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

October Meeting Draft
(Effective January 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: htt, nctracks.nc.
More information on the PDL can be found at: icaid.ncdhhs. i i ipti i rvices

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

Orange shade signifies a %o the drug, category, or a clinical

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

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

Purple shade signifies a product either no longer covered ble) or no longer available from the
ALZHEIMER’S AGENTS

Preferred

Non-Preferred

donepesil Sma. L0me ablet | ODT (eneric for Aricept” / ODT)

Adirit* Patch

Exclon” Patch

Adubelm” Vial - Ci

« for Namenda,

Aricent” Tablet

Exclon®)

Aricent')

capsule /solution /R

Kisunls™

Vsl

Leqembi’ Vial - Cl

i apolv

memantine ER capsule

da” XR Soluton)

Memantine HCL Donepeil HDL

for NAMZARIC')

[Namenda® Tisation Pack / XR Capsule / XK Titration Pack

[Namzaric” Capsule  Tiration Pack

for Exclon’)

Zunvey 1" bl

ANALGESICS

OPIOID ANALGESICS.

Long Acting Opioids

Plans may not apply

Clinical c

prio
riteria apply to all drugs in this class

Preferred

Non-Preferred

Butrans” Patch

Belbuca® (Buccal) Film

fentanyl patch 12mes | 2Sme / SO /75mer  100me (seneric for Duragesic”)

methadone concenirate / diskets / inensol/ ables / solution

Conzin® Capsule

Contin®)

@sis )

OxyContin® Tabler

vdrocodone ER veneric for Zohvdra” ER)

hvdrocodone ER for Hysingla® ER)

for Exaluo®)

Hysinga” ER Tablet

Methadose™ Oral C Tablet

for Avinz” Kadian")

S Contin’ Tablet

oxvcodone ER tsble (zeneri for OxyContin')

oxymorphone ER tsblet

ramadol ER for Convin®)

ramadol ER tablt (Uliam ER'®, Ryl

Orally Disintegrating / Oral Spray Schedule 11 Opioids

Plans

y notapply

Clinical c

prio
riteria apply to all drugs in this class

Preferred

Non-Preferred

Actia” Lozenge

fentany] cirate logene (generic for Actia)

Fentora” Buceal Tablet

Sh

T Acting Schedule TTOpioids

Plans may not apply

Clinical c

prio
riteria apply (o all drugs in this class

Preferred

Non-Preferred

Endocer” for Percocet’)

Codeine sulfate tabler

hvdrocodone lution / tablet (seneric for Hycel” Loreet”. Lorsh”. Norco” Vieodin®)

Dilaudid” Liouid / Tablet

for Dilavdid")

v for Ibudone” Reprexain” Vicoprofen)

(seneric for MSIR')

upnository (seneric for Dilaudid")

tablet (seneric for Roxicodone)

for Levo-Dromoran®)

onve Tyiox)

(aeneric for Demerol")

oxvcodoneacctaminophen tblets (seneric for Percocet')

)

Nalocet" Tablet

Roxicodone” Inensol)

oxycodone-scetaminophen soluton

Percocet” Tablet

Prolate” Tablet/Solution

Rosicodone” Tablet

hort

Roxybond” Tablet

T IV Opioids / Analgesic

Plans may not apply

Clinical o

»
riteria apply to all drugs in this class

Preferred

Non-Preferred

cou ablet (generic for Tylenol with Codeine”)

Ascomp” C ith Codeine”)

ramadol ablet S0 mg (generic for Ulram®)

5

o acet”)

butalbitalcaffeine- APAP with codeine tablet (seneric for Foricet with Codeine’)

NTM: Added Solution (generic for
Zolvit) to non-preferred

for Stadol)

hen-caffeine (bt (generic for Panlor S5°)

Fioricet with Codeine’ Capsule

 Zolvi)

pentazocine-naloxone wble (generic for Talwin NX)

Seglents” Tablet

for Qdolo™)

ramadol ablet (25 mg. 75 mg. 100 me)

NON-OPIOID ANALGESICS

Plans may not apply

»

Preferred

I

Non-Preferred

Joumavx" Tablet Quantity imit of a 14 day supply

I

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

October Meeting Draft
(Effective January 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: htty nctracks.nc.
More information on the PDL can be found at: icaid.ncdhhs. i i ipti i rvices
NSADS
Preferred Non-Preferred
for Ceebres") Artrotee” Tablet
Voluren') Celebrex” Capsule
') [Davoro" Caplet
Indocin®) for Zipsor)
r Toradol') aaflam®)
c 5 R b for Volaren® XK
naptoxen EC/ DR tble for Naprosvn” EC) tablet (ssneric for Artbrotec")
for Anaprox") dilunisal bl or Dolobid)
naor Neprosyn’) [Dolobid tablet
sl Tinoril') wblet/ ER for Lodine” /XL

Feldene” Capsule.

able (seneric for Nalfon")

for Ansaid®)

ibuprofen ) TUF of onty
indomethacin ER for Indocin SR)
5
ketoprofen ER for Oruvail’)
Kiprofen™ (keloprofen) Capsule (branded generie for Orudis™)
Lofens” Tablet
")
)
for Viviodex®)
for Relafen)
Nalfon” Capsule / Tablet
Naprelan® Tablet
Naprosvn” Suspension
maprosen sodium ER for Naprelan)
raproxen )
let (seneric for Vimovo™) - TF of anly
' DavPro®)

for Feldenc”)

Relafen’” DS Tablet

Tolectin® (tlmetin) Tablet

tolmetin wble  capsule (venerc for Tolectn® / DS)
Vimovo® Tablet- T/F of only i

NEUROPATHIC PAIN

Preferred Non-Preferred

") | Cymbaha® Capsule

")  DermacinRx™ Lid

Drizmima” Sorinkle

bar
Gralse” Tablet

— Open class-N ioriont Tl

Pach

Lidoderm” Paich

Lutica” Cansule / Solution / CR Tablet

Neurontin® Cansule / Solution /Tablet
bl R

Outena” Kit

Savella” Tablet/ Tiration Pack

Tridacaine”™ Pate

Zr1igo™ N

ANTICONVULSANTS

!

1y not app b
Paticnts with a diagnosis of seizure disorder arc exempt from T/F criteria and may use any carbamazepine product.

Preferred Non-Preferred

Aptiom” Tablet trol )
m— it XR bl for Teamal” XK1 Cartarol Cansule NTM: Added cetate for Aptiom®) to non-
Eauetro” Capsule Epitol" Tablet preferred

Trtepar’y Ao’

Oxiellar” XR Tablet XR)

Tesretol” Suspension / Tablet / XR Tablet Trleowl” Tablet

Trlepual” Susnension

FIRST GENERATION

Patients TIF criteria and

Preferred Non-Preferred

Celontin® Kapseal Denakote® ER

Diantin® Capsule i [Denakote® Tablet

c" | ER / Sorinkle) )

rontin®) ")

[Mysoline® Tablet

Felbatol" Suspension | Tabet Seraby” Vil

Y
lnr souion [Daronin” Capsl Soluion Open

Phenvick” Capsule

tek”)

rimidone Tablet (seneric for Mysoline*)

cene®)
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Trial and failure (T/F) of two Preferred dr.

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

October Meeting Draft
(Effective January 2026)

ugs 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 unf
reviewed by the PDL Panel. These drugs are listed as TO BE REVIEWED. For drugs requiring prior authorization, clinical criteria and prior authorization request forms can be found at: htt

nctracks.nc.

More information on the PDL can be found at: ncdhhs. rvices
ECO! TON
Plans may not apply management or prior
Paticnts with a 0 { szure diorder are exempt from /¥ criteia and may use any second generation product.
Preferred Non-Preferred
beivict” Tablet Solution Banzel” Suspension
able (genere for Oni’) Banzel” Tablet
v Klonopin') clanazepars ODT (genericfor Klonopin’ Waler)
Discomi” Capsule / Povder Pack
ssneri for Dasal” Accudial P Sysiem) Elepsia™ XR Tablet
- Epdiolex” Solution - ™
Epronta™ Soluton Gabarone™ Tablet
Fintepla” Soluton Keppra® Tablet/ Soluton / XR Tablet
Fycompa’ Tabler/ Suspension Klonopin® Tablet
ssbapentin capale sluton Newrontin’) hcos for Vimpat')
co Vimpat') Lamical” Chewable /ODT /ODT Starter Kit Staie Ki/ Tablet XR / XR St Kit
lmorrgine chewable tablet ODT (genere for Lamical ) dose pacly ablet dose pack B
morgine ER tsblet(gencrie for Lamictal XR) i o for Sprtam’)
R blt/ solution (generi for Keppra” 1 XR) Libervant” (dinzepam) Buccal il
Nayalam” Nsal Spray Lyrica” Capsule / Solution
Qudesy” XR Capsule Motopoly X (lcosamid fesse) Capsale
Roveepra™ Tablt Neurontin” Capsule /Solution  Tablet
nerc for Banzel) Onfi Suspension  Tablet
for Banel") perampanel Tble (generic fo Fycompa')
Sabril Table/ Poder Packet Spriam” Tablet
Subvenitc” Tablet Tab St Kit Sympazan” Film
o 0 Topammax’ Sprinkle Caprul  Tablt
bt (generc for Topamax) topiramate ER capsu for Trokendi XR) T/F of Trokendi” XR Capsule reauired for coverage
Valtoco” Nasa Spray topiramate ER sprinkle capsule (genric for Qudeny”)
gabatrn powder pocket(generi for Sabri) rokend® XR Capeale NTM: Added perampanel Tablet (generic for Fycompa®) to non-preferred
Xcopri® Tablet / Titration Pack vigabatrin tablet (generic for Sabril") (OFF-CYCLE Change: Moved Epidiolex® Solution from preferred to non -preferred dude to
e for Zonegran’) Vigadrone’ Powder Packet Tablt significant fiscal impact to the state
e Soluton Added Tablet and Diastat® Rectal Gel to non-preferred
Vigpoder™ Poder Packet
Vimpat” Solution /Starer it Tablt
Zonisade™ Ora Suspension
iy Oral Suspension
ANTI-INFECTIVES - SYSTEMIC
TIBIOTIC
ins, Cephalosporins and Related
Preferred Non-Preferred
sble/ suspension / ablet (zenrie for Amoxi” Trimox') amo Augmentin)
amo ic for Augmentin’) amoniciln ® Ausmentin” / XR)
ampicilin capsue /njction / vial Ausmentn” Suspension. ES-600 /X Tablet
ampicllin sulbacam injcton / vial ccfaclor capsule / susnension / ER abit (seneri for Ceclor® / CDY
bicilln” C-R inection fudroxi for Duricer*)
for Duricet') Supeax") UF of preferred agents not required for chidren < 12 vears of ge
cctinic [ep— it (seneric for Vanin')
for Suprax') cenhalexin sblt (senere for Keflex')
ablt (senerc for Cefl)
ccturonime tblt (senere for Cefin®)
Ty
dicloxacilln capsule
nafclin njection v
oxacilin njection vl
penicillin G njecion /vial
penicilin V suspension ablet
Plierpen” nition /vial
pipeacil - wzobactam injocton vl
Unasvn” imection vl
Zosvn” niton /vial
Tincosamides and Oxazolidi
Preferred Non-Preferred
for Cleocin'y Cleocin’ Capsales Vial
1) tble (seneri for Zyvox') Cleocin’ Pedisic Soution
clindamycin Cleoein®)
Lincosin’ Vil
lincomyein vial (seneri for Lincocin')
linczolid 1V Zrvox')
Sivextro” Tabet Vil
Zvvox" Tablet/ 1V Solution / Suspension
Miacrofides and Ketolides
Preferred Non-Preferred
asthromycin powder packet/ suspension  ablet (generie for Zithromax") clarithromy cin ER tblet (generi for Biaxin XL
charitroms cin suspension / abet (generic for Baxin®) Eryped” 2001400 Suspension
EES Filmiab /Suspension Ery-Tab" Tablet
Frythrocin® Filmi Zithwomax” Poveder Packet Suspension  Tablt/ Te-Pak 1 2-Pak
erythromyein S 200 mg and 400 mg suspension (generic for EES.* Suspension. Eryped")
crytromyein EC capsule (genere for Fye')
crytromycin ES tabit (generic for ES” Fimiab)
Antibiotics)
Preferred Non-Preferred
metronidazole tablet(senere for FlasvI") [ Acmeolo” DR Tablet
for Vancocin") Difcd" Suspension / Tablet - 1/F of onhy vancomvein b reauired for treatment of i
5 Firvana” Soluton
Flasyl®)
[
r Mycifradin)
for Alimia” Tablet
0
Solosee™ Granules
for Tindama')
Vancocin' Capsule
[Vowst™ Capsule - Cliniel citeia apph
Xifusan” Tablet TF of preferred ng
‘Quinolones
Preferred Non-Preferred
Cioro" Suspension Boxdels™ Table.
cioroflowacin ablt (seneric for Ciora™) Cioro” Tablec
levofloxaci bl genere for Levaauin®) ciroflowcin G
for Avclox') Ievoflowacin Levaauin®)
oflosacin bt (eeneric for Floxin®)
Tetracyeline Derfvatives
Preferred Non-Preferred

doxycycline hyclatecapsule / ablet (generic for Vibramycin®, Vibra-Tab")

demeclacycline tablet generic for Declomycin’)

doxycycline monohydrate S0 100mg capsule generic for Monodox”)

Doryx” DR/ MPC Tablet

minocyeline S0mg. 75mg. 100mg capsule (generic for Minacin®)

doxycycline hyclate DR tablet (generic for Doryx” DR)

y IR-DR capsle 5

5mg, 100mg, 150me tablet

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

Vibramein' -

F of preferred agents not reauired for patients < 12

ion: Added Oracea® capsule to non-preferred

Lymepak™ Tablet

SOmg, T5mg. 100mg blet

minocycline ER Solodyn” ER) C

failre of minocycline required. Limited t0 2 12 week supply

Minolira™ ER Tablet

Morgidox” Capsule /Kit

Nuzyra™ Tablet

Oracea® capsule

[Solodyn” ER Tablet - Clnical justification and failure of doxyeycline and minocycline required. Limited (o 2 12 week suppy

etracycline capsule (generic for Sumycin”)

ieracycline ablet (generc for Sumycin® / Panmycin®)
‘Antifungals

Preferred

Non-Preferred

clorimazole roche / lozenge (seneric for Myeelex” Trochel

Ancobon” Capsule

able (generic for Diffucan)

Bresafemme Tablet

Grifulvin V) Cresemba’ Cansule
for Gris-Pes") Diffucan Suspension /Tablet
for Nilsar") Ancobon”)
nvsain Mycostin’) for Grifulvin V)
for Lamisi®) for Sooranox’)

for Nizoral")

[Noxafil” Suspension /Tablet/ DR Susnension Packet

Oravie” Buceal Tablet

for Noxafil"y

Sporanox" Cansule / Soluton

oriconame suspension | blet (seneric for Viend")

“Antivirals (General)
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reviewed by the PDL Panel. These drugs are listed as TO BE REVIEWED. For drugs requiring prior authorization, clinical criteria and prior authorization request forms can be found at: htt
More information on the PDL can be found at: icai i . i L

North Carolina Division of Health Benefits

North Carolina Medicaid Preferred Drug List (PDL)

October Meeting Draft
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Trial and failure (T/F) of two Preferred drugs are required unless only one Preferred option is listed or a T/F criteria exemption is otherwise indicated.
Not all therapeutic drug classes are included on the PDL. All drugs in the classes not included are considered Preferred. In addition to
TIF criteria, clinical criteria (indicated in RED) may also apply. New to market products typically default to Non-Preferred status until

nctracks.nc.

rvices

Plans may not apply

Preferred Non-Preferred
Paslovid™ Tablet dose Pack
Lagovrio™ Capsule
“Antivirals (Hepatitis B Agents)
Preferred Non-Preferred
entecavi bl (seneric for Baraclude”) adefoi blet (sencric for Hepsera® )
lamivuding HBY. Eoivie” HBV) [Baraclude” Solution | Tablet
Vircad” Powder Table Vemlidy" Tablet
‘Antivirals (Hepatitis C Agents)
Plans may not apply prio
Preferred Non-Preferred
Py’ Syringe Vil
seneric for Copesu”_Rebetol)
Clinical criteria apply (o all drugs Tisied below
Prior Approval Not Required for Mavyret” Tablet/ Pelet Pack r tablet (zeneric for Epelusa’)
Algenaty

Eoclusa” Pelet Pack/Tablet

Mavvrer® therany)

Harvoni” Pellt Pack / Tablet

Mavvret” Pl Pack Harvoni')
Enclusa”) Sovaldi” Pelle Pack  Tablet
Zevater” Tablet
A hid Puh-A)
Mavvret” Tablet (U to 12 weeks of theraov)
Mavvret” Pellet Pack
Enclusa”)
with an HY regi ining an N or genotype fa or 3 infect reated with an HCV N
inhibitor.
Vosesi™ Table
cirhosis
Enclusa”)
“Antivirals (Herpes Treatments)
Preferred Non-Preferred
acvelovir capsule/ able for Zovirax") Siavie" Buceal Tablet
famcicovis table (eeneric for Famir™ Valirex” Canlet
valacvelovi ablt seneric for Valrex")
“Antivirals (Influenza)
Preferred Non-Preferred
ose seneric for Tamilu") 0

Flumadine” Tablet

Relena” Diskhaler

Tamifla” Cansule  Suspension

Xoflu™ Tablet - T/F of onl one preferred drus reauired
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reviewed by the PDL Panel. These drugs are
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Trial and failure (T/F) of two Preferred drugs are required unless only one Preferred option is listed or a T/F criteria exemption is otherwise indicated.
Not all therapeutic drug classes are included on the PDL. All drugs in the classes not included are considered Preferred. In addition to
TIF criteria, clinical criteria (indicated in RED) may also apply. New to market products typically default to Non-Preferred status until

More information on the PDL can be found at:

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

nctracks.nc.

ncdhhs

rvices

“Antibiotics, nhaled

Plans may not apply ntor prior

T/F of only one preferred drug required

Preferred

Non-Preferred

Kiabis™ Pakc

Arikayee® Vial

Bethkis™ Ampule

Cavsion" Soluton

Tobi™)

tobramvein inhalation ok for Kiabis”

Tobi™ Podhater™ / Soluton

i for Belhkis)

BEHAVIORAL HEALTH

ANTIDEPRESSANTS

Other

Preferred

Non-Preferred

SR tablet/ XL

Wellburin® Tablet /SR /XL

Aplenin” Tabler

desvenlafuxine ER tabl for Prisia")

Auvelin Tablet

for Cymbala")

L senerc for Forfiva” XL)

Effexor” XR Capsule

Cymbalu” Capsule

bl (generi for Remeron')

desvenlafixine ER for Khedeza®)

razo )

forIrenka")

venlafiine tablet/ Effex

or'. Effexor XR)

Emsam” Pasch

il Vilorvd")

Fetzima® Capsule / Tiation Pak:

Forfivo’ XL Tablet

Marplan” Tablet

Nardil” Tablet

nefazmdone tablt (seneric for Serzone’)

henclrine able (zeneric for Nardil)

Prisia” ER Tablet

Raldesy™ Solution

Remeron” Soltah™ / Tablet

Pamate")

Trngelin” Tabler

Venlafuxine besyla ER wblet

Venlafuxine ER tablet

Viibrvd" Tablet

Wellbutrin” SR /XL Tablet

Zurzuvac™ Casule TIF of preferred agents not reauired for dinnos's of

Reuptake Inhibitor (SSRI)

Preferred

Non-Prefer

Colexa” Tablet

cialopram capsule

0

i bR * Wooklv)

Promc") - 1/F of <18 vears of aze

Paxi” Susnension

Lexanro" Tablet

paroxeiine suspension / CR i’/ CR)

[Poxil” Tablet/ CR Tablet

Prozac” Pulvule

scrnaline capsule

Zoloft” Soluton / Tabler

ADHD.

Plans may not apply o

Preferred

Non-Preferred

Adderal” Tablet ¢

ric Product Per FDAY

Adderall” XR Cavsule

Adderall’y

Adzemns” XR ODT

Adderall” XR)

Mydavis"y

"

for Evekeoy

lonidine ER tablet (eeneric for Kaovay"

Aotensio” XR Cansule

Davirana” Patch

Asstarvs™ Copsule

ey

Concerta” Tablet

)

Cotempla™ XR-0DT

Intunin "y

Desdrine” Spansule”

Vovanse')

drine” Soansule)

Methvlin” Solution

s’

" CD)

Dyanavel” XR Susoension - T/F of reauired for chidren < 12 vears of ase

ER tablet senerc for Concerta”

\

Duanavel” XR Tablet

hlin”_Rialin')

[Evekeo” Tablet / Evekeo” ODT Tablet

Vyvanse® Capsule

Intuniv” Tablet

for Vvvanse’)
0

for Methylin)

ER capsul c for Aptensio” XR)

R 3 me) (Branded

L L

0

Mydayis” ER Capsule
Onyds XK T of required for chidren < 12 years of age
ProCentra’ Soluton
Qutbree” Capsule
Quillichen” ER Tablet - T o, ired for chidren < 12 vears of
Quillivant” XR “UF of preferred agents not required for chidren < 12 vears of age.

[Relexxii™ ER Tablet

Rialin’ LA Capsule

Riain” Tablet

Stuatera” Capsule

Vyvanse® Chewable Tablet

Xelstrvm" Patch

Zenzed” Tablet
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North Carolina Division of Health Benefits
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Trial and failure (T/F) of two Preferred drugs are required unless only one Preferred option is listed or a T/F criteria exemption is otherwise indicated.
Not all therapeutic drug classes are included on the PDL. All drugs in the classes not included are considered Preferred. In addition to
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: htt netracks.nc htm
More information on the PDL can be found at: icaid.ncdhh: i i ipti i rvices
INJECTABLE ANTIPSYCHOTICS
Tnjectable Long Acting
Pians may a0t apoi management o prior
Preferred Non-Preferred
(Abilify Asimtufi” Syringe Kit
Abilify Maintena® Syringe / Vial
| Aristada® / Initio” Syringe
fluphenazine decanoate vial (generic for Prolixin decanoate”)
Haldol* decanoate Ampule
")
Invega” Hafyera Prefil
Invega® Prefilled Syringe
Invega® Trinza Syringe
Perseris” Syringe
Riperdal” Consa Vil
risperidone ER vial (generic for Risperdal” Consta)
Rykindo" Vil Vi K
Uzedy”™ Syringe Kit
Zypresa® Relpreve ™ Vial Kit
ATYPICAL ANTIPSYCHOTICS
Oral / Transdermal
Pians may notappy prar
TF ofonly one preferred drug required
Preferred Non-Preferred
aripiprazole Tablet / Solution (generic for Ability”)  Abilify” Tablet/ Abilify” MyCite” Tablet
scnspine SL Saphris” SL) aripiprazole ODT (gencric for Abilify” Discmelt’)
clo: Clozaril”") Caplyta™ Capsule
luras Latuda®) clozaine ODT (generic for FazaClo™)
olanzanine ODT / tablet (seneric for Zvorexa™) Clozaril” Tablet
for Inveea") | Cobenfy
/ER for Seroauel”/ XR). | Cobenfy Starter Pack
ispridone ODT soluion Rt Fureo” Tblr Tation Pk
Vraviar” Capsule |Geodon” Cansule.
Geodon") Inveea" Tablet
Latuda” Tablet
Lybalvi™ Tabl

Nuplazid” Tablet/ Capsule

Opipaa™ (Asipiprazole) Oral Film

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

Risperdal® Soluton / Tablet

Saphris” SL Tablet

Secusdo Patch

Seroauel” Tablet/ XR Tablet/ XR Sample Kit

Versaclo7* Suspension

Zyprexa” Tablet/ Zydis” Tablet

CARDIOVASCULAR
"ACE INHIBITOR
Preferred Non-Preferred
Lotensiny Accuoril” Tablet
i Vasotee") Al Cansule
Prinivil” and Zesil') Canoten”)
Alice"y for Epaned" - T/F of preferred agents not reauired for chidren < 12 vears of aze
Eoaned” Solution - 1/F of ot reavired for chidren < 12 vears of ase
for Monooril"y
Lotensin’ Tablet
ILtablet (senerc for Univase™)
Obrelis” Solution - T/F of peferred agents not reauired for chidren < 12 vears of aze
Accon”)
Accupril
favik")

Vasotee” Tablet

Zesuit” Tabler

"ACE INHIBITOR / CALCIUM CHANNEL BLOCKER CC

Preferred Non-Preferred

Lowel"s Lowel” Capsule

= for Tarka")

"ACE INHIBITOR / DIURETIC C

Preferred Non-Preferred
il 1IC Vaseretic') Accuretic” Table
lisinopril-H " Zesoreic’) benazeprL HCT: i)
topri-HCTZ ablet (peneric for Caporzide")
fosinopriLHCT: e
Lotensin® HCT Tabler
ILHCTZ able (zeneri for Accuretc”. Quinaretc”)

Vasereiie” Tablet

Zestoretic” Tablet

TTRECEPTOR BLOCKERS
Preferred Non-Preferred
inbesaran Avapro®) Atucand” Tablet
losaran Comar’) Avapro® Tublet
olmesaran Benicar') Benicar” Toblet
valsarian Diovan) candesartan wblet (seneric for Atcand”)
Comar” Tabler
Diovan” Tablet
Edurbi” Tablet

eorosuran tablet (seneric for Teveten”)

Micardis” Tablet

elmisarun tablet (seneric for Micardis™)
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ncdhhs

rvices

TRECEPTOR BLOCKER

Preferred Non-Preferred
Azor”) | Azor" Tablet
") |Exforge” Tablet / HCT Tablet
for Tribenzor™) et (generic for Twynsta®)
| Tribenzor” Tablet
forge” HCT).
ITREC] )R BLOCKER DIURETIC
Preferred Non-Preferred
b 1-HCTZ table for Avalide®) | Atacand” HCT Tablet
I -HCTZ tabl for Hyzaar®) | Avalide® Tablet
l 1-HCTZ table for Benicar” HCT). Benicar® HCT Tablet
I 1-HCTZ table for Diovan" HCT) d 1 HCT Atacand" HCT)
Diovan® HCT Tablet
Edarbvelor” Tablet
Hyzaar® Tablet
| Micardis® HCT Tablet
telmisartan-HCTZ tablet (generic for Micardis" HCT)
ANGIOTENSIN IRECEPTOR / NEPRILYSIN BLOCKER COMBINATIONS
Plans may not apply prio
Preferred | Non-Preferred
Entresto” Tablet [ Entresto” (sacubitit - PelletT/F of d for chitdren < 12 vears of age
[sscubiiland vasara abet (generc for Enesto®)
THMICS
Preferred Non-Preferred
for Cordaronc®) | Multag" Tablet
for Norpace") | Norpace” Capsule / CR Capsule.
Tikosvn") Pacerone” Tablet
for Tambocor”) i for. glute DuraTabs")
for Mexitil*). | Tikosvn" Capsule
for Rythmol®)
S
e
BETA BLOCKERS
Plans may not apply prio
Preferred Non-Preferred
for Tenormin®). for Sectral")
bisor ) Betapace” Tablet / AF Tablet
for Corea") for Kerlone®)
Hemangeol” Solution Bystolic” Tablet
for Trandate®) carvedilol ER for Corex” CR Capsule)
L table for Toprol XL*) | Corea” Tablet / CR Capsule
for Lopressor”) Inderal® LA Capsule / XL Capsule
for Corgard*) Innopran® XL Capsule
for Bystolic") Kansnarzo™ Sorinkle - T/F of preferred asents not reauired for chidren < 12 vears of ase.
tablet / ) | Looressor” Tablet
Sorine” Tablet Visken")
bt (ceneri for Betanses"{ AF. Sorie’) Sotvlize* Solution
| Tenormin” Tablet
locadren”)
| Toorol XL" Tablet
'BETA BLOCKER DIURETIC
Preferred Non-Preferred
Tenoreic oorololHC Lovresor” 5Ty
bisoorolal ” oLt Inderide")
 Tenoretic” Tablet
BILE ACID SEQUESTRANTS.
Preferred Non-Preferred
7 7 light packet. e I i et/ tablet (seneric for Welchol")
Jolestid” Tablet) | Colestid” Granules / Tablet
lestinol for Colestid")
Prelitch Packet Powder
|Ouestran” Lisht Powder / Packet / Powder
| Welchol” Packet / Tablet
'CHOLESTEROL LOWERING AGENTS
Preferred Non-Preferred
sorvasain initor') Atoprev” Tabet
0
ovasttin ) orvalia” Suspension
pravastain Caduet” Tablet
rosuvastati tablet (generic for Crestor®) [Ezallor™ Capsule
Simvastatin ablet (generic for Zocor®) Vatorin®)
UF of ired for chidren < 12 yoars of age
[ 1*/X1)
{ati, Juxtapid” Ca
— Open class-No ecol® XL Tablet
Lipitor” Tablet
Livalo” Tablet - T/F of preferred agents not required HIV
Nexietol Tabet - Cliea cieria apoly
Nexlizet”
for Livlo®) - TF of prefereed requirea v
Vviorin® Tablet
Zetia” Tablet
Zocor” Tablet
Zvoitamae™ Tablet
Crestor”
'CORONARY VASODILATORS
Preferred Non-Preferred
for Isordil" Titradose”. IsoDitrate”. et.al.) Gonitro* Subli il Pe
ER table for Ismo”, Monoket". Imdur) Isordil" Tablet  Titradose” Tablet
nitroglycerin patch / spray / SL for Nitro-Dur”, Minitran”, Nitrostat”, et al) | Nitro-Bid* Ointment
Nitrostat” SL Tablet Nitro-Dur" Patch. NTM: Added for Nitro-Bid®) to non-preferred
nirosicerin Bid")
Nitrolingual* Sprav_
|Verauvo™ Tablet
DIHYDROPYRIDINE CALCIUM CHANNEL BLOCKERS
ot app! pri
Preferred Non-Preferred
for Norvasc™) felodinine ER Plendil*)
) Dvnacire™)
nifedipine ER table for Adalat CC* / Procardia XL") Katerzia™ Susbension_- T/F of reauired for children < 12 vears of age
| Norligva® Solution ‘oniupri®)
for Cardene”)
for Nimotop)
nimodipine solution
Idi ER table (g for Sular")
Norvasc” Tablet
Nvmatize”Sol .
Procardia” XL Tablet
Sular” Tablet
TRENIN INHIBITOR
Preferred Non-Preferred
Tekiurna® Tablet aliskiren tablet (generic for Tekturna® Tablet)
 Tekiurna® HCT Tablet
N RECEPTOR
“Covered for diagnosis of Pulmonary Arterial Hypertcnsion only
Preferred Non-Preferred
ambrisentan tablet (generic for Letairis” Tablet) bosents Tracleer")
leer" Tablet | Letairis Tablet
NTM: Added b. tablet for (generic Opsumi” Tobler
for T'adeerﬁ) Opmm: Tablet
Tsceer” Suspension
N PROSTACYCLIN ANALOGS
Preferred i Non-Preferred
Tyvaso® Refil Startr Kit | rvvaso” p1 N
Veotsv® Soluion I Open class-N;
NIACN
N Non-Pref
= - Open class-No recommendations
l!{'l’l‘RATEn
Preferred Non-Preferred
Bidil” Tablet | idil
Open cl N i 5
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More information on the PDL can be found at: nedhh: i harmacy-services

NON-DIHYDROPYRIDINE CALCIUM CHANNEL BLOCKERS

Preferred Non-Preferred

Carta XT Capsule (branded seneric for Cardizem CD') Cardizem CD" Capsule

[Dilt XR* Capsule (branded seneri for Dilacor XR") Cardizem” Tablet/ LA Tablet

dikiazem ER 24 hou capsule (seneric for Dilacor XR”. Tiaze") diliazem LA wblet (seneric for Cardizem LA")

dikinzem tablet ] CD capsule / ER 12 hour capsule (seneric for Cordizem” 1CD / SR) Matzim" LA Tablet (seneric for Cardizem LA")

Tatia XT Capsule (branded zeneric for Tiazme') Tiaze” Capsule

TiadyIC” ER Capsule

eric for Verelan)

[ ER b

for Calan' /SR) erapamil ER capsule Verelan® / Verelan® PM)

[Verelan® PM Capsule

ORAL PULMONARY HYPERTENSION

‘Covered for diagnosis of Pulmonary Arterial Hypertension (i) and Pulmonary Hypericnsion- Adempas” only

Preferred Non-Preferred

Alyq” Tablet (branded generic for tadalafi) Adcirea” Tablet

sidenatil Revati™) Ademoas Tablet
' Adeirea®) Liarey” Susnension

Orenitrom” ER Tablet / Tiraton Kit

Revatio” Susoension / Tablet - T/F of ot reauired for chidren < 12 vears of age for Suspension ONLY

Idenafi Revatio") - TF o ot reauired for chidren < 12 vears of aze

Tadlia” Suspension

[Uptravi” Tablet/ Traton Pack

PLATELET INHIBITOR

" prio

Preferred Non-Preferred

Bilinia” Tablet Avsrenox’)

clopidoarel tablet (seneric for Plavix") NTM: Added Ticagrelor Tablet (generic for Effient” Tablet

diouridamole wble (eeneric for P

iy Brilinta®) to non-preferred s Tabet

1 Effient” Tablet) Ticaerelor Tblet (zeneric for Brlina™)

NI & ANTEISCHEMIC

Preferred Non-Preferred

ran Ranexa” Tablen) Asoruzvo”™ Sorinkle

TICS AND COMBINATION

Preferred Non-Preferred

oatch (seneric for Coavres™/ TTS) lonidine ER X1

Tenex') for Aldoril")
Aldomet") methvidona "

Open class-N 4

[Nexiclon™ XR Tablet

TRIGLYCERIDE LOWERING AGENTS

Preferred Non-Preferred

for Tricor") i tablet (seneric for Avtara”. Lofibra”. Fenoelide” et all

fenof T

cosapent by capsale (generic for Vascepait) Fenoulide Tabler

cea 3 acid Lovaz"y Fibricor” Tablet

Livofen” Cavsule

Lovid” Tablet

Tricor” Tablet

Trilinix” Copsule

CARDIOVASCULAR, OTHER

Preferred Non-Preferred

Camzvos® Cavsule - Clinealcriteria avul =

Open class-No

CENTRAL NERVOUS SYSTEM
ANTIMIGRAINE AGENTS

‘Quanity imits apply to all triptans

Preferred Non-Preferred

cizatrivian tablet/ ODT (seneric for Maxall'y Cseneric for Avert)

sumatiotan nasal sorav / ablet / vial (seneric for Initrex") diciofena (senerc for Cambia”) - T/F of 2 preferred NSAIDs. in addiion to T/ of 2 referred tribtans i the Antimicraine Asents class reauired for coveraze

cltrintan able (eeneri for Reloax "y

Elvab

olution - TF of 2 vrel

red NSAIDs. in addition to T/F of 2 eferred triotans i the Antimisraine Asents class reauired for coveraze

Frova” Tablet

for Frova")

Imitrex” Cortrdee | Nasol Soray / Pen  Tablet

Masalt” Tablet/ MLT Tablet

1 Amerze’)

Relpax” Tablet

Reviow™ Tabler

sumarripin for Treximet")

sumatriptan niection kit refil/ svinge (seneric for Imitrex')

Svmbravo” Tablet

Tosvmea™ Nasal Soray.

Zembrace” SymTouch”

olmieiptan nasal spray / ODT / tablet (seneric for Zomis")

CGRP PREVENTATIVE.

Plans may not apply nagement or prio

Clinical criteria apply to all drugs in this class

Preferred Non-Preferred
Aimovig" Autoinjector Emgality” Syringe 100 MG.
[ r— s’
Emgality” Pen / Syringe. Vyenti® Vial
o onr Moved: Qulipta® Tablet from non-p to
Ouliota® Tablet Preferred
ANTIMIGRAINE AGENTS

\CUTE TREATMENT

ical criteria apply (o all drugs in this class

Preferred Non-Preferred

Nurtee" DT Zavpret™ Nasal Spray.

Ubrelvy” Tablet

ANTINARCOLEPSY

Plans may not apply nt or prior

Clinical criteria apply to all drugs in this cla

Preferred Non-Preferred

provisi’ Tabler for Nuvisil)

+ Provisl')

Novigil Tablet

Sunosi™ Tobler

Wakin Tablet
AND RESTLESS LEG SY AGENTS
Preferred Non-Preferred
on (seneric for Summerel' Anokvn” Carridae
benronine ablt (senerc for Cogentin®) for Avokvn')
ablet senere for Parlodel") Aslect” Tablet
carbidona-evodona DT (geneic for Parcana’) r Lodosn™)
carbidona-evodon tblet  ER ablet(sencric for Snemet” / CR) cari or Salevo™)
oraminexole blet senere for Miranex") Crenont Capsule ER
ropinirole tblet (generc for Requip®) Dhivy Tabler™
ablet (penerc for Emsom”) Duona® Suspension
[ able eneri for Arane’) for Comian®)

Gocovri® Casule - Ci .

Horizant Tablet

Inbria™ Inhalation - Ci

Kynmobi™ Tiation Kit

Onapgo™ Cartridge

Ongentys” Capsule- Clnieal eiteria apolv

Osmolex ER™ Tablet - Clinical crieria apoly

tablet (generic for Miranex FR")

rasaailine tablt (seneric for Aziect®)

rovinirole ER encric for Reauin XL')

tary" ER Copsule

Sinemet” Tablet

Stalevo” Tablet

Tasmar” Tablet

r Tasmar®)

Vyalev Vial

Xadago” Tablet

Zetavar” ODT

MULTIPLE SCLEROSIS

Tnjectable

o apply " prio

Preferred | Non-Preferred.

Avonex” Pack I Pen / Svringe [ rivmyi™ vial

Betaseron* Kit/ Vial [ Copaone® 40 MaLs:
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Copaxone” ltiramer svringe 20 MGML (seneric for Copaane” Svringe)
i for Copaxone” Syringe) Glatona® Svringe
Kesimpia” Pen Lemirada Vial
Rebit” Rebidose” / Tiation Pack / Svringe (Ocevusi Visl - T/F of required for diagnosis of Primary Progressive M (PPMS)

Vial T/F of preferred agents not required for diagnosis of Primary Progressive MS (PPMS)

Pleuridy” Pen / Pen Stater Pack / Svinge / Syringe Strter Pack

Tysabet” vial
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Trial and failure (T/F) of two Preferred drugs are required unless only one Preferred option is listed or a T/F criteria exemption is otherwise indicated.
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rvices

Ol

Preferred

Non-Preferred

dalfompridine ER tblet (seneric for Ampvra')

Amovea® Tablet

dimeth fumaate DR capsule /strtr pack (veneric fo Tecfidera” Capsule / Sarter Pack)

[ Aubagio” Tablet

for Gilenva)

Bafiertam™ Camsule

Aubasio")

Gilenva® Casule

Mavenclad” Tablet

Mavzent* Starer Pack / Tablet

Ponory™ Starter Pack / Tablet

Tascenso ODT”

Techidera® Capsule / Startr Pack

Vomerity™ Camsule

Zevosia” Starter Pack / Casle

AMYOTROPHIC LATERAL SCLEROSIS (ALS) AGENTS

Preferred

Non-Preferred

Fluzole blet (generic for Rilutsk®)

edaravone infusion bae (seneric for Radicava™

edaravone Vial (generic for Radicava®)

Oulsody” Vial 1/ of ot reauired for SODI eene mutation

[Radicona” ORS" Susoension / ORS” Starter Kit Susnension / Infusion Bag

Tioluik” Susnension

EDATIVE HYPNOTIC:

Plans may not apply

‘Quantity limits apply to allsedative hypnotics

Preferred

Non-Preferred

esapiclone tablt (generic for Lunesta®)

[Ambien” Tablet/ CR Tablet

furazepam capsule (generic for Dalmane”)

elsona” Tablet

for Rozerem” Tubleo)

Dayvigo” Tablet

emazepam 15mg. for Restoril’)

Doral” Tablet

aleplon capsle (generi for Sonsts’)

doxcpin tablet (gencre for Skenor’)

B Ambicn’)

Edluar” SL Tablet

obpidem Ambien” CR)

sturolam bl (generi for Prosom”)

Hlcion” Tabler

Hetlior” Capsule/ LQ Suspension - Clncalcrteria apply

Luncsta” Tablet

blet (generie for Doral')

Quvivig™ Tablet

Restorl” Capsule

Romrem” Toblet

)< TIF of Hetlior” Cavsule reauired for coverase

temazepam 7.5, 22.5 mg capsule (generic for Restoril’)

iazolam ablet (generic for Halcion”)

mipidem SL et (gnere for Inermezo’)

TOBACCO CESSATION

Preferred

Non-Preferred

bupropion SR bt (generic for Zyban')

[Nicowol” Inhaler /NS Nowl Spray

(Chantx” Tablet / Startng Bos / Continuation Month Box

nicotine gum / lozenge (buceal) / pach

varcnicline tablet/ staring month bos (generi for Chantix")

Open cl;

Varcnicline continuation month bos (generic for Chanti’)

NDOCRINOLOGY
GROWTH HORMONE

Plans may not apply v

Clinical criteria apply to al drugs in this class

Prior Approval Not Required for Use of Scrostim™ in AIDS

Preferred

Non-Preferred

Genoteopin’ Cartridee / MiniOuick”

Humatrove” Carridee

Nordironin” Flesora”

Neenla” Pen

Notronin” AO NuSoin”

Omnitrove” Cartridee / Vil

Setostin® Vial

Skvirofa” Cartridee - TIF of preferred azents not reavired for chidren <18 vears of aze

Soerova Pen

Zomacion” Vial

HYPOGLYCEMICS - INJECTABLE

Rapid Acting Insul

T/F of only one preferred drug required; Prior authori

@ for NP insulins. Prior authorizations may be

alid for up t0 3 years for beneficiarics with Type 1 Diabetes.

Preferred

Non-Preferred

insulin aspart U-100 Penfill FlexPen® / vial (s for Novolos”)

 Admelog” Solostar” / Vial

insuln lispro U-100 Junior KwikPen (zeneri for Humalos" Juior)

Afrezza” Inhalation Povder

insuln lispro U-100 KikPen / vial (seneric for Humaloe")

Avidra” SoloStar” / Vial

Relion Novoloz” U-100 FlexPen” | Vial

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

Humalos" U-100 Cartridee/ Junior KcikPen'/ KwikPen” | Vial

NTM: Added Merilog Solostar® Pen and Merilog™
! Vial to non-preferred

Humalos” U-200 KikPen”

Lyumiey” U-100 KwikPen / U200 KwikPen” [ Vial

Merlog™ Vial

Novologt U100 Penfll FlesPent / Vil

Short Acting Insulin

TR required;

s required

‘may be valid for up fo 3 years for benefiiaries with Type 1 Diabetes.

Preferred

Non-Preferred

Humulin® R Vial

Museedlin™ Inection

Humulin® R U-500 KwikPen* / US00 Vial

[Novolin® R Vial/ ReliOn’ R Vial

[Novolin R FlexPen®

Open class-No

Intermediate Acting Insulin

Preferred

Non-Preferred

TIF of only one preferred drug req

Ticiaries w

ired for NP insul

0 Prior author

Prior authorizations may be valid for up (o3 years for

 Type 1 Diabetes

Humulin® N Vial

[ Humulin® N Kuikben”

[Novolin® N FlexPen®  ReliOn” N FlexPen”

[ Novolin® N Vial / Relion” N Vial
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rvices

Tong Acting nsulin

age

L I
T/F of only one preferred drug required: Prior authorization is required for NP insulins. Prior authorizations may be valid for up (o 3 years for beneficiaries with Type I Diabetes.

Preferred

Non-Preferred

Snsulin lrgin vl SoloStr” (suthorzed bioogi for Lanus)

ool U-100 KikPen”

Lantus’ Solostar” / Vial

vial (generi for Tresiba®)

insulin lagine SoloStar” / ax SoloStar” (generie for Toujea')

insulin glargine-yfgn pen / vial (generi for Semgles™ yfgn)

Levemir” FlexPen” / FlexTouch* / Vial

Rezvoglar™ Kvikpen

Semglee” yfgn Pen / Vsl

Touieo” SoloStar” / Max SoloStar”

Tresba’ FlexTouch” | Vial

Premixed Rapid Combination Insulin

Preferred [ Non.

-Preferred

T/F of only on preferred drug required: Prior authorization is requircd for NP insulins. Prior aufhorizafions may be valid for up (o3 years for beneficiarics with Type 1 Diabetes.

nsuln 7525 KwikPen” (seneric for Humalog” 75725 Mix)

Humalog” 7525 Mix KwikPen”

Humalow” 5050 Mix KikPen”

Humalou” 7575 Vial

Premixed 70/30 Combination Insulin

Preferred

[ Non-Preferred

T/F of only on preferred drug required: Prior authorization is requircd for NP insulins. Prior authorizafions may be valid for up (o3 years for beneficiarics with Type 1 Diabetes.

i " ueneri for Novolos” Mix 7030)

[Novolin® 7030 FlexPen” / Vial

Relion Novolin’ 703 Vial

Humulin' 7030 KyeikPen” / Via

Relion Novolin’ (human insulin NPH human insulin) 70:30 FlexPen”

[Novolog” Mix 70:30 Vial/ FlexPen®

Relion Novolin’ (human insulin NPH human insulin) 70:30 FlexPen”

Amylin Analogs

. preferred Amylin Analog

Requires T/F containing or " It

Preferred

Non-Preferred

Svmlin® Pen Inictor

‘GLP-1 Receplor Agonists and Combinations indicated for the treatment of Diabetes

=
Clinical criteria apply to all drugs in this class

Preferred

Non-Preferred

Bvdureon” Bise™

)
Victon"

Open ci

Victon' Pen
Ozmoic” Pen

Preferred

Non-P:

Amary

® Ty

Glucotrol” XL Tablet

Open class-No recommendations

se”. Glvnase™

Glvnase” Tablet

“Alpha-Glucosidase Inhibitors

Preferred

Non-Preferred

for Glvset"y

Precose” Tablet

Biguanides and Combinations

Preferred

Non-Preferred

0

Glumeta’ Tablet =+ o why the heneficiary cannot use . a

Riomet") - TIF of preferred azents not reauired for chidren < 12 vears of age.

R for Glucoohace” / ERY

meformin ablet (625 me)

Riomet” Soluton

DPP-IV Inhibitors and

r or Combir

Requires T/F or insuffici in containing pi unless, when using cither a preferred or a non-preferred DPP-IV Inhibi

ination

Preferred Nor

n-Preferred

aloglipin tablet (seneric for Nesina")

Janumer” Tablet/ XR Tablet

tablet (seneric for Kazana)

for Oseni®)

[Brynovin® Solution

Glyambi’ Tablet

Tradienta” Table

Kazano” Tablet

NTM: Added sitagliptin / i

ER Tablet
ferred

(generic for )

preferred

Reconciliation: Added Brynovin™ Solution to non- -

suxagliptn ublet (seneri for Onelvaa’)

ER tablet (seneric for Kombislyze” XR)

siaslipin / metformin ER imet XR)

Januvia®)

")

Stealuian’ Tablet

[Triardy” XR Tablet
Zwvimer

Zitwvimet XK

Ziwvio™ Tab
i

Preferred

Non-Preferred

Open class-No recommendations
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More information on the PDL can be found at:

Preferred

Non-Preferred

Farxisa” Tablet

0

dapasliflozin / metformin ER isduo® XR)

Xinduo® XR Tablet

Open class-No

Invokam" Tablet

Seuluromet™ Toblet

Steolawro™ Tablet

“Thiazolidinediones and Combinations

Preferred

Non-Preferred

for Actos")

ActoPlus Vet Tabler

Actos” Tablet

Duetact” Tablet

let (seneric for Ductact®)

ActoPlus Met")

GASTROINTESTINAL

~ANTIVERTIGO AGENTS

Plans may not apply

prior

Preferred

Non-Preferred

[ Akvnzeo” Copsule [ Vial

Emend") - Ci

 Anivert” Tablet/ Chewable Tablet

Dicesis” Tablet

Anivert"y

Anzemet” Tabler

Avonvie™ Vsl

Reeln")

fant pack for Emend") - CI

ondansetron ODT dme and § e/ solurion | Zofran®)

Compazine"y

Prometheean”

subpository (12.5 me and 25 me) /table/ ampule /vial(eeneri for Phenerean”)

(12.5 me and 25 me)

Compro” Supvositary.

\

i i for Dramamine’y

" pach

Diclegis"

for Marinol"y

[Emend” Cansulle / Powder Packet Trifold Pack - Clnical criteria apol

Emend” Vial

Focinvez” (fosapreoitant) Vial

fosaprepitant vl senerc for Emend")

Gimo™ Nasal Soray

sranisetron via | ablet (seneric for Kviril')

Marinol” Capsule

ondansetron ODT (16 mg)

ondansetron vial

oalonostron iniection (generie for Aloxi')

Phencraan Ampule / Vial

Posirea™ ¥ Vial

ositry (seneric for Compazine’)

Promethesan” Suppositry (50 me)

Revlan® Tablet

Sancuso Patch

Susol” Svringe

[Tigan’ Vial

rimethobenzamide capsule (enerc for Tizan)

BILE ACID SALTS

T/F of only one preferred drug required

Non-Preferred

Preferred

Bulvay™ Cansule / Pellet - IF of oreferred avents not reauired for dissnosis of PEIC

for Actgall’y

NTM: Added Livmarli® Tablet to NP

loirvo (elaibranor) Tablet

to NP

Livdelzi Capsule

[ivmarli” Oral Solution! Tablet

Ocaliva” Tablet

Relione™ Capsule

LUrso Fore? Tabler

YLORI COMBINATIONS

Non-Preferred

Preferred

bismuth / metronidazole Pylera’)

Pylers” Capsule

lansoprazole-amoxicillin-clarithroms cin pack (zeneri for Prevpac”)

Omeclamor-Pak” Combo Pack

Talcia” Capsule

[Voauerma® Tablet/ Dual Pak / Trile Pak

FISTAMINE-2 RECEPTOR ANTAGONISTS

Preferred

Non-Preferred

 Tagamet')

for Pencid")

for Tagamet")

for Axid®)

Pepcid” Tablet

PANCREATIC ENZYMES

Plans may not apply

v

Preferred

Non-Preferred

Creon” Capsule

[Pertzve” Cansule

Viokase® Tablet
Zenneo” Cansule

PROGESTINS USED FOR CACHEXIA

Preferred

Non-Preferred

| mesestrol ES suspension (seneric for Meaace® ES)

lot (seneric for Mesace")
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PROTON PUMP.
Preferred [ Non-Preferred
Tt o ot required for chidren < 12 years of age
Nexium" Re) Desitan” Capsule
" R for Dexilant’)
Nesium* Ry Packet capsule  tblet (seneri for Nesium” OTC )
omer for Prlosee” Ra) um* Ry Packe)
pant 0 [Konvomen™ Suspension
Protonis” Suspension. for Prevacid” OTC)

(veneric o Prevacid” SoluTsb™)

Nexium” R Copsule

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

Zeverid" Rx/OTCL

Protonix"y

Prevacid” R / OTC Cavsole /Solutay

Priloses” R Suspension

Protonix” Tabler

for Aciohexy

Zeverid" R/ Cansule / Packet

ELECTIVE AGENTS
Preferred Non-Preferred
Linzess” Cansule alosctron ablet (zeneric for Lotronex")
Amitiza) Amitin” Cavsule
oseela” Tablet

Lotonex” Tabler

Moteerit™ Tablet

Movanik” Tablet

for Motesrin')
Relistor” Sringe / Vial/Tablet - Clinical eri

with Diaerhea (IBS-D)

Preferred Non-Preferred

Apriso” Capsule A" Entab | Tablet

Colazal®) budesonide ER tablet (zeneri for Ueris")

Pentasa” Capsule Colazal” Capsule

sl Anlfiding’ / Entab) Delsicol” Capsule

Lisda" Tablet

e/ tablet (seneric for Delzicol”. Asacol” HD. Liald®)

mesalamine ER capsule (seneric for Apriso". Pentasa’)

Ueers” Tablet

T/F of only one preferred drug required

Preferred Non-Preferred

for Rowasa®) budesonide recil foum

seneric for Canasa®) Canssa® Supository

SF Rowasa” Enema for SF Rowasa')

Rowasa’)

Rowasa’ Kit

Ueers" Rectal Foam

GENITOURINARY / RENAL

ELECTROLYTE DEPLETERS (KIDNEY DISEASE)

Preferred Non-Preferred

clcum accote copsule (enerc for PhosLo) Aoy Tabler

caleium acetate bt (generc for Eliphos”) ferric etrate Table (generi for Auryxia®)

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

Tanthanam carbonae chewable blet (generi fo Fosrenol)

Magncbind 400 Rx Table

Renvels” Powder Pack / Tablet

sevclamer ydrochloride bt (gsnrie for Rensgel)

Velphoro" Chewsble

Xphorah Tablet

BENIGN PROSTATIC HYPERPLASIA TREATMENTS

Preferred Non-Preferred
afuzosi FR bl for Uroxaral') Cordurs” Tablet/ XL Tablet
doxamsin ablt (seneric for Cardura’) Cialis® Table 5 - Cliniel critera apphv
NTM: Added Tezruly™ Oral Solution to non- duseride Jalva®)
Flomax* Cansule
msulosin capsule (generic for Flomax") preferred Proscar” Tablet
for Hvirin®) Rapaflo” Capsule
for Rapaflo™)
5 m) (eenerie for Calis) €
[Teamuly™ Oral Soluion
TURINARY ANTISPASMODICS
Preferred Non-Preferred
Tesotrodine ER tble (generic for Tovisr') darifenacin ER wablet (genric for Enablex’)
oxybutynin soluton / syrup  tablet /R tablet (generie for Ditropan’” XL) Derol” Tablet/ LA Capsule
solifenacin tble (gneri for Vesicars) avosate bt (generi for Urispas’)
ohcrodine able / ER capsule (generic for Detrol”/ LAY  Gemiesa® Tablet - TF of preferred u  required for dingnosls of dementia or mid cognit and for patients ge 265 vears
Myrberria® ER Table mirabesron ER Tablet (zenere for Myrbetria") - ¥ of preferred agents not reauired for mid cognitive impairment and for patients age =65 vears

¥ of required for diagnosis of dementia or mild cognitive impairment and for patients age 265 vears

rospium tablet/ ER capsule (generic for Sanctura” / XK)

Vesicare” LS Suspension / Tablet
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GOUT
Preferred Non-Preferred

for Zyloprim"). allopurinol tablet (200 mg)

for Colerys”) for Mitigarc®)

for Benemid”) | Colerys” Tablet

for Col-Benemid") r Uloric® Tablet)

Gloperba® Solution
|Krystexxa” Vial
 Mitigare® l
|Uloric” Tablet

Zyloprim Tablet

HEMATOLOGIC

ANTICOAGULANTS

Tnjectable

Preferred Non-Preferred

seneric for Lovenox') Arisna” Suringe

Fraomin' Vial fond: senerc for Arixra’)

Framin® Syringe

Lovenox" Svringe / Vial
Onal

Plans may not apply add pri >
Preferred Non-Preferred

[liquis” Tablet / Starter Dose Pack. for Pradasa” Capsule)

Jantoven” for Coumadin®) Pradaxa® Pelle Pack

Pradasa” Capsule for Xarelo")

war oumadin®) Savavsa® Tablet

Narelt” Starter Pack / Tsblet Narelio” Suspension

COLONY STIMULATING FACTORS

Plans may not apply add o y
Preferred Non-Preferred

Fulphila” Syringe Grani” Safe Svringe / Svringe | Vial

Fyinetra” Syringe Leukine Vial

Neupogen” Vial/ Syringe Neulasa” Svringe /Kit

Releuko” Svringe / Vial

NTM: Added Ryzneuta® Syringe to non-preferred

Rolvedon” Svringe

[Rymeota® Syringe

Stimufend” Suringe

Udenvea” On-Body / Autoiniecto / Svringe

Zarvio® Sviinge

Ziewiens” Suringe.
HEMATOPOIETIC AGENTS
Phans may not apply v
Cllnical criteria apply (o all drugs in this class
Preferred Non-Preferred
Arnesy” Syringe Vil Mircera” Syringe.
Epogen” Vial Procrit Vial
Retacrit Vial Reblory!” Vial

Vafseo” (vadudstat) Tablet

THROMBOPOIESIS STIMULATING AGENTS

Preferred Non-Preferred

Nolate” Vial Alvai7” Tablet

uspension (Tablet NTM: olamine / Tablet Doptet

(generic for Promacta®) to non-preferred e i for Promacta®)

Tavalisee™ Toblet

MIC

ALLERGIC TIVITIS AGENTS

Preferred Non-Preferred

0 Alomide" Drovs

0 Alrex” Droos.

" Patanol", o

eoreve” Drovs

o

Open cl; N il loteprednol drops (generic for Alrex’)

Zervine™ Drons

ANTIBIOTICS

Preferred Non-Preferred

baci sporn®) [Asite” Drons

for Ciloxan) AKCTracin')

for llotyein) Besivance Susnension

for Garamyein®) Ciloxan® Oingment

for Vigamox') for Zymaxid")

for Ocuflox’) Levoflo a

Polvein’ sporn®) for Moxera")

ool for Polvirim’) [Natacyn* Drons

for Bleoh-10°) ncom; Neosparin'”

for Tobrex') neom; for Neosnorin”
Neo-Polvein” sporin’”

Drops (Generic |Ocuflox* Drops.

Added
for Levaquin®) to non-preferred

Tobrex” Oiniment

Visamox* Drops

ANTIBIOTICS-STEROID COMBINATIONS

Preferred Non-Preferred
ncor for Maxitol) [Masitol” Drops / Ointment
Tobradex” Oinment Neo-Polvein’ HC Cortsporin)
b Tobradex") ncomyein-baciracin-polv )
ncom; Ocurricin®)

for Vasocidin')

sul
[Tobradex” ST Drons

Z01et Drons
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ANTEINFL
Preferred Non-Preferred
(seneic for Decadron’) [Aculr” Drops /LS Solution
Tor Volaren’) [Acuvail Soluton
ic for Durerol') bromfenac drops (gencric for Prolensa” Xibrom” BromSitc’)
Farex” Drops BromSite” Solution
(seneric for ML) Destena® Insert.
i for Ocufen’) Dureaol” Drops
Lotemax” Drops [FML” Forte Drops / Liquifim” Drops
Nevanac' Droptainer Tlevro" Drops
Pred Mid” Drops Tovien" Implant
prednisolone acette drops (generic for Pred Forte') Invelys™ Drops

for Acular®/ LS)

Lotemax" Gel/ $M Gel/Oinment

loteprednol drops / el (generic for Lotemax')

Maxidex” Drops

Ozundex” tmplant

Pred Fori” Drops

preani r nflamase Forte”)

Prolensa’ Drops

Retisert” Implant

Trisence” Vial

Xipere™ (Intraocular)

Votia™ Implant

ANTEINFLAMMATORY / IMMUNOMODULATOR

Plans may not apply add E
Preferred Non-Preferred
Restsis” Drons Ceaus™ Drons
Xidra” Drovs Restasis)
[Evsuvis” Droos
NTM: Added Tryptyr® Drops to non-preferred Micbo™ Drops
[Restasis® Mulidose™ Drops
[Trvptye* Drops
Tyrvava® Nasal Spray.
Verkaria” Eve Emulsion - 1/F of d for dingnosis of it (VKC)
Vevve® Drops
ALPHA 2 ADRENERGIC AGENTS
Preferred Non-Preferred
Alphagan” P Drops for lopidine")
Alphagan) rimonidine P drops (seneric for Alphagan® P)

lonidine* Drons

BETA BLOCKER AGENTS / COMBINATIONS

Preferred Non-Preferred
Combigan” Drons Betopic™)
imolol drops | GFS for Timoptic” / Timoptic XE") Beimol" Dros
Betonic” § Drops.
‘ombigan®)
for Ocupress)
Isulol” Drops
for Betagan')
© drops)
salol” Drops)

“Timopii” Ocudose” Drops)

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

CARBONIC ANHYDRASE INHIBITORS / COMBINATIONS

Preferred Non-Preferred
Trusopt”) | Azopt” Drons
) Azont* Drops)
Simbrinz’” Drons Cosont” Dros /PF Drops Open class-No recommendations
ovs (generic for Cosont” PF)
"PROSTAGLANDIN AGONISTS
Preferred Non-Preferred
for Xalatan®) " Drops)
tan" Z Drops | Durysta” Implant

iDose” TR Implant
Iyuzeh™ Drops

Lumigan* Drops

r Zopian®)

r Travan’ 2)

Zioptan” Drons

RHO KINASE MODIFIERS / COMBINATIONS

Plans may not apply E

Preforred T Non-Preferred
Rhopressa“ Drops J
Rocklatan” Drops J
I
OSTEOPOROSIS
'BONE RESORPTION SUPPRESSION AND RELATED AGENTS

Preforred Non-Preferred
alendronate tablet (generic for Fosamax") | Actonel® Tablet
Foro" Pen ndronae slion (e TorFasamar” Solaion
raloxifene tablet (generic for Evista®) | Atelvia® Tablet

Binosto” Effervescent Tablet

[Bonsity Pen Injector

calctonin salmon nasal spray (generic for Miacalin®)

NTM: Added Jubbonti® Syringe and Bonsity Pen

Eveniy ™ syringe

Injector to non-preferr [Evista® Tablet

Fosamax” Tablet / Plus D Tablet

bandronat wblet (generic for Boniva’)

Jubbonts” Syringe

Prolia” Syringe

risedronate DR tbet (generc for Atelvia’)

risedronate blet (generic for Actonel’)

Foriea”)

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

rvices

OTIC
ANTIBIOTIC
Preferred Non-Preferred
seneric for Ciprodex”) Cinro" HC Suspension
for Cortisporin’) for Ceranal")
for Floxin®) ovel)
Cortisporin-TC" Suspension
Ouvel” Drops
ANTL AND
Preferred [ Non-Preferred
Vosol) ; for Vosol® HC)
ANTEINFLAMMATORY.
Plans may not appl addi pr
Preferred Non-Preferred
for Dermotic') Flac” Ot Ol
Demotic” 01
RESPIRATORY
BETA-ADRENERGIC HANDHELD, LONG ACTING
Preferred Non-Preferred
Serevent” Diskus" [ Striverdi” Respimat” Inhalation Soray
BETA-ADRENERGIC HANDHELD, SHORT ACTING
Preferred Non-Preferred
Jbutceol HE A inholr (seneri for Peoss” HFA Inhale  Proventi” LA Inaler / Vertolin” HEA Inhaler) levaluerol HEA inhale (zenerc for Xopenex” HEA Inhaler)
Ventolin® HEA Inhaler Prosir” Disihaer™
Xovenex™ HEA Inhaler Prouir” RespiClick”
NEBULIZER
“T/F of only one preferred drug required
Preferred Non-Preferred
i sol for Accunch") ic for Brovana')
alutero 125me 3 so for Accunch") rovana” Solution
albuterol slfte 25mg 0.5 soluton . Perforomists
abuterol slfte 2 5mg 3l solution Novenex' [ Concentae 1
perforonist” Soluion
B ORAL
Preferred Non-Preferred
Praventl’ Renetabs) Jbuterol ER tblets (sneri for VoSoire” ERY
Ventoln” Svruo)
for Brehing")
‘ORALLY INHALED ANTICHOLINERGICS / COPD AGENTS
Preferred Non-Preferred
Anoro” Ellita” nhaler bevesni” Acrosohere”
Atrovent” HEA Inhaler Dalresn” Tablet
Combivent” Respimar” Inhlaion Sorav D" Pressai” NTM: Added il I (generic for
Incruse” Hlioa” nhaler Ohuvanre”™ Anoro®) to non-preferred
ceneric for Atrovent') for Soiriva’ Handihaler™
oraropium ) Tudorr” Pressi” Inler
Dalreso”) Umee Anoro)
Soiriva” Handibalr" | Resoimar” Inhalation Sorav Vuoelr” Soluion
Stolo" Resoimat” Inhalation Sorav
[ COR
Preferred Non-Preferred
Avesco” Inbaler AmonAi™ Digihaler”™
Armuity” Blivts” nhaler for Flovent” Diskus)
Asmane” HEA Inhler  Twishaler” Pulmicor’” 05me. ime
£.0.Sme. 1 (seneric for Pulmicort” Respules)
Flovent* Diskus / HEA Inbalr
Muticasone proionate HFA (seneric for Flovent” HEA)
Pulmicort Flexhaler
OVAR' Redittler”™
INHALED CORTICOSTEROID COMBINATIONS
Pians may not apply v
Preferred Non-Preferred
Advair Disks” AirDuo” Disialer™/ RespiClick”
Advaie” HEA Inhler AirSupra” Inhaler
Dules” nhler breo” Elia”
Sumbicort” Inhaler revna ™ Inhaler
breari™ Acrosohers™
budesonide / formoterol mbicor’)
asone / salmeterol HFA inler (eneric for Advair” HEAY
asone. Advair” Diskus')
asone. AirDua™y
asone / vilanierol inhaltion (generic for Breo" llpa’)
Trelesy” Flipi”
Wixela™ Inhub™
RANASAL RHINITIS AGENTS
Preferred Non-Preferred

TIF of preferred agents not required in child

en <4 years of age for steroid-containing products

Jastine nasal sray (eneric for Astepro”)

for Astelin®)

for Dymista®)

Dymista” Nasal Spray.

erc for Nasalide")

for Flonase)

neric for Nasonex”)

¢ for Atrovent” Nasal)

Omnars” Nasal Spray

erc for Puansse”)

Patanase” Nasal Spray

ONast” Nasal Sprov / Children'

[Ryaltis” Nasal Spray

Sinuva™ molant

Xhance' Nasal Sprav

Zetonna” Nasal Spray
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T MODIFIER:
Preferred Non-Preferred
lair®). | Accolate® Tablet
for Singulair®)
 Singulair” Chewable / Granules / Tablet
— Open class-N: i
leuton tablet for Zyflo")
| Zyflo” Filmtab.
TOW SEDATING
Preferred Non-Preferred
0T * OTC Syrup) :c® OTC Tablet)
cetiri for Zyrtec” Syrup) cetirizine OTC " OTC Svrup)
cetirizine tablets OTC (generic for Zyrtee” OTC Tablet) cetirizine OTC softgel
Xyzal® OTC Tablet)  Clarinex” Tablet - T/F of d for children < 2 vears of age
levo Xyzal” Rx Tablet) desloratadine ODT / Tablet (generic for Clarinex") - T/F of preferred agents not required for children <2 years of age
(generic for Claritin® OTC) fexofenadine OTC suspension / OTC tablet (generic for Allegra® OTC)
levocetirizine for Xvzal® Rx Solution)
loratadine OTC chewable ODT / solution (generic for Claritin® OTC)
TOW SEDATING <
Plans may ot appl add pr
Quantity Tonit of 02 days supply per 12 months apply t al drugs n s lass
Preferred Non-Preferred
tablet (generic for Claritin-D* OTC) tablet (generic for Zyriee-D" OTC)
 Clarinex-D° Tablet
12 Hour OTC Tablet (generic for Allegra-D® 12 Hour OTC)
(eneric for Allegra-D® 24 hour)
FIRST ATION
Preferred Non-Preferred

carbinoxamine so

carbinoxamine ablet

Carbzih Salut

[clemastine bler

ablet

Karbinal " ER TF of immediate re

and cetiridne svrup reauired for coverage

Iy droxyzine capsule /soluion | ablet

RyClora”™ Solution

RyVent” Tablet

Added Carbzah solution to preferred

Visuril” Capsule

TOPICALS
'ACNE AGENTS
Preferred Non-Preferred
adapalene for Epiduo” Forte) | Acanva® Gel Pump
adapalene for Epiduo” Gel) adapalene cream / gel pump generic for Differin®)
for Differin®) | Aklief*
azclaic acid gel (generic for Finacea®) | Alireno®
linds I for Cleocin-T*) | Arazlo” Lotion
for Cleocin-T") | Atralin” Gel
cl " | Avar” Cleanser / LS Cleanser
Difteia® st oumo v Emani e Cream 115 Cronm
Differin” lotion/cream | Benzamvein® Gel
Eniduo” sel pumn |BP" 10-1 Wash / Cleansing Wash
{eeneric for Emein”. Erveette®. ErvGel®. et al) Cabtreo™ Gel
Emgin”. ErvDerm”. ErvMax". et.al) ClearAcvlic / ClearAcvlic Pro
Benzamycin®) Cleocin” T Lotion
Finacea” Gel Clindacin® ETZ Pledeet / Kit / P Foam / P Pledsets / PAC Kit
Retin-A" Cream / Gel Clindagel” Gel
Retin-A" Micro Gel clindamycin Veltin®)
Evoclin®y
— - - indamycin phosphae g
Added ClearAcylic / to non- e —
preferred Benzaclin®)
¢l ci Onexton")
donsone e st Acwone” Ge
Erv" Pads.
Erveel” Gel
|Evoclin® Foam
|Fabior” Foam
Finacea” Foam
Klaron” Lotion
| Neuac” Gel / Kit
|Onexton” Gel / Gel Pump
Ovsce” Pus Cleansine Cream /Gl Loion Shamooo. W
Retin-A"
Rossn Cleserlaion
|Rosula” Cloths / Wash
sodi (generic for Avar” /LS)
sodi facetamide ")
sodi wash (generic for Ovace” / Plus)
sodi lotion /. ", Plexion”, Zetacet")
sodi pad / suspension / wash (generic for Sumaxin")
SSS" 10-5 Cream / Foam_
9-4% cleanser (generic for Zencia™)
Avar E. 85" 10-5)
| Sumadan” Kit / XLT Kit/ Wash
| Sumaxin® Cleansing Pads / CP Kit / TS Topical Suspension / Wash
tazatotene cream / foam / gel (generic for Tazorac®, Fabior")
‘el (generic for Retin-A")
WV
| Twyneo” Cream
'AGENTS
Preferred Non-Preferred
Androgel” Pump | Androgel” Packet
testc Androgel") | Natesto” Nasal Gel
Testim” Gel
estost 1 c for Fortesta”, Axiron®)
Antropst®
Voseiso” Ge acket/Pump
NSAIDS
Preferred Non-Preferred
Voluren” Gel) ")
2 0
Pennsid” Soluion Packet/ Pump
Moved: diclofe ion (generic for Pennsaid®) from
Non-preferred to Prefe
NTBIOTIC
Preferred Non-Preferred
for Garamycin®) |Centany” AT Ointment Kit / Ointment
for Bactroban®) v Bactroban")
Xeoi™ Cream
ANTIBIOTICS - VAGINAL
Fians ey 1ot appl management o p
Preferred Non-Preferred
Cloocn” Vosinl Ovals Cleocin” Vsinal Geam
clindamvein for Cleocin® Vaginal Cream) | metronidazole vaginal gel (generic for Nuvessa® Vaginal Gel)
Clindese" Voinal Cream Vongszok™ Vasina Ge
s Vol Ge Noco* Vasina Gl
Novss’ Vasnal et
Preferred Non-Preferred
h for Loprox”. Penlac*) Bensal HP" Ointment
clotr for Lotrimin® Rx) Ciclodan" Cream / Cream Kit / Kit / Solution
o for Lovsone™ iconiros g/ shampoo  Tooro
for ol i for Cieodan™
Klavesta® Powder for Nvston”) Lotrimin® Rx)
Nvamyc” Powder tranded enerc for Nvston® cloimazolebeamethason loin (ssnri for Lowisone™
e powder (generic for Mvcostatin®. Nvston®) It for Soectazole*)
| Nvston® Powder Ertaczo” Cream
Mveolog 11"} Extina” Foam
Jublia” Topical Solution
for Extina®)
Ketodan* Foam / Foam Kit
Lovrox" Suspension / Cream / Kit
for Luzu®).
Luzu® Cream
Fr—E—— fr Vosion™ - Cloieat e apot
fir ‘el (weneric for Naftin®)
| Naftin® Gel
Oistat")
Oxistat” Lotion
salicvl for Bensal HP")

for Kervdin®)
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[Vusion” Ointment - Cln
[
Plans may not apply add management

T/F of only one preferred drug required

Preferred Non-Preferred

Natroba T

Croan™ Lotion

or Elimite') limie™ Cream

Eurex” Cream/ Lotion

NTM: Pruradik™ Lotion to non-preferred

malathon loton (enere for Ovide")

Ovide” Lotion

Pruradic™ Lotion

Sklce” Lotion

Spinosad opical sspnsion (generc for Naroba')

Preferred Non-Preferred

for Zovira) enciclovi cream (sencric for Denavir’)

Densvie’ Cream

Nerese” Cream

Zovirsx” Cream / Ointment

Tmidazoquinolinamines

Preferred Non-Preferred

or Aldura’) Condviox” Gel

Hvflor” Gel

)

odofilox el for Condvlox*)

[Veresen” Ointment

Zyclara” Cream  Cream Pump

PSORIASIS

Preferred Non-Preferred

Dovonex') I Dovonex”. Sorilux")

for Taleanex) Vecieal)

[Duobrii™ Lotion

Moved Zoryve® (roflumilast) 0.3% foam from Easlar Foam
7 e

. Soriux” Foum

[Taclonex” Ointment / Suspension

Vectical Ointment

Viama® Cream
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ROSACEA AGENTS
Preferred Non-Preferred

acehic acid pel (seneric for Finacea”)

for Mirvaso")

Finacea” Gel

Epsolay”

ceam®)

Finaces” Foam

metsonidazole el pump (seneric for MetzoGel")

for Soolantra")

Rosadan” Cream 1 Gel

MetroCream”

Added ream to non-preferred

MetroGel”

metonidasole lotion (venerc for MetroLotion”)

Mirvaso (brimonidine)

Noritate” Cream

Rhofade” Cream

Rosadan” Kit

Sootanra™ Cream.
STEROIDS

Low Potency

Plans may not apph

Preferred

| Non-Preferred

Hytone)

or Aclovate®)

OFF-CYCLE change: DermaSmoothe® S Scalp and Body Oil

from for

Moved

body / scalp

P P
S Scalp / Body Oil) from preferred to non-preferred [ivironym™ Ge

[ Fexscor” Soluion

Medium Potency

Preferred

Non-Preferred

[eser™ Lotion /Kit

Cloderm” Cream / Pumn

for Svnalar'y

Open cl;

Ointment

Cutivate” Lotion)

livid cream / ot 0

Locoid" Livocrean / Lotion

Pandel” Cream

100"

Svnalar” Cream / Ointment / it Solution / TS Kit

High Potency

Preferred

Non-Preferred

bemethasone

Valisong)

velocort™)

el ointment /s

for Lidex")

el lotion. for Dinrolenc™)

otion

lotion for Disrosone”)

betamethasone valrate foum | Valisoney

ol ointment / soray (eeneric for Tonicort

for Florone")

Diorolene” Oinment

B

\

for Haloe™)

Haloe" Cream /Ointment

Kenaloe” Sorav

Toicort” Cream / Gel/ Oinment / Soray

i for Kenaloe")

Vanos” Cream

Very High Potency

Preferred

Non-Preferred

el

Temovate™,

[ AvexiCon" E Crean

for Clobex")

Brvhali™ Lotion

for Cormax')

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

halo

Jobetasollotion /spray (seneric for Clobex")

[~ Reconciliation: Added Clobex® Spray to non-preferred

halobetasol foam (senere for Lexede")

Imneklo™ Lotion

Lexete” Foam

O Foam

* Ointment

Temov

Tovel

oam / Foan Kit

Ultavate” Lotion

MISCELLANEOUS

Tterine Disorder Treatments

Plans may not apply E

Preferred

Non-Preferred

Oriahnn” Capsule

Oriisa” Tabler

Myfembres” Tablet

Trea Cycle Disorder Treatments, Oral

Plans may not apply E

Preferred

Non-Preferred

Added a new Drug Class Urea Cycle disorder Treatments, Oral

[Bupheny!* TabletPowder

carehumic acid i )

Suspension, Pheburane® 3

(& iphenyl®, Olpruva * Olpruva™ Suspension

[Pheburanc” Oral Pelles

for Carbaglu®) as non-preferred

[Ravict” Liquid T/F-

WEIGHT MANAGEMENT AGENTS

Weight Management (Non-Increfin Mimetics)

Preferred

Non-Preferred

ben

phendimetrazine tblet / ER capsule

phentermine tblet / capsule

ER table, NTM: Added Capsule

(generic for Qsymia®) to non-preferred

Xenical')

mia®)

Xenical” forlsta) Capsule

TMMUNOMODULATORS, ASTHMA

Plans may not apply

Clinical criteria apply to all 4 his class

Preferred

Non-Preferred

Fasenra® Pen /Svringe

Cingair” Vial

Nocala® Syringe  Vial | Autcinjector

Tersoire" Pen/ Svringe - T/F of preferred agents not reauired for diagnosis of non-allrele. non-cosinophilc severe asthma

Xolair* Vil
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rvices

wapply
lmical crteria apply  all drugs T his lass
Preferred Non-Preferred
Adbry" Syring | Avonjecor Ebulyss Pen
Dupixent Pen Syvings Ciingo™ Tabler
Eidel” Cre \qo™ Tablet from Cytokine and CAM Ebglyss™ Syringe (lbrikizumabIoks)
Eucrisa” 24 Oimment ® et Pen
pimecrolimus cream (geneic for Eldel’) Oplura™ Cream
acrolimus oimment (g Moved Zoryve® (roflumilast) 0.3% foam from Z\;::-rmﬂnmﬂmw 15% Cream
i Psoriasis
A ORAL
Preferred | Non-Preferred
for Soriatane’) I for Onsoraen-Ulra’)
] ELF
Plans may not apply prior
mits apply to al drugs in (his cass
Preferred Non-Preferred
Aui-0" Auto niecor
(aencic for Ep-Pen”  Epi-Pen’ Jo Adrenaclic')
Ei-Pen” Auto nietor /2 Pak /. Auto Inector Jr2-Pac
ety nasl spray
ESTROGEN AGENTS,
Preferred Non-Preferred
Abisale™ Lo Tablet B’ Caosle
Activella” Tablt o
Amabels”™ Tablet NTM: Added Abigale™ Lo Tablet to preferred
Acivela™y
Fuavoly™ Tablec
i for FemHRT))
Mimsey" / Lo (branded eeneic for Activela’)
HRT)
Premohase’ Tablet
Premoro” Tablet
ESTROGEN AGENTS, ORAL/
Preferred Non-Preferred
Climara’ Pro Puch Climara” Patch
CombiPach” Pach Divise” Gel Packet
etradiol path (generc for Climara” Venostar”. Vivlle-Dot') Do pach
Eraee’) Duavee’ Tabler
Evamist” Sorav Elestrn” Gel
Menes” Tablet Estrace” Tablet
Premarin’ Table Estradiol Gel Pumn
ol 0
Lutlans” P
Menoser* Pach
Mininel” Pach
Osphena’ Tablet
Veorh™ Tablet
Vivelle Dot Pach
ESTROGEN AGENTS, VAGINAL PREPARATIONS
Preferred Non-Preferred
e for Bsrace”) Esiraee” Cream
Eseing Vagina Ring csradol ablet_(generie for Vagifem')
Premarn’ Vasina Cream Femring” Vasinal Rine
Vasifem” Vaginal Tablet imvexy” Vasinal Inserts
Yuvafen” Vaginal Tablec
‘GLUCOCORTICOID STEROIDS, ORAL
Plans may not apply »
Preferred Non-Preferred
budesonide EC capsl for Entocort” EC) [ Alindi" Sorikle Cansol

let (seneric for Decadron’)

Asamree” Suspension

for Concedix)

Cortef” Tablet

Emflaz” Tablet Suspension - Cliicaleriteria apol

corisone ablet (seneric for Patsone™)

ydrocortsone tbiet

for Emflaza") - Clinial criteria apolv. 1/F of preferred agents not required for chidren < 12 vears of age.
tosepack / tablet (seneric for Medrol") for Emflaz®) - C
(seneric for PediaPred " OraPred”. Veripred") Intensol* Drops

for Prelone”. Milipred")

o ot required for diagnosks of cosinophil csophagitls

(generic for Sterapred”)

Hemady™ Tablet

tablet (generic for Delasone’)

[Khindivi™ Solution

NTM: Added Khindivi™ Solution to non-preferred

Medrol” Dose Pack 1 Tablet

Lome for Medrol')

Millipred” Dose Pack / Tablet

(senerc for Orapred” ODT)

Taperdex” Tablet

Tamevo™ Capsule - T o not required for diag

s of [4A nephropatiy
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CYTOKINE AND CAM

manage

o
Clinical criteria apply to al drugs in this class

T/F of only one Preferred drug required

Preferred

Non-Preferred

Syringe

Abrilada™ Pen / Syringe

Proriasis-UV Pen / Crohn's Pen / Syringe

Actemna” ACTPen’™ / Syringe  Vial

P
Cosenys” Sensorcady” Pen / UnoReady” Pen / Syringe.

Auoinictor Syringe
[Enbrel" Nin Caridge Sureeick” Syrine /Syeinge Vil Pon / Svrnge
Hadlima Syringe | PusTouch soiiecor /Svtinge
Humira” Croh's Starir Pack | P, Crohn's Starier Pack | Pen / Prorass Sater Pack / Syringe

[ Amievita™ Syringe / Autinjector

nfiimab vl (seneric for Remicade”)

Accayst” SQ Syringe

Oterl” Starter Pack / Tablet

Avsola” Vial

Xeljnz® Tablet

Bimzei” Autoinjctor/ Syringe

NTM: Added Tremfya® Pen Induction PK-Crohn and

syringe Stelara® /Selarsdi B™), Selarsdi™ Syringe,
Vial / Syringe (generic for Stelara®), Imuldosa™ Syringe/Vial, Steqeyma®

Cinia” Sater Kit Syringe Kit/ Vil Kit

Cosenty” Vial

Cylter” (adslimumab-sdbm) Psorissis-UV Pen

Syringe and Vial / Syringe (generic for Pyzchiva®) to non- Cylom™ Syringe / Crohnls-UC_HS Pen  Poriasis Pen/Pen
preferred Enspryng ™ Syringe
Moved Cibingo™ Tablet t Atopic Entyvio” Pen/ Vial
o™ Pen, Syringe
Hyrimoz” Pen  Crohn'sUC Pen Pad. Crohn's Pen / Syringe / Priasis Pen
acio” Pen Proriasis Pen, Crohn'sUC Pen / Syringe
Hark” Vil
Humya” Syringe
Imuldoss™syringe/vial
oflecr Vial
Kevzara” Syringe  Pen
Kineret” Svringe — 1/F of d for dingnoss of 1 Onsct MultSvtem Inflummatory Disease
Olumiant” Tabet
Omvoh™ mirkizmab-rke) Syringe
Ormvol™ e Vial
Orencia” Clickjet/ Syringe Vial
Oulfis Syringe Vial
Remicade” Vil
Renflxis™ Vial
Rinvoq (upadachini) LQ Soluton
Rinvoq” ER Tablt
Sclarsa”™ Vil / Syrnge
Silia" Syringe
Simpont Pen/ Syringe | Aria” Vial
Skyria” On-Body Vil Pen / Syringe
Sotykau” Tablet
Spevigo” Vial/Syringe
Stclara” Syringe /Vial
Stcacvma’ Vial Svrnge
Tal" Auto-injecor /Syringe
[Tofidence™ (ocilizumat-bavi) Vial
[Tremiya® Syringe/ Inecior Vil | Pen Inducion PK-Crohn
Tyenne” (ociizumat-aazg) Avtoinjector /Syringe
Tyeme” Vial
Uplia® Vial
ustkinumab Vil 5
[ Val/ Pyzhivat)
ki  scarsdi B7)
Velspiy Tablet
Xeljanz" Solution XK Tablet
Vesiniek™ SyringerVial
Vuflyma® Syringe  Autoinjector/ Crohn's- UC-HS Aoinjector
Yusimny ™ Pen
Zymienis™ Pen | Syringe
IMMUNOSUPPRESSANTS
Preferred Non-Preferred
Astamrat” XL Cansule
Avasan” Tablet
aahionrine tahit (seneri for Imuran’)
Collcet” Cansle / Susoension/ Tablet
for Sandimmune’
cve Genarat® Neoral )
Enarsus* XR Tablet
for Zorress” Tablet
Genarat” Cansle/ Soluton
Imuran” Tablet
ablet (seneric for Celeent)
for Myforic")
Myforic” Tablet
[
Neoral” Capsule / Soluion
Proerat” Casule/ Granule Packet
Rapamunc’ Tablet
Remrock” Tablt
Sandimmune” Capsule / Soluion
)
’Prowmai®)
Tavneos” Capsule
Zorvess Table
lnical criteria apply fo al drugs n this
Preferred Non-Preferred
Austedo” Tablet

Xenazine” Tablet

Austedo” XR Tablet/ Tiration Kit

Ingrez’ (valbenazine)

Ingrez” Capsule / Iniaion Pack

etrabenazine tabler
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(HAE) PROPAVLAXIS AGENTS

ages

o
Clinical criteria apply to al drugs in this class

Preferred Non-Preferred
Hacsarda” Vial Cinrvze” Vial
Orladevo Capsule Takhvro” Vil /Swringe
HAE) AGENTS
o
ical criteria apply (o all drugs in this class
Preferred Non-Preferred
Berinert” Vial/ Kit Firan* Svringe
for Firanyr') Ruconest” Vial
seneri fo catban)
OPIOID ANTAGONISTS
Plans may notapply pri
Preferred Non-Preferred
Kloxxado™ Nasa Spray
LEVS™ mlosone Syringe Kit
naloxone nasal spray (OTC)
naloxone syringe  spray  vial (generc for Narean”)
nalrexone tblet
Narcan” Nasal Spray (OTC)
Opec” Nosl Spray
Rexiovy™ (aloxone) Nasa Spray
Vivitrol” Vil /Diluent
Zinhi” Syinge
Plans may not apply prior
Preferred Non-Preferred
Prior Approval Not Required for Coerage of Preferred Agents ‘Clnieal Criteria Apply to Non-Preferred Agents
Brinadi”™ Weekly Svringe / Monthlv Svrinee L for Subosonc™)
Suborone™ Lofexidine Tablet 1/F of preferred agents not reauired for oid withdrawal

buprenorphine SL able (generi for Subutex®)

Lucemyra” Tablet - T/F of preferred agents not required for diagnosis of opioid withdrawal

Suboxone” SL Film

Zubsoly Tablet SL

Sublocade” Svrinee

SKELETAL MUSCLE RELAXANTS

Preferred Non-Preferred
bacofen wblet geneic for Lioresa’) A ER Capsale
ncic for Flexer')
neic for Robaxi®) e for Fleqsny™)
anidine bl (genric for Zanafex”) chloransazone bt (genere for Parafon Fore”)
Generi for Anrix” FR)
Dantciun” Capsule Vil
B
Feunid” Tablet
Fieqsuny ™ Suspension
Lorzne” Tabler
[Lyvispah” Granule Paket
mcasalone blet (gencic for Skolain®)
[Norgesic™ Tablet/ Forte Tablet
orphenadrine /aspiin /caffine tblet (generic for Norgesic™)
orphenadrinecite bl vial(generi forNorflex")
Onphengesic” Forte Table
Roboxin” Vil
Tanlor Table
ianidine cpsules (genere for Zanaflex’)
Zanaies” Copsle/ Table
DISPOSABLE INSULIN DELIVERY DEVICES
[ v
Preferred Non-Preferred
CeQur Smplcy ™
CeQur Smplicy ™ Inerier
it Ifusion Kt NTM: Added llet infusion Kit and starter kit to preferred
et Starer it
Omnipod 5% DexG71G6 Ino KitPods (GENS), FSL2 G6 I KivPods
Omninod DASH" Pods 5-Pack) /o Ki
Omnipod GO™ Pods
DIABETIC CONTINUOUS GLUCOSE MONITOR SUPPLIES
Confimuous Glucose Monitor Transmitiers / Receivers / Readers
Plans may not appl adat T
ikl cricri apply 1 s cass
Preferred Non-Preferred
Descom G6' Transmiter/ Receiver Frecsve Litne™ 14 dav Reader
Descom G7* Receiver
Frecave Litne™ 2 Reader
Fressve Libee™ 3 Reager
Coni flor Sensors
Plans may not apply E
CinicaTcrier appl fo al Kems T (s class
Preferred Non-Preferred

Frecsyle Libre”™ 2 Sensor

Frecstvle Libre'™ 14 dav Sensor

Fresyle Libre™ 2 Plus Sensor

Frecstyle Libre™ 3 Sensor

Frecstyle Libre™™ 3 Plus Sensor

Dexcom G6” Sensor

Dexcom 67" Sensor

DIABETIC SUPPLIES

Plans

N.C. Medicaid only covers, at point of sale, the designated preferred products listed below for blood glucose meters, diabetic test strips, control solutions, lancets, and lancing devices for Medicaid-primary recipients (dually eligible and third-party recipients are not affected). These products are covered under the Outpatient Pharmiacy Program and can be submitted to the pharmacy point-of-sale system with a
prescription. Diabetic supplies, including other brands, can also be submitted under Durable Medical Equipment using the NDC and HCPCS code. Beneficiaries are allowed 1 covered meter every 2 years (730 days). For questions or assistance regarding diabetic supplies for Medicaid Direct members, please call the NC Tracks call center at 1-800-688-6696. *All blood glucose meters are billed using the NC

Medicaid Free BIN Meter program. BIN 610524, PCN 1016, Group 40026479, ID 066499643.*

Meters L
ACCUCIHEK” Guide Reti cae it (see above for bilng) ACCUCHEK” Soful
ACCU-CHEK Guide Me Retal care kit (sce above for biling) [ACCU-CHEK” Fastcls lancing deviee kit

Test Strips Control Solutions
ACCU-CHEK” AVIVA PLUS S0 et et airips ACCUCHER” Aviva o aton (2 levek
ACCU-CHEK” SMARTVIEW 50 ct et sirps [ACCU-CHEK” SmartView glacose conrol soluton (1 level)
ACCU-CHEK Guide S0 ct st strips [ACCU-CHEK” Guide 2-Level control (2levels
ACCU-CHEK Guide 100t teststrips

Lancets

ACCU-CHEK Softls 100 et Lancets
ACCU-CHEK” Fastclx 102 et Lancets
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