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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.
Revised 01.30.2026 Added tenofovir disoproxil fumarate tablet (generic for Viread") to preferred in the Antivirals (Hepatitis B Agents) category.
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

al T/F of preferred usteknumab is required

ted 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

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 ble) or no longer available from the
ALZHEIMER’S AGENTS
Preferred Non-Preferred
doncpel e 10ms tblet/ ODT (seneri for Aricept 1 ODT) Adiarity” Pach
Exclon” Pascs [ Aduhelm” Via - Cinical n
i for Namenda®) Aricent” Tablet
Exclon") i Avrcent')
capsule  solution “ER)
Kisunla™
Leaermbi® Vil - Clnieal citern apole
memantine ER capsule da” XR  Soluton)
Memantine HCL-Doneperi HDL for NAMZARIC")
[Namenda* Tiation Pack / XK Capsule / XR Tiration Pack
[Namic” Capsule / Tiration Pack
for Exclon’)
Zunvey 1" able
ANALGESICS
(ALGESICS
Long Acting Opioids
Plans may not apply b
Clinical criteria apply to ll drugs in this class
Preferred Non-Preferred
busrans” Pach Belbuea” (Buccal) Film
fentany | patch 12mes ) 25me / Smes | 5mer/ 100mee (zeneric for Durasesic') 0
methadone concentot / diskes / ntensol  ablt / soluion Conzin” Capsule
Comtin) 251w 0
OxvContin’ Tablet hdencodone ER sencric for Zohdro” ER)
hdrocodone ER for Hysingla” ER)
R for Exaluo”)
Hysingla” ER Tablet
Methadose™ Oral C Tablr
for Avinza®_Kadian')
M Contn’ Tablet
oxvcodone ER it (seneri for OxvContiny
oxymorphone ER tablet
amadol ER for Conzin')
dol ER bt (Ulttam ER®, Ryzol)
Orally Disintegrating/ Oral Spray Schedule IT Opi
prio
Clinical criteria apply to il drugs in this class
Preferred Non-Preferred
Acta” Losenee g
fentan| cirae lozenee seneric for Actia”)
Fentora® Buceal Tablet
Short Acting Schedule 11 Opioids
Plans may not apply prios
Clinical criteria apply to il drugs in this class
Preferred Non-Preferred
Endocel” for Percocet’) codine slfte ablet
hydrocodone s Juton / ablet senerie for Hveet” Lorct” Lorah” Norco” Vicodin') Dilaodid" Liouid /Tablet
for Dilaudid) [ o Ihudone” Reprevain® Vicoprofen')
(seneri for MSIR') wpnository (seneric for Diaudid®)
able (zeneric for Rovicodonc) for Levo-Dromoran®)
oxve Tylox') (seneric for Demerol")
oxvcodone-sectaminophen bles (snerie for Percocet”)
hydroc Zobiy
Nalocet” Tablet
0
Roxicodone Intensol)
oxycodone scctaminophen solution
o
Percoce" Tablet
Prolae” Tablet /Soluton
Roxicodone” Tablet
Roxyhond Tablet
hort. TV Opioids / Analgesic
Plans may not apply »
Clinical criteria apply to ll drugs in this class
Preferred Non-Preferred
cod ablet (generc for Tylenol with Codeine’) hscomp” ith Codeine")
(wamadol tablet 50 m (generic for Ulram*) ")
cam acel’) butalbial-caffeine- APAP with codeine ablet (generic fo Fioriet with Codeine’)
for Sadol’)
hen-caffine able (generi fo Panlor 55°)
Fiorcet with Codeine’ Capsule
pentazncine mloone bt (generic for Tabwin NX)
Seglenti” Tablet
for Qdola™)
75 mg 100 mg)
NON-OPIOID ANALGESICS
Plans may not apply »
Preferred | Non-Preferred
Journayx™ Tablet Quantity it of a 14 day supply }
NSADS
Preferred Non-Preferred
for Ceebres”) Arthrotec” Tablet
Voluren') Celebrex” Capsule
Davoro” Caplet
Indocin®) for Zipsor)
s Toradol’) aaflam®)
melosican 5 R bl for Volaren” XR)
naproxen EC/ DR for Naprosvn” EC) for Arthrotec*)
Anaprox”) 1 tablet (generc for Dolobid")
naproxen Naprosyn’) Dolobid bl
tinoril') blt(zeneic for Lodine’ / XL)
Feldene” Capsule
lablet (zeneric for Nalfon)
ibuprofen / "\ TF of only
indomethacin ER capsul for Indocin SR)
for Onudis®)
kctoproten ER capsule (seneri for Oruvai”)
Kirofen™ (ketoprofen) Capsue (bande eenerc for Orudis™)
Lofens™ Table.
for Meclomen')
for Ponsel’)
Vivlodex)
0
[Nalfon* Capsule / Tablet
Naprelan® Tablet
Naprosyn” Suspension
naproren sodium ER 0
naproxen 0
for Vimove®) - TF of onl cclecoxi .
Reaten” DS Table
Toletin” tolmetin) Tablet
tolmetin ble  apsule (eneric for Tolectn® / DS)
Vimovo® Tablet - TF of on
NEUROPATHIC PAIN
Preferred Non-Preferred
for Combalia’) Cumbalta” Capsule
Newontn') [DermacinRx™ Lidocan Pach - Clnkal criteri apal
for Lidoder”) - Clniealeri Drinlma™ Soinkle
Lurica®) renka™)
sabapentin i g
Gralise” Table
Horizant” Tablet
Lidocan™ Ptch - Cinical w

Lidoderm” Patch - Clinica

Lurica” Capsule / Soution / CR Tablet

[Neurontin® Cansule / Soution / Tablet

orecabalin for Lyrica” CRY

Ouiena® Kit

Savella” Tablet/ Tiration Pack

Tridacaing™ Patch

Z1Lido™ patch - Clincal anoly
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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.

Revised 01.30.2026 Added tenofovir disoproxil fumarate tablet (generic for Viread") to preferred in the Antivirals (Hepatitis B Agents) category.

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

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

reviewed by the PDL Panel. These drugs are listed as TO BE REVIEWED. For drugs requiring prior authorization, clinical criteria and prior authorization request forms can be found at: htt netracks.nc
More information on the PDL can be found at: icaid.nedhhs i i ipti i rvices
[
ANTICONVULSANTS
<
Pians may oot appy management o pri
Fatens of T crieria and may use any I
Preferred Non-Preferred
 Aptiom” Tablet carb for Carbatrol*)
carbamazepine tablet / suspension / chewable tablet / XR tablet for Tegretol”/ XR) | Carbatrol” Capsule
Equetro” Capsule. [Epitol” Tablet
Trileptal”) et (generic for Aptiom’)
Oxtellar” XR Tablet for Oxtellar®® XR)
Tegretol” Suspension / Tablet / XR Tablet | Trileptal® Tablet
Trileptal” Suspension
FIRST GENERATION
Patiets or ptfrom TIF critria and may use any firs gencration product.
Preferred Non-Preferred
Clonta” Kol Depsko” £ Tablr/ Skl Capl
Dilantin” Capsule / Infatab / Suspension_ Depakote” Tablet
Depakote” / ER / Sprinkle) r Felbatol*)
for Zarontin®) “elontin”)
Felbatol") Sezaby” Vial
Felbatol” Suspension / Tablet | Zarontin” Capsule / Solution
i soluion
Phenyiel” Cansole
infatab_ ")
ey
oimidone Talet (zeneric for Mysoloe™
for Dt
EC
Pians mey ot apn
Parcts with  dagnoss ofsesre dsonderar cxcmp from T <riri and may us any ™
Preferred Non-Preferred
Briviact” Tablet / Solution Banzel" Suspension
/ tablet (generic for Onfi") | Banzel” Tablet
Klonopin") clonazepam ODT (generic for Klonopin” Wafer)
Diacomit” Capsule / Powder Pack Diastat® Rectal Gel
rectal / system (generic for Diastat™ Accudial / Pedi System) Elepsia™ XR Tablet
Eprontia™ Solution Epidiolex” Solution - Clinical criteria apply
Fintepla® Solution |Gabarone™ Tablet
Fycompa® Tablet / Suspension |Keppra” Tablet / Solution / XR Tablet
gabapentin capsule / solution / tablet (generic for Neurontin”) |Klonopin” Tablet
lacosamide tablet (generic for Vimpat”) lacosamide solution (generic for Vimpat")
lamotrigine chewable / tablet / ODT (generic for Lamictal*) Lamictal” Chewable / ODT / ODT Starter Kit / Starter Kit / Tablet / XR / XR Starter Kit
lamotrigine ER tablet (generic for Lamictal” XR) dose pack/ tablet d¢ k. ")
levetiracetam tablet / ER tablet / solution (generic for Keppra” / XR) for Spritam”)
Nayzilam" Nasal Spray Libervant™ (diazepam) Buccal Film
Qudexy” XR Capsule. Lyrica” Capsule / Solution
Roweepra™ Tablet | Motopoly XR™ (lacosamide I Capsule.
i ) |Neurontin” Capsule / Solution / Tablet
rufinamide tablet (generic for Banzel") Tablet
Sabril” Tablet / Powder Packet | perampanel Tablet (generic for Fycompa")
Subvenite” Tablet / Tab Start Kit Spritam” Tablet
tiagabine tablet (generic for Gabitril") | Sympazan” Film
tablet (generic for Topamax®) Topamax” Sprinkle Capsule / Tablet
Valtoco” Nasal Spray i e ER Trokendi XR") - T/F of Trokendi” XR Casule reauired for coverage
vigabatrin powder packet (generic for Sabril”) L e ER sule (generic for Qudexy ")
Xcopri” Tablet / Titration Pack  Trokendi” XR Capsule
zonisamide capsule (generic for Zonegran”) for Sabril")
Vigadrone” Powder Packet / Tablet
Visayde™ Souion
Vigpoder™ Powder Packet
| Vimpat” Solution / Starter Kit / Tablet
Zonisade™ Oral Suspension
| Ztalmy* Oral Suspension
ANTLINFECTIVES - SYSTEMIC
NTBIOTIC
Penicillins, d Related
Preferred Non-Preferred
let (veneric for Amoxil”. Trimox") amoxi Augmentin®).
amo> let (generic for Augmentin®) |amoxicillin- R for Augmentin® / XR)
ampicillin capsule / njection / vial [ Augmenin” Suspension / ES-600 / XR Tablet
ampicillin-sulbactam injection / vial cefaclor capsule / suspension / ER ‘eclor” / CD)
Bicillin” C-R iniection fadroxil tablet c for Duricef”)
icef”) ") T/F of preferred agents not required for children < 12 years of age
cefdi icef") Vantin")
fi for Suprax®) cephalexin tablet (zeneric for Keflex")
let (generic for Cefzil®)
)
flex”)
dicovailin capsue
il ecion vl
il njction vl
el G jecion /vl
el ¥ ssperson. e
Pfizerpen” injection / vial
pperacill - arohacam imcton Vil
Unasvn” injection / vial
Zosvn" injection / vial
T ]
Preferred Non-Preferred
leocin®). Cleocin® Capsules / Vial
tablet (generic for Zyvox")  Cleocin'
clind: leocin®)
| Zyvox” Tablet / IV Solution / Suspension
lacrolides and Ketolides
Preferred Non-Preferred
asithromycin powder packet | suspeasion  ablet (generic for Zithromax®y Clrithromycin ER tablet (generic for Biaxin XL')
able (generic for Biaxin’) Eryped” 200/400 Suspension
[EES.* Filmiab / Suspension Ery-Tab” Tablet
Erythrocin” Filmiab, Zithromax” Powder Packet / Suspension / Tablet ) Tri-Pak / Z-Pak
thromycin ES 200 mg ES." Suspension, Eryped’)
thromycin EC capsule (generic for Eryc®)
eyromyein fimab
sromy e o £ Fimay
ot
Preferred Non-Preferred
") | Aemcolo” DR Tablet
Vancocin®) Dificid® Suspension / Tablet - T/F of only vancomycin s reauired for treatment of C|
» Firvana" Solution
Flagyl® Capsule
Likmez™ Suspension
| metronidazole for Flagyl®)
")
)
Alinia” Tablet)
for Humatin")
Solosee™ Granules.
Tindamax")
| Vancocin® Capsule.
[ Vowst™ Capsule - Clinical v
‘Quinolones
Preferred Non-Preferred
Cipro” Suspension | Baxdela™ Tablet
cipre ipro®). Cipro” Tablet
levof Levaguin®) 1l for Cipr
for Avelox”) levorl
1l iblet (i for Floxin®)
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Revised 12.10.2025 Off Cycle Change: GLP-1 weight management class added to the PDL. See clinical criteria for coverage.
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Revised 01.30.2026 Added tenofovir disoproxil fumarate tablet (generic for Viread") to preferred in the Antivirals (Hepatitis B Agents) category.
Trial and failure (T/F) of two Preferred drugs are required unless only one Preferred option is listed or a T/F criteria exemption is otherwise indicated.

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

reviewed by the PDL Panel. These drugs are listed as TO BE REVIEWED. For drugs requiring prior authorization, clinical criteria and prior authorization request forms can be found at: htt netracks.nc
More information on the PDL can be found at: icaid.ncdhhs. i i ipti i rvices
Tetracycline Derivatives.
Preferred Non-Preferred

e able (geneic for Vibramycin® Vibra-Tab')

ricfor Declomycin’)

100 capsule (generic for Monodox”)

[Dorys” DR MPC Tablet

i S0mg, 5me, 100ms capsule (snerc for Minocin®)

doxyeycline hyclate DR bl (generi for Doryx” DR)

donycycline monohy drate 40m [R-DR capsle (genric for Oracea’)

7T5mg. 100mg. 150mg_tablet

donyey cline monohydrate 75 150ms: capsule (seneric for Monadox'. Adoxa®)

doxve for Vibramycin®) - TF of preferred agents not required for patients < 12 vears of age

Lymepak” Tablet

line S0mg. T5me. 100mg tblet

line ER tablet (generic for Solodyn” ER) Clinical just yeline line required. L

10 0 12 week supply.

Minolira™ ER Tablet

Morgidox” Capsule /Kit

Noryra™ Tablet

Oracea® capsule

ey cline caple (enerie for Sumycin’)

ciacyclin ble (eneric for Sumycin” /Panmyein’)

Antifungals
Preferred Non-Preferred
clo lex Troche) Bresafemme” Tablet
table (zeneric for Difluan) Cresemba® Cansule
Vi Diflucan” Suspension / Tablet
for Gris-Pex) Ancobon’)
for i) v
vt Mycosiin®) nox)
for Lamisil') ketoconazole tablet (generc for Niroral")
[Nowafl” Suspension / Tablet/ DR Suspension Packet
Orevie Buceal Tabler
for Nowil')
Sporanox” Capsule / Solution
Tolsura™ Cansule
[Viend" Susvension / Tablet
[Vivioa” Capsule - Clnial .
Viend")
Antivirals (General)
Plans may not apply addi b
Preferred Non-Preferred
Paxlovid™ Tablet dose Pack
Lagevrio™ Capsule
“Antivirals (Hepatitis B Agents)
Preferred Non-Preferred
entecavi bt (seneric for Buraclude™) adefovic Heosers” 1
amivuds Eoivir” H5V) [Boraclude” Solution / Tablt
enofovie for Viread") Vemlidy” Table
Virad” Powder  Tablet
“Anivirals (Hepatitis C Agents)
Plans may not apply b v
Preferred Non-Preferred
Peaasys” Svrinee  Vial
‘onceus” Rebetol)
Clinical citeria apply (o all drugs Tisted below
Prior Approval Not Required for Mavyret” Tablet / Pelct i i tablet (generic for Epclusa®)
Allgenon Epclusa® Pellt Pack Tablet
Mavyret” Table (8 weeks of theraov) Harvoni” Pele Pack / Tablet
Mavyret” pellet Pack ledinasvir-sofosbuvir tablet (seneric for Harvoni')
ol ) Sovaldi" Pelle Pack [ Tablet
Zepaier” Tablet
A hid Pugh-A)
Mavyret” Tablet (Un o 12 weeks of theraov)
Mavyret” pellet Pack
ol )
A treated with an HCV N or genotype Ta or presioush been treated with an HCV NSsA
inhibitor,
Vosewi™ Tablet
ol )
ivirals (Herpes Treatments)
Preferred Non-Preferred
acvclovi capsule/ abet o Zovirax') Siavie" Buceal Tablet
fameielovir able (genric for Famvir") Valrex” Caplet
valaevelovi ablt seneric for Valrex")
Antivirals (Influenza)
Preferred Non-Preferred
oscl (sencric for Tamifla for Svmmetrel®)
for Flumadine”) Flumadine” Tablet
Relenz* Diskhaler
Tamils” Cansule /Suspension
Xoflua™ Tablet- T/F of oni one
‘Antibiotics, Inhaled
Plans may not apply v
“T/F of only one preferred drug required
Preferred Non-Preferred
Kiabis™ Pak Avikavee® Vial
Behkis” Ampule Cavsion” Soluion
for Tobi™) tobramvein inhalation pak (seneric for Kitabis ™)
Tobi" Podhaler™ / Solution
obramyein Ampule (generic fo Bethkis)
BEHAVIORAL HEALTH
ANTIDEPRESSANTS
Other
Preferred Non-Preferred
SR ablet/ XL Wellbisin® Tablet/ SR/ XL) Auvelt” Tablet
desvenlafasine FR for Prisia®) b bt (seneric for Forfiva” XL)
mbalia") Cumbalia” Capsule
[Efexor” XR Capsule desvenlafuxine ER )
seneric for Remeron’) 0
for Desvrel) [Emsam” Patch
for Efexor”, Effesor” XR) Fetvima” Capsule/ Tiration Pakc
for Vibrvd®) Forfivo” XL Tablet
Marplan” Tablet
Nardil Tablet
for Sermne”)
senerc for Nardil")
Prisia” ER Tablet
Raldesy™ Soluion
Remeron” Solab™ I Tabet
Pamatc®)
Trintellx” Tablet
[enlafuine besy e FR bt
Venlafaxine ER blet
Viibryd" Tablet
Wellourin” 5K
Zurzovac™ Cansle T of reauired for diagnoshs of
Reupiake (SSRI)
Preferred Non-Preferred
ablet (eenerc for Celexa” Celewa” Tablet
esctalopram tabet (generi for Lexapro™) cialopram capsule
for Prome™) o Lesan’)
uvoxamine bt (generi for Luvox') i bR Proac” Weekiv)
oaroseine iblet (generc for Paxil’ for Proc®) - /¥ of reauired for chidren < 18 vears of ave
Paxi” Suspension Livox CRY
for Zooft") Lexaoro" Tablet
Brisdele’)

paroxeine suspension / CR able (generi for Paxil’/ CR)

Paxil® Tablet/ CR Tablet

Prozc” Pulvule

serraline capsule

Zoloft” Soluton / Tablet
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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: htty

nctracks.nc.

reviewed by the PDL Panel. These drugs are

More information on the PDL can be found at:

ncdhhs

rvices

ADHD.

Plans may not apply »

Preferred

Non-Preferred

al’ Tublet (Generie Product Per FDA)

[Adzems' XR ODT

Adderall” XR Capsule

Mydavis)

Adderall’y

for Evekeo”)

R Adderall” XR)

Atensio” XR Capsule

for Ssatera”)

Assarys™ Capsule

lonidine ER table for Kapvay®)

Cotempla™ XR-0DT

Concerta” Table

Dexedrine” Spansule”

Davicana® Patch

drine” Spansule”)

IXR)

era®)

)

Dyanavel” XK T of d for chikdren < 12 vears of aze

ua Intuni*)

Dyanavel” XR Tablet

Vyvanse)

Exekeo' Tablet/ Evekeo’ ODT Tablet

Methylin” Solution

Focalin’ Tablet

for Metadute” CD)

Focalin® XR Capsule

IR bl for Concera® )

ntuniv” Toblet

wlin” Ritalin®)

Jomay PM” Capsule

Vyvanse® Capsule

Vyvanses Chewable Tablet

for Aptensio XR)

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

for Rialin® LAY
n)

[ Mydavis® ER Casule

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

ProCentra” Solution

Qctbree™ Capsule

Ouillichen” ER Tablet -

LI of . for chikdren < 12 vears of aze

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

Injectable Long Acting

Plans may not app! ,,

Preferred

Non-Preferred

Abilfy Asimiufii Syringe Kit

Abilfy Maintena” Syringe / Vial

Acistada” /it Syringe

k&

uphenazine decanoate vial (generic for decanoate’)

Haldol" decanoe Ampule

Invega” Haty

Invega” Prefiled

Invegs” Trinz Syringe

Perseris” Syringe

Risperdal” Consta Vial

isperidone ER vial(generic for Risperdal” Consta)

Rykindo" Vial/ Vial Kit

Uzedy™ Syringe Kit

Zyprexa” Relpreve™ Vil Kit

"ATYPICAL ANTIPSYCHOTICS.

Oral / Transdermal

Plans may not appl additional utilzation
i

b
F of only one preferred drug required

Preferred

Non-Preferred

aripprazole Tablet/ Soluton (generic for Abilty )

 Abilfy” Tablet/ Abilify* MyCite” Tablet

ascnapine SL ahlt (generc for Saphrs” SL)

(generic for Abilfy” Disemelt)

Tozril"y

Caplyta”™ Capsule

0

clozavine ODT (seneric for FaClo")

0

Jiveridone ER for Inveea")

Clozarl” Tablet
Cobenty

® for Seroauel’/ XR)

Cobenty Strtcr Pack

I solution Risperdal’)

Fanapt” Tablet/ Tieation Pack

Veayiar” Capsule

Geodon” Capsule

invesn’ Tablet

Lawnda” Tablet

Lubalvi™ Tabler

[Nuplazid” Tablet/ Capsule

olan ax)

Opipa™ (Aripiprazole) Oral Film

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

[Risoerdal® Solution /Tablet

Saphris” SL Tablet

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

Vasotee”)

Aliace’ Capsule

lisinop 1 and Zesti")

Capoten”)

Allce)

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

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

fosinoprilwblet (seneric for Monopril™y

Lotensin® Tabler

for Univase”)

Aceon’)

Qbrelis” Solution - TF of preferred age

ot reauired for chidren = 12 vears of age

Accupril’)

)

Zeswit” Tablet

ACE INHIBITOR / CALCIUM CHANNEL BLOCKER C

Preferred

Non-Preferred

for Lowel")

Lowel” Capsule

® Taka')

ACEIN R/ DIURETIC C

Preferred

Non-Preferred

oA IIC Vaseretic')

Accuretc” Tabler

lisinopri-HC " Zesoretc

b ict: e

topriHCTZ ablet for Caporide”)

TosinopriL-HCT: * Hem)

Lotensin® HCT Tabler

ILHCTZ ublet for Accuretic”. Quinartic”)

Vasereti” Tablet

Zestortic” Tublet

TRECEPTOR BLOCKERS

Preferred

Non-Preferred

ibesaran Avapro®)

Atscand” Tablet

losaran Conur")

eorosurtan bt (veneric o Teveten”)

Micardis” Toblet

el ablet for Micardis”)

i 1 5ol

T RECEPTOR BLOCKER

Preferred

Non-Preferred

Ao’ Tablet

Asor')
)

[Exforee Tablet/ HCT Tablet

for Tribensur")

for Twynsta®)

Tribenzor Tablet

forue" HCT)
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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.
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.
Revised 01.30.2026 Added tenofovir disoproxil fumarate tablet (generic for Viread") to preferred in the Antivirals (Hepatitis B Agents) category.

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

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

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. html
More information on the PDL can be found at: icaid.ncdhhs. i i ipti i rvices
TTRECEPTOR BLOCKER DIURETIC
Preferred Non-Preferred

besartan-HCTZ bl for Avalide’)  Atscand" HCT Tabler
losartan-HCTZ bl for Hyzaar®) Avalide® Tablet

i LHCT: for Benicar” HCT) [Benicar” HCT Tablet

Jsartan-HCTZ table for Diovan HCT) desartan-HCT; Atscand” HCT)

Diovan” HCT Tablet

Edurbyclor” Tablet

[

Micardis” HCT Tabler

clmisartn HCTZ blet (seneric for Micardis' HCT)

TTRECEPTOR / NEPRILYSIN BLOCKER COMBINATIONS

Plans may not apply prio

Preferred

| Non-Preferred

Entresto” Tablet

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

vor
[sscubiTand vasrian bt generc fo Enveso®)
-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 Rihmol)

SR)

" Table

BETA BLOCKERS

Plans may not apply prio

Preferred

Non-Preferred

for Sectral’)

for Tenormin®)
biso D

Beapace” Tablet/ AF Tablet

for Corea")

betaxolol 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

for Bystolic”)

Kansnargo™ Sorinkle - T/F of nreferred avents not reauired for chidren < 12 vears of ase

bt/ Inderal"y

Lovressor” Tablet

Sorine” Tablet

Visken")

{ablet (seneric for Betavace™ / AF. Sorine")

Sonlize" Solution

Tenormin’ Tablet

Blocadren'y

Toorol XL Tablet

BETA BLOCKER DIURETIC

Preferred

Non-Preferred

Tenoretic™

toorolol HC' Lovressor’ HCT)

oL HC Inderide”)

Tenoretic” Tabler

Zziac” Tabl

BILE ACID SEQUESTRANTS

Preferred

Non-Preferred

ket p Tight ket Tight

colesevelam packet/ ablet (eeneri for Welchol')

olestid” Tablet)

olestid" Granules / Tablet

colestvol for Colesid™

Prevalit Packet/ Powder

Ouestran” Lisht Powder / Packet/ Powder

Welchol” Packet  Tablet

CHOLESTEROL LOWERING AGENTS

Preferred

Non-Preferred

storvastatin Lioitor')

Altoprey Tablet

zeia")

adue’y

lovastatin 0

Atorvalia” Suspension

0

Cadue’ Tablet

oravasatn
rosuvastatin bt (genere for Crestor®)

ablet (generic for Zocor®)

restor
Ellor™ Capsule

for Vvtorin®)

" IXL)

uxiaid” Capsule - Clnical criteria apph

Lescol” XL Tablet

with 11V

n « widh 11V

Zuvitamas™ Tabler

CORONARY VASODILATORS

Preferred

Non-Preferred

for Isordil Titradose”. IsoDirate” ctal )

Gonitro” Sublinausl Powd:

ER bl for Ismo”. Monoket" Imdur')

sordil” Tiradose” Tablet

nitcoglycerin patch / spray /L for Niro-Dur”, Minitan”. Nirstar” et al)

Niro-Bid* Ointment

Nirosta” SL Tabler

Nito-Dur* Patch

nitostvcerin ")

Nivolingual” Sorav

Verauvo™ Tablet

DIHYDROPYRIDINE CALCIUM CHANNEL BLOCKERS

Capply addi o

Preferred

Non-Preferred

felodinine FR for Plendil)

for Norvase™)
D

for Dynacire™)

nifedipine ER tabl for Adalat CC*/ Procardia XL')

Katersia™ Susoension 1/ of ired for chidren < 12 vears of ace

Norligva” Soluton

oniupri®)

for Cardene”)

for Nimotop”)

nimodipine solution

Idipine R tablt (senerie for Sular')

Sular” Tablet

TRENIN INHIBITOR

Preferred

Non-Preferred

Tekuurma’ Tabler

aliskiren (bt (senerc for Tektuma® Tublet

Tekuurma” HCT Tablet

EN RECEPTOR

‘Covered for diagnosis of Pulmonary Arterial Hypertension only

Preferred

Non-Preferred

ambrisentan able (zeneric for Letairs” Table)

bosentan tablt tablet for for Trackeer')

Tracleer” Tablet

Tracleer” Suspension

N PROSTACYCLIN ANALOGS

Preferred

Non-Preferred

Tyvaso” Refil it/ Solution /Starter Kit

Ventavis Soluton

[
[ rvvaso’ D01
[
[

NIACIN

Preferred

Non-Preferred

niscin ER for Niaspan")

I

NITRATE COMBINATION

Preferred

Non-Preferred

Bl Tabler

| for Bidil")

RIDINE CALCIUM CHANNEL BLOCKERS

Preferred

Non-Preferred

Carta XT° C: Cardizem D"

Giliazem L Cardizem LA")

Dl XK G Dilacor XK"Y

Matzim" LA Cardizem LA™Y

ditiazem ER 24 hour cansule (seneric for Dilacor XK, Tiazac"

Veranamil Capsule SR (senerc for Verelan®)

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

veranamil ER cansule Verelan” / Verclan® PM)

Taia XT° C: Tiaze')

Verelan® PM Cansule

TiadvI” ER Capsule

or Calan” /SR
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reviewed by the PDL Panel. These drugs are

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.
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.
Revised 01.30.2026 Added tenofovir disoproxil fumarate tablet (generic for Viread") to preferred in the Antivirals (Hepatitis B Agents) category.
Trial and failure (T/F) of two Preferred drugs are required unless only one Preferred option is listed or a T/F criteria exemption is otherwise indicated.
Not all therapeutic drug classes are included on the PDL. All drugs in the classes not included are considered Preferred. In addition to
TIF criteria, clinical criteria (indicated in RED) may also apply. New to market products typically default to Non-Preferred status unt

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

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: ncdhh: rvices

ORAL PULMONARY HYPERTENSION

‘Covered for diagnosis of Pulmonary Arterial Hypertension (all) and Chronic Pulmonary Hypertension- Adempas” only

Preferred

Non-Preferred

Alyq” Tablet (branded generic for tadalafl)

Adcirea” Tablet

Ademoas” Tablet

s Revati™)
i Adeirea®)

Liarey” Susnension

Orenitram” ER Tablet / Tiraton Kit

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

Idenafil Revatio") - TF of reauired for chidren <12 vears of

Tadlia” Suspension

Ubtravi” Table  Tiration Pack

PLATELET

Plans may not apply addi o

Preferred

Non-Preferred

Bilinia” Tablet

Avsrenox”)

cloo Plavi’y

[Effent” Tablet

Persanting’)

Plavis’ Tablet

r Effient” Tablet)

Ticaerelor Tblet (eeneric for Brlina™)

& ANTIISCHEMIC

Preferred

Non-Preferred

ran Ranexa” Tablen)

Asoruzvo™ Sorinkle

HOLYTICS AND

Preferred

Non-Preferred

oatch (seneric for Catares”/ TTS)

Jonidine ER Nexiclon™ XR1

a Tenex')

ihvldona-HC Aldori™y

Aldomet')

methvidona vial (eneric for Aldomet")

[Nexiclon™ XR Tablet

TRIGLYCERIDE L AGENTS

Preferred

Non-Preferred

for Tricor")

tablet (eeneric for Avtara” Lofbra”, Fenoelide” et all

for Lovid")

i Fibricor”, Teilvix")

cosapent ethy| capsule (generic for Vasceps)

Fibricor” Tablet

Lovazy

Livofen” Cavsule

Lovid" Tablet

Tricor” Tablet

Trlnix” Copsule

@ ULAR; OTHER

Preferred

Non-Preferred

Camzvos® Cavsule - Clinkcalcriteria aooh

CENTRAL NERVOUS SYSTEM

ANTIMIGRAINE AGENTS

‘Quanity imits apply to all triptans

Preferred

Non-Preferred

izatrivian tablet/ ODT (seneric for Maxall'y

Cseneric for Avert)

srivtan nasal soray / table/ vial (eencric for Imitrex

diclore Cambia”\ - T/F of 2 oreferred NSAIDs. i o T/F of 2 preferred triptans i the An

feraine Asents clas reauired for coverage

Relox")

dditon to T/F of 2 referred triotans i the Ant

[Elvavh™ Solution - T/F of 2 preferred craine Acents clas reauired for coverage

Frova” Tablet

"

Imitrex” Cortrdee | Nasol Soray / Pen  Tablet

Masalt” Tablet/ MLT Tablet

Ameree")

Reloax” Tablet

Revvow™ Tabler

sumatriptan for Treximet")

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

Svmbravo" Tablet

Tosvmra™ Nasal Soray

Zembrace” SvnTouch”

olmivivtan nasal sprav / ODT Zomis"

Zomie" Nosal Soray / Tabler
ANTIMIGRAINE AGENTS'

CGRP. PREVENTATIVE

Plans may not apply

»
Clinical criteria apply to all drugs in ths class

Preferred

Non-Preferred

movig” Autinjector

Emgaliy” Syringe 100 MG

Ajovy" Autinjector/ Syringe

Vyeoti” Vil

Emgaliy” Pen  Syringe

Nurie” ODT

Oulipta” Tablet

ANTIMIGRAINE AGENTS'

CGRP. ACUTE TREATMENT

Plans may not apply

»
Clinical criteria apply to all drugs in ths class

Preferred

Non-Preferred

Nurie ODT

Zavpret™ Nasal Spray

Ubrelvy” Tablet

ANTINARCOLEPSY.

1y not apply addi o

P
‘Clinical criteria apply t all drugs in this class

Preferred

Non-Preferred

Provisil” Tablet

for Nuvieil)

1 Provisi

Novigil” Tablet

Sunosi” Tablet

Wakix" Tabler
AND

RESTLESS LEGSY AGENTS

Preferred

Non-Preferred

amantadine capsule /s for Svmmetrel’)

Avokyn” Cartidge

ben: ogentin”)

for Apokyn®)

Avilot” Tablet

blet (seneric for Parlodel )

(seneric for Parcopa”)

i Lodosn')

senerc for Sinemet” 1 CR)

1 Sulevo’)

pramipesole tblet (seneric for Mirapex”)

Crexont Capsule ER

ropinirole ablet (generic for Requip®)

Dhivy Tablet™

ablet (seneric for Emsam")

[Duona” Suspension

et (seneric for Artane”)

for Comtan®)

Gocovri” Capsule - Cliical eri i

Horizant” Tabler

Inbria™ Inhalation - Ci

Kynmobi™ Tiation Kit

Neupro® Patch

Nourisns™ Tablet

Onapzo™ Cartidge

Ongentys” Capsule- Clinial criteria apolv

Osmoles ER™ Table - Cl

ropinirole ER for Reauip XL

Ryary" ER Capsule

Sinemet’ Tablet

Salevo’ Tablet

i Tasmar®)

Vaalev Vial

Xadago" Tablet

MULTIPLE SCLEROSE

Tnjectable

Plans may not apply management or prio

Preferred

Non-Preferred

Avonex” Pack | Pen  Svringe

Beiumyi” Visl

Betaseron” Kit / Vil

Copuxane” 40 MGML Svrin:

Copaxone’ 5

ltiramer svinze 20 MG/ML (seneric for Copsone” Svringe)

st (enerc for Copaxone” Syringe)

Glatona® Svringe

Lemirods” Vial

Rebit” Rebidose” / Tiation Pack / Svringe

Ocevusi Visl - T/F of . for diagnosks of Primary Progressive MS (PPMS)

ial T/F of preferred agents not reauired for diagnosis of Pr

ary Progressive MS (PPMS)

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

Tysabet” vial
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reviewed by the PDL Panel. These drugs are

Revised 11.03.2025 Off Cycle Change: Moved Pyzehiva®

Revised 12.19.2025 Off Cycle Change: Moved Adderall® XR Capsule, Concerta® Tablet, and Vy

ted as TO BE REVIEWED. For drugs requiring prior authorization, clinical criteria and prior authorization request forms can be found at: htt
More information on the PDL can be found at: icai i . i L

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 01.30.2026 Added tenofovir disoproxil fumarate tablet (generic for Viread") to preferred in the Antivirals (Hepatitis B Agents) category.

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
nse® 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 unf

nctracks.nc.

rvices

Ol

Preferred

Non-Preferred

enere for Ampyra®)

Amovea® Tablet

dimeth fumaate DR capsule /starter pack (veneric for Tecfidera” Capsule / Sarter Pack)

Aubagio” Tablet

for Gilenva)

Bafiertam™ Camsule

Aubasio")

Gilenva® Casule

Mavenclad” Tablet

Mavzent* Starer Pack / Tablet

Ponory™ Starter Pack / Tablet
Tascenso DT

[Tectidera® Capsule  Startr Pack

Vomerity™ Camsule

Zevosia” Starter Pack / Casle

AMYOTROPHIC LATERAL SCLEROSIS (ALS) AGENTS

Preferred

Non-Preferred

Fluzole blet (generic for Rilutsk®)

daravone infusion bae (seneric for Radicava™

edaravone Vial (generic for Radicava®)

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

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

Tisluik” Susnension

EDATIVE HYPNOTIC:

Plans may not apply

‘Quantity limits apply to allsedative hypnoties

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 tabiet (gencre for Skenor’)

o Ambicn’)

Edluar” SL Tablet

opidem Ambien” CR)

sturolam bl (generi for Prosom)

Hlcion Tabler

Hethior” Capsule/ LQ Suspension - Clncalcrteris apply

Luncsta” Toblet

blet (generie for Doral')

Quvivig™ Tablet

Restorl” Capsule

Romrem” Toblet

for Hetlior") - Clincal criteria apoly. T/F of Hetlior® Capsule reauired for coverage

temaepam 7.5, 225 mg capsule (generic for Restoil’)

iazolam abiet (generi for Halcion”)

mipidem SL et (gnere for Inermezo’)

TOBACCO CESSATION

Preferred

Non-Preferred

bupropion SR bt (generi for Zyban)

Nicowol nhaler/ NS Naval Spray

Chantix” Tabet/ String B/ Continuation Month Box

nicotine gum / lozenge (buceal / patch

vareicin wblet/sarting month bos (generi for Chantx’)

vareicine continuation month bor (genric for Chani’)

NDOCRINOLOGY

GROWTH HORMONE

Plans may not apply »

‘Clinical criteria spply to al drugs in this class

Prior Approval Not Required for Use of Scrostim™ in AIDS

Preferred

Non-Preferred

Humatrove” Carridee

Genoteopin’ Cartridee / MiniOuick™
Nordiropin” Flesoro”

Neenla” Pen

Notronin” AO NuSoin”

Omnitrove” Cartidee / Vil
Setostin® Vial

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

Zomacion” Vial

HYPOGLYCEMICS - INJECTABLE

alid for up (0 3 years for bencficiaries with Type |

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

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)

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

Relion Novoloz” U-100 FlexPen” 1 Vial

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

Humalos" U-100 Cartris KuikPen') KwikPen” | Vial

Humalos” U-200 KikPen”

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

il

Vil
Novologt U-100 Penfl FlesPent / Vil

Short Acting Insulin

ed for NP insulins. Prior authorizations may be valid for up fo 3 years for beneficiarics with Type 1 Diabetes.

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

Preferred

Non-Preferred

Humulin® R Vial

Myseedlin™ Inection

Humulin® R U-500 KwikPen”  USO0 Vial

[Novolin® R Vial/ ReliOn” R Vial

[Novolin K Flespen®

Intermediate Acting Insulin

Preferred

Non-Preferred

Prior authorizati

TIF of only one preferred drug requi iy be valid for up 03 years for beneficiaries with Type I Diabetes

s required for NP insuli

Humulin® N Vial

[ Humulin® N Kuikben”

[ Novolin® N FlexPen® / ReliOn” N FlexPen”

[ Novolin® N Vial / Relion” N Vial

Tong Acting Insulin

Plans may not apply

iy be valid for up o3 years for beneficiaries with Type I Diabetes

o Py Prior authorizati

s required for NP ins

TIF of only one preferred drug req

Preferred

Non-Preferred

nsulin glargine vial SoloStar” (authorized biologi for Lantus)

Basaglar” U-100 KwikPen”

Lantus” SoloStar”  Vial

insulin degludec pen / vial (generc for Tresioa®)

insulin glargine Solotar” / Max SoloStar” (generic for Toujeo”)

insulin glrgine-fgn pen / vial (generi for Semgles” ytgn)

Levemir” [ FlexPen” / FlexTouch' / Vial

Rervoglar” Kikpen”

Semlec™ yfin Pen / Vial

Toujea” SoloStar” / Viax SoloSiar”

Tresiba® FlexTouch® / Vial

Premixed Rapid Combination Insulin

Preferred

Non-Preferred

TIF of only one preferred drug red Prior authorizations may be valid for up (03 years for beneliciarics with Type 1 Diabetes

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

Humaloa” 75725 Mix KwikPen’”

Humaloa® 3050 Mix KwikPen”

Humaloa" 75725 Vial

Premixed 70/30 Combination Insulin

Preferred

Non-Preferred

TIF of only one preferred drug red Prior authorizations may be valid for up (03 years for beneliciarics with Type 1 Diabetes

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

Novolin® 0730 FlexPen* / Vil

Humulin® 7030 KywikPen” / Vit

Relion Novolin’ 7030 Vial

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

Novolog" Mix 70730 Vial / FlexPens

Relion Novolin” (human insuin NPH. human insulin) 7030 FlexPen”
Amylin Analogs

Requires T/F or insufficient response to metformin containing prod indicated or documented adverse event when using either a preferred or non-preferred Amylin Analog

Preferred

Non-Preferred

Svmlin® Pen Iniector

"GLP-T Receptor Agonists and Combinations indicated for the treatment of Diabetes

Plans may not apply addi

sent or prior authorization critera o (his category

‘Clinical criteria apply to al drugs in this class

Preferred

Non-Preferred

Byea” Pen

Budureon* BCise™

Byeran)

lirasutide pen (seneric for Victora®)

Ozempic” Pen

Xultophy* Pen
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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.
Revised 01.30.2026 Added tenofovir disoproxil fumarate tablet (generic for Viread") to preferred in the Antivirals (Hepatitis B Agents) category.
Trial and failure (T/F) of two Preferred drugs are required unless only one Preferred option is listed or a T/F criteria exemption is otherwise indicated.
Not all therapeutic drug classes are included on the PDL. All drugs in the classes not included are considered Preferred. In addition to
TIF criteria, clinical criteria (indicated in RED) may also apply. New to market products typically default to Non-Preferred status unt

reviewed by the PDL Panel. These drugs are listed as TO BE REVIEWED. For drugs requiring prior authorization, clinical criteria and prior authorization request forms can be found at: htt netracks.nc
More information on the PDL can be found at: icaid.ncdhhs. i i ipti i rvices
HYPOGLYCEMICS - ORAL
2nd Generation
Preferred Non-Preferred
alic Amaryl")
ER tablet for Glucotrol* / XL)

Glucotrol” XL Tablet

for Micronase”. Givaase’)
v 0

Glvmase” Tablet

‘Alpha-Glucosidase Inhibitors

Preferred Non-Preferred

acart Precose’) ol tablet (seneric for Glvset')

Procose” Tablet

Biguanides and Combinations

Preferred Non-Preferred
for Metasln®) metformin ER for Fortamet
ance” metformin ER for Glumeta®)
IR bl for Glucophage" / ER) for Riomet") - T/F of preferred agents not required for chikiren < 12 vears of age

mtformin ablet (625 ma)

Riomet" Solution

DPP-IV Inhibitors and Combinations

Requires T/F i ” 2 products unless or using It or a non-preferred DPP-IV Inhibitor or Combination
Preferred Non-Preferred

Janumet” Tablet/ XR Tablet aloslipin tablet (seneric for Nesina®)

Januvia® Tablet tablet (seneric for Kazana')

Jentaducto” Tablet/ XR Tablet + (seneri for Oseni’)

Onalvza’ Tablet Brynovin™ Solution

Tradienta” Tablet Glyarmbi” Tablet

Kazano" Tablet

Kombistyz” XR Tablet

suxasliptn ablet (zeneri for Onalvza’)

ER tablet (seneric for Kombislyze” XR)

sitasiptin / metformin ER Tablet (generi for Zitsvimet"XR)

i Janovia®)

Stealuian® Tablet

[Trfardy” XR Tablet

Zuwvimar

Ziuvimel XK

Zitwvio™ Tablet

Preferred Non-Preferred

natealinide blet (seneric for Strl’)

repaslinide tablt (senerc fo Prandin)

SGLT-2 Inhibitors and Combinati

Pians may not apply

E
Clinical criteria apply to al drugs in this class

Preferred Non-Preferred
Farvisa” Tablet for Farviza®)
Jardiance” Tablec dapasliflozin / metformin ER tablt (seneric for Xisduo” XR)
Svmiardy” Tabler Innefa™ Tablet
Svmiardy” XR Tablet Invokame" Tablet/ XR Tablet
Xisduo® XR Tablet Invokana® Tablet

Seoluromet”™ Tablet

Steolaio™ Tabler

0 Combinations

Preferred Non-Preferred

for Actos") ActoPlus Met” Tabler

Actos” Tablet

Ductact” Tablet

ool )

piogli ActoPlus Mec®)

GASTROINTESTINAL
ANTIEMETIC-ANTIVERTIGO AC

Preferred Non-Preferred

‘Emend") - Clink i Akynzeo” Capsule / Vial

Anivert” Tablet/ Chewable Tablet

Antivert) Anzemet” Tablet

Reslan®) [ Avonvie™ Vial

/ Zofian') tan pack Emend") - C

ompazine’) Barhemsys* Vial

suppository (12.5 me and 25 me) /tablet/ ampule / vial(zeneri for Phenerean’) Bonjesa” Tablet

Promethesan” 12.5 me and 25 me Cinvani” Vial

0 Compro” Supposicory

Ty i for Dramamine”)

5h)

for Marinol)

[Emend” Capsulle / Powder Packet Trifold Pack - Clnial criteria apply

Emend” Vial

Focinves” (fosaprepitant) Vial

fosaprepitantvil (senerc for Emend ")

Gimot™ 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 (50 me)

rimethobenzamide capsule enerc for Tizan)
ALTS

T/F of only one preferred drug required

Preferred Non-Preferred

for Actizll’) Bulvay™ Capsule / Pellet - T/F of preferred agents not reauired for disgnosis of PFIC
ursodiol uble (seneri for Urso®) Chenodal” Tablet

Chotbam’ Capsule

Clent™ Tablet

Lgirvo” (elafibranor) Tablet

Livdelzi Capsule

ivmarli” Oral Soltion Tablet

Ocaliva” Tablet

Relione™ Capsule

Liso Fore? Tobler

. PYLORI COMBINATIONS

Preferred Non-Preferred

Pviera” Cansule bismuth / metroniduzole for Pylera’)

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

Omeclamor-Pak” Combo Pack

Talicia® Capsule

Voauema® Tablet/ Dual Pak / Trile Pak

FISTAMINE-2 RECEPTOR ANTAGONISTS

Preferred Non-Preferred

id*) Tagame')

for Tagamet')

Avid®)

PANCREATIC ENZYMES

Plans may not apply management or p

Preferred Non-Preferred

Creon” Cansule Pertzve" Cansule

Viokase" Tablet

Zenneo” Cansule

USED FOR CACHEXIA

Preferred | Non-Preferred

[ mesestrol 5 for Mence" ES)
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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 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

reviewed by the PDL Panel. These drugs are

More information on the PDL can be found at:

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.
Revised 01.30.2026 Added tenofovir disoproxil fumarate tablet (generic for Viread") to preferred in the Antivirals (Hepatitis B Agents) category.
Trial and failure (T/F) of two Preferred drugs are required unless only one Preferred option is listed or a T/F criteria exemption is otherwise indicated.
Not all therapeutic drug classes are included on the PDL. All drugs in the classes not included are considered Preferred. In addition to
TIF criteria, clinical criteria (indicated in RED) may also apply. New to market products typically default to Non-Preferred status unt
ted as TO BE REVIEWED. For drugs requiring prior authorization, clinical criteria and prior authorization request forms can be found at: https://www.nctracks.nc.

harmacy-services

PROTON PUMP INHIBITORS

Preferred [ Non-Preferred

ot required for chi

Tor Nexium” Re )

Dexilant Capsule

for Prevacid” Rx)

for Desilant’)

Neium” R Packet

C capsule / tablet (venerie for Nesium OTC )

omer for Peilosee” Rx)

um’ R Packet)

pantoprazole able (seneric for Protonix”)

Konvomeo™ Suspension

Protonix” Suspension

e for Prevacid” OTC)

(seneric for Prevacid” SoluTab™

[Nevium” R Capsule

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

omeorazole backet(eeneric for Zeeerid” Rx/ OTC)

Protonix"y

Prevacid” Rx / OTC Capsule / Solutab

Prilosec” Ry Suspension

Protoni” Tablet

c for Acinhex')

SELECTIVE CONSTIPATION AGENTS

Preferred Non-Preferred

Linzess” Cansule

alosctron ablet (zenerie for Lotronex")

for Amitiza"y

Movanik” Tablet

for Moteurin ')

Svmproic’ Tablet

Vibers" Tablet - T/ of preferred agents not reauired for leriable

ULCERATIVE COLITIS
Oral

Preferred Non-Preferred

for Colarl®)

Alfidine’ Entab | Toblet

Pentasa” Capsule

budesonide ER tablet (zeneri for Ueris")

ulf DR Anlfiding” / Entab)

Delsicol” Capsule

Dipentum* Capsule

Lisda" Tablet

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

mesalamine for Apriso®. Pentasa®)

ULCERATIVE COLITTS
Rectal

T/F of only one preferred d

Preferred Non-Preferred

for Rowasa®)

budesonide recil foum

seneric for Canasa®)

Canssa® Supository

SF Rowasa” Enema.

mesalamine cnems (seneric for SF Rowasa')

mesalamine kit (seneric for Rowasa’)

Rowasa® Kit

GENITOURINARY / RENAL

ELECTROLYTE DEPLETERS (KIDNEY DISEASE)

Preferred Non-Preferred

caleium acetate capsule (genere for PhosLa’)

Aoryxia® Tablet

caleium acetate bt (generc for Eliphos”)

ferric etrate Table (generi for Auryxia®)

Sevelamer carbonate powder pack / tablt (generic for Renvela’)

Fosrenol Chewsble Tablet/ Povder Pack

lanthanum carbonate chewable abiet (generie for Fosrenol')

Magncbind 400 Rx Table

Renvels” Powder Pack | Tablet

Sevelamer hydrochloride ablet (generic for Renagel")

Velphora” Chewable

Xphosh' Tablet

BENIGN PROSTATIC HYPERPLASIA TREATMENTS

Preferred Non-Preferred
alfuzosin ER bl for Uroxairal®) Cardura” Tablet/ XL Tablet
doxarsin tablet (seneric for Cardura®) Cilis® Table 5 m - Clinical crieris apoh
Avodart duasteride Jahvn®)

nasterde tablet (seneric for Proscar')

Flomax" Cansule

for Flomax")

Prosear” Tablet

for Hvrin®)

Rapaflo” Capsule

for Rapaflo™)

{tdalafil ablet (2.5 ma /5 m) (seneric for Cialis") - Clincal ool

[Teanuly™ Oral Solution

TURINARY ANTISPASMODICS

Preferred Non-Preferred

Tesoterodine ER tablet (generic for Toviar)

darifcnacin R wablet (generic for Enablex’)

oxybutynin solution /syrup / tablet/ ER tablet (generic for Diropan’/ XL

Detrol” Tablet/ LA Capsule

Solfenacin blet (gencric for Vesicare')

lavoxate tablet (generic for Urispas)

olterodine ablet / ER capsule (generie for Detrol" / LAY

Germtesa® Tablet - T/F of preferred agents not required for

nosis of dementia or mid cozn airment and for patient

265 vears

Myrbetria” ER Tablet

mirabesron ER Tablet (seneric for Myrbetria™) - 1F of preferred agents not reauired for mid cognitive impairment and for patients age 265 vears

Murbetria” Granules- T/F of ot reauired for dingnosis of dementia or mid cognitiv impairment and for patients age 265 years

oxybutynin tablt (2.5 mg)

Onyirol” Pach

Tovia?' Tablet

xR

rospium tablt/ ER capsule (gencric for Sant

Vesicare” LS Suspension / Tablet

GOUT

Preferred Non-Preferred

for Zyloprim*)

llopurinol tablet (200 me)

for Colerys®)

for Mitigare")

benecid abl for Benemid®)

Colervs® Tablet

orot for Col-Benemid")

 loric® Tablet)

Gloperba® Soluion

Krvsteva” Vial

Mitgare"

Uloric” Tablet

Zvloprim Tablet

HEMATOLOGIC

NTICOAGULANTS

Tnjectable

Preferred Non-Preferred

vial (generic for Lovenox')

Arara” Svringe

Fragmin® Vial

fondanarinu svringe (seneric for Arisira")

Fragmin® Svringe

Lovenox" Svringe  Vial
Oral

Plans may not apply additio

\ent or prior authorization critera to this category

Preferred Non-Preferred

Eliquis” Tablet Starter Dose Pack

dabieaian casule (seneric fo Pradaxa” Capsulel

Jantoven* (branded generic for Coumadin™

Pradaxa® Polle Pack

Pradasa” Capsule

for Xarelo")

warfari tablet (seneric for Coumadin®)

Savavsa® Tablet

Xarelto" Starter Pack / Tablet

Xareho" Suspension

COLONY STIMULATING FACTORS

Plans may not apply additio horization critera to this category

ent or prior a

Preferred Non-Preferred

Fulohia” Svringe

Granix” Safe Svringe

ringe / Vial

Lekine Vial

Neupogen* Vial/ Svringe

Nevlasta” Svringe /Kit

Nivestvn’™ Svringe / Vial

Nvveoria™ Svringe

Releuko” Svringe /Vial

Rolvedon™ Swringe

Rymeua” Syringe

Stimufend” Suringe
Udenvea” On-Bodv | Autoiniecor / Svringe

Zarvio® Svringe

Ziexenn” Surinee
HEMATOPOIETIC AGENTS

Plans may not apply addi sent or prior authorization critera (o (his category

‘Clinical criteria apply to al drugs in this class

Preferred Non-Preferred
Aranesp” Syringe / Vial Mircera” Syringe
Epogen” Vial Procrit” Vial
Retaert Vial Rebloy" Vil

[Vafsco” (vadudastat) Tablet
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North Carolina Division of Health Benefits
North Carolina Medicaid Preferred Drug List (PDL)

Effective Date January 1, 2026

Revised 11.03.2025 Off Cycle Change: Moved Pyzchiva® Syringe/Vial and Stegeyma® Vial ge 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 duc to drug shortages.

TIF of preferred usteknumab is required

Revised 01.30.2026 Added tenofovir disoproxil fumarate tablet (generic for Viread") to preferred in the Antivirals (Hepatitis B Agents) category.
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
More information on the PDL can be found at: icaid.ncdhh: i i ipti i rvices
THROMBOPOIESTS STIMULATING AGENTS
Preferred Non-Preferred
Nolate” Vial Al Tabet
Promac” Suspenson [ Tablt Dopit
cnsion [ Tablt (snerc for romacta”)
Mulpiea
Tavalise™ Tablet
HALMIC
ALLERGIC TIVITIS AGENTS
Preferred Non-Preferred
Goivar'y Alomide" Drovs
for Crolom™) Alrex” Drons
Patadan”. Patanol') Bevreve)
. i eoreve” Drons

Flesta™

loteprednol drops (generic for Alrex’)

Zervise™ Drovs

ANTIBIOTIC:
Preferred Non-Preferred
sporin’) [Asite” Drops
Hlovan") AR Tracin')
for llotyein) Besivance’ Suspension
for Garamyein®) Ciloxan® Ointment
Visamox") for Zymaxid")
for Ocuflon’) Levofl Levaguin®)
Polvein” orin') for Moxera')
for Polvirim”) [Nataeyn* Drops
for Bleph-10°) Neosporin” Ophthalmic Ointment)
Tobrex') for Neosporin’ Ophihalmic Drops)
[Neo-Polein’ seneric for Neosporin® Ophthalmic Ointment)

Ocuflox” Drons

eunide’)
Tobrex” Oinment
Visamox’ Drops
TEROID C
Preferred Non-Preferred
o Maxtrol) Mexivol” Drops /Ointment
Tobrades” Ointment Neo-Polvein' HC o Cortiporin’)
Tobradex') wrtporin’)

i for Ocuticin®)

for Vasocidin')

sulf
[Tobradex” ST Drops

Zvle” Drovs
ANTHINFLAMMATORY.

Preferred Non-Preferred
dexamethasone drops (genere for Decadron’) [Acular® Drops /LS Solution
diclofenae drops (generic for Voltaren”) [Acovail’ Soluton
diflprednate drops (generic for Durezol') bromfenac drops (generic fo Prolensa®. Xibrom” BromSitc’)
Flarex” Drops Brom$itc” Soluion
uorometholone drops (generic for FML') Devtenza” Inert
Murbiprofen drops (generic for Ocufen’) Dureaol” Drops
Lotemax” Drops FML” Forte Drops / Liguifim” Drops
Nevanac” Droptainer Tlevro® Drops
Pred Ml Drops Tovien" Implant
prednisolone acette drops (eneric for Pred Forie') Invelys™ Drops

for Acular® LS)

Lotemax” Gel/ SM Gel/Oinment

otepredaol drops /el (generic for Lotemax')

Maxidex” Drops

Ozundex” tmplant

Pred Forie Drops

preani ¢ nflamase Forte”)

Prolensa’ Drops

Retisert” Tmplant

Trisence” Vial

Xipere™ (Intraocular)

Yutig " Implant

ANTIINFLAMMATORY / IMMUNOMODULATOR

Plans may not apply »

Preferred Non-Preferred

Restasis” Drops Ceaus™ Drons

i’ Drops 0
Evsuvis” Droos
Micho"™ Drops.

[Restasis® Mulidose™ Drops

[Trvotye Drops

Tyrvava’ Nasal Spray.

Verkazia” Eve Emulsion - T/F of ed for diagnosi of VKC)
Vevve' Drops
ALPHA 2 ADRENERGIC AGENTS
Preferred Non-Preferred
Alphagan” P Drons for opidine")
for Alphagan’) brimonidine P drops seneric for Alphagan* P1
lonidine" Drons
BETA BLOCKER AGENTS / COMBINATIONS
Preferred Non-Preferred
Combigan” Drons Betopic™)
timolol drops | GFS for Timoptic” / Timoptic XE') Betimol" Dros
Betonic” § Drops.
Combican)
for Ocuressy
Isulol” Drops
for Betagan')
talol* Drops)
“Timopii Ocudose” Drops)
[Timonic* Drops  Ocudose” Drops / XE” Solution
CARBONIC ANHYDRASE INHIBITORS / COMBINATIONS
Preferred Non-Preferred
for Trusont') [Aront" Droos
dor; for Cosont') Azont” Drops)
Simbrinza’ Drons Cosont" Drops / PF Droos.
dorzolamide-timolol PF drops (seneric for Cosont” PF1
PROSTAGLANDIN AGONISTS
Preferred Non-Preferred
for Xalaun) for Lumigan” Drops)
Travatan” 7 Drops. Durysta” Implant
iDose” TR Implant
Iyuzeh™ Drops

Lumigan* Drons

r Ziopian®)

r Travan’ 2)

Vymla® Drops.

Xalatan® Drovs

Xeloros” Drons

Ziopian” Drons
SE MODIFIER
Pians may not apply management or p
Preferred | Non-Preferred
Rhooressa” Droos I
Rocklaan” Drovs f
OSTEOPOROSIS
BONE TION U AND RELATED AGENTS
Preferred Non-Preferred
alndronat it (geneic for Fosamax’) Actonel” Tablet
Forco” Pen slendronate solution (seneric for Fosamax” Solution)
aloxifene abit (geneic for Evisa’) Avcvia” Tablt

Binosto” Effervescent Tablet

Bonsity Pen Injector

s (generic for Miacalein®)

Evenity”™ Syringe

Evisa” Tobler

Fosamax” Tablet / Plus D Tablet

androna able (generic for Bonina’)

Jubbont” Syringe

Prolia” Syringe

risodronate DR bl (genri for Achia’)

risedronate biet (gencric for Actonel’)

Fortco®)

Tymlos” Pen
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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.

Revised 01.30.2026 Added tenofovir disoproxil fumarate tablet (generic for Viread") to preferred in the Antivirals (Hepatitis B Agents) category.

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

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

reviewed by the PDL Panel. These drugs are listed as TO BE REVIEWED. For drugs requiring prior authorization, clinical criteria and prior authorization request forms can be found at: htt nctracks.nc.
More information on the PDL can be found at: icaid.ncdhhs. i i ipti i rvices
OTIC
ANTIBIOTIC
Preferred Non-Preferred
seneric for Ciprodex”) Cinro" HC Suspension
for Cortisporin’) i armal')
for Floxin®) ovel)
Cortisporin-TC” Suspension
Ouvel” Drops
ANTL AND
Preferred | Non-Preferred
Vosol’) ; for Vosol® HC)
ANTEINFLAMMATORY.
Plans may not apph 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 / Ventolin” HEA Inhaer) levalbuerol HEA inhale (zenerc for Xopenex” HEA Inhaler)
Ventolin® HEA Inhaler Prosis” Disihaler™
Xovenex™ HEA Inhaler Prouir” RespiClick”
NEBULIZER
T/F of only one preferred drug required
Preferred Non-Preferred
il sol for Accunch") ric for Brovana')
alutero 125me. 3 so for Accunch") rovana” Solution
albuterol slfte 25mg 0.5 soluton . Perforomists
abuterol slfte 2 5mg 3l soluion Novenex” I Concentrate 1
perforonist” Soluion
ORAL
Preferred Non-Preferred
" Repetabs) Jbuterol ER tblets (seneri for VoSoire” ERY
Ventoln” Svruo)
for Brehing")
JRALLY INHALED ANTICHOLINERGICS / COPD AGENTS
Preferred Non-Preferred
Anoro” Ellita” nhaler bevesni” Actosohere”
Atrovent” HEA Inhaler Dalreso” Tablet
Combivent” Respimar” Inhalation Sorav Duaili” Pressai”
Incruse” Hlioa” nhaler O
for Atrovent') for Soirva” Handihaler')
oraropium oneb’) Tudorra” Pressi” Inbler
0 Yunchi”Soluion
Soiriva” Handibalr" | Resoimar” Inhalation Sorav
Stolo" Resoimat” Inhalation Sorav
[ COR
Preferred Non-Preferred
Alvesco” Inbaler AmonAi™ Digihaler”™
Armuity” Blivts” nhaler for Flovent” Diskus)
Asmane” HEA Inhler  Twishaler” Pulmicor’” 0.5me. lme
£.0.Sme. 1 (seneric for Pulmicort” Respules)
Flovent" Diskus / HFA Inhler
Muticasone propionate HFA (seneric for Flovent” HEA)
Pulmicor’” Flesha
QVAR” Reditaler
TNHALED CORTICOSTEROID COMBINATIONS
Pians may not apply o ation cri
Preferred Non-Preferred
Advair Disks” AirDuo” Disialer™/ RespiClick”
Advaie” HEA Inhaler AirSupra” Inhaler
Dules” nhler brea” E11
Sumbicon” Inhler revna ™ Inhaler
breari™ Acrosohers™
budesonide  formoterol mbicor’)
luicasone / salmeterol HEA inhale (senere for Advair” HFA)
uicasone Advair” Diskus')
uicasone AirDua™y
luticasone / vilntero inhalaton (generic for Breo" Elipa’)
Trelesy” Flipi”
Wixela™ Inhub™
"REINITIS AGENTS
Preferred Non-Preferred
“TTF of preferred agents mot required in children <4 years of age for steroid-confaining products
Justine nasal soray (seneri for Astepro”)
for Astlin®) for Dvmisa")
Dyimista” Nasa Spray eic for Naslde")
for Flonase’) neri for Nasonex')
for Atrovent” Nasa) Omnaris” Nasal Spray
eric for Patanase”) Patanase’ Nasal Spray
st Nosal Spray J Childrens
[Rvalis” Nasal Spray
Sinuva™ Imolant
Xhance'™ Nasal Sprav
Zetonna” Nasal Sorav
T MODIFIER
Preferred Non-Preferred
bl (seneric for Simaulair') Accolate” Tablet
el for Singulaic)
Singulair” Chewable / Granules / Tablet
Accolate’)
euton tablet(seneric for Zvo")
2u10” Fitmab
LOW SEDATING
Preferred Non-Preferred
ot * OTC Svrun) Caeneric for Zyree” OTC Tablen)
for Zvree” Svrup) cetiizne OTC for Zurtee” OTC Svrup)
eric for Zyriee” OTC Table) cetrizne O1TC sofsel
Xval' OTC Tablet Clarines” Table - /5 of T
Xval' R Tablet / hrinex”) - T/F of referred agents not required for chidren <2 vears of
(aenerc for Claitin” OTC) suspension /OTC Allera” OTC)
Xval” Rx Solution)
loraadine OTC chewable ODT / for Claitn” OTC)
LOW SEDATING
oy notappi pri
“Quantity limit of 102 days supply per 12 months apply (o all drugs n (his class
Preferred Non-Preferred
ablet (zeneric for ClritnD” OTC) lablet (seneric for Zuriee-D' OTC)
Clarinex D' Tablet
12 Hour OTC AllesrarD* 12 Hour OTC)
(aenerc for Alleera-D' 24 our)
FIRST
Preferred Non-Preferred

carbinoxamine soluion

carbinoxamine ablet

ablet Clemasine tablet

ydroxyzine capsule / soluion / wblet Karbinal” TR rup required for coverage
RyClora™ Solution
Ry Ven " Tablet

Visurl” Capsule
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reviewed by the PDL Panel. These drugs are

Revised 11.03.2025 Off Cycle Change: Moved Pyz

® Syringe/Vial and Steqeyma® V

North Carolina Division of Health Benefits

North Carolina Medicaid Preferred Drug List (PDL)

Effective Date January 1, 2026

1

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

ing to Stelara® Syringe /

TIF of preferred usteknumab is required

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.

Revised 01.30.2026 Added tenofovir disoproxil fumarate tablet (generic for Viread") to preferred in the Antivirals (Hepatitis B Agents) category.

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.

ncdhh: rvices
TOPICALS
ACNE AGENTS
Preferred Non-Preferred
adapslene for Epiduo” Forte) dapalenc cream | g pump generie for Difern)
adaplenc for Epiduo” Gel) (Aktier”
Diffein') Avar" Cleanser /LS Cleansr
aseaic acd e (senere for Finacea') AvarcE? Emollient Cream / Green Emollint Cream /LS Creams
CleocinT) B 10-1 Wash /Cleansing Wash
. ClearAcvlic / ClearAcylc Pro
Cleocin” T Lotion
Clndacin’ ETZ Pledwet /it P Foam /P Pledzets/ PAC Kit
Clindael” Gel
Eviduo” el pumn, clindamyein for Velin')
(seneri for Emein”_Eryeetc’_ ErvCel' et al) (seneric for Evoclin')
Emein’_EryDerm”. ErvMox” et al) (Clindagel)
Benzamyein') Acamva’)
Finacea” Gel Benzacln')
neston’)
davsone el for Aczone” Gel)
Ery’ Pads
Erveel’ Gel
Evoclin’ Foum
Fabior' Foun
Finscea” Fou
[Neuse” Gel/ Kit
Ovace” Plus Cleansing Cream / Gl Lotion / Shampoo / Wash.
[Rosanl Cleanser loton
Rosula” Cloths/ Wash
" ercam (senerie for Avar® /LS)
" C
odi wash or Ovace” /Plus)
odi for Novacet”_Plexion” Zetaeet)
odi a wash (seneri for Sumaxin’)
10-5 Cream / Foum
9494 cleanser (seneri for Zencia™)
crcam (senerc for Avar’ E. S88" 10-5)
Sumadan” Kit/ XL it/ Wash
Sumaxin® Cleansing Pads / CP Kit/ TS Topieal Wash
foam gl gencric for Tameac”, Fabior")
el (seneric for Retin-A')
for Retin-A" Miero)
Twyneo Cream
Winkei’ Cream
Zms Clear”™ Cleamser
ANDROGENIC AGENTS
Preferred Non-Preferred
Androzel Pumn Androsel” Packet
Androsel') [Nateso” Nasal Gel
] for Fortesia® Asiron)
for Androgel)
Voselo® Gl Packet/ Pump
NSAIDS
Preferred Non-Preferred
for Volaren” Gel) “
diclofenac solution (generc for Pennsaid ) 1 Pennsaid )
Pennsaid” Solution Packet/ P
ANTIBIOTICS
Preferred Non-Preferred
wein') Centan” AT Ointment Kit/ Oimment
for Hacioban’) v Baciroban’
eoi™ Cream
“ANTIBIOTICS - VAGINAL
Plans may not app! v
Preferred Non-Preferred
Cleocin” Vasinal Ovules Cicocin” Vasinal Cream
clind Teocin® Vaginal Cream) et for Nuvessa” Vasinal Gell
Clindesse” Vaginal Cream: Vandazole” Vaginal Gel
met " Vaginal Gel) aciat Vasinal Gel
Nuvessa” Vasinal Gel
Preferred Non-Preferred
for Loprox” Penlac”) Bensal 1P Ointmen
Lowimin” Rx) Cilodan” Cream/ Cream Kit/Kit Soluion
Lotrisone’) ciclopirox el shampoo. 0
') for Ciclodan")
Kiavesta” "
o 0 irisone’)
‘Dowder (seneri for Mycostain”. Nvsion”) for Spectaole’)
Nvston” Powder Extina® Foam
Y for Extina®)
Ketodan” Foam / Foum Kit
Loprox” Suspension / Crean /Kit
for Lunt®)
Vusion”) - Clinical riteria applv
ol (senerc for Naftin®)
Naftin” Gel
)
Osat” Loton
for Bensal 1P7)
for Kerydin®)
Vusion” Oinument - Clincal i
T/F of only one preferred drug required
Preferred Non-Preferred
Natroba® Topical Suspension Cron™ Lotion
") Eimite” Cream
Furex” Cream / Loton
dath rOvide’)
Ovide” Lotion
Pruradik” Loton
Siice” Lotion
spinosad topical suspension (generc for Natsoba')
ANTIVIRAL
Preferred Non-Preferred
aevelovie Cream: for Zovirax') penci 0
Denavi” Cream
Preferred Non-Preferred
for Aldara’) Condvion” Gl
Hvilor™ Gl
Zyclara")
odofilo 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.
Revised 01.30.2026 Added tenofovir disoproxil fumarate tablet (generic for Viread") to preferred in the Antivirals (Hepatitis B Agents) category.
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 html
More information on the PDL can be found at: icaid.ncdhhs. i i ipti i rvices
PSORIASTS
Preferred Non-Preferred
onex’) foam (seneric for Dovonex”. Sorilux')
for Taleonex") for Vectical”)

Enstla” Foum

Soriux” Foum

Taclonex” Ointment / Suspension

Vectical Ointment

Viama® Cream

Zorvwe™ 0.3% Cream /Foum.

ROSACEA AGENTS
Preferred Non-Preferred
avehic acid gel (seneric for Finacea™) veneric for Mirvaso®)
Finacea” Gel Epsolay”
g Finacea' Foar

metsonidasole el pump (generic for MetroGel") for Soolantra”)
Rosadan” Cream / Gel MetroCream”

MetroGel

metronidasole lotion (seneric for MetroLotion”)

Mirvaso® (brimonidine)

Rhofude” Cream

Rosadan” Kit

Sootanra™ Crean

STEROIDS

Low Potency

Plans may not apply add pri

Preferred Non-Preferred

) or Aclovate®)

 FS Sealp and Body Oil Capext
L ) desonide loion (seneric for DesOwen' Lotion)

for DermaSmoothe” FS Sealp / Body Oil

Hydroxym”™ Gel

Texscont” Soluton

Medium Potency

Preferred Non-Preferred

wivate’) Beser™ Lotion / Kit

for Flocon") Clodern™

Cloderm” Cream / Pumo

ointment for Snalar”)

Loton / Ointment

for Cutivate” Lotion)

livid cream / lotion "
hvdrocortsone for Westeort)
Locoid” Livoctean / Lotion
Pandel” Cream
w00

Sunalar” Cream / Ointment / it/ Solution / T Kit

Tiigh Potency
Preferred Non-Preferred
beumethasone Valsone") ‘“elocor®”)
sl ointment for Lidex") el loton for Diorolenc™)
Totion ) Totion. for Diorosone")
betamethasone valerat foan / Valisone")
el gintment  sorav (ecneric for Topicort)
for Florone"
Diorolene” Oinimes
o
0
Haloe")

Haloe" Cream /Ointment

Kenaloe” Sorav

Toicort” Cream / Gel | Oinment / Soray

i for Kenaloe")

Very High Potency

Preferred Non-Preferred

el Temovate™, [ AvexiCon" E Crean

o lobetasol f lient foam / emulsion " 1Ol E")

o obetasolIotion / spray (zeneric for Clobex")

halo ) mpoo / Spray

for Lexerte’)

Uleavate” Lotion

MISCELLANEOUS

Treatments

Preferred Non-Preferred

Oriahnn” Capsule

Oriisa” Tabler

Myfembree” Tablet

Urea Cycle Disorder Treatments, Oral

ot apply u

Preferred Non-Preferred

Carbasy” Tablt for oral suspension Bupheny1® TabletPowder

carslumic acid Tablet for oral arbaslu )

Olpruva™ Suspension

Pheburane” Oral Pelles

[Ravictr” Liquid T/F of preferred drug i not required for Urea cycle disorder

sodium phenylbuty rte Table Powder (gsneri for Bupheny ")
WEIGHT AGENTS
‘GLP-1 Receptor Agonists indicated for the treatment of abesity (Incretin Mimemetics)
Pians may not apply P
€ o all drugs in this class
Preferred Non-Preferred
Wewony” Pen Soxenda” (lrasluide) Pen
Zepbound”
Weight Incretin Mimetics)
Preferred Non-Preferred
R abler bensphtamine ablet.
ER capsule Xenieal')
capsule smia’)
Xenieal” (orlistan Capsule
TMMUNOMODULATORS, ASTHMA
linical criteria apply to all drugs n this cass
Preferred Non-Preferred
Fasenra” Pen /Svrinee Cingair” Vil
Xolairt (omalizmb) Autoimector Syringe Nucala Syringe Vil / Auoimjecior
Terpie” Pen / Suringe - TF of preferred agents cd for dingnosis of non-alerg severe asthma
[olaie” Vil
TOR
lnical criteria apply to all drugs in this cass
Preferred Non-Preferred
Adbry” Syeinge | Auginictor Ebglys Pen
Dupivent” Pen Syringe Cibingo™ Tabler
Eucrisa” 24 Oimment [Ebglyss™ Syringe (ebrikizamab- 1ok
pimecrolimus cream (generc for Hidel’) Nemluvia” Pen
acrolimus ointment generic for Protopic”) Opzetura’” Cream
Zoryve” (roflumilas) 0.15% Cream
ORAL
Preferred | Non-Preferred
sanc”) I for Oxsorlen-Ulra")

ELF

Plans may not apply additional utization management or prior authorization critera (o (his category

it apply o all drugs in thi class

Preferred Non-Preferred

Auvi-0" Auto Inicetor

(ueneric for Epi-Pen” / Epi-Pen” Ji/ Adsenaclick”)

Epi-Pen” Auto Inctor 2-Pak / Jr. Auto Inctor Jr 2-Pak

netty” msal spray
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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.
Revised 01.30.2026 Added tenofovir disoproxil fumarate tablet (generic for Viread") to preferred in the Antivirals (Hepatitis B Agents) category.
Trial and failure (T/F) of two Preferred drugs are required unless only one Preferred option is listed or a T/F criteria exemption is otherwise indicated.
Not all therapeutic drug classes are included on the PDL. All drugs in the classes not included are considered Preferred. In addition to
TIF criteria, clinical criteria (indicated in RED) may also apply. New to market products typically default to Non-Preferred status unt

reviewed by the PDL Panel. These drugs are listed as TO BE REVIEWED. For drugs requiring prior authorization, clinical criteria and prior authorization request forms can be found at: https://www.nctracks.nc htm
More information on the PDL can be found at: icaid.ncdhh: i i ipti ient-pharmacy-services
ESTROGEN AGENTS,
Preferred Non-Preferred
Activella” Tablet | Abigale™ Lo Tablet
Amabelz™ Tablet Bijuva® Capsule_

blet (seneric for Activella”)

Fuavoly™ Tabler

Jintei® branded sencric for FerHRT")
Mimvey* / Lo tbranded eencric for Activella")
o for FemHRT")

Premphase” Tablet

Premoro” Tabler

ESTROGEN AGENTS, ORAL/

Preferred Non-Preferred
Climara” Pro Patch Climara” Patch
CombiPateh” Parch Divicel" Gl Packet
estradiol pateh (seneric for Climara”. Menostar”, Vivelle-Dot") Do™ Patch
<) Dusvec’ Tablet
Hlestrin® Gel

Etrace” Tablet

Estradiol Gel Pump
siol

Llana™ Pasch

Menostar” Pasch

Minivelle” Pach

Osohena” Tablet

Veorsh™ Tablet

Vivelle-Dot" Pasch

ESTROGEN AGENTS, VAGINAL PREPARATIONS

Preferred Non-Preferred
estradiol for Esrace™) Estrace” Cream
Estring” Vaginal Rine estadiol tablet (eenerie for Vasifem"y
Premarin® Vasinal Cream Femrine" Vaginal Rine
Vasifem” Vasinal Tablet Imvexsy" Vaina Insers

Vovafem” Vaginal Tablet

GLUCOCORTICOID STEROIDS, ORAL

Plans may not appl additional utiization ma o prior authorization criteria (o (his category

Preferred Non-Preferred
budesonide EC capsule (seneric for Entocort” EC) Alkindi" Sorinkle Capsule
1 Decadron” Avanee” Suspension
Concedix") Corter” Tablet
Emfla’ Tablet / Susvension - Clinieal " for Patisone™
hydrocortsone blet ") - Clnical criteria avolv T of preferred asents not reauired for chiren < 12 vears of ase
tablet (seneric for Medrol") for Emfla") - Clicaleri i
ore ceneric for PediaPred”. OraPred”. Veriored") Intensol” Drovs
orednisolone seneric for Prelone”. Millired") Eohilis® Suspension-1F of ot required for dingnosis of cosinophilc csophagiti
seneric for Sterapred”) Hemady™ Tablet
prednisone solution / bt (senerc for Deliasone”) Khindivi™ Solution
Medrol" Dose Pack / Tablet
toma for Medrol')

Milipred” Dose Pack / Tablet

orednisolone ODT (seneri for Orapred” ODT)

prednisolone tablet

Prednisone Intensol” Congentrated Sol

Ravos” Tablet

Taperdex” Tablet

Tarevo™ Cansule - 1F of ot required for diagnosis of IeA nephropathy

CYTOKINE AND CAM ANTAGONISTS

‘Clinical criteria apply to al drugs in this class

F of only one Preferred drug required
Preferred Non-Preferred

adalimumal-adaz Pen / Syringe Norilada™ Pen / Syringe

adalimumal-odbm Pen  Poriasis-UV Pen / Crol's Pen /Syringe [Actemra® ACTPen"™ / Syringe / Vial

Cosentyx* Sensorcady” Pen / UnoReady” Pen / Syringe. adalimusmab-aact Pen

Enbrel* Mini Corridge / Surccliek” Syringe / Syringe Vil adalimumat-aary Autoiniector  Svringe

Hadlima”™ Syringe | PushTouch adalimumalkip Pen / Svringe

Humira” Crobn's Starir Pack / Ped. Croh's Sarer Pack / Pen / Poriass Sarer Pack /Syringe adalimumatryvk Autoiniector/ Svringe

inflvimab vl (generic for Remicade") [ Amievita™ Syringe / Autoinjector

Otcsa” Starter Pack / Tablet Arcalys” 50 Syringe

Pyzchiva (usikinumab-te) Syinge/Via Avsola” Vil

Steqevma’ (usickinumaby-sibo) Vial Svringe Bimzeh” Auoinjector/ Syringe

Xeljnzs Tablet Cimi® Starter Kit/ Syringe Kit/ Vil Kit

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

Enspryng™ Syringe

Entyvio” Pen /Vial

Hulio™ Pen

Syringe

Hyrimoz™ Pen / Crohn's-UC Pen / Ped. Crol's Pen / Syringe / Poriasis Pen

dacio” Pen / Psoriass Pen / Croh

/S-UC Pen / Syringe

aris” Vial

Tumya” Syringe

Imuldosa™ Syringe/ial

Infleera™ Vial

Kevzra® Syringe | Pen

Kineret” Svringe - 1/F of ot required for dixenosis of Neonatal Onset MultSvstem Inflammatory Disease

Olumiant” Tablet

Omvoh™ mirkizmab-mrk) Syringe

(Omol™ Pen / Vial

(Orencia” Clickjet” / Syringe / Vial

Ol Syringervial

Remicade’ Vial

Renflexis™ Vial

Rinnoq" (upadacitni®) LQ Solution

Rinvoq” ER Tablet

Sclarsdi™ Vial/ Syringe

Simlandi®> Autoinjectorit

Simponi” Pen / Syringe / Ara” Vial

Skyrizi* On-Body / Vial | Pen / Syringe

Soyku Tablet

Spevigo" Vial Syringe

Stclara” Syringe / Vial TF of preferred usteknumab i required

TaltZ” Auto-injctor | Syringe

Tofidence”™ (tcilizomab-bavi) Vial

Tremiya® Syringe / Injector Vial Pen Induction PK-Crohn

Tyennd" (icilizomab-aazg) Autoinjector / Syringe

Tyennd® Vial

Uplima® Vial

ustckinumal Vil / Syringe (generic for Stlara’)

Stclara” Sclarsdi B)

ustekinumalackn syringe (generi f

Ustekinumab-ttwe Vial/ Syringe (generc for Pyzchivac)

Velipiy” Tablet

Xeljanz" Solution / XK Tablet

Yesiniek™ SyringeVial

Yuflyma" Syringe  Autoinjector | Crohws U

Autoinjector

Vusinry™ Pen

Zymiens™ pen Syrings

TMMUNOSU ANTS

Preferred Non-Preferred

Astaeral® XL Capsule

azathioprine ablet (zeneric for Imuran®)

Cellct” Cansule /Suspension / Tablet

for Sandimmunc’)

evel af” Neoral")

Envarsus” XR Tablet

for Zoriess” Tablen)

Generaf® Capsule / Solurion

Imuran” Tablet

‘Susbension /tablet (seneric for Clleent")

et (sencric for Myfortic")

Mvforic” Tablet

NMuhibbin’

Neoral” Capsule / Solution

Prosraf” Cansule /Granule Packet

Rapamune” Tabler

Reaurock™ Tablet

Sandimmune” Casule / Soluion

)

for Hecori”. Prograt®)

Tavncos” Capsule

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

Effective Date January 1, 2026
Revised 11.03.2025 Off Cycle Change: Moved Pyzehiva® Syringe/Vial and Steqeyma® Vial /Syringe from non-preferred to preferred 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.
Revised 01.30.2026 Added tenofovir disoproxil fumarate tablet (generic for Viread") to preferred in the Antivirals (Hepatitis B Agents) category.
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

T/F of preferred usteknumab is required

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.

rvices
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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.
Revised 01.30.2026 Added tenofovir disoproxil fumarate tablet (generic for Viread") to preferred in the Antivirals (Hepatitis B Agents) category.
Trial and failure (T/F) of two Preferred drugs are required unless only one Preferred option is listed or a T/F criteria exemption is otherwise indicated.
Not all therapeutic drug classes are included on the PDL. All drugs in the classes not included are considered Preferred. In addition to

TIF criteria, clinical criteria (indicated in RED) may also apply. New to market products typically default to Non-Preferred status unt
ted as TO BE REVIEWED. For drugs requiring prior authorization, ciinical criteria and prior authorization request forms can be found at: ht
More information on the PDL can be found at:

nctracks.nc.

reviewed by the PDL Panel. These drugs are

rvices

MOVEMENT

Clinical criteria apply to al drugs in this class

Preferred Non-Preferred
Austedo” Table Xenasine” Tablet
Austedo” XR Tablet/ Tiraton Kit
Inarezz” (valbenazine) Sornkig
inarezza” Capsule / Inttion Pack
cusbensvine bl
(HAE) PROPHYLAXIS AGENTS
Pians may not apply add entor prior authorization crte
Clinical criteria apply (o all drugs in this class
Preferred Non-Preferred
iscearda’” Vial Cinrese” Vial
Orladevo” Cansule Takhavro” Vial/Swrinee
HAE) AGENTS
Pians may not apply prior
Clinieal criteria apply (o all drugs in this class
Preferred Non-Preferred
Berinert” Vial/ Kit Firao" Svrinee
for Firan™) Ruconest” Via
Kalbior” Vial
Saiazi”™ eeneric for catbant)
OPioD
Plans may not apply prior
Preferred Non-Preferred
Kloxxado"™ Nasal Spray
LiEvs™
naloxone nasal spray (OTC)
spray vial (generic for Narean’)
nalrexone tblet
Narcan” Nasal Spray (OTC)
Opvec Nasal Spray
Rexiowy ™ (mloxone) Nasal Spray
Vivitol" Vsl Dituent
Zimhi” Syringe
Plans may not apply ori
Preferred Non-Preferred

Prior Approval Not Required for Coverage of Prefe:

‘Clinical Criteria Apply to Non-Preferred Agent

Brixadi” Weskly Svringe / Monthly Svringe

bunrenorhine naloxone SL film (generic for Suboxone™)

buprenorphine naloxone S Subosone)

Lofexidine Tablet T/F of prefe

cd az

{ required for diagnosis of opioid withdrawal

buprenorphine SL wble (generi for Subutex)

Lucemyro

“Tablet- T of preferred agents not required for disgnosis of opioid withdrawal

Suboxone” SL Film

Zubsoly Tablet I

Sublocade” Svringe

SKELETAL MUSCLE RELAXANTS

Preferred Non-Preferred
baclofen ablet (generic for Lioresal) [Amrin” ER Capsule
cyclobenzaprine tabet (generi fo Flexeri)
mehocarbamol ablet (genric for Robaxin') baclofen suspension (generie for Flegsny™)
izanidine ablet (gencric for Zanaflex') chloramxazone wblet (generie for Parafon Forte")
cyclobenzaprine ER capsule (generic for Amrix® ER)
Dantriom” Capsile / Vial
damrolene sodium capsole (geneic for Danrium”)
Fexmid” Tblet
Flequuvy™ Suspension
Lormne" Tablet
Lyvispah* Granule Packet
metaxalone tablet (generic for Skelaxin®)
Norgesie™ Tablet Fore Tablet
rphenadrine  aspin/ caffine ablet (generie for Norgesie™)
orphenadrine cirate ablet /vl (generic for Norflex')
Orphengesi” Forte Tablet
Robaxin® Vial
[Tanlor® Tablet
izanidine capsule (generie for Zanaflex’)
Zanaflex” Capwule / Tablet
DISPOSABLE INSULIN DELIVERY DEVICES
Pans may not apply [
Preferred Non-Preferred
Ceur Simpliciy™
Ceur Simplicity™ Tnseter
e Infusion Kit
e Starter Kit
Omnipod 51 DexG7/G6 Inro KitPods (GENS).FSL2 G It KivPods
Omninod DASII" Pods (5-Pack) / Iiro Kit
Omninod GO™ Pods
DIABETIC CONTINUOUS GLUCOSE MONITOR SUPPLIES
‘Continuous Ghucose Monitor Transmitters / Receivers / Readers
Plans may not apply [
Clnial criteri apply to al ems i (hfs chiss
Preferred Non-Preferred
Dexcom G6” Transmiter / Recsiver Frecsyle Libre"™ 14 day Reader
Descon 67 Reseer
Frecstve Libre™ 2 Reader
Reader
Continuo itor Sensors
Clnkal criteria apply o o (s cass
Preferred Non-Preferred

Freestyle Libre™ 2 Sensor

[Frecsvle Libre™ 14 day Sensor

Freestyle Libre™ 2 Plus Sensor

Fresstvle Libre™ 3 S

Freestyle Libre™ 3 Plus Sensor

Dexcom Go' Sensor

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

DIABETIC SUPPLIES

Plans may not apply E

N.C. Medicaid only covers, at point of sale, the designated pr It listed

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

. diabetic test strips, control solutions, lancets, and

for igible and third-p:

d under the Outpatient Pharmacy Program and can be submitted to the pharmacy point-of-sale system with a

y recip
escripion. Disetc suppis, nluing ot brands,can s be submited under Do Medica Equipment s the NDC and HICPCS code. Bl r llowed 1 covered metreery 2 ycrs (13 day) For questions o ssisance rending diabete suppie forMdaid Dircet member, plesecll he NC Trckscll cenera 1-80-655:6696. *A1l bloo glucase meters are billd using the NC

Meters L
ACCU-CHEK” Guide Retalcare kit * (see above for biling) ACCU-CHEK” Sofeli lancing device kit (Black)
'ACCU-CHEK” Guide Me Reail care kit * (see above for billg) ACCU-CHEK™ Fastclix lancing device kit

Test Strips Control Solution:
ACCU-CHEK™ AVIVA PLUS 50 et et sirips ACCU-CHEK™ Aviva glucose contrl soluion (2 levels)
[ACCU-CHEK” SMARTVIEW 50 cttestsirips ACCU-CHEK" SmantView glucose control solution (1 level)
[ACCU-CHEK” Guide 50 <t tet srps ACCU-CHEK" Guide 2-Level control solution (2-levels)
[ACCU-CHEK” Guide 100 c et strps

Lancets

[ACCU-CHEK” Softli 100 ct Lancets
[ACCU-CHEK” Fasteli 102 ot Lancets
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