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More information on the PDL can be found at:

ervices

Yellow shade signifies a new product being added as a new to market Non-Preferred product OR current coverage is being dlarified

Orange shade signifies a significant change to the drug, category, or a clinical

Pink Shade signifies an Off-Cycle PDL move from Preferred to Non-Preferred or vice versa

Peach shade signifies categories that will be open for discussion even though there are no

Purple shade signifies a product either no longer covered or no longer available from the

ALZHEIMER’S AGENTS
Preferred Non-Preferred
 donepezil Sme. 10ma tablet / ODT (aeneric for Ariceot” / ODT) Adiarity” Patch
Exclon” Patch Aduhelm” Vial - C
for Namenda®) | Aricent” Tablet
") dor I for Aricept®)
to non-preferred sl ER casue | soluion bl e for " IER)
s Yt
Looem” Vsl Ao -
| memantine ER capsule / solution (generic for Namenda® XR / Solution)
Nenanine HCL Doncoedl DL )
N Titaion Pack X Capsule  XR Tittion Pk
Namarie” Cope Tition Pack
rivastigmine patch (generic for Exclon’)
ot wbie
ANALGESICS
(OPIOID ANALGESICS
Tong Acting Opioids
Plans ey ot apply sddtions prar o this enegory
0 criteria apply to all drugs I this ciass
Preferred NonPreferred
Butrans” Patch | Belbuca” (Buccal) Film
fentany! patch | 2meg / 25meg / SOmeg / 75me / 100mes (seneric for Duragesic”) buprenomhine patch (generic for Butrans“)
nethadon conenrae/ isets/ mensol bl souion o Cansue
fi ‘ontin") 62,51 for Duragesic”)
OnContn” Tablt oz ER)
 vdrocods for Hysingla” ER)
s hone ER tablet c for Exaleo™)
ysin" ER Tabet
| Methadose™ Oral Concentrate / Tablet
| morhine sulfate for Avinza", Kadian")
| MS Conin” Tablet
oxveodon for OxyContin")
oo ER bt
adol for Conzip®)
canadol ER blet (Ul ER. Ryzolth)
o i et prir suthortio
Chinient-eriterinapphy-to-a drussin-thivelass
Preferred Non-Preferred
y / Oral Spray 11 Opioids -
| Fersors " Suecet-Fablet
Short 1 Opioids
Flansmay ot apply additions! ilition management o prir auharzaion critria to this categoy
Cllfcalcriteri apply 0 all drugs Tnthis lass
Preferred Non-Preferred
Endocet” for Percoce codeine sulfate tablet
vere tablet (generic for Hycet”, Lorcet”, Lortab”, Norco®, Vicodin®). Dilaudid” Liguid / Tablet
for Dl )
tablet (generic for MSIR™)  vdrocods Ihudone ., Reprexain®.
oxveodone solution / tablet for Roxicodone™) hvdromornhone solution / supository (eeneric for Dilaudid "y
o for Tylox"). levornhanol tablet (generic for Levo-Dromoran®)
ocet”). | meneridine solution / tablet (seneric for Demerol"y
mophine ol sy
for Roxanol "
Nalose” Tblet
[T
e forRoxizodone” Il
onycolor
oo™y
| Percocet” Tablet
Prolate” Tablet / Solution
| Rosicodone” Tablet
Rorybond” Tabet
o m fords T Analgesic Combinations
Plans y oot appl addional uiliation management o prior o this category
Cilncalcriterin apply 0 il drugs n this class
Preferred Non-Preferred
tablet (generic for Tylenol with Codeine®) | Ascomp” ‘with Codeine”)
tramadol table ) with codeine capsule (generic for Fiorinal with Codeine”)
tran for Ultracet") butalbital- for Fioricet with Codeine®)
for Stadol")
o forParlor 55
Fioricet with Codeinc” Capsule
 pentazocin Talwin NX“)
Sesents” Tablet
ramadol solution (generic for Qdolo”™)
ol able 25 me. 75 mg. 100 mg)
NON-OPIOID ANALGESICS
Plans may ot apply addiona ilition management o prir atharzation critria to tis categoy
Preferred Non-Preferred
oumavx” Tablet Quantit limit of a 14 day supply |
B ‘AIDS
Preferred Non-Preferred
for Celebrex") | Arthrotec” Tablet
Voltaren") | Celebrex” Capsule
tablet (generic for Motrin®) | Davoro® Caplet
for Indocin”) diclofenac for Zipsor")
for Toradol ") diclofenac potassium tablet (seneric for Cataflam*)
") diclofenac for Voltaren” XR).
let (seneric for Naprosvn® EC) diclofenac iblet (seneric for Arthrotec®)
o diflunisal tabk for Dolobid")
for Naarosy Doloid bt
sulindac ") tablet / ER tablet(eneric for Lodine” / XL)
[Feldene” Cansule
tablet (seneric for Nalfon")
(seneric for Ansaid“).
ibuprofen / famotidine tablet (seneric for Ducxis") - T/F of only celecoxib required
for Indocin SR*).
NTM: Added Lurbiro™ Tablet to non-preferred j’““l‘z;\‘m
Kiprofen ™ c for Onudisy
Lofena™ Tablet
Lutins™ Tablet
for Meclomen®)
for Pt
Vivlodex")
sbuneton blt (e for Relaten’)
Nalfon” Capsule / Tablet
Narsin” Tat
| Naprosyn" Suspension
i for Naprln')
for Naprosyn")
i or Vinowd™ - T/ of antv
for DayPro®)
o elgenc)
Relafen™ DS Tablet
Tolect”tolnetn Taber
tolmetin tablet / capsule (generic for Tolectin® / DS)
Viowo® Tblt - T of ni
AN
Preferred Non-Preferred
for Cymbalta®) | Cymbalta” Capsule
 solution / tablet (generic for Neurontin®) | DermacinRx™ Lidocan Patch - C1
lidocaine patch (generic for Lidoderm”) - € | Drizalma™ Sorinkle
(generic for Lyrica®) for lrenka")
gabapentin ER tablet c for Gralise")
jiation: Added Tablet to non-preferred Gabrons™ Tblet
Gralise” Tablet
izant” Tablet
Lidocan™ Patch - e i
Lidoder” Puch- i
Lyrica® Capsule / Solution / CR Tablet
Neurontin® Capsule / Solution / Tablet
Lyrica® CRY
| Qutcnza® Kit
Sovll Tl Taruion Pack
Tridacaine™ Patch
ZTLido™ Patch - C
ANTICONVULSANTS
CARBAMAZEPINE DERIVATIVES
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ervices

s may not apply ad

Plan: ditional wi agement or prior authorization critri (o his category
Patients with a diagnosis o selzure disorder are exempt from T/F criteria and may use any carb;

amazepine product.

Preferred

o chewsble tablt /

for Tegretol'/ XR)

Non-Preferred

ablet (seneric for Trieptal®)

|y —

Moved Aptiom® Tablet from preferred to non-preferred

Iy
Carbatrol” Cansule

Epitol” Tablet

for Oxellars) XR)

Oxcart
Trileoal Tabler

table (generi for Topamaxs)

for Aptiom®) from non-pi preferred
Trileptal” Suspension
TIRST
Tatients with isof seizue disorder are exemp from T crterla an product,
Preferred on-Preferred
Celontin” Kanseal | Deoakote” ER Tablet
Dilantin” Capsule / Infatab / Suspension Depakote” Tablet
ER tablet / tablet (seneric for Devakote” / ER / Sorinkle) ol
tin®) o Celontin®)
] Sezaby” Vial
[Flbatol” Suspension / Tablet | Zarontin® Capsule / Solution
pbobarial bt e/ soloion
Phenyick” Capsule
for Dilantin”)
for Phenvick”)
orimidone Tablet (seneric for Mysoline™)
Y
EC
plans ey ot apply sddtions prar o this ctegory
Fatents with »dignosts of slrrs disorder ar exemp rom T/ ritei and may use any product
Preferred on-Preferred
[Briviact” Tablet / Solution | Banzel” Suspension
tablet_(generic for Onf Banzel” Tablet
") lonopin” Wafer)
Discomi” Capsle / PowderFack
diazepam rectal / system (generic for Diastat” Accudial / Pedi System) [Elepsia™ XR Tablet
Eprontia”™ Solution Epidiolex” Solution - C
[Eprontia™ Solution |Gabarone™ Tablet
Fycompa” Tablet / Suspension Keppra® Tablet / Solution / XR Tablet
‘solution leurontin”) Kionopin” Tablet
ncosamide it (generc for Viat®) ncosamid solvion (e for V™)
tablet / ODT (generic for Lamictal") tal” Chewable / ODT / ODT Starter Kit / Starter Kit / Tablet / XR / XR Starter Kit
oot ER bl (senere for il X0 o DT dose pack e dosepack (enrie o Lamica
ER tablet / solution (seneric for Keppra” / XR) Spritam”)
Nayzilam" Nasal Spray Libervan™ Film_
| Qudexy” XR Capsule Lyrica” Capsule / Solution
Roweepra™ Tablet Motopoly XR™ Capsule
") | Neurontin® Capsule / Solution / Tablet
for Bl Tl
|Sabril” Tablet / Powder Packet. perampanel Tablet (generic for Fycompa”)
Subvente” Talet /Tab Sin Kit NTM: Added Solution to non-preferred Sortan’ Table
iasabine Gabiil') Obsolete: Removed Diastat® Rectal Gel Svmpazan’ Film

[Topanax” Sprinkle Capsule / Tablet

Valioco Nasal Spray

for Trokendi XR") - T of Trokendi® XR Capsule reauired fo coveraze

(sreric fo Sabril’)

opirama generic for Quideny”)

Xeapr’ Tablet/ Titraton Pack.

for Zovesran')

Trokendi* XR Capsule

for Sabil")

Vigadrone” Powder Packet  Tablet

Vigafyde™ Soluion

[Vigpoder™ Powder Packet

Vimpat” Soluion, Starte Kit Tablet

Zonisade™ Oral Suspersion

[zl Ol Suspersion.
ANTI-INFECTIVES - SYSTEMIC

Penicillins, @ Refated
Preferred Non-Preferred
chevabie / susnemsion bt (sneic for Amosil” Trmot) ge—
tablet (eneic for Ausmein') R e (eneric for A’ / XE)
ampcilincapsle / mection Awmentin’ Suspenson; ES-600/ XR Table
ampicilislbactam ncction il suspesion Cosior /D)
Bicilin” C-R iecion fudro bl for Durcer
for Durcet) S 1 of A or shildren < 17 vears of e
et (gsneic for Vantin)
for Suprn') g
1)
for Cotn')
=)
dictonailncapsu
vt
onaclin njcton. val
pencilin G nection /vl
pencilln ¥ suspension bl
Plzerpen’ incction/ il
piersilln - azobacta jecion Vil
T e
Preferred Non-Preferred
o (nerc fo Cleoin') Cleocin® Cansules  Val
Cleoc
e Cleocin®y
a Lincocin’ Vil
Lincosin')
e olid IV solation (seneic for Zovox')
Sivenro” Tabet Vil
Zveox” Tablt / 1V Solution; Suspersion
‘Miacrofides and Keiolides
Preferred Non-Preferred
packet suspersion! ahet (eneic for Zitroman o Baxin XL')
et (gsneric for Baxin’) Eryped” 2001400 Suspersion
S " Filmab /Suspersion [ Tab” Tablet
[E—— o Porder Packe  Suspersion / Tablet / Tr-Pak / Z-ak
oS [
domycin EC capsue (senerc for Eye’)
for LES” i)
Anibiones]
Preferred Non-Preferred
esondazol ahet (speric for Flasyl') Acrmcolo” DR Table
for Vancocin®) Difcd Suspersion / Tabler- T/F of oy s reauired for reatmentof Clostridium aificie
for Firvang') Fidusomcin icide)
Finana” Solion
V" Capsule
Limer” Susoersion
iliation: Added Fic i ic for Dificid®) to non-preferred metronidarole. for Flasyl
Obsolete: Removed paromomycin capsule (generic for Humatin®) o Flasl)
for M)
for Alia" Table
Solosec” Grules
o Tindamas)
Vancoci' Capsue
[Vous(™ Capsule - Cria a0t
Quinolones
Preferred Non-Preferred
Cioro” Suspemion onses™ Table
') Cipro” Table
for Levaauin') Gy
o Avelox') Levaauin')
for Floxin)
Teiracycline Derivatives
Preferred Non-Preferred

bl generic for Vibramycin' Vibra Tab')

for Declomyein®)

100mg capsule (seneric for Morodox')

[Dorys” DR/ MPC Tablet

")

for Doryx” DR

for Oracea’)

T5mg. 100mg. 150mg wblet

75me, £ Adoa’)

for Vibramvein®) - T/F of preferred acens not reauired for patients < 12

emoved Minolira™ ER Tablet

Lymepak™ Tablet

minocycline S0mg. 75 100m tabled
Jie ER o

Limited t0

ek supply.

[t

Morsidox” Capsule Kt

Nuvma™ Tabler
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ervices

Orsceat capsule

Sumyein')

for Sumyein” / Panmycin')

A

fngals

Preferred

Non-Preferred

[er—

(eneric for Myeelex” Troche)

Cresenba” Cansule

Vi

Difucan” Suspension  Tablet

for Ancobon’)

for Gris Pee”)
0

)

for Mycost

cocric for Sooranox')

{ecbinafin tablet (seneric for Lamisi

ctoconszole wble (senric for Nizoral")

[Nowl" Suspersion Tablet/ DR

Oravis® Bucea

Sooranos” Capsule / Soluton

Tolsurs™ Capsule

Viend” Suspension  Tabler

Vivioa” €

esreric for Viend")

Plans may not apply additional uiization

Preferred

Non-Preferred

Paovid™ Tablet dose Pack
Logevio™ Capsule

Antivials (

epatiss B Agents)

Preferred

Non-Preferred

entecavi bt (seneric for Bursclude”)

lamivudine HBY BV
Viread Powder  Tablet

Added Tenofovir disoproxil fumarate tablet (generic for Viread®) to non-preferred

e ble (seeric for Hepsera' )

Baraclude” Soluon  Tabler

for Viread')

Antivials (

Venidy" Tablet
epatitis C Agents)

Plans may not apply additional uiization

Preferred Non-Preferred
Peansvs” Svinee / Vil
c for Copea” Rebetol")
Climieal criteria apply (o all drugs ited below
Prior Approval Not Required for Mavyret” Tablet/ Pelct Pack and sofosbuir-velpatasir tablet (zeneric for Epelu
Enclusa”
Mavyrer Tablet (8 weeks of therspv) Harvon” Pele Pack | Tabet
Mavvrel” Pelle Pack cric for Harvoni')
soloshuvi-vlpatasir bl (seneric for Epclusa’) [Sovai” Pl Pack / Tablee
Zeouie” Tabler
Allzenonves Pushen)
Mavvrer Tablet (U o 12 weeks of theraon)
Mavvret” Pele Pack
i
A c s L an ey NSSA inhibitar,
Voser™ Tablet
sofoshuvi-velpatasir bl (seneric for Epclisa’)
ARtV Treatments)
Preferred Non-Preferred
scvelovi capsule /bt o Zovir) Obsolete: Removed Sitavig® Buccal Tablet 3
fameiclovir wblt (ssneric for Fomvir") Valies” Caplet
valavelovi bt (sreri for Valrex')
Preferred Non-Preferred
osc or Tamile') amaneadine ablt (senric for Svmmeteel
for Flumading” Flumadine” Tablc
Relenn” Diskaler
[Tamilu” Cansule / Suspersion
Xoftua™ Tablet - TF of nly one prferred drue reauired
Antibiotics, Infaled
[T
“TIF of only one preferred drug required
Non-Preferred
K™ Pak [Avkavee” Vial
Betkis” Anpule Open class-No Cavston” Soluion
forTob™) Kiabis™)
[Tobi" Podiaer”™/ Soluton
for Behkin)
BEHAVIORAL HEALTH
ANTIDEPRESSANTS
Othier
Preferred Non-Preferred
S bt/ XL bl o Wellburin® Table/ SR/ XL) Auveelin” Tabler
desvenlf 0 Lt for Fofve’ X0
for Cumbala”) Cumbata” Canse
Eiesor” XR Capsule desvenlafsine ER bl for Kdesa”)
minaapine ODT | tablet (seerc for Remeron's .
. 0 Emsan’” Puch
= o Effenor” Fifesor” XR1 [Favus”ER Tablet ER Tirtion Pack
i Vibrd') Fetima” Capsule  Tivation Pak
NTM: Added Exxua™ ER Tablet / ER Titration Pack to non-preferred Forfvo" XL Tablet
Marlan” Tablet
[Nardi” Table
for Seraonc’)
Nardi®)
prisia” ER Tablet
i Porate')
Trimelin” Tablet
[enlafaine besylate ER ablet
enlfixine FR bl
Vibryd” Tabler
Welburin® Sk
Zurmwvac” Capsle F of preferred azes d for dingnosis of
Reupiake Tnhibior (SSRD
Preferred Non-Preferred
bl (eneric for Celexa™ Celexa” Tablet.
for Lexapr®)
(aseric o Posc’) NTM: Added apsule Lexapro®) to non-preferred e for e’y
fovosamine et (seneri for Luvox”) Nuoreine for Prozac” Weekiv)
parmrcine bl seneric for Paxi’) Muosetine ablt (seneric for Prozac®) T1F of ot required fo chidren < 18 vears of see
pasil” Suspersion Nvoramine for Luvox CR')
ablet (generic for Zolol) Lexaoro” Tablet
risdelle’)
paroncine suspension CR ablt (genric for Paxi® CRY
paxi” Tablet CR Tablet
Proac” Pulvule
servalne capsule
Zlof” Soluion / Tablet
ADHD.
Plans may not appl additional prior 1o this category
Preferred Non-Preferred

Adderall” Tablet_(Generie Product Per FDA)

Adderal” XR Capsule

for Adderal"y

Adzens” XR ODT.

dzenys” XR ODT)

R e for Adderall* XR)
pep— NTM: Added Amphetamine ER ODT (generic for Adzenys® XR ODT) to non-preferred P vavish
clonidine for Kapvay"). hetan for Evekeo®)
Do pash Antesio® X Camsle
1ER le (e for Focalin® / XR) | Azstarys™ Capsule.

for Dexedrine™)

Concera” Tabler

sanfucine )

Cotempla™ XR-ODT

able (seneric for Vivanse")

Deedring® Svarsule”

Methyin” Solution

for Dexedrine” Spansule”)

for Metadate” CD) for PoCenira™)
b for Concera’ ) [Dyanavel® XK Suspension - 1 of for children < 12 vears of ase
ablet wlin® Ritalin') Dvanavel” XR Tabler
Vyvansc Capsule Evckeo' Tablet/ Evekeo” ODT Tablet
Focalin® Tablet
[Focalin' XK Capsale
ot Tabler
Jomay P Capsule
for Vovamse™
o Desorva)
ic for Methyln®)
— for Aptensio” X&)
ety lphenidate ER ablet (45 m and 63 me) (Branded Product Per FDA)
E— o Rialin' LA)
for Davians’)

[ Mydavis” ER Capsule

(Omda XK Tk of
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reviewed by the PDL Panel. These drugs are listed as TO BE REVIEWED. For drugs requiring prior authorization, clinical criteria and prior authorization request forms can be found at: nctracks.nc.

ervices

broCen” Soluton

Octbree™ Cansule

Quilchen” ER Tablet - 1 of cd for children < 12 years of sec

uitvan” or d for chidren < 12 vears of aze

Relexsi™ ER Tablet

Rialin® LA Capsule

JECTABLE
Tnjectable Long Acting

YCHOTICS

Plans may not apply additional uiliation management o prior authorization erteri to

Preferred

Non-Preferred

Abilify Asimeuti” Syringe Kit

Ability Maintens” Syringe / Vial

Avstoda” / Initio”™ Syrins

Haldol” o i

Invegs” Hatyors Preflled Kt

Invesa” Susterna Prefiled Syringe

Invesa” Trinza Syrnge

Persers” Syrinae

Risperdal” Consta Vit

risperidone ER vial (seeric for Risperdal” Consta)

Rykindo” Vial/ Vial Kit

Uaedy™ Svringe Kit

Zyprena” Relprevs™ Vial Kt

ATYPICAL ANTIPSYCHOTICS

Oral /

Transdermal

egory

Plans may not apply additional uilization ma
“TIF ofonly one

Preferred

Non-Preferred

sripiprazole Tt/ Soluton (seneic for A

Abilify” Tablet/ Ablify” MyCite” Tablet

o SLiable (zeneri fo Suphris” SL)

aripiprazole ODT (peneic for Abilfy” Discrelt")

clozapine tblet (geneic for Clozari’)

Caplya™ Capsule

lurssidone )

clozanine ODT (ssnerc for FarxClo™y

olanzapine ODT  wble (seric for Zyprexa”

oalneridons ER ablt ecneric for Inveea®)

Closail” Tablet
uf

[Cobenty Starier Pack

J soluton  tablt (ssnerc for Risnerdal ")

[Famot” Tablet Tiration Pack

Viavlar”

or Geodon')

Lybalvi”™ Tabler

Nuolazid" Tablet Cavsule

olanzapine luonetine capsule (seneric for Svmbvax)

Onioa (inipraole) Oral Film

Rexuli” Tablet 7-Day Pack/ 14-Dav Pack

[Risoerdal” Soluton / Tablet

Saphris” SI Tablet

Secuado’ Patch

Seroauel” Tablet/ XR Tablet XK Sample Kit

Vensaclor” Susoersion

Zypresa” Table ) 7yais” Tablet

CARDIOVASCULAR

"ACE INHIBITORS

Preferred

Non-Preferred

for Lotersin'y

Accupril” Tablet

for Vasotee')

Altce” Casule

Canoten')

for Pinivil”and Zesni')

for Eoaned) - TIF of brferred agents not reauired for chidren < 12 vears of aze

Enancd” Soluion - T/F of preferred aue required for children < 12 vears of aze

L ablet for Mononril"y

Lotensin” Tablet

1 tablt (senere for Univase')

Aceon'

Obrels” Soluton - TF of prefrred cd for children < 12 vears of ne

dolaoi ablt (ssnerc for Mavik')

Zesil” Tablet

“ACE INHIBITOR / CALCIUM Cl

ANNEL BLOCKER

Preferred

Non-Preferred

for Lowel")

Lotwel” Capsule

randolap Tarka)

"ACE INHIBITOR / DIURETIC

Preferred

Non-Preferred

[ o Visereic')

Aceureic” Tabler

 Zestoretic”)

enazeoriHCTZ tblet (seneric for Lotensin® HCT)

cantoori HC r Caporde”)

fosinapriHCTZ tablet (senerc for Monoprl” HCT)

Lotemsin® HCT Tabler

uinapril HCTZ blet senere for Accurtic”. Quinaretc”)

Vaseretic” Tabler

Zesoreic” Tablet

ECEPTOR BLOCKERS

Preferred

Non-Preferred

(A Suspersion

for Avanro’
)

Atscond” Tablet

o Benicar')

Avanro" Tabler

Diovan’)

NTM: Added Arbli Suspension to non-preferred

Bericar’ Tablet

Auscand®)

Comar' Tabler

Diovan’ Tablec

Edari' Tablet

Teveien')

Micardis” Tablet

Micardis™)

valsartan ral soluion
KER

TTRECEPTOR BL

Preferred

Non-Preferred

Asor" Tabler

Tor Azor')
0

Exforse” Tablet/ HCT Tablet

T2 bl for Tribenzor')

neric for Twwrsa”)

Tebensor” Tablet

L senerc fo Exforss” HCT)

TTRECEPTOR BLOCKER DIURETIC

Preferred

Non-Preferred

hesaran HC Tor Avalide™)

losartan HC for Hyzmar')

Atscand” HCT Tablet

Avalide” Tabler

olmesaran HC for Benicar” HCT)
1 for Diovan’ HCT)

Bericar' HCT Tablet

candesaran HC' Auscand” HCT)

Diovan’ HCT Tablet

clmisarian HCTZ ablt (senerc for Micards HCT)
TTRECEPTOR NEPRILYSIN BLOCKER COMBINATIONS

Plans may not apply additional

prior o this category

Preferred

Non-Preferred

e’ Tabler

[ Enresto” (sacubisit ol breereedager cd for children < 12 vears of sec

iscubnt s vasaran it e o Enrsiot)

& ANTIISCHEMIC

Preferred

Non-Preferred

canolrine ER tablet (senere for Ranexa” Tablet)

Asprusvo™ Sorinkle

RHY THMIC

Preferred

Non-Preferred

or Cordarone'y

Muli” Tabler

Nomace” Capsule  CR Capsule

Pacerone” Tablet

cuinidine for Quinssute DursTabs")

Tikosun” Cavsule

fenone SR cansule for Ruthmol SR')

for Quinidex” Tabler)

BETA BLOCKERS

Plans may not apply addi

prior o this category

Preferred

Non-Preferred

for Scctal’)

for Tenomin')
bis -

Betanice” Tablet AF Tablet

for Corea”)

ol bl for Kerlone")

Hemanecol” Soluion

Bustolic” Tablet
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services

NTM: Added Lopressor® Tablet / Solution to non-preferred
Obsolete: Removed Sorine® Tablet

carvedilol for Corea” CR Capsule)

Coree” Tablet CR

e

Inderal® LA Capsule | XL Capsule

nmopran” XL Capsule

for Bystole”)

ired for children < 12 vears of nee

ablet / ER capsule (senerc for Inderal”)

Kapsoareo™ Sorikle - T/F of prefrred
- Tablet/ Soluton

dolol ablt (seneric or Visken')

sotlol blet / AF bt (senere for Betapace” | AF. Soins”)

Sotslize” Solution

Tenomin® Table

Tool XL Tabler

BETA BLOCKER DIURETIC CC

Preferred

Non-Preferred

et (reric fo Tenorctic”)

bisoorolol HCTZ wblet (eneri for Zioe")

Obsolete: Removed Ziac® Tablet

ctoprolo L HCTZ bl for Lopressor” HCT)

orooranolol-HOTZ ablet (ssneric for Inderide”

Tenoretic” Tablet

BILE ACI

Preferred

Non-Preferred

cholestyramine packet/ powder  ight packet light powde (geneic for Questran® / Questan® Ligh)

Tablet (eneri for Welchol")

for Colestid” Tablet)

Colesid” Granaes  Tablet

colestiool eranles seneri fo Colesid)

Prevalite. Packet / Powter

Ouestran” Lish Powder  Packet/ Powder

Welehol” Packet/ Tablet

CARDIOVASCULAR; OTHER

Preferred

Non-Preferred

Camvos” Casule -C

Lodoco”

CHOLESTEROL LOWERING AGENTS

Preferred

Non-Preferred

[Altopres” Tablet

for Liitary

amlodipin for Caduet™)

acor')

Atorvalia” Suspersion

for Pravachol ")

Caduet” Tablet

rosuvastuinable (generic for Crestor®)

Crostor”

Simastatin abiet (generc for Zocor)

Eaallor™ Capsie

for Vtorin's

ncrc or Lescol” XU

ustanid” Capsule - Clical criteri anoly

Lescol” XL Tablet

Liitor” Tablet

Livalo” Tablet /¥ of o required v

i patients diagnosed with

[Nexletol” Tablt - Clnical crteri anply

Nexiizer” Tablet - Clinical i

for Livala")- TF of preerred

ot reauired antirctroviral theruoy with 11V

[Vytorn® Tablet

e Tablet

Zocor” Tabler

Zuviamas™ Tabler

CORONARY VASODILATOR:

Preferred

Non-Preferred

senerc for sordil" Tiradose” hoDirys”_ctal)

son ER ablet (eneric for kma” Monoket” Indur')

sproy / SL i for Nitro Dur”, Minitan”. Nicostar”_ct._al)

Goritro" Sublnal Powder

No longer Removed Isordil® Titradose® Tablet ordil™ Fidose’

Nicosat” SL Table

Niro-Bid” Oinment

Dur’ Pateh

nivovcerin oinment (sseric for Niro Bid*)

Niolineual” Sorav
[Verauo™ Tablet

DIFYDROPYRIDINE CALCIUM CHANNEL BLOCKERS

P

s may not apply additional utilization management o prior authorization eriteri to this category

Preferred

Non-Preferred

amiodinin tble (sseric for Norvase)

Telodinin ER table (seeri for Plendi )

for Procandia®)

isradivine camsule (senerc for Dunacire™)

nifedinine ER bl for Adalat CC*/ Procardia XL)

Katersia™ Suspersion - T1F of preferred acents not rea

uircd for children < 12 vears of ase

Norlgva” Soluion

or Coniupi)

for Cardene™)

nimodinin cansule (eneric for Nimton*)

nimodipin solution

isoldinine ER able (scneric for Sular

Nunmalize” Solution oral svringe

Procardia” XL Tablet
Soar* Tablec

DIRECT RENIN INHIBITOR

Preferred

Non-Preferred

Tekiuma Tablet

Tokuma® Tabled

Tektuma® HCT Tablet

Open class-No

ENDOTHELIN RECEPTOR

Covered for diagnosis of Pulmonary Arierial Hypertension only

Preferred

Non-Preferred

o Letirs” Tablen

et for for Tracleer')

Tracleer” Tablet

Letars" Tablet

Opsumit” Table

Opsvmni” Tablet

 Suspersion

TNHALED TN ANALOGE

Preferred

Non-Preferred

Tyvase" Reil Kit Solution/ S Kit

Venavis” Soluion

Tyvaso’ DPL

NTM: Added Yutrepia™ DPI to non-preferred

Vutrepia” DPL

NIACIN DERIVATIVES

Preferred [ Non-Preferred
EETyTp——— I
NITRATE :
Preferred T Non-Preferred
B Tabler I (venere for B
XO c‘m_uumw NNEL BLOCKERS
Preferred Non-Preferred
Cari XT* Capsule tbranded everc for Candizem CD'1 itz zem LA ablt (seeri for Cantizem LAY
it XR” Capsule (branded senerc for Dilacor XR') Matzim® LA Tablet (sneri for Candizem LA")
diisen ER 24 bour capsule (enere for Dilacor XK Tiazae") [Verapail Cansule SR (senere for Verelan)
diliazem bt / I capsule / ER 12 hour capsle (senerc for Cardizem” 1 CD /SR) for Vereln® / Verclan’ PM)
Taia XT* C: for Tiarac') [Verelan" M Capsle
Tidyt” ER Capsule
veravamil ble / ER ablt seneric fo Calan”  SR1
ORAL PULVONARY HYPERTENSION
Covered for diagnosis of Pulmonary Ar hronic Pulmonary Hypertension- Adempas” only
Preferred Non-Preferred
Alya” Tablt Cranded gsere fo adlafl) Adcirea Tabet
‘ildenail ablt seneic for Revatio') Adempas” Table
i for Adeirea”) Suspersion
Obsolete: Removed Ligrev® Suspension Orenitiam ER Table / Tiraion Kit
Revatio” Suspersion / Tablet - 1/F o preferred sgentsnot required fo children < 12 vearsof e for Suspension ONLY
stderai Revato) - 1 of ot required for chidren < 12 vears of
Tadlg” Suspersion
[Uptayi® Table/ Tiation Pack
Ko
f ditiona uilzation mansgement o prior authorizt
Clinical criteria apply o all drugsin this class
Preferred Non-Preferred

Repatha® Svringe / Pushiron /| Surelick
Praluen® Pen

Added New managed Category PCSK9

Added Repatha® Syringe / Pushtronix / Sureclickand Praluent® Pen as preferred

Added Lequio® Injection as non-preferred

Leavio® Inicction

PLATELET INHIBITORS

Plans may not appt prior o this category
Preferred Non-Preferred
for Asrenor’)
5 . ffen” Tabler
for Persnine”) CrmCLEHD plavi Tablet
orasu Effien” Tablen Ticasrlor Tablt (seeri for Bl
TICS AND C
Preferred Non-Preferred
dine bl tch (snerc for Cotaores*/ TT5) Jconigine ER bl Tor Neviclon™ XK1
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ervices

for Tene)

i for Aldorl)

for Aldomer')

ety Idova vial (eneric for Aldomer™)

Nexiclon” XA Tablet

TRIGLYCERIDE LOWERING AGENTS

Preferred

Non-Preferred

ablet (generic for Avtara” Lofibra” Fenoslide” et al)

fennfbese ablet (seneric for Trcor')
o o

Fibrcor”, Trilipin")

ic for Vascepa®)

Fibricor” Tablet

3 for Lova")

Livofen’ Cansule

Lopid” Table

Tricor” Tabler

Teilini" Cansule

CENTRAL NERVOUS SYSTEM
AGENTS

‘Quanity limits apply fo al triptans

Preferred

Non-Preferred

/0D (seneri for Maxal)

(aeneric for Axer)

ablet/ vial (eenerc or nitex')

aicofeme cket seneric for Cambia") - T/F of 2 referred NSAIDs.in addi

0 TIF o1 2 preferred ritans

e Antimis:

clas reauired for coverage

for Relpax')

[Elvavb™ Solution - T of 2 breferred NSAIDs. n adai

0 TIF o1 2 preferred triptans in the Antimisrs

Accnts clas reauired for coverase

Frova” Tablet

)

mirex” Caridge  Nasal Speay / Pen/ Tablet

Masall” Tablet MLT Tablet

for Amerse”)

Reloux” Tabler

Revion”™ Tablet

sumatio Tresime)

il svinge (ceneri for Intrex')

ODT  ble (seneric for Zomis")

Zomie" Nosal Soay / Tablet:

ANTIMIGRAINE

AGENTS
CGRP' PREVENTATIVE

Plans may not apply additional

o this category

Clinical criteria apply (0 all drugs in (his class

Preferred

Non-Preferred

Aimovis” Autiniector

Emalty” Svinee 100 MG

Ajow* Autoinector/ Svring:

Veeoi’ Vial

Oulina” Tablet

ANTIMIGRAINE AGENTS

CGRP

\CUTE TREATMENT

Plans may

i cment orp
Clinical criteria apply (0 all drugs in this class|

Preferred

Non-Preferred

Nurtee’ ODT

Zavzoret™ Nasal Sorav

Ubrelvy* Tablet

ANTENARCOLEPS!

Plans may

iz ementorp e
Clinical criteria apply (o alldrugs in this class|

Preferred

Non-Preferred

Proviail” Tablet

Noviil)

daiil bl for Provsil)

[Novisil Tabler

Sunosi™ Tablet

Wakin” Tablet

ON AND RE

Preferred

Non-Preferred

[ Avokn” Carridee

soluion (ssnerc for Symmetrel')
bertronine g

for Avolun’s

)
ablet (ssneic for Parlodel")

Asilest” Tablet

(e for Parcana”)

bt (ssnerc for Lodosva')

carbidona-fevodona able / ER tablet (ssneric for Sncmet” / CRI

carbidona-

for Minpex")

Creso Capsule ER

ropinirle ablt generc for Requip®)

[Dhivy Tabler™

table (generic for Emn’)

Duopa” Suspension

bt senerc for Arane")

Coman®)

Obsolete: Removed Kynmobi** Titration Kit

Gocovri® Capsule - Clinial criteria apol
Horizant” Tablec

nbria™ nlation - Clinical i

Neupro” Patch

Novians” Tablet

Onapgor™ Carid

(Onsentys” Capsule- Clinical critria apol

Osmolex ER™ Tablet - Clnical

oraminexole ER for Miranex R

b for Ailec”)

ropinirle Reauip X151

Rvtan” ER Capsale

Sinemet” Tabler

Slevo’ Tablet

olcapone bt senerc for Tasmar')

[Vyalev Vaa

Xadaso” Tabler

MULTIPLE SCLEROSIS

Tnjectable

Plans

app a » o this category

Preferred

Non-Preferred

Avonex” Pack / Pen/ Svrinae

vy Vial

Betaseron” Kit/ Vial

Consone® 40 MG

Coparone”

ltimer sringe 20 MG for Copasone” Svringe)

lsiramer svrinee 40 MG/ML (seneri for Copasone” Svrings1

Kesimpta” Pen

Rebir” Rebidose” / Trion Pack / Svinge

Ocrevus® Vial - 1/F of of Primary Progressive MS (PPVS)

Ocrevus® Zonovo Vial TF of prefered agents not required for disgnosis of

vary Progressive S (PPMS)

Plosridy” Pen  Pen Starter Pack / Svringe / Svringe Strer Pack

Tysabri® vial

Preferred

Non-Preferred

dalfumordine ER tablet (zeneie for Ampvrs’)

dimeth fumarate DR cansole / starer pack (seneri for Teefdera” Capsule / Sarir Pack)

for Gilema®)

{erifunomide tablet (senerc for Aubasio’)

Mayzen” Starer Pack ] Tablet

Pomony” Starte Pack / Tablet
Tascenso ODT™

[Techders” Capsule  Surter Pack

Vumerit” Capsule

Zevosia” Sirter Pack / Capsule

LATERAL SCLEROSIS (ALS) AGENT

Preferred

Non-Preferred

iuzole bt (generic for Riutek®)

cdaravone for Radicava™)

cdaravone Vial (geneic for Radicava®)

Oalsods” Vial T/ of referred aeer d for SODI gene mutation

Radicava® ORS” Suspension | ORS" Suarter Kit Suspension. Ifusion B

Tisuik” Suspersion

SEDATIVE HYPNOTICS

Plans may

 apply additonal tilization management o prior authorizatio criteri to ths category
Quantity limits apply to all sedative hypnotics

Preferred

Non-Preferred

Ambien” Tablet/ CR Tablet

esaopiclons tablet (gencric for Luncsi’)
)

Belsonea” Tablet

for Rozerem' Tablo)

Dayvign” Tablet

15 i)

Dol Tabler

S’

for Silenar')

olpidem tablet (generic for Ambien’)

Edlua” SLTabler

for Ambcn” CR)

om')

Halcion' Tablet

Hetlioz” Capsule / LQ Suspersion - Cliical i

Added red writing Cli

Lunesa’ Tabler

Hetlioz®) for Donal)

Quiivia™ Tabler

[Restori” Capsule
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ervices

for Hetlog" - Clnieal v TIE of Hetlir”
tcomszepam 7.5, 22.5 m capsule (genric for Restorl’)
for Halcion')
Jpidem S crcric for ntermezza”)

TOBACCO CESSATION

Preferred Non-Preferred
" Nicotrol” Inbaler / NS Nasal Spray
Clanix" Tablet / Stating Box / C
cotine gum patch
Chanix”)
wntix”)
ENDOCRINOLOGY
GROWTH HORMONE
Plans may not apply additional utlization ma o prior authorization criteria o this category
Clinical eriteria apply fo all drugs in this class
Prior Approval Not Required for Use of Serostim” in AIDS
Preferred Non-Preferred
Genotronin” Cartridse / MiniQuick” Humatoope” Cartidse.
Nonditonin” Flexoro” [Necola” Pen
Nutropin® AQ NuSoin’”
mitrooe” Cartrides / Vial
Serostim” Vial
Skyrofa” Carrdee - T/F of not reauired for children <18 vears of aze
Somova’ Pen
Zomacton” Vial
HAYPOGLYCEMICS - IJECTABLE
Rapid Acting Insulin
T/F of only one required; Prior Tor NP insulins, Prior be valid for up (o 3 years for beneficiaries with Type 1 Diabetes,
Preferred Non-Preferred
i U-100 Penfll, FlexPen. / vial (seneric o Novolos') Admelos” SoloStar” / Vial

Jin lisoro U-100 Junior KikPen” (seneric for Humoloe” Junior)
 vil (senerc for Humalos")

Relion Novoloe" U-100 FlexPen”/ Vil

NTM: Added Kirsty Vial / Pen (biosimilar to Novolog®)

Added Humalog® U-100 Tempo Pen™ to non-preferred

L
Penfill/ PunCar”/ Vial

KvikPen” KnikPen' / Vil

Humsloe” U-100 Terpo Per™

Humalos” U200 KvikPen”

Ky Vil /

Lyumies™ U-100 KwikPen’ / U-200 KikPen’ / Vial

Merilog™ Vit

[Novologh U-100 Penfl FlexPen® / Vial

Short Acting Insulin

TIF ofonly one

 Prior Tor NP insulins. Prior e valid for up (0 3 years for bens

Tes with Type 1 Diabetes.

Preferred

Non-Preferred

Humlin’ R Vial

Humlin® R U-500 KyikPen” / US00 Vial

Reconciliation: Added ReliOn® R FlexPen to non-preferred

Musrediin™ bicction

[Novolin' R Vial Relion” R Vial

[Novoln R FlexPen” / ReliOns R FlexP

Tntermediate Acting Insulin

Preferred

Non-Preferred

TIF ofon

Fequireds Prior authorization i required for NP fnsali . be valid for up 10 3 years for b

W Type T Diabetes

Humalin' X vial

Humalin’ N Kyikpen”

[Novolin” N FlesPen” / Relion’ N FlexPen”

[Novoli' N Vial/ ReliOn" N Vial

Tong Acting Insulin

Plans may not apply additonal uilization mana or prior suthoriztion crteria t this category

TIF ofonly one

i Prior Tor NP insulins. Prior e valid for up (0 3 years for bens

Tes with Type 1 Diabetes.

Preferred

Non-Preferred

nsulin gargine vial | SoloStar” for Lantus)

Lans” SoloStar”/ Vsl

insuln degudec pen  vial (senerc for Tresiba’)

U-100 Tempo Pen™

/ Max SolaStar” (generc for Touieo")

insulin largine-vian pen / vial(generic for Semglee™ yfan)

Leveni' / FlexPen” / FlexTouch’ / Val

Rervogar” Kuikpen”

semec™ vign Pen. Vil

Touieo" SoloStar / Ma SoloStr”

Tresiba’ FlexTouch' / Vial

Prermixed Rapid Combination Insulin

Preferred

Non-Preferred

TIF ofonly one

e valld for up (@ 3 years for benel

Fequired: Prior Tor NP insulins. Prior

Tes with Type 1 Diabetes.

75725 KwikPen” (genere for Humalos” 7525 M)

Humalos” 75125 Mix KeikPen”

Humslos” 50/50 Mix KuikPen”

Humalos” 75725 Vial

Premixed 70/30 Combination sulin

Preferred

Non-Preferred

TIF ofonly one

Fequired: Prior Tor NP insulins. Prior e valld for up (@ 3 years for benel

Tes with Type 1 Diabetes.

U-100 FlexPen” (aeneric for Novolow” Mix 70301

Novoli’ 7030 FlexPen”  Vial

30 KuikPen* / Vial

[Novolos® Mix 70730 Vial/ FlexPen.

Added Relion” Novolog® 70/30 Vial / FlexPen" to non-preferred elion Novai buman o) 7030 Fleter”

[Relon Novalin® uman insuln) 70530 FlexPen”

Relion Novolin’ 7030 Vial

[Reton Novalos” 70/30 Vial/ FlexPen:

Amylin Analogs.

Requires T/F

When using either a p

or non-preferred Amylin Analog

Non-Preferred

Sunlin® Pen nctor

Open class-No

GLP-1 Receptor mbinations ndicated for the treatment of Diabetes.

Fians may not apply dditional uillztion MARAEEMENt oF prior auihorizafion criteri fo (i category

Clinieal criteria apply (o all drugs n (his class

Preferred

Non-Preferred

Byets” Pen

Budureon’ BCise”

Truicin” Pen

exenatide Pen (seneric for Byetia)

Victra Pen

Oz pen

lsehide pen wenerc for Vietora™)

Mouniaro”™ Pen

Rubelsus" Tablet

Soligua” Pen

Xulooh” Per

EMICS - ORAL

=)
ElP

2d G

Preferred

Non-Preferred

limepiride bt (senerc for Amardl)

sipiide tablet/ n

Glucorrol” XL Tablet

Obsolete: Removed Glynase® Tablet

s * Glvnase”)

ivburide ble (seeric for Disbera”

‘Alpha-Glucosidase nhibitors

Preferred

for Precose™)

Non-Preferred

Opencl

Procose” Tablet

Biguanides and Combinations

Preferred

Non-Preferred

or Forimet

o Glcovance™y

Glumetz")

e [ ER)

for Riomet") - 1F of peferred aeer o

oo < 12 vears of see.

Riomet” Solution

DPPT G

Requires T/F or

cd adverse event when using either a preferre

a non-preferred DPP-IV Inhibitor or Combination

Preferred

Non-Preferred

Jommet” Tablet/ XR Tabler

for Nesina")

Jamia® Tablet

asneric for Kazano')

Jentaducto” Tablet XR Tablet

ric for Oseni’)

Onuva” Tabler

Brynovin” Soluion

Tradiena” Tabler

Oter” Tabler

for Onslva®)

tabler (seneri for Kombishvze" XR)

stalipin | metfoemin ER Tablet (sencric for Ztuvimed XK

Jamnia™)

for Ziuvimed™)

Stcolian” Tablet

Tty XR Tablet

Ziuinet
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Tnvimer XK
i Tabier
Megitnides
Preferred Non-Preferred
e bl (e for S’y
‘enuolinid abe sercfor Pin®)
SGLT-2 Inhibitors and Combinations
Fians oy ot apply sddonat wilizston mansgement o prior wthorzaton Fiers o (h coegory
Cliaiealcriteria apply to il Grugs i (s el
Preferred Non-Preferred
Fanies Table o Py
atance" Tabet dapasiloin/ metornin ER b for Nistuo' XR)
Suniass” Taber s Taber
Sty XR Tobler ks Tablt XK Tablet
Xietuo’ X Tablet vokan" Tabe
Seotuone™ Taber
St Tabit
@ Combinations
Preferred Non-Preferred
or ety Actlus et Table
N - ncos” Taber
Ductct Table
Ducuct
e
GASTROINTESTINAL
NTIEMETIC AGENTS
Plans may oot appl addional entor prior authortzaton et o s category
Preferred Non-Preferred
) Clnicalcierts oy Akvwveo” Cansule Vil
Diceas Tabet Aniver Tabet Chevabe Table
etz ) Awsener” Taber
et s for Resan') Apomvic™ Vit
4 § s bl (s o Zoar) cotat oack (s for Eend) - Clinical .
for Compuine”y s Vial
o (12.5 e and 25 e/ bl vl vl (s fo Peerea™
[oR— w25 ey
for Trasdems Seon®)
TeansdemrSeon* Pt [ —
et for Diless)
for Marinl")
e Capule / Powder Packet  Told Pack - Clncal critet ool
Bmend” Vit
Focimer™ (fosamrenitan Vil
fosavepint via e for Emend")
Gimor™ Naa
1. bl (neric for K"y
Mool Capsue
ontamsetron via
Ao’y
Prencran” Aoule Vil
ot ¥ via
v eerc fo Conpazins™
Prometesan’ Sumosiony (50 me)
Recta” Tale
Samcusa” st
Sustor” Svine:
Tican” Vol
de capsule teeercfor Ty
“TIF ofnly one preferred drug required
Preferred Non-Preferred
for Al Byivay™ Capsle Pllt T/F of petered aecnts not equird for dsgnosts of P
for Una™y Crenodal Tabit
Cloban Canule
Cleni™ Tabiet
Liro® clabvano) Tble
Livdlz Capsle
Livmar” Onl Soluon Tabet
Ocaliva” Table
Reltone™ Comsle
iso Forie Tabet
T PYLORTCOMBINATIONS
Preferred Non-Preferred
Pyien” Camle it merondaole forPolen)
)
* Conbo Pack
Tatca® Capsule
Vooucam’ Tabler/ Dual Pk Trile Pak
TISTAMINE-2 RECEPTOR
Preferred Non-Preferred
0 for Tasamet)
Open i Tosnec’)
0
ENZYVIE:
Pians may oot apply addional willzation managemen o pior wutharizaion crcrn fo th caegory
Preferred Non-Preferred
benre” Capsie
USED FOR CACHEXIA
P N i Non-Preferred
 (peneric for Megace”) Open cl | ' “ES)
PROTON P ATITOR
Preferred T Non-Preferred
T roquied for chldren < 12 years o age
for Neiun” R Desian’ Capsle
forPrevacia” R for Deian’)
Nexiun® R Packet capsule bl (sneric forNextm’ OTC)
omeoraole orProsec” R or Nexum* Rx Pcken)
forProtrix’) Konmomen” Supenson
Protois Suspersion Prevaid” 01C)
eenei o Prevacia® SolvTab™)
Nesiom' ks Capaile
omepraole OTC cspsule ODIT  tblt (enei forPeloec* OTCY
ket (encic for Zeserid” R OTC)
o Protnis®y
Prevacid” R OTC Capsule / Solaaly
o Suspemsion
ot Tale
Aciobers
ELECTIVE COY AGENT:
Preferred Non-Preferred
et Camle for oo™y
fo At Amitiz” Caple
Torela Tabet
Lovoner” Tabler
Mot Tablt
Movanit Tabiec
orscaloride blet (s for Moteri )
Svmroic” Tablc
Vibers” Tabet T¥ of pre ot reaire
ULCERATIVE COLITT
Oral
Preferred Non-Preferred
lsluide capsle (sneric for Colarl') nmitine” it Tt
Penasa” Cansue odesonde ER ae eener fo Ugers)
sussaive R Amidine” En) Obsolete: Removed Delzicol® Capsule Eo—
meslanine DR capule /bl (e for Delico”, Asseol” HD L")
alai for Ao Penass’)
ULCERATIVE COLTTTS
Recnl
T o anly one preferred drug required
Preferred Non-Preferred
or Rowasa®) ovdesonde el o
c for Comsa) [ER—
SF Rovess® Evems orSF Rovasa™)
meslain Lt (e o Ronasa’)
Rovasa” kit
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North Carolina Division of Health Benefits
North Carolina Medicaid Preferred Drug List (PDL)
January Meeting Draft
(Effective April 2026)
Revised 12.10.2025 Off Cyele Change: GLP-1 weight management elass added to the PDL effective 10.01.2025. See clinical eriteria for coverage.
Trial and failure (T/F) of two Preferred drugs are required unless only one Preferred option is listed or a T/F criteria exemption is otherwise indicated.
Not all therapeutic drug classes are included on the PDL. All drugs in the classes not included are considered Preferred. In addition to
TIF criteria, clinical criteria (indicated in RED) may also apply. New to market products typically default to Non-Preferred status until
reviewed by the PDL Panel. These drugs are listed as TO BE REVIEWED. For drugs requiring prior authorization, clinical criteria and prior authorization request forms can be found at: nctracks.nc. i i html
More information on the PDL can be found at: icai i i ipti i ervices
[
[
[
GENITOURINARY / RENAL
FLECTROLYTE DEPL DISEASE)
Preferred Non-Preferred
i for PhosLo") | Auryxia” Tablet
calcium acetate ) ferric citrate Tablet (generic for Aurvxia”)
 pack | tablet (generic for Renvela®) | Fosrenol® Chewable Tablet / Powder Pack
nol)
MagneBind® 400 Rx Tablet
Renvela” Powder Pack / Tabet
rclamer for Renagel*)
Velphoro” Chewable
Xphozah” Tablet
BENIGN PROSTATIC HYPERPLASIA
Preferred Non-Preferred
if ER tablet (seneric for Uroxatral”) | Cardura” Tablet / XL Tablet
« Cort') Ciais™ Tabet 5 .- Clniat i
dary duasieride o)
for Proscar”) Flomax" Capsule
for Flomax") [ Proscar” Tablet
for Hytrin®) Rapaflo” Capsule
for Ravaflo")
15 ) Geeic for Cinis ™) Clileal i
Tealy™ Ol Souion
"URINARY AN
Pians may oot appl addionalulzaton management o pior authariztioncrieriafo this category
Preferred Non-Preferred
fesoterodi Toviaz") for Enablex®)
/ tablet / ER tablet (generic for Ditropan®/ XL) | Detrol” Tablet / LA Capsule.
i Vesicare") flavoxate tablet (generic for Urispas*)
ER capsule (generic for Detrol” / LA) Gemtcsa” Tablet - T/F of preferred ed for diagnosis of dementia or mild cogitive impairment and for patients ag
Myrbetria” ER Tablet | mirabegron ER Tablet (eneric for Myrbetria®) - T/F of preferred ed for diagnosis of dementia or mild cognitive impairment and for patients age 265 years
Mhotia” Graules T of ot reavieea v mpairment and for patcns ae >65 vears
Oxvirol” Patch
Toviaz" Tablet
cospiu ablet / ER capsue esers fo Sanctua” /XK1
| Vesicarc” LS Suspension / Tablet
GOUT
Preferred Non-Preferred
allovurinol ) ll | tablet (200 mg)
colchicine tablet (generic for Colervs“) colchicine cansule (generic for Mitigare™)
— Colrv” Table
t (generic for Col-Benemid*) ric® Tablet)
|Glonerba” Solution
Krvstexxa® Vial
i .
| Uloric” Tablet
| Zyloorim” Tablet
HEMATOLOGIC
NTICC ANTS
Tnjectable.
Preferred Non-Preferred
vial (generic for Lovenox®) | Arixtra® Svringe
Fraemin® Vial
Fragmin® Syringe
%mnl Svrine / Vial
i
Fians oy oot ap o llaton A v g
Preferred Non-Preferred
—
Flgus” Table  Satr Do Pack Moved Pradaxa® Capsule from preferred to non-preferred
Janioven” (branded ecncic for Coumadin') Moved dabigatran capsule (generic for Pradaxa® Capsule) from non-preferred to preferred
NTM: Added Eliquis® Sprinkle / to non-preferred Pradara” Pl Pack
for Cournadin®)
Xarelto" Starter Pack / Tablet [savavsa” Tabler
| Xarelto” Susoension
COLONY STIMULATING FACTORS
Pians may oot apo o wllzaton mane v on i
Preferred Non-Preferred
Fulphila” Svringe Granix” Safe Syrinse / Syringe / Vial
[Fyinetra” Svringe Leukine” Vial
[ Neupogen® Vial / Syringe | Neulasta® Syringe / Kit
| Nivestvm™ Svringe / Vial
Nyvepria™” Syringe
[Releuko”_Svringe / Vial
Rolvedon™ Syringe
Ryzmeuta” Syringe
 Stimufend” Syri
|Udenvea” On-Bodv | Autoiniector / Svringe
| Zarxio® Syringe
Ziextenzo” e
'MATOPOIETIC AGENTS
Pians may notappl addiionaluilzation management o pior autharzation crertafo i category
AT criteria apply to i drugs i this s
Preferred Non-Preferred
Aranesp” Syringe  Vial Mircera” Syringe
Epogen” Vial Procrit” Vial
Retacrit” Vial Reblozyl” Vial
| Vafseo® (vadudastat) Tablet
STIMUTATING AGENTS
Preferred Non-Preferred
Nplate” Vial | Alvaiz™ Tablet
Pronecs” Susprsion Tale NTM: Added Wayrilz"™ Tablet and Doptelet Tablet / Sprinkle non-preferred Dopcet Tale/ Sinde
Tablet (generic for Promacta”)
Mulplets
 Tavalisse™ Tablet
|Wayrilz™ Tablet
PHT
ALLERGIC AGENTS
Preferred Non-Preferred
for Optivar®) Alomide” Drops
for Crolom”) | Alrex” Drops
for Pataday”. Patanol ) for Bepreve")
olopatadine drops (generic for Pataday®, Patanol &) (OT( Bepreve" Drops
for Flestat*)
for Alrex")
Zerviate™ Drops
Preferred Non-Preferred
rin®) | Azasite” Drops.
for Ciloxan®). (seneric for AK-Tracin")
¥ Besivance” Suspension.
for Garamyein®) Ciloxan" Ointment
for Vigamox®) for Zymaxid®)
for Ocuon”y Levaanr)
Polycir for Polysporin®) solution (seneric for Moxeza")
or Pty Ntaevn” Drons
sulfacetamide drops (seneric for Bleph-10%) for Neosporin" Ophthalmic Ointrment)
for Tobrex') for Neospri” Ol Drops)
[ Neo-Polycin” for Neosporin" Ophthalmic Ointment)
Ocuflor” Droos
for Cetamide®)
| Tobrex" Ointment
| Vigamox” Drops.
~STEROID COMBINATIONS
Preferred Non-Preferred
cimmen senerc for Ml ") Maivor Drops  inent
Tobradex” Ointment | Neo-Polycin” HC (branded sencric for Cortisporin”)
Tobradex") for Cortisporin®)
drops (gencric for Ocutricin®)
for Vasocidin®)
Tobradex” ST Drops
| Zvlet” Droos
ANTE
Preferred Non-Preferred
dexar " | Acular® Drops / LS Solution
 Voltaren”) | Acuvail” Solution
for Durezol”) lensa”, Xibrom”, BromsSite”)
Flarex” Drops | BromSitc” Solution
" Dextenza” Insert
| Durczol” Drops
Lotemax” Drops FML" Forte Drops / Liauifilm” Drops
| Nevanac” Droptainer llevro” Drops
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North Carolina Division of Health Benefits
North Carolina Medicaid Preferred Drug List (PDL)

January Meeting Draft
(Effective April 2026)
Revised 12.10.2025 OFF Cycle Change: GLP-1 weight management class added tothe PDL effective 10.01.2025. See clinicalcrteia for coerage.
Trial and failure (T/F) of two Preferred drugs are required unless only one Preferred option is listed or a T/F criteria exemption is otherwise indicated.

Not all therapeutic drug classes are included on the PDL. All drugs in the classes not included are considered Preferred. In addition to
TF criteria, clinical criteria (indicated in RED) may also apply. New to market products typically default to Non-Preferred status until

reviewed by the PDL Panel. These drugs are listed as TO BE REVIEWED. For drugs requiring prior authorization, clinical criteria and prior authorization request forms can be found at: nctracks.nc. html|
More information on the PDL can be found at: icaid.ncdhh: i i ipti { ervices
Pred Mild"” Drops luvien” lmplant
for Pred Forte™) Invelys™ Drops
for Acular® /LS)
Lotermn” Gel / SM Gel / Ointment
/el (peneric for Lotemax*)
Maxidex" Drops
Ozurdex” mplant
Pred Forte" Drops
for Inflamase Forie®)
Prolensa” Drops
Retisert” lmplant
Triesence” Vial
Xipere"™ (Inmocula
Vuiig™ bnplant
ANTEINFL ¥ 7 IMMUNOMODULATOR
Plans may not apply additional ufilization management or prior authorization criteria o this category
Preferred Non-Preferred
Restasis Drops Coaua” Drovs
Xiidra* Drops for Restasis”)
Evsuvis* Drops
[Micho™ Droos
Restasis® Mulidose™ Drops
Tryptye® Drops
Tyrva ray
Verkazia® Eve Emulsion - T/F of preferred acents not reaulred for diaenosis of vernal itls (VKC)
Vewe" Drons
"ALPHA 2 ADRENERGIC AGENTS
Preferred Non-Preferred
Alohaean” P Drops cneic for opidine”)
for Alphagan’) brimonidine P drons (sencrc for Alphagan’ P)
lovidine” Droos
BETA BLOCKER AGENTS
Preferred Non-Preferred
Combiean” Droos c for Betootic”)
Timoptic" / Timontic XE") Betimol” Dros
Betoniic” S Droos.
for Combigan’)
c c for Ocupress)
Obsolete: Removed Timoptic® Drops and / XE® Solution Istalol” Drops
cneric for Betaaan)
for Betimol® drops)
for Istalol” Droos)
 (generic for Timoptie” Ocudosc” Drons)
Ocudose” Drons
CARBONIC INHIBITORS /T
Preferred Non-Preferred
for Trusont®) Azoot” Droos.
o for Cosont”) brinzolamide drops (seneric for Azoot” Drons)
Simbrinza” Droos Cosoot” Druos ( PF Droos
dorzolamide-timolol PF drops (generic for Cosont” PF)
PROSTAGLANDIN AGONIST:
Preferred Non-Preferred
for Lumizan” Drops)
Travatan” Z Droos Durvsta” fmplant
iDosc” TR lmplant
Iyuzel” Drops
Lomigan’ Drops
i for Ziootan)
for Travatan’ 2)
Vvaila” Droos
Xalatan' Drops
Xeloros” Droos
Ziovtan” Drovs
RIIO KINASE MODIFIER:
Plans may not apply additional utilization mana o prior authorization criteria 0 (his category
Preferred Non-Preferred
Rhooressa” Droos
OSTEOPOROSIS
BONE RESORPTION AND RELATED AGENTS
Preferred Non-Preferred
slendronate ablet (senerc for Fosamn’) Actonel” Tablet

alendronate soluion (generc for Fosamax” Soluton)

s S Pl sl
Forteo” Pen | Atelvia” Tablet
raloy ") Binosto” Effervescent Tablet
NTM: Added Conexxence® Syringe to non-preferred orshy Pon oo e
Reconciliation: Added Bildyos® Syringe to Preferred Comsere S (o B
Reconciliation: Added Jubbonti® Syringe, Stoboclo® Syringe and Ospomyv ™ Syringe to non-preferred Evesity™ Syrioge
Evista” Tablet
Fosamax” Tablet / Plus D Tablet
Boniva“)
Jubbonti" Syringe (Prolia” Biosimilar)
Capom” Svive (ol s
ola”syine
risedronate DR for Atelvia®)
risedronate tablet (generic for Actonel*)
Stoboclo” Syringe (Proliak Biosimilar)
for Forteo”)
| Tymios” Pen
OTIC
Preferred Now-Preferred
for Ciprodex®) Cipro” HC Suspension
neon for Cortisporin®) r Cetraxal )
Floxin®) for Otovel ")
CononnC
|Otovel” Drops.
'ANTI-INFECTIVES AND!
Preferred T Non-Preferred
aceti for Vosol") | Vosol” HC)
ANTIVI'N'FJ
Preferred Non-Preferred
for Dermotic”) Flac” Otic Oil_
e o1
RESPIRATORY
BETA. 'HANDHELD, LONG ACTING
Preferred Non-Preferred
o D FE———
BET "HANDHELD, SHORT ACTING
Preferred Non-Preferred
albuterol HFA inhaler (seneric for Proair” HFA Inhaler / Proventil” HFA Inhaler / Ventolin® HFA Inhaler) levalbuterol HFA inhaler (generic for Xopenex” HFA Inhaler)
| Veniolin® HFA Inhaler Proair” Digihaler™
Xovenex" HFA Inhaler Proair” RespiClick”
5 NEBULTZER
" ofany one prefrred arug requred
Preferred Non-Preferred
Accuncb”) arformoterol solution (generic for Brovana”)
et 1 25me o et o souion
e / 0.5ml solution for Perforomist”)
albuterol sulfate 2.5mg / 3ml solution levalbuterol solution / Xooenex" / Concentrate )
Perforomist” Solution_
- -
Preferred Non-Preferred
o Proventil® Repetabs) albuterol ER table for VoSpire” ER).
for Ventolin” Svrup)
terbutaline tablet (generic for Brethine”)
'ORALLY INHALED ANTICHOLINERGICS / COPD AGENTS.
Freterred Now Preferred

Anoro” Ellina” ntaler

Bevesoi” Acrosphere”

Atsovert” HEA Inaer

Datiresn” Tablet

Combivent” Respimat” nlarion Soav

cruse” Ellipta” nhaler NTM: Added Umeclidinium-)

soluion esnerc for Atovent')

ioruopium. o)

anterol Inhaler (generic for Anoro®) to non-preferred v

Duakdir” Pressie”

for Soiiva” Handialer™)

Tudorsa” Presaie” lnler

roflumlast ablt enerc for Dalireso”

ol c for Anoror)

Spiva’ Handialer” | Respimat” Inalaton Spray

Vel Soluion

Stolta” Respimat® nlarion Soav
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reviewed by the PDL Panel. These drugs are listed as TO BE REVIEWED. For drugs requiring prior authorization, clinical criteria and prior authorization request forms can be found at:
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Trial and failure (T/F) of two Preferred drugs are required unless only one Preferred option is listed or a T/F criteria exemption is otherwise indicated.

Not all therapeutic drug classes are included on the PDL. All drugs in the classes not included are considered Preferred. In addition to

TF criteria, clinical criteria (indicated in RED) may also apply. New to market products typically default to Non-Preferred status until

nctracks.nc.

html

More information on the PDL can be found at: ervices
TNATI OSTERODS
Fians ey ot apply addions willaion mamagement o pio b ciri o s ctegor
Preferred Non-Preferred
| Alvesco” Inhaler | Armonir™” Digibaler ™
Amy” i el NTM: Added fluticasone furoate Inh (generic for Arnuity Ellipta™) to non-preferred b iy
Asmanes” HEA Il Toistoler” Obsolete: Removed Flovent® Diskus / HFA Inhaler " D)
Pt Resm sme 1o
Pulmicon”_Flexhaler
OVAR” Rt
Plans may not apply additional ‘o prior authorization criteria to this category
Preferred NonPreferred
| Advair™ Diskus” | AirDuo” Digihaler ™ / RespiClick”
Advo” HEA bl irsuon™ bister
Dulera” Inhaler Breo Ellipta”
Svmbicor” Inhaler Brevin™ Inhaler
Breari”” Acrosohere”™
budesonide / for Symbicort*)
Nucssone almeteo HEA e socric for Advoi” HEAT
futicasone / sals i Advair” Diskus”)
utcsson salnetes for Do)
utcason vlnero! [T
Trlen” Eliou”
Wiela™ b
NS AGENT:
Preferred Non-Preferred
T ofprefered ageats ot requlred T cHIdr o <7 years of 3 Tor HeraEcomtalnIng Products
I il for Astepro®)
sl soray 0 [ p———
Dymista” Nass flunisolide nasal spray (gencric for Nasalide”)
< Fomse™s mometasone asl som (e o Nasonex
r Atrovent” Nasal) | Omnaris” Nasal Spray
for Patanase™) Patanase” Nasal Soray
Ot Nasa Syl Sores
Ruatis” Nosa Soae
Sinuva™ Imolant
 Xhance'™ Nasal Sorav
Zetoma” Nl Sy
TEUROTRIENE MODIFIERS
Preferred Non-Preferred
able (eeneri for Sineulair™ [Accolute” Tablet
for Singulair®)
 Singulair” Chewable / Granules / Tablet
for Accoluc
for Zyflo")
221 Fimat
TOWSEDATING
Preferred Non-Preferred
ctriine OTC s I (et o Zvee” OTC Syt e o Zvnee” OTC Taben
et 3 for Zyrtec” Svrup) cetirizine OTC /Sl (generic for Zyrtec” OTC Svruo)
(generic for Zvrtee” OTC Tablet) cetirizine OTC sofizel
Xvzal” OTC Tablet) Clarinex” Tablet - T/F of ref d not reauired for children < 2 vears of age
\ for Xoml” o Table deslomtaine ODT 1 Tablr (e for Clrinex"y~ TIF ofprefere agnts no resvired orchilen <2 vears o see
loratadine tablet OTC (seneric for Claritin” OTC) fexofenadine OTC susoension / OTC tablet (seneric for Allesra” OTC).
levocetirizine for Xvzal® Rx Solution)
loratadine OTC chewable ODT / solution (seneric for Claritin” OTC).
FDATING
Fians ey ot apply addions wilizaon management o prio awbarztion critria o i categor
uanity Tk o 102 days supply per T months apply o all drugs i s lass
Preferred Non-Preferred
I D" OTC) tablet (eeneric for Zvitec-D” OTC).
Clariex D" Taer
fexofenadine-D 12 Hour OTC Tablet (seneric for Allesra-D* 12 Hour OTC)
foxofemdin-nscdocobedsine ER 24 hour ablt (s fo Al ' 24 o
FIRST
Preferred Non-Preferred
oo oo i e
EErT Reconcilltion: Added Carbzah Solution to preferred. T
hydronyzine capsule | soluton / tablet. NTM: Added Clemsza' Tablet to non-preferred Karbinal"™ ER Suspension - T/F of immediate
|RvClora™ Solution
RyVent” Tablet
Vistaril" Capsule
TOPICALS
'ACNE AGENTS
Preferred Non-Preferred
adapalene " Forte) adapalene cream / gel pump generic for Differin®)
adapalene for Epiduo” Giel) | Aklief*
ifferin”) | Avar” Cleanser / LS Cleanser
for Finacea”) | Avar-E* Emollient Ci Cr LS Cream
for CleocinT") BP" 10-1 Wash / Cleansing Wash
o Clooen T Clearhculc / Clearacii Pro
for_Be lin®, Neuac”) Cleocin® T Lotion
Differin zel pumo_ Clindacin® ETZ Pledget / Kit / P Foam / P Pledgets / PAC Kit
Differin lotion/cream_ Clindagel” Gel
|Epiduo” gel pumo. clindamyein / retinoin (generic for Veltin“)
{generic for Emcin®, Eryeette”, ErvGel®. et.al.) foam (generic for Evoclin®)
for Emein’, EryDem”. EryMax", et al) Added Epiduo® Forte gel pump to non-preferred clindamycin phosphate ge! (Clindagel®)
enzamycin') ‘pump (eeneric for Acanya®)
[Finacea” Gel eroxide pum (generic for Benzaclin®)
pump (eeneric for Onexton)
| dansone sel for Aczone* Gel)
Epiduo” Forte gel pump.
Ery” Pad
Eryel” Gel
Evoclin' Foam
Fabior" Foam
Finacea® Foam
| Neuac” Gel / Kit
|Ovace” Plus Cl a Cr Gel / Lotion / Shampoo | Wash
Rosan Cleaser otion
Rovula” Clots  Wash
cream (generic for Avar® / LS).
oo e or Kron')
ere for O [ Pl
oion or Nowset” Plxon® Zetcet)
‘pad / suspension / wash (eneric for Sumaxin®)
Crsam) Foam
for Zencia”
eam e for Avar 555" 1051
| Sumadan” Kit / XLT Kit / Wash
Sumesin” Cleaming Pads CP it/ T5 [y
tazarotene cream / foam / gel (generic for Tazorac®, Fabior")
et rean el (s for RetieA™)
for Retin-A" Micro)
Twymeo” Cream
Winlevi® Cream_
| Zoma Clear™ Cleanser
AGENTS
Preferred Non-Preferred
Androeel* Pump “Pucket
e SE——y S T AT S
testosterone gl for Fortesta®, Axiron”)
stosteone vaket (serc for Andows ")
Vogclxo" Gel / Packet / Pump
'NSAIDS'
Preferred Non-Preferred
diclofenac topical gel (generic for Voltaren” Gel) ric for Flector”)
dcofens soluon i o Pensaid) dcofnne pump (eneic o Pemsid”
et Soution Packet/ Puno
Preferred Non-Preferred

Tor Garamyein')

[ Comany* AT Oimment it/ Oimmens
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html

ervices

for Bacrohun’)

for Bacrobun’)

e

TBIOTICS - VAGINAL

Plans may not apply additonal uilization man; orization citri fo i category
Preferred Non-Preferred

Cleocin” Vasinal Ovles Cleocin® Vasimal Cream

 Vasiml Cream) for Nuvessa” Vasinal Gel)

Clindesse” Vasinal Cream Vandszole” Vasinal Gel

et  Vagial Gel) Xaciao" Vaginal Gel

Nuvessa” Vagina Gl
Preferred Non-Preferred

(eeneric for Looron”. Penoc’ s

otrimszol for Lotrimn” Rx)

(Ciclodan' Cream Cream Kit/Kit / Solution

for Lotisone"y

0

Klavesta” Powder tbranded eseric for Nyston*)

NTM: Added econazole foam (generic for Ecoza®) to non-preferred
iliation: Added Ertaczo® Cream to non-preferred

for Nuston')

Obsolete: Removed Bensal HP® Ointment

ooder (ssneric or Mycostatin’ Nvston' s

Nvston” Powder

ciclopiro ol shampoo for Loorox')
for Cilodan')
clowinazole for Lowinin’ Rx)
for Lotisons™)

o Soectazole")

coloe 1)

Ensczo* Cream

Exina’ Foan

i

Ketodan” Foam  Foam Kit

Lovrox” Susension / Cream /Kt
L'y

miconaole | zine oxide for Vinion") - C

i cream ool (sencic for Naflin')

Nofin' Gel

for Oxista’y

Osisar” Lotion

for Bensal HP')

or Kervdin')

Vusion” O tinical i

Plans may not apply additonal uilization management o prior aulhorization critei {0 i category

TIF of only one preferred drug required

Preferred

Non-Preferred

Natroba™

Crotan Lotion

Obsolete: Removed

Elimite™ Cream

Eurax’ Cream/ Lotion

Ovide” Loion

Pruradit”™ Lotion

Skice” Lotion

spinosad opical 0

Preferred

Non-Preferred

scvelovir Cream o Zovinx'

ereiclovi ream (seneric for Denavir™)

Denavi’ Cream

Preferred

Non-Preferred

for Aldar"y

Contvlon’ Gel

Hytor” Gel

odoflox o1/ soluion (seneic for Condvlox")

Verosen' Oinmen

RIASTS

Preferred

Non-Preferred

soluion (ssnerc for Dovonex')

calciotiens oimment  foam (senerc for Dovonex".

Taleones't

for Vectical "y

Enstlar’ Foam

Sorilox” Foam

Taclonex” Ointment / Suspension

Vecical Oinmen

[Viama” Cream

Zorvyc™ 0.3% Cream / Foam

ROSACEA AGENTS

Preferred

Non-Preferred

o Firacea")

1 Mirvaso)

Finacea” Gl

Epsolay” benzoy perovide

or MetroCream’

Firacea® Foam.

)

for Soolana”)

Rosadan* Cream Gel

MetroCream”

MetroGel”

metronidazoe loson (sereric for MetroLation')

Mirvaso" (bimonidine)
Riofade” Cream

Rosadan” Kit

Soolanira™ Cream

STEROIDS

Tow Potency

Fians may

¥ apply ddiional Willztion MARAEEMENt oF prior auihorizafion crieri fo i CAtegory

Preferred

Non-Preferred

for DesOwen')

r Aclovate")

DermaSmoothe” FS Sealp and Bods Oil

Capexts

o Hvioney

desonide lotion (seneic for DesOwen” Lotion)

Nuocinolone body / salp ol (senric for DermaSmoate” FS Scalp  Body Ol

Hydrocorisone Soluion

Hydrogm” Gl

Texacor” Soluion

Miedfum Potency

Preferred

Non-Preferred

uicasone cream oinment (senerie for Cutivate’)

eser™ Loton [ Kit

for Blocon’)

oderm')

[EsT—r—

Obsolete: Removed Cloderm® Cream / Pump and Locoid® Lipocream / Lotion

olution sereric for Svnular’)

Murandermlide Lovon / Ointment

Nuticasone loton (veneri for Cutivae” Loton)

Viid cream lrion / ontment/ soluon (sneri fo Locoid')

drocorisone valerate ream  oinment (seneic for Westcor”)

Pandel” Cream

rerc for Dermton'y

Svnala” Cream  Ointment  Kit Solution / T Kit

High Potency
Preferred Non-Preferred
betamethasone valerate cream / ointment (generic for Valisone®) for Cyclocort”)
ol ot soltion e for e T ion oimen e for Dol
lotion / ointment (generic for Kenalog lotion / ointment (generic for Diprosone”).
seametnson aerate oy oo et o Valsore™
! ointment / spray (seneric for Topicort”)
ointment (generic for Florone )
Obsolete: Removed Halog® Cream Do Qe =
for Haloa")
for Haloe")
Halog"
etmos® Sy
| Topicort” Cream / Gl / Ointment / Spray
riamcinolone sorav (generic for Kenaloa®)
Very High Potency
Preferred Non-Preferred
1 Temovate®) | ApexiCon” E Cream
obex") clobetasol foam / emollient foam for Olux" / Olux-E*).
for Cormax") lobetasol spray (seneric for Clobex”)
o Uty Clober” samoos Soue

Clodan’ it/ Shampoo

Obsolete: Removed Impeklo* Lotion and Temovate® Ointment

Lexcte” Foum

Olus” Foam

Toer” Foan / Fosm Kt

Utiavare” Lotion
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North Carolina Medicaid Preferred Drug List (PDL)
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(Effective April 2026)
Revised 12.10.2025 Off Cyele Change: GLP-1 weight management class added to the PDL effective 10.01.2025. See clinical crite
Trial and failure (T/F) of two Preferred drugs are required unless only one Preferred option is listed or a T/F criteria exemption is otherwise indicated.

Not all therapeutic drug classes are included on the PDL. All drugs in the classes not included are considered Preferred. In addition to
TIF criteria, clinical criteria (indicated in RED) may also apply. New to market products typically default to Non-Preferred status until

ia for coverage.

html

reviewed by the PDL Panel. These drugs are listed as TO BE REVIEWED. For drugs requiring prior authorization, clinical criteria and prior authorization request forms can be found at: nctracks.nc.
More information on the PDL can be found at: icaid.ncdhh: i i ipti i ervices

I
MISCELLANEOUS
Uterine Disorder Treatment:

Plns may not pply idionaluliation management o proe sahoriaion s o this categry
Preferred Non-Preferred
rten” Capale
Orilissa” Tablet
Mytentres” Tabler
Urca Cycle Disorder Treatments, Oral
Plns may not pply idionaluliaion management o prioe sahoriation e o this categry
TIF ofanly on Prefereed drug requived
Preferred Non-Preferred
[
Gt Moved Buphenyl® Tablet/Powder from non-preferred to preferred e i)
Added glycerol phenylbutyrate oral liquid (generic for Ravicti®) to non-preferred and added hebure® Ol Pl
red writing T/F of preferred drug is not required for Urea cycle disorder Ravi” Liid 17 ot e for Uren vl dorder
Added red writing T/F of only one preferred drug required for the class dr i o Bubery')
el phembuyte 3}
WEIGHT MANAGEMENT AGENTS
‘GLP-1 Receptor Agonists indicated for the treatment of obesity (ncretin Mimemetics)
Cllnical criteris app
Preferred Non-Preferred
e Pon Sexcoe” irmguiae ey
| Zeobound" (irzevatide) Pen_
Werght Management (Non Tncrei Mimeties
Preferred Non-Preferred
ER b Senptamin bt
ER capsule. for Xenical®)
ol s for O™y
Novical” o) Caple
LATORS. ASTHMA
Plns may not pply ididonalullaion maragement o pror suthortain s o this category
AT criter apply to ol drugs T th cass
Preferred Non-Preferred
Fasenra” Pen / Svinge Cinaait” Vial
Nolan (onmimmat) Nucaad Syrnge Vil Aniorior
Teroin” Pen/ Svings ' of reered scats not reaired fo dagauts of ol il severs i
o
Pl may nor poy S0 0ional willzion ATaEEment o pror whoriatio Cers o cotcgory
Clliea ritert apoly o ol drugs o s case
Preferred Non-Preferred
| Adbry” Syringe / Autoiniector | Anzupgo® Cream
Cibingo™ Tablet
NTM: Added Anzupgo® Cream and Zoryve® (roflumilast) 0.05% Cream to non-preferred s en
g™ Sy (ki ey
Nemioio” Pen
Opzelura™ Cre
 Zoryve® (roflumilast) 0.1
zome”
, ORAL
Preferred T Non-Preferred
for Soriatane ") | for Oxsoralen-Ultra*)
oy
Fins may not ool "
Guantty Timis 3pply o il drogs T s cas
Preferred Non-Preferred
Auvi-0"Auto niector B
eneric for Epi-Pen” / Epi-Pen” Jt/ Adrenactick”) Open cl
Epi-Pen’ Auto Inicctor / 2-Pak / Jr. Auto Iniector / Jr. 2-Pak
neify” nasal spray
ESTROGEN AGENTS,
Preferred Non-Preferred
il T bl o Taber
Amabelz™ Tablet  Biiuva” Cansule
o e o Actoela™)
Fyavoly™ Tablet
Jinteli” (branded seneric for FemHRT")
Mimer* 1 o Actnali'y
for FemHRT")
Frmmiess” Tober
Prempro” Tablet
ESTROGEN AGENTS, ORAL
Preferred Non-Preferred
Climara” Pro Patch Climara” Patch
Conbirat ach il GelPater
for Climara”, Menostar”, Vivelle-Dot") Dot Patch.
for Estrace”) Duavee” Tablet
o somy
Menest” Tablet
proman’ T
for Divigel")
Vivelle-Dot* Paich
ESTROGEN AGENTS, VAGINAL
Preferred Non-Preferred
o Bt ——
|Estring” Vaginal Ring estradiol tablet_(generic for Vagifem”)
Premarie® vages Crom Femeing® ol Ring
Vagifem"” Vaginal Tablet Imvexxy” Vaginal Inserts
| Yuvafem” Vaginal Tablet
‘GLUCOCORTICO . ORAL
Fins may not apoly adonal villzion masagcment o pror suthoriaion e o s category
Preferred Non-Preferred
budesonide EC capsule (generic for Entocort” EC) | Alkindi® Sprinkle Capsule
bl (s o Decadon’y A" Susersion
for Concedix”) | Cortef” Tablet
|Emflaza” Tablet / Susoension - cortisone tablet (seneric for Patisone”).
hydrocortisone tablet for Emflaza") - Clinical eriter ly. T/F of preferred ager <12 years of age.
T bl (s o Mool [
prdr for PediaPred”, OraPred”, Veripred®)  dexamethasone tablet dosepack / Intensol” Drops
for P, il [y ——pr preeTy
oreisonedose pck e for Sy NTM: Added Jaythari Tablet (generic for Emflaza®) and Pyquvi™ Suspension to non-preferred enaih™ Tae
prrer— i Tabe (v forEmar)
[Khindivi” Solution
Medrol” Dose Pack / Tablet
ot e’
Millipred® Dose Pack / Tablet
(aserc o Orored” ODT)
| Prednisone Intensol*
< for tiagnoss o
'CYTOKINE AND|
Plans may not apply ddidonal ullzation manag s catogory
Preferred Non-Preferred
Pen / Syring Abrilada™ Pen / Syringe
Psoriasis-UV Pen / Crob's Pen / Syringe | Actemea” ACTPen” / Syringe / Vial
Cosentyx” Sensoready” Pen / UnoReady” Pen / Syringe. Pen/ Psoriasis-UV Pen/ Croha's Pen / Svringe
Enbrel* Mini Cartridge / Sureclick” Syringe / Syringe / Vial Autoinicctor / Syringe
Hadlina ™ Svringe |/ PushTouch Svringe
i Gt e =y S
infliximab vial (generic for Remicade®) jita™ Svringe / Autoiniector
Otezla” Starter Pack / Tablet | Arcalyst” SQ Syringe
Avsoa” v
Steqeyma”  Vial /Syringe | Avtozma” Vial
Xeljanz® Tablet Bimgzelx" Autoiniector / Syringe
Cimzia®” Starter Kit / Syringe Kit / Vial Kit
Cosentyx” Vial
NTM: Added Otezla® XR Initiation Pack / Tablet and Avtozma® Vial to non-preferred oo Ve
Off Cycle change: Moved Pyzchiva® Syringe/Vial and Stegeyma® Vial /Syringe from non-preferred to preferred Colice” Sy | Crols UCHS en o Pon Pon
Off Cycle change: Added red writing to Stelara® Syringe / Vial T/F of preferred usteknumab is required Sy
iliation: Added adali iasis-UV Pen / Crohn's Pen / Syringe to non-preferred E",“ ,H ‘T\W‘L
Hyrimoz™ Pen / Crobn's-UC Pen / Ped. Crohus Pen / Syringe / Psoriasis Pen
Idacio” Pen / Psoriasis Pen / Crohn's-UC Pen / Syringe.
laris" Vial
llumya® Syringe
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Not all therapeutic drug classes are included on the PDL. All drugs in the classes not included are considered Preferred. In addition to
TF criteria, clinical criteria (indicated in RED) may also apply. New to market products typically default to Non-Preferred status until

reviewed by the PDL Panel. These drugs are listed as TO BE REVIEWED. For drugs requiring prior authorization, clinical criteria and prior authorization request forms can be found at: nctracks.nc. i i htmi
More information on the PDL can be found at: icaid.nedhh: i i ipti i ervices
onldosSynge vl
2ot reatied o dlgnosts of Neomatal Onst MltSvtem nfammator Disease
Orencia” Clickiet" / Syringe / Vial
Pack  Tabed
Owlfi* Svringe Vial
Remicade” Vit
Renflexis™ Vial
Rinvoa” tion
Rinvog” ER Tablet
Selarsdi”™ Vial / Syringe
Simponi” Pen / Syringe / Aria” Vial
Skyrizi_On-Body / Vial / Pen / Syringe.
Sovka Tave
Soevi” Via/ Syinge
Stelara™ Syringe / Vial T/F of preferred usteknumab is required
| Taltz" Auto-iniector / Syringe
Tofidence™ Vial
| Tremfya” Syringe / Iniector/ Vial / rohn.
Tyeme” 1 Sying:
e Vit
Upti” Vil
ustekinumab Vial / Syringe (generic for Stelara”)
for Stelara® /Selarsdi B™)
Vil Svings st for hiva)
Velsipity” Tablet
| Xelianz" Solution / XR Tablet
Vesinel™ SymgVit
| Yuflyma" Syringe / Autoiniector / Crohui's-UC-HS Autoiniector
Vusiey” Pen
| Zymfentra™ Pen / Syringe
Preferred Non-Preferred
Astaeraf® XL Cavsule
for Imuran”)
Collcnt” Camsl  Susonson Tablr
undimmune ")
soltioncneic o Geneat® Moo
Envarsus” XR Tablet
everolimus " Tablen)
Gengrat” Capsule / Solution
lmuran” Tablet
oo blet (s for Collen™
fortic™
Myfort” Tale
olimus e oo (e for Rapamuns” >
for Hecoria®. Proeraf®)
Tavmeos” Cansle
Zortress” Tablet
MOVEWENT DISORDERS
Flans way ot apply addions wilizaion management o prio swbarzaion cieria o i categor
Chltea cierla apply o i drugs T s coss
Preferred Non-Preferred
Austedo” Tablet | Xenazine” Tablet
Austedo” XR Tablet / Titration Kit
" s
Inarezza” Cansule / Initiation Pack
b ble
(HAE) PROPHYLAXIS AGENTS
Flans way ot apply addions wllzaion management o prior swharztion cieria o i categor
T crier apply fo o drags T (s clos
Preferred Non-Preferred
cota” Vul NTM: Added Dawnzera™ Auto syringe non-preferred Corvs” vl
Ortadere” Canatle Dumnoea Asto v
[ Takhzyro" Vial / Syringe.
(HAE] \TMENT AGENT?
Pians may nt apply ddidonal ilzaion mamagemet orprio aulborization
Cllieal citerfsappty fo ol drugs Tt case
Preferred Non-Preferred
et vl i iy Tavir
D) NTM: Added Ekterly® Tablet and Andembry® Auto Injector to non-preferred T
[Kalbitor” Vial Firazyr® Svringe
Saiazir™ for icatibant) Ruconest” Vial
OPIOID AN
Fians may no appl ionatwillaion maTagEent o prar awthoriaion st s ctegory
Preferred Non-Preferred
Kiovada™ Nasal Spray
LTSk = J‘ NTM: Added Zurnai™ Injection to preferred
spray / vial (generic for Narcan")
Narean” Nosal Sy OTC)
Opvec” sl Spry
Rextovy™ (naloxone) Nasal Spray
Visiol” Vil Diuen
imhi™* Syringe
e
OFOID
Tt : o=
Preferred Non-Preferred
e Trso el Clnial Crieia Appy to Now Prefered Agents
Brixadi™ Weekly Syringe / Monthly Syringe ‘Suboxone®)
I for Suborone') ron N, 5 Lofexdine Tablet 1/F ired for dingnosis of op
buprenorphine SL tablet (generic for Subutex®) = | Lucemyra” Tablet - 1/F i diagnosis of opioid withdrawal
Suboxone” SL Film | Zubsolv" Tablet SL_
Sublocade” Syringe
SKELETAL MUSCLE RELAXANTS
Preferred Non-Preferred
Lioresal®) | Amvix" ER Capsule
eric for Flexeril™) | baclofen oral solution
for Robaxin®) for Flegsuvy™)
tizanidine tablet (generic for Zanaflex”) (generic for Parafon Forte”)
cyclobenzaprine for Amrix” ER)
Datun® Capase Vi
Added Ozobax DS® Solution and Ozobax® Solution to non -preferred vl 0
Foumid” Tabi
Flegsuvy” Suspension
oo Tate
Lyvispah” Granule Packet
taaloe blet (e for kel
Norgesic™ Tablet / Forte Tablet
orphenadrine / aspirin / caffeine tablet (seneric for Norgesic™)
orphenadrine citrate tablet / vial (generic for Norflex®)
|Ophengesic” Forte Tablet
Ombart Soluion
Robaxin” Vial
Tanore Taves
for Zanaflex”)
zanaed Capste Tl
DISPOSABLE INSULIN DELIVERY DEVICES
Plans ey no apply ddionalwllaln managemen r priarauhoriain rlera o i category
Preferred Non-Preferred
o Sy
CoQur Sinply™ iri
e tton i
e S i
i 51 Dox7/66 s KilPods (GENS). P53 G Ko
4 DASH" Pods (-Pack) i it
Omnipod GO™ Pods
DIABETIC CONTINUOUS GLUCOSE MONITOR SUPPLIES
Mortor Transiiters T Receivers T Readers
Plans may ot apply addtiona uilizaion management o prior swborztion cilria fo s categors
e ooy e
Preferred T Now-Preferred
Dexcom G6” Tramsmitter/ Receiver [ reestle Libre™ 14 day Reader

Descom G7* Receiver
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Frssle Liee™ 2 Reader [

Frecsive Libee™ 3 Reader }

ensors
Plans may not apply additonal utilization management o prior aulhorization critei (0 (i category

Ciiniealcrtera appy 1o il e s class

Preferred Non-Preferred

Frecstyl Libre™ 2 Sersor
n«;m: Libre™ 2 Pus Sensor

rcestle Libre™ 3 Sensor Clarificatiol

[Frecstvie Libre™ 14 dav Sensor

excom G7° Sensor (10 day sensor and 15 day sensor)

el i i Semar

Dexcom G Sersor
Dexcom 67" 15 dav sersor).

DIABETIC SUPPLIES
Pians may not apply additonal ilzation management or prior authoization critria o ths catogory
N.C. Medicaid only covers, at point of sale, the designated preferred products listed below for blood glucose meters, diabetic test strips, control solutions, lancets, and for Medicaid third- affected). These 0 under the Outpatient Pharmacy Program and can be submitted to the pharmacy point-of-sale system with a prescription. Diabetic

uplie, nclucing othr bands, can slso be subited under Durable Medical Equipment using e NDC and HCPCS code. Benefcaies reallowed 1 coered meer every 2 years (730 days). For uestons or assistance reding iabtic supplies for Medicid Direet mermbers,plese cal he NC Tracks call cente at 1-800-656-6696. * All blod glucose meters are hilled using the NC Medicaid Free BIN Meter program.
BIN 610524, PCN 1016, Group 40026479, ID 066499643.%

Meters ii
ACCU-CHEK” Gude Retail care kit * (sce above for billing) ACCUCHEK”
[ACCU-CHEK” Guide Me Retai cre it * (se¢ abave for billing) [ACCUCHEK Fastl
Test Strips Control Soluti
'ACCU-CHEK” AVIVA PLUS 50 o est stros [ACCU-CHEK" Aviva sucose conrol solution (2 fevls)
ACCU-CHEK” SMARTVIEW 50 ot estsips ACCUCHEK” evel)
[ACCU-CHEK” Guide 50 ¢t testsrps [ACCU-CHEK" Guide 2 Level control 2evels)
ACCU-CHEK” Gude 100 et est sips
Lancets
ACCU-CHEK” Safelx 100t Lancets

[ACCU-CHEK” Fastlix 102 ¢t Lancets
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