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

<@ Sprinkle and s..spn on to preferred status in the Oral A
/Vial to

Revised 02.19.2026 Off-Cycle C mnuc Added agulants category due to fiscal impact, effective 01.01.2026.

Revised 03.18.2026 o«(wlr(lungr, Moved Nov U-100 Penfill/ FlexPen® eferred status in the Hypoglycemic-Injectable: Rapid acting Insulin category, due to patient access, effective 03.20.2026
evised 03.31.2026 Off-Cycle Change: Moved Taltz® Auto-injector / Syringe, Starjemza Vial / to Stelara® ), anc Autoinjector / Swlng:/ Vial to preferred status: moved Cosentyx® Sensoready® Pen / UnoReady® Pen / Syringe, b \ial, i imumab-adaz Pen / Syringe, adalimumab-; )ldhm Pcumrmgrmauummrrr.
Quallent) , and Humira® Crohn's Starter Pack / Ped. Crahw's Starter Pack/ Pen | Faoriass Sarter Pack / Syringe to non- prrlcrrcd in rhc Cytokine and CAM Antagonists catcgory: moved Skytrofat® Cartridge to preferred and removed the red writing T/F (Trial/Failure) of preferred agents not being required for hildren <18 years of age in the Growth oved Ebglys:
/Pen to preferred in topic Dermatitis category; added Wegovy® Tablet as preferred in the GLP-1 weight management category, and moved Vtama® Cream to preferred in the Psoriasis category due to fiscal |m|ucv. effective 04.01.2026.

Tml and failure (T/F) of two Preferred drugs are required unless only one Preferred option s listed or a T/F criteria exemption s otherwise indicate
Nol all therapeutic drug classes are included on the PDL. All drugs in the classes not included are considered Preferred. In addition to
ciiteria, 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 Ils(ed as TO BE REVIEWED. For drugs requiring prior authorization, clinical criteria and prior authorization request forms can be found at
https medicaid.ncdhhs.qovll then click on the Pharmacy Benefit Administrator tile.
More information on the PDL can be found at: ncdhh h: ices

Vellow shade signifies a new pmdm being added as a new to market Non-Preferred product OR current T s being clarified

Shade signifies a significant change (0 the drug, category, or a clinical recommendati

l’lnkslmle 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 (rebatable) or o longer available from the
ALZHE

TMER'S AGENTS
Preferred Non-Preferred

donenezil Sme. 10me tablet / ODT (eeneric for Aricent” / ODT) Adlarity” Patch

Exelon” Patch Aduhelm” Vial - Clinical eriteria apoly

memantine tablet / titration pack (generic for Namenda™) Aricent” Tablet

cansule (ceneric for Exelon™) donenezil 23me tablet (eeneric for Aricent™)
ER cansule / solution  tablet (ecneric for Razadvne” / ER)

Kisunla™ bt) Vial
Leacmbi” Vial / - Clinieal criteria apply
memantine ER casule / solution (ceneric for Namenda® XR / Solution)
Memantine HCL-D I HDL ER cansule (eeneric for NAMZARIC™)

Namenda® Titration Pack / XR Capsule / XR Titration Pack

Namgzaric” Capsule / Titration Pack

patch (eeneric for Exelon™)

Zunvevl” tablet

ANALGESICS

(OPIOID ANALGESICS

Long Acting Opioids

Plans may not apply addit criteria to this category

 utilization

ria apply to all drugs in this class

Preferred Non-Preferred
Butrans” Patch Belbuca” (Buccal) Film
fentanv] patch 12mee / 25mee / S0mee / 75mee / 100mee (seneric for Duragesic™ vatch (eeneric for Butrans™)
methadone concentrate / diskets / intensol / tablets / solution Conzin® Capaule
morohine sulfate ER tablet (seneric for MS Contin") fentanvl patch (37.5./ 62.5 / 87.5mee dosages) (seneric for Duragesic™)
OxvContin” Tablet ER cansule (weneric for Zohvdro” ER)

ER tablet (seneric for Hysinela® ER)

ER tablet (eeneric for Exaleo™)

Hysinela” ER Tablet

Methadose™ Oral Concentrate / Tablet

morohine sulfate ER capsule (veneric for Avinza”. Kadian™)

MS Contin" Tablet

oxveodone ER tablet (veneric for OxvContin®)
ER tablet

tramadol ER cansule (oeneric for Conzin™)

tramadol ER tablet (Ultram ER®, Ryzolt®)

Short Acting Schedule 1T Opioids

criteria to this category

Plans may not apply additional ut or pri
C ia apply to all drugs in this class

Preferred Non-Preferred
Endocet” Tablet (branded weneric for Percocet™) codeine sulfate tablet
olution / tablet (generic for Hveet”. Lorcet”. Lortab”. Norco”, Vicodin®) Dilaudid” Liauid / Tablet
tablet (eneric for Dilaudid") Solution (generic for Zolvit)

morohine solution / tablet (eeneric for MSIR") b tablet (eeneric for Ihudone”. Reorexain”. Vicoorofen™)

oxveodone solution / tablet (generic for Roxicodone™) solution / suppositorv (generic for Dilaudid®)

oxveod i capsules (generic for Tvlox™) levorhanol tablet (seneric for Levo-Dromoran”)

oxveod: i tablets (ceneric for Percocet™) meveridine solution / tablet (eeneric for Demerol")
‘morphine oral syringe
morhine i ic for Roxanol ")

Nalocet” Tablet

oxveodone cansule (veneric for OxvIR™)

odone” Intensol)

oxveodone solution (generic for Roy
d solution

tablet (generic for Opana”)

Percocet” Tablet

Prolate” Tablet / Solution

Roxicodone™ Tablet

Roxvbond" Tablet
Short Acting Schedule 11— IV Opioids / Analgesic C¢
Plans may notapply additiona uilization or prior ization criteria to this category
riteria apply to all drug n this class
Preferred Non-Preferred

codeis solution / tablet (seneric for Tvlenol with Codeine™) Ascomn” Cansule (branded eeneric for Fiorinal with Codeine™)

tramadol tablet 50 me (generic for Ultram"*) butalbital compound with codeine cansule (generic for Fiorinal with Codeine")

tramadol i tablet (generic for Ultracet") butalbital-caffeine-APAP with codeine tablet (generic for Fioricet with Codeine™)

soray (generic for Stadol™)
i i caffeine tablet (generic for Panlor S3™)

Fioricet with Codeine” Capsule

naloxone tablet (seneric for Talwin NX")

Seelentis” Tablet

tramadol solution (eeneric for Odolo™)

tramadol tablet (25 mg, 75 mg, 100 mg)

NON-OPIOID ANALGESICS

Plans may not apply additional utilization or prior ion criteria to this category

Preferred [ Non-Preferred

Journavx™ Tablet Quantity limit of a 14 dav sunoly |
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North Carolina Division of Health Benefits
North Carolina Medicaid Preferred Drug List (PDL)

Effective Date April 1, 2026

Revised 02.19.2026 Off-Cycle Change: Added
2026 oMulr(lungr, Moved Nov

® agulants category due to fiscal impact, effective 01.01.2026.

log® U-100 Penfill/ FlexPen® / Vial to preferred status in the Hypoglycemic-Injectable: Rapid acting Insulin category, durmmll:nlncccmcmc"\rﬂ\ll}mlb

yele Change: Moved Taltz® Auto-injector / Syringe, Starjemza Vial / to Stelara® ), anc jector / Syringe/ Vial to preferred status; moved Cosentyx® Sensoready® Pen / UnoReady® Pen / Syringe, b \ial‘ inge, adalimumab-adaz Pen / Syringe, adalimumab-adbm mmrmgrmauurmurrr.
s

Revised 03,18

Revised 03.31.2026 O
Quallent) , and Humira®

Au
‘rohn's Starter Pack / Ped. Crohn's Sl:rrrr Pack / Pen / Psoriasis Starter l'nrk / Syringe to non-j prrlcrrcd in rhc Cytokine and CAM Au(ﬂgo ts category: moved Skytrofa® Cartridge to preferred and removed the red writing T/F (Trial/Failure) of prrfcrrcd agents not being required for n <18 years of age in the Growth s moved Ebgly
/ Pen to preferred in \topic Dermatitis category; added Wegovy® Tablet as preferred in the GLP-1 weight management category, and moved Vtama® Cream to preferred in the Psoriasis category due to fiseal |n||ucv. r"rrn\c 04.01.2026.
Tml and failure (T/F) of two Preferred drugs are required unless only one Preferred option s listed or a T/F criteria exemption s otherwise indicate
Nol all therapeutic drug classes are included on the PDL. All drugs in the classes not included are considered Preferred. In addition to
ciiteria, 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 Ils(ed as TO BE REVIEWED. For drugs requiring prior authorization, clinical criteria and prior authorization request forms can be found at
https medicaid.ncdhhs.qovll then click on the Pharmacy Benefit Administrator tile.

More information on the PDL can be found at: ncdhh: h: ices
NSAIDS
Preferred Non-Preferred
celecoxib cansule (zeneric for Celebrex”) Asthrotec” Tablet
diclofenac sodium tablet (seneric for Voltaren") Celebrex” Capsule
ibunrofen susnension / tablet (weneric for Motrin®) Davoro” Calet
capsule (generic for Indocin™) diclofenac le (weneric for Zinsor™
Ketorolac tablet (eeneric for Toradol™) diclofenac potassium tablet (veneric for Cataflam”)
meloxicam tablet (seneric for Mobic") diclofenac sodium ER tablet (generic for Voltaren” XR)
navroxen EC / DR tablet (generic for Naprosvn” EC) diclofenac sod 1 tablet (generic for Arthrotec™)
navroxen sodium tablet (weneric for Anabrox™) diflunisal tablet (¢eneric for Dolobid ")
navroxen tablet (generic for Nabrosv) Dolobid tablet
sulindac tablet (generic for Clinoril™) ctodolac capsule / tablet / ER for Lodine™ / XL)

Feldene” Cansule

fenoorofen capsule/ tablet (generic for Nalfon™)

flurbiprofen tablet (generic for Ansaid“)

ibuprofen / famotidine tablet (generic for Duexis™) - T/F of only celecoxib reauired

ER cansule (veneric for Indocin SR™)

suppository

ketorofen cavsule (zeneric for Orudis“)

ketoprofen ER cansule (veneric for Oruvail®)

Kivrofen™ Cansule (branded seneric for Orudis™

Lofena™ Tablet

Lurbiro™ Tablet

le (seneric for Meclomen®)

mefenamic acid capsule (eeneric for Ponstel *)

meloxicam cansule (generic for Viviodex™)

tablet (generic for Relafen”)

Nalfon" Cansule / Tablet

Navrelan” Tablet

Naorosvn” Susoension

naroxen sodium ER tablet (zeneric for Naprelan™)

naproxen susbension (eeneric for Naprosvn™)

tablet (generic for Vimovo™) - T/E of only celecoxib reauired

oxaprozin tablet (eneric for DavPro™)

piroxicam capsule (veneric for Feldene™)

Relafen” DS Tablet

Tolectin® (tolmetin) Tablet

tolmetin tablet / cavsule (generic for Tolectin” / DS)

Vimovo” Tablet - T/F of only celecoxib reauired

NEUROPATHIC PAIN

Preferred Non-Preferred
duloxetine cansule (generic for Cymbalta™) Cymbalta® Cabsule

aabapentin casule / solution / tablet (eeneric for Neurontin®) D "™ Lidocan Patch - Clinical criteria anply

lidocaine natch (seneric for Lidoderm”™) - Clinical criteria anply Drizalma™ Sorinkle

oregabalin capsule /solution (generic for Lvrica™) duloxetine capsule (eeneric for Irenka™)

cabaventin ER tablet (zeneric for Gralise™)

Gabarone™ Tablet

Gralise" Tablet

Horizant” Tablet

Lidocan” Patch - Clinical criteria anplv

Lidoderm” Patch - C

ical criteria apoly

Lyrica” Cansule / Solution / CR Tablet

Neurontin® Cansule / Solution / Tablet

breeabalin ER tablet (seneric for Lvrica” CR)

Outenza” Kit

Savella” Tablet / Titration Pack

Tridacaine™ Patch

ZTLido™" Patch - C

I criteria aooly

TCONVULSANTS
C. DERIVATIVE:!
Plans may not apply additional utilization prior on criteria to this coear
Patients with a diagnosis of seizure disorder are exempt from T/F criferia and ‘may use any roduct.
Preferred Non-Preferred
tablet / suspension / chewable tablet / XR tablet (seneric for Tegretol/ XR) Aptiom” Tablet
Eauetro” Cavsule ine ER capsule (zeneric for Carbatrol*)
acetate Tablet (eeneric for Antiom™) Carbatrol” Cansule
suspension / tablet (seneric for Trilental*) Epitol” Tablet
Oxtellar” XR Tablet 0 ER (generic for Oxtellar® XR)
Teeretol” Susoension / Tablet / XR Tablet Trilental” Tablet

Trilental” Suspension

FIRST GENERATION

Patients with a diagnosis of seizure disorder are exempt from T/F criteria and may use any first generation product.

Preferred Non-Preferred
Celontin®” Kapseal Depakote” ER Tablet / Sprinkle Capsule.
Dilantin® Capsule / Infatab / Suspension Depakote” Tablet
alproex sprinkle capsule / ER tablet / tablet (gencric for Depakote” / ER / Sprinkle) felbamate tablet (generic for Felbatol )
capsule / solution (generic for Zarontin®) capsule (generic for Celontin®)
felbamate suspension (generic for Felbatol”) Sezabv" Vial
Felbatol” Suspension / Tablet Zarontin® Capsule / Solution
tablet / elixir / solution
Phenviek” Cansule

bhenvtoin chewable / extended capsules / infatab / susvension (generic for Dilantin®)

bhenvtoin extended capsul c for Phenvtek™)

rimidone Tablet (eeneric for Mysoline™)

valoroic acid cansule / solution (eeneric for Devakene”)
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North Carolina Division of Health Benefits
North Carolina Medicaid Preferred Drug List (PDL)

Effective Date April 1, 2026

Revised 02.19.2026 Off-Cycle Change: Added <@ Sprinkle and s"spm on to preferred status in the Oral Anticoagulants category due to fiscal impact, effective 01.01.2026.
Revised 03,18 Zﬂlsoﬂf\cltclllngr, Moved Novolog® U-100 Penfill/ FlexPen® / Vial to preferred status in the Hypoglycemic-Injectable: Rapid acting Insulin category, dummucmmcsmmcuwo\mz«za
jector / Syringe, Starjemza Vial / to Stelara® ), anc Autol mmr/Smngc/v..lmprrfcmduamxmma(»senm@;ensomdmrcn UnoReady® Pen / Sy ba) Vial | b-adaz Pen / Syringe, adalimumab-adbm Pcu/wmngrmanummrrr.
th

®

evised 03.31.2026 Off-Cycle Change: Moved Taltz® Autc

Quallent) , and Humira® Crohn's Starter Pack / Ped. (.rohl\ 's Starter Pack / Pen / Psoriasis Sunrr l'nrk / Syringe to non-j prrfcrrcd in rhc Cytokine and CAM All(ﬁgn category; moved Skytrofa® Cartridge to preferred and removed the red writing T/F (Trial/Failure) of pr:fcrrcd agents not being required for children <18 years of age in the Growth s moved Ebglyss
/ Pen to preferred in \topic Dermatitis category; added Wegovy® Tablet as preferred in the GLP-1 weight management category, and moved Vtama® Cream to preferred in the Psoriasis category due to fiscal impact, effective 04.01.2026.
Tml and failure (T/F) of two Preferred drugs are required unless only one Preferred option s listed or a T/F criteria exemption s otherwise indicate
Nol all therapeutic drug classes are included on the PDL. All drugs in the classes not included are considered Preferred. In addition to
ciiteria, 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 Ils(ed as TO BE REVIEWED. For drugs requiring prior authorization, clinical criteria and prior authorization request forms can be found at

https: medicaid.ncdhhs.gov// then click on the Pharmacy Benefit Administrator tile.

More information on the PDL can be found at: ncdhh: h: ices
SECOND GENERATION
Plans may not apply additional utilization or prior ization criteria to this category
Patients with a diagnosis of seizure disorder are exempt from T/F criteria and may use any second generation product.
Preferred Non-Preferred

Briviact” Tablet / Solution Banzel” Susoension
clobazam susnension / tablet_(eeneric for Onfi") Banzel” Tablet

tablet (generic for Klonooin®) ODT (generic for Klonopin” Wafer)
Diacomit” Capsule / Powder Pack Eleosia™ XR Tablet
diazevam rectal / svstem (generic for Diastat” Accudial / Pedi Svstem) Evidiolex” Solution - Clinical criteria abply
Eorontia” Solution Gabarone™ Tablet
Fintepla® Solution Keoora® Tablet / Solution / XR Tablet
Fycompa” Tablet / Susvension Klonooin” Tablet
aabapentin cansule / solution / tablet (eeneric for Neurontin®) lacosamide solution (generic for Vimpat™)
lacosamide tablet (ecneric for Vimpat") Lamictal” Chewable / ODT / ODT Starter Kit / Starter Kit / Tablet / XR / XR Starter Kit

chewable / tablet / ODT (generic for Lamictal") ODT dose pack/ tablet dose pack (eneric for Lamictal")

ER tablet_(generic for Lamictal” XR) L tablet (eeneric for Soritam")

tablet / ER tablet / solution (seneric for Kepora® / XR) Libervant™ (diazevam) Buccal Film

Navzilam" Nasal Sorav Lyrica” Capsule / Solution
Oudexy” XR Capsule Motonolv XR"™ (lacosamide extended release) Cansule
Roweenra™ Tablet Neurontin” Cansule / Solution / Tablet
rufinamide susension (seneric for Banzel") Onfi® Susoension / Tablet
rufinamide tablet (eeneric for Banzel™) oerampanel Tablet (generic for Fycompa®)
Sabril” Tablet / Powder Packet Soritam” Tablet
Subvenite” Tablet / Tab Start Kit Svmpazan” Film
tiagabine tablet (eeneric for Gabitril™) Topamax” Sorinkle Casule / Tablet
topiramate sprinkle capsule / tablet (generic for Topamax®) toviramate ER capsule (generic for Trokendi XR™ - T/F of Trokendi® XR Capsule reauired for coverage
Valtoco” Nasal Sorav toviramate ER sorinkle cansule (eeneric for Oudexv®)
vieabatrin powder packet (zeneric for Sabril™) Toviramate Solution
Xcopri” Tablet / Titration Pack Trokendi” XR Capsule
zonisamide cansule (weneric for Zoneeran”) vieabatrin tablet (generic for Sabril”)

Vigadrone” Powder Packet / Tablet

Vigafyde™ Solution

Vienoder™ Powder Packet

Vimpat” Solution / Starter Kit / Tablet

Zonisade™ Oral Susnension

Ztalmy” Oral Susnension

ANTEINFECTIVES - SYSTEMIC
Penicillins, Cephalosporins and Related
Preferred Non-Preferred
cansule / chewable / susbension / tablet (eeneric for Amoxil®. Trimox”) amoxicillin-clavulanate chewable tablet (generic for Auementin®)
lavulanate susoension / tablet (eneric for Augmentin®) amoxicillin-clavulanate XR tablet (veneric for Auementin” / XR)
ampicillin capsule / injection / vial Augmentin” Susoension / ES-600 / XR Tablet
ampicillin-sulbactam injection / vial cefaclor capsule / susnension / ER tablet (generic for Ceclor™ / CD)
Bicillin” C-R iniection cefadroxil tablet (ceneric for Duricef”)
cefadroxil cansule / susnension (generic for Duricef“) cefixime suspension (generic for Suprax") T/F of preferred agents not reauired for children < 12 vears of age
cefdinir cansule / suspension (eeneric for Omnicef®) susvension / tablet (weneric for Vantin®)
cefixime capsule (eeneric for Suprax™) ceohalexin tablet (weneric for Keflex™)

ceforozil susnension / tablet (eeneric for Cefzil")

cefuroxime tablet (generic for Ceftin)

cephalexin cansule / susnension (seneric for Keflex™)

dicloxacillin capsule

naeillin injection / vial

oxacillin injection / vial

enicillin G injection / vial

g:micillm 'V suspension / tablet

" iniection / vial

- tazobactam injection / vial

ection / vial

Zosvn” iniection / vial

Lincosamides and Oxazolidinones

Preferred Non-Preferred

in capsules / solution (generic for Cleocin®) Cleocin” Capsules / Vial

linezolid suspension (oral) / tablet (generic for Zyvox®) Cleocin” Pediatric Solution

for Cleocin®)

iniection (gens

Lincocin” Vial

lincomyein vial (generic for Lincocin")

linezolid IV solution (generic for Zvvox™)

Sivextro” Tablet / Vial

Zyvox" Tablet / IV Solution / Suspension

Macrolides and Ketolides

Preferred Non-Preferred
powder packet / suspension / tablet (generic for Zithromax™) ER tablet (generic for Biaxin XL")
in suspension / tablet (generic for Biaxin®) Ervoed" 200/400 Suspension
mtab / Suspension Erv-Tab” Tablet
ilmtab. Zithromax" Powder Packet / Suspension / Tablet / Tri-Pak / Z-Pak

ES 200 me and 400 me suspension (generic for E.E.S." Suspension. Ervped”)

EC capsule (generic for Erve®)

filmtab.

ervihromvein ES tablet (weneric for E.E.S" Filmtab)
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North Carolina Division of Health Benefits
North Carolina Medicaid Preferred Drug List (PDL)
Effective Date April 1, 2026
uis® SD inkle and Suspension to preferred status in the Oral Anticoagulants category due to fiscal impact, effective 01.01.2026.
kr\lscd l' IR 1016 Off-Cycle Change: Moved ho\olog@ U-100 P 11/ Fles al to preferred status in the Hypoglycemic-Injectable: Rapid acting Insulin category, due to patient ncccmcmc"\rﬂ\ 20.2026
r / Syringe, Starjemza Vial / to Stelara® ), and T jector / Syringe/ Vial to preferred status; moved Cosentyx® Sensoready® Pen / UnoReady® Pen / Syringe, b \ial, i dali b-adaz Pen / Syringe, adalimumab-s )ldhm Pcllr*\rlngr (“Aillll'lﬂlll’l‘l’.

Revised 02.19.2026 Off-Cycle Change: Added E

12026 Off-Cycle Change: Moved Taltz® Auto-

uto
/ Psoriasis Sunrr l'nrk / Syringe to non-j prrlcrrcd in the Cytokine :nd CAM Au(ﬂgomuﬁ category; moved Skytrofa® Cartridge to preferred and removed the red writing T/F (Trial/Failure) of pr:fcrrcd agents not being required for chil <18 years of age in the Growth ved Ebglyss
/ Pen to preferre topic Dermatitis category; added Wegovy® Tablet as preferred in the GLP-1 weight management category, and moved Vtama® Cream to preferred in the Psoriasis category due to fiscal i |n||ucv. rﬁrrn\c 04.01.2026.
Tml 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.
Nol all therapeutic drug classes are included on the PDL. All drugs in the classes not included are considered Preferred. In addition to
ciiteria, 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://mes.medicaid.ncdhhs.qov/ then click on the Pharmacy Benefit Administrator ti

ised 0. jector
Qunneum and Humira® Crohn's Starter Pack / Ped. Crohn's Starter Pack

More information on the PDL can be found at: ncdhh: h: ices
Antibiotics)
Preferred Non-Preferred
tablet (eeneric for Flaevl™) Aemcolo” DR Tablet
vancomyein cansule (eeneric for Vancocin®) Dificid" Susoension / Tablet - T/ of only vancomyein is reauired for treatment of Clostridium difficile
vancomcin oral solution (generic for Firvana“) Fidaxomicin Tablet (seneric for Dificid®)- T/F of only vancomvein is reauired for treatment of Clostridium difficile

Firvana” Solution

Flagvl” Cansule

Likmez" Susoension

125 me tablet (generic for Flaev®)

capsule (zeneric for Flagvl™)

neomvein tablet (seneric for Mveifradin®)

tablet (generic for Alinia” Tablet)

Solosec™ Granules

tinidazole tablet (weneric for Tindamax™)

Vancocin” Cansule

Vowst™ Cansule - Clinical criteria anply

Quinolones

Preferred Non-Preferred

Ciro” Susvension Baxdela™ Tablet

ro” Tablet

tablet (generic for Cibro™)

tablet (weneric for Levaauin®) suspension (generic for Cinro™)

tablet (veneric for Avelox™) levofloxacin solution (weneric for Levaguin®)

ofloxacin tablet (weneric for Floxin®)

g

yeline Derivatives

Preferred Non-Preferred

hyelate capsule / tablet (veneric for Vibramvein®. Vibra-Tab™) tablet (generic for Declomvein®)

50me. 100me capsule (generic for Monodox™) Dorvx" DR / MPC Tablet

50me. 75me. 100me capsule (generic for Minocin™) hvelate DR tablet (eeneric for Dorvx” DR)

40me IR-DR capsule (eeneric for Oracea”)

50mg, 75me, 100mg, 150mg_tablet

75me. 150me cansule (eeneric for Monodox”. Adoxa™)

susnension (generic for Vibramvein®) - T/F of nreferred avents not reauired for natients < 12 vears of ave

Lvmenak™ Tablet

50mg, 75me, 100mg tablet

ER tablet (generic for Solodvn® ER) Clinical iustification and failure of doxveveline and minocveline reauired. Limited to a 12 week supply.

Moreidox” Capsule / Kit

Nuzvra™ Tablet

Oracea® capsule

for Sumvein®)

for Sumvein® / Panmvein®)

Antifungals

Preferred Non-Preferred

troche / lozenoe (veneric for Mveelex” Troche) " Tablet

susnension / tablet (eeneric for Diflucan®) Cresemba® Cansule

susnension (eeneric for Girifulvin V™) Diflucan” Susnension / Tablet

ultra tablet (eneric for Giris-Pea™) flucvtosine capsule (seneric for Ancobon™)

nvstatin susoension (eeneric for Nilstat™) ‘micro tablets (eeneric for Grifulvin V")

nvstatin tablet (eeneric for Mveostatin®) cansule / solution (seneric for Sporanox™)

inafine tablet (seneric for Lamisil”) tablet (eeneric for Nizoral")

Noxafil” Susnension / Tablet / DR Susnension Packet

Oravie” Buccal Tablet

tablet / susnension (eeneric for Noxafil™)

Snoranox” Cansule / Solution

Tolsura™ Capsule

Vfend" Susnension / Tablet

Viviea” Cansule - Clinical criteria apnly

susnension / tablet (seneric for Viend™)

niivirals (General)

Plans may not apply additional utilization pri ization criteria to this category

Preferred Non-Preferred

Paxlovid™ Tablet dose Pack
Lagevrio™ Capsule

“Antivirals (Hepatitis B Agents)

Preferred Non-Preferred
entecavir tablet (eneric for Baraclude™) adefovir tablet (eeneric for Hevsera” )
lamivudine HBV tablet (weneric for Evivir” HBV) Baraclude” Solution / Tablet
tenofovir disoroxil fumarate tablet (eeneric for Viread ) Vemlidy® Tablet

Viread” Powder / Tablet
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North Carolina Division of Health Benefits
North Carolina Medicaid Preferred Drug List (PDL)
Effective Date April 1, 2026

Revised 02.19.2026 Off-Cycle Change: Added Eliquis® Sprinkle and Suspension to preferred status in the Oral Anticoagulants category due to fiseal impact, effective 01.01.2026.
182026 Off-Cycle Change: Moved Novolog® U-100 Penfill/ FlexPen® / Vial to m:mul status in the Hypoglycemic-Injectable: Rapid acting Insulin catcgory, due to pafient access, effective 03.202026

Revised 0

13.31.2026 OFF-Cycle Change: Moved Taltz® Auto-injector / Syringe, mm..w Vial / Syringe (bi r to Stelara® ), and Tyenne® (tocilizumab-aazg) Autoinjector / prﬁcrrcd status; moved Cosentyx® Sensoready® Pen / UnoReady® Pen / Syringe, Vial / Syringe, Pen / Syringe,

ed u ngel
Quallent) , and Humira® Crohn's Starter Pack / Ped. Crohn's Starter Pack / Pen / Psoriasis Starter Pack / Syringe to non-preferred in the Cytokine and CAM Antagonists category; moved Syt Cn g {0 preferred and removed the red writing T/F (Trial/Failure) of preferred agents not being required for children <18 years of age in the Growth

Pen/Syringe (

0k Seringe P fo preferred . the fmmunamodulator, Atapie Dermattscaegors: added Wogous Tablet a« prefered i e GLPo1 weght management categars,and moved Viama Cream o prefrsed i the Poriasiscatcgory du fo fcal impact,ffctive 04.012026.
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://mes.medicaid.ncdhhs.qov/ then click on the Pharmacy Benefit Administrator ti
More information on the PDL can be found at: ncdhh h: ices

+ moved Ebglyss™

“Antivirals (Hepatitis C Agents)

Plans may not apply add r prior ization criteria to this category
Preferred Non-Preferred
Peoasvs” Svringe / Vial
ribavirin cansule / tablet (eeneric for Conesus”. Rebetol )
Clinical criteria apply to all drugs listed below
Prior Approval Not Required for Mavyret” Tablet / Pellet Pack and sofosbuvir-velpatasvir tablet (generic for Epclusa®)
genotypes without cirrhosis Enclusa” Pellet Pack/Tablet
Mavvret” Tablet (8 weeks of theranv) Harvoni” Pellet Pack / Tablet
Mavvret” Pellet Pack ledipasvir-sofosbuvir tablet (seneric for Harvoni®)
sofosbuvir-velpatasvir tablet (zeneric for Enclusa®) Sovaldi” Pellet Pack / Tablet
Zevatier” Tablet
All genotvoes with cirrhosis (Child Pugh-A)
Mavret” Tablet (Un to 12 weeks of therapy)
Mavret” Pellet Pack
sb tablet (eeneric for Enclusa®)
Al genotypes previously treated with an HCV regimen containing an NS5A inhibitor or genotype 1a or 3 infection and have previously been treated with an HCV regimen
containing sofoshuvir without an NSSA
Vosevi™ Tablet
All genotypes with cirrhosis
sofosbuvir-velvatasvir tablet (generic for Enclusa®)
“Antivirals (Herpes Treatments)
Preferred Non-Preferred
acvelovir cansule / tablet / susnension (zeneric for Zovirax“) Valtrex” Caplet
fameiclovir tablet (veneric for Famvir®)
valacvelovir tablet (generic for Valtrex)
“Antivirals (Influenza)
Preferred Non-Preferred
oseltamivir phosphate cansule / susnension (zeneric for Tamiflu") tablet (eeneric for Svmmetrel ")
tablet (generic for Flumadine™) Flumadine” Tablet
Relenza” Diskhaler
Tamiflu" Capsule / Suspension
Xofluza™ Tablet - T/F of onlv one preferred druo reauired
iibiotics, Inhaled
Plans may not apply additional uti or prior criteria to this category
T/F nfonl» one preferred drug required
Preferred Non-Preferred
Kitabis™ Pak Arikavee” Vial
Bethkis” Amoule Cavston” Solution
tobramvein inhalation solution (veneric for Tobi™) tobramvein inhalation nak (eeneric for Kitabis™)
Tobi" Podhaler™ / Solution
tobramyein Ampule (generic for Bethkis)
BEHAVIORAL HEALTH
ANTIDEPRESSANTS
Other
Preferred Non-Preferred
bunronion tablet / SR tablet / XL tablet (generic for Wellbutrin® Tablet / SR / XL) Auvelitv® Tablet
ER tablet (generic for Pristia®) Bunronion XL tablet (generic for Forfivo® XL
duloxetine cansule (generic for Cvmbalta™) Cvmbalta® Cansule
Effexor” XR Cansule ER tablet (sencric for Khedezla")
i ine ODT / tablet (eeneric for Remeron®) duloxetine cansule (generic for Irenka ")
trazodone tablet (seneric for Desvrel”) Emsam” Patch
venlafaxine tablet / ER I ic for Effexor”. Effexor” XR) Exxua” ER Tablet / ER Titration Pack
vilazodone tablet (veneric for Viibrvd ™) Fetzima® Cansule / Titration Pak
Forfivo” XL Tablet
Marolan” Tablet
Nardil” Tablet
nefazodone tablet (veneric for Serzone™)
ohenelzine tablet (eeneric for Nardil™)
Pristia” ER Tablet
Raldesv™ Solution
Remeron” Soltab™ / Tablet
tablet (generic for Pamate™)
Trintellix” Tablet
venlafaxine besylate ER tablet
venlafaxine ER tablet
Viibrvd® Tablet
Weubunm‘ SR
Zurzuvae™ Cansule T/F of preferred agents not reauired for diagnosis of post-partum depress
Selective Serotonin Reuptake Inhibitor (SSRD)
Preferred Non-Preferred
citalopram solution / tablet (generic for Celexa®) Celexa” Tablet
tablet (zeneric for Lexanro”) citalopram capsule
fluoxetine capsule / solution (generic for Prozac”) solution / Capsule (generic for Lexapro®)
fluvoxamine tablet (generic for Luvox”) fluoxetine DR les ( for Prozac” Weeklv)
paroxetine tablet (generic for Paxil™) fluoxetine tablet (generic for Prozac®) - T/F of preferred agents not reauired for children < 18 vears of age
Paxil” Suspension fluvoxamine ER capsule (generic for Luvox CR")
sertraline solution / tablet (generic for Zoloft™) Lexapro” Tablet
paroxetine capsule (generic for Brisdelle®)
paroxetine suspension / CR tablet (generic for Paxil”/ CR)
Paxil” Tablet / CR Tablet
Prozac” Pulvule
sertraline capsule
Zoloft” Solution / Tablet
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Revised 0

31,2026 OfF-Cycle Change: Moved Taltz® Aut
Quallent), and Humirath Crobn's Starier Pack / Ped. Crohn's Starter Pack | en  Paor
Ibkz) mmw Pento |\rcfrrrcd in the

jector / Syringe, \mncmlm Vial / Syringe (bi
iasis Starter Pack wm..;,c to non-preferred in the C

North Carolina Division of Health Benefits
North Carolina Medicaid Preferred Drug List (PDL)
Effective Date April 1, 2026
Revised 02.19.2026 Off-Cycle Change: Added Eliquis® Sprinkle and Suspension to preferred status in the Oral Anticoagula
192026 FE.Cyle Change: Mored Novalog U100 Pl FlesPend Vit prfrrd st n the pogyenio
to Stelara® ), and Tyenne® (tocilizumab-aazg) Autoinjector / Sy rred status: moved Cosentyx® Sensoready® Pen / UnoReady® Pen / Syringe.

s category due to fiscal impact, effective 01.01.2026.

jectable: Rapid acting Insulin category, due fo patient access,effective 03.202026

J Vial to pre
okine and CAM Anagonist categorss moved Skytrafa® Cart
munomodulators, Atopic Dermatitis category: added Wegovy® Tablet as preferred in the GLP-
Trial and failure (T/F) of two Preferred drugs are required unless only one Preferred option s 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

https://mes.medicaid.ncdhhs.gov// then click on the Pharmacy Benefit Administrator tils
More information on the PDL can be found at: ncdhh: h

Vial / Syringe,

ige to preferred and removed the red writing T/F (Trial/Failure) of .mrmm agents not being required for c
weight management category, and moved Vtama® Cream to preferred in the Psoriasis category due to fiscal i

ren <18 years of age

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

npact, effective 04.01.2026.

Pen / Syringe,

Pen/Syringe (

the Growth

+ moved Ebglyss™

INESIS / ADHD

Plans may not apply add

r prior criteria to this category
Preferred Non-Preferred
Adderall” Tablet (Generic Product Per FDA) Adzenvs” XR ODT
Adderall” XR Cansule ER ODT (generic for Adzenvs” XR ODT)- of preferred acents not reauired for children < 12 vears of age
salt combo tablet (generic for Adderall ) salt combo ER casule (seneric for Mvdavis™)
salt combo XR cansule (generic for Adderall” XR) sulfate tablet (generic for Evekeo®)
cansule (seneric for Strattera®) Antensio” XR Cansule
clonidine ER tablet (seneric for Kanvay”™) Agstarvs™ Cansule
Concerta” Tablet Cotempla™ XR-ODT
Davirana” Patch Dexedrine” Spansule”
tablet / ER capsule (veneric for Focalin® / XR) ER capsule (seneric for Dexedrine” Spansule”)
tablet (veneric for Dexedrine”) solution (seneric for ProCentra®)
uanfacine ER tablet (generic for Intuniv®) Dvanavel” XR Susvension - T/F of preferred agents not reaired for children < 12 vears of ave
chewable tablet (generic for Vyvanse™) Dvanavel” XR Tablet
Methvlin” Solution Evekeo” Tablet / Evekeo” ODT Tablet
CD cavsule (generic for Metadate” CD) " Tablet
ER tablet (sencric for Concerta®) " XR Cansule
tablet / solution (veneric for Methvlin®. Ritalin®) Intuniv” Tablet
Vyvanse® Capsule Jomav PM"™ Capsule
Vyvanse® Chewable Tablet cansule (generic for Vyvanse™
tablet (generic for Desoxvn™)
chewable (veneric for Methv ‘\
R capsule (generic for Apts
ER tablet (45 mg and 63 m ) mmnded Product Per FDA)
LA cavsule (generic for Ritalin” LA)
natch (eeneric for Davtrana™)
Mvdavis” ER Capsule
Onvda XR Susnension- T/F of nreferred avents not reauired for children < 12 vears of ave
ProCentra” Solution
Oclbree™ Cansule
Ouillichew” ER Tablet - T/F of nreferred agents not reauired for children < 12 vears of ase
Ouillivant® XR Susnension -T/F of preferred agents not reauired for children < 12 vears of ave
Relexxii™ ER Tablet
Ritalin® LA Cansule
Ritalin” Tablet
Strattera” Cansule
Xelstrvm" Patch
Zenzedi® Tablet
INJECTABLE ANTIPSYCHOTICS
Tnjectable Long Acting
Plans may not apply additional utilization or prior criteria to this category
Preferred Non-Preferred
Abilify Asimtufii” Svringe Kit
Abilify Mam\ena” Svrinee / Vial
Aristada” / Initio™ Sringe
Ei i® palmitate) extended-release injectable suspension
decanoate vial (generic for Prolixin decanoate™)
Haldol” decanoate Ampule
haloneridol decanoate amoule / vial (seneric for Haldol decanoate™)
Inveea” Hafvera Prefilled Svrinee Kit
Inveea” Sustenna Prefilled Svrinoe
Inveea” Trinza Svrinee
Perseris” Svringe
Risverdal* Consta Vial
risneridone ER vial (eeneric for Risnerdal” Consta)
Rvkindo® Vial / Vial Kit
Uzedv"™ Svringe Kit
Zyvorexa®” Relorewv™ Vial Kit
ATYPICAL ANTIPSYCHOTICS
Oral / Transdermal
Plans may not apply additional utilization r prior criteria to this category
F of only one preferred drug required
Preferred Non-Preferred

Tablet / Solution (generic for Abilify")

Abilify" Tablet / Abilify* MyCite” Tablet

asenapine SL tablet (eeneric for Savhris” SL)

ODT (generic for Abilify” Discmelt™)

clozaine tablet (eeneric for Clozaril )

Cavlvta™ Cansule

lurasidone tablet (generic for Latuda”)

clozapine ODT (generic for FazaClo™)

olanzavine ODT / tablet (weneric for Zvorexa®)

Clozaril” Tablet

ER tablet (eeneric for Inveea”) Cobenfy
auetianine tablet / ER tablet (veneric for Seroauel*/ XR) Cobenfy Starter Pack
risneridone ODT / solution / tablet (seneric for Risperdal*) Fanant* Tablet / Titration Pack

\7r4v|4r Casule

Geodon” Capsule

capsule (generic for Geodon™)

Invega® Tablet

Latuda® Tablet
Lbalvi™ Tablet
Nuplazid® Tablet / Capsule
lanzapine-fl capsule (zeneric for Symbvax™)

Opipza™ ( Oral Film

Rexulti® Tablet / 7-Dav Pack / 14-Day Pack

Risperdal” Solution / Tablet

Saphris” SL Tablet

Secuado” Patch

Seroauel " Tablet / XR Tablet / XR Sample Kit

Versacloz” Suspension

Zyorexa” Tablet / Zvdis” Tablet
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North Carolina Division of Health Benefits
North Carolina Medicaid Preferred Drug List (PDL)
Effective Date April 1, 2026

Revised 02.1 ® Sprinkle and Suspension to preferred status in the Oral Anticoagul:

6 OFF-Cycle Change: Added E

s category due to fiscal impact, effective 01.01.2026.

Revised 03.18.2026 Off-Cycle Change: Moved Novolog® U-100 Penfill/ FlexPen® / Vial to prefered satus in the Hypoglycemic-Injectable: Rapid acting Insulin category, due to patient access, ffect
1.2026 OfF-Cycle Change: Moved Taltz® Auto-injector N\rll\ur. \mnem/m\ul/\\nlvm[ r to Stelara® ), and Tyenne® (tocilizumab-aazg) Autoinjector / Syringe/ V rred status; moved Cosentyx® Sensoready® Pen / UnoReady® Pen / Syringe. Vial / Syringe, Pen / Syringe, adali Pen/Syringe (
Quallent) , and Humi 0 Crahn'sStarter Pack / Ped. Croha's Sartr Pack | en  Paorisi Starter Pack wm..;,c to non-preferred in the Cytokine and CAM Antagonists category: moyed wumm(w g (0 preferred and removed the red writing T/F (Trial Failure) of preferred agents not being required for children <18 years of age in the Growth s moved E I\gl\u"’

ke Syringe/Pento preerred i e manomodulators Aople Dermatiyscategerys added Wegevy® Table s prefrre i th GLD-1 welght svnagement categorss and oved Veama® Crea o prefemed nth Fo
Trial and failure (T/F) of two Preferred drugs are required unless only one Preferred option s listed or a T/F criteria exemption s otherwise indicate
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 Ils(ed as TO BE REVIEWED. For drugs requiring prior authorization, clinical criteria and prior authorization request forms can be found at
https medicaid.ncdhhs.qovll then click on the Pharmacy Benefit Administrator tile.
More information on the PDL can be found at: ncdhh h: ices

asis category due to fiscal impact, effective 04.01.2026.

ULAR

ACE INHIBITOR

Preferred Non-Preferred

benazenril tablet (veneric for Lotensin®) Accupril® Tablet

cnalapril tablet (eeneric for Vasotec”) Altace” Cavsule

lisinovril tablet (eeneric for Prinivil” and Zestril™) cantonril tablet (eeneric for Cavoten®)

ramioril cavsule (generic for Altace™) enalanril solution (veneric for Enaned™) - T/F of referred agents not reauired for children < 12 vears of age

Enaned” Solution - T/F of preferred agents not reauired for children < 12 vears of age

fosinovril tablet (seneric for Monooril*)

" Tablet

Lotens

moexinril tablet (generic for Univasc™)

nerindooril tablet (zeneric for Aceon®)

Obrelis” Solution - T/F of preferred agents not reaired for children < 12 vears of ave

auinaoril tablet (generic for Accunril”)

il tablet (veneric for Mavik")

Zestril” Tablet

ACE INHIBITOR / CALCIUM CHANNEL BLOCKER COMBINATION

Preferred Non-Preferred

amlodinine-benazenril cansule (veneric for Lotrel ) Lotrel” Capsule

il-veranamil ER tablet (seneric for Tarka")

ACE INHIBITOR / DIURETIC COMBINATION

Preferred Non-Preferred

lapril-HCTZ tablet (seneric for Vaseretic™) Accuretic” Tablet

1-HCTZ tablet (gencric for Prinzide”. Zestoretic™) 1-HCTZ tablet (eeneric for Lotensin” HCT)

1-HCTZ tablet (zeneric for Canozide™)

fe 1-HCTZ tablet (eneric for Monopril” HCT)

Lotensin” HCT Tablet

auinapril- HCTZ tablet (zeneric for Accuretic”. Ouinaretic”)

Vaseretic” Tablet

Zestoretic” Tablet

ANGIOTENSIN IT RECEPTOR BLOCKER'

Preferred Non-Preferred
irbesartan tablet (veneric for Avapro®) Arbli™ Suspension

losartan tablet (eeneric for Cozaar™) Atacand” Tablet

olmesartan tablet (zeneric for Benicar”) Avapro” Tablet

valsartan tablet (eeneric for Diovan”) Benicar” Tablet

tablet (generic for Atacand”)

Cozaar” Tablet

Diovan” Tablet

Edarbi” Tablet

eprosartan tablet (zeneric for Teveten”)

Micardis” Tablet

telmisartan tablet (zeneric for Micardis™)

valsartan oral solution

ANGIOTENSIN Il RECEPTOR BLOCKER COMBINATION:

Preferred Non-Preferred

amlodinine-olmesartan tablet (generic for Azor™)

Azor” Tablet

amlodinine-valsartan tablet (generic for Exforee™)

Exforee” Tablet / HCT Tablet

olmesartan-amlodinine-HCTZ, tablet (seneric for Tribenzor™)

telmisartan-amlodinine tablet (seneric for Twvnsta™)

Tribenzor” Tablet

amlodivine-valsartan-HCTZ tablet (seneric for Exforge” HCT)

ANGIOTENSIN Il RECEPTOR BLOCKER DIURETIC COMBINATIONS

Preferred Non-Preferred
irbesartan-HCTZ tablet (veneric for Avalide™) Atacand” HCT Tablet
losartan-HCTZ tablet (generic for Hyzaar") Avalide" Tablet
olmesartan-HCTZ tablet (eeneric for Benicar” HCT) Benicar” HCT Tablet
valsartan-HCTZ tablet (generic for Diovan® HCT) HCTZ tablet (veneric for Atacand” HCT),
Diovan” HCT Tablet
Edarbvelor” Tablet
Hyzaar” Tablet
Micardis" HCT Tablet
telmisartan-HCTZ tablet (generic for Micardis” HCT)
"ANGIOTENSIN [TRECEPTOR / NEPRILYSIN BLOCKER COMBINATIONS
Plans may not apply additional utilization ior ization criteria to this ca
Preferred | Non-Preferred
Entresto” Tablet \F.mmsm‘ (sacubitril / valsartan) Sprinkle Pellet-T/F of preferred agents not required for children < 12 vears of age
[sacubitril and valsartan tablet (generic for Entresto®)
ANTIANGINAL & ANTE-ISCHEMIC
Preferred Non-Preferred
ranolazine ER tablet (generic for Ranexa” Tablet) Asoruzvo”™ Sorinkle
TARRHYTHMICS
Preferred Non-Preferred
tablet (zeneric for Cordarone®) Multaa” Tablet
cansule (generic for Noroace™) Norace™ Cansule / CR Cabsule
dofetilide cansule (generic for Tikosvn") Pacerone” Tablet
flecainide tablet (generic for Tambocor™) auinidine eluconate ER tablet (ceneric for Ouinaglute DuraTabs™)
mexiletine cansule (eeneric for Mexitil*) Tikosvn® Capsule

tablet (generic for Rvthmol ™)

SR cansule (generic for Rvthmol SR™)

auinidine sulfate tablet (eeneric for Ouinidex” Tablet)
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North Carolina Division of Health Benefits
North Carolina Medicaid Preferred Drug List (PDL)
Effective Date Apri

uis® Sprinkle and Suspens

1,2026

Revised 02.19.2026 Off-Cycle Change: Added E

s category due to fiscal impact, effective 01.01.2026.

Vial / Syringe, Pen / Syringe, Pen/Syringe (

the Growth

ren <18 years of age

+ moved Ebglyss™

Revised 0 |x,znu.on(wm-(lung.- Moved Novolog® U-100 Penfill/ FlexPen / Vial to prch-rn-(l tatus in the Hypoglycemic-Injectable: Rapid acting Insuli catcgory, dut o patient aceess,effecive 03.202026
31.2026 OfF-Cycle Change: Moved Taltz® Auto-injector mmm.mmnwmu»mmu. r to Stelara® ), and Tyenne® (tocilizumab-aazg) Autoinjector / Syringe/ Vial to preferred status: moved Cosentyx® Sensoready® Pen / UnoReady® Pen / Syringe.
Quallent) , and Humira 0 Crahn'sStaier Pack / Ped. Croha's Starter Pack | en  Paoriti Strter Pack / Syringe to non-preferred in the Cytokine and CAM Antagonists category: moved Skytroras Cart g {0 preferred and removed the red writing T/F (Trial/Failure) of preferred agents not being required for

Ibkz) mmw Pento |\rcfrrrcd in the eategory; added Wegovy® Tablet as preferred in the GLP-

munomodulators, Atopic Dermati

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

weight management category, and moved Vtama® Cream to preferred in the Psoriasis category due to fiscal i
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.

npact, effective 04.01.2026.

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://mes.medicaid.ncdhhs.gov// then click on the Pharmacy Benefit Administrator tils

More information on the PDL can be found at: ncdhh: h: ices
BETA BLOCKERS
Plans may not apply add r prior criteria to this category
Preferred Non-Preferred
atenolol tablet (veneric for Tenormin®) acebutolol cansule (zeneric for Sectral )
bisonrolol tablet (seneric for Zebeta®) Betanace” Tablet / AF Tablet
carvedilol tablet (seneric for Cores®) betaxolol tablet (generic for Kerlone®)
Hemaneol” Solution Bystolic” Tablet
labetalol tablet (seneric for Trandate™) carvedilol ER cansule (generic for Coree” CR Cansule)
metorolol succinate XL tablet (veneric for Tonrol XL} Coreg"” Tablet / CR Cansule
metobrolol tartrate tablet (veneric for Lobressor”) Inderal” LA Capsule / XL Capsule
nadolol tablet (eeneric for Coreard ) Innovran” XL Cavsule
nebivolol tablet (seneric for Bystolic™) Kansoargo™ Sorinkle - T/F of preferred agents not reauired for children < 12 vears of ase
lol solution / tablet / ER cansule (eeneric for Inderal ") Looressor” Tablet / Solution
sotalol tablet / AF tablet (weneric for Betanace” / AF. Sorine™) pindolol tablet (generic for Visken®)
Sotvlize® Solution
Tenormin® Tablet
molol tablet (generic for Blocadren™)
Tovrol XL” Tablet
BETA BLOCKER DIURETIC COMBINATIONS
Preferred Non-Preferred
atenolol tablet (veneric for Tenoretic”) metobrolol-HCTZ tablet (generic for Lovressor” HCT)
bisonrolol-HCTZ tablet (weneric for Ziac®) ororanolol-HCTZ tablet (generic for Inderide™)
Tenoretic” Tablet
BILE ACID SEQUESTRANTS
Preferred Non-Preferred

packet / powder / light packet / light powder (generic for Questran® / Questran® Light) packet / tablet (seneric for Welchol ™)

colestinol tablet (zeneric for Colestid” Tablet) Colestid” Granules / Tablet

colestinol (zeneric for Colestid™)

Prevalite® Packet / Powder

Ouestran” Licht Powder / Packet / Powder

Welchol* Packet / Tablet

CARDIOVASCULAR, OTHER

Preferred

Non-Preferred

Camzvos” Cansule - Clinical criteria anply Lodoco”

CHOLESTEROL LOWERING AGENTS

Preferred

Non-Preferred

tablet (veneric for Linitor™) Altoprev” Tablet

czetimibe (veneric for Zetia™) amlodinine-atorvastatin tablet (eeneric for Caduet™)

lovastatin tablet (generic for Mevacor”) Atorvalia” Susoension

pravastatin tablet (seneric for Pravachol ™) Caduet” Tablet

tablet (generic for Crestor®)

Crestor”
simvastatin tablet (generic for Zocor®) Ezallor™ Capsule

ezetimibe-simvastatin (zeneric for Vvtorin®)

fluvastatin cansule / ER tablet (generic for Lescol” / XL)

Juxtanid” Capsule - C

al criteria apply

Lescol” XL Tablet

Livitor” Tablet

Livalo” Tablet - T/F of preferred agents not reauired with

therapy in patients diacnosed with HIV

Nexletol” Tablet - Cli

Nexlizet” Tablet -

tablet (generic for Livalo™) - T/F of preferred agents not reauired with

therapy in patients diagnosed with HIV

Vviorin" Tablet

Zetia" Tablet

Zocor” Tablet

Zyvitamae™ Tablet

CORONARY VASODILATORS

Preferred

Non-Preferred

isosorbide dinitrate tablet (generic for Isordil” Titradose”, IsoDitrate”, et.al) Gonitro” Sublingual Powder.

isosorbide mononitrate tablet / ER tablet (generic for Ismo”. Monoket”, Imdur") Nitro-Bid" Ointment

patch / sprav / SL tablet (generic for Nitro-Dur”. Minitran”, Nitrostat”. et. al) Nitro-Dur” Patch

Nitrostat” SL Tablet ointment (generic for Nitro-Bid")

Nitrolineual” Spray.

Verauvo™ Tablet

DIHYDROPYRIDINE CALCIUM CHANNEL BLOCKERS

r prior

Plans may not apply additional uti criteria to this cate;

Preferred

Non-Preferred

amlodipine tablet (generic for Norvasc®) felodipine ER tablet (zeneric for Plendil®)

nifedinine capsule (generic for Procardia®) isradinine capsule (generic for Dvnacir™)

nifedipine ER tablet (generic for Adalat CC* / Procardia XL") Katerzia™ Suspension - T/F of preferred agents not required for chi

ren < 12 vears of age

Norliava” Solution tablet (generic for Coniupri®)

nicardinine capsule (generic for Cardene”)

nimodivine capsule (generic for Nimoton™)

nimodipine solution

nisoldipine ER tablet (generic for Sular™)

Norvasc” Tablet

Nvmalize” Solution / oral svringe

Procardia® XL Tablet

Sular” Tablet
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ised 0. yele Change: Moved Taltz® Auto
Quunnm ulul II||m|r| (b Crab's Sarter Pack / Ped. Crah's Starter Pac

jector smnzr. Starjemza Vi

Revised 03,18

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

Revised 02.19.2026 Ulf(\clc(hnlluc Added Eliquis® sonnuuna Suspension to preferred status in the Oral Anticoagulants category due to fiscal impact, effective 01.01.2026.
ZOZ&U"(\:IA‘(Iungr Moved Novolog® U-100 I'rnfll i o prefered status n che Hypoglycemic-Injctable: Rapid acting Insulin category, due o patint acces,efective 03.20.2026

&

/Pen to preferred in

uto
Psoriasis Starter Pack / Syringe (o non- prrlcrrcd in the Cytokine and CAM Amgomuumu«r i

0 Stelara® ), and Ty mr,Mrmgr/\ulmprmm«wum.mmm(n;en-\\mcn;omdm Pen  UnoReady® Pen / Syringe, Vial dal b-adaz Pen / Syringe, adalimumab- udhm mmnngrmanurmurrr,

moved Skytrofa® Cartridge to preferred and removed the red writing T/F (Trial/Failure) of preferred agents not being rcqulrcd fo chitdren <18 years of age in the Growth oved Ebglys:

reviewed by the PDL. Panel These drugs are Ils(ed as TO BE REVIEWED.

\topic Dermatitis category; added Wegovy® Tablet as preferred in the GLP-1 weight management category, and moved Vtama® Cream to preferred in the Psoriasis category due to fiscal impact, effective 04.01.2026.
Tml and failure (T/F) of two Preferred drugs are required unless only one Preferred option s listed or a T/F criteria exemption s otherwise indicate
Nol all therapeutic drug classes are included on the PDL. All drugs in the classes not included are considered Preferred. In addition to
F criteria, clinical criteria (indicated in RED) may also apply. New to market products typically default to Non-Preferred status until
For drugs requiring prior authorization, clinical criteria and prior authorization request forms can be found at
https medicaid.ncdhhs.qovll then click on the Pharmacy Benefit Administrator tile.
More information on the PDL can be found at: ncdhh h: ices

DIRECT RENIN INHIBITOR

Preferred Non-Preferred
Tekturna® Tablet aliskiren tablet (zeneric for Tekturna” Tablet)
Tekturna” HCT Tablet
ENDOTHELIN RECEPTOR ANTAGONIST
Covered for diagnosis of Pulmonary Arterial Hy ion only
Preferred Non-Preferred
tablet (generic for Letairis™ Tablet) bosentan tablet ftablet for (aeneric for Tracleer™)
Tracleer” Tablet Letairis” Tablet
Opsumit” Tablet
Opsvnvi” Tablet
Tracleer” Susvension
TNHALED PROSTACYCLIN ANALOG!
Preferred Non-Preferred
Tvvaso” Refill Kit / Solution / Starter Kit Tvvaso” DPI
Ventavis” Soluti Yutrenia™ DPI
NIACIN DERIVATIVES
Preferred | Non-Preferred
niacin ER tablet (ceneric for Niasoan™) }
NITRATE COMBINATION
Preferred Non-Preferred
Bidil® Tablet isosorbide dini tablet (seneric for Bidil*)
NON-DIHYDROPYRIDINE CALCIUM CHANNEL BLOCKERS
Preferred Non-Preferred

Cartia XT" Cansule (branded eeneric for Cardizem CD")

diltiazem LA tablet (eeneric for Cardizem LA™Y

Dilt XR" Cansule (branded generic for Dilacor XR")

Matzim” LA Tablet (seneric for Cardizem LA®)

iazem ER 24 hour capsule (eeneric for Dilacor XR”, Tiazac™)

Verapamil Capsule SR (generic for Verelan®)

ltiazem tablet / CD cabsule / ER 12 hour cavsule (generic for Cardizem” / CD / SR)

veranamil ER cansule / PM cansule (eeneric for Verelan” / Verelan” PM)

Taztia XT* Cansule (branded generic for Tiazac™)

Verelan” PM Cavsule

Tiadvit” ER Cansule

veranamil tablet / ER tablet (generic for Calan” / SR)

ORAL PULMONARY HYPERTENSION

Covered for diagnosis of Pulmonary Arterial all) and Chronic T ic Pulmonary Adempas” only

Preferred Non-Preferred
Alva” Tablet (branded generic for tadalafil) Adcirca” Tablet
sildenafil tablet (eeneric for Revatio™) Ademas” Tablet
tadalafil tablet (zeneric for Adcirca™) Orenitram” ER Tablet / Titration Kit
Revatio” Suspension / Tablet - T/F of referred agents not reauired for children < 12 vears of age for Susnension ONLY.
sildenafil susension (generic for Revatio™ - T/F of preferred agents no reauired for children < 12 vears of age
Tadlia" Suspension
Untravi” Tablet / Titration Pack
PCSKI
Plans way not apoly addltional utlzaton - criteria to this category
C riteria apply to all drugs in this class
Preferred Non-Preferred
Repatha® Syringe / Pushtronix / Sureclick Lequio® Injection
Praluent® Pen
PLATELET INHIBITORS
Plans may not apply additional utilization r prior criteria to this category
Preferred Non-Preferred
Brilinta” Tablet ER cansule (seneric for Averenox”)
clonidoerel tablet (veneric for Plavix™) Effient” Tablet
tablet (veneric for Persantine”) Plavix” Tablet
prasugrel tablet (generic for Effient” Tablet) Ticagrelor Tablet (generic for Brilinta”)
SYMPATHOLYTICS AND COMBINATIONS
Preferred Non-Preferred
clonidine tablet / patch (veneric for Catapres”/ TTS) clonidine ER tablet (eneric for Nexiclon™ XR)
cuanfacine tablet (generic for Tenex*) HCTZ tablet (generic for Aldoril*)
tablet (ceneric for Aldomet") vial (generic for Aldomet™)
Nexiclon™ XR Tablet
TRIGLYCERIDE LOWERING AGENTS
Preferred Non-Preferred

fenofibrate tablet (generic for Tricor™)

fenofibrate capsule / tablet (generic for Antara®. Lofibra®. Fenoalide®. et. al)

il tablet (eeneric for Lopid")

fenofibric acid tablet (generic for Fibricor”, Trilipix™)

icosapent ethyl capsule (generic for Vascepa®)

Fibricor” Tablet

omeea-3 acid ethyl esters capsule (generic for Lovaza®)

Lipofen” Capsule

Lovid” Tablet

Tricor” Tablet

Trilipix” Capsule
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North Carolina Division of Health Benefits
North Carolina Medicaid Preferred Drug List (PDL)
Effective Date April 1, 2026

® Spi nuund Suspension to preferred status in the Oral As
P

Revised 02.19.2026 Off-Cycle C mnuc Added

agulants category due to fiscal impact, effective 01.01.2026.

Revised 03.18.2026 oMulr(lungr, Moved N U-100 Penfill/ Flex Vial to preferred status in the Hypoglycemic-Injectable: Rapid acting Insulin category, durm patient access, ffective 03.20.2026
Revised 03 yele Change: Moved Taltz® Auto-injector / Syringe, Starjemza Vial / to Stelara® ), anc Autoinjector / Swlng:/ Vial to preferred status: moved Cosentyx® Sensoready® Pen / UnoReady® Pen / Syringe, b \ial‘ inge, adalimumab-adaz Pen / Syringe, adalimumab-adbm mmrmgrmauurmurrr.
Quallent), and Humira® Crobn's Starter Pack / Ped. Crohn'sStarter Pack / Pen, Psoriasis Startr Pack / Syringe t on prrlcrrcd in rhc Cytokine and CAM Antagonists category: moved Skytrofa® Cartridge to preferred and removed the red writing T/F nmurauumarmrm«t agents not being required for n <18 years of age in the Growth + moved Ebglys
/Pen to preferred in topic Dermatitis category; added Wegovy® Tablet as preferred in the GLP-1 weight management category, and moved Vtama® Cream to preferred in the Psoriasis category due to fiscal |m|ucv. elfectine 0401.2026,

Tml and failure (T/F) of two Preferred drugs are required unless only one Preferred option s listed or a T/F criteria exemption s otherwise indicate
Nol all therapeutic drug classes are included on the PDL. All drugs in the classes not included are considered Preferred. In addition to
ciiteria, 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 Ils(ed as TO BE REVIEWED. For drugs requiring prior authorization, clinical criteria and prior authorization request forms can be found at
https medicaid.ncdhhs.qovll then click on the Pharmacy Benefit Administrator tile.

More information on the PDL can be found at: ncdhh h: ices
CENTRAL NERVOUS SYSTEM
ANTIMIGRAINE AGENT:
‘Quantity limits apply to all triptans.
Preferred Non-Preferred
rizatriotan tablet / ODT (weneric for Maxalt™) almotriptan tablet (zeneric for Axert™)
sumatriptan nasal spray / tablet / vial (generic for Imitrex”) diclofenac potassium powder packet (generic for Cambia”) - “T/F of 2 preferred NSAIDs, in addition to T/F of 2 preferred triptans in the Antimigraine Agents class required for coverage
cletrintan tablet (eeneric for Relpax™)
Elvxvb™ Solution - T/F of 2 preferred NSAIDs. in addition to T/F of 2 preferred trintans in the Antimigraine Agents class reauired for coverage
Frova” Tablet
frovatriotan tablet (generic for Frova™)
Imitrex” Cartridee / Nasal Sorav / Pen / Tablet
Maxalt” Tablet / MLT Tablet
naratriotan tablet (seneric for Ameree®)
Relpax” Tablet
Revvow™ Tablet
naproxen tablet (eeneric for Treximet™)
iniection kit / refill / svrinee (eneric for Imitrex™)
Svmbravo” Tablet
Tosvmra™ Nasal Soray.
Zembrace” SvmTouch”
nasal sorav / ODT / tablet (generic for Zomig™)
Zomie™ Nasal Sorav / Tablet
ANTIMIGRAINE AGENT
CGRP PREVENTATIVE
Plans may not apply additional utilization or prior rization criteria to this category
Clinical criteria apply o all drugs in this class
Preferred Non-Preferred
Aimovie” Emeality” Svringe 100 MG
Aiovv” /Svringe Vventi® Vial
Emealitv” Pen / Svringe
Nurtec” ODT
Oulinta® Tablet
ANTIMIGRAINE AGENTS
ACUTE TREATMENT
Plans may not apply additional utilization criteria to this category
Clicat erlteria appty o al drugs I this class
Preferred Non-Preferred
Nurtec” ODT Zavzoret™ Nasal Sorav
Ubrelvv"” Tablet
TI-NARCOLEPSY
Plans way not apoly addltional utlzaton r prior ization criteria to this category
riteria apply to all drugs in this class
Preferred Non-Preferred
Provieil” Tablet tablet (generic for Nuvigil")
modafinil tablet (seneric for Provieil )
Nuvieil® Tablet
Sunosi”™ Tablet
Wakix" Tablet
ANTI-PARKINSON AND RESTLESS LEG SYNDROME AGENTS
Preferred Non-Preferred
capsule / solution (eeneric for Svmmetrel ) Avokvn” Cartridge
tablet (eeneric for Cogentin®) cartridee (generic for Anokvn")
cansule / tablet (generic for Parlodel ) Azilect” Tablet
carbidova-levodona ODT (generic for Parcona™) carbidoa tablet (generic for Lodosv™)
carbidona-levodona tablet  ER table (eeneric for Sinemet” / CR) carbidona-levodona-entacanone tablet (seneric for Stalevo™
tablet (eeneric for Mirapex™) Crexont Capsule ER
ropinirole tablet (generic for Requip®) Dhivy Tablet™
selesiline cavsule / tablet (peneric for Emsam") Duova” Suspension
elixir / tablet (generic for Artane”) entacanone tablet (eneric for Comtan®)
Gocovri” Capsule - I criteria anply
Horizant” Tablet
Inbriia™ Inhalation - Clinical criteria anply
Neunro” Patch
Nourianz" Tablet
Onapgo™ Cartridge
Ongentvs” Capsule- Clinical criteria apply
Osmolex FR™ Tablet - Clinical eriteria apply
ER tablet (generic for Mirapex ER")
rasagiline tablet (eeneric for Azilect™)
ropinirole ER tablet (generic for Reauip XL")
Rytary” ER Capsule
Sinemet” Tablet
Stalevo” Tablet
tolcapone tablet (eeneric for Tasmar")
Wyx ev Vial
[ Xadaeo” Tablet
MULTIPLE SCLEROSIS
lnjbdﬁ e
Plans may not apply additional utilization prit ization criteria to this category
Preferred Non-Preferred
Avonex” Pack / Pen/ Svringe Briumyi™ Vial
Betaseron” Kit / Vial Coaxone” 40 MG/ML Svringe
Conaxone” Svringe 20 MG/ML alatiramer svringe 20 MG/ML (generic for Cobaxone” Svringe)
alatiramer svrinee 40 MG/ML (generic for Copaxone” Svrinee) Glatova” Svringe
Kesimota” Pen Lemtrada” Vial
Rebif* Rebidose™ / Titration Pack / Svringe. Ocrevus® Vial - T/F of preferred agents not required for diagnosis of Primary Progressive MS (PPMS)
Ocrevus® Zonovo Vial T/F of oreferred agents not reauired for diagnosis of Primary Progressive MS (PPMS)
Plearidy” Pen / Pen Starter Pack / Svringe / Svringe Starter Pack
Tysabri” Vial
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North Carolina Division of Health Benefits
North Carolina Medicaid Preferred Drug List (PDL)
Effective Date April 1, 2026

Revised 02.19.2026 Off-Cycle (hulluc Added Eliquis® Sprinkle and Suspension to preferred status in the Oral Anticoagulants category du o fisal impac, effective 01.01.2026.

Revised 03.13 Zwlﬁoﬂ(wlr(lungr Moved Novolog® U-100 I'rnfll/l' xPent® / Vial to preferred satus in the Hypoglycemic-Injectable: Rapid acting Insulin category, due fo pafient access,effective 03.20. zuz«
ised 0. yele Change: Moved Taltz® Auto-injector smnm. Starjemza Vial / (0 Stelara® ), and utoinjector / Syringe/ Vial to preferred status; moved Cosentyx® Sensoready® Pen / UnoReady® Pen / Syringe, ial dal b-adaz Pen / Syringe, adalimumab- udhm mmnngrmanurmurrr,
Qumnnm ulul ||umm ® Crohu's Starer Pack/ Ped. Crohn's Sarter Pac Psoriasis Starter Pack / Syringe to non- prrlcrrcd in rl\c Cytokine and CAM Anmgomuumg«r s moved Skytrofa® Cartridge to preferred and removed the red writing T/F (Trial/Failure) of preferred agents not being rcqulrcd fo chitdren <18 years of age in the Growth oved Ebglys:
/Pen to preferred in topic Dermatitis category; added Wegovy® Tablet as preferred in the GLP-1 weight management category, and moved Vtama® Cream to preferred in the Psoriasis category due to fiscal impact, effective 04.01.2026.

Tml and failure (T/F) of two Preferred drugs are required unless only one Preferred option s listed or a T/F criteria exemption s otherwise indicate
Nol all therapeutic drug classes are included on the PDL. All drugs in the classes not included are considered Preferred. In addition to

F 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 Ils(ed as TO BE REVIEWED. For drugs requiring prior authorization, clinical criteria and prior authorization request forms can be found at

htps: medicaid.ncdhhs.gov// then click on the Pharmacy Benefit Administrator tile.
More information on the PDL can be found at: ncdhh: h: ices
Oral
Preferred Non-Preferred

ER tablet (generic for Ampvra™) Ampvra” Tablet
dimethvl fumarate DR capsule / starter pack (eeneric for Tecfidera™ Cansule / Starter Pack) Aubagio” Tablet
fingolimod casule (eeneric for Gilenva™) Bafiertam™ Capsule

tablet (generic for Aubagio”) Gilenva® Cansule

Mavenclad” Tablet

Mavzent” Starter Pack / Tablet

Ponvorv™ Starter Pack / Tablet

Tascenso ODT"

Tecfidera” Capsule / Starter Pack

Vumerity™ Cansule

Zevosia” Starter Pack / Cansule

'AMYOTROPHIC LATERAL SCLEROSIS (ALS) AGENTS

Preferred Non-Preferred

riluzole tablet (generic for Rilutek®) edaravone infusion bag (generic for Radicava®)

edaravone Vial (eeneric for Radicava®)

Oalsodv® Vial T/F of oreferred agents not reauired for SOD1 gene mutation

Radicava” ORS" Susnension / ORS” Starter Kit Susnension / Infusion Bae

Tielutik” Susension

SEDATIVE HYPNOTIC

Plans may not apply additional utilization or prior rization criteria to this category
Quantity limits apply to all sedative hypnotics
Preferred Non-Preferred
tablet (veneric for Lunesta®) Ambien” Tablet / CR Tablet
il le (veneric for Dalmane™) Belsomra” Tablet
ramelteon tablet (veneric for Rozerem” Tablet) Davvigo™ Tablet
15me. 30me cansule (eeneric for Restoril*) Doral” Tablet
zalenlon cansule (veneric for Sonata™) doxenin tablet (generic for Silenor™)
zolnidem tablet (seneric for Ambien”) Edluar” SL Tablet
zolnidem ER tablet (generic for Ambien” CRY estazolam tablet (generic for Prosom™)
Halcion” Tablet
Hetlioz” Cansule / LO Susnension - C
Lunesta” Tablet
auazenam tablet (veneric for Doral ™)
Ouvivia™ Tablet
Restoril” Cansule
Rozerem” Tablet
tasimelteon cansule (seneric for Hetlioz®) - Clinical criteria apolv. T/F of Hetlioz” Cansule reauired for coverace
temazepam 7.5. 22.5 me cansule (seneric for Restoril™)
triazolam tablet (generic for Halcion)
Ipidem capsule
zolpidem SL tablet (generic for Intermezzo™)
TOBACCO CESSATION
Preferred Non-Preferred
bupropion SR tablet (generic for Zvban®) Nicotrol” Inhaler / NS Nasal Sorav
Chantix” Tablet / Starting Box / Continuation Month Box

nicotine gum / lozenge (buccal) / patch

varenicline tablet / startine month box (generic for Chantix™)

month box (generic for Chantix™)

ENDOCRINOLOGY.

GROWTH HORMONE

Plans may not apply additional utilization i ization criteria to this category
Cli i

or prior
eria apply (o all drugs in his class

Prior Approval Not Required for Use of Serostim” in AIDS W

2 Syndrome

Preferred Non-Preferred
Genotropin® Cartridee / M; Humatrone” Cartridee
Norditronin® Flexnro® Neenla” Pen
Skvtrofa” Cartridee Nutropin” AQ NuSpin”

Omnitrope” Cartridge / Vial

Serostim” Vial

Soerova” Pen

Zomacton” Vial

HYPOGLYCEMICS - INIECTABLE

Rapid Acting Insulin

"T/F of only one preferred drug required; Prior ization is required for NP insulins. Prior izations may be valid for up to 3 years for Taries with Type 1 Diabetes.
Preferred Non-Preferred
insulin aspart U-100 Penfill/ FlexPen® / vial (seneric for Novolog®) (seneric for Novolog™) Admelog” SoloStar™ / Vial
insulin lisoro U-100 Junior KwikPen" (zeneric for Humaloe" Junior) Afrezza” Inhalation Powder
insulin lisoro U-100 KwikPen" / vial (veneric for Humalos™) Avidra® SoloStar” / Vial
Novolog® U-100 Penfill FlexPen® / Vial Fiasn” FlexTouch” / Penfill" / PumnCart” / Vial
Relion Novolog” U-100 FlexPen” / Vial Humaloe" U-100 Cartridee/ Junior KwikPen®/ KwikPen" / Vial

Humaloe" U-100 Tempo Pen™:

Humaloe" U-200 KwikPen”’

Kirsty Vial / Pen (biosimilar to Novolog®)

Lyumiev™ U-100 KwikPen" / U-200 KwikPen" / Vial

Merilog Solostar® Pen

Merilog™ Vial

i Acting Insulin

“TTF of only one preferred drug required; Prior s required for NP insulins. Prior i ‘may be valid for up (0 3 years for Tarics with Type 1 Diabetes.

Preferred Non-Preferred
Humulin®” R Vial Mvaxredlin™ Iniection
Humulin® R U-500 KwikPen® / US00 Vial Novolin® R Vial / ReliOn® R Vial
Novolin R FlexPen” / ReliOn® R FlexPen
‘Acting Insulin
Preferred | Non-Preferred
"T/F of only one preferred drug require ization is required for NP insulins. Prior izations may be valid for up o 3 years for Taries with Type 1 Diabetes.

Humulin® N Vial Humulin® N KwikPen"

Novolin® N FlexPen® / ReliOn” N FlexPen”

Novolin® N Vial / ReliOn” N Vial

g Acting Insulin
Plans may not apply additional utilization or prior ization criteria to this category
/F of only one preferred drug required; Prior ization is required for NP insulins. Prior izati may be valid for up to 3 years for Type 1 Diabetes.
Preferred Non-Preferred
insulin elarvine vial / SoloStar” (authorized biolovic for Lantus) Basaclar” U-100 KwikPen”
Lantus” SoloStar” / Vial Basaclar” U-100 Tempo Pen™

insulin degludec ven / vial (generic for Tresiba")

insulin elareine SoloStar” / Max SoloStar” (veneric for Touieo™)

insulin elargine-vfin ven / vial (generic for Semlee ™ vfen)

Levemir®/ FlexPen” / FlexTouch” / Vial

Rezvoglar™ Kwikpen

Semelee™ vfen Pen / Vial

Touieo” SoloStar” / Max SoloStar”

Tresiba® FlexTouch” / Vial

Premixed Rapid Combination Insulin

Preferred | Non-Preferred

N
“T/F of only one preferred drug required; Prior ization is required for NP insulins. Prior izations may be valid for up to 3 years for Taries with Type 1 Diabetes.

insulin lisoro protamine 75/25 KwikPen" (eeneric for Humalog® 75/25 Mix) Humaloe" 75/25 Mix KwikPen”

0/50 Mix KwikPen"

Premixed 70/30 Combination Insulin

Preferred [ Non-Preferred

T/F of only one preferred drug requireds Prior Tzation s required Tor NP insulins. Prior Tzations may be valid for up (03 3 “ith Type 1 Diabe

insulin aspart protamine-aspart 70/30 U-100 FlexPen” /(zeneric for Novolos" Mix 70/30) Novolin® 70/30 FlexPen® / Vial

Humulin® 70/30 KwikPen” / Vial Novolog® Mix 70/30 Vial / FlexPen®

Relion Novolin” (human insulin NPH / human insulin) 70/30 FlexPen"

Relion Novolin® 70/30 Vial
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North Carolina Division of Health Benefits
North Carolina Medicaid Preferred Drug List (PDL)
Effective Date April 1, 2026
Revised 02.19.2026 Off-Cycle Change: Added ® Sprinkle Illﬂ Sllsl)rn ion to preferred status in the Oral Al agulants category due to fiscal impact, effective 01.01.2026.
kr\lscd l" I 2016 U"{‘\:I:(Iungr, Moved Novolog® U-100 Penfill/ FlexPen® / Vial to preferred status in the Hypoglycemic-Injectable: Rapid acting Insulin category, due to rmllcnl access, clfcc"\rﬂ\ 20.2026
evised 03.31.2026 Off-Cycle Change: Moved Taltz® Auto-injector / Syringe, Starjemza Vial / to Stelara® ), a Autoinjector / Swlngc/ Vial to preferred status; moved Cosentyx® Sensoready® Pen / UnoReady® Pen / Sy ba) Vial / b-adaz Pen / Syringe, adalimumab-adbm Pcll/*wlngr (‘Iannhrnlrrr.
th

®

Quallent) , and Humira® Crohn's Starter Pack / Ped. (.rohl\ 's Starter Pack / Pen / Psoriasis Sunrr l'nrk / Syringe to non-j prrfcrrcd in rhc Cytokine and CAM All(ﬁgn category; moved Skytrofa® Cartridge to preferred and removed the red writing T/F (Trial/Failure) of pr:fcrrcd agents not being required for children <18 years of age in the Growth s moved Ebglyss
/ Pen to preferred in \topic Dermatitis category; added Wegovy® Tablet as preferred in the GLP-1 weight management category, and moved Vtama® Cream to preferred in the Psoriasis category due to fiscal impact, effective 04.01.2026.
Tml and failure (T/F) of two Preferred drugs are required unless only one Preferred option s listed or a T/F criteria exemption s otherwise indicate
Nol all therapeutic drug classes are included on the PDL. All drugs in the classes not included are considered Preferred. In addition to
ciiteria, 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 Ils(ed as TO BE REVIEWED. For drugs requiring prior authorization, clinical criteria and prior authorization request forms can be found at
https medicaid.ncdhhs.qovll then click on the Pharmacy Benefit Administrator tile.
More information on the PDL can be found at: ncdhh h: ices

[Retion Novoloz” 70/30 Vial / FlexPent

Amylin Analogs
Requi or insufficient response to metformin containing product unless contraindicated or documented adverse event when using either a preferred or non-preferred Amylin Analog
Preferred | Non-Preferred
Svmlin® Pen Iniector }
GLP-T Receptor Agonists and C Tdicared for he freatment of Diabeies
Plans may not apply additional utilization or prior fon criteria to this category
I criteria apply to all drugs in this class
Preferred Non-Preferred
Byetta” Pen Bydureon” BCise™
Trulicity” Pen exenatide Pen (zeneric for Bvetta®)
Victoza” Pen liraelutide ben (eeneric for Victoza™)
Ozempic” Pen Mouniaro™ Pen
Rybelsus” Tablet
Soliaua” Pen
Xultoohv” Pen
iLYCEMICS - ORAL
2nd Generation
Preferred Non-Preferred
tablet (eeneric for Amarvi®)
olivizide tablet / ER tablet (generic for Glucotrol* / XL)
Gilucotrol” XL Tablet
elvburide micronized tablet (eeneric for Micronase”. Glvnase™)
olvburide tablet (seneric for Diabeta”)
“Alpha-Glucosidase Inhibitors
Preferred Non-Preferred
acarbose tablet (eeneric for Precose™ miglitol tablet (eeneric for Glvset™)
Precose” Tablet
Tguamdes and Combimations
Preferred Non-Preferred
alivizide-metformin tablet (seneric for Metaolin®) metformin ER tablet (eencric for Fortamet™)
Ivburide-metformin tablet (eencric ) metformin ER tablet (eencric for Glumetza®)
natfremmin tahlat | ED tohlat (manaric far Cluoonhoea® EDY matfremin colitinn (nanaria fae Dinmat™ T/E of neafaread aconte not s A fow childuan = 19 vanve af aco
metformin tablet (625 mg)
Riomet" Solution

Page 120125



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

Revised 02.19.2026 Off-Cycle Change: Added Eliquis® Sprinkle and Suspension to preferred status in the Oral Anticoagulants category due to fiseal impact, effective 01.01.2026.
mznu.on('m.-(n-ng.-» Moved Novolog® U-100 Penfill/ FlexPen / Vial to ,.m.-m-n status in the Hypoglycemic-Injectable: Rapid acting Insulin catcgory, due to pafient access, effective 03.202026

Revised 0

r to Stelara® ), and Tyenne® (tocilizumab-aazg) Autoinjector / Sy rred status; moved Cosentyx® Sensoready® Pen / UnoReady® Pen / Syringe, Vial / Syringe, Pen / Syringe,

Revised 03.31.2026 Off-Cycle Change: Moved Taltz® Auto-injector / Syringe, »mm.wmurmmgu
sorias

o pre
Quatlet) d Humira® Croha's Starter Pack/ Ped. Crahas Sarter Pack/ pen aren Pack/ Syring t pon-prefere nthe Cptokineand CAM Antogonists cutgors: moved Skytroa Cotriigs t preferred and removedshered wrting T/F (TislFailure of peferred gents not bein requived fo chilren <18 years ofag i he Gronth  moved Ebglyss™
"nke) Sering  Pento prefrred n the immunamodulator, Atopic Dermat Wweight management category, and moved Veama® Cream to preferred in the Psoriasis category due to fiscal impact, effective 04.01.2026.
Trial and failure (T/F) of two Preferred drugs are required unless only one Preferred option s 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://mes.medicaid.ncdhhs.qov/ then click on the Pharmacy Benefit Administrator ti
More information on the PDL can be found at: ncdhh h: ices

DPP-IV Inhibitors and C
indi "

advel

F or insufficient response to metformin containing products unless

event when using cither a preferred or a non-preferred DPP-IV Inhibitor or Combination

Non-Preferred

Janumet” Tablet / XR Tablet aloclintin tablet (veneric for Nesina®)
Januvia® Tablet aloelintin-metformin tablet (generic for Kazano™)
Jentadueto” Tablet / XR Tablet aloclintin-vioelitazone tablet (veneric for Osent

Onelvza® Tablet Brynovin™ Solution

Tradienta” Tablet Glvxambi® Tablet

Kazano® Tablet

Kombiglvze" XR Tablet

Nesina" Tablet

Oseni" Tablet

Otern” Tablet

saxaolintin tablet (generic for Onelvza™)

saxaolintin-metformin ER tablet (eeneric for Kombielvze” XR)

aelintin / metformin ER Tablet (eeneric for Zituvimet “XR)

aelintin tablet (veneric for Januvia®)

in-metformin tablet (veneric for Zituvimet ™)

ac!

Steoluian” Tablet

Triiardv® XR Tablet
net

Zituvimet XR

Zituvio™ Tablet

Preferred Non-Preferred

nateglinide tablet (generic for Starlix™)

repaclinide tablet (weneric for Prandin®)

Plans may not apply add criteria to (his category

n ¥ prior
Clinical criteria apply to all drugs in this class

Preferred Non-Preferred
Jardiance” Tablet /mctfnm'\m ER |ahl:t (generic for Xieduo® XR)

iardv” Tablet Innefa™ Tablet

jardy” XR Tablet Invokamet” Tablet / XR Tablet
Xieduo® XR Tablet Invokana" Tablet

Sealuromet ™ Tablet

Steolatro™ Tablet

Thiazolidinedi id Combinat

Preferred Non-Preferred

tablet (veneric for Actos™) ActoPlus Met” Tablet

Actos” Tablet

Duetact” Tablet

elimeniride tablet (veneric for Duetact™)

metformin tablet (eeneric for ActoPlus Met")

GASTROINTESTINAL
ANTIEMETIC-ANTIVERTIGO AGENTS
Plans may not apply additional utilization r prior ization criteria o (his category
Preferred Non-Preferred
anreviitant cansule (generic for Emend”) - Clinical criteria anplv Akvnzeo” Cansule / Vial
Diclesis” Tablet Antivert” Tablet / Chewable Tablet
meclizine tablet (seneric for Antivert”) Anzemet” Tablet
solution / tablet (eeneric for Reelan™) Avonvie™ Vial
ODT 4me and 8 mo/ solution / tablet (veneric for Zofran") aprenitant pack (generic for Emend®) - Clinical eriteria apnly
tablet (generic for Compazine™ Barhemsvs” Vial
svrun / supnositorv (12.5 me and 25 me) / tablet / ampule / vial (seneric for Phenergan®) Boniesta” Tablet
Pre Supnositorv (12.5 me and 25 me) invanti” Vial
patch (veneric for Transderm-Scon”) Comoro” Sunnository
Transderm-Scon” Patch vial (generic for Dramamine™)

ovridoxine tablet (seneric for Diclegis™)

dronabinol cansule (generic for Marinol ™)

Emend” Capsule / Powder Packet / Trifold Pack - Clinical criteria apply

Emend" Vial

Focinvez ™ (f Vial
f vial (generic for Emend”)

Gimoti™ Nasal Spray.

eranisetron vial / tablet (generic for Kvtril")

Marinol Cxusu\c

ODT us mg)

vial

ion (veneric for Aloxi*)

Phenergan” Ampule / Vial

Posfrea™ W Vial

vial / suppository (generic for Compazine™)

Prometheean” Suppositorv (50 me)

Reglan” Tablet

Sancuso” Patch

Susenl® Corina

Tigan® Vial

capsule (generic for Tigan")
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North Carolina Division of Health Benefits
North Carolina Medicaid Preferred Drug List (PDL)
Effective Date April 1, 2026

Revised 02.19.2026 Off-Cycle Change: Added Eliquis® Sprinkle and Suspension to preferred status in the Oral Anticoagulants category due to fiseal impact, effective 01.01.2026.
182026 OfF-Cycle Change: Moved Novolog® U-100 Penfill/ FlexPen / Vial to prﬂrrrr(l status in the Hypoglycemic-Injectable: Rapid acting Insulin catcgory, due to pafient access, effective 03.202026

Revised 0

1.2026 OfF-Cycle Change: Moved Taltz® Auto-injector / Syringe, smryem/m\ul/s\r e (bi

r to Stelara® ), and Tyenne® (tocilizumab-aazg) Autoinjector / Sy pmmc«wvm moved Cosentyx® Sensoready® Pen / UnoReady® Pen / Syringe, Vial / Syringe, Pen / Syringe, adali Pen/Syringe (

ed ’ /
Quallens»and Homira® Crohs Staptr Pack  Ped Crah's Sartr Pack | Pen | Fsarasis Sarter Pack Srings (o son-preferod in e Cytakine and CAM Antagonists ategory moved Sytrofa® Cartiags 40 prefrsed and rentoved e e writing T/F (TelFailur)af preersed agents no bing requive.for children <18 ears of vgs i the Gromh  moved Ebglyss™
bk Syringe. P fo prefered i th immanomodulators, Atopie Dermatii category: added Wesovy Tablet s preferrd in the GLP1 weght management categors. and move Y tamal Cream o prefrsedn the Psoriais catcgory due 1o cal impact, sffecive 04012026,
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://mes.medicaid.ncdhhs.qov/ then click on the Pharmacy Benefit Administrator ti

More information on the PDL can be found at: ncdhh: h: ices
BILE ACID SALTS
“T/F of only one preferred drug req;
Preferred Non-Preferred
ursodiol cansule (veneric for Actieall ) Bvlvav™ Cansule / Pellet - T/F of preferred acents not reauired for diacnosi

ursodiol tablet (weneric for Urso™) Chenodal” Tablet

Cholbam® Casule

Ctex!i™ Tablet

Tablet

Livmarli” Oral Solution/ Tablet

Ocaliva” Tablet

Reltone™ Cansule

Urso Forte® Tablet
H. PYLORI COMBINATIONS|
Preferred Non-Preferred
Pvlera” Cansule bismuth / i tetracveline cabsule (eneric for Pylera®)
ill pack (seneric for Prevoac®)
Omeclamox-Pak" Combo Pack

Talicia® Cansule

Voauezna® Tablet / Dual Pak / Trinle Pak

HISTAMINE-2 RECEPTOR ANTAGONISTS

Preferred Non-Preferred

famotidine tablet / susnension (generic for Pencid”) cimetidine tablet (zeneric for Tagamet™)

cimetidine solution (zeneric for Tagamet™)

nizatidine capsule (veneric for Axid")

CREATIC ENZYMES

Plans may not apply additional ut T prior ization criteria to this category

Preferred Non-Preferred

Creon” Capsule Pertzve” Cansule

Viokase” Tablet

Zennen” Cansule

PROGESTINS USED FOR CACHEXIA

Preferred Non-Preferred

megestrol susnension / tablet (seneric for Mesace™) megestrol ES susnension (eneric for Megace” ES)

PROTON PUMP INHIBITORS

Preferred | Non-Preferred

T/F of preferred agents not required for children < 12 years of age

maenesium cansule (veneric for Nexium” Rx ) Dexilant” Cansule
cansule (generic for Prevacid” Rx) les (generic for Dexilant™)
Nexium® Rx Packet ‘magnesium OTC cansule / tablet (eeneric for Nexium"” OTC )
Rx cansule (generic for Prilosec” Rx) maenesium nacket (eeneric for Nexium"” Rx Packet)
tablet (veneric for Protonix”) Konvomen™ Susnension

Protonix” Susnension cansule (generic for Prevacid” OTC)

ODT (generic for Prevacid” SoluTab™)

Nexium® Rx_Cansule

OTC cansule / ODT / tablet (seneric for Prilosec” OTC)

sodium bicarbonate cansule / nacket (seneric for Zegerid” Rx / OTC)

susnension (generic for Protonix™)

Prevacid” Rx / OTC Cansule / Solutab

Prilosec” Rx Susnension

Protonix” Tablet

tablet (seneric for Aciphex™)

SELECTIVE CONSTIPATION AGENTS

Preferred Non-Preferred

Lmess Capsule alosetron tablet (zeneric for Lotronex™)

capsule (generic for Amitiza™) Amitiza" Capsule

Ibsrela® Tablet

Lotronex” Tablet

Moteerity™ Tablet

Movantik” Tablet

tablet (generic for Motegrity*)

Svmproic” Tablet

Viberzi” Tablet - T/F of preferred acents not reauired for Irritable Bowel Svndrome with Diarrhea (IBS-D)

ULCERATIVE COLITIS
Oral
Preferred Non-Preferred
balsalazide cansule (zeneric for Colazal") Azulfidine” Entab / Tablet
Pentasa” Capsule budesonide ER tablet (generic for Uceris™)
IR /DR tablet (generic for Azulfidine” / Entab) Diventum” Capsule

Lialda" Tablet

DR capsule / tablet (generic for Delzicol”, Asacol® HD. Lialda®)

ER capsule (generic for Apriso”. Pentasa®)

ULCERATIVE COLITIS
Rectal
T/F of only one preferred drug required
Preferred Non-Preferred
enema (generic for Rowasa”™) budesonide rectal foam
suppository (generic for Canasa™) Canasa” Suppositorv
SF Rowasa” Enema enema (veneric for SF Rowasa”)

kit (generic for Rowasa™)

Rowasa” Kit
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ed 03.31.2026 Off-Cycle Chan
Quallent), and Humira® Crohn's Starter Pack / Ped. Crohn's Starter Pack / Pen
u,msm..;,u Pento prd‘crr«i

Moved Taltz® Auto-

jector / Syringe, smryem/m\ul/s\r ge (bi

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

Revised 02.19.2026 Off-Cycle Change: Added Eliquis® Sprinkle and Suspension to preferred status in the Oral Anticoagulants category due to fiseal impact, effective 01.01.2026.
182026 Off-Cycle Change: Moved Novolog® U-100 Penfill/ FlexPen® / Vial to m:mul status in the Hypoglycemic-Injectable: Rapid acting Insulin catcgory, due to pafient access, effective 03.202026

Revised 0

1 to Stelara® ), and Tyenne® (tocilizumab-aazg) Autoinjector / Syringe/
s Starter Pack / Syringe (0 non-prefered inthe Cytokine and CAM Antagonists caegors: moved Shyirofas Ca
in the immunomodulators, Atopic Dermatiis category; added Wegovy® Tablet as preferred in the GLP.
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://mes.medicaid.ncdhhs.qov/ then click on the Pharmacy Benefit Administrator ti
More information on the PDL can be found at: ncdhh h: ices

prﬁcrrcd status; moved Cosentyx® Sensoready® Pen / UnoReady® Pen / Syringe, Vial / Syr
g {0 preferred and removed the red writing T/F (TrialFailure) of preferred agents not being required for chl
weight management category, and moved Vtama® Cream to preferred in the Psoriasis category due to fiscal impact, effective 04.01.2026.

e, Pen / Syringe, adali Pen/Syringe (

ren <18 years of age in the Growth + moved Ebglyss™

GENT ARY / RENAL
ELECTROLYTE DEPLETERS (KIDNEY DISEASE)

Preferred Non-Preferred

I 1

te cansule (veneric for PhosLo™)

Aurvxia® Tablet

I 1

te tablet (seneric for Elinhos”)

ferric citrate Tablet (seneric for Aurvxia®)

sevelamer carbonate powder pack / tablet (generic for Renvela®)

Fosrenol” Chewable Tablet / Powder Pack

lanthanum carbonate chewable tablet (generic for Fosrenol™)

MagneBind” 400 Rx Tablet

Renvela® Powder Pack / Tablet

sevelamer tablet (veneric for Renagel ")

Velphoro” Chewable

Xphozah” Tablet

BENIGN PROSTATIC HYPERPLASIA TREATMENT

Preferred Non-Preferred

alfizosin ER

tablet (veneric for Uroxatral )

Cardura® Tablet / XL Tablet

doxazosin tablet (wene

for Cardura®)

" Tablet S me -

ical aonly

dutasteride cansule (veneric Avodart”)

dutasteride / tamsulosin cansule (generic for Jalvn™)

finasteride tablet (seneric for Proscar”)

Flomax” Cansule

tamsulosin car

insule (generic for Flomax™)

Proscar” Tablet

terazosin cansule (generic for Hytrin")

Ranaflo” Cansule

lodosin cansule (seneric for Ravaflo™)

tadalafil tablet (2.5 me / 5 me) (seneric for Cialis™) - C

al criteria aly

Tezruly™ Oral Solution

URINARY ANTISPASMODICS

Plans may not apply additional utilization or prior. i criteria to this category

Preferred Non-Preferred

fesoterodine ER tablet (generic for Toviaz")

darifenacin ER tablet (seneric for Enablex™)

oxvbutvnin solution / svrup / tablet / ER tablet (generic for Ditropan”/ XL)

Detrol” Tablet / LA Cansule

solifenacin tablet (eeneric for Vesicare™)

flavoxate tablet (generic for Urisoa

tolterodine tablet / ER capsule (generic for Detrol” / LA)

Gemtesa” Tablet - T/F of preferred agents not reauired for diagnosis of dementia or mild cognitive impairment and for pati

nts ave >65 vears

Murbetria” E

R Tablet

mirabegron ER Tablet (veneric for Mvrbetria™) - T/F of preferred agents not required for diacnosis of dementia or mild cognitive impairment and for patients age >65 vears

Mvrbetria” Granules- T/F of preferred agents not required for diacnosis of dementia or mild cognitive impairment and for patients age >65 vears

oxybutynin tablet (2.5 mg)

Oxvtrol” Patch

Toviaz” Tablet

trosnium tablet / ER cansule (seneric for Sanctura® / XR)

Vesicare” LS Susnension / Tablet

GOUT

Preferred Non-Preferred

alloburinol tablet (veneric for Zyloorim™)

allopurinol tablet (200 mg)

colchicine tablet (weneric for Colervs™)

colchicine capsule (zeneric for Mitivare™)

robenecid tal

iblet (eeneric for Benemid")

Colerys” Tablet

brobenecid-colchicine tablet (eneric for Col-Benemid*)

febuxostat tablet (generic for Uloric™ Tablet)

Gloperba” Solution

Krvstexxa” Vial

Mitigare” (branded colchicine 0.6me) Capsules

Uloric" Tablet

Zvloorim" Tablet

HEMATOLOGIC

ANTICOAGULANTS

Tnjectable

Preferred Non-Preferred

cnoxanarin svringe / vial (generic for Lovenox®)

Arixtra” Svringe

Fragmin” Vial

svringe (generic for Arixtra™)

Fragmin” Svringe

Lovenox” Svrinee / Vial
Oral

Plans may not apply additional utilization or prior ization criteria fo this category

Preferred Non-Preferred

dabicatran capsule (zeneric for Pradaxa® Casule)

Pradaxa” Capsule

Eliauis” Tablet / Starter Dose Pack/ Sorinkle / Suspension

Pradaxa” Pellet Pack

Jantoven” (branded generic for Coumadin®)

tablet / Susnension (zeneric for Xarelto")

warfarin tablet (generic for Coumadin®)

Savavsa® Tablet

Xarelto” Starter Pack / Tablet

Xarelto” Susbension

COLONY STIMULATING FACTORS

r prior criteria to this category

Preferred Non-Preferred

Fulphila” Svringe

Granix" Safe Svringe / Svringe / Vial

Fvinetra” Svringe

Leukine” Vial

Neupogen” Vial / Syringe

Neulasta” Svringe / Kit

Nivestvm™ Syringe / Vial

Nvvepria”™ Syringe

Releuko® Svringe / Vial

Rolvedon™ Syringe

Ryzneuta” Svringe

Stimufend” Svringe

Udenyea® On-Body / / Svringe

Zarxio” Svringe

Ziextenzo® Svringe
TOPOIETIC AG

AGENT:

Plans may not apply additional uti critera to this category

P
a apply to all drugs in this

Ciinic

Preferred Non-Preferred
Aranesp” Svringe / Vial Mircera” Svringe
Epogen” Vial Procrit” Vial
Retacrit” Vial Reblozvl® Vial

Vafieo” (vadudastat) Tablet
THROMBOPOIESIS STIMULATING AGENTS

Preferred Non-Preferred

Nolate” Vial Alvaiz™ Tablet

Promacta” Susbension / Tablet

Doptelet Tablet / Sprinkle

olamine Susbension / Tablet (generic for Promacta”)

Mulpleta

Tavalisse™ Tablet

Wavrilz” Tablet
OPHTHALMIC

ALLERGIC CONJUNCTIVITIS AGENTS

Preferred Non-Preferred

azelastine d

for Optivar®)

Alomide” Drovs

cromolvn sodium drops (eneric for Crolom™)

Alrex” Drovs

for Patadav®. Patanol )

bevotastine d ic for Bevreve”)

for Pataday®, Patanol®) (OTC)

Bepreve” Drons

epinastine drops (veneric for Elestat™)

lotevrednol dros (veneric for Alrex®)

Zerviate™ Droos

ANTIBIOTICS
Preferred Non-Preferred
b I ointment (generic for Polvsnorin") Azasite” Drops
solution drons (generic for Ciloxan") bacitracin ointment (eeneric for AK-Tracin")
ointment (generic for Tlotvein®) Besivance” Susnension
gentamicin for Garamyein®) Ciloxan” Ointment
ophthalmic solution (eeneric for Vieamox®) It for Zvmaxid®)
ofloxacin drops (s for Ocuflox™) Levofl Drops (Generic for Levaauin®)

Polvcm Ointment (branded generic for Polvsporin®)

ophthalmic solution (eeneric for Moxeza")

(generic for Polvtrim™)

Natacyn" Drops

drops (zeneric for Bleph-10")

b I ointment (generic for Neosnorin® Ophthalmic Ointment)

tobramvein

for Tobrex™)

I din drops (generic for Neosborin® Ophthalmic Dros)

Neo-Polyein” Ointment (branded eeneric for Neosorin” Ophthalmic Ointment)

Ocuflox” Drons

ointment (generic for Cetamide™)

Tobrex” Ointment

Vigamox” Dror

ANTIBIOTICS-STEROID COMBINATION
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North Carolina Division of Health Benefits
North Carolina Medicaid Preferred Drug List (PDL)

Effective Date April 1, 2026
Revised 02.19.2026 Off-Cycle Change: Added Eliquis® Sprinkle and Suspension to preferred status in the Oral Anticoagulants category due to fiscal impact, effective 01.01.2026.
kr\lscd l' IR 1016 Off-Cycle Change: Moved \o\olog@ U-1 F n® / Vial to preferred status in the Hypoglycemic-Injectable: Rapid acting Insulin category, due to patient access, cﬂ‘cc"\r 03.20.2026
ised 03.31.2026 Off-Cycle Change: Moved Taltz® Auto-injector / Syringe, Starjemza Vial / to Stelara® ), and T Autoinjector / Syringe/ Vial to preferred status; moved Cosentyx® Sensoready® Pen / UnoReady® Pen / Syringe, b \ul i dali b-adaz Pen / Syringe, adalimumab-s udl\m I’cllr‘\rlngr (WSII\I’IA‘IIII’I‘I’.
Qunllclv(\ ulul Humira® Crohn's Starter Pack / Ped. Crohn's Sl:rrrr Pack / Pen / Psoriasis. Sunrr l'nrk / Syringe to non-j prrlcrrcd in the Cytokine and CAM Aumgomu& category; moved Skytrofa® Cartridge to preferred and removed the red writing T/F (Trial/Failure) of preferred agents not being required for ren <18 years of age in the Growth ved Ebglyss

i
/ Pen to preferre topic Dermatitis category; added Wegovy® Tablet as preferred in the GLP-1 weight management category, and moved Vtama® Cream to preferred in the Psoriasis category due to fiscal i lm|ucv. effective 04.01.2026.
Tml 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.
Nol all therapeutic drug classes are included on the PDL. All drugs in the classes not included are considered Preferred. In addition to
ciiteria, 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://mes.medicaid.ncdhhs.qov/ then click on the Pharmacy Benefit Administrator ti

More information on the PDL can be found at: ncdhh h: ices
Preferred Non-Preferred
neomvein-polvmvxi drovs / ointment (seneric for Maxitrol ) Maxitrol" Drobs / Ointment
Tobradex” Ointment Neo-Polvein® HC (branded eeneric for Cortisnorin®)
toby susnension (zeneric for Tobradex™) neomvein-bacitracin-nolvmvxin-HC ointment (seneric for Cortisborin“)
neomvein-polvmyxin-HC ds ic for Ocutricin®)
i drons (s for Vasocidin®)
Tobradex” ST Drops
Zvlet” Drops
FINFLAMMATORY
Preferred Non-Preferred
for Decadron®) Acular” Drovs / LS Solution
diclofenac drovs (generic for Voltaren™) Acuvail” Solution
dros (ceneric for Durezol™) bromfenac dros (s for Prolensa”. Xibrom'". BromSite")
Flarex” Drops Bromsite” Solution
d for EML™) Dextenza” Insert
flurbirofen di for Ocufen®) Durezol” Dros
Lotemax” Drops FML" Forte Drons / Liauifilm” Drons
Nevanac” Droptainer. Tlevro” Drons
Pred Mild” Drops Tuvien” Implant
acetate dros (eneric for Pred Forte™) Inveltvs™ Drops

ketorolac solution (generic for Acular® / LS)

Lotemax"” Gel / SM Gel / Ointment

lotevrednol drons / eel (weneric for Lotemax")

Maxidex" Drops

Ozurdex” Implant

Pred Forte” Drons

sodium phosphate drops (: for Inflamase Forte™)

Prolensa” Drons

Retisert” Implant

Triesence” Vial

Xivere™ (Intraocular)

Yutia™ Imolant

ANTEINFLAMMATORY / IMMUNOMODULATOR

Plans may not apply additional utilization T prior ization criteria to (his category

Preferred Non-Preferred

Restasis” Drops Ceaua™ Drops

idra” Drons emulsion (generic for Restasis™)

Evsuvn" Drons

Miebo™

Re:ln:wﬁk Milidor Drops

Tryptyr® Drops

Tvrvava® Nasal Sorav

Verkazia” Eve Emulsion - T/F of preferred agents not reauired for diagnosis of vernal iunctivitis (VKC)

Vevve” Drons

ALPHA 2 ADRENERGIC AGENT:

Preferred Non-Preferred

Alphagan” P Drons ine drons (seneric for lonidine”)

drons (s for Alphagan®) P drons (generic for Alphagan® P)

lonidine” Drons

Page 160125



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

Revised 02.19.2026 Off-Cycle Change: Added Eliquis® Spr nl-lranﬂSlltprlmnl\loprclrrrm(mlui the Oral Anticoagulants category due to fiscal impact, effective 01.01.2026.
2026 OfF-Cycle Change: Moved Novolog® U-100 Penfill/ FlexP 1 to preferred status in the Hypoglycemic-Injectable: Rapid acting Insulin category, due to rmmnl aceess,effecive 03.202026

&

Revised m I

1.2026 Of

cle Change: Moved Taltz® Auto-injector s\m\zr.smryem/m\ul/s r to Stelara® ), and Tyenne® (tocilizumab-aazg) Auto .monw gr/»ulmpmcm«wvm.mmm(nsennvumomm@ Pen | UnoReady® Pen / Syring Vial s‘ e, en | Syringe,
Psoria

Pen/Syringe (

nge (
& Crohs Sarter Pack / Pe, Crohms Sarte Pas Starter Pack  Syinge to non-prefeere inthe Cytakine and CAM Antagonists catgory: maved Skylrofalb Cartidge o prefeered and removed the re wriing T/F (TralFalare) of preferred agents nat bein, reguired o n <18 years of age in the Growth
0k Seringe P fo preferred . the fmmunamodulator, Atapie Dermattscaegors: added Wogous Tablet a« prefered i e GLPo1 weght management categars,and moved Viama Cream o prefrsed i the Poriasiscatcgory du fo fcal impact,ffctive 04.012026.
Trial and failure (T/F) of two Preferred drugs are required unless only one Preferred option s listed or a T/F criteria exemption s otherwise indicate
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 Ils(ed as TO BE REVIEWED. For drugs requiring prior authorization, clinical criteria and prior authorization request forms can be found at
https medicaid.ncdhhs.qovll then click on the Pharmacy Benefit Administrator tile.
More information on the PDL can be found at: ncdhh h: ices

ed
Quallent), and Hum

+ moved Ebglyss™

BETA BLOCKER AGENTS | COMBINATIONS

Preferred Non-Preferred

Combiean” Drops betaxolol drops (zeneric for Betontic”™)

timolol dros / GFS eel-solution (¢eneric for Timontic” / Timontic XE") Betimol* Drons

Betontic” S Drobs

tartrate / timolol drops (eeneric for Combigan”)

carteolol drops (seneric for Ocupress™)

Istalol” Drobs

levobunolol drops (s for Betagan™)

molol (generic for Betimol® drops|

molol dron (generic for Istalol” Drons)

molol maleate drop (seneric for Timontic” Ocudose” Drons)

Ocudose” Drons

CARBONIC ANHYDRASE INHIBITORS / COMBINATIONS

Preferred Non-Preferred

d eric for Trusopt™) Azoot” Drops

lol drops (eeneric for Cosont™) drops (eeneric for Azont” Drobs)

Simbrinza” Drons Cosont” Dros / PF Drons

lol PF drops (seneric for Cosont” PF)

PROSTAGLANDIN AGONISTS
Preferred Non-Preferred
latanobrost dros (veneric for Xalatan") i drops (seneric for Lumioan” Drons)
Travatan® Z Drons Durvsta® Implant

iDose” TR Implant

Ivuzeh™ Drops

Lumigan® Drons

taflurost dros (veneric for Ziontan®)

travorost drops (eencric for Travatan® Z)

Vvzulta® Drovs.

Xalatan” Drons

Xeloros® Drops

Ziontan” Drons

KINASE MODIFIERS / COMBINATIONS

Plans may not apply additional utilization r prior ion criteria to this category

Preferred Non-Preferred
Rhonressa” Dros
Rocklatan” Drons

OSTEOPOROSIS
BONE RESORPTION SUPPRESSION AND RELATED AGENTS
Preferred Non-Preferred
tablet (eeneric for Fosamax ) Actonel” Tablet

Bildvos® Svrinee (Prolia” Biosimilar) solution (generic for Fosamax” Solution)
Forteo” Pen Atelvia® Tablet
raloxifene tablet (eeneric for Evista™) Binosto” Effervescent Tablet

Bonsity Pen Injector

calcitonin salmon nasal sorav (seneric for Miacalcin”)
C Syringe (Prolia® Biosimilar)

Evenity™ Svringe

Evista” Tablet

Fosamax"” Tablet / Plus D Tablet

tablet (seneric for Boniva™)

Jubbonti” Svringe (Prolia” Biosimilar)

Osnomwy™ Svringe (Prolia® Biosimilar)

Prolia” Sy

nge

risedronate DR tablet (seneric for Atelvia®)

risedronate tablet (seneric for Actonel ")

Stoboclo” Svringe (Prolia® Biosimilar)

nen (generic for Forteo”)

Tvmlos® Pen
OTIC
ANTIBIOTICS
Preferred Non-Preferred
uspension (weneric for Ciorodex”) Cipro” HC Susbension
neomycin-polvmyxi isone solution / susbension (generic for Cortisporin®) solution (eeneric for Cetraxal”)
acin drops (generic for Floxin®) drovs (generic for Otovel )

Cortisporin-TC" Suspension

Otovel” Drovs

ANTIINFE AND ANESTHETIC

Preferred [ Non-Preferred

acetic acid solution (generic for Vosol") [acetic acid isone solution (generic for Vosol” HC)

I

ANTEINFLAMMATORY

Preferred Non-Preferred

0.01% ol (eeneric for Dermotic™) Flac® Otic Oil

Dermotic” Oil

RESPIRATORY
BETA-ADRENERGIC HANDHELD, LONG ACTING
Preferred Non-Preferred
Serevent” Diskus” [ triverdi® Respimat” Inhalation Soray
BET, ] HANDHELD, SHORT ACTING
Preferred Non-Preferred
albuterol HFA inhaler (generic for Proair” HFA Inhaler / Proventil” HFA Inhaler / Ventolin® HFA Inhaler) levalbuterol HFA inhaler (generic for Xonenex” HFA Inhaler)
Ventolin” HFA Inhaler Proair” Digihaler”™
Xovenex" HFA Inhaler Proair” ResniClick"
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yele Change: Moved Taltz® Auto-injector / s\rmzr. Starjemza Vi

Revised 03,18

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

Revised 02.19.2026 Off-Cycle (h)llluc Added Eliquis® Spr nuund Suspen
Zﬂlboﬁ(wlr(lungr Moved Novolog® U-100 l'rnfll/l' P

on to preferred status in the Oral Anticoagulants category due to fiscal impact, effective 01.01.2026.
Vial to preferred status in the Hypoglycemic-Injectable: Rapid acting Insulin category, durm patient access, ffective 03.20. z«z«

Revised 03
Quallent) , and Humira®

rohu's Starter Pack / Ped. Crohn's Starter Pac

uto
/ Psoriasis Starter Pack / Syringe to non- prrlcrrcd in rhc Cytokine and CAM Aumgomuccmn«r i

Stelara® ), an

/Pen to preferred in

reviewed by the PDL. Panel These drugs are Ils(ed as TO BE REVIEWED.

\topic Dermatitis category; added Wegovy® Tablet as preferred in the GLP-1 weight management category, and moved Vtama® Cream to preferred in the Psoriasis category due to fiscal impact, effective 04.01.2026.
Tml and failure (T/F) of two Preferred drugs are required unless only one Preferred option s listed or a T/F criteria exemption s otherwise indicate
Nol all therapeutic drug classes are included on the PDL. All drugs in the classes not included are considered Preferred. In addition to
ciiteria, clinical criteria (indicated in RED) may also apply. New to market products typically default to Non-Preferred status until
For drugs requiring prior authorization, clinical criteria and prior authorization request forms can be found at
https medicaid.ncdhhs.qovll then click on the Pharmacy Benefit Administrator tile.
More information on the PDL can be found at: ncdhh h: ices

ector | Smng:/\ul to preferred status; moved Cosentyx® Sensoready® Pen / UnoReady® Pen / Syringe, ial b-adaz Pen / Syringe, adalimumab- udhm mmrmgrmauurmurrr.

moved Skytrofa® Cartridge to preferred and removed the red writing T/F mm/rauumarmrmcd agents not being rcqulrcd fo children <18 yenrs of age in the Growth

oved Ebglys:

BETA- NEBULIZER:

T/F of only one preferred drug required

Preferred Non-Preferred
albuterol 0.63me / 3ml solution (generic for Accuneb™) solution (seneric for Brovana®)
albuterol 1.25me / 3ml solution (generic for Accuneb™) Brovana” Solution
albuterol sulfate 2.5mg / 0.5ml solution formoterol solution (generic for Perforomist™)
albuterol sulfate 2.5mg / 3ml solution levalbuterol solution / concentrate solution (seneric for Xonenex” / Concentrate )
Perforomist” Solution
BETA- TORAL
Preferred Non-Preferred
albuterol tablets (generic for Proventil” Repetabs) albuterol ER tablets (: for VoSpire" ER)
albuterol for Ventolin® Svru)
terbutaline tablet (eeneric for Brethine™)
[HALED ANTICHOLINERGICS / COPD AGENTS
Plans may not apply additional utilization or prior criteria to this category
Preferred Non-Preferred
Anoro” Ellinta” Inhaler Bevesni” Acrosohere”
Atrovent” HFA Inhaler Daliresn” Tablet
Combivent” Respimat” Inhalation Soray Duaklir” Pressair”
Incruse” Ellinta” Inhaler Ohtuvavre™ Inhalation susoension
solution (eeneric for Atrovent) tiotronium inhaler (zeneric for Soiriva” Handihaler™)
/ albuterol solution (generic for Duoneb™) Tudorza” Pressair” Inhaler
roflumilast tablet (seneric for Daliresn®) . Vilanterol Inhaler (zeneric for Anoro®)
Soiriva” Handihaler” / Resoimat” Inhalation Soray. Yupelri” Solution
Stiolto” Resnimat” Inhalation Sorav.
[HALED CORTICOSTEROIDS
Plans may not apply additional utilization or prior criteria to this category
Preferred Non-Preferred
Alvesco” Inhaler ArmonAir™ Digihaler”
Amuity” Elliota” Inhaler fluticasone furoate DPI (eeneric for Amuity_Ellipta™)
Asmanex” HFA Inhaler / Twisthaler” fluticasone pronionate diskus (eeneric for Flovent” Diskus)
budesonide susnension 0.25me. 0.5me. 1me (eeneric for Pulmicort” Respules) Pulmicort” Resoules 0.25me. 0.5me. Ime
fluticasone provionate HFA (eeneric for Flovent” HFA)
Pulmicort”_Flexhaler
OVAR” RediHaler”
D CORTICOSTEROID COMBINATION:
Plans may not apply additional utilization or prior fon criteria to this category
Preferred Non-Preferred
Advair” Diskus” AirDuo” Digihaler” / ResoiClick”
Advair” HFA Inhaler AirSuora”™ Inhaler
Dulera” Inhaler Breo” Ellinta”
Svmbicort” Inhaler Brevna™ Inhaler
Breztri” Acrosohere”™
budesonide / formoterol inhalation (seneric for Svmbicort™)
fluticasone / salmeterol HFA inhaler (generic for Advair® HEA)
fluticasone / salmeterol inhalation (zeneric for Advair” Diskus™)
fluticasone / salmeterol inhalation (zeneric for AirDuo”)
fluticasone / vilanterol inhalation (zeneric for Breo” Ellita®)
Treleev” Ellinta”
Wixela™ Inhub"™
INTRANASAL RHINITIS AGENTS
Preferred Non-Preferred
“T/F of preferred agents not required in children < 4 years of age Tor steroid-conaining products
azelastine nasal sorav (eeneric for Astepro”)
azelastine sorav (eeneric for Astelin”) azelastine-fluticasone nasal sorav (eeneric for Dvmista™)
Dvmista” Nasal Sorav. flunisolide nasal sorav (veneric for Nasalide™)
Auticasone sorav (generic for Flonase™) nasal sorav (eeneric for Nasonex)
sorav (eeneric for Atrovent” Nasal) Omnaris” Nasal Sorav.
nasal sorav (eeneric for Patanase™) Patanase” Nasal Soray
ONasl* Nasal Sorav_/ Children's Soray.
Rvaltris” Nasal Sorav
Sinuva” Imolant
Xhance'" Nasal Sorav
Zetonna” Nasal Sorav.
'LEUKOTRIENE MODIFIERS
Preferred Non-Preferred
chewable / tablet (veneric for Singulair™) Accolate” Tablet
les (generic for Sinulair™)
Singulair® Chewable / Granules / Tablet
zafirlukast tablet (seneric for Accolate™)
zileuton tablet (seneric for Zyflo*)
Zuflo” Filmtab
TOW SEDATING ANTIHISTAMINES
Preferred Non-Preferred

cetirizine OTC svrup 1me/Iml (generic for Zyrtec” OTC Svrun)

cetirizine chewable tablet OTC (generic for Zvrtec” OTC Tablet)

cetirizine Rx svrup (generic for Zyrtec” Svrup)

cetirizine OTC svrup Sme/Sml (generic for Zvrtec” OTC Svrup)

cetirizine tablets OTC (generic for Zvrtec” OTC Tablet)

cetirizine OTC softeel

OTC tablet (generic for Xvzal” OTC Tablet)

Clarinex” Tablet - T/F of preferred agents not required for children < 2 vears of age

Rx tablet (generic for Xvzal® Rx Tablet)

ODT / Tablet (generic for Clarinex™) - T/F of preferred agents not required for cf

ren <2 vears of age

loratadine tablet OTC (generic for Claritin” OTC)

OTC suspension / OTC tablet (generic for Allegra” OTC)

R solution (generic for Xvzal” Rx Solution)

loratadine OTC chewable ODT / solution (generic for Claritin®” OTC)
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North Carolina Division of Health Benefits
North Carolina Medicaid Preferred Drug List (PDL)

Effective Date April 1,
Revised 02.19.2026 Off-Cycle Change: Added Eliquis® Sprinkle and Suspension to preferred status in the Oral Anticoagulants category due to fiscal impact, effective 01.01.2026.
Kr\ls«l II IK leliv Uﬂ{wh‘(lungr Moved \m«log@ U-100 Penfill/ FlexPen® / Vial to preferred status in the Hypoglycemic-Injectable: Rapid acting Insulin category, due to patient uccc&w.c"‘cﬂl\r(ﬂ 20. 202(\
ised 03.31.2026 Off-Cycle Change: Moved Taltz® Auto-injector / Syringe, Starjemza Vial / to Stelara® ), and Ty Autoinjector / Syringe/ Vial to preferred status; moved Cosentyx® Sensoready® Pen / UnoReady® Pen / Syringe, Steqy ial dali b-adaz Pen / Syringe, adalimumab-s udl\m I’cllr‘wlngr (“ﬂll\l’ll‘llll’l‘l’v
Qumllclvr\ ulul Humira® Crohn's Starter Pack / Ped. Crohn's Smrrrr Pack / Pen / Psoriasis Starter l'nrk / Syringe to non-j prrlcrrcd in the Cytokine :nd CAM Alvmgomu& category; moved Skytrofa® Cartridge to preferred and removed the red writing T/F (Trial/Failure) of preferred agents not being. rcqulrcd |nr chlldrcn <18 years of age in the Growth ved Ebglyss

/ Pen to preferred i topic Dermatitis category; added Wegovy® Tablet as preferred in the GLP-1 weight management category, and moved Vtama® Cream to preferred in the Psoriasis category due to fiscal impact, effective 04.01.2026.
Tml 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.
Nol all therapeutic drug classes are included on the PDL. All drugs in the classes not included are considered Preferred. In addition to
F 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

More information on the PDL can be found at:

https://mes.medicaid.ncdhhs.gov// then click on the Pharmacy Benefit Administrator tils
ncdhh: h: ices

EDATING ANTIHISTAMINE COMBINATION!

LOW
Plans may not apply additional utilization criteria to this category

Quantity Timit of 102 days supply per 12 o )\p})l\ o all drugs in this class

Preferred Non-Preferred
loratadine-D OTC tablet (generic for Claritin-D” OTC) 1 D OTC tablet (generic for Zyriec-D” OTC)
Clarinex-D" Tablet
D 12 Hour OTC Tablet (eeneric for Alleera-D" 12 Hour OTC)
ER 24 hour tablet (seneric for Allegra-D" 24 hour)
FIRST GENERATION ANTIHISTAMINES
Preferred Non-Preferred
solution tablet
Carbzah Solution clemastine tablet (eeneric for Clemsza™)
syrup / tablet Clemsza” Tablet
hydroxyzine capsule / solution / tablet Karbinal™ ER Susbension - T/F of immediate release carbi ine solution and cetirizine svrun reauired for coverage
RyClora™ Solution
RyVent”™ Tablet
Vistaril” Cansule
'ACNE AGENTS
Preferred Non-Preferred
adanalene / benzovl neroxide (generic for Eniduo” Forte) adapalene cream / gel pump generic for Differin®)
adapalene / benzovl peroxide (generic for Eniduo” Gel) Aklief”
adapalene vel (eneric for Differin®) Avar” Cleanser / LS Cleanser
azelaic acid el (veneric for Finacea™) Avar-E” Emollient Cream / Gireen Emollient Cream / LS Cream
lotion (generic for Cleocin-T") BP" 10-1 Wash / Cleansine Wash
phoshate pledgets / solution (seneric for Cleocin-T") ClearAcvlic / ClearAcvlic Pro
benzovl peroxide eel (seneric for Benzaclin®. Neuac™) Cleocin” T Lotion
Differin” eel pumn Clindacin® ETZ Pledwet / Kit / P Foam / P Pledsets / PAC Kit
Differin” Clindacel” Gel
Eniduo” cel pumn in / tretinoin (eeneric for Veltin®)
sel_(seneric for Emein”. Erveette”. ErvGel”. et. al) hosphate foam (seneric for Evoclin®)
solution (eneric for Emein”. ErvDerm"”. ErvMax”. et. al) clindamycin phosphate gel (Clindagel®)
-benzovl eroxide gel (seneric for Benzamvein®) benzov neroxide pumn (seneric for Acanva™)
Finacea” Gel benzov neroxide pumn (veneric for Benzaclin®)
benzov peroxide pumn (seneric for Onexton”)
dansone gel / gel pumn (generic for Aczone” Gel
Eniduo” Forte gel pumn
Erv” Pads
Erveel” Gel
Evoclin® Foam
Fabior” Foam
Finacea” Foam
Neuac” Gel / Kit
Ovace” Plus Cleansing Cream / Gel / Lotion / Shamnoo / Wash
Rosanil Cleanser lotion
Rosula” Cloths / Wash
sodium cleanser / cream (generic for Avar” / LS)
sodium lotion (generic for Klaron™)
sodium shampoo. wash (zeneric for Ovace” / Plus)
sodium lfur lotion / suspension (zeneric for Novacet". Plexion”. Zetacet")
sodium lfur pad / suspension / wash (eeneric for Sumaxin®)
888" 10-5 Cream / Foam
fur 9-4% cleanser (eeneric for Zencia ™)
Ifur cream (generic for Avar™ E. $S8* 10-5)
Sumadan” Kit / XLT Kit / Wash
Sumaxin® Cleansing Pads / CP Kit / TS Tovical Susbension / Wash
tazarotene cream / foam / el (zeneric for Tazorac". Fabior”)
tretinoin cream / gel (zeneric for Retin-A")
tretinoin microsohere eel / microshere eel pump (weneric for Retin-A" Micro)
Twvneo" Cream
Winlevi® Cream
Zma Clear” Cleanser
ROGENIC AGENTS
Preferred Non-Preferred
Androgel” Pump Natesto” Nasal Gel
gel for Androgel ®) Testim"” Gel
el pump (generic for Fortesta”, Axiron")
packet (generic for Androgel”)
Vogelxo” Gel / Packet / Pump
NSAD:
Preferred Non-Preferred

diclofenac topical gel (generic for Voltaren” Gel)

diclofenac epolamine patch (generic for Flector”)

diclofenac solution (generic for Pennsaid®)

diclofenac pump (generic for Pennsaid”)

Pennsaid” Solution Packet / Punmp
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1.2026 OfF-Cycle Change: Moved Taltz® Auto-

ed jector / Syringe, smryem/m\ul/s\r e (bi
Quallent), and Humira® Crohn's Starter Pack / Ped. Crohn's Starter Pack / Pen / Psoriasis
um)am..;,u Pen to preferred in th

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

Revised 02.19.2026 Off-Cycle Change: Added Eliquis® Sprinkle and Suspension to preferred status in the Oral Anticoagulants category due to fiseal impact, effective 01.01.2026.
182026 OfF-Cycle Change: Moved Novolog® U-100 Penfill/ FlexPen / Vial to prﬂrrrr(l status in the Hypoglycemic-Injectable: Rapid acting Insulin catcgory, due to pafient access, effective 03.202026

Revised 0

r to Stelara® ), and Tyenne® (tocilizumab-aazg) Autoinjector / Sy prﬁcrrcd status; moved Cosentyx® Sensoready® Pen / UnoReady® Pen / Syringe, Vial / Syringe, Pen / Syringe, Pen/Syringe (

u /
Starter Pack / Syringe to non-preferred in the Cytokine and CAM Antagonists category: moyed Syt Cn ¢ {0 preferred and removed the red writing T/F (Trial/Failure) of preferred agents not being required for children <18 years of age

the Growth

+ moved Ebglyss™

munomodulators, Atopic Dermatitis category: added Wegovy® Tablet as preferred in the GLP-1 weight management category, and moved Viamat® Cream to preferred in the Psoriasis category due to fiscal impact,effective 04.01.2026.
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://mes.medicaid.ncdhhs.qov/ then click on the Pharmacy Benefit Administrator ti
More information on the PDL can be found at: ncdhh h: ices

ANTIBIOTICS

Preferred Non-Preferred

gentamicin cream / ointment (zeneric for Garamvein®)

Centany” AT Ointment Kit / Ointment

mubirocin ointment (zeneric for Bactroban)

mupirocin cream (seneric for Bactroban”

Xeni™ Cream

ANTIBIOTICS - VAGINAL

Plans may not apply additional utilization or prior. criteria to this category

Preferred Non-Preferred

Cleocin” Vaginal Ovules

Cleocin” Vaginal Cream

vaginal cream (eeneric for Cleocin” Vaginal Cream)

vaginal gel (seneric for Nuvessa” Vaginal Gel)

Clindesse” Vaginal Cream

Vandazole" Vaginal Gel

vaginal eel (seneric for Metrogel* Vacinal Gel)

Xaciato” Vaginal Gel

Nuvessa” Vaginal Gel

ANTIFUNGALS

Preferred Non-Preferred

ciclopirox cream / solution (seneric for Lobrox”. Penlac™)

Ciclodan" Cream / Cream Kit / Kit / Solution

Rx cream (eeneric for Lotrimin® Rx)

ciclovirox gel / shamnoo / susvension (generic for Lobrox™)

ream (generic for Lotrisone")

ciclonirox treatment kit (veneric for Ciclodan")

cream / shamnoo (seneric for Nizoral")

Rx solution (generic for Lotrimin® Rx)

Klavesta” Powder (branded seneric for Nvston®)

lotion (veneric for Lotrisone™)

Nvamve" Powder (branded eeneric for Nvston®)

econazole cream (generic for Spectazole™)

nvstatin cream / ointment / nowder (veneric for Myeostatin®. Nvston®)

econazole foam (generic for Ecoza®)

Nvston” Powder

Ertaczo® Cream

nv: iamci cream / ointment (generic for Mveolog Iy

foam (eeneric for Extina”)

Ketodan" Foam / Foam Kit

Lovrox” Susnension / Cream / Kit

luliconazole cream (generic for Luzu®)

miconazole / zine oxide / petrolatum ointment (generic for Vusion®) - Clinical eriteria apoly

naftifine cream / eel (generic for Naftin")

Naftin® Gel

cream (generic for Oxistat™)

Oxistat” Lotion

salicvlic acid ointment (eencric for Bensal HP*)

tavaborole tonical solution (generic for Kervdin®)

ment - Clinical criteria anly

Vusion” G
ANTIPARA

Plans may not apply additional utilization or prior. ization criteria to this category

T/F of only one preferred drug required

Preferred Non-Preferred

Natroba” Tonical Susnens

n

Crotan™ Lotion

nermethrin cream (generic for Elimite™)

Elimite™ Cream

Eurax” Cream / Lotion

malathion lotion (eeneric for Ovide™

Ovide” Lotion

Pruradik™ Lotion

Sklice” Lotion

sninosad tonical susnension (eeneric for Natroba™)

ANTIVIRAL

Preferred Non-Preferred

acvelovir Cream / Ointment (veneric for Zovirax™)

penciclovir cream (seneric for Denavir)

Denavir” Cream

Tridazoqumolmamines

Preferred Non-Preferred

iiuimod cream nacket (eeneric for Aldara®)

Condvlox" Gel

Hyftor™ Gel

imiquimod cream / cream pump (generic for Zyelara®)

podofilox gel / solution (generic for Condvlox™)

Veregen” Ointment

PSORIASIS

Preferred Non-Preferred

cream / solution (generic for Dovonex™)

ointment (generic for Dovonex"”, Sorilux")

susnension / ointment (generic for Talconex ™)

calcitriol ointment (generic for Vectical®)

Vitama® Cream

Enstilar” Foam

Sorilux” Foam

Taclonex” Ointment / Suspension

Vectical Ointment

Zorvve™ 0.3% Cream / Foam

SACEA AGENTS

Preferred Non-Preferred

azelaic acid vel (veneric for Finacea™)

el pump (generic for Mirvaso™)

Esolay” (benzovl peroxide)

Finacea” Gel

cream (generic for MetroC: )

Finacea” Foam

el / pump (veneric for MetroGel )

ivermectin cream (zeneric for Soolantra™)

Rosadan” Cream / Gel

MetroC:

MetroGel”

lotion (generic for MetroLotion™)

Mirvaso®

Rhofade” Cream
Rosadan”

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

Effective Date April 1,
Revised 02.19.2026 Off-Cycle Change: Added Eliquis® Sprinkle and Suspension to preferred status in the Oral Anticoagulants category due to fiscal impact, effective 01.01.2026.
I(r\lscd II IR 1016 Uﬂi\clr(lungr Moved \molog@ U-100 Penfill/ FlexPen® / Vial to preferred status in the Hypoglycemic-Injectabl id acting Insulin category, due to patient ucccu.cﬂ‘cﬂl\rﬂ\ 20. 202(\
ised 03.31.2026 Off-Cycle Change: Moved Taltz® Auto-injector / Syringe, Starjemza Vial / to Stelara® ), and Ty Autoinjector / Syringe/ Vial to preferred status; moved Cosentyx® Sensoready® Pen / UnoReady® Pen / Syringe, Steqy ial dali b-ad:
Qunllclvr\ ulul Humira® Crohn's Starter Pack / Ped. Crohn's Surrrr Pack / Pen / Psoriasis Starter l'nrk / Syringe to non-j prrlcrrcd in the Cytokine :nd CAM Alvmgomu& category; moved Skytrofa® Cartridge to preferred and removed the red writing T/F (Trial/Failure) of preferred agents not being. rcqulrcd |nr chlldrcn <18 years of age

7 Pen / Syringe, adalimumab-; udhm mmnngrmanurmurrr,
the Growth oved Ebglys:

/ Pen to preferred i topic Dermatitis category; added Wegovy® Tablet as preferred in the GLP-1 weight management category, and moved Vtama® Cream to preferred in the Psoriasis category due to fiscal impact, effective 04.01.2026.
Tml 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.
Nol all therapeutic drug classes are included on the PDL. All drugs in the classes not included are considered Preferred. In addition to
F 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://mes.medicaid.ncdhhs.qov/ then click on the Pharmacy Benefit Administrator ti
More information on the PDL can be found at: ncdhh h:

STEROIDS

Tow Potency

Plans may not apply additional utilization or prior ization criteria to this category

Preferred Non-Preferred

d«.smud«. cream / ointment (generic for DesOwen®)

cream / ointment (generic for Aclovat

FS Scalo and Bodv Oil Capex®

cream / lotion / ointment (generic for Hytone™) desonide lotion (generic for DesOwen” Lotion)

body / scalp oil (generic for D * FS Scalo / Bodv Oil)
Solution

Hydroxvm™ Gel

Texacort” Solution

Medium Potency

Preferred Non-Preferred

fluticasone cream / ointment (veneric for Cutivate™) Beser” Lotion / Kit

cream / ointment / solution (eeneric for Elocon”) ream (generic for Cloderm™)

cream / ointment / solution (generic for Svnalar™y

Lotion / Ointment

fluticasone lotion (eeneric for Cutivate” Lotion)

butvrate cream / linid cream / lotion / ointment / solution (generic for Locoid*)

valerate cream / ointment (zeneric for Westcort™)

Pandel” Cream

cream / ointment (eeneric for Dermaton™)

Svnalar” Cream / Ointment / Kit / Solution / TS Kit

Tigh Potency

Preferred Non-Preferred

valerate cream / ointment (seneric for Valisone™) ream (generic for Cvelocort™)

cream/ gel / ointment / solution (veneric for Lidex") auemented cream / sel / lotion / ointment (veneric for Dinrolenc™)

acetonide cream / lotion / ointment (seneric for Kenalos™) cream / lotion / ointment (veneric for Dinrosone™)

valerate foam / lotion (generic for Valisone™)

cream / gel / ointment / sorav (sencric for Topicort™)

diflorasone cream / ointment (seneric for Florone™)

Dibrolenc” Ointment

emollient cream (seneric for Lidex" E)

cream (generic for Halog™)

solution (generic for Haloe™)

Halog” Cream

Kenaloe” Sorav.

Tonicort” Cream / Gel / Ointment / Sorav

sorav (seneric for Kenalog™)

ery Tigh Potency

Preferred Non-Preferred

clobetasol cream / emollient cream / sel / ointment (veneric for Temovate™) AvexiCon” E Cream

clobetasol shamnoo (eneric for Clobex™) clobetasol foam / emollient foam / emulsion foam (veneric for Olux" / Olux-E”)

clobetasol solution (generic for Cormax ) clobetasol lotion / sorav (seneric for Clobex™)

halobetasol provionate cream / ointment (oeneric for Ultravate™) Clobex" Shampoo / Sorav.

Clodan” Kit / Shamnoo

halobetasol nropionate foam (generic for Lexette™)

Lexette” Foam

Olux" Foam

Tovet™ Foam / Foam Kit
Ultravate” Lotion

lSCELLANEOUS

Uterine Disorder Treatments

Plans may not apply additional utilization or prior. ization criteria to this category

Preferred Non-Preferred

Oriahnn” Cansule
Orilissa® Tablet
Myfembree” Tablet

TUrea Cycle Disorder Treatments, Oral
Plans may not apply additional utilization r prior ization criteria to this category
“T/F of only one Preferred drug required

Preferred Non-Preferred

Buphenyl® Tablet/Powder

Carbaglu” Tablet for oral susvension

for Carbaglu™)
id (eneric for Ravicti*) T/F of preferred drug is not reauired for Urea evele disorder

carelumic acid Tablet for oral susbension (sene
elveerol oral I
Olpruya™ Suspension

Pheburanc” Oral Pellets

Ravicti” Liquid T/F of preferred drug is not reauired for Urea cvele disorder
sodium ‘Tablet/Powder (generic for Buphenvl®)

WEIGHT TAGENTS
GLP-1 Receptor Aulsts indicated for the treatment of obesity (Incretin
criteria apply to all drugs in this class

Preferred Non-Preferred

Weeovy” Pen/Tablet Saxenda" (liraglutide) Pen

Zenbound” Pen

Weight Management (Non-Tncretin Mimetics)

Preferred

tablet / ER tablet tablet

tablet / ER capsule
tablet / capsule

Non-Preferred

orlistat capsule (zeneric for Xenical”)

[Toiramate Capsule (generic for Osvmia ™)
Xenical” (orlistat) Capsule
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North Carolina Division of Health Benefits
North Carolina Medicaid Preferred Drug List (PDL)
Effective Date April 1, 2026

Revised 02.19.2026 Off-Cycle (h)llluc Added Eliquis® sonnuuna Suspension to preferred status in the Oral Anticoagulants category due to fiscal impact, effective 01.01.2026.

Revised 03,18 ZOZ&U"(\:IA‘(Iungr Moved Novolog® U-100 I'rnfll FlexPen®/ Vial to preferred status in the Hypoglycemic-Injectable: Rapid acting Insulin category, due o patient access, efective 03.20. z«z«
ised 0. yele Change: Moved Taltz® Auto-injector s\rmzr. Starjemza Vial / (0 Stelara® ), and uto mnwmgr/\ul to preferred status; moved Cosentyx® Sensoready® Pen / UnoReady® Pen / Syringe, ial dal b-adaz Pen / Syringe, adalimumab- udhm mmnngrmanurmurrr,
Quunnm ulul ||um|r. (b Crab's Sarter Pack / Ped. Crah's Starter Pac Psoriasis Starter Pack / Syringe to non- prrlcrrcd in rl\c Cytokine and CAM Amgomuumg«r s moved Skytrofa® Cartridge to preferred and removed the red writing T/F (Trial/Failure) of preferred agents not being rcqulrcd fo chitdren <18 years of age in the Growth oved Ebglys:
/Pen to preferred in topic Dermatitis category; added Wegovy® Tablet as preferred in the GLP-1 weight management category, and moved Vtama® Cream to preferred in the Psoriasis category due to fiscal impact, effective 04.01.2026.

Tml and failure (T/F) of two Preferred drugs are required unless only one Preferred option s listed or a T/F criteria exemption s otherwise indicate
Nol all therapeutic drug classes are included on the PDL. All drugs in the classes not included are considered Preferred. In addition to
F 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 Ils(ed as TO BE REVIEWED. For drugs requiring prior authorization, clinical criteria and prior authorization request forms can be found at
https medicaid.ncdhhs.qovll then click on the Pharmacy Benefit Administrator tile.
More information on the PDL can be found at: ncdhh h: ices

UNOMODULATORS, ASTHMA

VMM
Lutilization

Plans may not apply additios criteria to this category

Preferred Non-Preferred
Fasenra” Pen / Svringe Cinaair” Vial
Xol Nucala® Syringe / Vial c

Tezsoire” Pen / Svringe - of preferred avents not reauired for diagnosis of non-allergic. non-cosinophilic severe asthma

Xolair” Vial

TMMUNOMODULATORS, Atopic Dermatitis
T utilization izai

Plans may not apply addit D criteria to (his category
Clinical criteria apply to all drugs in this class
Preferred Non-Preferred

Adbrv"” Svringe / Anzupgo® Cream
Dunixent” Pen / Svringe Cibinao™ Tablet
Ebalvss™ Ibkz) Svringe/Pen Nemluvio” Pen
Eucrisa” 2% Ointment Ovzelura™ Cream

(generic for Elidel™) Zorve” 0.05% Cream
tacroll tment (generic for Protonic™) Zorve” 0.15% Cream

ANTIPSORIATICS, ORAL

Preferred | Non-Preferred

acitretin (ceneric for Soriatane™) [ rapid (veneric for Oxsoralen-Ultra™)

Plans may not apply additional ufilization or prior ization criteria to this category
Quantity fimits apply (0 all drugs in (his class

Preferred Non-Preferred

Auvi-0"Auto Iniector

ector (generic for Eni-Pen” / Epi-Pen” Ji/ Adrenaclick™)

auto

Eni-Pen” Auto Inicctor / 2-Pak /Jr. Auto Iniector / Jr. 2-Pak

neffy® nasal sorav.

ESTROGEN AGENTS, COMBINATIONS

Preferred Non-Preferred
Activella” Tablet Abigale™ Lo Tablet
Amabelz" Tablet Biiuva" Cansule
i tablet (eeneric for Activella®)
Fvavolv” Tablet
Jinteli® (branded eeneric for FemHRT")
Mimvev" / Lo (branded generic for Activella®)
thinvl estradiol (eneric for FemHRT")
Premphase” Tablet
Premnro” Tablet
ESTROGEN AGENTS, ORAL /TR

Preferred Non-Preferred
Climara” Pro Patch Climara” Patch
CombiPatch” Patch Divigel” Gel Packet
estradiol patch (seneric for Climara®. Menostar”. Vivelle-Dot™) Douti” Patch
estradiol tablet (zeneric for Estrace™ Duavee” Tablet
Evamist” Sorav Elestrin” Gel
Menest” Tablet Estrace” Tablet
Premarin” Tablet Estradiol Gel Pump

estradiol el packet (veneric for Divigel")

Lyllana™ Patch

Menostar” Patch

Minivelle” Patch

Osphena” Tablet

Veozah™ Tablet

Vivelle-Dot” Patch

ESTROGEN AGENTS, VAGINAL PREPARATION:

Preferred Non-Preferred
estradiol vaginal cream (veneric for Estrace”) Estrace” Cream

Estring” Vaginal Ring estradiol tablet (generic for Vagifem”)

Premarin” Vaginal Cream Femring” Vaginal Ring

Vagifem"” Vaginal Tablet Imvexxy” Vaginal Inserts

Yuvafem"” Vaginal Tablet

GLUCOCORTICOID STEROIDS, ORAL

Plans may not apply additional utilization T prior ization criteria to this category
Preferred Non-Preferred
budesonide EC capsule (generic for Entocort” EC) Alkindi” Sprinkle Capsule
elixir / tablet (generic for Decadron®) Agamree” Suspension
solution (generic for Concedix”) Cortef” Tablet
Emflaza” Tablet / Suspension - Clinical criteria apply cortisone tablet (generic for Patisone™)
tablet deflazacort suspension (generic for Emflaza™ - Clinical criteria applv. T/F of preferred agents not reauired for children < 12 vears of age.
4me dosenack / tablet (zeneric for Medrol") deflazacort tablet (generic for Emflaza™ - Clinical eriteria apply
sodium phosphate solution (generic for PediaPred”. OraPred”. Veripred"”) tablet dosepack / Intensol” Drops
solution (seneric for Prelone”. Millipred®) Eohilia® Suspension-T/F of preferred agents not required for diagnosis of eosinophilic esophagitis
prednisone dose pack (generic for Sterapred”) Hemady"™ Tablet
prednisone solution / tablet (zeneric for Deltasone”) Javthari Tablet (seneric for Emflaza®)

Khindivi" Solution

Medrol” Dose Pack / Tablet

o 1 Gy 1 Do 1ozt Lmmmrin e Mol L

Millipred” Dose Pack / Tablet

ODT (generic for Orapred” ODT)

tablet

Prednisone Intensol” Concentrated Solution

Ravos” Tablet

Taperdex” Tablet

Taroevo”™ Cansule - T/F of preferred agents not reauired for diagnosis of oA

Pvauvi™ Susoension
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North Carolina Division of Health Benefits
North Carolina Medicaid Preferred Drug List (PDL)
Effective Date April 1, 2026

Revised 02.19.2026 Uﬂ‘(\clc(hilluc Added ® Spi nuund Suspension to preferred status in the Oral As
P

agulants category due to fiscal impact, effective 01.01.2026.

Revised 03.18.2026 oMulr(lungr, Moved N U-100 Penfill/ Flex Vial to preferred status in the Hypoglycemic-Injectable: Rapid acting Insulin category, durm patient access, ffective 03.20.2026
Revised 03 yele Change: Moved Taltz® Auto-injector / Syringe, Starjemza Vial / to Stelara® ), anc Autoinjector / Swlng:/ Vial to preferred status: moved Cosentyx® Sensoready® Pen / UnoReady® Pen / Syringe, b \ial‘ inge, adalimumab-adaz Pen / Syringe, adalimumab-adbm mmrmgrmauurmurrr.
Quallent), and Humira® Crobn's Starter Pack / Ped. Crohn'sStarter Pack / Pen, Psoriasis Startr Pack / Syringe t on prrlcrrcd in rhc Cytokine and CAM Antagonists category: moved Skytrofa® Cartridge to preferred and removed the red writing T/F nmurauumarmrm«t agents not being required for n <18 years of age in the Growth + moved Ebglys
/Pen to preferred in topic Dermatitis category; added Wegovy® Tablet as preferred in the GLP-1 weight management category, and moved Vtama® Cream to preferred in the Psoriasis category due to fiscal |m|ucv. elfectine 0401.2026,

Tml and failure (T/F) of two Preferred drugs are required unless only one Preferred option s listed or a T/F criteria exemption s otherwise indicate
Nol all therapeutic drug classes are included on the PDL. All drugs in the classes not included are considered Preferred. In addition to
ciiteria, 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 Ils(ed as TO BE REVIEWED. For drugs requiring prior authorization, clinical criteria and prior authorization request forms can be found at
https medicaid.ncdhhs.qovll then click on the Pharmacy Benefit Administrator tile.
More information on the PDL can be found at: ncdhh h: ices

CYTOKINE AND CAM ANTAGONISTS

Plans may not apply additonal uilzation

criteria to this category

“TIF of only one Preferred drug required

Preferred Non-Preferred
dbm Pen/Psoriasis-UV' Pen/Crohn’s Pen/Syringe Bochringer-Ingelheim) Abrilada™ Pen / Svringe (biosimilar to Humira®)
Enbrel” Mini Cartrdee / Sureelick” Svringe / Svringe / Vial Actemra® ACTPen™ / Svringe / Vial
Hadlima™ Svringe / PushTouch (biosimilar to Humira") aacf Pen / Psoriasis-UV Pen / Crohn's Pen / Svringe
infliximab vial (veneric for Remicade™) i aatv Autoiniector / Svringe
Otezla® Starter Pack / Tablet i adaz Pen / Svrinee
Pyzchiva® nge/Vial dbm Pen/Syringe ( Quallent)
Stariemza Vial / Svringe (biosimilar to Stelara™ ) fkio Pen / Svringe
Taltz" / Svringe K /Svringe
Tyenne” / Svrinee/ Vial Amievita™ Svringe / Autoiniector (biosimilar to Humira")
Xeljanz® Tablet Arcalyst” SO Svringe
Avsola” Vial

Avtozma® Vial

Bimzelx" Autoinicctor / Svringe

Cimzia” Starter Kit / Svringe Kit / Vial Kit

Cosentvx” Sensoready” Pen / UnoReadv” Pen / Svrinee/ Vial

Cyltezo™ dbm) Psoriasis-UV Pen (biosimilar to Humira™)

Cvltezo™ Svringe / Crohn's-UC-HS Pen / Psoriasis Pen / Pen (biosimilar to Humira™)

Ensorvne” Svringe

Entyvio" Pen / Vial

Hulio™ Pen / Svringe (biosimilar to Humira")

Humira” Crohn's Starter Pack / Ped. Crohn's Starter Pack / Pen / Psoriasis Starter Pack / Svringe T/F of preferred adali oroduct s reuired

Hyrimoz™ Pen / Crohn's-UC Pen / Ped. Crohn's Pen / Svringe / Psoriasis Pen (biosimilar to Humira™)

Idacio” Pen / Psoriasis Pen / Crohn's-UC Pen / Svringe (biosimilar to Humira®)

Taris” Vial

Tumva” Sy

vringe
Imuldosa™ Syringe/Vial

Inflectra” Vial

Kevzara” Svringe / Pen

Kineret" Svringe - T/F of nreferred agents not reauired for diagnosis of Neonatal Onset Multi-$ Disease.
Olumiant” Tablet
Omvoh™ kz) Svringe /Pen / Vial

Orencia® Clickiet"/ Svrinoe/ Vial

Otezla” XR Initiation Pack / Tablet

Otulfi” Svrinee/Vial

Remicade” Vial

Renflexis™ Vial

Rinvoa” LO Solution

Rinvoa” ER Tablet

Selarsdi™ Vial / Svringe

Simlandi® it (biosimilar to Humira®)

Simnoni” Pen / Svringe / Aria” Vial

Skrizi® On-Bodv / Vial / Pen / Svringe

Sotvktu” Tablet

Sevieo” Vial / Svringe

Stelara” Svringe / Vial T/F of preferred usteki roduct s reauired
Steaevma” stba) Vial/Svrine
Tofidence™ -bavi) Vial

Tremfva” Svringe / Iniector/ Vial / Pen Induction PK-Crohn

Unlizna® Vial

Vial / Svringe (seneric for Stelara®)

-ackn svrinee (seneric for Stelara” /Selarsdi B™)

Ustek b-ttwe Vial / Syringe (generic for Pyzchiva®)

Velsivitv" Tablet

Xelianz" Solution / XR Tablet

Yesintek™ Svrinee/Vial

Yuflvma® Svringe / Autoiniector / Crohn's-UC-HS Autoiniector (biosimilar to Humira")

Yusimry™ Pen (biosimilar to Humira")

Zvmfentra™ Pen / Svringe

IMMUNOSL SANTS

Preferred Non-Preferred

Astagraf” XL Cavsule

tablet (eeneric for Imuran”)

Cellcent” Capsule / Susoension / Tablet

capsule (generic for il

‘modified capsule / solution (generic for Generaf”. Neoral”)

Envarsus” XR Tablet

everolimus tablet (veneric for Zortress® Tablet)

Generaf” Cansule / Solution

Imuran” Tablet

/tablet (seneric for Cellcent”)

capsule / suspe;

ic acid tablet (weneric for Mvfortic™)

Mvfortic” Tablet

Mvhibbin"™ ‘mofetil) Susbension

Neoral Cavsule / Solution

Proeraf” Cavsule / Granule Packet

kammune‘“ Tablet

Kr}zuromk Tablet

" Capsule / Solution

sirolimus tablet / solution (seneric for Rapamune” )

g
tacrolimus cavsule (veneric for Hecoria”. Proeraf”)

Tavneos” Can:

Zortress” Tablet
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North Carolina Division of Health Benefits
North Carolina Medicaid Preferred Drug List (PDL)
Effective Date April 1, 2026

® Spi ke and Slltprlmnl\ to preferred status in the Oral A s category due to fiscal impact, effective 01.01.2026.

Revised 02.19. agul
1 to preferred status in the Hypoglycemic-Injectable: Rapid acting Insulin category, due to rmmnl aceess,effecive 03.202026

6 OFF-Cycle Change: Added E

Revised nm 2026 OfF-Cyele Change: Moved Novolog® U-100 Penfill/ FlexPen®
ed 03.31.2026 Off-Cycle Change: Moved Taltz® Auto-injector s\m\zr. smryem/m\ul/s nge ( r to Stelara® ), and Tyenne® (tocilizumab-aazg) Auto .monw gmul o prﬁcrrcd status; moved Cosentyx® Sensoready® Pen / UnoReady® Pen / Syrings Vial s‘ e, Pen / Syringe, adali Pen/Syringe (
Quallent), and Hum (b Crabn's Sarter Pack  Ped. Craha's Sarter P Peoriasi Starer Pack /Sy ge to non-preferred in the Cytokine and CAM Antagonists category; moved Skytrofa® Cartridge to preferred and removed the red writing T/F (Trial/Failure) of ,mrmm agents not being required fo n <18 years of age in the Growth + moved Ebglyss™

0k Seringe P fo preferred . the fmmunamodulator, Atapie Dermattscaegors: added Wogous Tablet a« prefered i e GLPo1 weght management categars,and moved Viama Cream o prefrsed i the Poriasiscatcgory du fo fcal impact,ffctive 04.012026.
Trial and failure (T/F) of two Preferred drugs are required unless only one Preferred option s listed or a T/F criteria exemption s otherwise indicate
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 Ils(ed as TO BE REVIEWED. For drugs requiring prior authorization, clinical criteria and prior authorization request forms can be found at
https medicaid.ncdhhs.qovll then click on the Pharmacy Benefit Administrator tile.
More information on the PDL can be found at: ncdhh h: ices

MOVEMENT DISORDER

Plans may not apply addit prior ization criteria (o this category
ia apply to all drugs in this class
Preferred Non-Preferred
Austedo” Tablet Xenazine” Tablet
Austedo” XR Tablet / Titration Kit
Inerezza” Sorinkle Cansules

Inerezza” Capsule / Initiation Pack
tablet

FEREDITARY ANGIOEDEMA (HAE) PROPHYLAXIS AGENTS

Plans may not apply additional utilization or prior criteria to this category
Clinical criteria apply (o all drugs in his class
Preferred Non-Preferred
Hacoarda” Vial Cinrvze” Vial
Orladevo” Casule Dawnzera™ Auto syringe

Takhzvro” Vial / Svrinee

HEREDITARY ANGIOEDEMA (HAE) TREATMENT AGENTS

Plans may not apply additional utilization or prior ization criteria to this category
Clinical criteria apply to all drugs in this class

Preferred Non-Preferred
Berinert” Vial / Kit Ekterly® Tablet
icatibant svringe (generic for Firazvr™) Andembry® Auto Injector
Kalbitor” Vial zvr” Svrinee
Saiazir™ Svringe (branded seneric for icatibant) Ruconest” Vial

OPIOID ANTAGONIST
Plans may not apply additional utilization r prior ization criteria (o (his category

Preferred Non-Preferred

Klnmde“‘ Nasal Sorav.
HEMS™ naloxone Svringe Kit
naloxone nasal spray (OTC)
naloxone svringe / sorav / vial (eeneric for Narcan")
naltrexone tablet
Narcan” Nasal Sorav (OTC)
Opvee” Nasal Sorav
Rextovy"™ (naloxone) Nasal Sorav.
Zumnai” Inicction
E
Plans may not apply additional utilization or prior ization criteria to this category
Preferred Non-Preferred
Prior Approval Not Required for Coverage of Preferred Agents Clinical Criteria Apply to Non-Preferred Agents

Brixadi” Weeklv Svrinee / Monthlv Svrinee * SL film (eeneric for Suboxone™)

loxone SL tablet (generic for Suboxone™) Lofexidine Tablet T/F of preferred agents not required for diagnosis of opioid withdrawal

SL tablet (generic for Subutex®) Lucemvra® Tablet - T/F of preferred asents not reanired for diagnosis of opioid withdrawal

Suboxone” SL Film Zubsolv” Tablet SL

Sublocade” Svringe

SKELETAL MUSCLE RELAXANTS

Preferred Non-Preferred
baclofen tablet (generic for Lioresal”) Anmrix" ER Capsule

tablet (generic for Flexeril ) baclofen oral solution

tablet (generic for Robaxin®) baclofen susbension (generic for Fleasuvy™)
tizanidine tablet (eeneric for Zanaflex™) tablet (eeneric for Parafon Forte™)

ER capsule (veneric for Amrix” ER)

Dantrium” Capsule / Vial

dantrolene sodium cabsule (weneric for Dantrium")

Fexmid” Tablet

Fleasuv™ Susoension

Lorzone” Tablet

Lyvisoah" Granule Packet

metaxalone tablet (veneric for Skelaxin®)

Norgesic™ Tablet / Forte Tablet

aspirin / caffeine tablet (veneric for Norgesic™)

citrate tablet / vial (generic for Norflex™)

Oroh: ¢* Forte Tablet

Ozobax DS® Solution

Ozobax® Solution

Robaxin” Vial

Tanlor® Tablet

tizanidine les ( for Zanaflex")

Zanaflex” Capsule / Tablet

DISPOSABLE INSULIN DELIVERY DEVICES

Plans may not apply add P ization criteria to this category

Preferred Non-Preferred

CeQur Simplicity™

CeQur Simplicity™ Inserter

Tlet Infusion Kit

llet Starter Kit

Omnipod 5® DexG7/G6 Intro Kit/Pods (GENS), FSL2 G6 Intro Kit/Pods

Omnipod DASH" Pods (5-Pack) / Intro Kit

Omnipod GO™ Pods

DIABETIC CONTINUOUS GLUCOSE MONITOR SUPPLIES

Continuous Glucose Monilor Transmitters / Receivers / Readers

criteria to this category

Plans may not apply additional utilization i
Clinical criteria apply to all s n i alass

Preferred Non-Preferred

Dexcom G6” Transmitter / Receiver Freestvle Libre™ 14 dav Reader

Dexcom G7” Receiver

Freestvle Libre” 2 Reader

Freestvle Libre” 3 Reader
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North Carolina Division of Health Benefits
North Carolina Medicaid Preferred Drug List (PDL)

Effective Date April 1, 2026
Revised 02.19.2026 Off-Cycle Change: Added ® Sprinkle Illﬂ Sllsl)rn ion to preferred status in the Oral Al agulants category due to fiscal impact, effective 01.01.2026.
kr\lscd l" I 2016 Off-Cycle (,Illngr, Moved Novolog® U-100 Penfill/ FlexPen® / Vial to preferred status in the Hypoglycemic-Injectable: Rapid acting Insulin category, due to rmllcnl access, clfcc"\r 03.20.2026
evised 03.31.2026 Off-Cycle Change: Moved Taltz® Auto-injector / Syringe, Starjemza Vial / to Stelara® ), a Autoinjector / Swlngc/ Vial to preferred status; moved Cosentyx® Sensoready® Pen / UnoReady® Pen / Sy ba) Vial / b-adaz Pen / Syringe, adalimumab-adbm Pcll/*wlngr (‘Iannhrnlrrr.
Quallent) , and Humira® Crohn's Starter Pack / Ped. (.rohn 's Starter Pack / Pen / Psoriasis. Sunrr l'nrk / Syringe to non-j prrfcrrcd in rhc Cytokine and CAM Alluﬁn category; moved Skytrofa® Cartridge to preferred and removed the red writing T/F (Trial/Failure) of pr:fcrrcd agents not being required for children <18 years of age in the Growth : moved Ebglys:
/ Pen to preferred in \topic Dermatitis category; added Wegovy® Tablet as preferred in the GLP-1 weight management category, and moved Vtama® Cream to preferred in the Psoriasis category due to fiscal impact, effective 04.01.2026.
Tml 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 indicate
Nol all therapeutic drug classes are included on the PDL. All drugs in the classes not included are considered Preferred. In addition to
ciiteria, 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 Ils(ed as TO BE REVIEWED. For drugs requiring prior authorization, clinical criteria and prior authorization request forms can be found at
https medicaid.ncdhhs.qovll then click on the Pharmacy Benefit Administrator tile.

®

More information on the PDL can be found at: ncdhh: h: ices
C Monitor Sensors
Plans may not apply additional utilization orp ization criteria (o this category
Clinical criteria apply to all items in this class
Preferred Non-Preferred
Freestvle Libre™ 2 Sensor Freestvle Libre™ 14 dav Sensor
Freestyle Libre™ 2 Plus Sensor
Freestvle Libre™ 3 Sensor
Freestyle Libre™ 3 Plus Sensor
Dexcom G6” Sensor
Dexcom G7” Sensor (10 dav sensor and 15 dav sensor)
DIABETIC SUPPLIES
Plans may not apply additional utilization or prior ization criteria to this category

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 Pharmacy Program and can be submitted to the pharmacy
point-of-sale system with a preseription. Diabetic supplies, including other brands, can also be submitted under Durable Medical Equipment using the NDC and HCPCS code. Beneficiaries are allowed | covered meter every 2 years (730 days). For questions or assistance regarding diabetic supplies for Medicaid Direct members, please call the Prime Therapeutics call center at 1-844-
620-6116. *All blood glucose meters are billed using the NC Medicaid Free BIN Meter program. BIN 610524, PCN 1016, Group 40026479, 1D 066499643.%

Meters. Lancing Devices
\CCU-CHEK" Guide Retail care kit * (see above for billing) ACCU-CHEK" Softclix lancine device kit (Black)
\CCU-CHEK" Guide Me Retail care kit * (see above for billine) ACCU-CHEK" Fastclix lancine device kit
Test Strins Control Solutions
ACCU-CHEK" AVIVA PLUS 50 ct test strins ACCU-CHEK” Aviva elucose control solution (2 levels)
ACCU-CHEK" SMARTVIEW 50 ct test st ACCU-CHEK” SmartView elucose control solution (1 level)
ACCU-CHEK® Guide 50 ct test sirins ACCU-CHEK® Guide 2-Level control solution (2-levels)
ACCU-CHEK" Guide 100 ct test stri
Lancets
\CCU-CHEK" Softclix 100 ct Lancets
\CCU-CHEK" Fastclix 102 ct Lancets
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