North Carolina Division of Health Benefits
North Carolina Medicaid Preferred Drug List (PDL)

Effective Date January 1, 2026
Revised 11.03.2025 Off Cycle Change: Moved Pyzehiva® Syringe/Vial and Steqeyma® Vial /Syringe from non-preferred to preferred duc to fiscal impact. Added red writing to Stelara® Syringe / Vial T/F of preferred usteknumab is required
Revised 12.10.2025 Off Cycle Change: GLP-1 weight management class added to the PDL. See clinical criteria 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 unt

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: https://www.nctracks.nc.
More information on the PDL can be found at: icaid.ncdhhe i i ipti i harmacy-services

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

Orange shade signifies a hange 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 recommendations in that category

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

ALZHEIMER’S AGENTS

Preferred Non-Preferred

doncoezil Sme. 10me ablet/ ODT (ceneric for Aricent” / ODT) Adarin Paich

Exclon” Parch Adubelm® Vial - Clnieal crit i

A (seneric for Namenda®) Aricent” Tablet

for Exclon”) doneoczi Aricent')

 soluion / ablet (ceneri for Razadvae / ER)

Kisunla™ (donanemab-azbi) Visl

Leaembi” Vial - Clinicaleriteri apoly

memantine ER cansule Namenda” XR / Soluton)

tine HCL Doneoezil HDL NAMZARICY)

[Namenda" Tiraton Pack / XR Capsule / XR Titration Pack

Namzaric” Capsule / Titration Pack

for Exclon”)

Zunvey!” blet
ANAL

GESICS

OPIOID ANALGESICS.

Tong Acting Opioids

" prio
‘Clinical criteria apply to all drugs in this class

Preferred Non-Preferred

Butrans” Parch Belbuca® (Buccal) Film

fentanyl potch 12mee / 2Smee / SOmee / 75mee / 100mee (seneric for Duragesic™) Burans")

methadone concentrate / diskets  intensal/ ables / solution Conzin® Cansule

S Contin®) 2 for Durasesic™)

OxyContin® Tablet hvdrocodone ER casul for Zohvdro” ER)

codone ER tablet (seneric for Hysinela® ER)
ER ablet (seneric for Exaleo”)

Hysingla” ER Tablet

Methadose™ Oral Concentrat / Tablt

Avin”, Kadian"y

MS Contn” Tablet

R tablet (ceneric for OxvContiny

(oxymorphone ER tsblet

for Conzin')

ER blet (Ulram ER®,: RyzoltR)

Orally Oral Spray Schedule 11 Opioids

Plans may not apply

p
Clinical criteria apply to all drugs in this class

Preferred Non-Preferred

Actia” Lozenee g

fentany cirate logene (seneri for Actia")

Fentora” Buceal Tablet

hort TTOpioids

Plans may not apply

p
Clinical criteria apply to all drugs in this class

Preferred Non-Preferred

codeine sulfue blet

Endocet” Table tbranded seneric for Perc

1 Hycet" Lorcet". Lorab”. Noreo". Vieodin® Dilaudid” Liouid / Tablet

for Dilaudid") ne’ Reprevain”. Vicoorofen’ s
ASIR' J sunpository (seneic for Dilaudid")

oxvcodone solution / ablt (eeneric for Roxicodone™ for Levo-Dromoran)

Tylox™, J tablt scnerc for Demerol")

lablets (seneric for Percocet’)

hydro for Zolvit

for Roxanol")

Nalocet" Toblet

sicodone” Inensol)

oxycodone-scctaminophen solution

for Ovana"y

Percocer” Tablet

Prolate” Tablet/Solution

Roxicodone” Tablet

Roxybond” Tablet

ale 1TV Opi

7 Analgesic Combi

prio

anagement or
Clinical criteria apply to all dru

in this class

Preferred Non-Preferred

codeine-acctaminophen solution / abit (generc for Tylenol with Codeine’) Ascomp” Capsule (branded generie for Fiorinal with Codeine’)

ramadol ablet 30 mg (genere for Ulram”)

‘odeine’)

wamadoaceiaminophen bl (gencri for Ulracet’) bualhialcaffeine- APAP with codine tablet (generc for Fiorieet with Codeine’)

butorphanol spray (gencric for Stadol’)

dihydrocodeine

ciaminophen-caffeine blet (gencri for Panlor S5

Fioricet with Codeine” Capsu

pentazmcine-naloxane ble (generic for Talwin NX°)

Scglentis” Tablet

ramadol soluton (generic for Qdolo ™)

75 me. 100 me)

IN-OPIOID ANALGESICS
ay notappy s vanagemento pri
Preforred I Non-Preferred
oot Tabler Qv ik o 3 14 i ol [
NSAIDS
Preforrea Non-Preferred

for Celebrex’) Arthrotec® Tablet

(seneric for Volren') Celebres” Cansule

luprof: tablet seneric for Motrin®) Davoro” Canlet

for Indocin®) for Zinsor")

for Toradol ) Catallam*)

meloxicam blet (sencric o Mobic®) ER tablet (seneric o Voltaren” XR)

naproxen EC/ DR tabl for Naprosvn” EC) stol tablt senerc for Arthrotee”)

for Anaprox') diflunisal ablet (seneric for Dolobid*)

naprosen ablet (seneric for Naprosvn*) [Dolobid wblet

sulindac able (generi for Clinori*) tablet/ ER wblefenerie for Lodine’ / XL)

Feldene” Capsule

table (generie for Nalfon*)

for Ansaid®)

ihuorofen /1 Duexis™) - T/F of only celecoxib reauired
indomethacin ER capsul for Indocin SR*)
for Orudis™)
ketonrofen ER cansul for Orail'y
Kinrofen” (ketoprofen) Capsule (branded senrc for Orudis™)

Lofens™ Tablet
i for Meclomen')

Ponseel’)

meloxicam capsule (seneric for Vivlodex*)

for Relafen®)

Nalfon* Casule / Tablet

Nanrelan” Tablet

Naprosvn” Susoension

naoroxen sodium ER for Naprelan")
nanroen Narosvn®)
naoro Vimovo®) - 1/F of only cclecoih reauired

1 DavPro®)

piroxicam capsule (seneric for Felden™)

Relafen”™ DS Tablet

Tolectn® (tolmetin) Tablet

tolmein able / capsule (seneric for Tolectn® / DS

Vimovo® Tablet - T/F of only celecoxih reauired

NEUROPATHIC PAIN

Preferred Non-Preferred
for Cymbalia") Cumbali” Capsule
Soluton / ablet (sencric for Neuronin") DermacinRx”™ Lidocan Patch - Clnieal criteria apoh
for Lidoderm”) - Clinicalcrieria apply Drizalma”™ Sorinkle
for Lyriea®) forlrenka")
bspentn ER tablt (seneric for Gralie’)

Gralse” Tablet

Horiznt’ Tabler

Lidocan” Patch - Clinicalcri i

Lidoderm” Patch - Clinicalcri i

Lurica” Capsule / Solution / CR Tablet

Neurontin® Capsule / Solution { Tablet

oresabalin ER tablt (sencric for Lyrica’ CR)

Quienza® Kit

Sovella” Tablet/ Tiration Pack

Tridacaine”™ Pateh

ZTLido™ Patch - Clinical eriteria anoly
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North Carolina Division of Health Benefits
North Carolina Medicaid Preferred Drug List (PDL)

Effective Date January 1, 2026

Revised 11.03.2025 Off Cyele Change: Moved Pyzehiva® Syringe/Vial and Steqeyma® Vial /Syringe from non-preferred to preferred duc to fiscal impact. Added red writing to Stelara® S,
Revised 12.10.2025 Off Cycle Change: GLP-1 weight management class added to the PDL. See clinical criteria 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 unt
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: https://www.nctracks.nc.

ringe / Vial T/F of preferred usteknumab is required

More information on the PDL can be found at: harmacy-services
ANTICONVULSANTS
@
Plan may not apply " prio R
Patients with a diagnosis of seizare disorder it from T/F criteria and may use any carbamazepine product
Preferred Non-Preferred
Aot Table Carbarol")
carbamazenine bt/ susnension / chewable ablet/ XR ablt (senerc for Teartol”/ XR) Carbarol” Cavsule
Fanero” Cansule Epiol” Tablet
lablet (seneric for Telepual") esicarbazepine acetate Table (gencic for Aptiom”)
Oxtllar” XK Tablet Ocarbasepine ER (seneric for Onellar® XR)
Tearetol” Suspension Tablet / XR Tablet Trilcotl” Tablet
Trilcotl” Suspension
FIRST TION
Patients with a diagnosis ofscizure disorder are exempt from T/F criteria and may use any first generation product.
Preferred Non-Preferred
Celonin® Kapseal Denakors” ER Tablet/ Sorinkle Cansule
Diatin” Cansule / Infaah / Susoension Denakore” Toblet
ER bt/ Denakote”/ ER Sorinkle) folbamat bt (seneic for Fehatol")
Jution (aeneic for Zoronin’) for Clontin’)
Felhatol') ey Vial
Felbatol" Susoension | Table Zaronin’ Cansule / Soluion
i soution
Phenviek” Cansule
he infuab Dilantin"
e Phenvik")
orimidone Tablt (seneric for Msolng®)
e/ solution (senric for Depakene™)
TON
Plans may not apply Cor prior o this category
Paticnts with a diagnosi of sezure diorder are exempt from T/F critria and may use any second generation product.
Preferred Non-Preferred
beivict Tablet Solution Bl Suspension
clobuzam suspension | ablet (generc for Oni’) Bl Table
clonazepam blet (generic for Klonopin') clonazepam ODT (generc for Klonopin” Wafer)
Dicomi” Capsule | Powder Pack Diasta® Rectal Gel
dinepam rectl /sy stem (generc for Disstar” Accudial | Pedi Sysim) Elepsia™ XR Table
Epronta™ Soluton Epidilex” Solation - Chnical riteri apply
Fintepla” Soluton Giabarone™ Tablet
Fycompa’ Tabler/ Suspension Keppra® Tablet/ Soluton / XR Tblet
sbapentin capale sluton  tablet (eneri for Newrontn’) Klonopin® Tablet
lcosamide it (gencric for Vimpat') Tacosamide soluton (gencric for Vimpat')
lamotigine hewable / ablet/ ODT (generic for Lamictl’) Lamictal” Chewable/ ODT / ODT Strier Kit Sater Kt/ Tablet/ XK / XK Starie Kit
morigine ER tsblt (generie for Lamictal XR) Tamatrigine ODT dose pack/ tabletdose pack (generi for Lamictal)
levetiracetam tabit / ER bl solution (generic for Keppra” / XR) Levatiacetam bt (generi for Spitam’)
Noyzilam* Nasal Spray Libervant™ diszepam) Buccal Film
Qudesy” XR Capsule Lyrica” Capsul / Soluion
Roweepra” Tablet Motopaly XK (lscosamide eviended releae) Capsule
rufinamide suspension (generc for Banzel) Neurontin® Capsule / Solution / Tablt
rufinamide tblet (generi for Banzel") Ouis Suspension Tablet
Sabril Table/ Powder Packet perampancl Tablet (generc for Fycompa)
Subvenitc” Tablet Tab Start Kit Spriam” Tablet
agabine abit(geneic for Gabir’) Sympszan” Film
tablet (eneric for Topamax®) Topamax” Sprinkle Capsule / Tablet
Valtoco” Nasal Spray topiramate ER capsule (seneric for Trokendi XR") - 1F of Trokendi” XR Capsule reauired for cove
isbatin powder packet (genere for Sabri’) topiramate ER sprinkle capsue (gencrc for Qudexy”)
Xeopr” Tablet/ Tiraton Pack Trokendi” XR Capsule
onisamid capsul (geneic for Zomegran’) igsbetrn ablt (gencrc for Sabrl’)
Vigadrone” Powder Packet/ Tablet
[Vigalyde™ Solution
Vigpodsr™ Powder Packet
Vimpat”Soluton St Kit/ Tablet
Zonisade™ Ora Suspension
Zulmy” Oral Suspension
ANTI-INFECTIVES - SYSTEMIC
ANTIB]
. Cephalosporins and Related
Preferred Non-Preferred
sble /suspension | ablet (zenerie for Amol”Trimox) amoxic Auzmentin®)
amosiciln-clavulnate suspension / ble (zneri for Augmenin’) amonicilin-o R table (gencric for Ausmentin® | XR)
ampicili capsule  inecton /vl Ausmentin” Suspension / ES-600 / XR Tablet
ampiclin-sulbactam injcton  vial cctclor cansule /suspension | ER tble (sneri for Ceclor*  CD)
Bicillin” C-R iniection cetadrosil it (seneri for Duricer)
for Duricet™) i Suprax") 1F of preferred apents mot reauired for chidren <12 vears of aze
cetbinr e for Ot} ccinodoxime suspension  blet (seneric for Vanin')
for Suprax') ceohlesin sblet (senerie for Keflex')
Jtablet (seneri for Cefl
cefurosime ablet (eneric for Ceftin®)
for Keflex')
dicovacilln capsule
nafcillin injection /vl
ovacilln njetion /vl
penicillin G njecion /vial
penicilin V suspension ablet
Pizerpen” infcton /vil
pipeacilln - waobactam injocton /vl
Unasvo” injection /vial
Zoswn” niction /vial
Tincosamides and Oxazolidinones
Preferred Non-Preferred
for Cleocin®) Cleocin” Caples  Vial
1) tablt (seneric for Zvvox') (Cleocin” Pediaric Solution
clindamyein Cleoein®)
Lincosin” Vil
lincomyein vial (generc for Lincocin')
linemlid IV Zyvox')
Sivexro® Tabet/ Vial
Zvvox" Tablet/ 1V Solution / Suspension
Miacrofides and Ketofides
Preferred Non-Preferred
asthromycin powder packet / suspension  ablet (generie fo Zithromax") clarithromy cin ER et (generi for Baxin XL
clarithromyein suspension  tablet (genere for Biaxin®) Eryped” 2001400 Suspension
EES* Filmiab / Suspension Ery-Tab" Tablet
Erythrocin® Fimah Zuhromax® Powder Packet / Suspension / Tablet / Tri-Pak 1 Z-Pak
erythromyein S 200 mg and 400 mg suspension (generic for EE5.* Suspension. Eryped”)
erytromy cin EC capsule (generc for Erye”)
crytromycin iy
erythromyein S ablet (generic for E.E.S* Filmib)
Antibiotics)
Preferred Non-Preferred
metronidazole able (eneri fo Flandl' Acmeola” DR Table
e for Vancocin") Dificid" Suspension / Tablet - T/F of only vancomscin s reauired for reatn i
for Firvana®y Firvana” Soluton
Flanyl* Cansile
Likme7” Suspension
metronidazole 125 me tablet aenere for Flaevl’)
Flaan ')
1 Myeifradin®)
for Alni” Tablet
for Humatin'y
Solosee”™ Granules
inidaze wblt (seneric for Tindamax')
Vancocin® Capsule
Vows:" Capsule - Clncalcrteria apoh
Quinolones
Preferred Non-Preferred

Cipra” Suspension

Bardela”™ Tablet

ciorofloxacin able (eeneric for Cinra®)

Cinro” Tablet

levofloxacin tblet (vencric for Levaauin®)
il

ciorofloxacin Cinro®)

bl (sencric for Avelox")

levofloxacin Levaauin®)

ofloxacin ablet (seneric for Floxin®)
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North Carolina Division of Health Benefits
North Carolina Medicaid Preferred Drug List (PDL)

Effective Date January 1, 2026
ringe/Vial and Steqeyma® Vial /Syringe from non-preferred to preferred duc to fiscal impact. Added red writing to Stelara® Syringe / Vial T/F of preferred usteknumab is required
Revised 12.10.2025 Off Cycle Change: GLP-1 weight management class added to the PDL. See clinical criteria 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 unt

Revised 11.03.2025 Off Cycle Change: Moved Pyzehiva® §

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: htt, nctracks.nc.
More information on the PDL can be found at: icaid.ncdhhs. i i ipti i rvices

Tetracycline Derivatives

Preferred Non-Preferred

doxyecycline hyclatecapsule / ablet (generic for Vibramycin®, Vibra-Tab") demeclocycline tablet (generc for Declomycin’)

doxyeycline monohydrate S0m. 100me capsule generic for Monadox") Doryx” DR/ MPC Tablet

minocycine S0mg, 75me 100me capsule (generic for Minocin®) doxyeycline hyclate DR ablet (generic for Doryx” DR)

IR-DR capsle 5

doxyeycline monohydrate S0mg. 75mz, 100mg, 150mg_tablet

doxycycline monohydrate 75me 150me capsule generic for Monodox”, Adoxa’)

Vibramvein) - TF of preferred azents not reauired for patients < 12 years of age

Lymepak™ Tablet

S0me. 75, 100mg tblet

minocycline ER tablet (seneric for Solodyn” ER) Clincal justification and i

re of doxyeycline and minocycline re

ted t0 3 12 week supply.

Minolira™ ER Tablet

Morgidox” Capsule Kit

Nuzyra™ Tablet

Oracea® capsule

{etracycline capsule (generic for Sumycin”)

etracycline tablet (generic for Sumycin”/ Panmycin®)

Antifungals

Preferred Non-Preferred

clotrimazole roche. Mveelex” Trochel Brexafemme” Tablet

able (oeneric for Diflucan) Cresemba’” Cansule

Grifulvin V) Diflucan” Suspension / Tablet

Gris-Pee") Ancobon”y

Grifulvin V)

nvsatn Mycostin’) Sooranox’)

Nizoral")

[Noxafil” Susoension /Tablet/ DR Suspension Packet

Oranie” Buceal Tablet

Nowafil"y

Sooranox” Cansule/ Soluton

oriconazmle suspension | blet (sencric for Viend")

“Antivirals (General)

Plans may not apply prior

Preferred Non-Preferred

Paxlovid™ Tablet dose Pack

Lagevrio™ Capsule

‘Antivirals (Hepatitis B Agents)

Preferred Non-Preferred

entccavir bt (senerc for Baraclude”)

adefovir ablet (seneric for Hepsera® |

lamivudine HBY tabiet (gencric for Epivir” HEVY Baraclude" Solution / Tablet

Viread” Powder /Tablet Vemlidy” Tablet

is C Agents)

Anivirals (Hepati

1y not apply

o prio

Preferred Non-Preferred

Pesasys” Svringe / Vial

seneric for Conexus”. Rebetol')

Clinical criteria apply to all drugs listed below

Prior Approval Not Required for Mavyret” Tablet/ Pellet Pack i tablet (generic for Epelusa’)

Allzenot Eoclusa” Pelet Pack/Tablet

Mavurer” heraon) [Harvoni” Pellet Pack / Tablet

Mavurer” Pellet Pack. Harvoni"y

Sovaldi” Pelle Pack / Tablet

Zevatier” Tablet

Al irrhosis (Chikd Pugh-A)

Mavvrer” Tablet (Un o 12 weeks of theranw)

Mavurer” Pellet Pack

o

with an HCV regi ining an NSSA i or genotype 1a or 3 infecti i reated with an HCV regi ini ir without an NSSA

inbibitos

Vosevi Tablet

“Antivirals (Herpes Treatments)

Preferred Non-Preferred

acvelovic capsule /bl for Zovira) Sitavia” Buceal Tablet

fameiclovie tablet (seneric for Famvie") Valirex” Caplet

valacyelovi ble (seneric for Valirex')

Antivirals (Influcnza)

Preferred Non-Preferred

osel senerc for Tamiflu) 0

Flumadine” Tablet

Relenza” Diskhaler

Tamila” Capsule / Suspensi

Xoflu™ Tablet - T/F of anl one breferred drus reauired

Antibiotics, Inhaled

ay not apply

prio
T/F of only one preferred drug required

Preferred Non-Preferred

abis™ Pak.

Arikayee” Vsl

Bethkis” Ampule Cavsion” Soluion

Tobi™) tobramycin o Kiabis™)

i Podhaler™ s Solutior

i
tobramycin Ampule (generic for Behkis)

BEHAVIORAL HEALTH

ANTIDEPRESSANTS
Other

Preferred Non-Preferred

SR ablet/ X1 for Wellbutrin® Tablet /SR / XL) Auvelin® Tablet

desvenlafaxine ER bl for Prista) Bunropion X1 for Forfivo” XL

for Cymbalia") Cumbala” Capsule

Effexor” XR Cansule desvenlafaxine ER for Khedera®)

mirtazanine ODT / tablt (seneric for Remeron') forIrenka”)

(razodone able (generi for Desvrel®) Emsam" Pasch

venlafaine tablet/ for Effexor”, Effesor” XK1 Fetzima® Capsule / Tiation Pak

vilzodone blet (seneric for Viibryd") Forfivo” XL Tablet

Marplan” Tablet

Nardil* Tablet

for Serzone")

for Nardil*)

Prisia® ER Tablet

Raldesy™ Soluion

Remeron” Soltah™ / Tablet

Tringelin” Tablet

Venlafaxine besylae ER tblet

Venlafaxine ER tbiet

Viibrvd® Tablet

Wellburrin’ SR

Zurauvae™ Capsule TIE of it

in Reupiak: SSRY)

Preferred Non-Preferred

blet (2

Celena®) Celexa® Tablet

escialopram tablt (seneric for Lexspro”) cialopram capsule

for Proac’) o

)
Nuvoxamine blet (seneric for Luvox) n DR " Weeldy)

paroxetine tblet (seneric for Paxil’) seneric for Prome”) - T/F of it

8 vears of age

Paxi’ Suspension for Luvox CR")

ablet (seneric for Zolon) Lexapro” Tablet

for Brisdelle’)

paroncin suspension / CR bl (genri for P/ CR)

i’ Tablet) CR Tabler

Zoloft” Soluton / Tabler
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Revised 12.10.2025 OFf Cycle Change: GLP-1 weight management class added to the PDL. See clnical criteria 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: https:/iwww.nctracks.nc

More information on the PDL can be found at:

/ Vial T/F of preferred usteknumab is required

html

harmacy-services

ANTI TADHD

1y not apply " prior auth teri to this category

Preferred Non-Preferred
Adderall Tablet (Generic Product Per FDA Adderal” XK Capsole
ablet aencre for Adderal') Adzenys" X ODT
XR casul (senerc for Adderall” XR) Mdavis™)
stomosetine cansule (aenric for Statera') (ucneric for Evckeo")
clonidine ER ablet (ssnere for Kanvay) Aniensio” XR Cansule
Davirana” Pasch Asarvs™ Cansule
able/ for Focalin' 1 XR)
ablt (seneric for Dexedrine’)
suanfacine ER bl genere for ntuniv")
w for Vivanse') Dexcdrine” Soansule’)
Methvin® Soluion ProCena’)
s for Metadate” CD) Duanavel” XR Susnension - T of ot reauired for chidren < 12 vears of aze
R bt (seneic for Concert” Duanavel” XR Tablet
Methylin®, Rl Evekeo” Tablet/ Evekeo” ODT Tablet
Vyvanseh Capsule Focalin Tablet
Focalin” XK Cansule
otuniv Toblet
Jomay PV Capsole
ansule (generic for Vovanse')
ablt (seneic for Desoxn”
fceneric for Methviiny
ER cansule (senerie for Anensio” XR)
mcthyphenidate ER ablt (45 g nd 63 mg) (Beanded Product Per FDA)
i e (seneric for Rilin” LAY
ach (senric for Davirana)
Mydavis” ER Cansule
s XR ot ot reauired for chiren < 12 vears of aze
ProCentra® Soluion
Octbree™ Cansule
Ouilichen" ER Tablet T of ot reauired for chidren < 12 vears of aze
Ouivant” XR Suspension -T/F of referred agents not reauired for chidren < 12 vears of aze
Relewi™ ER Tablet
Rilin’ LA Cansule
Rialin” Table
Statera” Cavsule
Vyvansch Chewable Tablet
Xolirm” Pach
Zenzed Tabler
INJECTABLE ANTIPSYCHOTICS
Tnjectable Long Acting
2y not apply " prio auth o this category
Preferred Non-Preferred
Abilty Asimiufi Syringe Kit
Abilty Mainiena” Syringe / Vil
Acistada”  Iniio” Syringe
it
Muphenazine decanose via (gencri for Prolixin
Haldol” decanoste Ampule
neic for 2
coa” Hafyera Preiled Syringe
2" Susenna Prefilled Syringe
" Trinza Syrnge
Persei” Syringe
Risperda” Consia Vil
isperidonc ER vl (gencri for Risperdsl” Consta)
Rykindo Vinl Vil Kit
Uredy™ Syringe Kit
Zyprexa” Relprevy™ Vial Kit
ATYPICAL ANTIPSYCHOTICS
Oral/ Transdermal
sement or prior auth o this category
T/F of only one preferred drug required
Preferred Non-Preferred
aripiprazole Tablet/ Soluion(generic for Ably") Ability” Tablet Abilify” MyCit” Tablet
asenapine S Saphis” SL) arpiprazole ODT (generic for Ability” Discmel’)
cloapine tablet (zenric for Cloraril’) Caplya™ Capsule
lurasidone tablet (senerie fo Latuda") clozbine ODT (seneric for FazClo’)
olanzapine ODT /able (eneric for Zyprexa’) Clozaril Tablet
palveridone ER bl for Invers™) Cobenty
ER bl for Seroauel/ XR) Cobenty Siarer Pack
isperidone ODT / soluton / wblt (seneric for Risperdsl") Fanapt” Tablet Tration Pack
Veavlar” Capsule Geodon® Casule
0
Lotuda” Tablet
Lyl Tablet
Nuplazid” Tablt/ Capsule
for Svmbvax®)
Opipa™ (Arpiprazole) Oral Film
Rexuli” Tablet/7-Day Pack / 14-Day Pack
Risperdal” Soluton / Tablet
Saphris” SL Tablet
Secuado” Patch
Seroquel” Tablet/ XK Tablet XR Sample Ki.
Versaclor” Suspension
Zypresa® Tablet) Zydis" Tablet
CARDIOVASCULAR
INHIBITORS
Preferred Non-Preferred
benazepril ablet (seneric for Lotensin’) Accunril” Tablt
for Vasotec") Atace” Capsule
lsinoprl ablet (eneric for Prinivil” and Zesiri") cantopril tblet (senerc for Capoten")
for Alsce") (sencrc or Epaned) - of preferred agents not required for chidren < 12 vears of aze
Epaned" Soluton - 1 of ot reauired for chidren <12 vears of e
fosinopril ablet (senerie for Monopril")
Lotensin® Tablet
mocxipril ublet (seneric for Univase')
for Accon’)
Obrelis* Solution - T/F of preferred agents not reavired for chidren < 12 vears of aze
avinaorl ablt (seneri for Accupril’)
for Mavik')
s Tablr
ACE INHIBITOR / CALCTUM CHANNEL BLOCKER C
Preferred Non-Preferred
i for Lowel') Lol Capsule
wandolapril-verapamil ER tblet (aeneric for Tarka™
'ACE INHIBITOR / DIURETIC COMBINATION:
Preferred Non-Preferred
enataoril-tic for Vasereic') Accureic” Table
isinonril-HCTZ ablet eneric for Prinzide”. Zetoreie™) benazepritHC Lotensin’ HCT)
cantoorilHCTZ ublet (senerie for Cavoride")
fosinoprilHCT Monooril* HCT)
Lotensin® HCT Table
avinaori-HCTZ blet (senere for Accuretie”. Ouinaretic")
Zesoreic” Table
NGIOTENSIN I RECEPTOR BLOCKERS
Preferred Non-Preferred
inbesarian wble (venere for Avapro’) Atcand" Table
losartan tablet (senerie for Cormar') Avaro” Tablet
olmesartan tble (eenerc for Benjesr') Benicar” Tablet
vabsartan blet(senere for Diovan") candesaran ablet (seneric for Atzcand")
Comar” Table
Diovan” Tablet
Edarb” Table
eorosrtan blet(senere for Teveten®)
Micardis” Tablet
telmisartan wblet (venere for Micardis")
valsarian oral soluion
NGIOTENSIN Tl RECEPTOR BLOCKER COMBINATION
Preferred Non-Preferred
amlodinine olmesaran ahit(seneric for Azor') Az Tablet
amlodinine-valsartan tblet seneric for Exforas”) Exforee” Tablet/ HCT Tablet
olmesaran amlodinine HCTZ abe for Tribenzor') cimis (cneric for Tuvnsta")
Tribenzor” Tabet
o st HCT Exforee” HCT)
TRECEPTOR BLOCKER DIURETIC COMBINATION
Preferred | Non-Preferred
rhosaran HC for Avalide’) [ Avacand” HT Tabler
losaran-HCT for Hvzar') [ Avalide" Table
olmesaran HC for Benicar” HCT) [ enicar” HCT Tabler
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harmacy-services

valsaran-HC for Diovan" HCT)

candesartan-HC Atacand” HCT)

Diovan" HCT Tablet

Edurbuclor” Tablet

Hyzar® Tablet

Micardis” HCT Tablet

{clmisartan- HCTZ ablet (seneric for Micardis” HCT1

TRECEPTOR / NEPRILYSIN BLOCKER C
" prios x
Preferred | Non-Preferred
Eniresto” Tablet [Entresto” sacubir ol T of reauired for hidre
[socubi and valsotan ablet (geri for Enesio®)
Preferred Non-Preferred
Cordarone’) Mulaa” Tablet
for Nomace") Noroace” Cansule/ CR Casle
Tikosvn') Pacerone” Tabet
for Tambocor) auinidine o bt (seneric for Ouinaghue DuraTabs")
Meniil Tikosn” Cansule
for Ruthmol")
Rythmol SR')
Ouinidex” Table)
BETA BLOCKERS
o apply addi u pri
Preferred Non-Preferred
“Tenormin®) for Secal’)
bisor Zebea’) Betanace” Tablet/ AF Tablet
for Corea) betaxolol ablet for Kerlong')
Hemanecol” Soution Bvstolc” Tablet
r Trandate') carvediol ER cansle (senerie for Coree” CR Cansle)
L tabiet (eenric for Taorol XL') Corea” Tablet CR Cansule
for Lovressor') nderal” LA Capsule/ XL Cansle
Coreand") Innooran” XL Cavsule
i Bystolic”) Kanspareo™ Sorinkle - T/F of preferred agents not reauired for chidren < 12 vears of e
blet/ for Indersl') Lopressor” Tablet
Sorine" Tablet Visken')
sotalol ablet/ AF tblet (zenere for Betanace” / AF. Sorine’) Sowlize Solution
Tenormin® Tablet
Jocadren’)
Toprol XL Tablet
BETA BLOCKER DIURETIC
Preferred Non-Preferred
e for Tenorei) mctoprolok HCTZ ablet (eneric for Lopressor HCTY
bisonrolol-HCTZ tabi for Zisc") oronranolo- HCTZ tsblet (senere for Inderide‘)
Tenoretic” Tablt
Zinc" Tablet
BILE ACID SEQUESTRANTS
Preferred Non-Preferred
cholestyramine packet | powder/ ght packet /Hht powder generic for Quesran® | Questran® Light) lesevel bt (seneric for Welhal')
colesivol blet (seneri for Colesid” Tablet Colesid” Granules [ Tablet
Jestinol ranul for Colesid")
Prevalie® Packet Powder
Quesiran® Lish Powder Packet/ Powder
Welchol " Packet Tablet
CHOLESTEROL LOWERING AGENTS
Preferred Non-Preferred
sorvatatn tablet (senerie for Linior') Alopre” Tablet
) amlodinine-storvastatin ablet (senerie for Caduet")
lovasttin ablet (seneri for Mevacor') Atorvalia® Susension
oravastatin ble (eenerc for Pravachol') Cadut" Tablet
rosuvastatin blet (generic fo Cresior®) -
i asttin blet (sneric for Zocor®) Ezallor™ Capsile
cretmibe-simyasatin (senerie for Vyiorin®)
ovastatin capsule / ER bl (enric for Lescol” /XL
Jutapid” Capsule - Clncal criteria apoh
Lescol” XL Tablet
Liptor” Tablet
Livalo” Tablet - 1F of preferred dwith concomitant with 11V
Neetl Tablet - Clncal e
Neizet” Tabet - Clinical i
itavastain ablet (seneic for Livlo") - T of preferred agents not reauired with concomitant
Vytorn® Tablet
Zeia” Table
Zocor" Table
Zupiamas™ Tablet
CORONARY VASODILATORS
Preferred Non-Preferred
sosorbide dinivate wble (zeneic for sordi” Tiradose”, soDiete” etal ) Gonia" Sublingual Powd
sos ® for o’ Monoket” Imdur') Tsordil Tiadose” Tablet
nivoglycerin path / spray /S b for Niro-Dur” Miniran'. Nirostar". Nivo-id” Ointment
Nivostar” SL Tablet Niro-Dur" Patch
nicoslvcerin for Niro-Bid")
Nivolinzual” Spray
Verauvo™ Tablet
'DIFYDROPYRIDINE CALCIUM CHANNEL BLOCKERS
Plans may not apply management or prio
Preferred Non-Preferred
amlodipine bt (seneric for Norvase") elodiine ER ablet (zeneri fo Plendil')
niedipine capsule (seneri for Procardia’) for Dynacire™)
nifedinine ER abe for Adalt CC/ Procardia XL') Kateria™ Susnension - T/F of not reauired for chidren < 12 vears of a
Norliva" Soluton Coniuori®)
for Cardenc)
for Nimoton®)
nimodipine soluton
nisoldivine ER abiet (seneric for Sular')
Norvasc” Tablet
Nvmalize" Soluion  oral svringe
Procardia XL Tablet
Sular” Table
ECT RENIN INHIBITOR
Preferred Non-Preferred
Tekauma” Table sliskiren ablet (seneric for Tekturna® Tablet
Tekauma” HCT Tablet
ENDOTHELIN RECEPTOR
osis of Pulmonary Arterial Hypertension only
Preferred Non-Preferred
ambrisentan ahit (seneri for Letairi” Tablen bosentan bt tabletfor Tracleer't
Tracleer” Tablet Lenirs” Tablet
Opsumit” Tablet
Opsvni® Tablet
Tracleer” Suspension
INHALED PROSTACYCLIN ANALOGS
Preferred Non-Preferred
Tyvaso® Refil it/ Solution / Sarer Kt
Ventavis® Soluion
TIVES
Preferred Non-Preferred
R bt (zeneic for Nizpan')
Preferred Non-Preferred
i Tablt | bl (seneric for Bidl')
NON-DIHYDROPYRIDINE CALCIUM CHANNEL BLOCKERS
Preferred Non-Preferred
Caria XT* Capsle (branded zencic for Cardizer CD') Silisze | cnerc for Cardizem LA')
i i Je (branded genric for Dilacor XR') Matzim® LA Tablet (senerc or Cardizem LA")
diiazem ER 24 hour capsule (seneri for Dilacor XR'_ Tiaze') e SR (gencric for Verclant)
iligem ablt /D capsule / ER 12 hour capsule (seneri for Cadizem” 1 CD SR) erapamil ER capsule Vercan” / Verelan® PM)
Tagia XT* Capsule (branded gencric for Tic’) [Verelan® PM Capsule
Tidvl” ER Capsule
1 ER bt (sencric for Coan’ / SR
ORAL PULMONARY HYPERTENSION
‘Covered for diagnosis of Pulmonary Arterial Hypertension (al) and Ch Pulmonary Hypertension- Adempas only
Preferred Non-Preferred

Alyq Tablet (branded generic for tadalafl)

Adcirea” Tablet

sldenafil ablet (eeneric for Revatio®)

Ademoas” Tablet

Adeirea®)

Liarey” Susnension

Orenitram” ER Tablet / Tiraton Kit

Revatio” Suspension / Tablet - T/F of ot reauired for ch

iMdren < 12 vears of age for Suspension ONLY
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[stdenati Revatio") - TF of reauired for chidren <12 ve

[ adiio® Suspension

[t Tablet Tiaion Pack

PLATELET
zement or prio
Preferred Non-Preferred
Bilini” Tablet Avsrenox)
clopidoare able (eeneri for Plavix") Effien” Tablet
for Persantine”) Plavin” Tablet
r Effient” Tablet) Ticasrelor Tablet (seneric for Brlina™)

& ANTIISCHEMIC

Preferred Non-Preferred

ran Ranexa” Tablen) Asoruzvo™ Sorinkle

HOLYTICS AND N

Preferred Non-Preferred

/ oatch (seneric for Catabres™/ TTS) Jonidine ER Nexiclon” XR)
) Tenex') AhvIdona-HCT: for Aldoril")
Aldomet') methvidona vial (eneric for Aldomet")

[Nexiclon™ XR Tablet

TRIGLYCERIDE LC AGENTS
Preferred Non-Preferred
i for Tricor") i tablet seneric for Atara” Lofibra" Fenoelide” et i)
for Lovid") i Fibricor". Trlinix")
cosapent cthylcapsule (generic for Vascepa) Fibricor” Tablet
Lovas") Livofen” Casule
Lovid” Tablet
Tricor” Tablet
Trilioi” Capsule
© ULAR, OTHER
Preferred Non-Preferred
Camvor” Capsule - Ciical criteria avob Lodoco”
CENTRAL NERVOUS SYSTEM
ANTIMIGRAINE AGENTS
Quantiy limits apply to all triptans
Preferred Non-Preferred
iattivtan blet/ ODT (ecneric for Maxall') Caeneri for Avert")
ol sorav /bl vial (eeneric for Imirex") dicofe Cambia™ - TIF or 2 prefer IDs. in addition (0 1/F of 2 oreferred triptans in the Antimieraine Acents class reauired for coverase
Relon")
[Etvavb™ Soluion - TF of 2 preferred NSAIDs.in addion to T/F of 2 prefer in the Antimieraine Asents cliss eauired for coveraee
Frova” Table
a
mitex” Cartridee / Nasal Soray /Pen / Tablet
Mavall Tablet/ MLT Tabet
Amerec’)
Reloan” Table
Revuon™ Tablet
sumaritan for Treximety
sumatriptan iniection kit il svringe (seneric for Imicex)
Sumbravo’ Tablet
Tosvmra™ Nasal Sorav
Zembrace” SvmTouch”
olmitiotan nasal soray / ODT Zomie"t
Zomie" Nasal Sorav Tablet
It
CGRP PREVENTATIVE
Plans may not apply v
Clinicalcriteria apply (o all drugs in this class
Preferred Non-Preferred
Amovie” Autoinector Emgaliy” Syringe 100 MG
Ajovy” Autoinjector  Syringe Vveni” vial
Emgaly” Pen /Syringe
Nurtee” ODT
Oulina” Tablet
ANTIMIGRAINE AGENTS
CGRP ACUTE TREATMENT
Plans may not apply v
Clinical criteria apply (o all drugs in this class
Preferred Non-Preferred
Nuree’ ODT Zovzored” Nasal Sorav
Ubrelvy* Tablet
ANTENARCOLEPSY
13 ot apply addi prio
Clinieal criteria apply to il drugs in this class
Preferred Non-Preferred
Provigil Tablet for Nuvigily
1 Provisil'
[Novisit* Table
Sunost™ Tablet
Wakin! Tablet
RESTLESS LEG SY AGENTS
Preferred Non-Preferred
amantadin capsule /s for Svmmenel") Avokvn” Cartridee
ben osentn’) for Apokun')
del') Aviea” Tablet
(aeneri fo Parcopa’) 0
for Sinemet”/ CR) + Sulevo”)
oran Mirapex") Crexont Capsule ER
ropiniole fable (generc for Requip®) Dhivy Tablet™
sclesiine capsule / ble (ecnerc for Ems: [Duopa” Suspesion
et (senerc fo Aranc’) oman®)
Gocovr Capsue - Clinical criteria apph
Horizan Tablet

Inbria™ Inholaion - Clin

Kynmobi™ Tiration Kit

Neupro® Patch

Nourisns™ Tablet

Onapzo™ Cartidge

Ongentys” Capsule- Clinial criteria apolv

Osmolex ER™ Tablet - Clinieal criteria apoly
let (seneric for Mirapex ER")
Asiect’)
ropinirole ER for Reauip XL
Ryary" ER Capsule
Sinemet’ Tablet
Salevo’ Tablet
i Tasmar®)
Vaalev Vial

Xadago" Tablet

MULTIPLE SCLEROSE

Tnjectable
Plans may not apply management or prio

Preferred Non-Preferred
Avonex” Pack / Pen / Svringe Briumyi” Vial
Betaseron” it Vial Consxone” 40 MGML Sving
Coparone” MGAL laicamer svinge 20 MGML for Copaxone” Suinge)
slairamer seneric for Copasone” Svringe) Glatopa” Svringe
Kesimpta” Pen Lemuada’ Vial
Rebir” Rebidose” Tiration Pack / Svrinee Ocrevusi Vial 117 of ot reauired for diagnosis of Primary Progressive MS (PPMS)

Vial T/F of preferred agents

ired for dingnosis of Primary Progressive MS (PPMS)

Plesridy” Pen / Pen Strter Pack / Syringe | Svringe Starter Pack

Tysabe vial
Ol
Preferred Non-Preferred
dalfompridine ER tblet (seneric for Ampvra') Amovea® Tablet
Jimethy] fumarate DR capsule /strir pack (seneric for Tecfiders’ Capsule / Sartr Pack) [ Aubagio” Tablet
for Gilenva) Bafiertam™ Camsule
Aubasio") Gilenva® Casule

Mavenclad” Tablet

Mavzent* Starer Pack / Tablet

Ponvorv™ Starer Pack / Tablet

Tascenso ODT'

[Tectidera® Capsule / Startr Pack

Vomerity™ Camsule

Zevosia® Starier Pack / Casle
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ncdhhs

ringe/Vial and Steqeyma® Vial /Syringe from non-preferred to preferred due to fiscal impact. Added red writing to Stelara® Syringe / Vial T/F of preferred usteknumab is required

nctracks.nc.

rvices

TATERAL SCLEROSIS (ALS) AGENTS

Preferred

Non-Preferred

luzole blet (generic for Rilutsk®)

daravone infusion bae (seneric for Radicava™)

daravone Vial generc for Radicava®)

Oulsody” Vial T/ of ot reauired for SODI gene n

Radicava” ORS” Susoension / ORS " Starer Kit Susoension ! Infusion Bag

Tishuik” Susnension

EDATIVE HYPNOTIC:

i cment or prio
‘Quantity Timits apply to all sedative hypnotics

Preferred

Non-Preferred

esapiclone tablt (generic for Lunesta®)

[Ambien” Tablet/ CR Tablet

furazepam capsule (generic for Dalmane”)

elsona” Tablet

for Rozerem” Tubleo)

Dayvigo” Tablet

emazepam 15mg. or Restoril’)

Doral” Tablet

aleplon capsle (generi forSonuta’)

donepin tblet (gencrie for Slenor’)

B Ambien’)

Edluar” SL Tablet

opidem Ambien” CR)

evaolam ble (generic for Prosom’)

Hlcion” Tabler

Hethior” Capsule/ LQ Suspension - Clncalcrteria apply

Luncsta” Toblet

generic for Doral')

Quvivig™ Tablet

Restorl” Capsule

Romrem” Toblet

for Hetlior") - Clinical crite

apoh. TIF of Hetliors

‘apsule reauired for coverage

emasepam 7.5, oril)

i for Halcion”)

for Intermezzn’)

TOBACCO CESSATION

Preferred

Non-Preferred

b R b or Zyban')

Nicorrol Inhaler /NS Nasal Spray

Chantis” Tablet/ Strting Bor / Contimuaton Mot Box

nicotine gum / lozenge (buceal) / pach

& month bos (generi for Chantix’)

(generic for Chantix’)

ENDOCRINOLOGY

GROWTH HORMONE

Plans may not apply

E
‘Clinical criteria apply to al drugs in this class

Prior Approval Not Required for Use of Serostim” in AIDS

Preferred

Non-Preferred

Genotropin’ Cartridee / MiniOuick™

Humatrove” Carridee

Nordironin” Flesora”

Neenla” Pen

Notronin” AO NuSoin”

Omnitrove” Cartridee / Vil

Setostin® Vial

Skuirofa” Cartridee - TF of preferred aze

ot reauired for chidren <18 vears of aze

Soerova Pen

Zomacion” Vial

HYPOGLYCEMICS - INJECTABLE

Rapid Acting Insulin

“T/F of only one preferred drug required; Prior authorization i re

NP insulins. Prior authorizations may be

i for up 103 years for bencficiarics with Type 1 Diabetes.

Preferred

Non-Preferred

I U100 Penfil FlexPen® / vial (s

for Novolos")

Admeloe” SoloStar” / Vial

insulin lisoro U-100 Junior KswikPen” (scneri for Humalos™ Junior)

Afrezza” Inhalaton Powder

insulin lisoro U-100 KwikPen / vial (seneric for Humaloe")

Avidra” Solotar” / Vial

Relion Novoloe” U-100 FlexPen” /Vial

[Fiaso” FlexTouch” / Penfil’ / PumpCart”/ Vial

Humalos" U-100 Cartridee! Junior KikPen'/ KwikPen” / Vial

Humalos" U200 KuikPen”

Lyumien™ U-100 KwikPen" / U-200 KikPen” / Vil

Merlog™ Vial

Novolog U100 Penfll FlesPent / Vil

Short Acting lnsulin

“T/F of only one preferred drug required: Prior author

ins. Prior authorizations may be

fon is required for NP ins

i for up 03 years for benchiciar

s with Type ©

Preferred

Non-Preferred

Humulin® R Vial

Myseedlin™ Inection

Humulin® R U-500 Kwikben® / US00 Vial

[Novolin® R Vial/ ReliOn” R Vial

[Novolin K Flexpen®

Intermediate Acti

Tnsulin

Preferred

Non-Preferred

TIF of only one preferred drug req

Prior authorizati

Fequired for NP ins,

iy be valid for up o0 3 years for b

Tciaries with Type |

Humulin® N Vial

[ Humulin® N Kuikben”

[Novolin® N FlexPen®  ReliOn” N FlexPen”

[ Novolin® N Vial / Relion” N Vial

Tong Acting Insulin

Pians may not apply

TIF of only one preferred drug req

o Py

Prior authorizati

Fequired for NP ins:

i be valid for up o3 years for bencficiaries with Type 1

Preferred

Non-Preferred

nsulin glargine vial SoloStar” (suthorized biologi for Lantus)

Basaglar” U-100 KwikPen”

Lantus” SoloStar”  Vial

insulin degludec pen /via (generi for Tresiba’)

insulin glrgine SoloStar” / Max SoloSar" (generic for Toujeo")

insulin glargine-y g pen /vial (generic for Semglee™ ytgn)

Levemi”/ FlexPen” / FlexTouch" / Val

Renvoglar” Kuikpen”

Semglec™ yfim Pen / Vial

Toujea" SoloStar” / Max SoloSt

[Tresiba” FlexTouch / Vial

Premixed Rapid Combination insulin

Preferred

Non-Preferred

TIF of only one preferred drug req

Prior authorizati

Fequired for NP ins:

iy be valid for up 0 3 years for b

Tciaries with Type |

insulin 7525 KuwikPen” (seneric for Humalog” 75725 Mix)

Humalog” 7525 Mix KwikPen”

Humalog” 3050 Mix KikPen”

Humaloa® 75725 Vial

Premixed 70/30 Combination Insulin

Preferred

Non-Preferred

TIF of only one preferred drug req

Prior author

o Tor NP ins. jons may be valid for up (03 years for be

ciarics with Type 1 Diabetes

I s0art 70130 U-100 FlexPen” (seneric for Novolog™ Mix 70:30)

Novolin® 70730 FlexPen® / Vial

Humulin® 7030 KywikPen” / Vil

Relion Novolin’ 7030 Vial

Relion Novolin” (human insulin NPH/ human insulin) 7030 FlexPen”

Novolog" Mix 70730 Vial / FlexPens

Relion Novolin’ (human insulin NPH / human insulin) 7030 FlexPen”

Amylin

Requires T/F or insufficient response to metformin containing prod

when u

preferred A

in Analog

Preferred

Non-Preferred

Svmlin® Pen Iniector

‘GLP-1 Receptor Agonists and Combinations idicated for the treatment of Diabetes

Plans may not apply anagement

‘Clinical criteria apply to al drugs in this class

Preferred

Non-Preferred

Byeta® Pen

Budureon* BCise™

Byeran)

Ozempic” Pen

lirasutide pen (seneric for Victora")
[Mouniaro ™ Pen

Rybelsus” Tablet
Soliqua” Pen

Preferred

Non-Preferred

i Amaryt®)

ER bl for Glucotrol /XL)

Glucotrol” XL Tablet

Givnase”)

for Micronas
v 0

Glvmase” Tablet

‘Alpha-Glucosidase Inhibitors

Preferred

Non-Preferred

scar Precose’)

il tablet (seneric for Glvset")

[
[
[Precose” Table
[
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North Carolina Division of Health Benefits
North Carolina Medicaid Preferred Drug List (PDL)

Effective Date January 1, 2026
Revised 11.03.2025 Off Cycle Change: Moved Pyzehiva® Syringe/Vial and Steqeyma® Vial /Syringe from non-preferred to preferred duc to fiscal impact. Added red writing to Stelara® Syringe / Vial T/F of preferred usteknumab is required
Revised 12.10.2025 Off Cycle Change: GLP-1 weight management class added to the PDL. See clinical criteria 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 unt

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: https://www.nctracks.nc.
More information on the PDL can be found at: icaid.ncdhhe i i ipti i harmacy-services

Biguanides and Combinations

Preferred Non-Preferred
slivizde metformin able (seneric for Metaslin®) metformin ER
alvburide-metformin blet (sencric for Giucovance") metformin ER
n blet / ER tablt (seneric for Glucophage” / ER) f for Riomet") - T/F of preferred agents not reauired for chidren < 12 vears of age.

metformin blet (625 me)

Riomet” Solution

DPP-IV Inhibitors and Combinations

products unless contrai or cither a preferred or a non-preferred DPP-IV Inhibitor or Combination
Preferred Non-Preferred
Janumer” Tablet/ XR Tablet sloslvin ablet (seneric for Nesina"y
- sloslvin:metformin wblet (ceneri for Kazano"y

Januvia® Tabler

Jentadueto” Tablet/ XR Tablet sloslvin (eeneric for Oseni")

Onelvza” Tablet Brynovin® Solution

Tradienta” Tablet Givxambi” Tablet

soxasliptn ablet (eeneri for Onelvza")

soxasliptin-metformin ER tablet (eeneric for Kombislvze" X1

sitaelivin / metformin ER Tablet (generi for Ziuvimet"XR)

sitaelivin able (eeneri for Januvia®)

Ziwvimer

Preferred Non-Preferred

ot Starlix")

oo Prandin®)

SGLT-2 Inhibitors and Combinati

Plans may not appl additional utlization ma o prior authorization criteria o (i category

Clinical ¢
Preferred Non-Preferred
Farxiea” Tablet for Farsiea™)
Jardiance” Tablet danaslitozin / metformin ER tablet (seneric for Xieduo® XR1
Suniardy” Tabler Inoefu” Tablet
Suniardy” XR Tablet Invokamer” Tablet/ XR Tablet
duo” XR Tablet Invokana” Tablet
Seoturomer™ Toblet
Steslaira™ Tablet
d Combinations
Preferred Non-Preferred
Actos"t ActoPlus Met” Tablet
Actos” Tablet
Ductact” Tablet
cneric for Ductact")
ActoPlus Met")
GASTROINTESTINAL
~ANTIVERTIGO AGENTS
v
Preferred Non-Preferred

for Emend") - Clinial [ Akvnzeo” Capsule  Vial

Diclesis” Tablet Antiven” Tablet/ Chewable Tablet

meclizine ablet (seneric for Antivert*) Anzemet” Tablet

ablet (seneric for Reslan') [ Avonvie™ Vial
ondanseiron ODT dme and § ' solution /tablet (seneric for Zofran') i (seneric for Emend") - Clinical o

neric for Compazine’) Barhemsys" Vial

suppository (12.5 me and 25 ma) /tablt /ampule /vial (generie for Phencrean’) Boniesta” Tablet
Promethesan” 12.5 me and 25 me) Cinvani” Vial
sconolamine patch (senerc for Transderm-Scon”) Compro” Suppository
Transderm-Scon” Patch i for Dramamine’)
oyl for Dicless)

for Marinol")

Emend” Capsule | Powder Packet/ Trifold Pack - Clinical critria apoly

Emend Vial

Focinver” (fosanrenitand) Vial

fosaprepitantvil seneric for Fmend )

Gimoi™ Nasal Spray.

sranisetron via | wblet (seneric for Kyl

Marinol” Capsule

ondansetron ODT (16 mg)

ondansetron vial

oalonosetron injection (seneric for Aloxi')

Pheneraan’ Ampule / Vial

Posirea ¥ Via

pository (eneric for Compazine”)

Promethesan’ Suppository (50 me)

Reslan” Tablet

Sancusa’ Patch

Sustol” Svringe

Tizan” Vial

wimethobenzamide capsule (eenerc for Tizan®)
TS

T/F of only one preferred drug required

Preferred Non-Preferred
for Actigall") Buivay™ Cansule /Pellet - T/F of preferred azents not reavired for diagnosis of PFIC
ursodiol able (generi for Urso") Chenodal” Tabler
Cholbam” Capsule
Clenl™ Tablet

lairvo® (clafibranor) Tablet

Livdelz Capsule

Livmarli” Oral Solution Tablet

Ocaliva” Tablet

Relone™ Capsule

Urso Forie® Tablet

T, PYLORI COMBINATIONS

Preferred Non-Preferred

pyiera” Capsule bismuth  metonidszole for Pylera®)

lansoprazole-amovieilin-claritiromy cin pack (seneric for Prevpac’)

Omeclamor-Pak” Combo Pack

Talcia” Capsule

[Voauema" Tablet/ Dual Pak / Triple Pak.

HISTAMINE-2 RECEPTOR

Preferred Non-Preferred

I foe Pepeid®) cimetdine wblet (seneric for Tagamet’)

(aeneric for Tagamet')

for Axid®)

NCREATIC ENZYMES

12y not apply addidional utization management or prior authorization critera (o (his category

Preferred Non-Preferred

Creon” Capsue Pertve’ Capsule

Viokuse" Tablet

Zenpep” Capsule

USED FOR CACHEXIA

Preferred Non-Preferred

tablet (seneric for Menace") | mesestol for Mesace” ES)

PROTON PUMP INHIBITORS|

Preferred Non-Preferred

ot required for chidren < 12 years of

Nesium Rx) Dexilant Capsule
for Prevacid” Rx) for Desilant’)
Nexium” Ry Packet capsule | uble (seneri for Nexium OTC )
omeprasle Ry capsule (seneric or Prilosec” Rx) um’ R Packet)
pantoprazole able (seneric for Protonix”) Konvomen” Suspension
Protonix” Suspension e for Prevacid” OTC)

(seneric for Prevacid” SoluTab™

[Nexium” R Capsule

C cansule / ODT  tblet (seneric for Prilosec” OTC)

omeor backet(seneric for Zeeerid® R/ OTC)

Protonix")

Prevacid” Rx / OTC Capsule / Solutab

Prilosee” Ry Suspension

Protonis” Tablet

(ueneric for Aciohex")

Page 8 of 16



North Carolina Division of Health Benefits
North Carolina Medicaid Preferred Drug List (PDL)

Effective Date January 1, 2026

Revised 11.03.2025 Off Cyele Change: Moved Pyzchiva® Syringe/Vial and Steqeyma® Vial e from non-preferred to preferred due to fiscal impact. Added red writing to Stelara® Syringe /
Revised 12.10.2025 Off Cycle Change: GLP-1 weight management class added to the PDL. See clinical criteria 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

TIF of preferred usteknumab is required

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: htt, nctracks.nc. i html
More information on the PDL can be found at: icaid.ncdhhs. i i ipti i rvices
SELECTIVE (¢ AGENTS
Preferred Non-Preferred
Linzess” Capsule losciron tblet (zencrie for Lotronex')
for Amitiza"y Amitiz” Capsule

oseela” Tablet

Lotrone” Tablet

Moeerity™ Tablet

Movani” Tablet

for Motewrin")

Svmproic’ Tablet

Vibers" Tablet - TF of preferred agcnts not reauired for lrritable h Diarrhea (1BS-D)

ULCERATIVE COLTTTS

Onal

Preferred Non-Preferred

Colazal®) A" Eatab | Tablet

Pentasa” Capsule budesonide ER tablet (zeneri for Ueris")

sl Anlfiding’ / Entab) Delsicol” Capsule

mesalamine DR capsule / tablet (seneric for Delscol” Asacol” HD. Liad®)

mesalamine for Apriso®. Pentasa®)

T/F of only one preferred drug required

Preferred Non-Preferred

Rowasa’) [budesonide rectal foam

seneric for Canasa®) Canssa” Suppository

SF Rowasa” Enema. for SF Rowasa")

mesalamine kit (seneric for Rowasa®)

Rowasa’ Kit

GENITOURINARY / RENAL

ELECTROLYTE DEPLETERS (KIDNEY DISEASE)

Preferred Non-Preferred

neric for PhosLo) Aurysia” Tablet

for Biphos”) e it Tablt(generi for Auyxia®)

scvelamer carbonate powder pack /ablet (generic for Renvela’) Fosrenol” Chewsble Tablet/ Powder Pack

Tanthanam carbonae chewable blet (generi fo Fosrenol)

Magncbind 400 Rx Table

Renvels” Powder Pack / Tablet

sevclamer ydrochlorid bt (gsnerie for Rensgel)

Velphoro" Chewsble

Xphorah Tablet

BENIGN PROSTATIC HYPERPLASIA TREATMENTS

Preferred Non-Preferred
azosin ER bl for Uroxatral®) Cardura” Tablet XL Tablet
doxarsi tablet (seneric for Cardura®) Cilis" Tablet § m - Clnical i

Avodart duasteride for Jalvn®)

nasterde tablet (seneric for Proscar’) Flomax” Cansule
0 Proscar” Tablet

for Hvrin®) Rapaflo” Capsule.

for Rapaflo”)

S ma) (eeneri for Cilis") -C

[Teauly ™ Oral Solution

URINARY ANTISPASMODICS
Preferred Non-Preferred
Tesoterodine ER wblet (generic for Tovisr') darifenacin ER wablet (genric for Enablex’)
oxybutynin soluton / syrup / blet /R tablet (generie for Ditropan’’ XL) Derol” Tablet/ LA Capsole
solifenaci tble (generc for Vesicare') lavosate bt (gencri for Urispas’)
olerodine able / R eapule (generic for Detrol”/ LA) Gemiesa® Tablet - TF of preferred agents not required for dingnoss of dementia or mild cognitive mpalement and for patients age 265 vears
Muheria” ER Tablet mirabesron ER Table (zenere for Myrbetria") ¥ of preferred agents not reauired for mid cognitive impairment and for patients age =65 vears
Murberia” Granules- 1F of reauired for diagnosh of dementi or mid cogniive impairment and for e 265 vears

oxybutynin tablet (2.5 me)

Oxyirol” Patch

(Tovias Tablet

rompum tblet/ ER capsale generie forSanctura/ XR)

Vesicare” LS Suspension / Tablet

GOUT
Preferred Non-Preferred
for Zyloprim*)
for Colerys®) for Miizare")
for Benemid®) Colervs® Tablet
orot for Col-Benemid") 1 Uloric® Tablet)

Gloperba® Soluion

Krystexxa’ Vial

Mitigars*

Ulorie” Tablet

Zuloprim Tablet

HEMATOLOGIC
ANTICOAGULANTS

Tnjectable

Preferred Non-Preferred

vial (generic for Lovenox') Arisra” Suringe

Fraumin’ Vial fond: for Avivira’)

Fragmin® Svringe

Lovenox" Svringe  Vial
Oral

Plans may not apply E

Preferred Non-Preferred

Fliquis” Tablet/ Starter Dose Pack dahigairn capsule (seneric for Pradaxa” Capsule)
Jantoven” for Coumadin®) Pradaxa® Polle Pack
Pradusa’ Capsule for Xarelo')
warfarin tablet (seneric for Coumadin®) Savavsa® Tablet
arelo” Starter Pack | Tablet Xarclo" Suspension
COLONY STIMULATING FACTORS
Plans may not apply management or p y

Preferred Non-Preferred
Fulohila” Svringe Grani” Safe Svringe / Svinge / Vil
Fyinetra” Svringe Lekine Vial
Neupogen* Vial/ Svringe Neulasta” Svringe /Kit

Nivestvn’™ Svringe / Vial

Nvveoria™ Svringe

Releuko” Svringe / Vial

Rolvedon™ Swringe
Rymeua” Syringe

Stimufend” Suringe

Udenvea” On-Bodv | Autoiniecor / Svringe

Zarvio® Svringe

Zexen” Swringe
TOPOIETIC AGENTS

Plans may not apply management or p

‘Clinical criteria apply to al drugs in this class

Preferred Non-Preferred

Aranesp” Syringe / Vial Mircera® Syringe

Epogen” Vial Procrt Vial

Reacrit Vil Reblogyl” Vil

Vafseo" (vadudasta) Tablet

THROMBOPOIESTS STIMULATING AGENTS

Preferred Non-Preferred

Nolate" Vial Alvaiz™ Tablet
Promacia” Suspension / Tablet Dopter

i for Promacia®)

Mulpleta

Tavalisse™ Tablet
OP]

MIC

ALLERGIC TIVITIS AGENTS

Preferred Non-Preferred

) Alomide" Drops

for Crolom") Alrex” Drops

*Paunol’) i Bepreve”)

Pataday®. Patanol®) (OTC) Bepreve’ Drops

¢ Hlesta')

loteprecinol drops (generc for Alrex)

Zervine™ Drons
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Revised 11.03.2025 Off Cycle Change: Moved Pyzchiva® §

North Carolina Division of Health Benefits
North Carolina Medicaid Preferred Drug List (PDL)

Effective Date January 1, 2026

ringe/Vial and Steqeyma® Vial /Syringe from non-preferred to preferred due to fiscal impact. Added red writing to Stelara®
Revised 12.10.2025 Off Cycle Change: GLP-1 weight management class added to the PDL. See clinical criteria for coverage.

Syringe / Vial T/F of preferred usteknumab is required

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

More information on the PDL can be found at:

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: https://www.nctracks.nc.

harmacy-services

NTIBIOTIC:

Preferred

Non-Preferred

baci for Polvsporiny

Azsite” Drovs

dros enerie for Ciloxan")

AK-Tracin

ervibromyein for lotvein)

Besivance Susnension

for Garamvein®)

Ciloxan* Ointment

moxiflosacin for Vieamox")

for Zumaxid®)

for Ocuflox")

Levofloxacin Drops (Generi for Levaguin®)

Polvein® woneric for Polvsporin’)

for Moxen"y

ool for Polvirim”)

Nataevn Drops

‘sulfacetamide drovs (seneric for Bleoh-10°)

ncom, for Neosporin”

tobramyein drobs (eeneric for Tobrex")

ncom; for Neosnorin”

Neo-Polvein” Ointment branded eeneric for Neosporin”

Ocufiox" Drovs

c for Cotamide"

Tobrex” Ointment

NTIBIO

Visamox' Drovs
TICS-STEROID CC

Preferred

Non-Preferred

ncomvein-polvmvain for Maxitol"

Maxitrol” Drobs /Ointment

Tobradex" Ointment

[Neo-Polein” HC (branded seneric for Cortisporin’s

tobramycin Tobradex"

ncomvein-baciracin-polymyain HC for Conisporin®)

ncomyein-polymyain-HC drovs (seneric for Ocutricin®)

sulfacetamide- for Vasocidiny

Tobradex” ST Drons

Zule” Droos

ANTEINFL R

Preferred

Non-Preferred

dexamethasone drops (generic for Decadron’)

[Acular” Drops /LS Solution

diclofenac drops (generic for Voltaren”)

[Acuvail” Solution

diflupredte drops (generic for Durezol")

bromfenac drops (genere for Prolensa”. Xibron”. BromSite’)

Flarex” Drops

BromSie” Solution

eneric for FML)

Dextena’ Insert

furbiprofen drops (generic for Ocufen”)

Duresol” Drops

Lotemax’ Drops

FML Forte Drops / Liquifim” Drops

Nevanac” Droptainer

Tlevro” Drops

Pred Mild” Drops

Tuvien” Implant

prednisolone acetatedrops (generie for Pred Forte”)

Inveltys™ Drops

< for Acular’ /LS)

e
Lotemax” Gel /M Gel  Ointment

loteprednol drops / gel (generic for Lotemax)

Maxidex” Drops

Ordex” tmplant

Pred Forie” Drops

prednisolone sodium phosphte drops (generi for Inflamase Forie’)

Prolensa’ Drops

Retiser” Implant

vutia” mplant

ANTEINFL

iy not apply

0 ¥ 7 IMMUNOMODULATOR

B o this category

Preferred

Non-Preferred

Restasis” Drops

Ceous™ Drons

Xiidra” Drons

evelo for Restasis")

Eesuvis” Drons

Restasis®) Mulidose™ Drops

Trvotve Drovs

Tyrvava Nasal Sorav

[Verkazia” Eve Emulsion - T/F of ot reauired for dinznosis of

VKC)

Vevve’ Drovs

"ALPHA 2 ADRENERGIC AGENTS

Preferred

Non-Preferred

Alohagan” P Droos

cneric for lopidine")

Albhaean’

brimonidine P drops (seneric for Alohagan” 1

lonidine" Drovs

BETA B

CKER AGENTS / COMBINATION:

Preferred

Non-Preferred

Combigan” Droos

¢ for Betonic"y

imolol droos / GFS Timotic’ / Timootie XE'

Betimol Drovs

Betoniic” S Droos.

¢ for Combiean’)

colol drops (generic for Ocupress®)

Isulol” Drops.

cneric for Bewgan')

alol” Drops)

Timopii” Ocudose” Drops)

[Timopic” Drops / Ocudose” Drops / XE" Solution

CARBONIC AN

'DRASE INHIBITORS / COMBINATIONS

Preferred

Non-Preferred

for Trusopt')

Azopt” Drops.

for Cosont’)

Azmpt" Drops)

Simbrinz’ Drops

Coson

Drops / PF Drops.

PE drops (seneric for Cosapt” PF)

PROSTAGLANDIN AGONISTS

Preferred

Non-Preferred

for Xalatan )

bimatoprost drops (generic for Lumigan’ Drops)

Teavaun” 2 Drops

Durysa” Implant

iDose” TR Implant

Iyuzeh”™ Drops

Lunigan’ Drops

for Ziopian®)

for Travaun’ 2

Vyaia® Drops

Xalatan” Drops.

Xeloros” Drops

Zioptan” Drops

RHO KINASE MODIFIERS N

ay not apply

o this category

Preferred

Non-Preferred

Rhopressa” Drops.

Rocklaun’ Drops.

[
I
I
I

OSTEOPOROSIS

BONE RESORPTION SUPPRESSION AND RELATED AGENTS

Preferred

Non-Preferred

or Fosamax’)

Actanel” Tablet

Forica® Pen

(generic for Fosamax” Soluton)

raloifene tablet (generic o Evisa’)

Auelvia® Tabler

Binosto” Effervescent Tablet

Bonsity Pen Injector

nasal spray (generc for Micalcin')

Evenity™ Syringe

Evisia” Tablet

Fosamax” Tablet/Plus D Tablet

nandronate wble (generic for Boiva’)

Tubbontt Syringe

Prolia” Syringe

risedronate DR bt (generic for Atelvia)

risedronate tablt (generc for Actonel')

eriparatide pen (generic for Forieo®)

Tymlos” Pen

NTIBIOTIC:

Preferred

Non-Preferred

cio (generic for Ciprodex”)

Cinro" HC Suspension

neor Susnension (generi for Corsporin®)

ciorofloxacin Cermal'y

for Floxin®)

ciorof Otovel")

Corisporin-TC* Susnension

Otovel” Drons

ANTH

FECTIVES AND

Preferred

Non-Preferred

for Vosol")

Vosol” H)

Plans may not apply

o prior authorization eriteria (o (his category

Preferred

Non-Preferred

ol (zencric for Dermotic")

Flac” Otic Ol

Dermoric" Oil

RESPIRATORY

Preferred

FANDHELD, LONG ACTING
[

Non-Preferred

Serevent Diskus”

[Stiverd” Respima® mhation Sorav
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Effective Date January 1, 2026
ge/Vial and Steqeyma® Vial
Revised 12.10.2025 Off Cycle Change: GLP-1 weight management class added to the PDL. See clinical crite e
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

Revised 11.03.2025 Off Cycle Change: Moved Pyzchiva® inge from non-preferred to preferred due to fiscal impact. Added red w yringe / Vial T/F of preferred usteknumab is required

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: https://www.nctracks.nc.
More information on the PDL can be found at: icaid.ncdhhe i i ipti i harmacy-services
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reviewed by the PDL Panel. These drugs are

Revised 11.03.2025 Off Cycle Change: Moved Pyzchiva® Syringe/Vial and Steqeyma® V

North Carolina Division of Health Benefits
North Carolina Medicaid Preferred Drug List (PDL)
Effective Date January 1, 2026

ze from non-preferred to preferred due to fiscal impact. Added red w
Revised 12.10.2025 Off Cycle Change: GLP-1 weight management class added to the PDL. See clinical criteria for coverage.

ted as TO BE REVIEWED. For drugs requiring prior authorization, clinical criteria and prior authorization request forms can be found at: htt

More information on the PDL can be found at: ncdhh:

ing to Stelara® Syringe /

al T/F of preferred usteknumab is required

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

In addition to

nctracks.nc.

rvices

BE HANDHELD, SHORT ACTING

Preferred

Non-Preferred

Jbuterol HEA inhaler (seneric for Prosir” HFA Inhaler / Proventil” HFA Inhaler / Ventolin® HFA Inhaler)

levalbuterol HFA inhaler (sencri for Xopenex” HFA Inhaler)

Ventolin® HFA Inhaler

Prosir Digihaler™

Xopenex” HEA Inhler

Proair” RespiClick”

BET) NEBULIZER
T/E of nly one preferred drug required
Preferred Non-Preferred
1 soluton (senerie for Aceunch) for Brovana')
abutcen 135ms 3ml solution (sencrc for Accunch) Brovana® Solution
0.5mi soluton for Perforomist’)
Sl solution for Xopenex” / Congentrate |
Perforomist” Solution
BETA-ADRENERGIC, ORAL
Preferred Non-Preferred
Repetabs) albutrol ER seneric for VoSpire’ ER)
Ventolin' Svrup)
for Brethine')
ORALLY INHALED ANTICHOLINERGICS / COPD AGENTS
Plans may not apply addi pri
Preferred Non-Preferred
Anoro” Ellipa” Inhaler Bevesni” Acrosphere”
Atrovent” HFA Inhaler Dalires” Tablet
Combivent Respimat” Inhalation Sprov. Duaklir” Pressie”
Incruse” Ellia” Inhaler Ohunavre™
for Awovent') oropium inhaler (seneric for Spiriva’” Handihaler')
one") [Tudors" Pressair” Inhaler
) Vunelr™ Soluton
Spiriva” Handihaler” / Respimar” Inhalation Soray
Stolto” Respimat” Inhalton Spray
INHALED CORTICOSTEROIDS
Plans may not apply addi pri
Preferred Non-Preferred
Alvesco" Inbaler ArmonAr™ Digihaler'™
Armuity” Bliot” Inhaler Flovent” Diskus!
Asmanes” HEA Inhaler  Twisthaler™ Pulmicor’” Sme. 0.5me. Ime
0.25me. 0.5me. me (seneric for Pulmicor” Resoules)
Flovent” Diskus /HFA Inhaler
Flovent” HEA)
Pulmicon” Flexhaler
OVAR” Reditiler™
INHALED CORTIC
Plans may not apply add [T
Preferred Non-Preferred
Advaie” Diskus” AirDuo” Disihaler” | ResniClick”
AirSura™ Inhaler
[T
Sumbicon Inhaer Brevna” nhiler
Brean” Acroshere™
budesonide / formoterol smbicort’)
uticasone  salmeterol HFA inhale (eenerc for Advair” HFA)
Nuticasone Advair” Diskus")
Nuticasone AirDuo")
uticasone  vilnierol (eeneric for Breo” Ellipua’)
Treleey” Hlini”
Winela” fnhub™
TNTRANASAL RHINITTS AGENTS
Preferred Non-Preferred
TIF of preferred agents not required in children < 4 years of age for sicroid-containing products
y I soray (seneri for Asipro”)
for Astlin') arcas misa)
Dymisa” Naal Soray e for Nasalide")
(xencric for Flonase") neri for Nasonex')
for Awrovent” Nasal Omnaris” Nasal Spray
(xenerc for Poanase’) Patansse” Nasal Soray.
ONasl” Nasal Soray / Children
Rualris” Nasal Spray
Sinuva™ molant
Xhance'” Nasal Sorav
Zetonna” Nasal Soray
TEUKOTRIENE MODIFIERS
Preferred Non-Preferred
able (seneric for Simeulair') Accolate” Tablet
for Sin
Singulair” Chevable | Granules / Tablet
1 Accolue)
euon tabiet(senere for 3o
231" Filmuab.
TOW SEDATING ANTIHISTAMINES
Preferred Non-Preferred
ceiriine OTC svrup <" OTC Surun) for Zvree” OTC Tablen)
e for Zyriee” Svrun) cetrione OTC for Ziec” OTC Svrun)
ccirine ahits OTC (senerc for Zuree” OTC Tablen ceiizne OTC sofizel
levocetizine OTC tablet (seneri for Xyal® OTC Tablet Clrinex" Tablet - 1/ of reauired for chidren <2 vears of
levocetiisine R tablet (senerc for Xvzal* Rx Table | Tablet (zenerc for Claines") - 1/F of preferred agents not required for chidren <2 years of sz
(senerc fo Claritin” OTC) ion [ for Allera” OTC)
Xval” Rx Solwion)
loratadine OTC chewable ODT / soluton (senerie for Clartin” OTCY
TOW SEDATING ANTIHISTAMINE COMBINATIONS
Plans may not apply [
“Quanity limit of 102 days supply per 12 months apply o all drugs in this class
Preferred Non-Preferred
loratadine-D OTC wblet (zeneic for Claritn-D” OTC) cctirizne-D OTC tblet (zenere for Zyriee-D" OTC)
Clarines-D* Tablet
fexofenadine-D) 12 Hour OTC Tablet (seneric for Allesra-D* 12 Hour OTCY
fexofe B (aenerc for Aleara->* 24 hour)
FIRST GENERATION ANTIHISTAMINES
Preferred Non-Preferred

carbinoxamine soluion

carbinoxamine ablel

eyprobeptading syrup | abler

clemasine tabler

Ty droxy e capsule soluion | wblet

Karbinal™ ER Suspension - T/F of immediate release carbinoxamine solution and ceririine sv

1 reauired for coverage

Visuril” Capsule
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North Carolina Division of Health Benefits
North Carolina Medicaid Preferred Drug List (PDL)

Effective Date January 1, 2026

ringe/Vial and Steqeyma® Vial /Syringe from non-preferred to preferred due to fiscal impact. Added red writing to Stelara® S;
Revised 12.10.2025 Off Cycle Change: GLP-1 weight management class added to the PDL. See clinical criteria for coverage.

ringe / Vial T/F of preferred usteknumab is required

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

More information on the PDL can be found at:

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: https://www.nctracks.nc.

harmacy-services

TOPICALS

ACNE AGENTS
Preferred Non-Preferred
adanalene /benzovl for Eviduo” Forte) adapalenc eream [ gel pump generic for Differin®)
adanalene /benzovl for Eviduo” Gel) Axdier”
for Differin") Avar® Cleanser /LS Clean
avohic acid eol(seneric for Finacea") Avar-E" Emollient en Emollient Cre
clindamyein lotion (generi for Cleocin-T") BP" 10-1 Wash / Cleansing Wash
¢ bledeets / soluton (seneric for Cleoein-T") ClearAcvlic / Clearevlic Pro
cin for Ber cuse”) " T Loton
Differin” ecl umo. Clindscin” ETZ Pleduct /it P Foam / P Pledacts | PAC Kit
Differin” lotioncream Clindseel” Gel
Eniduo acl pumn clindamycin Veliny
o sol (eeneric for Emein', Erveetie’, EvGel”. et al) for Evocliny
i Emein”, ErvDerm” Ervhax”. et al) clindamycin phosphate el (ClindagelR)
ervibromyein-benzovl Benzamyein') clindamycin-benzovl Acanva"y
Finacea” clindamcin-benzovl Benzaclin®)
clindamcin-benzovl Onexton’y
dansone eel /el pump (seneric for Aczone”
En’ Pads
Ervedl” Gel
Evoclin® Foan
Fabior” Foun
Finacea” Foan
Neuae" Gel /it
Ovace” Plus Cleansing Cream / el / Loion / Shamnoo / Wash
Rosanil Cleanser lotion
Rosul” Cloths/ Wash
cream (ceneri for Avar” /LS)
dium sulfacetamide lotion (seneri for Klaron")
d wash (seneric for Ovace / Plus)
dium sulfacetamide-sulfur lotion for Novacet”. Plesion". Zetacet")
dium sulfacetamide-sulfur vad /suspension / wsh (seneric for Sumaxin”y
55 10.5 Cream / Foum
sulfacetamide-sulfor 4% cleanser (seneric or Zencia™
sulfacetamide-sulfur eream (zeneric for Avar” E, SSS* 10.51
Sumadan” Kit/ XLT Kit/ Wash
Sumasin® Cleansine Pads / CP Kit/ TS Tovical Suspension / Wash
tazrotene cream / foam / gl genric for Tazorac”, Fabior")
o el (seneric for Retin-A")
Retin-A" Microl
Twyneo” Cream
Winlevi” Cream
zma Clear™ Cleanser
AGENTS
Preferred Non-Preferred
Androzel” Pum Androsel” Packet
Androssl™) [Natesto” Nasal Gel
Testim” Gl
estosierone sel cnric for Foresta”. Axiron")
for Androsel")
[Voeelxo” Gel / Packet / Pump.
NSAIDS
Preferred Non-Preferred
Voltaren” Gel) diclofenac eoolamine vatch (seneric for Flector")
diclofenac soluton (seneric for Pennsad %) diclofenac pum (eeneri for Pennsaid™y
Pennsaid” Solution Packet/ Pumo.
ANTIBIOTIC!
Preferred Non-Preferred
Garamvein’) Centany” AT Ointment Kit/ Ointment
for Buctroban”) for Bactroban )
Xeol™ Cream
ANTIBIOTICS - VAGINAL
ation management or prior authorization criteri fo this category
Preferred Non-Preferred
Cleocin® Vaginal Ovules Cleocin® Vaginal Cream
clindamyein for Cleocin® Vaginal Cream) [ metronidasole vaginal sel (seneric for Nuvessa® Vaginal Gell
Clindesse” Vaginal Cream Vandazole” Vasinal Gel
met for Metrogel” Vaginal Gel) Xacisto” Vainal Gel
Nuvessa® Vaginal Gel
ANTIFUNGALS
Preferred Non-Preferred
Solution (seneri for Lorox”. Penlac’) Bensal HP' Ointment
clo for Lotrimin® Rx) Ciclodan” Cream / Cream Kit /Kit/ Solution
clow for Lotrisanc’) ciclopior e/ shampoo / r Loprox’)
for Nimeal') ciclopirox treamen kit (seneric for Ciclodan ")
Klavesta” Powder (brandes for Nusion") clowima Lowrimin® Rx)
Nvamve” Powder (branded seneric for Nyston*) cloirimazole-betamethasone lotion (seneric for Lotrisone™)
 ointment / powder (seneric for Mycostatin®. Nvston' (aeneric for Spectule’)
Nvston” Powder Extina” Foam
st for Mycolog II°) ketoconazole foum (generic for Extina®)
Ketodan" Foam / Foam Kit
Loprox" Suspension / Cream /it
Iuliconazole cream (seneric for Luzi)
miconazole / zinc oxide neric for Vasion') - Clincal sriteri anoly
i el (seneric for Naftin®)
Naftin® Gel
for Oisat)
Onista” Lotion
salicvlc cid ointment (eeneric for Bensal HP")
ceneric for Kervdin®)
Vusion” Ointment - Clnieal h
ANTIPARASITICS
Plans may not apply ion management or prior authorization criteria to this category
T/F of only one preferred drug required
Preferred Non-Preferred
Natroba” Topical Suspension Croan™ Lotion
permethrin cream (generic for Elimits) Elimite” Cream
Eurax" Cream / Lotion
malathion lotion (gencric for Ovide")
Ovide” Lotion
Pruredik” Lotion
Sklice” Lotion
Spinosad topical suspension (generic for Natroba®)
ANTIVIRAL
Preferred Non-Preferred
scvelovir Cream enciclovi cream (seneric for Denavir)
Denavir” Cream
Preferred Non-Preferred

a for Aldara")

Condviox” Gel

Hyflor™ el

Zuclra")

odolilox eel/ soution (eeneri for Condvlox)

Veresen” Ointment
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North Carolina Division of Health Benefits
North Carolina Medicaid Preferred Drug List (PDL)

Effective Date January 1, 2026

Revised 11.03.2025 Off Cycle Change: Moved Pyzehiva® Syringe/Vial and Steqeyma® Vial /Syringe from non-preferred to preferred duc to fiscal impact. Added red writing to Stelara® Syringe / Vial T/F of preferred usteknumab is required
Revised 12.10.2025 Off Cycle Change: GLP-1 weight management class added to the PDL. See clinical criteria 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 unt

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: https:/iwww.nctracks.nc htm
More information on the PDL can be found at: icaid.ncdhh: i i ipti ient-pharmacy-services
PSORIASIS
Preferred Non-Preferred
for Dovonex") foam (generic for Dovonex”. Sorilux")
caliotiene beamethsanesusoens o Taeonet for Vet

Enstlar” Foam
Soriu” Foam

Taclonex” Oinment / Suspension
Vectical Ointment

Viama® Cream

Zorvwe® 0:3% Cream / Foam

ROSACEA AGENTS
Preferred Non-Preferred
avehic acid uel (seneric for Finacea”) brimonidine (seneric for Mirvaso")
Finces” Gel Epsolay”
MetroCream") Finacea” Foan

metronidzole e/ pum (eeneric for MetroGel") for Soolanira")
Rosadan” Cream / Gel MetroCream”

MetroGel”

(eeneric for MetroLotion")

Mirvaso” (brimonidine)

Ritofade” Cream

Rosadmn” Kit

Soolantrs™ Cream

STEROIDS
Tow Potency

Plans may not apply additional utization m or prior authorization crieria {o (his category

Preferred Non-Preferred
DesOwen’) / for Ackovate")
 FS Scalp and Body 01 Covens
i Hvione") desonide loton (eenerc for DesOwen” Loton)
 scal oil (eeneric for DermaSmoothe” FS Scalo / Bod Ol

Hydroxym™ Gel

Texacon” Soluton

Miedium Potency

Preferred Non-Preferred

i Cutivaie’) Beser™ Lotion / Kit

ointment for Blocon") loderm®)

Cloderm” Cream / Pump

ointment  solution (seneric for Synalar')

fuicasone lotion (senerc for Cutivate” Lotion)

vdrocortisone butvrate cream /lpid cream/loton /pintment Locoid")

hvdrocortisone valrate cre for Westeor)

Locoid" Lipocream / Lotion

Pandel” Cream

Svnslar” Cresm / Qintment / Kit /Solution /5 Kit

Figh Potency

Preferred Non-Preferred
beamethasone valerate for Valisonc’) for Cyclocor®)
el ointment  solution (seneric for Lidex") beamethasone dipropionat el /lotion for Dinrolenc®)
otion for Kendlog') beia lotion for Dinrosone’)

beamethasone valeate foam  lotion (seneric for Valisone”)

 sel fointment  spray (seneric for Topicor®)

diflor for Florone")

Dirolene” Ointment

)

for Halog")

c for Halou®)

Halou® Cream / Ointment

Kenalos” Sprav

Tonicont” Cream / Gel / Ointment  Soray

i for Kenalog”)

Very High Potency

Preferred Non-Preferred

el for Temovate") AvexiCon" E Cream

for Clobex') Jobetasol foum /cmolient foar / mulsion foam (gencric for Olux” / Olux £

for Cormax) Jobetasollotion /spray (seneric for Clobex')

halo ravaic’) Clobex" Shamnoo / Sorav

Clodan” Kit/ Shampoo

halobetsol probionate foam (seneric for Lexete")

Impeklo” Lotion

Lexete” Foam

Ol Foam

Temovate” Ointment

Tover™ Foam / Foam Kit

Utravate” Lotion

ISCELLANEOUS

Tterine Disorder Treatments

Plans may not apply management or p

Preferred Non-Preferred

Oriahnn” Capsule

Oriisa” Tabler

Myfembrec” Tablet

Urea Cyele Disorder Treatments, Ol

Plans may not apply management or p

Preferred Non-Preferred

Carbagly” Tablet for oral suspension BuphenyI® TabletPowder

caralumic acid Tablet for oral for Carbaghu )

Olpruva Suspension

Pheburane” Oral Pelles

Raviet” Liquid T/F of preferred drug is not required for Urea cycke diorder

Sodium phenylbutyrate TabletPovder (generic for Buphenyl")

WEIGHT MANAGEMENT AGENTS

‘GLP-1 Receptor Agonists indicated for the treatment of obesity (Incretin Mimemetics)

Plans may not apply management or p

Clinical criteria apply to all drugs in this class

Preferred Non-Preferred

Wesow" Pen Saxenda” (lrashuide) Pen

Zepbound”

Weight Management (Non-Tncretin Mimetics)

Preferred Non-Preferred

dicthyIpropion wblet/ ER ablet benzphetamine tablet

orlsat capsule (seneric for Xenical')

Osvmia®)

Xenical” forlsta Capsule

TMMUNOMODULATORS, ASTAMA

Plans may not apply addi

Jent or prior authorization critria to this category

riteria apply (0 all drugs in (s class

Preferred Non-Preferred

Fasenra” Pen / Svringe Cinaair” Vial

Xolair® (omalizumab) AutvinjectorSyringe [Nocala® Syringe  Vial Autoinjector

Tersnire" Pen | Svringe - 1/F of preferred agents not reauired for diagnosis of no

fc. non-cosinophilc severe asthma

Xolair* Vil

JLATOR:

Plans may not apply adai tion

ent o prior a

horization criteria to ths category

i apply to Al drugs in this class

Preferred Non-Preferred
[Adory” Syringe | Autoinjector Ebulyss Pen

Dupisent” Pen / Syringe Cibingo™ Tablet

Eucrisa” 224 Oinient Ebglyss™ Syringe (ibrikizumab-1oks)

pimecolimus cream (generic for Eldel") Nemluvio* Pen

acr for Protopic”) Opzelura™ Cream

Zoryve” (roftumilast) 0.15% Cream

 ORAL

Preferred | Non-Preferred

for Soriaane’) for Oxsoralen-Ulra")

ELF

Timits apply o all drugs in this class

Preferred Non-Preferred

Auvi-0"Auto Injector

(generic for Epi-Pen” / Epi-Pen” Ji/ Adrenaclick”)

Epi-Pen” Auto Injector | 2-Pak /Jr. Auto Injector /Jr. 2-Pak.

netty” nasal spray
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More information on the PDL can be found at:

North Carolina Division of Health Benefits

North Ca

rolina Medicaid Preferred Drug List (PDL)

Effective Date January 1, 2026

ncdhhs

ringe/Vial and Steqeyma® Vial /Syringe from non-preferred to preferred duc to fiscal impact. Added red writing to Stelara® Syringe / Vial T/F of preferred usteknumab is required
Revised 12.10.2025 Off Cycle Change: GLP-1 weight management class added to the PDL. See clinical criteria 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 unt
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: htt, nctracks.nc.

rvices

ESTROGEN AGENTS,

Preferred

Non-Preferred

Activela” Tablet

Abigule™ Lo Tablet

Amabel7” Tablet

Biuva® Cansule

Activella™

Fuavoly™ Tabler

sl for FemHRT")

Mimyey* / Lo (branded aeneric for Activella”)

HRT")

Premphase’ Tablet

Prempro” Tablet

ESTROGEN AGENTS, ORAL/

Preferred

Non-Preferred

Climara’ Pro Patch

Climara” Patch

CombiPatch” Posch

Divigel’ Gel Packet

estradiol Climara’. Menostar” Vivelle-Dot")

Esirace")

Evamist” Sorav

Menest” Tablet

Premarin’ Tabler

Estradiol Gel Purp
adiol Divieel")

Lyllns™ parch

Menostar” Pach

Minvelle” Patch

Osphena Tablet

Veorsh™ Tablet

Vivelle-Dot" Pasch

ESTROGEN AGENTS, VAGINAL PREPARATIONS

Preferred

Non-Preferred

e for Bsrace”)

Esrace” Cream

Estring” Vaginal Ring

estradiol bt (senerie for Vagifem")

Premarin’ Vaginal Cream

Femring” Vagina Ring

Vagifem” Vaginal Tablet

Imvexsy” Vasina Insers

[Vovafem" Vaginal Tablet

GLUCOCORTICOID STEROIDS, ORAL

Plans may not apph

E

Preferred

Non-Preferred

budesonide EC cansul for Entocort” EC)

Alkindi” Sorinkle Cansul

Decadron’)

Asamree” Suspension

oncedix”)

Corter” Tablet

Emflum’ Tablet | - Clinicalcriteria apoh

corisone ablet (zeneri for Patsone”)

ydrocortsone blet

‘Clinical criteria apply. T/F of

. d for chidren < 12 vears of age.

toscpack /tblet (seneric for Medrol")

r Emflas®) - C

(aeneric for PediaPred”. OraPred”. Veripred")

Intensol” Drops

for Prelone”. Millipred")

o ired for diagnosis of cosinophil esophagitis

(seneric for Sterapred”)

Hemady™ Tablet

tablet (generic for Delasone”)

[Khindivi™ Solution

Medrol” Dose Pack / Tablet

Lome for Medrol")

Millinred” Dose Pack / Tablet

for Oranred” ODTY

Prednisone Intensol” Concentrated Solut

[Ravos” Tablet

Tanerdex” Tablet

Tarmeva™ Cansule - TF o ired for dinznosis of 12A neohropathy

CYTOKINE AND CAM

Plans may not apply

Clinical criteria apply to all drugs in this class

TIF of only one Preferred drug rea:

Preferred

Non-Preferred

adalimumab-adaz Pen / Syringe

[Abrilada” Pen / Syringe

adalimumab-adbm Pen / Psoriasis-UV Pen / Croh's Pen /Syringe

[Actemra” ACTPen™ / Syringe  Vial

Cosentyx” Sensoready” Pen / UnoReady” Pen / Syringe.

adalimomatraaef Pen

Ebrel” Mini Cartidge / Sureclick” Syringe  Syringe / Vial

w Autoinicetor/ Swringe

Hadlima™ Syringe / PushTouch

fkin Pen / Svringe

Hummira” Crob's Sarir Pack / Ped. Crohn's Sarter Pack / P/ Psorasi Stater Pack / Syringe

 Swringe

infiimab vial (generic for Remicade”)

[Amjevita™ Syringe | Autvinjector

Otezla” Starter Pack / Tablet

chiva® (usekinumab-ttwe) Syringe Vial

Steaevma’ (ustekinumabysiba) Via Svringe

[Bimzeix” Autoinjector/ Syringe

Xeljanz® Tablet

Cimzia” Strter Kit/ Syringe Kit/ Vial Kt

Cosentyx” Vial

Cyltern™ (adalimumab-odbm) Psoriasis-UV Pen

Cylters™ Syringe | Croha's-UC-HIS Pen / Psoriasis Pen /Pen

Enspryng ™ Syringe

Enuyvio” Pen Vil

Fiulio™ Pen / Syringe

Hyrimor™ Pen / Crohs-UC Pen /Ped_Crohn's Pen / Syringe / Proriasis Pen

Idacio” Pen / Psorisis Pen / Crohn's-UC Pen / Syringe

laris Vial

lomya” Syringe

muldosa™ Syringe/Vial

Infectra™ Vial

Kevaara” Syringe / Pen

ired for dingnosis of Neonatal Onset M

i Svstem Inflammatory Discase

Omvol™ (mirikizumaly-meka) Syringe

Omvol™ Pen / Vil

Orencia” Clickjet” / Syringe / Vil

Oulfie Syringe Vial

Remicade Vial

Renflexis™ Vial

Rinvoq” (spadacitinib) LQ Solution

Rinvoq” ER Tablet

Selarsdi™ Vial Syringe.

Simponi” Pen / Syringe / Aria” Vial

Skyria” On-Body / Vial/ Pen Syringe

ok Tablet

Spevizo” Vial Syringe

Stclara” Syringe / Vial TF of preferred ustcknumab i required

Tl Avto-ijecor / Sytinge

Tofidence™ (ocilizumab-bavi) Vial

Tremiya® Syring /Tnesor Vil /P Inducton PR-Crohn

Tyeane” Gociizumab-azg) Autoinjctor  Syringe

Tyenne” Vial

Uplima® Vi

wsckinumab Vil Syrings (genei forSiara”)

usckinumab-ackn syringe (enere forSiclara” Selarsi B7)

Usik Val Tor Pyzchiva®)

Velspity” Tabler

Xeljans" Solution / XR Tablet

Vesintek'” SyringelVial

Vollyma® Syringe / Autainjector  Crohn's- UCTIS Autoinjector

Vusimey” Pen

Zymfentra” Pen Syringe

TMMUNOSU ANTS

Preferred

Non-Preferred

Astagral® XL Capsule

Imuran®)

Cellcet” Capsule / Suspension / Tablet

Neorl")

Envarsus” XR Tablet

 Tablen

Gengrat” Capsule / Solution

Imuron” Tablet

serc for Cellapt")

for Mylorti™)

Myfortic” Tablet

Myhibbin™

Neoral” Capsule | Solution

Prossat” Copsule e Packet

Rapamune” Tablet

Remrock™ Tablet

Sandimmune” Cansule / Solution

Rapamune™)

Hecoria”, Prograf®)

Tavneos” Cansule

Zortress” Tablet
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North Carolina Division of Health Benefits
North Carolina Medicaid Preferred Drug List (PDL)

Effective Date January 1, 2026
Revised 11.03.2025 Off Cycle Change: Moved Pyzehiva® Syringe/Vial and Steqeyma® Vial /Syringe from non-preferred to preferred duc to fiscal impact. Added red writing to Stelara® Syringe / Vial T/F of preferred usteknumab is required
Revised 12.10.2025 Off Cycle Change: GLP-1 weight management class added to the PDL. See clinical criteria 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 unt

More information on the PDL can be found at:

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: htt,

ncdhhs

nctracks.nc.

rvices

Plans may not apply additional utlization ma

sent or prior authorization critera (o (his category

Clinical criteria apply (o all dru

i his class

Preferred

Non-Preferred

Ausiedo” Tablet

Xenazine” Tablet

Austedo” XR Tablet/ Tiration Kit

Ingreza’ (valbenazine) Sprinkle Capsules

Ingrez’ Capsule /Iniaton Pack

cuabenazine tablet

(HAE) PROPAYLAXIS AGENTS

Cor pri

Clinical criteria apply to al drugs in this class

Preferred

Non-Preferred

Hacmrda® Vial

Cinrve’ Vial

Orladevo” Capsule

[Takihzyro” Vial/ Sine

HEREDITARY

(HAE) TREATMENT AGENTS

Plans may not apph

o
Clinical criteria apply to al drugs in this class

Preferred

Non-Preferred

Beriner” Vial/ Kit

Firurye* Svringe

for Fraryr®)

Ruconest” Vsl

seneric for catbant)

OPIOID ANTAGONISTS

Plans may not apph

o

Preferred

Non-Preferred

Kloxxado™ Nasal Spray

LAEMS™ naloone Syringe Kit

nsloxone nasalspray (OTC)

naloxone syringe / spray / val (generic for Natcan”)

nalirexone tablet

Narcan” Nasal Spray (OTC)

Opves” Nasal Spray.

Rextovy™ (naloxone) Nasal Spray

Vivirol” Vial/ Diluent

Zimhi” yringe

Plans may not apply

Preferred

Non-Preferred

Prior Approval Not Required for Coverage of Preferred Agents

‘Clinical Criteria Apply (0 Non-Preferred Agents

Brivadi” Weekd Svringe / Monthly Svrinee

SLfi for Suborone™)

Suboxone")

Lofexidine Tablet T/F of preferred agents not required for joid withdrawal

buprenorphine SL wble (generic for Subutex®)

Lucemyra” Tablet - TF of preferred agents not required for diagnosis of opiokd withdrawal

Suboxone’ SL Filn

Zubsoly Tablet SL

Sublocade” Suringe

SKELETAL MUSCLE RELAXANTS

Preferred Non-Preferred
bacofen wblet geneic for Liresa’) A ER Capsale
neic for Flexer')
neic for Robaxi®) o for Fleqsny™)
anidine bl (genric for Zanafex”) chloransaone bt (enere for Parafon Fore”)
A BR)
Dantiun” Capsule Vil
B
Feunid” Tablet
[Fieqsuny ™ Suspension
Lorzne” Tabler
[Lyvispah” Granule Paket
mcasalone blet (gencric for Skolain®)
[Norgesic™ Table/ Forte Tablet
aspirin/ caffeine ablet (generi for Norgesic™)
citte bt vl (gneri for Norflex")
Onphengesic” Forte Table
Roboxin” Vil
Tanlor Table
ianidine cpsules (genere for Zanaflex’)
Zanaies” Copsle/ Table
DISPOSABLE INSULIN DELIVERY DEVICES
a3 0ot appl ada v
Preferred Non-Preferred
CeQur Smply ™
CeQur Smpliciy ™ Inerier
et Ifusion Kt
e Strer it
Omnipod 5K DexGTIGE Ino KitPods (GENG), FSL2 G I KivPods
Omnipod DASH Pods (5-Pack) /o Ki
Omnipod GO™ Pods
DIABETIC CONTINUOUS GLUCOSE MONITOR SUPPLIES
Confimuous Glucose Monitor Transmitiers / Receivers / Readers
Plans may not apply adal T
ikl cricri apply 1 s cass
Preferred Non-Preferred
Descom G6' Transmiter / Receiver Frecsve Litne™ 14 dav Reader

Dexcom G7' Receiver

Frecsivle Libre™ 2 Reader

Frecsvle Libre™ 3 Reader

Conti itor Sensors

Plans may not apply E

Clmicalcriteria apply o 1

s n i cass

Preferred Non-Preferred

Frecstyle Libre”™ 2 Sensor Frecstvle Libre'™ 14 dav Sensor

Frecstyle Libre™ 2 Plus Sensor

Frecstyle Libre™ 3 Sensor

Frecstyle Libre™ 3 Plus Sensor

Dexcom G6” Sensor

Dexcom G7 Sensor (10 day sensor and 15 day sensor)

DIABETIC SUPPLIES

P

ay not apply addi u

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 lancing devices for Medicaid-primary recipients (dually eligible and third-party recipients are not affected). These products are covered under the Outpatient Pharmiacy Program and can be submitted to the pharmacy point-of-sale system with a
prescription. Diabetic supplies, including other brands, can also be submitted under Durable Medical Equipment using the NDC and HCPCS code. Beneficiaries are allowed 1 covered meter every 2 years (730 days). For questions or assistance regarding diabetic supplies for Medicaid Direct members, please call the NC Tracks call center at 1-800-688-6696. *All blood glucose meters are billed using the NC
Medicaid Free BIN Meter program. BIN 610524, PCN 1016, Group 40026479, ID 066499643.*

Meters e ”
ACCU-CHEK” Guide Retal care ki * (see above for billng) ACCU-CHEK” Soic
ACCU-CHEK” Guide Me Retalcar ki * (ee aboe for biling) [ACCU-CHEK” Fastli lancing device kit

Test Strips Control Solutions
ACCU-CHEK” AVIVA PLUS 50 et test stips [ACCU-CHEK” Aviva gl ution (2 eve
ACCU-CHEK” SVARTVIEW 50t testsrips [ACCU-CHEK” SmantView glucose control solution (1 level)
ACCU-CHEK” Guide 30 et et stips [ACCU-CHEK” Guide 2-Level control (levels)
ACCU-CHEK” Guide 100 et est strips

Lancets

ACCU-CHEK” Softclix 100 e Lancets

ACCU-CHEK” Fastclix 102 ¢t Lancets
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