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Your physician is the person best suited to help you make decisions about prescription drugs, and the prescription drug information below is intended
for consumer guidance only. This information relates to the Prescription Drug Formulary, generally, and may not describe your particular coverage.
Your Certificate of Coverage or Summary Plan Description determines your benefits, limitations and exclusions.
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HEALTH CARE

Drug coverage and copayment/coinsurance for each tier is based upon the specific rider chosen by the employer group.

While every effort has been made to insure accuracy, some information may be out of date. The Formulary is subject to change based on decisions made
by the Pharmacy & Therapeutics (P&T) committee. New drugs are not covered until reviewed by the P&T committee. Medications with an over-the-
counter equivalent are not a covered benefit. Brand name drugs may be subject to additional member costs when a generic equivalent is available.

Your employer may have limited your coverage of certain prescription drugs. In the case of some drugs, the Plan limits coverage to a specific quantity or

a specific course of treatment. The Plan may also require prior authorization on some covered drugs. If you need more information about policies regarding
a specific drug, consult your physician or contact the Member Services Department. If the medication you take is not listed below, contact the Member
Services Department at the phone number listed on your identification card. The Prescription Drug Formulary does not apply to members who receive
coverage through an Indemnity plan. Some members have a three-tier prescription benefit for which copay levels are described below.

TIER1

The lowest copay choice and usually includes
generic drugs.

TIER 2

The mid-range copay choice
and includes covered brand
name drugs because of
their overall value.

TIER 3

The highest copay choice and includes all other
covered brand name drugs. Prior authorization
is required for 2 tier riders.

Drug Category

ACE Inhibitors** benazepril ramipril None Accupril Monopril
(blood pressure captopril trandolapril Accuretic Prinivil
lowering, includes enalapril Aceon Prinzide
HCTZ combination | fosinopril Altace Uniretic
products) lisinopril Capoten Univasc
moexipril Capozide Vasotec
perindopril Lotensin Zestril
quinapril Mavik Zestoretic
Adrenal Hormones | cortisone None Avristocort Prelone
Oral** dexamethasone Cortef Sterapred Pkt
fludrocortisone Decadron
hydrocortisone Dexamethasone 1mg, 2mg
methylprednisolone Medrol
prednisolone Orapred/ODT
prednisone Pediapred
Prednisone Conc 5mg/ml
Adrenergic clonidine methyldopa None Cardura/XL Tenex
Antagonists*™* clonidine patch prazosin Catapres/TTS terazosin tabs
doxazosin terazosin caps Hytrin Wytensin
guanfacine Minipress
Alzheimer's galantamine Aricept/ODT Cognex
Agents** Exelon oral/patch Razadyne/ER
Namenda
Androgens Androxy Androgel* Androderm* Striant*
(male hormones) danazol Testim* Android Testred
oxandrolone First-Testo Cr* Winstrol
Oxandrin
ARBs/Renin Inhibitors| None Avalide* Atacand* Micardis*
(includes HCTZ Avapro* Azor Tekturna*
combination products) Benicar Cozaar* Teveten”
Diovan® Exforge® Twynsta®
Hyzaar* Valturna®
Anti-Anxiety alprazolam/ER lorazepam None Ativan Serax
Agents** buspirone oxazepam Buspar Tranxene-T/SD
chlordiazepoxide Librium Valium
clorazepate Lorazepam Intensol ~ Vanspar
diazepam Niravam Xanax/XR
#Requires prior authorization *Obtain through CuraScript Specialty Pharmacy MDoes not require a prescription drug rider for coverage but may
*Drug is available through Mail Service 9 Subject to quantity limits be subject to prior authorization or step therapy as indicated 1

stStep therapy edits apply (must have failed “Subject to prior authorization requirements in policy

on a specific drug per policy)

**All drugs in the category are available through Mail Service



Drug Category

TIER1
The lowest copay choice and usually includes
generic drugs.

TIER 2

The mid-range copay choice
and includes covered brand
name drugs because of
their overall value.

TIER 3

The highest copay choice and includes all other
covered brand name drugs. Prior authorization

is required for 2 tier riders.

Antiarrhythmics** amiodarone procainamide | None Betapace/AF Quinidex
(heart rhythm) disopyramide propafenone Cordarone Rythmol/SR
flecainide quinidine Multag® Tambocor
mexiletine sotalol/AF Norpace/CR Tikosyn
Pacerone 200mg Pacerone
Antibiotics amoxicillin minocycline Avelox Adoxa Gantrisin Rocephin® (for Lyme
amoxicillin/clavulanate ofloxacin Amoxil Keflex/Keftab Disease)
ampicillin penicillin Augmentin/ES/XR  Ketek Vibativ*
azithromycin sulfa/trimeth DS Bactrim/DS Levaquin Zyvox Inj*
cefaclor/ER sulfa/trimeth SS Biaxin/Biaxin XL Minocin
cefadroxil tetracycline Ceclor/CD Monodox
cefdinir Veetids Cedax Noroxin
cefpodoxime Ceftin Omnicef
cefprozil Cefzil Oracea
cefuroxime Cinobac PCE
cephalexin Cipro/XR Pediazole
cephradine ciproflox Susp Periostat
ciprofloxacin/ER Cleocin/Susp Proquin XR
clarithromycin Cleocin Vaginal Raniclor
clindamycin Dispermox Septra/DS
demeclocycline Doryx Solodyn
dicloxacillin doxycycline 20mg Spectracef
doxycycline Duricef Sumycin
ees/sulfisoxazole Dynabac Suprax
Ery-Tab Dynacin Vancocin
erythromycin E.E.S. Susp Vantin
E-Mycin Velosef
ERYC Vibramycin
Eryped Xifaxan
Ery-Tab 500 mg Zithromax
Erythromycin Base Z-Max
Factive Zyvox*
Floxin
Anticoagulants heparin Coumadin* Arixtra Innohep
warfarin® Lovenox Fragmin
Anticonvulsants** acetazolamide oxcarbazepine | Carbatrol Banzel Mebaral
(seizures) carbamazepine/XR  phenobarbital | Celontin Depakene Mysoline
clonazepam phenytoin Dilantin Depakote/ER Neurontin
divalproex/ER primidone Peganone Diastat Phenytek
Epitol topiramate Equetro Sabril**
ethosuximide valproic acid Felbatol Stavzor
gabapentin zonisamide Gabarone Tegretol/XR
lamotrigine Gabitril Topamax
levetiracetam Keppra/XR Trileptal
Klonopin/Wafer Vimpat
Lamictal Zarontin
Lamictal XR/ODT#  Zonegran
Lyrica
Antidepressants** amitriptyline mirtazapine Cymbalta Anafranil Pexeva
bupropion/SR/XL nefazodone Effexor XR Aplenzin Prozac/Weekly
citalopram nortriptyline Lexapro Celexa Rapiflux
clomipramine paroxetine/ext-rel | Pristiq Effexor Remeron/Soltabs
desipramine Selfemra Venlafaxine ext-rel Tabs | Elavil Sarafem
doxepin sertraline Emsam Sinequan
fluoxetine tranylcypromine Ludiomil Surmontil
fluvoxamine trazodone Luvox/CR Symbyax
imipramine venlafaxine Marplan Tofranil/PM
maprotiline Nardil Vivactil
Norpramin Wellbutrin/SR/XL
Pamelor Zoloft
Parnate
Paxil/CR

MDoes not require a prescription drug rider for coverage but may
be subject to prior authorization or step therapy as indicated
“Subject to prior authorization requirements in policy

*Obtain through CuraScript Specialty Pharmacy
9 Subject to quantity limits
st Step therapy edits apply (must have failed

on a specific drug per policy)

#Requires prior authorization
*Drug is available through Mail Service
**All drugs in the category are available through Mail Service



Drug Category

TIER1

The lowest copay choice and usually includes
generic drugs.

TIER 2

The mid-range copay choice
and includes covered brand

name drugs because of
their overall value.

TIER 3

The highest copay choice and includes all other
covered brand name drugs. Prior authorization

is required for 2 tier riders.

Antiemetics dronabinol Emend® Aloxi* Sancuso? Emend Inj*
(nausea) granisetron® Anzemet® Tigan
ondansetron® Cesamet Transderm-Scop
prochlorperazine Kytril® Zofran/ODT*
promethazine Marinol
trimethobenzamide
Antifungal clotrimazole oral ketoconazole None Ancobon Mycelex
Agents fluconazole nystatin Diflucan Mycostatin
griseofulvin terbinafine? Fulvicin U/F,PG Nizoral
itraconazole® Grifulvin V Noxafil
Gris-Peg Sporanox*
Lamisil® Vfend
Lamisil Granules®
Antihistamines** Various generics hydroxyzine Astelin Nasal Spray | Various brands Histex
clemastine promethazine | Astepro Nasal Spray | Allegra/ODT Patanase
cyproheptadine Atarax Periactin
chlorpheniramine Brovex Phenergan
fexofenadine Clarinex Xyzal
fexofenadine/pseudo Dytan
Antihistamine/ Various generics None Various brands Rynatan (all)
Decongestant Allegra-D Rynatuss
Combinations Clarinex D Semprex-D
Rondec (all) Tussi-12D
Antihypertensive amlodipine/benazepril None Aldoril Lotrel
Combinations** atenolol/chlorthalidone Bidil Minizide
(blood pressure bisoprolol/HCTZ Caduet Tarka
lowering) metoprolol/HCTZ Clorpres Tenoretic
nadolol/bendroflumethiazide Corzide Timolide
propranolol/HCTZ Inderide/LA Ziac
Lopressor HCT
Antimalarials chloroquine® None Aralen® Malarone*
hydroxychloroquine* chloroquine 2somg*  Plaquenil*
mefloquine® Coartem* Primaquine*
Fansidar* Qualaquin®
Larium*
Antimycobacterials** | ethambutol rifampin None isoniazid syrup Rifadin
(TB) isoniazid tabs rimactane Lamprene Rifamate
pyrazinamide Myambutol Rifater
Mycobutin Seromycin
Paser Trecator-SC
Antiparasitics mebendazole None Albenza Mepron
metronidazole Alinia Stromectol
paromomycin Dapsone Tindamax
Flagyl/ER Vermox
Antiplatelet anagrelide dipyridamole Plavix Aggrenox Persantine
Agents** cilostazol ticlopidine Agrylin Pletal
Effient* Ticlid
Antipsychotics** chlorpromazine perphenazine | Geodon Abilify Moban Invega Sustenna®
clozapine risperidone Seroquel/XR Clozaril Navane
fluphenazine thioridazine Zyprexa/Zydis Eskalith/CR Orap
haloperidol thiothixene Fanapt* Prolixin
lithium carb ER trifluoperazine FazaClo Risperdal
loxapine Haldol Saphris*
Invega Symbyax
Lithobid Thorazine
Loxitane

#Requires prior authorization
*Drug is available through Mail Service
**All drugs in the category are available through Mail Service

*Obtain through CuraScript Specialty Pharmacy MDoes not require a prescription drug rider for coverage but may
be subject to prior authorization or step therapy as indicated

9 Subject to quantity limits
st Step therapy edits apply (must have failed

on a specific drug per policy)

“Subject to prior authorization requirements in policy




Drug Category

TIER1
The lowest copay choice and usually includes
generic drugs.

TIER 2

The mid-range copay choice
and includes covered brand
name drugs because of
their overall value.

TIER 3

The highest copay choice and includes all other
covered brand name drugs. Prior authorization

is required for 2 tier riders.

Antiretrovirals didanosine* Various brands* Intelence*
stavudine* Aptivus* Retrovir*
zidovudine* Fuzeon* Videx-EC*
Isentress* Zerit*
Selzentry*
Antispasmodic bethanechol Detrol/LA Anaspaz Nulev
Agents** clindinium Bentyl Oxytrol
dicyclomine Cantil Pamine/Forte
flavoxate Cystospaz Pro-Banthine
hyoscyamine Ditropan/XL Robinul/Forte
oxybutynin/ER Enablex Sanctura/XR
Gelnique Symax/Duotab
Levbid ER Toviaz
Levsin Urispas
Levsinex Vesicare
Antitussives & Various generics None All brands
Expectorants benzonatate Entex (all)
codeine combinations Tussionex
hydrocodone combinations
Antiviral acyclovir ganciclovir Relenza® Cytovene Symmetrel
Agents amantadine rimantadine Tamiflue Denavir Zovirax Topical/Oral
famciclovir Valtrex Famvir
Flumadine
Arthritis azathioprine* methotrexate* | Enbrel** Arava* Simponi** Actemra®
Agents hydroxychloroquine* sulfasalazine* | Humira®** Kineret** Trexall* Orencia™
leflunomide* Rheumatrex* Remicade*
Rituxan®
Benign Prostatic doxazosin Flomax Avodart Rapaflo
Hypertrophy finasteride Cardura/XL terazosin tabs
(BPH) Agents** terazosin caps Hytrin Uroxatral
(prostate) Proscar
Beta-Blocking acebutolol pindolol None Betapace/AF Lopressor
Agents** atenolol propranolol/LA Bystolic Normodyne
(blood pressure betaxolol satolol/AF Cartrol Sectral
lowering) bisoprolol timolol Coreg/CR Tenormin
carvedilol Corgard Toprol/XL
labetalol Inderal/LA Trandate
metoprolol/XL Innopran XL Visken
nadolol Kerlone Zebeta
Levatol
Blood Modifiers None Procrit* Aranesp* Neulasta® NPlate**
Epogen® Neumega
Leukine Neupogen
Mozobil* Promacta®
Botulinum Toxins None None None Botox*
Dysport*
Myobloc*
Calcium Channel amlodipine nicardipine None Adalat CC Nimotop
Blocking Agents Cartia XT nifedipine Calan/SR Norvasc
(cc)** Diltia XT nimodipine Cardene/SR Plendil
(blood pressure diltiazem/ER/XT nislodipine Cardizem (all) Procardia/XL
lowering) felodipine Taztia XT Covera HS Sular
isradipine verapamil/SR Dilacor XR Tiazac
Dynacirc/CR Vascor
Isoptin/SR Verelan/PM

#Requires prior authorization

*Drug is available through Mail Service

*Obtain through CuraScript Specialty Pharmacy
9 Subject to quantity limits

MDoes not require a prescription drug rider for coverage but may
be subject to prior authorization or step therapy as indicated

st Step therapy edits apply (must have failed “Subject to prior authorization requirements in policy

on a specific drug per policy)

**All drugs in the category are available through Mail Service



Drug Category

TIER1
The lowest copay choice and usually includes
generic drugs.

TIER 2

The mid-range copay choice
and includes covered brand
name drugs because of
their overall value.

TIER 3
The highest copay choice and includes all other
covered brand name drugs. Prior authorization

is required for 2 tier riders.

Cancer Drugs bicalutamide* Alkeran* Afinitor®* Abraxane®
methotrexate* Arimidex* Casodex* Alimta
flutamide* Aromasin* Eulexin* Arzerra*
megestrol* Ceenu* Hycamtin® Avastin
mercaptopurine* DES* Iressa™* Clolar*
tamoxifen* Emcyt Megace* Dacogen
tretinoin Fareston* Nexavar®* Eloxatin

Femara* Purinethol* Erbitux
Gleevec' Soltamox* Folotyn*
Hexalin Sprycel** Fusilev*
Leukeran* Sutent®* Ixempra*
Lysodren Tarceva™ Levoleucoran®
Myleran* Targretin Temodar IV*
Nilandron* Tasigna®* Torisel*
Temodar* Tykerb** Treanda™*
Thioguanine* Vesanoid Vectibix
Vepesid Votrient** Velcade
Xeloda* Zolinza** Vidaza

Cardiac digoxin elixir Lanoxicaps None

Glycosides** digoxin Lanoxin

(heart) Lanoxin Elixir

CNS Stimulants amphetamine combination/XR Concerta Adderall/XR Liquadd

(ADHD)** dexmethylphenidate Metadate/CD/ER Daytrana Nuvigil*
dextroamphetamine Strattera Desoxyn Provigil
methylphenidate Dexedrine Ritalin/LA/SR

Focalin/XR Vyvanse
Intuniv? Xyrem

Contraceptives Various generics* Next Choice Nuvaring* Alesse* Norinyl* Implanon

(Oral/Topical/ Apri* Nora-Be* Ortho Evra* Brevicon* Nor-QD*

Other) Aviane* Nortrel* Ortho Tri-Cyclen Lo* | Cyclessa* Ortho Novum*
Camila* Ocella* Yaz* Depo-Provera Ortho Tri-Cyclen*
Cesia* Ogestrel* Desogen* Ortho-Cept*
Cryselle* Portia* Estrostep FE* Ortho-Cyclen*
Enpresse* Previfem* Femcon Fe* Ovcon*
Jolessa* Quasense* Levlen* Ovral*
Jolivette* Reclipsen* Levlite* Plan B
Junel* Solia* Lo/Ovral* Plan B One Step
Kariva* Sprintec* Loestrin 24 FE* Seasonale*
Kelhor* Tilia Fe* Loestrin/FE* Seasonique*
Leena* Trinessa* LoSeasonique* Tri-Levlen*
Lessina* Tri-Legest Fe* Lunelle Tri-Norinyl*
levonorgestrel Tri-Previfem* Lybrel* Triphasil*
Levora* Tri-Sprintec* Micronor® Yasmin*
Low-Ogestrel* Trivora* Mircette*
Microgestin* Velivet* Modicon*
Mononessa* Zovia* Nordette*
Necon*

Cough/Cold Various generics None All brands

#Requires prior authorization
*Drug is available through Mail Service
**All drugs in the category are available through Mail Service

*Obtain through CuraScript Specialty Pharmacy MDoes not require a prescription drug rider for coverage but may
be subject to prior authorization or step therapy as indicated

9 Subject to quantity limits
st Step therapy edits apply (must have failed
on a specific drug per policy)

“Subject to prior authorization requirements in policy




TIER1
The lowest copay choice and usually includes
generic drugs.

TIER 2

The mid-range copay choice
and includes covered brand
name drugs because of

TIER 3

The highest copay choice and includes all other
covered brand name drugs. Prior authorization
is required for 2 tier riders.

Drug Category

their overall value.

Diabetic Agents: None Apidra/Solostar None

Insulin** Humalog

(subject to diabetic Humalog Mix

copay per contract/ Humalog Pen

rider) Humulin

Humulin Pen
Lantus/Solostar
Levemir

Novolin

Novolin Pen
Novolog
Novolog Mix
Novolog Pen
Relion

Diabetic Agents: acarbose Actoplus Met Amaryl

Other** glimepiride Actos Diabeta

(subject to diabetic glipizide/XL Avandamet Glucophage

copay per contract/ | glyburide Avandaryl Glucophage XR

rider) glyburide micro Avandia Glucotrol XL
glyburide/metformin Byetta Glucovance
metformin/ER Duetact Glynase
nateglinide Fortamet Metaglip

Glucagon Micronase
Glumetza Onglyza*
Glyset Precose
Janumet Starlix
Januvia

Prandin

PrandiMet

Riomet

Symlin

Diabetic Preferred Meters: Preferred Strips: None

Meters & Strips Accu-chek Advantage Accu-chek Active*

(subject to diabetic Accu-chek Aviva Accu-chek Aviva*

copay per contract/ | Accu-chek Compact/Compact Plus Accu-chek Comfort

rider) Accu-chek Complete Curve*

One Touch Ultra/Ultra2/Ultra Smart | Accu-chek Compact*

One Touch Sure Step One Touch Test Strips*
One Touch Fast Take One Touch Ultra/

Ultra 2/Ultra Smart*

One Touch Fast Take*

Digestants/ Dygase Pancron Creon Enzymax

Enzymes** Enzycap Pangestyme Ultrase Gastrinex
Lapase Panocaps Kutrase
Lipram/CR/PN Panokase Ku-Zyme
Palcaps Plaretase Pancrease MT
Palpeon Ultracaps Pancrecarb
pancrelipase Viokase

Zenpep*

Diuretics** amiloride None Aldactone Lozol
bumetanide Bumex Maxzide
chlorthalidone Demadex Microzide
chlorothiazide Diamox/Sequels Mykrox
eplerenone Dyazide Neptazane
furosemide Dyrenium Thalitone
hydrochlorothiazide Inspra Zaroxolyn
indapamide Lasix
spironolactone/HCTZ
torsemide
triamterene/HCTZ

*Obtain through CuraScript Specialty Pharmacy MDoes not require a prescription drug rider for coverage but may
9Subject to quantity limits be subject to prior authorization or step therapy as indicated
st Step therapy edits apply (must have failed “Subject to prior authorization requirements in policy

on a specific drug per policy)

#Requires prior authorization
*Drug is available through Mail Service
**All drugs in the category are available through Mail Service



Drug Category

TIER1
The lowest copay choice and usually includes
generic drugs.

TIER 2

The mid-range copay choice
and includes covered brand
name drugs because of
their overall value.

TIER 3

The highest copay choice and includes all other
covered brand name drugs. Prior authorization

is required for 2 tier riders.

Enteral Products Various generics All brands None
Erectile yohimbine Viagra® Caveriject? Levitra®
Dysfunction Cialis® Muse*
Edex?
Fertility Agents Chorex-5 None Bravelle® Luveris®
clomiphene Cetrotide* Menopur*
HCG (generic) Clomid Novarel
leuprolide* Fertinex* Ovidrel
Follistim AQ* Pergonal*
Gonal-F* Pregnyl
Lupron SQ* Profasi
Lutrepulse® Repronex*
Gaucher's Disease None None Zavesca* Cerezyme*
Ceredase®
Gl: Ulcer/ cimetidine sucralfate Nexium® Aciphex®* Prilosec**
Heartburn famotidine Prevacid® Axid Protonix**
Agents** lansoprazole Carafate Pylera
nizatidine Helidac Tagamet
omeprazole Kapidex* Zantac
pantoprazole®* Pepcid Zegerid*
ranitidine Prevpac
Gl: Inflammatory balsalazide* Asacol* Actigall* Lialda*
Bowel & Misc. metoclopramide* Canasa* Amitiza* Librax*
misoprostol* Apriso* Lotronex*
sulfasalazine/EN* Azulfidine/EN* Metozolv ODT**
ursodiol* Cimzia** Pentasa*
Colazal* Relistor
Cytotec* Rowasa*
Dipentum* Urso/Forte*
Entocort EC* Visicol
Gout** colchicine allopurinol None Colcrys* Zyloprim
Growth Failure None Nutropin/AQ/Depot**| Genotropin®* Norditropin®*
Agents Omnitrope™* Geref** Saizen**
Humatrope®* Serostim®*
Increlex®” Tev-Tropin®*
i-Plex** Zorbtive**
Hormone EEMT/HS Activella Alora Estrogel
Replacement Essian/HS Cenestin Angeliq Evamist
Therapy** estradiol Climara/Climara Pro | Combipatch FemHRT
estradiol/ norethindrone Crinone Divigel Femring
estradiol patch Estring Elestrin Gel Femtrace
estrogen & methyltestosterone Premarin Tablets/ Endometrin Vaginal  Menest
estropipate Cream Enjuvia Menostar
medroxyprogesterone Premphase Esclim Ogen
norethindrone Prempro/Low Dose | Estinyl Ortho Prefest
Ortho-est Prometrium Estrace/Vaginal Ortho-Dienestrol
progesterone cr/supp Vagifem Estraderm Prochieve Gel
Vivelle/Vivelle-Dot | Estrasorb Provera
Estratest/HS
Immunoglobulin None None None Carimune®
Therapy Flebogamma*
Iveegam®
GamaSTAN*
Gammagard”
Gamunex*
Octagam®
Privigen®
Vivaglobin®
Immunomodulators | None None Thalomid** Revlimid**

#Requires prior authorization
*Drug is available through Mail Service
**All drugs in the category are available through Mail Service

*Obtain through CuraScript Specialty Pharmacy MDoes not require a prescription drug rider for coverage but may
be subject to prior authorization or step therapy as indicated

9 Subject to quantity limits
st Step therapy edits apply (must have failed

on a specific drug per policy)

“Subject to prior authorization requirements in policy




Drug Category

TIER1
The lowest copay choice and usually includes
generic drugs.

TIER 2

The mid-range copay choice
and includes covered brand
name drugs because of
their overall value.

TIER 3

The highest copay choice and includes all other
covered brand name drugs. Prior authorization

is required for 2 tier riders.

Immuno- azathioprine mycophenolate | Azasan Cellcept Neoral
suppressants** cyclosporine tacrolimus Sandimmune Imuran Prograf
Gengraf Myfortic Rapamune
Interferons/ Ribasphere®* Pegasys™* Copegus™* Peg-Intron™*
Others ribavirin®* Baraclude® Rebetol**
For Hepatitis Epivir-HBV Rebetron®*
Hepsera® Ribatab®**
Infergen®* Tyzeka*
Intron-A*
Intranasal flunisolide Nasonex Beconase AQ* Nasarel”
Corticosteroids** fluticasone Flonase® Omnaris*
Nasacort AQ* Rhinocort AQ*
Nasalide* Veramyst*
Lipid/Cholesterol cholestyramine lovastatin Crestor Advicor Lovaza
Lowering Agents** | clofibrate niacin Lipitor Altocor Mevacor
colestipol pravastatin Niaspan Altoprev Pravachol
fenofibrate simvastatin Tricor Antara Pravigard PAC
gemfibrozil Vytorin Colestid Questran/Light
Zetia Fenoglide Simcor
Fibricor* Triglide
Lescol/XL TriLipix
Lipofen Welchol
Lofibra Welchol Powder*
Lopid Zocor
Migraine Agents apap/isometh/dichloral Maxalt/MLT® Amerge™* Frova®*
bellamine-S Relpax® Axert®* Imitrex®#
butalbit/apap/caff Cafergot Imitrex Inj/Nasal**
Migergot supp DHEA-45 Midrin
sumatriptan Ergomar Migranal®
Esgic/Plus Sumavel DosePro**
Fioricet Treximet®*
Fiorinal Zomig/ZMT**
Miscellaneous cabergoline Epipen® Actimmune* Phoslo Acthar*
Agents Somavert* Adrenaclicke Renagel* Adagen®
(in various classes) Amicar Renvela* Aldurazyme®
Aphthasol Samsca* Aralast®
Aquoral Sandostatin Berinert”
Arcalyst? Savella Ceprotin™*
Calomist Sensipar Cinryze*
Campral Somatuline Depot**| Elaprase®
Cleocin Vag Supp Uloric Fabrazyme*
Cuprimine* Xenazine Feraheme*
Dostinex Zemplar Kalbitor*
Exjade” Zingo Myozyme*
Fosrenol* Naglazyme*
Gelclair Prolastin/Prolastin-c*
Gynazole-1 Retisert*
llaris* Sandostatin LAR
Kuvan®* Soliris**
Supprelin-LA#
Vivitrol
Xenazine*
Zemaira*
MS Agents None Avonex* Betaseron® Rebif* Tysabri®**
Copaxone* Extavia™"
Muscle Relaxants baclofen methocarbamol | None Amrix Parafon Forte
carisoprodol orphenadrine Dantrium Robaxin
chlorzoxazone tizanidine Fexmid Skelaxin
cyclobenzaprine Flexeril Soma
dantrolene Lioresal Zanaflex
Norgesic/Forte
#Requires prior authorization *Obtain through CuraScript Specialty Pharmacy MDoes not require a prescription drug rider for coverage but may 8

be subject to prior authorization or step therapy as indicated
“Subject to prior authorization requirements in policy

9dSubject to quantity limits
stStep therapy edits apply (must have failed
on a specific drug per policy)

*Drug is available through Mail Service
**All drugs in the category are available through Mail Service



Drug Category

TIER1
The lowest copay choice and usually includes
generic drugs.

TIER 2

The mid-range copay choice
and includes covered brand
name drugs because of
their overall value.

TIER 3

The highest copay choice and includes all other
covered brand name drugs. Prior authorization

is required for 2 tier riders.

Narcotic naltrexone None Revia Subutex
Antagonists Suboxone
Nitrates/Angina isosorbide dinitrate None Dilatrate-SR Nitro-Dur
Others** isosorbide mononitrate Imdur Nitrolingual Spray
(heart) Nitrek Ismo Nitrostat
Nitrobid topical Isordil/SL Ranexa
nitroglycerin Minitran Transderm-Nitro
nitroglycerin patches Monoket
Nitroquick
NSAIDS** diclofenac mefenamic acid | Celebrex Anaprox/DS Motrin Caldolor*
(pain & inflammation, | etodolac/XL meloxicam Arthrotec Nalfon
arthritis) fenoprofen nabumetone Cataflam Naprelan
flurbiprofen naproxen Clinoril Naprosyn
ibuprofen oxaprozin Daypro Ponstel
indomethacin piroxicam EC-Naprosyn Relafen
ketoprofen/ER salsalate Feldene Toradol
ketorolac sulindac Flector Voltaren Gel
meclofenamate tolmetin Indocin/SR Voltaren/XR
Mobic Zipsor*
Ophthalmic: bac/neo/polym gentamicin Vigamox AzaSite Natacyn
Anti-Infective bacitracin ofloxacin Viroptic Besivance® Ocuflox
Agents chloramphenicol polym/trimeth | Zymar Blephamide Polytrim
ciprofloxacin sulfacetamide Ciloxan Quixin
erythromycin tobramycin Iquix Tobrex
Ophthalmic: apraclonidine levobunolol Alphagan/P Azopt Isopto Carpine
Glaucoma betaxolol pilocarpine Lumigan Betagan Istalol
Agents** brimonidine timolol/XE Travatan/Z Betimol Optipranolol
carbachol timolol/ Xalatan Betoptic-S Pilopine-HS
carteolol dorzolamide Combigan Timoptic/XE
dipivefrin Cosopt Trusopt
dorzolamide lopidine
Ophthalmic: cromolyn Lotemax Acular/LS/PF Livostin Lucentis*
Steroids, dexamethasone Optivar Acuvail® Maxidex Ozurdex®
Antiinflammatory diclofenac Patanol Alamast Maxitrol
& Misc. Agents fluorometholone Tobradex Alocril Nevanac
ketorolac Zaditor Alomide Omnipred
prednisolone Alrex Opticrom
Bepreve* Pataday
Crolom Pred Forte
Durezol Pred-G
Econopred Plus Restasis”
Elestat Vexol
Emadine Voltaren
Flarex Xibrom
FML/FML-S Zylet
Osteoporosis/ alendronate* Actonel/Ca* Boniva Tabs* Fosamax Weekly* | Aredia®
Paget's Agents calcitonin nasal spray* Evista* Didronel* Miacalcin Nasal* | Boniva IV#
etidronate* Forteo®** Skelid Reclast*
Fortical* Fosamax/D* Zometa*
Otic Preparations acetic acid Ciprodex Auralgan Dermotic
(ear) acetic acid/hydrocortisone Floxin Cerumenex Domeboro
antipyrine/benzocaine/glycerin Cetraxal® Pediotic
benzocaine Cipro HC
carbamide peroxide Coly-Mycin S
neo/polym/HC Cortisporin/TC

#Requires prior authorization

*Drug is available through Mail Service

**All drugs in the category are available through Mail Service

*Obtain through CuraScript Specialty Pharmacy
9 Subject to quantity limits
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on a specific drug per policy)

MDoes not require a prescription drug rider for coverage but may
be subject to prior authorization or step therapy as indicated

“Subject to prior authorization requirements in policy




TIER1
The lowest copay choice and usually includes
generic drugs.

TIER 2 TIER 3

The mid-range copay choice | The highest copay choice and includes all other
and includes covered brand | covered brand name drugs. Prior authorization
name drugs because of is required for 2 tier riders.

Drug Category

their overall value.

Pain Relievers apap/codeine None All brands Oxycontin®
(narcotic) butorphanol® Actig** Oxyfast
codeine Avinza** OxyIR
fentanyl patch® Bancap HC Panlor
fentanyl oral** Combunox Percocet
hydrocodone/apap Darvocet-N Percodan
hydrocodone/ibuprofen Darvon/N Percolone
hydromorphone Demerol Reprexain
meperidine Dilaudid RMS Supp
methadone Dolophine Roxanol
morphine ER* Duragesic® Roxicodone
morphine IR Embeda* Ryzolt*
oxycodone/APAP Fentora™* Stadol®
oxycodone/aspirin Fioricet/w codeine  Synalgos
oxycodone/ER** Fiorinal/w codeine Talacen
oxycodone/ibuprofen Kadian®* Talwin Nx
propoxy/apap Lortab/ASA Tylenol w codeine
propoxyphene MS Contin® Tylox
propoxyphene/apap MSIR Ultracet
tramadol/ER Norco Ultram/ER
Nucynta Vicodin/ES/HP
Numorphan Supp Vicoprofen
Onsolis* Vopac
Opana Zydone
Opana ER*
Oramorph SR**
Pain Relievers: Various generics None All brands Lobac
Miscellaneous** choline mag trisalicylate Disalcid Magsal
diflunisal Easpirin Myophen
salsalate Equagesic Trilisate
Tricosal Flextra/DS Trisalcid
Frenadol Zorprin
Parkinson's amantadine* None Akineton* Mirapex*
Agents benztropine* Apokyn* Neupro*
bromocriptine* Artane* Parcopa*
carbidopa/levodopa/ER* Azilect* Parlodel*
pergolide* Carbex* Permax*
ropinirole* Cogentin* Requip/XL*
selegiline* Comtan* Sinemet/CR*
trihexyphenidyl* Eldepryl* Stalevo*
Emsam* Tasmar*
Kemadrin* Zelapar*
Lodosyn*
Potassium Various generics None All brands Klotrix
Supplements** Kaochlor-Eff K-Lyte
Kaon Cl K-Tab
Kay Ciel Micro-K
K-Dur Slow-K
Klor-Con 25meq
Prostate Cancer None None None Eligard
Firmagon
Lupron Depot
Trelstar
Vantas
Viadur
Zoladex

#Requires prior authorization
*Drug is available through Mail Service
**All drugs in the category are available through Mail Service

*Obtain through CuraScript Specialty Pharmacy MDoes not require a prescription drug rider for coverage but may
be subject to prior authorization or step therapy as indicated
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TIER1

The lowest copay choice and usually includes
generic drugs.

TIER 2 TIER 3

The mid-range copay choice | The highest copay choice and includes all other
and includes covered brand | covered brand name drugs. Prior authorization
is required for 2 tier riders.

Drug Category

name drugs because of

their overall value.

Respiratory: albuterol Proventil HFA Accuneb Perforomist
Beta Agonists isoetharine Foradil* Alupent Proventil
(Oral, Inhaled) isoproterenol ProAir HFA Brethine Ventolin/HFA
ipratropium/albuterol Serevent* Brovana* Vospire ER*
metaproterenol Spiriva* Duoneb Xopenex/HFA
terbutaline* Maxair Autohaler
Respiratory: budesonide Advair/HFA Aerobid-M Xolair**
Inhaled Asmanex Alvesco
Corticosteroids** Flovent/HFA Azmacort
Pulmicort Pulmicort Respules
Symbicort Qvar
Respiratory: None Singulair Accolate*
Leukotriene Zyflo CR*
Modifiers**
Respiratory: aminophylline* Atrovent/HFA* Adcirca* TOBI** epoprostenol”
Miscellaneous cromolyn* Combivent* Intal* Tracleer®* Flolan®
ipratropium soln* Pulmozyme** Letairis®* Tyvaso** Remodulin®
theophylline* Revatio®* Uniphyl*
Theo-24* Ventavis**
Theo-Dur*
RSV None None None Synagis®*
Sedative/ estazolam? zaleplon® Rozerem?® Ambien/CR3 Halcion®
Hypnotics flurazepam® zolpidem? Butisol Lunesta®*
(sleep aids) hydroxyzine Dalmane® Placidyl®
temazepam® Doral® Restoril®
triazolam® Edluar® Sonata®
Smoking bupropion SR None Chantix Zyban
Cessation Agents™ Nicotrol
Thyroid** levothyroxine propylthiouracil | Synthroid Armour Thyroid Tapazole
Levoxyl thyroid Cytomel Thyrolar
liothyronine Unithroid Levothroid
methimazole
Topical econazole None Ertaczo Mytrex
Antifungals ciclopirox soln® Exelderm Naftin
ketoconazole Extina Nizoral
nystatin Loprox Oxistat
Lotrisone Penlac*
Mycolog Cream Spectazole
Mycostatin Vusion
Mycozin Xolegel/Duo
Topical erythromycin PhisoHex Alcortin/A Cortisporin
Anti-Infectives gentamicin Altabax Klaron
mupirocin Bactroban Polysporin
Centany Vytone
Topical/Oral/ anthralin Dovonex Amevive** Psoriatec Remicade”
Injectable calcipotriene Enbrel** Capitrol Raptiva®* Stelara**
Antipsoriatic & selenium sulfide Carmol Scalp Rosula NS
Antiseborrheic Dovonex Soln Selsun Rx
Dritho-Scalp Soriatane CK
Epi-Foam Taclonex/Scalp
Exsel Tazorac
Ovace Vectical
Pramosone

#Requires prior authorization *Obtain through CuraScript Specialty Pharmacy MDoes not require a prescription drug rider for coverage but may
*Drug is available through Mail Service 9 Subject to quantity limits R be subject to prior authorization or step therapy as indicated
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Drug Category

TIER1
The lowest copay choice and usually includes
generic drugs.

TIER 2

The mid-range copay choice
and includes covered brand
name drugs because of
their overall value.

TIER 3

The highest copay choice and includes all other
covered brand name drugs. Prior authorization

is required for 2 tier riders.

Topical aluminum chloride soln Condylox Aldara Podocon
Miscellaneous urea Lidoderm Carac Protopic*
Carmol 40 Prudoxin
Drysol Regranex
Efudex Solaraze Gel
Elidel* Umecta/PD
Flouroplex Veregen
lodosorb Xerac AC
Keralac Zonalon
Kerafoam
Topical Scabicides/ | Acticin None Elimite Ovide
Pediculicides malathion Eurax Ulesfia*
permethrin Lindane
Topical Steroids alclometasone' Luxig? Aclovate' Hytone'
amcinonide? Alphatrex® Kenalog?
'Low Potency betamethasone dip/aug** Aristocort/A% Lidex/E?
?Medium Potency betamethasone valerate* Capex Shampoo' Locoid?
*High Potency clobetasol* Clobex* Lokara'
“Very High Potency | desonide' Cloderm? Maxivate®
desoximetasone®® Cordran/SP? Nutracort'
diflorasone®* Cormax* Olux/E*
fluocinolone' Cutivate? Pandel
fluocinonide® Cyclocort? Psorcon/E**
fluticasone? Derma-Smoothe/FS' Synalar'?
halobetasol* Dermatop? Temovate*
hydrocortisone' Desonate' Texacort'
hydrocortisone butyrate? Desowen' Topicort/LP??
hydrocortisone valerate? Diprolene/AF** Tridesalon'
prednicarbate? Diprosone’ Ultravate*
mometasone’ Elocon? Vanos®
triamcinolone? Florone* Verdeso'
Halog/E* Westcort?
Topical/Oral Amnesteem Differin A/T/S Finacea
Acne Products Claravis Acanya Klaron
clindamycin Accutane Lavoclen
clindamycin/benzoyl peroxide Akne-Mycin Metrocream
erythromycin Atralin Metrogel
isotretinoin Avar/E Metrolotion
metronidazole Avita Neobenz Micro/SD
Sotret Azelex Noritate
sulfacetamide Benzaclin Retin-A
tretinoin Benzamycin Retin-A Micro
Brevoxyl Sulfacet-R
Clarifoam EF Sulfoxyl
Clenia Suphera
Cleocin-T Tretin-X
Clindagel Triaz
Clinda Reach Vanoxide HC
Duac Ziana
Epiduo Zoderm
Evoclin
Urinary Tract methenamine None Furadantin Monurol
Agents nitrofurantoin Hiprex Neggram
phenazopyridine/plus Macrobid Primsol
trimethoprim Macrodantin Pyridium/Plus
Mandelamine Urex
Weight benzphetamine® None Adipex-P* Melfiat-105*
Management diethylpropion* Bontril-DPM* Meridia*
Agents phendimetrazine® Didrex* Prelu-2*
phentermine* Fastin® Tenuate*
lonamin® Xenical*

#Requires prior authorization
*Drug is available through Mail Service
**All drugs in the category are available through Mail Service
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