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

Effective Date January 1, 2026

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

Revised 12.19.2025 Off Cycle Change: Moved Adderall® XR Capsule, Concerta® Tablet, and Vyvanse® Chewable Tablet from non-preferred to preferred due to drug shortages.
Trial and failure (T/F) of two Preferred drugs are required unless only one Preferred option is listed or a T/F criteria exemption is otherwise indicated.
Not all therapeutic drug classes are included on the PDL. All drugs in the classes not included are considered Preferred. In addition to

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

Revised 11.03.2025 Off Cycle Change: Moved Pyz

al T/F of preferred usteknumab is required

reviewed by the PDL Panel. These drugs are listed as TO BE REVIEWED. For drugs requiring prior authorization, clinical criteria and prior authorization request forms can be found at: 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 hange to the drug, category, or a clinical

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

Peach shade signifies categories that will be open for discussion even though there are no in that category
Purple shade signifies a product either no longer covered or no longer available from the
ALZHEIMER’S AGENTS
Preferred Non-Preferred
donevezil Sma. 10me tablet / ODT (generic for Aricent” / ODT) | Adlarity" Patch
Exelon” Patch | Aduhelm® Vial - Clinieal crit h
it k. for Namenda“) | Aricent” Tablet
Easlon donevest yr)
I solution / tablet (zeneric for Razadvne" / ER)
Kisunla™ Vial
| Leaembi” Vial - Clinical criteria anply

I ‘Namenda” XK Solution)

[Memantine HCL Doneoezil HDL NAMZARICY

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

[Namzaric” Capsule / Titration Pack

Exclon’)

Zunver1” able

ANALGESICS
‘OPIOID ANALGESICS
2 Acting Opioids
Plans may not apply i i gement or prior suthorizaton critera o thiscategory
Clinical criteria apply to ll drugs in this class
Preferred Non-Preferred
busrans” Pach Belbuea” (Bucal Film
fentany| ptch {2me Smee /S0mes | P5mee 100mee (zeneri for Durseeie”) 0
methadone concentot / diskes / ntensol  ablt / soluion Convio” Capsile
Contin') s /w 0

0 Conin” Tablet hdencodone ER sencric for Zohydro” ER)

yarocodone ER for Hysinga” ER)

i for Buleg)
Hvsinela ER Table
Methadose™ Oral C Tablr

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 I Opioids

Plans may not app prior authorization cr

i to this category

Clinical criteria apply to all drugs in ths class

Preferred Non-Preferred

Actia” Lozenge )

fentanyl citrat lozenge (seneric for Actia’)

Fentora” Buceal Tablet

STiort Acting Schedule T1Opioids
Plans may not app sanagement or rior authorizaton criera o this category
Clinica criteria apply o all drugs in this class
Preferred Non-Preferred
Endocet” for Percocet”) codeine sulfate tablet
hvdrocodone-: il tablet (generic for Hycet”, Lorcet”, Lortab®, Noreo®, Vicodin®) Dilaudid” Liguid / Tablet
for Dilaudid*) hvdr for Ibudone”, Reprexain®, Vicoprofen”)
(zencric for MSIR®) suppository (generic for Dilaudid*)
tablet (zeneric for Roxicodone®) for Levo-Dromoran®)
oxves Tylox*) (zeneric for Demerol*)
oxveodone-acetaminophen tablets (generic for Percocet”)
hya < Zani

Nalocet" Tablet

Roxicodone” Inensol)

oxycodone-scetaminophen soluton

Percocet” Tablet

Prolate” Tablet/Solution

Rosicodone” Tablet

Roxybond” Tablet

hort. T IV Opioids / Analgesic
Plans may not app sanagement or prior crteria to his category
Clinical criteria apply to all drugs in this class
Preferred Non-Preferred
o deine’) (hscomp” ith Codeine")
) odeine’)
wam acel’) buabial-caffeine- APAP o Fioricet with Codeine)
for Sadol")
)
Fioricet with Codeine” Capsule
pena Tabwin NX')
Seglenti” Tablet
for Qdola™)
75 me 100 me)
NON-OPIOID ANALGESICS
Plans may not app management or prior authorization critera to his category
Preferred Non-Preferred
Journavx"™ Tablet Quantit imit of 14 day supply T
NSAIDS
Preferred Non-Preferred
for Ceebres”) Arthrotec” Tablet
Voluren') Celebrex” Capsule
Davoro” Caplet
Indocin®) for Zipsor)
s Toradol’) aaflam®)
melosican ) R bl for Voltaren” XR)
naproxen EC/ DR for Naprosvn” EC) for Arthrotec*)
Anaprox”) diflunisal tablet (generc for Dolobid")
naproxen Naprosyn’) Dolobid bl
Tinoril') bt zeneic for Lodine’ / XL)
Feldene” Capsule
lablet (zeneric for Nalfon)
ibuprofen / "\ TF of only
indomethacin ER capsu for Indocin SR)
for Onudis™)
ketoproen ER capsule (generie for Oruvail™)
[Kinrofen”™ (ketoprofen) Capsule (branded generie for Orudis™
Lofena™ Tabler
for Meclomen')
for Ponsel’)
Vivlodex)
0
Nalfon* Capsule / Tablet
Naprelan® Tablet
Naprosyn” Suspension
naproren sodium ER 0
naproxen )
for Vimove®) - TF of onl ccleconi .
0
0
Relfen'” DS Tablet
Toletin” tolmetin) Tablet
olmetin ble  apsule (eneric for Tolectn® / DS)
[Vimovo” Tablet - T/F of onlv
PAN
Preferred Non-Preferred
vmbalia") Cumbalia” Capsule
Newontn') [DermacinRy™ Lidocan Patch - Clnieal eri i
for Lidoder”) - Clnicalcritria apply Driaima™ Sorinkle
0
ER bt (seneric fo Gralise’)
 Tabler
Horizant Tablet
Lidocan"™ Patch - Clinical i .
Lidoderm” Pach - Clinica i i

[Lyrica” Capsule / Soluton / CR Tablet

Neurontin® Capsule / Solution { Tablet
» bl (senere for Lyrica” CR)

Quienza® Kit

Sovella” Tablet Tication Pack

Tridacaine”™ Patch

Z1Lido™ patch - Clincal anoly
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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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TIF criteria, clinical criteria (indicated in RED) may also apply. New to market products typically default to Non-Preferred status until

Revised 11.03.2025 Off Cycle Change: Moved Pyzchiva® S ringe / Vial T/F of preferred usteknumab is required

, Concerta® Tablet, and Vyvanse® Chewable Tablet from non- d to preferred duc to drug shortages.

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

ANTICONVULSANTS

©
Plans may not apply ‘management or prior authorization criteri to this category
Patients with a diagnosis of seizure disorder are exempt from T/F criteria and may use any car
Preferred Non-Preferred

Avtiom” Tablet Carbatrol")
carbamazenine ablet / susnension / chewable tablet / XR tablet (ecneri for Teeretol"/ XK) batrol” Capsule
Eauetro” Capsule Eptol” Tablet

ablet (seneric for Trilepal") ablet (generic for Aptiom”)
Oxiellr” XR Tablet (ueneric for Oxtelart XR)
Tesretol” Suspension / Tablet / XR Tablet Trilenial” Tablet

Trlevtal” Susne

FIRST GENERATION

Patients with

sis of seizure disorder are exempt from T/F criteri

d may use any first generation product

Preferred Non-Preferred
Colontin® Kapseal Denkote” ER Tablet/ Sorinkle Capsule
Dilantin’ Capsule ! Infata / Susension Denakote” Tablet
ER tablet / uble (eeneri for Depakote” / ER / Sorinkle) felbamate tablet (seneric for Felbatol")
seneric for Zaronin”) for Celontin”)
Felbatol"y Sezby” Vial
Felbatol" Suspension / Tablet Zatoutin” Capsule / Solution
elixir/ solution

Phenviek” Cansule

a les infatah / Dianiin")

her Phenviek")
orimidone Tablet (seneric for Mysoline™)

i 4 camsule / solution (generi for Depakenc™

ECOND GENERATION
Plans may not apply ‘management or prior authorization criteri to this category
Paticnts with a diagnos’s of scizure disorder are exempt from T/F criteria and may use any second generation product
Preferred Non-Preferred
Briviaet Tablet/ Solution Banzel” Suspension
clobazam suspension / wblet (generic for Onfi') Banzel” Tablet
clonazepam Klonopin’) el ODT (seneric for Klonopin” Water)
Discomit” Capsule / Powder Pack Diastat® Rectal Gel
diazepa recal | system (zenerc for Dissat” Accudial/ Pedi System) Elepsia™ XR Tablet
Epronta™ Soluiion Epidiolex" Solution - Clnial criteria apply
Fintepla™ Soluton abarone™ Tabler
Fycompa Tablet/ Suspension Kenpra" Tablet/ Soluton / XR Tablet
bapentin capsule / soluion  tablet (eneric for Neurontin”) Klonopin” Tablet
aco! Vimpat') Vimpat')
lamoteigine chewable / blet/ ODT (zeneric for Lamictal") Lamical” Chewable / ODT / ODT Starter Kit/ Sarter Kit/ Tablet/ XR / XR Starter Kit
lamotcisine ER tablet (zeneric for Lamictal” XR) dose pack uble dose pack (generic for Lamical’)
ER bt/ soluton (seneric for Keppra® / XR) Levetracetam able (zeneric or Spritam’)

Nayzilam Nasal Spray Libervant” (diazepam) Buccal Filo
Qudexy” XR Capsule Luica” Capsule / Solution
Roweepra™ Tablet Motopoly XR™ relesse) Capsule

I Banl) Neurontin® Capsule / Solution / Tablet

i or Bunzel) Onfi® Susoension / Tablet
Sabril” Tablet/ Powder Packet erampanel Tablet (seneric for Fycompa®)
Subvenite” Tablet/ Tab Start Kit Spritan” Tablet
agabine Gabieil"y S vmpazan” Film
op tablet (generic or Topamax®) Topamax” Sorinkle Capsule / Tabler
Valtoco” Nasal Soray. toniramate ER cansule (senerie for Trokendi XR"\ - T/F of Trokendi” XR Capsule reauired for coverase.
Visabatrin powder packet (generic for Sabril") topiramate ER sprnkie capsule (seneric for Qudexy")
Xeopri” Tablet Tiation Pack. Trokendi” XR Capsule

ic for Zonegran’) vigabatin ablet (seneric for Sabril')

Vigadrone” Powder Packe Tablet

Vigafyde™ Solution

Vispoder” Powder Packet

Vimpat” Solution / Starter Kit/ Tablet

Zonisade

Zulmy” Oral

ANTI-INFECTIVES - SYSTEMIC
ANTIBI

ins, Cephalosporins and Related

Preferred Non-Preferred

sble / suspension | ablet (zenrie for Amol” Trimox) amoxic Ausmentin®)
amoicilin-clavulanst suspension / ablet (seneric for Auzmentin’) amoxicilin-c R table (gencric for Ausmentin® | XR)
ampicilin capsule  inecton /vl Auementin” Suspension / ES-600 / XR Tablet
ampicilin-sulbactant inecton | vial cctclor cansule /suspension | ER tble (sneri for Ceclor* / CD)
Bicillin” C-R iniection cetadrosil bt (seneri for Duricel)

for Duricet™) i Suprax") 1F of preferred apents mot reauired for chidren <12 vears of aze

cetbinr e for Ot} ccinodoxime suspension  blet (seneric for Vanin')

for Suprax') ceohalesin sblet (senerie for Keflex')

bl (generi for Cefl)

cefuroxime able (generi for Ceflin®)

dicloxacilin capsule

mafeiln njecton /vial

oilln injction / vial

penicilin G injecton /vial

penicilln V suspension | ablet

Pfizeren” inection /vial

piperacilln - tazobactam injection  vial

Unasva” iniestion /vl

Zosvn® iiecton /vial

Tincosamides and Oxazolidiones

Preferred Non-Preferred
ind i for Cleacin®) Cleocin® Capsules / Vial
Coral /ablet (seneric for Zvvox") Cleocin® Pedinic Solution
clindamcin Cleocin)
Lincocin' Vial

lincomvein vial (seneric for Lincocin®)

lineznlid 1V Zvox')

Sivexiro® Tablet/ Via

Zuvox® Tablet/ 1V Solution / Suspension

Macrolides and Ketolides

Preferred Non-Preferred
avithromyein powder packet/ suspension / tabit (senerc fo Zithromax") clrithromycin ER ablet (generic for Biaxin XL')
claritromyein suspension / bt (senerc for Biasin®) Eryped” 2001400 Suspension
EES Filmab / Suspension Ery-Tab” Tablet
Erythrocin” Filmiah Zithromax” Powder Packet  Susnension / Tablet Tri-Pak /Z-Pak

ervihromyein ES 200 mg and for EE.S * Suspension, Eryped')

eryihromyein EC capsule (generi for Erye)

eryihromyein filmab

ervihromyen S tblet (seneric for EES" Fimiab)

“Antibiotics)
Preferred Non-Preferred
metronidazole tablt (senerc for Flasyl") Acmeolo” DR Tablet
e for Vancocin) Difiid" Suspension / Tablet - T/F of only vancomyein i reair i
for Firvana®) Firvana” Solution

Flueyl" Cansule

Likmez” Suspension

[metronidazole 125 me tablet seneric for Flaayl*)

Flavl")

1 Mycifradin®)

nitazoxanide tablt (seneric for Alinia” Tablet

umatin®)

Solosee”™ Granules

(aeneric for Tindamax")

Vancocin® Casle

Voust™ Cansule - Clinical .

Quinolones
Preferred Non-Preferred
Cipra” Suspension Bardela”™ Tablet
ciorofloxacin able (eeneric for Cinra®) Cinro” Tablet
levofloxacin tblet (seneric for Levaauin®) ciorofloxacin Cinro®)
mosifloxacin ablet (seneric for Avelox) levofloxacin Levaauin®)

ofloxacin tablet (seneric for Floxin®)
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Effective Date January 1, 2026
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Tetracycline Derivatives

Preferred Non-Preferred

Nibramyein’ Vibra Tab')

= [Doryx” DR/ MPC Tablet

Tsme 0 DRy

IR-DR 0

5mg, 100mg, 150mg_tablet

Tme. Nonodox”, Adova)

Vibramyein') - T/F of preferred agents mo required for patients < 12 years of a

Lymepak™ Tablet

ine S0mg, 75 100mg blet

“ER) C) yeline ¢ required. Li

10 0 12 week supply.

lne ER
Minolirs™ ER Tablet

[Morgidox” Capsule  Kit
Nozyra™ Tablet

Oracea® capsule

for Sumyein')

for Sumycin’ / Panmycin®)

Antifungals

Preferred Non-Preferred

clo lex” Troche) Bresafemme! Tablet

tablet (seneric for Difucan®) Cresemba’ Capsule

v Diffucan’ Suspension ( Tablet

or GrisPex”) Ancobon’)

for Nilsat") Ve

vt Mycostain®) nox’)

for Lamisil®) ketoconazple tabet (seneric for Nizoral')

[Noxafil” Suspension / Tablet/ DR Suspension Packet

Oravie” Buceal Tablet

i)

Sporanox” Capsule / Solution

Tolsura™ Copsule

Viend” Suspension | Tablet

Vivioa” Casule - Clinical criteia apoh

oriconazmle suspension | blet (sencric for Viend")

‘Antivirals (General)

Plans may not apply additional i gement or prior authorizatin critera to this category
Preferred

Non-Preferred

Paxlovid™ Tablet dose Pack

‘Antivirals (Hepalitis B Agents)

Preferred Non-Preferred

bl (zeneri for Baraclude”)

adefovir ablet (seneric for Hepsera® |

lamivudi ablet (seneric for Epivir” HBV)

Baraclude” Soluton / Tablet
Viread” Powder / Tablet

[Vemlidy” Tablet

“Aniivirals (Hepatiis C Agents)

Plans may not app ianagement or prior authorization criteria to this category

Preferred Non-Preferred

Pesasys” Svringe / Vial
neric for Copesus” Rebetol)

Clinical criteria spply to al drugs Tisted below

Prior i Not Required for Mavyret” Tablet / Pellet i ablet (generic for Epelusa’)

Allgenaty Epclusa” Pellt Pack/ Tablet

Mavyret” Tablet (8 weeks of therany)

Harvoni” Pelet Pack  Tablet
Mavyret” Pele Pack

sofosbuvir able (zeneri for Harvoni")

i
sofo o) Sovaldi” Pellet Pack / Tablet

Zepatier Tablet

I rhoss (Chid Pugh-A)
Mavyret” Tablet (Up o 12 weeks of therany)

Mavyret” Pele Pack

sofo o)

th an HCV I or genotype I previoushy been treated with an HCV NssA

inhibicor.

Vosevi” Tablet

“Antivirals (Herpes Treatments)

Preferred Non-Preferred

scvelovir capsule / bl for Zovirax')

Sitavie” Buceal Tablet
fameiclr

bl (seneri for Famvir')

Valtex” Caplet

valacvelovi able (generi for Valtrex*)

Antivirals (Influenza)

Preferred Non-Preferred

osel for Tamiflu) ©
for Flumadine’)

Flumadine’ Tablet

Relena® Diskhaler

[Tamifla" Cansule / Suspension

Xoflu™ Tablet - T/F of onl one preferred drus reauired

A

Thaled

ianagement or prior authorization criteri to ths category
“TIF of only one preferred drug required

Preferred Non-Preferred

Kiabis™ Pakc Arikayee” Vial

Bethkis” Ampule Cavston” Soluton

Tobi™) tobramyein Kitabis™)

Tobi™ Podhaler™ / Soluton

tobramycin Ampule (generic for Behkis)

BEHAVIORAL HEALTH

ANTIDEPRESSANTS

Other

Preferred Non-Preferred

ablet /XL Wellbutin® Tablet /SR / XL

Auvelin” Tablet
B

desvenlafuxine ER for Pristia") L tablet (seneric for Forfivo’ XL)
0

Cumbalu” Capsute

Effexor” XR Capsule desventafisine ER 5

) Emsam” Pah

Effexor”. Effexor” XR) [Fetsima® Capsule/ Titraton Pak

Vilbrvd®) [Forfive” XL Tablet

for Sermone’)

for Nardil®)

Pristia” ER Tublet

[Raldesy™ Solution

Remeron” Soltah™ / Tablet

Trntelin” Tablet

Venlafaxine besylae ER tblet

Venlafaxine ER tbiet

Zurauvae™ Capsule TIF of d i

sis of

iin Reuptake @

Preferred Non-Preferred

Celewa’y Celexa’ Tablet

escialopram Levapro) cialopram capsule

0

Nuoretine DR " Weekly)

for Promc’) - T o, chidren < 18 vears of age
R

Paxi’ Suspension

Lexapro” Tablet

5

= il CR)

i’ Tablet) CR Tabler

P
serraline capsule

Zoloft” Soluton / Tabler
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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
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ADHD

Plans may not apply additional uiizat gement or prior authori iteria (0 this eategory

Preferred Non-Preferred

al’ Tublet (Generie Product Per FDA) [ Adzenys XR ODT

Adderall” XR Capsule

Mydavis)

Adderall’y for Evekeo”)

R Adderall” XR) Atensio” XR Capsule

for Ssatera”) Assarys™ Capsule

Jonidine ER able

for Kapvay®) Cotempla™ XR-0DT

Concerta” Table

Dexedrine” Spansule”

Daviana® Patch

drine” Spansule”)

IXR) era®)

) Dyanavel’ XR TIF of d for chidren < 12 veurs of szc

Intuni*) Dyanavel” XR Tablet

Vyvanse) Evekeo' Tablet/ Evekco” ODT Tablet

Methylin” Solution

Focalin’ Tablet

for Metadute” CD) Focalin® XR Capsule

R bl

for Concera” ) Intuniv® Tablet

wlin” Ritalin) Jomay PM” Capsule

Vyvanse Capsule

Vyvansets Chewable Tabl

o 0

for Aptensio XR)

ER tblet (45 mg and 63 mp) (Branded er FDA)

for Rialin® LAY
h)

[Mvdavis® ER Capsule

Onyds XS T or required for children < 12 vears of age

ProCentra” Solution

Qctbree™ Capsule

Ouillichew” ER Tablet -

LI of . for chikdren < 12 vears of age

Ouillivan’ XR U of preferred agents mot required for chidren < 12 vears of age.

Relexxi’” ER Tablet

Ritain’ LA Capsule

Ritolin” Tablet

Stoatera” Capsule

Nelsrym” Patch

Zenzedi Tablet

INJECTABLE ANTIPSYCHOTICS

Tnjectable Long Acting

Plans may not app ianagement or prior authorization criteri to ths category

Preferred Non-Preferred

Abilfy Asimiufii Syringe Kit

Abilfy Mainten

Syringe / Vial

Aristada’ /i

" Syringe

B

uphenazine decanoate vial (seneric for Prolisin decanoste”)

Haldol” o i

il (generic for

v Hay

Invesa” Sustenna Prefiled Syringe

Invesa” Trinza Syringe

Perseris” Syringe

Risperdal” Consta Vial

risperidone ER vial(generic for Risperdal” Consta)

[Rykindo" Vial/ Vial Kit
sy

Usedy ™ Syringe Kit

Zyrexa” Relpreve™ Vial

Kit

"ATYPICAL ANTIPSYCHOTICS.

Oral / Transdermal

Plans may not apply additional utization management or prior authorization cri
“T/F of only one preferred drug required

Preferred Non-Preferred

aripprazole Tabiet/ Soluton (generic for Abilfy")  Abify* Tablet/ Abliy” MyCite” Tablet

asenapine S

for Saphri” SL) ariprazle ODT (generic for Abilfy” Disemelt)

clozapine ablet (sencric for Clozaril’) Caplya”™ Capsule

lurasidone tablet (seneric for Latuda®) clozapine ODT (seneric for FazaClo")

olanvapine ODT / blet (enerie for Zyprexa’) Clozari” Tablet

Jiperidone ER tabl

for Invesa™) Cobenty

ER bl

for Seroauel / XR) (Cobenty Starer Pack.

risperidone ODT  solution /ablet (zeneric for Risperdal’) Fanapt” Tablet Tiation Pack
v

Lubalvi™ Tabler

Sccusdo” Patch

Seroauel” Tablet/ XR Tablet/ XR Sample Kit

Versaclor” Suspension

Zyprexa’ Tablet/Zydis” Tablet

CARDIOVASCULAR

"ACE INHIBITORS

Preferred Non-Preferred

benazen:

Lotensin®) Accupril” Tablet

i Vasotee”) Alice” Capsule

1 and Zesti") Capoten”)

Alice) for Epaned") - TIF of preferred agents not requlred for chikiren < 12 years of age

Epaned” Solution - T/F of ired for chidren < 12 vears of aze

osinoprilablet (seneric for Monopril™y

Lotensin® Tabler

b for Univase”)

Aceon’)

Qbrelis” Solution - T of preferred agents not required for chikren < 12 years of age

Accupril’)
5

Zesuit” Tabler

"ACE INHIBITOR / CALCIUM CHANNEL BLOCKER

Preferred Non-Preferred

for Lowel") Lowel” Capsule

® Tarka')

'ACE INHIBITOR / DIURETIC

Preferred Non-Preferred

Vaseretic') Accuretic” Tabler

" Zesore benazeprL1ICT: e

topriHCTZ ablet for Caporide’)

TosinopriL-HCT: * Hem)

Lotensin® HCT Tabler

ILHCTZ ublet for Accuretic”. Quinartic”)

Vasereti” Tablet

Zestoretic” Tublet

TRECEPTOR BLOCKERS

Preferred Non-Preferred

ibesaran

Avapro®) Atucand” Tablet

Conur") Avapro® Tubler

eorosurtan bt (veneric o Teveten”)

Micardis” Toblet

clmisaran tblet (seneric for Micardis™)

i I ot

T RECEPTOR BLOCKER

Preferred Non-Preferred

Asor') A" Tablet
5 [Exforee Tablet/ HCT Tablet

for Tribensur") for Twynsta®)

Tribenzor Tablet

forue" HCT)
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Effective Date January 1, 2026

ringe/Vial and Steqeyma® Vial /Syringe from non-preferred to preferred duc to fiscal impact. Added red writing to Stelara® Syringe / Vial T/F of preferred usteknumab is required
Revised 12.10.2025 Off Cycle Change: GLP-1 weight management class added to the PDL. See clinical criteria for coverage.
Revised 12.19.2025 Off Cycle Change: Moved Adderall® XR Capsule, Concerta® Tablet, and Vyvanse® Chewable Tablet from non-preferred to preferred duc to drug shortages.
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

rvices

TTRECEPTOR BLOCKER DIURETIC C

Preferred

Non-Preferred

besartan-HCTZ sblet (zeneric for Avalide)

Atscand HCT Tobler

losartan-HCTZ wblet (seneric for Hyzaar')

Avalide” Tablet

sencrc o Benicar” HCT)

Benicar” HCT Tabler

Jsartan-HCTZ tablt (sencrc for Diovan" HCT)

desartan 4T, eneric for Atacand” HCT)

Diovan” HCT Tablet

Edurbyclor” Tablet

[

Micardis” HCT Tabler

clmisartn HCTZ blet (seneric for Micardis’ HCT)

TTRECEPTOR / NEPRILYSIN BLOCKER COMBINATIONS

Plans may not app donal uiati gement or prior authorization crteria o this eategory

Preferred

| Non-Preferred

Entresto” Tablet

[ Entesto” (sacubivi Pellet T1F of . for chidren < 12 years of aze

[sscubiand vasarian bt generc fo Enveso®)
I-ARRHYTHMICS

Preferred

Non-Preferred

for Cordarone")

Mulag” Tablet

for Nomace")

[Normace” Capsule / CR Capsule

Tikosvn®)

Pacerone’ Tablet

for Tambocor')

senerc for Quinselute DuraTabs')

for Mexitl)

Tikosvn” Capsule

for Rhmol*)

R

neric for Quinidex” Tablet)

BETA BLOCKERS

Plans may not app i management or prior authorization crteria o this eategory

Preferred

Non-Preferred

for Sectral’)

for Tenormin®)

Beapace” Tablet/ AF Tablet

bisor

for Corea")

betaxolol ablet (zeneri for Kerlone")

Hemanseol” Soluton

Bystolic” Tablet

for Trandate”)

carvediol ER venerc for Corea® CR Capsule)

L bl for Toprol XL')

Coren” Tablet CR Capsule

for Lopressor')

Inderal” LA Capsule / XL Capsule

for Coraard")

Innopran” XL Capsule

r Bystolic™)

[Kaosoareo™ Sorinkle - TIF of preferred agents not reauired for chiren < 12 vears of age.

bt/ for Inderal®)

Lopressor” Tablet

Sorine” Tablet

Visken")

sotalol tablet AF tblet (gencri for Betapace”  AF. Sorine’)

Sonlize” Solution

Tenormin' Tablet

Jocadren’)

[Toprol XL Tablet

BETA BLOCKER DIURETIC COMBINATIONS

Preferred

Non-Preferred

= for Tenoretic)

metonrolol HCT venerc for Lopressor” HCT)

bisonrolol-HCTZ abl for Zinc)

for Inderide”)

:
§

BILE ACID SEQUESTRANTS

Preferred

Non-Preferred

cholestyramine packe / powder / light packet  light powder (generi for Questran® / Quesiantd Light)

Jesevelam packet  tablet (seneric for Welchol')

colestinol tablet (senerie for Colestd” Tablet)

Colestid® Granles / Tablet
1

0 for Colestid®)

Prevalite® Packet/ Powder

Questran” Lisht Powder / Packet/ Powder

Welchol Packet / Tablet

CHOLESTEROL LOWERING AGENTS

Preferred

Non-Preferred

satn able (generi for Linior')

Altoprey” Tablet

)

amlodipine-atorvastatin tablt senerc for Caduet")

lovastatin tablt (seneric for Mevacor')

[ Atorvalia® Suspension

oravastain blet (sencric for Pravachol”)

Cadue” Tabler

rosuvastatin ablt generic for Crestor®)

Simyastatin wblet (generi for Zocor®)

Cresior
Eallor™ Capsile

<retimibe simyasttin (seneric for Vytorin®)

fuvastatin capsule / ER for Lescol /XL

Livalo” Tablet - T/F of preferred agents not d with concomi with HIV

[Nexletol” Tablet - Clinical criteria apolv

Nexlize” Table - Clincal. N

ivastatin able (generic for Livalo™ - T/F of preferred agents not reauired with conca with HIV

Zuvitamas™ Tabler

CORONARY VASODILATORS

Preferred

Non-Preferred

for Isordil Titradose”. IsoDirate” ctal )

Gonita® Sublingual Powder

ER bl for Ismo”. Monoket" Imdur')

sordil” Tiradose” Tablet

nicoglycerin patch / spray /SL for Niro-Dur”, Minitan”. Nirostar” et al)

Nio-Bid* Ointment

Nirostat” SL Tabler

Nito-Dur* Patch

nitostveerin

Nivolingual” Sorav

Verauvo™ Tablet

DIHYDROPYRIDINE CALCIUM CHANNEL BLOCKERS

[ pp

Preferred

Non-Preferred

felodinine FR for Plendil)

for Norvase)
D

for Dynacire™)

nifedipine ER for Adslat CC"/ Procardia XL')

Katersia™ Susoension - T o ot reavired for chidren < 12 vears of

Norliava® Soluton

nimodipine soluiion

nisoldinine ER table (seneric for Sular'

Norvase” Tablet

Nvmalize” Solution /oral svringe

Procardia” XL Tablet

Sular” Tables

IRECT RENIN INFIBITOR

Preferred

Non-Preferred

Tokurma® Tablet

liskiren tablet senerc for Tektura® Tablen

Tokuma® HCT Tablet

ENDOTHELIN RECEPTOR

‘Covered for diagnosis of Pulmonary Arterial Hypertension only

Preferred

Non-Preferred

ambrisentan ablet (zeneric for Letairs" Tablei)

bosentan table Tracleer')

Tracleer” Tablet

Letaris” Tablet

Opsumit” Tablet

Onsynvi® Tablet

Tracleer” Suspension

CLIN ANALOGS

Preferred

Non-Preferred

Tyvaso® Refil it/ Solution / Starter Kit

Veniavis* Soluton

Preferred

Non-Preferred

niscin ER abl for Nisspan")

NITRATE C(

Preferred

Non-Preferred

Bl Tabler

| for Bidil")

NON-DIHY CALCIUM CHANNEL BLOCKERS

Preferred

Non-Preferred

Carta XT Capsule branded for Cardizem CD")

Gitiazem L Cardizem LA

il XK branded for Dilacor XR")

Matzim" LA Cardizem LA™

ditiazem ER 24 hour eansule (seneric for Dilacor XR”, Tiazac")

for Verelan®)

ditiazem tablet/ CD capsule / ER 12 hour eapsule (seneric for Cardizem” /CD / SR)

veranamil ER cansule Verelan” / Verclan® PM)

Tastia XT Cansule branded for Tiaze")

Verelan® PM Cansule

TiadvI” ER Capsule

cnerc for Calan” / SR
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North Carolina Division of Health Benefits
North Carolina Medicaid Preferred Drug List (PDL)

Effective Date January 1, 2026

Revised 11.03.2025 Off Cycle Change: Moved Pyzchiva® Syringe/Vial and Stegeyma® Vial ze from not

n-preferred to preferred due to fiscal impact. Added red writing to Stelara® Syringe / Vial T/F of preferred usteknumab is required

Revised 12.10.2025 Off Cycle Change: GLP-1 weight management class added to the PDL. See clinical criteria for coverage.

Revised 12.19.2025 Off Cycle Change: Moved Adderall® XR Capsule, Conce
Trial and failure (T/F) of two Preferred drugs are required unless
Not all therapeutic drug classes are included on the PDL.

TIF criteria, clinical criteria (indicated in RED) may also apply. New to market products ty|

reviewed by the PDL Panel. These drugs are listed as TO BE REVIEWED. For drugs requiring prior authorization, clini
More information on the PDL can be found at: icaid.ncdhh:

rta® Tablet, and Vyvanse® Chewable Tablet from non-preferred to preferred due to drug shortages.
only one Preferred option is listed or a T/F criteria exemption is otherwise indicated.
All drugs in the classes not included are considered Preferred. In addition to

ally default to Non-Preferred status until

ical criteria and prior authorization request forms can be found at: htt, nctracks.nc.

ORAL PULMONARY HYPERTENSION

Covered for diagnosis of Pulmonary Arterial Hypertension (: hronic ic Pulmonary Hypertension- Adempas * only

Preferred

Non-Preferred

Alya” Tablet (branded generic for tadalafl)

Adcirea” Tablet

ldenafil tablet (seneric for Revatio")

Adempas” Tablet

for Adcirea”)

Ligrey” Suspeasion

Orenitrom” ER Tablet/ Ticaton Kit

[Revatio” Suspension / Tablet - T of it 12 vears of age for

denafil ) TIF of preferred d for chidren < 12 vears of age

Tadlia" Suspension

Upteavi® Tablet/ Tteation Pack

LATELET

Plans may not app

management or prior authorization crteria o this eategory

Preferred

Non-Preferred

Belint” Tablet

for Ausrenox”)

clon )

Effient” Tablet

for Persanine)

Plavin” Tablet

for Effient” Tablet)

Ticasreor Tablet (zeneri for Brlina®)

Preferred

ANTIANGINAL & ANTIISCHEMIC
T

Non-Preferred

canoluzine Ranexa” Tablet) |

Aspruzvo™ Sorinkle

|
SYMPATHOLYTICS AND

Preferred

Non-Preferred

clonidine ER for Nexiclon” XR)

patch (seneric for Cotapres”/ TTS)

ua Tenex')

methyldopaHCT: for Aldoril®)

for Aldomet’)

methyldopa via (eneric for Aldomet')

[Nexiclon™ XR Tablet

TRIGL!

Preferred

‘CERIDE LOWERING AGENTS

Non-Preferred

for Tricor")

tablet (seneric for Antara”, Lofibra®. Fenoglide” et al)

* Trilipix®)

cosapent ethy| capsule (generic for Vascepatt)

Fibricor’ Tablet

ovaz)

Trlnix” Capsule

CARDIOVASCULAR, OTHER

Preferred

Non-Preferred

Camzvos® Cavsule - Clinicalcriteria aooh

Lodoco’

CENTRAL NERVOUS SYSTEM
GRAINE AGENTS

ANTIVIK

‘Quantity limits apply (o all riptans

Preferred

Non-Preferred

rizarivan tablet  ODT (seneric for Maxalt)

(seneric for Axert)

sumatrintan nasal soray /ablet / vial (seneric for Imirex)

Cambia”) - TIF of 2 preferred NSAIDs. in addition to TF of 2 preferred the Antimigraine Agents class required for coverage

Reloax')

Elvxyb™ Solution - T/ of 2 preferred NSAIDs.in addition to T/F of 2 preferred trintans in the Antimizraine Acents class reauired for coverage

Frova' Tablet

for Frova®)

Imitrex” Cortrdac / Nasal Soray / Pen / Tablet

Masalt Tablet/ MLT Tsblet

 Amerse)

Relpax” Tablet

Revvow™ Toblet

sumatriptan for Treximet")

sumatriptan iniection kit refil/ svinge (seneric for Imitcex')

Svmbravo’ Tablet

Tosvmra™ Nasal Sora

Zembrsce” SymTouch”

 olmieiptan nasalsprav / ODT / tablet (seneric for Zomis")

Zomia® Nasal Spray / Table
GE

CGRP.

PREVENTATIVE

ement or prior authorization criteria to this category

Clinical c

riteria apply to all drugs in this class

Preferred

Non-Preferred

Aimovis” Autoinicctor

Emgalit Svringe 100 MG

Aiowy" Autoiniector / Syringe

Vyeoti” Vil

Emgali” Pen / Syringe

Nuriee” ODT

Ouliota" Tabler

\GENTS

CGRP.

ACUTE TREATMENT

ement or horiation criteria to this category

Clinical o

riteria apply to all &

1 this class

Preferred

Non-Preferred

Zavpret™ Nasal Spray

Nuree” 0DT |
Ubrelvy” Tablet

I
ANTENARCOLEPSY

ement or prior authorization criteria to this category

Clinical c

riteria apply to all drugs in this class

Preferred

Non-Preferred

Provisil” Tablet

for Nuvieil)

1 Provisi)

Novigil Tablet

Sunosi™ Tabler

ANTI-PARKINSON AND

Preferred

[Wakix* Tablet

RESTLESS LEG SYNDROME AGENTS

Non-Preferred

for Svmmetrel")

[Avokyn* Cartridse

benropine ablet (zeneric for Cosentin')

for Apokvn®)

blet (seneric for Parkodel )

[Asieot” Tablet

carbidona-levodopa ODT (seneric for Parcona”)

 Lodosn')

carb iR for Sinemet” / CR)

1 Stalevo’)

oramipexole ablet (seneric for Miranex")

arhi
Crexont Capsule ER

copinirole wblet (generic or Requip(®)

Dhivy Tabler”™

ceneric for Emsam")

Duona” Suspension

et (seneric for Arane®)

Comian®)
Gocovri® Casule - Cliicalcriteria apoly

Horizant Tablet

inbrita™ Inhalation - Clnieal crit i

Kynmobi™ Tiraton Kit

Neuoro® Patch

Nourisns™ Tablet

Onapgo™ Carridge

Ongentys” Capsule- Clnial criteria apolv

Osmolex ER™ Tablet - Clinical crieria apoly

for Mirapex ER®)

Adiect®)

ropinirole ER for Reauin XL')

Rvtary” ER Capsule

Sinemet” Tablet

Stalevo” Tablet

Tasmar®)

Vyalew Vial

Xadago" Tablet

MULTIPLE SCLEROSIS

Tnjectable

‘management or prior authorization criteri to this category

Preferred

Non-Preferred

Avonex” Pack I Pen / Svringe

Briumyi” Vial

Betaseron” Kit/ Vial

Copasane® 40 MGML S

Copaxone” Svringe 20 MGML

liramer 20MGML for Conaxone” Svringe)

iy i for Copaxone” Swrineo)

Gistona® Svringe

Kesimpia® Pen

Lemrods” Vial

Rebif” Rebidose” / Titration Pack / Svringe

Ocrevus® Vil - T/F of it

s of Primary Progressive MS (PPMS)

Octevus® Zonovo Vial TIF of preferred agents not required for diagnosis o Primary Progressive MS (PPMS)

Pleeridy" Pen / Pen Starier Pack / Svringe / Svringe Sarier Pack

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

Effective Date January 1, 2026
Revised 11.03.2025 Off Cycle Change: Moved Pyzehiva® Syringe/Vial and Steqeyma® Vial /Syringe from non-preferred to preferred duc to fiscal impact. Added red writing to Stelara® Syringe / Vial T/F of preferred usteknumab is required
Revised 12.10.2025 Off Cycle Change: GLP-1 weight management class added to the PDL. See clinical criteria for coverage.
Revised 12.19.2025 Off Cycle Change: Moved Adderall® XR Capsule, Concerta® Tablet, and Vyvanse® Chewable Tablet from non-preferred to preferred due to drug shortages.
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. i i html
More information on the PDL can be found at: icaid.ncdhhs. i i ipti i rvices
Ol
Preferred Non-Preferred
dallampridine ER (bl for Ampyra’) Ampvea” Tablet
DR capsule / stater pack (generi for Tecfidera” Capsule / Strte Pack) [ Aubagio” Tablet
Gilenya') Baricriam” Cansule
for Aubagio”) Gilenva® Capsule

Ponvory™ Strter Pack / Tablet

Tascenso O]

[Tectidera® Capsule / Startr Pack

Vomerity™ Casule

Zeposia® Starter Pack / Capsule

AMYOTROPHIC LATERAL SCLEROSIS (ALS) AGENTS

Preferred Non-Preferred

iluzole tablet (generic for Rilutek) cdaravone infusion bas (sencric for Radicava®)

cdaravone Vial (generic for Radicava’)

Quisody” Vial 1/F ot d for SOD1 gene mutation

Radicava” ORS” Suspension | ORS” Stater Kit Suspension/ Infusion B

Tighuik” Susneasion

SEDATIVE HYPNOTICS
Plans may not apply addtional wilizati gement or prior authorizati ia to this category
‘Quantity limits apply to all sedative hypnotics
Preferred Non-Preferred
for Luncsia’) [Ambicn” Tablet) CR Tablet
or Dalmanc’) Belsomra” Tablet
for Rozerem” Tubleo) Dayvigo™ Tabler
temazepam 15mg. for Restoril’) Doral” Tablet
for Sonata”) doxepin biet (encric for Slenor’)
ol Ambien’) Edluar” SL Tablet
olpidem Ambien” CR) i Prosom’)
Halcion” Tabler

Hetlio” Capsule | LQ Suspension - Clnial criteria apply

Luncsta” Tablet

for Doral')
Quvivig™ Tablet
Restoril” Capsule
Roserem” Toblet
for Hetlios") - Clinical criteria apoly. T/F of Hetliars e required for coverage
temazepam ')
s for Halcion")
Ipidem S for Intermezzo®)
TOBACCO CESSATION
Preferred Non-Preferred
b R b for Zyban') [Nicotrol” Inhaler /NS Nasal Spray
(Chantx” Tablet / Strting Box / Continuation Month Box
nicotine gum / lozenge (buceal / pach
(seneric for Chantx')
(seneric for Chantx')
ENDOCRINOLOGY
GROWTI HORMONE

Plans may not apply addional utlization management or prior authorization crteria (o (hs category

Clinical criteria apply to all drugs in this class

Prior Approval Not Required for Use of Scrostim™ in AIDS

Preferred Non-Preferred

Genotropin’ 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 Insulin
TIF o & required; Pri ization s required ins. may be valid for up (0 3 years for benficiaries with Type 1
Preferred Non-Preferred

lin FlexPent / vial ( for Novolog") Admelog” SoloStar” / Vial
insulin lispro U100 Junior KiwikPen” (seneri for Humalog” Junior) Afrezz” Inhalaion Powder
insulin s " vial(senerc or Humalos") Avidra® SoloSar” [ Vial
Relon Novolog” U-100 FlexPen” / Vial Fisso" FlexToueh” / Penfil’/ PumpCart”/ Vial

Humalog” U-100 Cartridse Junior KikPen'/ KnikPen” Vil

Humalos” U-200 KikPen”

Lvumie™ U-100 KuikPen” / U-200 KuikPen” / Vil

Merlog™ Vial
Novologh U100 Penfl FlesPent / Vil

Short Acting Insulin

orizations may be

F of only one preferred drug required: Prior authorization is required for NP insulins. Prior i for up 103 years for bencficiarics with Type 1 Diabetes.

Preferred Non-Preferred

Humulin® R Vial Mysrediin™ Inection

Humulin® R U500 KwikPen” / U500 Vial Novolin® R Vial/ Relion” R Vial

Novolin R FlexPen”

Intermediate Acting Insuin

Preferred Non-Preferred

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 beneficiarics with Type 1 Diabetes.

Humulin® N Vial Humulin’ N KuikPen

/Relion” N FlexPen”

[Novolin® N Vial/ Relion” N Vial

Tong Acting Insulin

Plans may not app) [T criteria o ths category

F of oy one preferred drug required: Prior authorization s required for NP fns wthorizations may be valid for up to 3 years for bemefitaries with Type T
Preferred Non-Preferred
Snsulin lrgine val SoloStar” (authoized ioogi for Lanus) bossgla” (100 KuikPen”
Lanus” Solosiar”/vial insulin degudee pen  via (generic fo Tresba')
insutin " M SoloStr” (enerk or Touieo’)
insulin vial (generic for Semglee”™ yfgn)

Levemi” /FlexPen” / FlexTouch” / Vial
Remvoglar” Kikpen

Semiee™ yfin Pen / Vil

Touiea" SoloStar' / Miax Solostar”

[Tresiba” FlexTouch” /i

Premixed Rapid Combination Iisulin

Preferred [ Non-Preferred

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 | Diabetes.

insuln 7525 KuikPen” (seneric for Humalog” 75725 Mix) Humalos” 7525 Mix K.

Humalos” 5050 Mix KwikPen”

Humalos® 755 Vial

Premixed 70/30 Combination lnsulin

Preferred [ Non-Preferred

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 | Diabetes.

" eneri for Novolog” Mix 7030) Novolin® 7030 FlexPen” / Vial

Humulin® 7030 KyeikPen” / Vial Relion Novolin” 7030 Vial

[Relion Novalin (human insulin NPH. human insulin) 7030 FlexPen”

Novolog Mix 70:30 Vial/ FlexPen®

[Relon Novolin” (human insulin NPH/ human insulin) 7030 FlexPen”
Tin Analogs

Requires TIF ent resp in contain unless contrai When using cither  p or non-preferred Amylin Analog
Preferred | Non-Preferred
Sumlin® Pen Iniector f
"GLP-T Receptor Agonists and Combinations indicated for the reatment of Didbetes
Plans may not app management or p criteria o this category
Clinieal criteria apply (o all drugs in this class
Preferred Non-Preferred
Byeta” Pen Budurcon Bise™
Trulicin” Pen Brotan)
Vicona" Pen irashutde pen (eenric for Vitora")
Oz’ Pen Mouniaro™ Pen
Rybelsus” Tablet
Soliwa” Pen

[Xuloohy" Pen
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North Carolina Division of Health Benefits
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Effective Date January 1, 2026

Revised 11.03.2025 Off Cycle Change: Moved Pyzehiva® Syringe/Vial and Steqeyma® Vial /Syringe from non-preferred to preferred duc to fiscal impact. Added red writing to Stelara® Syringe / Vial T/F of preferred usteknumab is required
Revised 12.10.2025 Off Cycle Change: GLP-1 weight management class added to the PDL. See clinical criteria for coverage.
Revised 12.19.2025 Off Cycle Change: Moved Adderall® XR Capsule, Concerta® Tablet, and Vyvanse® Chewable Tablet from non-preferred to preferred duc to drug shortages.
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://www.nctracks.nc.

ncdhh: harmacy-services

HYPOGLYCEMICS - ORAL

2nd Generation Sulfonylurcas

Preferred

Non-Preferred

slimepiride ablet (seneric for Amarvi’)

ER tablt (sencrc for Glucotrol”/ XL1

Glucotrol” XL Tablet

vburide . eneric for Micronase”. Givaase)

slvburide tblet senes

Glvmase” Tablet

‘Alpha-Glucosidase Ihibitors.

Preferred

Non-Preferred

acarbose ble (seneri for Precose”)

il tablet (seneric for Glvset')

Procose” Tablet

Biguanides and Combinations

Preferred

Non-Preferred

lipizde me bl for Metasln®)

metformin ER eneric for Fortamer

metformin ER eneric for Glumetza")

lvburide-metformin wblet (sencric for Glucovance”)
” Jlet / ER tablet for Glucophage" / ER)

for Riomet") - UF of preferred agents mot reauired for chidren < 12 vears of

metformin blet (625 ma)

Riomet" Solution

DPP-IV Inhibitors and Combinations

e

Micient response to

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

products unless contrai or

Preferred

Non-Preferred

Janumer” Tablet/ XR Tablet

sloslvin ablet (eeneric for Nesina"y

Januvia® Tabler

sloslvin:metformin ablet (ceneri for Kazano"y

Jentadueto” Tblet/ XR Tablet

sloslvin (eeneric for Oseni")

Onelvza® Tablet

Brynovin® Solution

Tradienta” Tablet

Givxambi” Tablet

Kazano” Tablet

Kombislvze” XR Tablet

[Nesing Tablet

Oseni” Tablet

Otern” Tabler

soxasliptn ablet (eeneri for Onelvza"y

soxasliptin-metformin ER tablet (eeneric for Kombislvze” X1

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

sanovia®)

sialivin Ziwvimer

Steoluian” Tablet

Trifardy” XR Tablet

Zitwvimer

Zituvimet XK

Ziwvio™ Tabl
Megl;

Preferred

Non-Preferred

ceoa Prandin’)

GLT-2 Inhibitors and Combinati

o his car

Flans may not apply addional utlization management or prior authorization crteri ory

Clinical criteria apply to all drugs in this class

Preferred

Non-Preferred

Farsiea” Tablet

for Farsiea"

Jurdiance” Tablet

danaslitozin / metformin ER tablet (eeneric for Xieduo® XR1

Suniardy” Tabler

Innefa” Tablet

Suniardy XR Tablet

Invokamer” Toblet XR Tablet

Xisduo® XR Tablet

Invokana” Tablet

“ Table

Steslaira™ Tablet

d Combinations

Preferred

Non-Preferred

Actos"t

ActoPlus Met” Tablet

Actos” Tablet

Ductact” Tablet

cneric for Ductact")

ActoPlus Met")

GASTROINTESTINAL

ANTIEMETIC-ANTIVERTIGO AGENTS

Plans may not apply additonal utlization management or prior authorization criteria (o (hs category

Preferred

for Emend") - Clinial criteria apol

Akvnzeo” Capsule / Vial

Diclesis” Tablet

Antivert Tablet/ Chewable Tablet

meclisne ablet (seneric for Antivert*)

Anzemet” Tablet

bl senerc for Retlan®)

Avonvie” Vial

ondanseiron ODT dmg and § ma/solution /tabet (seneric for Zofran')

anreoitant pack (generic for Emend®) - Clnical oo

neric for Compazine")

Barhemsys” Vial

subpository (12.5 me and 25 ma) /table / ampule /vial (generic for Phencrean®)

Boniesta” Tablet

Promethesan” 12.5 me and 25 ma)

Cinvani” Vial

sconolamine patch (seneric for Transderm-Scon”)

Compro” Suppository.

Transderm-Scon” Patch

i for Dramamine’)

doxvl Diclegis")

for Marinol")

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

(fosaorepitany Vial

fosaprepitant vil seneric for Fmend )

Gimoi™ Nasal Soray

araniseiron vial /able (generic for Kviril')

Marinol” Capsule

ondansetron ODT (16 mg)

ondansetron vial

Dalonostron iniection (generie for Aloxi')

Phencraan® Ampule / Vial

Posirea ¥ Vial

ository (seneric for Compazine")

Promethesan” Suppository (30 me)

rimethobenzamide capsule (enerc for Tizan)
TS

@

TIF of only on preferred drug req

Preferred

Non-Preferred

for Actisall')

Blvay™ Cansule /Pellet - TF of preferred aeents not reauired for diasnosis of PFIC

ursodiol able (generi for Urso")

Chenodal” Tablet

Cholbam” Capsule

Clenl™ Tablet

lairvo® (elafibranor) Tablet

Livdelz Capsule

Livmarli” Oral Solution Tablet

Ocaliva” Tablet

Relone™ Capsule

Liso Fore? Tobler

. PYLORI COMBINATIONS

Preferred

Non-Preferred

Pulers” Capsule

bismuth  metronidszole neric for Pylera’)

lansoprazole-amoxicillin-clarithromscin pack (zeneri for Prevpac’)

Omeclamor-Pak” Combo Pack

Talicia® Capsule

Voauema" Tablet/ Dual Pak  Trinle Pk

RECEPTOR

Preferred

Non-Preferred

for Pencid”

r Tagamer®)

for Axid®)

NCREATIC ENZYMES

Plans may not apply addiional utlization management or prior authorizatien criteria fo this category

Preferred

Non-Preferred

Creon” Cansule

Pertzve’ Cansule

Viokase" Tablet

Zenneo” Cansule

USED FOR CACHEXIA

Preferred

| Non-Preferred

ablet (seneric for Mesace™)

| mesesrol S susoension esneic for Megoce* ES)
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North Carolina Division of Health Benefits
North Carolina Medicaid Preferred Drug List (PDL)

Effective Date January 1, 2026

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

Revised 12.19.2025 Off Cycle Change: Moved Adderall® XR Capsule, Concerta® Tablet, and Vyvanse® Chewable Tablet from non-preferred to preferred due to drug shortages.
Trial and failure (T/F) of two Preferred drugs are required unless only one Preferred option is listed or a T/F criteria exemption is otherwise indicated.
Not all therapeutic drug classes are included on the PDL. All drugs in the classes not included are considered Preferred. In addition to

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

Revised 11.03.2025 Off Cycle Change: Moved Pyzel T/F of preferred usteknumab is required

reviewed by the PDL Panel. These drugs are listed as TO BE REVIEWED. For drugs requiring prior authorization, clinical criteria and prior authorization request forms can be found at: htt, nctracks.nc. i i html
More information on the PDL can be found at: icaid.ncdhhs. i i ipti i rvices
PROTON PUMP INHIBITORS
Preferred [ Non-Preferred
T of A for chidren < 12 yeurs of age
exium” R ) Desitan” Capsule
" R for Dexilant’)
Nesium* Ry Packet capsule  tblet (seneri for Nexium” OTC )
for Prlosee” Ra) um* Ry Packe)
pant 0 [Konvomen™ Suspension
Protonis” Suspension. for Prevacid” OTC)

{seneric for Prevacid” SoluTsb™)

Nexium” Rx Copsule

e ODT / tablt (seneric for Prilosec” OTC)

seneic for Zewerid" R/ OTC)

oantor o)
Prevacid” Rx /OTC Capsule / Solutab
Prilosce® R Suspension
Protoni” Teblet
rabeorazole tablet (seneric for Aciphex')
SELECTIVE CONSTIPATION AGENTS
Preferred Non-Preferred
Linzess” Capsule for Lotronex")
for Amitiz) Amitiz” Capsale
Iosrela” Tablet
Lotronex” Tabler
Moteerit™ Tablet
Movantik” Tablet
for Moteurin')
Svmproic’ Tablet
Vibers" Tablet - T of preferred agents not reauired for Irritable ith Di
ULCERATIVE COLITS
Onal
Preferred Non-Preferred
Colaml") A" Entab | Tablet
Pentasa” Capsule budesonide ER for Ueeris™)
sl Anlfidine’ / Entab) Delsicol” Capsule
Dipentum* Capsule
Lisda” Tabl
e/ tablt (seneric for Delzcol”. Asacol” HD. Liad®)
for Apriso”. Pentasa®)
ULCERATIVE COLITIS
Rectal
‘one preferred drug required
Preferred Non-Preferred
0 budesonide recil foum
seneric for Canasa™) Canasa” Suppositors
SE Rowasa” Enema. for SF Rowasa')
Rowasa’)
Rowasa’ Kit

GENITOURINARY / RENAL

ELECTROLYTE DEPL DISEASE)
Preferred Non-Preferred
) [Aurvsia” Tablet
0 feric cirate 0
sove /tblet (seneric for Renvela") [Fosrenol” Chewable Tablet / Powder Pack
Fosrenol")

[MagneBind” 400 Rx Tablet

[Renvela” Powder Pack / Tabler

sevel Renazel)

Velphoro” Chewable

Xphozah" Tablet

BENIGN PROSTATIC HYPERPLASIA

Preferred Non-Preferred

Jfzosin ER for Uroatral") Cardura” Tablet XL Tablet

- Clineal criceria apph

doxamsin ardura®) Ciais” Toble
) dutasterde | Jalvn®)

Rapatio” Capsule

for Rapaflo”)

S me) (seneric for Cilis®) - C1

Teanuly™ Ol Solution

URINARY.

Preferred Non-Preferred

Toviaz') darifenacin ER

syrup / tablet pan’/ X1 [Detrol” Tablet/ LA Capsule

solfenacin Vesicare) for Urispas)

® I IA) Gemtesa® Tablet - T/F of preferred agents not required for i cognitie impairment and for patients age 265 vears

airment and for patients age 65 vears

Myrbetria" ER Tablet mirabesson ER Tablet (seneric for Myrbetria") - TF of preferred agents not required for mid cognity
Myrberia Granules: T/F o, ired for diagnosis of dementia or mid cognitve for pati

oxybutynin bl (2.5 mp)

Onyirol” Pateh

[Toviaz' Tablet

e ablet Ixm)

Vesicure” LS Suspension / Tablet

GOUT

Preferred Non-Preferred

for Zyloprim™) llopurinal tablet (200 mg)

for Colerys®) for Miizare")

for Benemid®) Colerys® Tablet

orot for Col-Benemid")  Uloric® Tablet)

Gloperba® Soluion

Krvstexsa’ Vial

Mitgare"

Uloric” Tablet

Zvloprim Tablet

HEMATOLOGI

1C
ANTICOAGULANTS

Tnjectable

Preferred Non-Preferred

vial (seneric for Lovenox”) Arivna” Suinge

Fragmin’ Vial fond: venerc for Arixra’)

Fraumin’ Syringe

Lovenox” Syringe / Vial
Oral

Plans may not apply addiional utizati ement or prior o s category

Preferred Non-Preferred

liguis” Tablet/ Starter Dose Pack. ! Capsule)

Jantoven oumadin®) Pradasa” Pellet Pack

Pradaca” Capsule Xarelo)

wartarin oumadin®) Savavsa® Tablet

arelto” Sarter Pack | Tablet arelio” Suspension

COLONY STIMUL
Plans may not apply additional utiizati zement or prior o this category

Preferred Non-Preferred

Fulphila” Syringe Grani Safe Svringe / Svringe | Vial

Fvinetra’ Syringe Leukine” Vial

Neupogen” Vial/ Syringe Neulasa” Suringe / Kit

Udenyea” On-Body / Autoiniecto / Svringe

Ziextenso” Suinae

TOPOIETIC AGENTS

Plans may not apply addit zement or prior authork teria o this category

Clinical criteria apply to al drugs in this class

Preferred Non-Preferred

Avancsp” Syringe / Vial Mircera” Syringe

Epogen” Vial Procrit” Vial

Retacit” Vial Rebloy1” Vial

Vafsco" (vadudastat) Tablet
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Revised 11.03.2025 Off Cycle Change: Moved Pyzchiva® Syringe/Vial and Steqeyma® Vial

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

Effective Date January 1, 2026

ge from non-preferred to preferred due to fiscal impact. Added red wri

T/F of preferred usteknumab is required

g to Stelara® Syringe /

Revised 12.10.2025 Off Cycle Change: GLP-1 weight management class added to the PDL. See clinical criteria for coverage.

Revised 12.19.2025 Off Cycle Change: Moved Adderall® XR Capsule,

‘oncerta® Tablet, and Vyvanse® Chewable Tablet from non-preferred to preferred due to drug shortages.

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 ty|
reviewed by the PDL Panel. These drugs are listed as TO BE REVIEWED. For drugs requiring prior authorization, clinical criteria and prior authorization request forms can be found at: https:/iwww.nctracks.nc
e A N b -

More information on the PDL can be found at:

ally default to Non-Preferred status until

harmacy-services

THROMBOPOIESIS STIMULATING AGENTS

Preferred Non-Preferred
Nolai” Vial Al Tablet
Promacta” Suspension /Tablet Doptlt
ension | Tablet (zenrie for Promacta’)
Mulpleta
Tavalsse™ Tablt
HALMIC
"ALLERGIC CONJUNCTIVITIS AGENTS
Preferred Non-Preferred
for Onivar'y Alomide" Drovs
i ¢ for Crolom') Alrex” Droos
Pataday”Patanol’) i Beoreve’)
Paaday®. Paanol®) (OTC) Beoreve” Drops
i Elsta’)
for A’
Zervine™ Drams
NTIBIOTIC:
Preferred Non-Preferred
bacitacin Palvsporin') Azwsie” Drovs
Ciloxan") AKCTracin’y
I for Hotvein®) Besivance” Susnension
for Garamvein®) Cilonan* Oinment
v Vieamox't for Zmaxid")
for Ocuflox') Levofloxacin Drops (Generi for Levaauin®)
Polvein® cencric for Polvoorin’y for Voxera™)
oolvmyain cneri for Polvirim’) Naacvn” Drovs
for Bleoh-10°) ncomvein-baciacin for Neosporin”
o Tobrex") ncomvcin-oolvmxin Neosoorin”
Neo-Polvcin’ cenerc for Neosvorin”
Ocutlor” Drovs
{ceneic for Cetamide’)
Tobrex” Oinment
Vigamos” Droos
NTIBIOTICS-STEROID CC
Preferred Non-Preferred
ncomvcin-polvmvsin for Maxivol') Mairol” Drovs / Omiment
Tobrades” Ointment [Neo-Polvcin’ HC (branded seneric for Cortisnorin’)
obramycin Tobradex') ncomvein-baciracin oolvmain-HC for Cortisporin®)
ncomvein-nolvmyxin-HC droos seneric for Ocutricn®)
sulscoamide for Vsocidin’y
Tobrades” ST Drons
21t Drons
ANTEINFL R
Preferred Non-Preferred
Decadron’) [Acula” Drops LS Solution
Voluren’) Acuvail” Solution
¥  drops (senere for Prolensa” Xibron” Bromite’)
Farex” Drops
5
Mubirofe )
Lotemar” Drops FML” Forte Drops / Liguifim” Dros
Nevanac” Droptainer Tlevro" Drops
Pred Mid" Drops ovien" tmplant
for Pred Fore”) Invelys™ Drops
ctorola solution (generc for Acular® /LS)
Lotemax” Gel SM Gel/ Ontment
e (zencic for Lotemax')
Masidex” Drons
Ourdex” Implant
Pred Forte” Drops
rnflamse Fore’)
Prolensa” Drops
Retisert Implant
Tricsence” Vil
inere™ (Introocutar)
vutia ™ tmplant
ANTEINFL JRY [ IMMUNOMODULATOR
Plans may not apply addiional utization management or prior authoriation criteria to (s category
Preferred Non-Preferred
Restasis’ Drons Ceaus”™ Drons
Xiidra” Drops 0
Evsuvis” Drons
Micbo™ Drops
Restasish Mulidose™ Drops
Trypwr* Drops
Tyrvava” Nasal Sprav
Verkaria” Eve Emulsion - T/F of not required for @ KO
Vevve! Drops
'ALPHA 2 ADRENERGIC AGENTS
Preferred
Alphazan” P Drops eneric for lopidine")
[ Alphaan’) brimonidine P drops (seneric for Alphaan” P)
lopidine” Drops
BETA BLOCKER AGENTS N
Preferred
Combizan” Drops cfor Betopiic")
imolol drops / GFS for Timoptic” /Timopiie XE' Betimol” Drops
Betopiic” S Drops
c for Combisan®)
colol drops (seneri for Ocupress™)
Istalol” Drops
c or Betazan’)
drops)
alol” Drops)
Timopiic” Ocudose” Drops!
Timoptic” Drops / Ocudose” Drops / XE” Soluion
CARBONIC ANHYDRASE INHIBITORS / COMBINATIONS
Preferred
for Trusont’) Aont” Drops
for Cosont’) Aot Drops)
Simbrinza” Drops Cosont” Drops / PF Drops
PF drops (zeneic for Cosont” PF)
PROSTAGLANDIN AGONISTS
Preferred Non-Preferred
for Xalaan") for Lumigan Drops)
Travaian” 7 Drops Durysta” implant
iDose” TR Implant
Iyuzeh™ Drops
Lumizan” Drops
o Ziopuan')
for Travaan' 2)
Vvaula” Drops
Xalaan® Drops
Xeloros” Drops
Zioptan” Drovs
RHO KINASE MODIFIERS
Plans may not apply sddiional utilzation management or prior authoriation criteria to this category
Preferred Non-Preferred
Rhopressa” Drops I
Rocklaan” Drops }
OSTEOPOROSIS
BONE TION SUPPRESSION AND RELATED AGENTS
Preferred Non-Preferred

Actonel” Tablet

for Fosamax')

i for Fosamas” Solution)

Aelvia® Tablet

raloifene tablet (seneric for Evisa’)

Binosto” Effervescent Tablet

Bonsity Pen Injector

2y (seneric for Miacalein')

Evenity™ Suringe

Evisa” Tabler

Fosamax” Tablet/Plus D Tablet

for Boniva’)
Jubbontt” Svringe
Prolia” Syringe
for Atcivia’)
(generic for Actonel")
Forieo")
Tymlos” Pen
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Revised 11.03.2025 Off Cycle Change: Moved Pyzchiva® Syringe/Vial and Steqeyma® Vial /Syringe from non-preferred to preferred duc to fiscal impact. Added red writing to Stelara® S,

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

Effective Date January 1, 2026

Revised 12.10.2025 Off Cycle Change: GLP-1 weight management class added to the PDL. See clinical criteria for coverage.

Revised 12.19.2025 Off Cycle Change: Moved

Adderall® XR Caps

ringe / Vial T/F of preferred usteknumab is required

, Concerta® Tablet, and Vyvanse® Chewable Tablet from non-preferred to preferred due to drug shortages.

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://www.nctracks.nc.

More information on the PDL can be found at:

ncdhh:

harmacy-services

OTIC

NTIBIOTIC:
Preferred Non-Preferred
cioroflowacin-deamethasone susnension (ssnerie for Ciorodex') Coro” HC Susncnsion
ncor suspension (seneric for Corsporin’) ciroflowcin Commal'y
for Floxin®) cioron Ouovel’)
Contsoorin-TC” Susnension
Otovel” Drons
ANTLINFECTIVES AND
Preferred | Non-Preferred
for Vosal") ;accuc Vosol” HOY
ANTEINFL
Plans may not apply a0diional uilzation management or prior authoriatkon criteri to (s category
Preferred Non-Preferred
ol (seneic for Dermotic™) Fiac” Otic O
Dermoic” 01
RESPIRATORY
BE HANDHELD, LONG ACTING
Preferred T Non-Preferred
Serevent” Diskus" | Striverdi” Respimat” Inhalation Sorav
BET, HANDHELD, SHORT ACTING
Preferred Non-Preferred
Jutceol HE A inholr (seneri for Peoss” HFA Inhale  Proventi” LA Inhaler/Vertolin” HEA Inhaler) levalbuterol HFA inhler (zenrie for Xopenex” HEA Inhler)
Ventoln” HEA Inhaler Proair” Diihaler”™
ovenex” HEA Inbaler Prosi” RespiClick”
BE NEBULIZERS
TIF of only one preerred drug required
Preferred Non-Preferred
1ol for Accunch) ic for Brovana')
albuteeo 1.25me 3l so for Accunch) Brovana” Soluton
albuterol sulfte 25me 0 5mi soluton for Perforomist')
abutero sulfae 2 Sme /3l soluion for Xopenex” / Congentrte |
Perforomist” Solution
BET, ORAL
Preferred Non-Preferred
for Proventil” Repetabs) albuterol ER tablets (zenerc for VoSnire” ER)
for Ventolin® Svrup)
for Brethine')
ORALLY INHALED ANTICHOLINERGICS [ COPD AGENTS
Plans may not apply addkional uiization management or prior authoriation crteri (o th category
Preferred Non-Preferred
Anoro” Elipa” Inhaler Bevesni” Acrosoh
Awrovent” HEA Inhaler Dalires” Tablet
Combivent Respimat” Inhalation Sorav Duaklir” Pressae”
ncruse” Elipi” Inhaler Ohunsvre™
tion (seneric for Arovent') ioropium inhaler (seneric for Spiriva® Handihaler')
iratropium onch) Tudors” Pressir” Inhaler
for Dalresn’) Yupelri” Solution
Spiriva” Handihaler* / Respimat” Inhalaon Soray
Stolto” Respimat” Inhalaon Soray
INHALED CORTICOSTEROIDS
Plans may not apply addkional uiization management or prior authoriation creri (o s category
Preferred Non-Preferred
Avesco” Inbalr AmonAi™ Dieihaler™
Armuity” Blivts” nhaler i for Flovent” Diskus)
Asmanex” HEA Inhler / Twisthaler” Pulmicor’” 0 5me tme
£.0.Sme. 1 (seneric for Pulmicort” Respules)
Flovent” Diskus /HFA Inhiler
Muticasone propionate HFA (sencric for Flovent” HEA)
Pulmicor” Fleshaler
QVAR” Reditaler
INHALED CORTICOSTEROID
Plans may not apply addkional uiiization management or prior authoriation criteri (o h category
Preferred Non-Preferred
Advair” Diskus”
Advar” HEA Inhaler
Dulers” nhaler
Sumbicon Inhaler
Brear”™ Acrosohere”™
budesonide/ formoterolinhalaton (senerie for Svmbicor'
luticasone / salmeterol HEA inhale (senere for Advair” HFA)
uticasone Advair” Diskus')
uticasone AirDuo")
futicasone / vilntero inhalaton (seneric for Breo" Elipa’)
Trelony” Ellpia”
Wil Inhub™
INTRANASAL REINITIS AGENTS
Preferred Non-Preferred
TTF of preferred agents ot equired in chidren = 4 years of g¢ for Steroid-confaiming products
arelasting nasl soay (seneri for Asipro®)
for Astlin') arcas for Dymisia')
Dvmista® Nasal Sorav eric for Nasalide")
(sencric for Flonase") neri for Nasonex')
for Awrovent” Nasal Omnaris” Nasal Sorav
(xeneric for Paanase’) Patansse” NasalSoray.
Nl Nasa Spray / Children's
Rualris” NasalSpray
Sinuva™ Imolnt
Xhance™ Nosal Sorav
Zetonns” Nasal Sorav
TEUKOTRIENE MODIFIERS
Preferred Non-Preferred
able (seneic for Simsulair') Accolne” Tablet
montelukasterana for Singulairy
Sineuair” Chevable / Granules / Tablet
1 Accolue™)
leuton tblet(senere for Zxflo")
241l Filmuab.
TOW SEDATING ANT
Preferred Non-Preferred
cetrizne OTC svun for Zyriee” OTC Svrum Gaeneic for Zvriee” OTC Table
e for Zyriec” Svrun) ceirizine OTC svrup Sme/Sml seneric for Zuriec” OTC Surup)
coriine ahits OTC (senerc for Zvres” OTC Tablen cetirizne OTC softel
levocctrine OTC wblet aenerc for Xvzal” OTC Tablet Clrinex" Table - 1/F of ot required for hidren <2 vears of ace
levocetiisine R tablet(senerc for Xvzal* Rx Tableo  Tablet (generc for Clainex")- T/ of prefe 4 for chikiren <2 vears of aee
(senerc for Claritin” OTC) C suspension / OTC ublt (seneric for Alleara” OTC)
Xval® Ry Solwion)
loratadine OTC chewabie ODT / soluton (senerie for Clartn” OTCY
TOW SEDATING ANTIHIS TAMINE C
Plans may not apply addkional utlizafion management or prior authorization criteri to s eategory
Quanity Tt of 102 days supply per 12 DIy fo 4l drugs in this class
Preferred Non-Preferred
loraadine-D OTC bt (seneic for Cartn-D* OTC) cetrizne-D OTC tblet (genere for Zuriee-D" OTC)
Clarinex-D" Tablet
fexofendine D) 12 Hour OTC Tablet (senerc for Allera-D* 12 Hour OTC)
fexoft 4 (senerc for Allegra-D* 24 hour)
FIRSTGENERATION ANT
Preferred Non-Preferred
curbinovaming souton

carbinoxamine ablel

eyprobeptading syrup | abler

Clemasine tabler

Ty droxy e capsule soluion | wblet

s¢ carbinovamine solution and cetirizine syr

ed for coverage

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

Effective Date January 1, 2026
Revised 11.03.2025 Off Cycle Change: Moved Pyzehiva® Syringe/Vial and Steqeyma® Vial /Syringe from non-preferred to preferred duc to fiscal impact. Added red writing to Stelara® Syringe / Vial T/F of preferred usteknumab is required
Revised 12.10.2025 Off Cycle Change: GLP-1 weight management class added to the PDL. See clinical criteria for coverage.
Revised 12.19.2025 Off Cycle Change: Moved Adderall® XR Capsule, Concerta® Tablet, and Vyvanse® Chewable Tablet from non-preferred to preferred due to drug shortages.
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. i i
More information on the PDL can be found at: icaid.ncdhh: i i ipti i rvices
TOPICALS
ACNE AGENTS
Preferred Non-Preferred
—— or Eviduo” Forie) dapalens cream | gl pump generie for Dierink)
adaalenc for Eviduo” Gel) Aktir”
for Differin" Avar” Cloanser /LS Cleanser
ascaic acd el (sencrc for Finacea” Avar Green Emol LS Cream.
! for Cleoein-T BE” 10-1 Wash / Cleansine Wash
for Cleoein-T ClearAcvlic / ClearAcvlc Pro
" Cleocin” T Lotion
Differin” ecl pump Clindacin” ETZ Pleduet/ it/ P Foam /P Pldscts/ PAC i
Diffein” lotion/cream Clindael” Gol
Eoiduo el pumn, clindamvein Velin')
Geeneri for Emein” Erveetie”. ErvGel' et al) vodlin)
Emein®.ErvDerm”, ErvMax”. et al clindamycin phosphate ge (Clindagel®)
Benzamcin') Acanva’)
Benzacln®)
Onexion”)
dansone gel /el pum (eenerc for Aczone” Gell
" Pads
Ervest” Gel
[Evoclin® Foun
Fabior” Foun
Finscea” Foun
[Neusc” Gel/ Kit
Ovace” Plus Cleansing Cream / Gel/ Lotion / Shamoo/ Wash,
Rosanil Cleanser lotion
[Rosula” Cloths / Wash
sod Avar' /15)
sodium sulfsceramid for Klaron")
sod Ovace” [ Plus)
sod lotion for Novacet”. Plexion”. Zetacet)
sod bad / suspension / wsh (eeneric for Sumasin”)
555" 10-5 Cream / Foam
cleanser (seneric for Zencia™
cream (senerc for Avar” E. 555" 1051
Sumadan” Kit/ XLT it Wash
Sumaxin® Cleansine Pads / CP Kit TS Topical Jwash
foam el (seneric for Tasorac”, Fabior")
ol (senerc for Retin A"}
Retin-A" Micro)
Twvneo” Cream
Winkei” Cream
Zma Clear™ Cleanser
AGENTS
Preferred Non-Preferred
Androesl” Pumo Androcel” Packet
Androgel’) [Nateio” Nasal Gl
Tesin’ Gel
cstosterone ecl pumn (eeneric for Fortesia” Axiron’)
Androeel')
Voesho" Gel Packet/ Pump
NSAIDS
Preferred Non-Preferred
Voluren” Gel) diclofe 0
diclofenac soluton (genere for Pennsaid ) dicofe 0
Pennsaid” Solution Packet Pumo
NTIBIOTIC:
Preferred Non-Preferred
wein') Centany” AT Ointment Kit/ Ointment
for Bactroban®) )
Xeoi™ Cream
“ANTIBIOTICS - VAGINAL
Plans may not apply addiional utilation management or prior authorkation crteria to (s category
Preferred Non-Preferred
Cleocin” Vasinal Ovules Cicocin” Vasinal Cream
clindamycin Teocin® Vaginal Cream) et for Nuvessa” Vasinal Gl
Clindesse” Vaginal Cream: Vandazle” Vagingl Gel
met " Vaginal Gel) aciat Vasinal Gel

Nuvessa’ Vasinal Gel

ANTIFUNGALS
Preferred Non-Preferred
for Loprox”. Penlac’) Bensal 1P Ojntment
for Lotrmin’ Rx) Ciclodan” Cream / Cream Kit/ it/ Solution
for Lowisone”) ciclopirox el shampoo / )
") for Ciclodan ")
Kiavesta® Powder for Nyston”) R
Nyamve” Powder. seneric for Nyston") seneric for Lotrisone’)
Dowder (seneric for Mycostatin®. Nvsion”) c for Spectuzle”)
Nyston” Powder Exiina” Foam
Mycolog 11"y for Exina®)

Ketodan' Foam / Foan Kit

[Loprox” Suspension / Cream /Kit

c for Luat®)
miconazole / zinc oxide / for Vusion") - Cliieal eriteri apply

el (meneric for Naftn®)
Naftin® Gel

for Oisat)
Onista” Lotion
salicy i acid seneric for Bensal 1)
for Kerydin®)

[Vusion” Oinimen - Clinicalcri

Plans may not app i to this category

T/F of only one preferred drug required

Preferred Non-Preferred

Nateoba” Topical Suspension Croan™ Lotion

for Elimie’) Elimite” Cream

Eurox' Cream / Lotion

malathion lotion (gencric for Ovide’)

<pinosad tapical suspension (generic for Nairoba’)
ANTIVIRAL

Preferred Non-Preferred

acvelovie Cream for Zovira) enciclovi cream (seneric for Denavir)

Denavie’ Cream

Preferred Non-Preferred

for Aldua’) Condviox” Gel

Hyfor” Gel

Zyclara®)

odofilox el for Condvlox”)

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

Effective Date January 1, 2026

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

Revised 12.19.2025 Off Cycle Change: Moved Adderall® XR Capsule, Concerta® Tablet, and Vyvanse® Chewable Tablet from non-preferred to preferred due to drug shortages.
Trial and failure (T/F) of two Preferred drugs are required unless only one Preferred option is listed or a T/F criteria exemption is otherwise indicated.
Not all therapeutic drug classes are included on the PDL. All drugs in the classes not included are considered Preferred. In addition to

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

Revised 11.03.2025 Off Cycle Change: Moved Pyz

TIF of preferred usteknumab is required

reviewed by the PDL Panel. These drugs are listed as TO BE REVIEWED. For drugs requiring prior authorization, clinical criteria and prior authorization request forms can be found at: htt netracks.nc htm
More information on the PDL can be found at: icaid.ncdhhs. i i ipti i rvices
"PSORIASIS|
Preferred Non-Preferred
onex") 1ex”. Sorilux")
for Talconex”) Vectical”)

Enstla” Foum

Soriux” Foum

Taclonex” Ointment / Suspension

Vectical Ointment

Viama® Cream

Zorvnc™ 0.3 Cream / Foum.

ROSACEA AGENTS
Preferred Non-Preferred
avehic acid gel (sencric for Finacea™)
Finces” Gel Epsolay”
ceam™) Finacea” Foam.
metsonidasole el pump (generic for MetroGel') for Soolantra”)
Rosadan” Cream / Gel MetroCream”
MetroGel

metonidasole lotion (seneric for MetroLotion™)

Mirvaso” (brimonidine)

Rhofude” Cream

Rosadan” Kit

Sootanra™ Cream

STEROIDS
Low Potency
Pians may not apply addi zement or prior authorization crteria to (his category
Preferred Non-Preferred
D Addovate”)
 FS Sealp and Body Oil Capexs

. 5 desonide loion (seneric for DesOwen' Lotion)

for DermaSmoothe” FS Sealp / Body Oil

Hydroxym™ Gel

Texscon” Solution

Medium Potency

Preferred Non-Preferred

Cutivate’) Beser™ Lotion /Kit

for Elocon") loderm®)

Cloderm” Cream / Pump

 solution (seneri for Svnalar')

Loton / Ointment

for Cutvate” Lotion)

lipid cream / lotion / intment Locoid")
hvdrocortisone valrate cr g
Locoid" Lipocream / Lotion
Pandel” Cream
o)

Svnala” Cream / Qintment / Kit  Solution TS Kit

High Potency
Preferred Non-Preferred
betamcthasone Valisone®) for Cyelocort*)
el / ointment / for Lidex") el / lotion )
lotion for Kenalog") lotion ysone”)

beamethasone valeate foam  lotion (seneric for Valisone')

el ointment / spray (generic for Topicor®)

Dibrolene* Ointmen.

)

for Halog")

i for Halou®)

Halow® Cream / Ointment

Kenalos” Spray

[Toicort” Cream / Gel / Oimtment  Soray

i for Kenalog”)

Very High Potency

Preferred Non-Preferred

el for Temovate") [ AvexiCon” E Cream

for Clobex') emollent foam/ emulsion Ol )

for Cormax") neri for Clobex')

halo ) Clobex" Shamnoo / Sorav

Clodan” Kit/ Shampoo

halobetsol 5

mnckdo™ Lotion

Temovate® Ointment

Tover™ Foam / Foam Kit

Ulravate” Lotion

MISCELLANEOUS

Treatments

Plans may not app) management or p critera to this category

Preferred Non-Preferred

Oriahnn” Capsule

Oriisa” Tabler

Myfembree” Tablet

Urea Cycle Disorder Treatments, Oral

Plans may not app) management or p critera to this category

Preferred Non-Preferred

Carbasy” Tablt for oral suspension Bupheny!* TabletPowder

carslumic acid Tablet for oral arbaslu )

Olpruva™ Suspension

Pheburane’ Oral Pelles

Ravict” Liguid T/F of required for Urea eyele disorder

Tbutyrate TabletPowder (generic for Buphenyl’)

WEIGHT AGENTS

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

Plans may not apply addional utlization management or prior authorization crteria to (hs category

Clinical crit

‘apply (o all drugs in this class

Preferred Non-Preferred

Wenowy Pen Suxenda” lrasluide) Pen

Zepbound”

Weight Incretin Mimetics)

Preferred Non-Preferred

IR wblet benzphetanine tablet

ER capsule Xenical')

capsule vmia')

Xenical® (orista) Capsule

IMMUNOMODULATORS, ASTHMA

Plans may not apply additional uii gement or prior o this category

Clinical criteria apply to al drugs in this class

Preferred Non-Preferred

Fasenra’ Pen / Syringe Cinguie" Vial

olairk (omalizumab) AutoinjectorSyringe Nocala® Syringe  Vial/ Autoinjector

[Tezspire” Pen / Svringe - TIF of preferred agents not required for diagnosis of non-allergi

Nolair” Vial

(TORS, Atopie Dermatiis

Plans may not apply addiional utizati zement or prior o s category

Clinical criteria apply to al drugs in this class

Preferred Non-Preferred

[Adbry” Syringe  Autoiniector Ebulyss Pen

Dupixent” Pen  Syringe. Cibingo™ Tabler

Eucrisa” 2% Ointment Ebalyss™ Syringe (ibrikizuma-Toke)

) Nemluvio® Pen

oic’) Opzetura” Cream

Zoryve” (roflumilast) 0.15% C:

ORAL

Preferred | Non-Preferred

Sorstane”) Onsoralen-Ulra")

SELF

Plans may not apply addiional uiizati gemeat or p ation criteria o this category

Quantity lmits apply (o all drugs in this class

Preferred Non-Preferred

Auvi-0" Auto nector

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

Epi-Pen” Auto Injctor/ 2-Pak / Jr. Auto Inictor /Jr. 2-Pak

netty” nasal spray
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Revised 11.03.2025 Off Cycle Change: Moved Pyzehiva®

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

Effective Date January 1, 2026

Revised 12.10.2025 Off Cycle Change: GLP-1 weight management class added to the PDL. See clinical criteria for coverage.

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

More information on the PDL can be found at:

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

ncdhhs

Revised 12.19.2025 Off Cycle Change: Moved Adderall® XR Capsule, Concerta® Tablet, and Vyvanse® Chewable Tablet from non-preferred to preferred duc to drug shortages.
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

ESTROGEN AGENTS, C

Preferred

Non-Preferred

Activells” Tablet

 Abigle™ Lo Tablet

Amabels” Tablet

iuva® Capsule

blet (seneric for Actvella”)

Fuavoly™ Tabler

il for FemHRT")

Mimyey / Lo (branded peneric for Activella”)

HRT')

Premphase’ Tablet

Prempro” Tablet

ESTROGEN AGENTS, ORAL |

Preferred

Non-Preferred

Climara’ Pro Patch

Climara” Patch

CombiPatch” Posch

rad Climara”. Menostar”, Vielle-Dot")

e Estrace™)

Evamis” Spray

Menest” Tablet

Premarin’ Tablet

Estradiol Gel Purp

Lyllana™ Patch

Menostar” Patch

Minivelle” Ptch

Osphena’ Tablet

Veorsh™ Tablet

Vivelle-Dot" Pasch

Preferred

ESTROGEN AGENTS, VAGINAL PREPARATIONS

Non-Preferred

e for Bsrace”)

Erace” Cream

Estring” Vaginal Ring

estradiol bt (senerie for Vagifem")

Premarin’ Vaginal Cream

Femring” Vagina Ring

Vagifem” Vaginal Tablet

Imvexy” Vasina Insers

[Vovafem" Vaginal Tablet

GLUCOCORTICOID STEROIDS, ORAL

o ths category

Plans may not app

management or p

Preferred

Non-Preferred

budesonide EC cansul for Entocort” EC)

Alkindi” Sorinkle Cansul

let (seneric for Decadzon’)

Asamree” Suspension

Concedix")

Corter” Tablet

Emflaz” Table / Suspension - Clinical riteria apol

corisone ablet (generi for Patsone”)

ydrocortsone tbiet

Emflaza") - Clinical criteri apply. T/F of

ot required for chidren < 12 vears of age.

tosepack /tablet (seneric for Medrol")

r Emflaza’) - C

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

Intensol” Drops

for Prelone”. Millipred")

® o

ot required for diagnosis of cosinophie esophagitis

seneric for Sterapred”)

Hemady™ Tabler

tablet (seneric for Delasone’)

Khindivi™ Solution

Medrol" Dose Pack / Tablet

toma for Medrol')

Millpred” Dose Pack  Tablet

orednisolone ODT (seneri for Orapred” ODT)

prednisolone tablet

Prednisone Intensol’ ied S0l

Tarmevo™ Cansule /¥ of required for diagnosis of IeA nephropathy

CYTOKINE AND CAM ANTAGONISTS

Plans may not app

‘management or p eri to this category

Clinical criteria spply to al drugs in this class

T/F of only one Preferred drug required

Preferred

Non-Preferred

 Pen / Syringe

[Abrilada” Pen / Syringe.

ab-adbm Pen / Psoriasis-UV Pen / Crohn's Pen / Syringe

[Actemra” ACTPen™ / Sringe  Vial

Cosentyx” Sensorcadsy” Pen / UnoReady” Pen / Syringe.

adalimomatraaet Pen

Enbrel” Mini Carridge | Surcclick” Syrings / Syringe  Vial

adalimumabaaty Autoiniector / Svringe

Hadlima™ Syringe | PushTouch

adalimumaby fkio Pen / Svringe

Humira® Crohn's Sarter Pack / Ped. Crof's Starter Pack / Pen / Psoriass Startr Pack  Syringe

adalimumab- [ Svinge

infliimab vial (seneric for Remicade”)

[ Amievita™ Syringe | Autoiniector

Otczia” Starter Pack | Tablet

[Arcalyst” $Q Syringe

chivah (usckinumab-tiwe) Syringe Vial

Avsola” Vial

Steqevma’ (ustckinumabysiba) Via Svringe

Bimz” Autoiniector / Syrings

Xeljanz® Tablet

(Cimvia” Strter Kt/ Svringe Kit/ Vial Kit

Coscnnc” Vial

Cyltern™ (adalimumab-sdbim) Psoriasis-UV Pen

Cylter™ Syringe / Crohn's-UC-HS Pen / Psoriass Pen / Pen

Hyrimo7” Pen / Crohws-UC Pen / Ped_ Croh's Pen / Syringe | Psorisis Pen

dacio" Pen / Psoriass Pen / Crohn's-UC Pen/ Syringe

aris" Vial

Tumya® Syrings

muldosa™ svringe/Vial

required for diagnosis of Ic

Mul Svstem Inflammatory Disease

Omvol™ (mirikizamaly-meka) Syringe

Omvol ™ Pen / Vil

Orencia” Clickjet” / Syringe / Vil

Ol SyringerVial

Remicade” Vial

Renflexis™ Vial

Rinvoq” (upadacitinib) LQ Solution

Rinvoq” ER Tablet

Sclarsdi”™ Vial/ Syringe.

Simponi” Pen / Syringe / Ara” Vial

SkyriA” On-Body / Vial | Pen Syringe

Tofidence”™ (tocilizomaby bavi) Vial

Tremiya® Syringe / Injector Vial Pen Induction PK-Crohn

Tyenne” (ocilizumaby Syringe

Tyenne” Vial

Uplizma® Vial

ustckinumab Vil

ustckinumab-ackn syringe (generic for Stlara” Selarsdi B™)

Ustekinumab-twe Vial | Sveinge (seneric for Pyachiva®)

Velsipit Tablet

Xelianz" Solution / XR Tablet

Vesintek™ SvringelVial

Yuflyma® Syringe  Autoiniector | Crohn's-UC-HS Awtoiniecor

Vusimry™ Pen

Zymfentra™ Pen / Syringe

TMMUNOSUPPRESSANTS

Preferred

Non-Preferred

Astaeral® XL Capsule

azathioprine ablet (zeneric for Imuran®)

Cellcen” Capsule / Suspension / Tablet

for Sandimmunc’)

* Neoral")

evelos
Envarsus” XK Tablet

for Zoriess” Tablen)

Genaraf® Capsule / Soluion

Imuran” Tablet

neric for Celleept")

Myfortc™)

Mvforic” Tablet

Muhibbin™

Neoral” Capsule / Solution

Prosraf” Cansule /Granule Packet

Rapamune” Tabler

Remrock™ Tablet

Sandimmune” Cansule / Solution

Rapamune™)

Hecoria”, Prograf®)

Tavneos” Cansule

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

Effective Date January 1, 2026
(® Syringe/Vial and Steqeyma® V ¢ from non-preferred to preferred due to fiscal impact. Added red writing to Stelara® Syringe /
Revised 12.10.2025 Off Cycle Change: GLP-1 weight management class added to the PDL. See clinical criteria for coverage.

Revised 12.19.2025 Off Cycle Change: Moved Adderall® XR Capsule, Concerta® Tablet, and Vyvanse® Chewable Tablet from non-preferred to preferred due to drug shortages.
Trial and failure (T/F) of two Preferred drugs are required unless only one Preferred option is listed or a T/F criteria exemption is otherwise indicated.
Not all therapeutic drug classes are included on the PDL. All drugs in the classes not included are considered Preferred. In addition to

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

Revised 11.03.2025 Off Cycle Change: Moved Pyzel al T/F of preferred usteknumab is required

reviewed by the PDL Panel. These drugs are listed as TO BE REVIEWED. For drugs requiring prior authorization, clinical criteria and prior authorization request forms can be found at: htt, nctracks.nc. i i html
More information on the PDL can be found at: icaid.ncdhhs. i i ipti i rvices
MOVEMENT
Plans may not apply addional uiizati ement or p critria o this category
Clinical criteria apply to al drugs in this class
Preferred Non-Preferred
Austedo” Tablet Xenazine” Tablet

Austedo” XR Tablet Tiration it

Ingreza’ (valbenazine) Sprinkle

 Capsule / Iniiation Pack

Insrez
cuabenazine tablet

(HAE) PROPHYLAXIS AGENTS
it or o

critria o this category

Plans may not apply addiional uilizati T

Clinical criteria apply to al drugs in this class

Preferred Non-Preferred

Hacmarda® Vial Cinrve” Vial

Orladevo” Capsule [Takihzyro” Vial/ Svringe

HEREDITARY ANGIOEDEMA (HAE) TREATMENT AGENTS

Plans may not apply addiional utfization management or prior authorization crteria to (his category

Clinical criteria apply to al drugs in this class

Preferred Non-Preferred

Berinert” Vial/ Kit Firurye” Svringe
for Fraryr®) Ruconest” Vial
seneric for catbant)
OPIOID ANTAGONISTS
Plans may not apply addional uii zement or p

Preferred Non-Preferred
Kloxxado ™ Nasal Spray
L™
nsloxone nasalspray (OTC)

spray | vil (generic for Narcan')
nalrexone tablet
Narcan” Nasal Spray (OTC)
Opves” Nasal Spray.
Rextovy ™ (naloxone) Nasal Spray.
Vivitrol” Vial/ Diluent
Zimhi” Syringe
OPIOID E
Plans may not apply addional uii zement or p i to this category
Preferred Non-Preferred
Prior Approval Not Required for Coverage of Preferred Agent ‘Clinical Criteria Apply to Non-Preferred Agent

Brivadi™ Weekly Svringe / Monthly Syringe SL film (seneric for Suboxone”)
buprenorphine Suboxone’) [Lofexidine Tablet T of preferred a  required for diagnosis of opioid withdrawal
buprenorphine SL wble (generic for Subutex®) Lucemyra" Tablet - 1F of preferred agents not required for disgnosis of opioid withdrawal
Suboxone” SL Film Zubsoly* Tablet I

Sublocade” Svringe

SKELETAL MUSCLE RELAXANTS

Preferred Non-Preferred
for Lioresal) [Amrix” ER Capsale
neric for Flexerl')
for Robaxin®) i for Flegsuny™)
izanidine bt (senerc for Zanaflex') Forie’)

(generic for Amrix® ER)

Dantsium* Capsule | Vial

Dantrium’)

Feamid” Tablet

Fleqsuvy™ Suspension

Lorzone” Tablet

Lyvispah" Granule Packet

for Skelaxin®)

[Norsesic™ Tablet/ Fort Tablet

orphenadrine / aspirin / caffine tablet (seneric for Norgesic™)

vial (generi for Norflex’)

Orphengesic” Forte Tablet

Robxin® Vial

[Tanlors Tablet

for Zamaflex')

Zanaflex” Capsule / Tablet

DISPOSABLE INSULIN DELIVERY DEVICES

Plans may not appl addional utlization management or prior authorization crteria (o (hs category

Preferred Non-Preferred

CeQur Simplicity ™

CeQur Simplicity ™ Inserter

et Infusion Kit

e State Ki

i
Omnipod 51 DexGTIG6 Tiro KitPods (GENS). FSL2 Gb Iniro KitPods

Omnipod DASH' Pods (5-Pack) /Inio Kit

Omnipod GO Pods.
DIABETIC CONTINUOUS GLUCOSE MONITOR SUPPLIES
i Monitor Transmitters / Receivers / Readers
Plans may not apply addiional utfization management or prior authorization criteria to this category
Chnical criteri apply to all ems in ths class
Preferred Non-Preferred
Dexcom G6" Transmiter / Receiver Frecstvle Libre™ 14 day Reader
Dexcom G7' Receiver
Frecsivle Libre™ 2 Reader
Frecsvle Libre™ 3 Reader
Sensors
ool ‘management or p criteria o this category

Chnical criteri apply to all ems in ths class

Preferred Non-Preferred
Freestyle Libre™ 2 Sensor [Frecsvle Libre™ 14 day Sensor
Freesiyle Libre™ 2 Plus Sensor
Frecsivle Libre” 3 Sensor
Freestyle Libre™ 3 Plus Sensor
Dexcom 6" Sensor
Dexcom G7 Sensor (10 day sensor and 15 dav sensor)
DIABETIC SUPPLIES
Plans may not app) sanagement or p criteria o 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-prinary 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 | 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-§00-688-6696. *All blood glucose meters are billed using the NC
Medicaid Free BIN Meter program. BIN 610524, PCN 1016, Group 40026479, ID 066499643.*

Meters L
AcCuCHEK” (see above for billng) [ACCU-CHEK” Sofcl
'ACCU-CHEK” Guide Me Retilcare kit * (sce above for billng) [ACCU-CHEK” Fastelin

Test Strins Control Solutions

[ACCU-CHEK” AVIVA PLUS 50 et est trips [ACCU-CHER" i level
[ACCU-CHEK” SMARTVIEW 50t testsirips [ACCU-CHEK” SmartView glucose control solution (1 level)
ACCU-CHEK” Guide 30 ¢t tststrps [ACCU-CHEK® Guide 2 Level control solution (2-levels)
ACCU-CHEK” Guide 100 ct et strips

Lancets
[ACCU-CHEK” Softlix 100 <t Lancets
[ACCU-CHEK” Fastelix_102 ot Lancets
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