

For members being admitted to or discharged from a LTC facility, early refill edits are not used to limit
appropriate and necessary access to their Part D benefit, and such enrollees are allowed to access a refill upon
admission or discharge.

For more information

For more detailed information about your Geisinger Gold $0 Deductible Rx prescription drug coverage, please
review your Evidence of Coverage and other plan materials.

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

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

Geisinger Gold $0 Deductible Rx Formulary

The formulary that begins on page one provides coverage information about the drugs covered by our plan. If
you have trouble finding your drug in the list, turn to the Index that begins on page I-1.



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

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

The following Utilization Management abbreviations may be found within the body of this document
COVERAGE NOTES ABBREVIATIONS

ABBREVIATION | DESCRIPTION EXPLANATION
General
. The reference brand name in parenthesis is provided for
Generic information only to assist in identifying the generic medication
(BRAND) ¥ ying the

and does NOT indicate formulary status or coverage.

Utilization Management Restrictions

Prior You (or your physician) are required to get prior authorization
PA Authorization | from our plan before you fill your prescription for this drug.
Restriction Without prior approval, our plan may not cover this drug.
Prior This drug may be eligible for payment under Medicare Part B or

Authorization | Part D. You (or your physician) are required to get prior
Restriction for | authorization from our plan to determine that this drug is

PA BvD
v Part Bvs Part D | covered under Medicare Part D before you fill your prescription
Determination | for this drug. Without prior approval, our plan may not cover this
drug.
i This drug has been deemed to be potentially harmful and
Prior - s : .
L therefore, a High Risk Medication for Medicare beneficiaries 65
Authorization k
. years or older. Members age 65 years or older are required to
PA-HRM Restriction for ) . :
Hich Risk get prior authorization from our plan before you fill your
Mec?ications prescription.for this drug. Without prior approval, our plan may
not cover this drug
Prior If you are a new member or if you have not taken this drug
. before, you (or your physician) are required to get prior
Authorization o ) "
PA NSO Restriction for authorization from our plan before you fill your prescription for
this drug. Without prior approval, our plan may not cover this
New Starts Only
drug.
ABBREVIATION | DESCRIPTION EXPLANATION
aL Quantity Limit | Our plan limits the amount of this drug that is covered per

Restriction prescription, or within a specific time frame.




Before our plan will provide coverage for this drug, you must
Step Therapy | first try another drug(s) to treat your medical condition. This

Restriction drug may only be covered if the other drug(s) does not work for
you.

ST

The following additional coverage note abbreviations may be found within the body of this document
OTHER SPECIAL REQUIREMENTS FOR COVERAGE
ABBREVIATION | DESCRIPTION EXPLANATION

This prescription may be available only at certain pharmacies.
. For more information consult your Pharmacy Directory or call
Limited Access .
LA Bru Member Services at (800) 988-4861, 8 a.m. to 8 p.m. (7 days a
8 week, Oct. — Feb.) or 8 a.m. to 8 p.m. (Mon. — Fri., March-
Sept.). TTY/TDD users should call 711.

Non-Mail Order | Drugs not available via your mail order benefit are noted with

NM “« ” B He
Drug NM” in the Requirements/Limits column of your formulary.
Drugs not available for an extended days supply (i.e. more
NDS Non-Extended | than

Days Supply a one month supply) are noted with “NDS” in the
Requirements/Limits column of your formulary.

We may provide coverage of this prescription drug in the
GC Gap Coverage | coverage gap. Please refer to your Evidence of Coverage for
more information about this coverage.

Every medication on the Geisinger Gold $0 Deductible RX formulary is in one of five (5) cost-sharing tiers. In
general, the higher the cost-sharing tier number, the higher the cost of the medication. As shown in the table
below, the amount of the copayment or coinsurance depends on which cost-sharing tier your medication is in.



Please note: what you pay for your medication depends on which “drug payment stage” you are in when you get
the medication, where you get the medication filled, and if you qualify for any additional payment assistance.

Your share of the cost when you get a 30-day supply of a covered part D prescription drug prior to

entering the coverage gap:

Tier 1 (preferred generic) S3
Tier 2 (generic) $20

Tier 3 (preferred brand) S47
Tier 4 (non-preferred brand) $100

Tier 5 (specialty tier)

33% coinsurance

Your share of the cost when you get a 90-day supply of a covered part D prescription drug prior to

entering the coverage gap:

Tier When obtained at a Geisinger . .
) When obtained at a Geisinger
contracted retail network )
contracted mail order pharmacy
pharmacy
Tier 1 (preferred generic) $7.50 S9
Tier 2 (generic) S50 S60
Tier 3 (preferred brand) $117.50 S141
Tier 4 (non-preferred brand) $250 S300
Tier 5 (specialty tier) Extended supply not available Extended supply not available

If you are a member of an employer group, these prices may not apply to you. Please refer to your benefit

documents for appropriate cost sharing amounts.
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Drug Name Drug Tier | Requirements/Limits
acetaminophen-codeine oral solution 120- 2 QL (2700 per 30 days)
12 mgl5 ml, 360 mg-36 mg [15 ml (15
ml)
acetaminophen-codeine oral tablet 300-15 2 QL (390 per 30 days)
mg
acetaminophen-codeine oral tablet 300-30 (Tylenol-Codeine #3) 2 QL (360 per 30 days)
mg
acetaminophen-codeine oral tablet 300-60 (Tylenol-Codeine #4) 2 QL (180 per 30 days)
mg
aspirin-caffeine-dihydrocodein oral (Synalgos-DC) 2 QL (360 per 30 days)
capsule 356.4-30-16 mg
astramorph-pf injection solution 1 mgiml 2
buprenorphine hcl injection solution 0.3 (Buprenex) 2
mg/ml
buprenorphine hcl injection syringe 0.3 2
mg/ml
buprenorphine transdermal patch weekly — (Butrans) 2 PA; QL (4 per 28 days)
10 mcglhour, 15 mcglhour, 20 mcglhour,

5 mceglhour, 7.5 mcglhour

butalbital-acetaminophen oral tablet 50-  (Tencon) 2 QL (180 per 30 days)
325 mg

butalbital-acetaminophen-caff oral (Fioricet) 2 QL (180 per 30 days)
capsule 50-300-40 mg

butalbital-acetaminophen-caff oral (Capacet) 2 QL (180 per 30 days)
capsule 50-325-40 mg

butalbital-acetaminophen-caff oral tablet (Esgic) 2 QL (180 per 30 days)
50-325-40 mg

butalbital-aspirin-caffeine oral capsule (Fiorinal) 2 QL (180 per 30 days)
50-325-40 mg

butalbital-aspirin-caffeine oral tablet 50- 2 QL (180 per 30 days)
325-40 mg

butorphanol tartrate injection solution 1 2

mgiml, 2 mgiml

butorphanol tartrate nasal spray,non- 2 QL (5 per 28 days)
aerosol 10 mgiml

BUTRANS TRANSDERMAL 4 PA; QL (4 per 28 days)
PATCH WEEKLY 10 MCG/HOUR,

15 MCG/HOUR, 20 MCG/HOUR, 5

MCG/HOUR, 7.5 MCG/HOUR

You can find information on what the symbols and abbreviations in this table mean by going to the
introduction pages of this document
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Drug Name Drug Tier | Requirements/Limits
capacet oral capsule 50-325-40 mg 2 QL (180 per 30 days)
codeine sulfate oral tablet 15 mg, 30 mg, 2 QL (180 per 30 days)
60 mg
endocet oral tablet 10-325 mg, 2.5-325 2 QL (360 per 30 days)
mg, 5-325 mg, 7.5-325 mg
endodan oral tablet 4.8355-325 mg 2 QL (360 per 30 days)
fentanyl citrate buccal lozenge on a (Actiq) 5 PA; NM; NDS; QL
handle 1,200 mcg, 1,600 mcg, 200 mcg, (120 per 30 days)
400 mcg, 600 mcg, 800 mcg
fentanyl transdermal patch 72 hour 100 (Duragesic) 2 QL (10 per 30 days)
mcglhr, 12 mcglhr, 25 mcglhr, 50 mcglhr,

75 mcglhr

hydrocodone-acetaminophen oral solution 2 QL (2700 per 30 days)
2.5-167 mgl5 ml, 5-163 mgl7.5ml(7.5ml)

hydrocodone-acetaminophen oral solution (Hycet) 2 QL (2700 per 30 days)
7.5-325 mgl15 ml

hydrocodone-acetaminophen oral tablet  (Vicodin HP) 2 QL (390 per 30 days)
10-300 mg

hydrocodone-acetaminophen oral tablet  (Norco) 2 QL (360 per 30 days)
10-325 mg

hydrocodone-acetaminophen oral tablet  (Verdrocet) 2 QL (360 per 30 days)
2.5-325 mg

hydrocodone-acetaminophen oral tablet  (Vicodin) 2 QL (390 per 30 days)
5-300 mg

hydrocodone-acetaminophen oral tablet  (Lorcet (hydrocodone)) 2 QL (360 per 30 days)
5-325 mg

hydrocodone-acetaminophen oral tablet  (Vicodin ES) 2 QL (390 per 30 days)
7.5-300 mg

hydrocodone-acetaminophen oral tablet  (Lorcet Plus) 2 QL (360 per 30 days)
7.5-325 mg

hydrocodone-ibuprofen oral tablet 10-200 (Ibudone) 2 QL (150 per 30 days)
mg, 5-200 mg

hydrocodone-ibuprofen oral tablet 7.5- 2 QL (150 per 30 days)
200 mg

hydromorphone (pf) injection solution 10 2

mg/ml

hydromorphone 10 mgiml vial 2

plf,sdv,latex-f 10 mgiml

hydromorphone injection solution 2 2

mgiml, 4 mgiml

hydromorphone injection syringe 2 mgiml (Dilaudid) 2
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Drug Name

Drug Tier

Requirements/Limits

hydromorphone oral tablet 2 mg, 4 mg, 8
mg

(Dilaudid)

2

QL (180 per 30 days)

ibuprofen-oxycodone oral tablet 400-5
mg

QL (28 per 30 days)

LAZANDA NASAL SPRAY,NON-
AEROSOL 100 MCG/SPRAY, 300
MCG/SPRAY, 400 MCG/SPRAY

PA; NM; NDS; QL (30
per 30 days)

levorphanol tartrate oral tablet 2 mg

QL (180 per 30 days)

margesic oral capsule 50-325-40 mg

QL (180 per 30 days)

marten-tab oral tablet 50-325 mg

QL (180 per 30 days)

methadone injection solution 10 mgiml

methadone intensol oral concentrate 10
mg/ml

DI DI DI D] B

QL (180 per 30 days)

methadone oral solution 10 mgl5 ml

QL (900 per 30 days)

methadone oral solution 5 mgl5 ml

QL (1800 per 30 days)

methadone oral tablet 10 mg

(Dolophine)

QL (180 per 30 days)

methadone oral tablet 5 mg

(Dolophine)

QL (360 per 30 days)

methadose oral tablet,soluble 40 mg

DOl B | B N b

QL (90 per 30 days)

morphine (pf) injection solution 0.5
mgliml

(Duramorph (PF))

morphine (pf) injection solution 1 mgiml

(Astramorph-PF)

\S)

morphine (pf) intravenous patient
control.analgesia soln 150 mg/30 ml, 30
mg/30 ml

)

morphine 10 mglml carpuject outer, plf,
Ilf, suv 10 mgiml

morphine 2 mgiml carpuject outer, Ilf, plf,
sdv 2 mglml

morphine 4 mglml syringe plf, latex-
free,suv 4 mgiml

morphine 8§ mgiml syringe 8 mgiml

morphine concentrate oral solution 100
mgl5 ml (20 mg/ml)

QL (200 per 30 days)

morphine in 0.9 % nacl intravenous
solution 1 mglml

morphine injection solution 15 mgiml, 8
mg/ml

morphine injection syringe 10 mgiml, 5
mgiml

morphine intramuscular pen injector 10
mgl0.7 ml
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Drug Name Drug Tier | Requirements/Limits
morphine intravenous cartridge 15 mglml 2
morphine intravenous solution 25 mgliml, 2
50 mgiml
morphine intravenous syringe 10 mgliml, 2 2
mglml, 4 mglml, 8§ mgiml
morphine oral capsule, er multiphase 24 2 QL (30 per 30 days)
hr 120 mg, 30 mg, 45 mg, 60 mg
morphine oral capsule, er multiphase 24 2 QL (60 per 30 days)
hr 75 mg, 90 mg
morphine oral capsule,extend.release (Kadian) 2 QL (60 per 30 days)
pellets 10 mg, 100 mg, 20 mg, 30 mg, 50
mg, 60 mg, 80 mg
morphine oral solution 10 mgl5 ml 2 QL (700 per 30 days)
morphine oral solution 20 mgl5 ml (4 2 QL (300 per 30 days)
mglml)
MORPHINE ORAL TABLET 15 MG, 2 QL (180 per 30 days)
30 MG
morphine oral tablet extended release 100 (MS Contin) 2 QL (90 per 30 days)
mg, 15 mg, 200 mg, 30 mg, 60 mg
morphine rectal suppository 10 mg, 20 2
mg, 30 mg, 5 mg
nalbuphine injection solution 10 mglml, 2
20 mglml
oxycodone oral capsule 5 mg 2 QL (180 per 30 days)
oxycodone oral concentrate 20 mglml 2 QL (180 per 30 days)
oxycodone oral solution 5 mgl5 ml 2 QL (1300 per 30 days)
oxycodone oral tablet 10 mg, 20 mg 2 QL (180 per 30 days)
oxycodone oral tablet 15 mg, 30 mg, 5 (Roxicodone) 2 QL (180 per 30 days)
mg
oxycodone oral tablet,oral only,ext.rel. 12 (OxyContin) 2 ST; QL (90 per 30 days)
hr 10 mg, 15 mg, 20 mg, 30 mg, 40 mg,
60 mg, 80 mg
oxycodone-acetaminophen oral solution 2 QL (1830 per 30 days)
5-325 mgl5 ml
oxycodone-acetaminophen oral tablet 10- (Endocet) 2 QL (360 per 30 days)
325 mg, 2.5-325 mg
oxycodone-acetaminophen oral tablet 5-  (Percocet) 2 QL (360 per 30 days)
325 mg, 7.5-325 mg
oxycodone-aspirin oral tablet 4.8355-325 2 QL (360 per 30 days)

mg
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Drug Name Drug Tier | Requirements/Limits
OXYCONTIN ORAL 4 ST; QL (90 per 30 days)
TABLET,ORAL ONLY.EXT.REL.12
HR 10 MG, 15 MG, 20 MG, 30 MG, 40
MG, 60 MG, 80 MG
oxymorphone oral tablet 10 mg, 5 mg (Opana) 2 QL (180 per 30 days)
reprexain oral tablet 10-200 mg, 2.5-200 2 QL (150 per 30 days)
mg, 5-200 mg
tencon oral tablet 50-325 mg 2 QL (180 per 30 days)
tramadol hel er 300 mg tablet 300 mg 2 QL (30 per 30 days)
tramadol oral capsule,er biphase 24 hr (ConZip) 2 QL (30 per 30 days)
17-83 300 mg
tramadol oral capsule,er biphase 24 hr (ConZip) 2 QL (60 per 30 days)
25-75 100 mg, 200 mg
tramadol oral capsule,er biphase 24 hr 2 QL (60 per 30 days)
25-75 150 mg
tramadol oral tablet 50 mg (Ultram) 2 QL (240 per 30 days)
tramadol oral tablet extended release 24 2 QL (90 per 30 days)
hr 100 mg
tramadol oral tablet extended release 24 2 QL (30 per 30 days)
hr 200 mg
tramadol oral tablet, er multiphase 24 hr 2 QL (30 per 30 days)
300 mg
tramadol-acetaminophen oral tablet 37.5- (Ultracet) 2 QL (240 per 30 days)
325 mg
xylon 10 oral tablet 10-200 mg 2 QL (150 per 30 days)
zebutal oral capsule 50-325-40 mg 2 QL (180 per 30 days)

onsteroidal Anti-Inflammatory Agents
celecoxib oral capsule 100 mg, 200 mg, (Celebrex) 2
400 mg, 50 mg
choline,magnesium salicylate oral liquid 2
500 mgl5 ml
diclofenac potassium oral tablet 50 mg 2
diclofenac sodium oral tablet extended (Voltaren-XR) 2
release 24 hr 100 mg
diclofenac sodium oral tablet,delayed 2
release (drlec) 25 mg, 50 mg, 75 mg
diclofenac sodium topical gel 1 %% (Voltaren) 2
diclofenac-misoprostol oral (Arthrotec 50) 2

tablet,ir,delayed rel, biphasic 50-200 mg-
mcg

You can find information on what the symbols and abbreviations in this table mean by going to the
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Drug Name

Drug Tier

Requirements/Limits

diclofenac-misoprostol oral
tablet,ir,delayed rel biphasic 75-200 mg-
mcg

(Arthrotec 75)

2

diflunisal oral tablet 500 mg

etodolac oral capsule 200 mg, 300 mg

etodolac oral tablet 400 mg

(Lodine)

etodolac oral tablet 500 mg

etodolac oral tablet extended release 24
hr 400 mg, 500 mg, 600 mg

D[ D D B B

fenoprofen oral tablet 600 mg

[\

FLECTOR TRANSDERMAL
PATCH 12 HOUR 1.3 %

N

PA; QL (60 per 30
days)

flurbiprofen oral tablet 100 mg, 50 mg

ibuprofen oral suspension 100 mgl5 ml

(Children's Profen 1B)

NS

ibuprofen oral tablet 400 mg, 600 mg,
800 mg

ketoprofen oral capsule 50 mg, 75 mg

ketoprofen oral capsule,ext rel. pellets 24
hr 200 mg

meclofenamate oral capsule 100 mg, 50
mg

mefenamic acid oral capsule 250 mg

(Ponstel)

meloxicam oral suspension 7.5 mgl5 ml

meloxicam oral tablet 15 mg, 7.5 mg

(Mobic)

nabumetone oral tablet 500 mg, 750 mg

naproxen oral suspension 125 mgl5 ml

(Naprosyn)

naproxen oral tablet 250 mg, 375 mg

naproxen oral tablet 500 mg

(Naprosyn)

naproxen oral tablet,delayed release
(drlec) 375 mg, 500 mg

(EC-Naprosyn)

D[ D DO B B ] B b

naproxen sodium oral tablet 275 mg

naproxen sodium oral tablet 550 mg

(Anaprox DS)

oxaprozin oral tablet 600 mg

(Daypro)

piroxicam oral capsule 10 mg, 20 mg

(Feldene)

sulindac oral tablet 150 mg, 200 mg

tolmetin oral capsule 400 mg

tolmetin oral tablet 200 mg, 600 mg

DI DI DI DI D Bf B

i;ocal Anesthetics

cocaine topical solution 4 %

2
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%
Anti-Addiction/Substance Abuse

Treatment Agents

Drug Name Drug Tier | Requirements/Limits

glydo mucous membrane jelly in 2

applicator 2 %

lidocaine (pf) injection solution 10 mg/iml (Xylocaine-MPF) 2 PA BvD

(1%), 20 mgiml (2 %)

lidocaine (pf) injection solution 15 mg/iml (Xylocaine-MPF) 2 PA BvD; (PA for

(1.5%) ESRD only)

lidocaine (pf) injection solution 40 mgliml 2 PA BvD; (PA for

(4%) ESRD only)

lidocaine (pf) injection solution 5 mgiml  (Xylocaine-MPF) 2 PA BvD; (PA for

(0.5%) ESRD only)

lidocaine (pf) intravenous syringe 100 2

mgl5ml (2 %)

lidocaine hcl 2% vial inner,ltx-fr,plf,sdv ~ (Xylocaine-MPF) 2 PA BvD

20 mgiml (2 %)

lidocaine hcl injection solution 10 mgiml  (Xylocaine) 2 PA BvD

(1%)

lidocaine hcl injection solution 20 mgiml — (Xylocaine) 2 PA BvD; (PA for

(2%), 5 mgiml (0.5 %) ESRD only)

lidocaine hcl injection syringe 10 mglml 2 PA BvD

(1%)

lidocaine hcl mucous membrane jelly 2 % 2

lidocaine hcl mucous membrane solution 2

4% (40 mgiml)

lidocaine hel(pf) in 0.9% nacl injection 2 PA BvD

syringe 100 mgl10 ml (1 %)

lidocaine topical adhesive (Lidoderm) 2 PA

patch,medicated 5 %

lidocaine topical ointment 5 %% 2 PA BvD; (PA for
ESRD only)

lidocaine viscous mucous membrane 2

solution 2 %%

lidocaine-prilocaine topical cream 2.5-2.5 2 PA BvD; (PA for

ESRD only)

'Anti-Addiction/Substance Abuse
Treatment Agents

acamprosate oral tablet,delayed release 2
(drlec) 333 mg
buprenorphine hcl sublingual tablet 2 mg, 2 PA; QL (90 per 30

8 mg

days)
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Drug Name Drug Tier | Requirements/Limits
buprenorphine-naloxone sublingual tablet 2 PA; QL (360 per 30
2-0.5 mg days)
buprenorphine-naloxone sublingual tablet 2 PA; QL (90 per 30
8-2 mg days)
buproban oral tablet extended release 12 2 QL (60 per 30 days)
hr 150 mg
bupropion hcl (smoking deter) oral tablet (Zyban) 2 QL (60 per 30 days)
extended release 12 hr 150 mg
CHANTIX CONTINUING MONTH 4 QL (60 per 30 days)
BOX ORAL TABLET 1 MG
CHANTIX ORAL TABLET 0.5 MG, 1 4 QL (60 per 30 days)
MG
CHANTIX STARTING MONTH 4
BOX ORAL TABLETS,DOSE PACK
0.5MG (11)- 1 MG (42)
disulfiram oral tablet 250 mg, 500 mg (Antabuse) 2
naloxone injection solution 0.4 mg/ml 2
naloxone injection syringe 0.4 mgiml, 1 2
mgliml
naltrexone oral tablet 50 mg (Revia) 2
NARCAN NASAL SPRAY,NON- 3 QL (4 per 28 days)
AEROSOL 2 MG/ACTUATION, 4
MG/ACTUATION
NICOTROL NS NASAL 4
SPRAY,NON-AEROSOL 10 MG/ML
SUBOXONE SUBLINGUAL FILM 4 PA; QL (60 per 30
12-3 MG days)

SUBOXONE SUBLINGUAL FILM 2- 4 PA; QL (360 per 30
0.5 MG days)
SUBOXONE SUBLINGUAL FILM 4- 4 PA; QL (180 per 30
1 MG days)
SUBOXONE SUBLINGUAL FILM &§- 4 PA; QL (90 per 30
2 MG days)

VIVITROL INTRAMUSCULAR 5 NM; NDS

SUSPENSION,EXTENDED REL
RECON 380 MG

Antianxiety Agents
Benzodiazepines

ALPRAZOLAM INTENSOL ORAL
CONCENTRATE 1 MG/ML

3

QL (300 per 30 days)
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Drug Name Drug Tier | Requirements/Limits
alprazolam oral tablet 0.25 mg, 0.5 mg, I (Xanax) 2 QL (120 per 30 days)
mg
alprazolam oral tablet 2 mg (Xanax) 2 QL (150 per 30 days)
alprazolam oral tablet extended release ~ (Xanax XR) 2 QL (30 per 30 days)
24 hr 0.5 mg, 1 mg
alprazolam oral tablet extended release  (Xanax XR) 2 QL (150 per 30 days)
24 hr 2 mg
alprazolam oral tablet extended release ~ (Xanax XR) 2 QL (90 per 30 days)
24 hr 3 mg
alprazolam oral tablet,disintegrating 0.25 2 QL (120 per 30 days)
mg, 0.5 mg, 1 mg
alprazolam oral tablet,disintegrating 2 2 QL (150 per 30 days)
mg
clonazepam oral tablet 0.5 mg, 1 mg (Klonopin) 2 QL (120 per 30 days)
clonazepam oral tablet 2 mg (Klonopin) 2 QL (300 per 30 days)
clonazepam oral tablet,disintegrating 2 QL (120 per 30 days)
0.125 mg, 0.25 mg, 0.5 mg, 1 mg
clonazepam oral tablet,disintegrating 2 2 QL (300 per 30 days)
mg
clorazepate dipotassium oral tablet 15 mg 2 QL (180 per 30 days)
clorazepate dipotassium oral tablet 3.75 2 QL (120 per 30 days)
mg
clorazepate dipotassium oral tablet 7.5 (Tranxene T-Tab) 2 QL (120 per 30 days)
mg
DIASTAT ACUDIAL RECTAL KIT 4
12.5-15-17.5-20 MG, 5-7.5-10 MG
DIASTAT RECTAL KIT 2.5 MG 4
diazepam intensol oral concentrate 5 2 QL (240 per 30 days)
mg/ml
diazepam oral solution 5 mgl5 ml (1 2 QL (1200 per 30 days)
mgliml)
diazepam oral tablet 10 mg, 2 mg, 5 mg  (Valium) 2 QL (120 per 30 days)
diazepam rectal kit 12.5-15-17.5-20 mg,  (Diastat AcuDial) 2
5-7.5-10 mg
diazepam rectal kit 2.5 mg (Di1astat) 2
estazolam oral tablet 1 mg, 2 mg 2 QL (30 per 30 days)
lorazepam 2 mglml oral concent 2 mgiml (Lorazepam Intensol) 2 QL (150 per 30 days)
lorazepam injection solution 2 mgiml (Ativan) 2 QL (120 per 30 days)
lorazepam injection syringe 2 mglml 2 QL (120 per 30 days)
lorazepam injection syringe 4 mgiml 2 QL (90 per 30 days)
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Drug Name Drug Tier | Requirements/Limits
lorazepam intensol oral concentrate 2 2 QL (150 per 30 days)
mgiml
lorazepam oral tablet 0.5 mg, 1 mg, 2 mg (Ativan) 2
ONFI ORAL SUSPENSION 2.5 4 PA NSO
MG/ML
ONFI ORAL TABLET 10 MG, 20 MG 4 PA NSO
oxazepam oral capsule 10 mg, 15 mg, 30 2 QL (120 per 30 days)
mg
temazepam oral capsule 15 mg, 30 mg, (Restoril) 2 QL (30 per 30 days)
7.5 mg

Antibacterials
amikacin injection solution 1,000 mgl4 2
ml, 500 mgl2 ml
BETHKIS INHALATION 5 PA; NM; NDS; QL
SOLUTION FOR NEBULIZATION (224 per 56 days)
300 MG/4 ML
gentamicin in nacl (iso-osm) intravenous 2
piggyback 100 mg/100 ml, 100 mg/50 ml,
60 mg/50 ml, 70 mg/50 ml, 80 mg/100 ml,
80 mgl50 ml, 90 mgl/100 ml
gentamicin injection solution 40 mg/ml 2
gentamicin ped 20 mg/2 ml vial latex- 2
free, sdv 20 mgl2 ml
gentamicin sulfate (pf) intravenous 2
solution 100 mgl10 ml
neomycin oral tablet 500 mg 2
streptomycin intramuscular recon soln 1 2
gram
TOBI PODHALER INHALATION 5 PA; NM; NDS; QL
CAPSULE, W/INHALATION (224 per 56 days)
DEVICE 28 MG
tobramycin in 0.225 % nacl inhalation (Tobi) S PA; NM; NDS; QL
solution for nebulization 300 mgl5 ml (280 per 56 days)
tobramycin in 0.9 %