
Quantity Limit Drug List
Quantity limits define the maximum amount of medication covered by your drug benefit for one prescription or
copayment. This means your benefit covers a limited number of doses per prescription based on the medication’s
recommended dosing guidelines. If you or your physician requests an amount greater than the quantity limit of a
medication, a prior authorization review may be required.

The goal of the  Quantity Limit Program is to promote appropriate and cost-effective use of medications based on
U.S. Food and Drug Administration (FDA) dosing guidelines, the medical literature and other factors.

This list is subject to change throughout the year. The presence of a drug on this list does not guarantee coverage and
not all drugs included on this list may be covered by your pharmacy benefit plan. Coverage of medications is
determined your benefit plan.

ANALGESICS
celecoxib 60 / 30 DAYS

diclofenac epolamine 60 / 30 DAYS

fentanyl citrate otfc 400 mcg 120 / 30 DAYS

hydromorphone 8 mg tablet 180 / 30 DAYS

ketorolac 10 mg tablet 20 / 30 OVER TIME

morphine sulfate er (er 30 mg cap, er 40 mg cap, er 60 mg cap) 30 / 30 DAYS

oxycodone hcl (5 mg cap, 10 mg tab, 20 mg tab) 180 / 30 DAYS

PENNSAID 224 / 30 DAYS

ANESTHETICS
lidocaine 5% ointment 120 / 30 DAYS

lidocaine hcl (jel urojet ac, jelly, jelly uro-jet) 30 / 30 DAYS

lidocaine hcl 4% solution 50 / 30 DAYS

lidocaine-prilocaine 30 / 30 DAYS

ANTI-ADDICTION/SUBSTANCE ABUSE TREATMENT AGENTS
buprenorphine-nalox 12-3mg flm 60 / 30 DAYS

buprenorphine-nalox 4-1mg film 180 / 30 DAYS

buprenorphine-naloxone (8-2 mg tab, 8-2mg film) 90 / 30 DAYS
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ANTI-ADDICTION/SUBSTANCE ABUSE TREATMENT AGENTS
buprenorphine-naloxone (fm, tb) 360 / 30 DAYS

bupropion hcl sr 150 mg tablet 60 / 30 DAYS

CHANTIX 504 / 365 OVER TIME

naloxone 2 mg auto-injector 0.8 / 30 DAYS

NICOTROL 2688 / 365 OVER TIME

NICOTROL NS 360 / 365 OVER TIME

varenicline tartrate 504 / 365 OVER TIME

ANTIBACTERIALS
linezolid 100 mg/5 ml susp 1800 / 30 DAYS

linezolid 600 mg tablet 56 / 28 DAYS

nitrofurantoin mcr 100 mg cap 360 / 365 OVER TIME

nitrofurantoin mcr 25 mg cap 1440 / 365 OVER TIME

nitrofurantoin mcr 50 mg cap 720 / 365 OVER TIME

nitrofurantoin mono-macro 180 / 365 OVER TIME

NUZYRA (150 MG TABLET, 150 MG TABLET-7 DAY, 150 MG-7 DAY WITH LOAD) 30 / 14 DAYS

NUZYRA 100 MG VIAL 15 / 14 DAYS

SIVEXTRO 6 / 30 DAYS

ANTICANCER AGENTS
AYVAKIT (25 MG TABLET, 50 MG TABLET) 30 / 30 DAYS

RUBRACA 250 MG TABLET 120 / 30 DAYS

ANTICONVULSANTS
clonazepam (0.125 mg dis tab, 0.125 mg odt, 0.25 mg odt, 0.5 mg dis tablet, 0.5 mg
odt, 1 mg dis tablet, 1 mg odt)

90 / 30 DAYS

clonazepam 2 mg odt 300 / 30 DAYS

DIACOMIT (250 MG CAPSULE, 250 MG POWDER PACKET) 360 / 30 DAYS

DIACOMIT (500 MG CAPSULE, 500 MG POWDER PACKET) 180 / 30 DAYS

FINTEPLA 360 / 30 DAYS

gabapentin (100 mg capsule, 300 mg capsule) 360 / 30 DAYS

gabapentin (250 mg/5 ml soln, 300 mg/6 ml soln) 2160 / 30 DAYS

gabapentin 400 mg capsule 270 / 30 DAYS

gabapentin 600 mg tablet 180 / 30 DAYS

gabapentin 800 mg tablet 150 / 30 DAYS
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ANTICONVULSANTS
NAYZILAM 10 / 30 DAYS

pregabalin (25 mg capsule, 50 mg capsule, 75 mg capsule, 100 mg capsule, 150 mg
capsule, 200 mg capsule, 225 mg capsule)

90 / 30 DAYS

pregabalin 20 mg/ml solution 900 / 30 DAYS

pregabalin 300 mg capsule 60 / 30 DAYS

VALTOCO 20 / 30 DAYS

XCOPRI (150 MG TABLET, 200 MG TABLET) 60 / 30 DAYS

XCOPRI (250 MG, 350 MG) 56 / 28 DAYS

XCOPRI (50-100 MG PAK, 150-200 MG PK) 28 / 28 DAYS

XCOPRI 100 MG TABLET 120 / 30 DAYS

XCOPRI 12.5-25 MG TITRATION PK 28 / 28 DAYS

XCOPRI 50 MG TABLET 240 / 30 DAYS

ANTIDEMENTIA AGENTS
memantine hcl er 30 / 30 DAYS

ANTIDEPRESSANTS
APLENZIN 30 / 30 DAYS

bupropion hcl sr (100 mg tablet, 200 mg tablet) 90 / 30 DAYS

bupropion hcl sr 150mg tablet 60 / 30 DAYS

bupropion hcl xl 150 mg tablet 90 / 30 DAYS

bupropion hcl xl 300 mg tablet 30 / 30 DAYS

bupropion hcl xl 450 mg tablet 30 / 30 DAYS

desvenlafaxine er 100 mg tab 120 / 30 DAYS

desvenlafaxine er 50 mg tab 30 / 30 DAYS

desvenlafaxine succinate er (er 25 mg, er 50 mg) 30 / 30 DAYS

desvenlafaxine succnt er 100mg 120 / 30 DAYS

DRIZALMA SPRINKLE (DR 20 MG CAP, DR 60 MG CAP) 60 / 30 DAYS

DRIZALMA SPRINKLE (DR 30 MG CAP, DR 40 MG CAP) 90 / 30 DAYS

duloxetine hcl (dr 20 mg cap, dr 60 mg cap) 60 / 30 DAYS

duloxetine hcl dr 30 mg cap 90 / 30 DAYS

duloxetine hcl dr 40 mg cap 90 / 30 DAYS

EMSAM 30 / 30 DAYS

FETZIMA (ER 20 MG CAPSULE, ER 40 MG CAPSULE, ER 80 MG CAPSULE, ER 120 MG
CAPSULE)

30 / 30 DAYS
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ANTIDEPRESSANTS
FETZIMA 20-40 MG TITRATION PAK 56 / 365 OVER TIME

fluoxetine dr 4 / 28 DAYS

fluvoxamine maleate er 60 / 30 DAYS

olanzapine-fluoxetine hcl (3-25 mg, 6-25 mg) 90 / 30 DAYS

olanzapine-fluoxetine hcl (6-50 mg, 12-25 mg, 12-50 mg) 30 / 30 DAYS

paroxetine mesylate 30 / 30 DAYS

PEXEVA (10 MG TABLET, 20 MG TABLET, 40 MG TABLET) 30 / 30 DAYS

PEXEVA 30 MG TABLET 60 / 30 DAYS

TRINTELLIX 30 / 30 DAYS

VIIBRYD (10 MG TABLET, 20 MG TABLET, 40 MG TABLET) 30 / 30 DAYS

VIIBRYD 10-20 MG STARTER PACK 60 / 365 OVER TIME

ANTIEMETICS
aprepitant 125 mg capsule 2 / 30 OVER TIME

aprepitant 125-80-80 mg pack 6 / 30 OVER TIME

aprepitant 40 mg capsule 1 / 30 OVER TIME

aprepitant 80 mg capsule 8 / 30 OVER TIME

dronabinol 60 / 30 OVER TIME

EMEND 125 MG POWDER PACKET 6 / 30 OVER TIME

granisetron hcl 1 mg tablet 30 / 30 OVER TIME

MOTEGRITY 30 / 30 DAYS

ondansetron 4 mg/5 ml solution 450 / 30 DAYS

ondansetron hcl (4 ml isecure, hcl 4 ml amp, hcl 4 ml syr, hcl 4 ml vial) 240 / 30 DAYS

ondansetron hcl 24 mg tablet 14 / 28 OVER TIME

SANCUSO 2 / 30 OVER TIME

scopolamine 10 / 30 DAYS

ANTIFUNGALS
terbinafine hcl 84 / 180 OVER TIME

ANTIMIGRAINE AGENTS
AIMOVIG AUTOINJECTOR 1 / 30 DAYS

AIMOVIG AUTOINJECTOR (2 PACK) 2 / 30 DAYS

AJOVY AUTOINJECTOR 1.5 / 30 DAYS
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ANTIMIGRAINE AGENTS
AJOVY SYRINGE 1.5 / 30 DAYS

almotriptan malate 12 / 30 OVER TIME

dihydroergotamine 4 mg/ml spry 8 / 30 OVER TIME

EMGALITY 120 MG/ML SYRINGE 2 / 30 DAYS

EMGALITY PEN 2 / 30 DAYS

EMGALITY SYRINGE (100 MG/ML SYR(1 OF 3), 300 MG (100 MG X3SYR)) 3 / 30 DAYS

frovatriptan succinate 12 / 30 OVER TIME

naratriptan hcl 9 / 30 OVER TIME

rizatriptan 18 / 30 OVER TIME

sumatriptan 12 / 30 OVER TIME

sumatriptan 6 mg/0.5 ml syrng 15 / 30 OVER TIME

sumatriptan succinate (25 mg tablet, 50 mg tablet, 100 mg tablet) 9 / 30 OVER TIME

sumatriptan succinate (4 ml cart, 4 ml inject) 8 / 30 OVER TIME

sumatriptan succinate (6 ml cart, 6 ml inject, 6 ml vial) 5 / 30 OVER TIME

UBRELVY 100 MG TABLET 16 / 30 DAYS

UBRELVY 50 MG TABLET 32 / 30 DAYS

zolmitriptan (2.5 mg tablet, 5 mg tablet) 12 / 30 OVER TIME

zolmitriptan 2.5 mg nasal spry 18 / 30 OVER TIME

zolmitriptan 2.5 mg odt 12 / 30 OVER TIME

zolmitriptan 5 mg nasal spray 12 / 30 OVER TIME

zolmitriptan 5 mg odt 9 / 30 OVER TIME

ZOMIG 2.5 MG NASAL SPRAY 18 / 30 OVER TIME

ZOMIG 5 MG NASAL SPRAY 12 / 30 OVER TIME

ANTIMYCOBACTERIALS
PRETOMANID 30 / 30 DAYS

ANTINEOPLASTICS
AFINITOR 10 MG TABLET 30 / 30 DAYS

ALECENSA 240 / 30 DAYS

ALUNBRIG (90 MG TABLET, 180 MG TABLET) 30 / 30 DAYS

ALUNBRIG 30 MG TABLET 180 / 30 DAYS

ALUNBRIG 90 MG-180 MG TAB PACK 60 / 365 OVER TIME

AYVAKIT (100 MG TABLET, 200 MG TABLET, 300 MG TABLET) 30 / 30 DAYS
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ANTINEOPLASTICS
BRUKINSA 120 / 30 DAYS

CALQUENCE 60 / 30 DAYS

CAPRELSA 100 MG TABLET 60 / 30 DAYS

COTELLIC 90 / 30 DAYS

ERLEADA 120 / 30 DAYS

erlotinib hcl (100 mg tablet, 150 mg tablet) 30 / 30 DAYS

erlotinib hcl 25 mg tablet 90 / 30 DAYS

everolimus (2.5 mg tablet, 5 mg tablet, 7.5 mg tablet) 30 / 30 DAYS

FARYDAK (10 MG CAPSULE, 15 MG CAPSULE, 20 MG CAPSULE) 6 / 21 OVER TIME

FOTIVDA 21 / 28 DAYS

GAVRETO 120 / 30 DAYS

GILOTRIF 30 / 30 DAYS

ICLUSIG (10 MG TABLET, 15 MG TABLET) 60 / 30 DAYS

ICLUSIG 30 MG TABLET 30 / 30 DAYS

IDHIFA 30 / 30 DAYS

INQOVI 5 / 28 DAYS

JAKAFI 60 / 30 DAYS

KISQALI 63 / 28 OVER TIME

KISQALI FEMARA 200 MG CO-PACK 49 / 28 OVER TIME

KISQALI FEMARA 400 MG CO-PACK 70 / 28 OVER TIME

KISQALI FEMARA 600 MG CO-PACK 91 / 28 DAYS

LONSURF 15 MG-6.14 MG TABLET 100 / 28 DAYS

LONSURF 20 MG-8.19 MG TABLET 80 / 28 DAYS

LUMAKRAS 240 / 30 DAYS

NERLYNX 180 / 30 DAYS

ONUREG 14 / 28 DAYS

PEMAZYRE 14 / 21 DAYS

QINLOCK 90 / 30 DAYS

RETEVMO 120 / 30 DAYS

RUBRACA (200 MG TABLET, 300 MG TABLET) 120 / 30 DAYS

RYDAPT 224 / 28 DAYS

TABRECTA 120 / 30 DAYS
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ANTINEOPLASTICS
TAGRISSO 30 / 30 DAYS

TEPMETKO 60 / 30 DAYS

UKONIQ 120 / 30 DAYS

VERZENIO 60 / 30 DAYS

WELIREG 60 / 30 DAYS

YONSA 120 / 30 DAYS

ZEJULA 90 / 30 DAYS

ANTIPARASITICS
IMPAVIDO 84 / 28 DAYS

ANTIPARKINSON AGENTS
APOKYN 60 / 30 DAYS

INBRIJA 300 / 30 DAYS

KYNMOBI (10 MG, 15 MG, 20 MG, 25 MG, 30 MG) 150 / 30 DAYS

OSMOLEX ER 322 MG DAILY DOSE 60 / 30 DAYS

ANTIPSYCHOTICS
aripiprazole (10 mg tablet, 30 mg tablet) 30 / 30 DAYS

aripiprazole (2 mg tablet, 5 mg tablet, 15 mg tablet, 20 mg tablet) 60 / 30 DAYS

aripiprazole 1 mg/ml solution 750 / 30 DAYS

aripiprazole odt 60 / 30 DAYS

ARISTADA ER 1064 MG/3.9 ML SYR 3.9 / 56 OVER TIME

asenapine maleate 60 / 30 DAYS

CAPLYTA 30 / 30 DAYS

clozapine (25 mg tablet, 100 mg tablet) 270 / 30 DAYS

clozapine 200 mg tablet 120 / 30 DAYS

clozapine 50 mg tablet 180 / 30 DAYS

clozapine odt (odt 25 mg tablet, odt 100 mg tablet) 270 / 30 DAYS

clozapine odt 12.5 mg tablet 90 / 30 DAYS

clozapine odt 150 mg tablet 180 / 30 DAYS

clozapine odt 200 mg tablet 120 / 30 DAYS

FANAPT (1 MG TABLET, 2 MG TABLET, 4 MG TABLET) 60 / 30 DAYS

FANAPT (6 MG TABLET, 8 MG TABLET, 10 MG TABLET, 12 MG TABLET) 60 / 30 DAYS
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ANTIPSYCHOTICS
FANAPT TITRATION PACK 8 / 180 OVER TIME

LATUDA (20 MG TABLET, 40 MG TABLET, 60 MG TABLET, 120 MG TABLET) 30 / 30 DAYS

LATUDA 80 MG TABLET 60 / 30 DAYS

NUPLAZID 17 MG TABLET 60 / 30 DAYS

olanzapine (2.5 mg tablet, 5 mg tablet, 7.5 mg tablet, 10 mg tablet, 15 mg tablet, 20
mg tablet)

30 / 30 DAYS

olanzapine odt 30 / 30 DAYS

paliperidone er (er 1.5 mg tablet, er 3 mg tablet) 30 / 30 DAYS

paliperidone er 6 mg tablet 60 / 30 DAYS

paliperidone er 9 mg tablet 30 / 30 DAYS

quetiapine er 200 mg tablet 90 / 30 DAYS

quetiapine fumarate (25 mg tab, 50 mg tab, 100 mg tab, 200 mg tab) 90 / 30 DAYS

quetiapine fumarate (300 mg tab, 400 mg tab) 60 / 30 DAYS

quetiapine fumarate er (er 50 mg tablet, er 150 mg tablet, er 300 mg tablet, er 400
mg tablet)

60 / 30 DAYS

REXULTI 30 / 30 DAYS

risperidone (0.25 mg tablet, 0.5 mg tablet, 1 mg tablet, 2 mg tablet, 3 mg tablet, 4
mg tablet)

60 / 30 DAYS

risperidone 1 mg/ml solution 240 / 30 DAYS

risperidone odt 60 / 30 DAYS

SECUADO 30 / 30 DAYS

VERSACLOZ 540 / 30 DAYS

VRAYLAR (1.5 MG CAPSULE, 3 MG CAPSULE, 4.5 MG CAPSULE, 6 MG CAPSULE) 30 / 30 DAYS

VRAYLAR 1.5 MG-3 MG PACK 14 / 365 OVER TIME

ziprasidone hcl 60 / 30 DAYS

ziprasidone mesylate 60 / 30 DAYS

ZYPREXA RELPREVV (300 MG VIAL, 300 MG VL KIT, 405 MG VIAL, 405 MG VL KIT) 2 / 28 DAYS

ANTIVIRALS
abacavir-lamivudine 30 / 30 DAYS

abacavir-lamivudine-zidovudine 60 / 30 DAYS

BARACLUDE 0.05 MG/ML SOLUTION 600 / 30 DAYS

BIKTARVY 30 / 30 DAYS

COMPLERA 30 / 30 DAYS
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ANTIVIRALS
DESCOVY 30 / 30 DAYS

didanosine dr 200 mg capsule 60 / 30 DAYS

efavirenz-emtric-tenofov disop 30 / 30 DAYS

efavirenz-lamivu-tenofov disop 30 / 30 DAYS

emtricitabine-tenofovir disop 30 / 30 DAYS

entecavir 30 / 30 DAYS

EVOTAZ 30 / 30 DAYS

FUZEON 60 / 30 DAYS

GENVOYA 30 / 30 DAYS

ISENTRESS HD 60 / 30 DAYS

JULUCA 30 / 30 DAYS

lamivudine-zidovudine 60 / 30 DAYS

ledipasvir-sofosbuvir 168 / 365 OVER TIME

ODEFSEY 30 / 30 DAYS

oseltamivir 6 mg/ml suspension 2250 / 365 OVER TIME

oseltamivir phos 75 mg capsule 110 / 365 OVER TIME

oseltamivir phosphate (30 mg capsule, 45 mg capsule) 180 / 365 OVER TIME

PREZCOBIX 30 / 30 DAYS

RELENZA 240 / 365 OVER TIME

RUKOBIA 60 / 30 DAYS

sofosbuvir-velpatasvir 84 / 365 OVER TIME

SOVALDI 400 MG TABLET 336 / 365 OVER TIME

STRIBILD 30 / 30 DAYS

TEMIXYS 30 / 30 DAYS

TIVICAY PD 180 / 30 DAYS

TRIUMEQ 30 / 30 DAYS

valacyclovir 120 / 30 DAYS

VOCABRIA 30 / 30 DAYS

ANXIOLYTICS
alprazolam (0.25 mg tablet, 0.5 mg tablet, 1 mg tablet) 120 / 30 DAYS

alprazolam 2 mg tablet 150 / 30 DAYS

alprazolam er (er 0.5 mg tablet, er 1 mg tablet) 30 / 30 DAYS
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ANXIOLYTICS
alprazolam er 2 mg tablet 150 / 30 DAYS

alprazolam er 3 mg tablet 90 / 30 DAYS

alprazolam odt (odt 0.25 mg tab, odt 0.5 mg tab, odt 1 mg tab) 120 / 30 DAYS

alprazolam odt 2 mg tab 150 / 30 DAYS

alprazolam xr (0.5 mg tablet, 1 mg tablet) 30 / 30 DAYS

alprazolam xr 2 mg tablet 150 / 30 DAYS

alprazolam xr 3 mg tablet 90 / 30 DAYS

chlordiazepoxide 10 mg capsule 900 / 30 DAYS

chlordiazepoxide 25 mg capsule 360 / 30 DAYS

chlordiazepoxide 5 mg capsule 120 / 30 DAYS

clorazepate 15 mg tablet 180 / 30 DAYS

clorazepate 7.5 mg tablet 360 / 30 DAYS

lorazepam (0.5 mg tablet, 1 mg tablet) 90 / 30 DAYS

lorazepam 2 mg tablet 150 / 30 DAYS

oxazepam 120 / 30 DAYS

temazepam 30 / 30 DAYS

BLOOD GLUCOSE REGULATORS
ACTOPLUS MET XR 15-1,000 MG TB 60 / 30 DAYS

ACTOPLUS MET XR 30-1,000 MG TB 45 / 30 DAYS

AVANDIA 2 MG TABLET 120 / 30 DAYS

AVANDIA 4 MG TABLET 60 / 30 DAYS

BYDUREON BCISE 3.4 / 28 DAYS

BYDUREON PEN 4 / 28 DAYS

BYETTA 10 MCG DOSE PEN INJ 2.4 / 30 DAYS

BYETTA 5 MCG DOSE PEN INJ 1.2 / 30 DAYS

FARXIGA 30 / 30 DAYS

glimepiride 1 mg tablet 240 / 30 DAYS

glimepiride 2 mg tablet 120 / 30 DAYS

glimepiride 4 mg tablet 60 / 30 DAYS

glipizide 10 mg tablet 120 / 30 DAYS

glipizide 5 mg tablet 240 / 30 DAYS

glipizide er 10 mg tablet 60 / 30 DAYS
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BLOOD GLUCOSE REGULATORS
glipizide er 2.5 mg tablet 240 / 30 DAYS

glipizide er 5 mg tablet 120 / 30 DAYS

glipizide xl 10 mg tablet 60 / 30 DAYS

glipizide xl 2.5 mg tablet 240 / 30 DAYS

glipizide xl 5 mg tablet 120 / 30 DAYS

glipizide-metformin (2.5-500 mg, 5-500 mg) 120 / 30 DAYS

glipizide-metformin 2.5-250 mg 240 / 30 DAYS

glyburid-metformin 1.25-250 mg 240 / 30 DAYS

glyburide 1.25 mg tablet 480 / 30 DAYS

glyburide 2.5 mg tablet 240 / 30 DAYS

glyburide 5 mg tablet 120 / 30 DAYS

glyburide micro 1.5 mg tab 240 / 30 DAYS

glyburide micro 3 mg tablet 120 / 30 DAYS

glyburide micro 6 mg tablet 60 / 30 DAYS

glyburide-metformin hcl (2.5-500 mg, 5-500 mg) 120 / 30 DAYS

INSULIN PEN NEEDLE 200 / 30 DAYS

INSULIN SYRINGE (DISP) U-100 0.3 ML 200 / 30 DAYS

INSULIN SYRINGE (DISP) U-100 1 ML 200 / 30 DAYS

INSULIN SYRINGE (DISP) U-100 1/2 ML 200 / 30 DAYS

INVOKAMET (150-1,000 MG TABLET, 150-500 MG TABLET) 60 / 30 DAYS

INVOKAMET 50-500 MG TABLET 120 / 30 DAYS

INVOKAMET XR (50-1,000 MG TAB, 50-500 MG TABLET, 150-500 MG TABLET) 60 / 30 DAYS

INVOKANA 100 MG TABLET 90 / 30 DAYS

INVOKANA 300 MG TABLET 30 / 30 DAYS

JANUMET 60 / 30 DAYS

JANUMET XR (50-1,000 MG TABLET, 50-500 MG TABLET) 60 / 30 DAYS

JANUMET XR 100-1,000 MG TABLET 30 / 30 DAYS

JARDIANCE 10 MG TABLET 60 / 30 DAYS

JARDIANCE 25 MG TABLET 30 / 30 DAYS

JENTADUETO 60 / 30 DAYS

JENTADUETO XR 2.5 MG-1,000 MG 60 / 30 DAYS

JENTADUETO XR 5 MG-1,000 MG TB 30 / 30 DAYS
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BLOOD GLUCOSE REGULATORS
KOMBIGLYZE XR (5-1,000 MG TAB, 5-500 MG TABLET) 30 / 30 DAYS

KOMBIGLYZE XR 2.5-1,000 MG TAB 60 / 30 DAYS

metformin er 500 mg gastrc-tb 120 / 30 DAYS

metformin hcl 1,000 mg tablet 60 / 30 DAYS

metformin hcl 500 mg tablet 150 / 30 DAYS

metformin hcl 500 mg/5 ml soln 765 / 30 DAYS

metformin hcl 850 mg tablet 90 / 30 DAYS

metformin hcl er 500 mg tablet 120 / 30 DAYS

metformin hcl er 750 mg tablet 60 / 30 DAYS

ONGLYZA 2.5 MG TABLET 60 / 30 DAYS

ONGLYZA 5 MG TABLET 30 / 30 DAYS

OZEMPIC (1 (2 MG/1.5ML), 1 (4 MG/3 ML)) 3 / 28 DAYS

OZEMPIC 0.25-0.5 MG/DOSE PEN 1.5 / 28 DAYS

pioglitazone hcl 15 mg tablet 60 / 30 DAYS

pioglitazone hcl 30 mg tablet 45 / 30 DAYS

pioglitazone hcl 45 mg tablet 30 / 30 DAYS

pioglitazone-glimepiride 45 / 30 DAYS

pioglitazone-metformin 90 / 30 DAYS

repaglinide-metformin hcl 150 / 30 DAYS

RYBELSUS 30 / 30 DAYS

SYNJARDY (5-1,000 MG TABLET, 12.5-1,000 MG TABLET) 60 / 30 DAYS

SYNJARDY (5-500 MG TABLET, 12.5-500 MG TABLET) 120 / 30 DAYS

SYNJARDY XR (5-1,000 MG TABLET, 10-1,000 MG TABLET, 12.5-1,000 MG TAB) 60 / 30 DAYS

SYNJARDY XR 25-1,000 MG TABLET 30 / 30 DAYS

tolazamide 250 mg tablet 240 / 30 DAYS

tolazamide 500 mg tablet 120 / 30 DAYS

tolbutamide 180 / 30 DAYS

TRADJENTA 30 / 30 DAYS

TRIJARDY XR (10-5-1,000 MG TAB, 25-5-1,000 MG TAB) 30 / 30 DAYS

TRIJARDY XR (5-2.5-1,000 MG TAB, 12.5-2.5-1,000 MG) 60 / 30 DAYS

TRULICITY 2 / 28 DAYS

VICTOZA 2-PAK 9 / 30 DAYS
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BLOOD GLUCOSE REGULATORS
VICTOZA 3-PAK 9 / 30 DAYS

XIGDUO XR (10 MG-1,000 MG TAB, 10 MG-500 MG TABLET) 30 / 30 DAYS

XIGDUO XR (2.5 MG-1,000 MG TAB, 5 MG-1,000 MG TABLET, 5 MG-500 MG TABLET) 60 / 30 DAYS

BLOOD PRODUCTS/MODIFIERS/VOLUME EXPANDERS
DOPTELET (10 TAB PK) 20 MG TAB 10 / 30 DAYS

DOPTELET (15 TAB PK) 20 MG TAB 15 / 30 DAYS

DOPTELET (30 TAB PK) 20 MG TAB 60 / 30 DAYS

ELIQUIS 2.5 MG TABLET 60 / 30 DAYS

ELIQUIS 5 MG TABLET 90 / 30 DAYS

ELIQUIS DVT-PE TREAT START 5MG 148 / 365 OVER TIME

enoxaparin 30 mg/0.3 ml syr 10.5 / 90 OVER TIME

enoxaparin 300 mg/3 ml vial 105 / 90 OVER TIME

enoxaparin 40 mg/0.4 ml syr 14 / 90 OVER TIME

enoxaparin 60 mg/0.6 ml syr 21 / 90 OVER TIME

enoxaparin sodium (100 mg/ml, 150 mg/ml) 35 / 90 OVER TIME

enoxaparin sodium (80 ml, 120 ml) 28 / 90 OVER TIME

fondaparinux 10 mg/0.8 ml syr 28 / 90 OVER TIME

fondaparinux 2.5 mg/0.5 ml syr 17.5 / 90 OVER TIME

fondaparinux 5 mg/0.4 ml syr 14 / 90 OVER TIME

fondaparinux 7.5 mg/0.6 ml syr 21 / 90 OVER TIME

MOZOBIL 38.4 / 365 OVER TIME

PRADAXA 60 / 30 DAYS

prasugrel hcl 30 / 30 DAYS

RETACRIT (2,000 UNIT/ML VIAL, 3,000 UNIT/ML VIAL, 4,000 UNIT/ML VIAL, 10,000
UNIT/ML VIAL, 20,000 UNIT/2 ML VIAL, 20,000 UNIT/ML VIAL)

14 / 30 DAYS

RETACRIT 40,000 UNIT/ML VIAL 14 / 30 DAYS

XARELTO (10 MG TABLET, 20 MG TABLET) 30 / 30 DAYS

XARELTO (2.5 MG TABLET, 15 MG TABLET) 60 / 30 DAYS

XARELTO DVT-PE TREAT START 30D 102 / 365 OVER TIME

CARDIOVASCULAR AGENTS
CORLANOR (5 MG TABLET, 7.5 MG TABLET) 60 / 30 DAYS

digitek 125 mcg tablet 30 / 30 DAYS
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CARDIOVASCULAR AGENTS
digox 125 mcg tablet 30 / 30 DAYS

digoxin (0.125 mg tablet, 125 mcg tablet) 30 / 30 DAYS

ENTRESTO 60 / 30 DAYS

EVKEEZA 1,200 MG/8 ML VIAL 8 / 28 DAYS

EVKEEZA 345 MG/2.3 ML VIAL 4.6 / 28 DAYS

JUXTAPID 30 / 30 DAYS

LANOXIN 187.5 MCG TABLET 30 / 30 DAYS

LUCEMYRA 224 / 30 DAYS

NEXLETOL 30 / 30 DAYS

NEXLIZET 30 / 30 DAYS

PRALUENT PEN 2 / 28 DAYS

REPATHA PUSHTRONEX 3.5 / 28 DAYS

REPATHA SURECLICK 3 / 28 DAYS

REPATHA SYRINGE 3 / 28 DAYS

VERQUVO 30 / 30 DAYS

CENTRAL NERVOUS SYSTEM AGENTS
atomoxetine hcl (10 mg capsule, 18 mg capsule) 60 / 30 DAYS

atomoxetine hcl (25 mg capsule, 40 mg capsule, 60 mg capsule, 100 mg capsule) 60 / 30 DAYS

atomoxetine hcl 80 mg capsule 30 / 30 DAYS

AUBAGIO 30 / 30 DAYS

AUSTEDO 12 MG TABLET 120 / 30 DAYS

AUSTEDO 6 MG TABLET 240 / 30 DAYS

AUSTEDO 9 MG TABLET 180 / 30 DAYS

AVONEX (30 MCG VIAL KIT, PREFILLED SYR 30 MCG KT) 4 / 28 DAYS

AVONEX PEN 4 / 28 DAYS

BETASERON 15 / 30 DAYS

butalb-acetamin-caff 50-325-40 360 / 30 DAYS

dalfampridine er 60 / 30 DAYS

dexmethylphenidate er 20 mg cp 60 / 30 DAYS

dexmethylphenidate hcl 60 / 30 DAYS

dexmethylphenidate hcl er (er 10 mg, er 15 mg, er 25 mg, er 30 mg, er 35 mg, er 40
mg)

30 / 30 DAYS
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CENTRAL NERVOUS SYSTEM AGENTS
dextroamphetamine 10 mg tab 180 / 30 DAYS

dextroamphetamine 5 mg tab 90 / 30 DAYS

dextroamphetamine er 10 mg cap 180 / 30 DAYS

dextroamphetamine er 15 mg cap 120 / 30 DAYS

dextroamphetamine er 5 mg cap 60 / 30 DAYS

dextroamphetamine-amphet er 30 / 30 DAYS

dextroamphetamine-amphetamine 90 / 30 DAYS

dimethyl fumarate (dr 120 mg, dr 240 mg) 60 / 30 DAYS

dimethyl fumarate 30d start pk 120 / 365 OVER TIME

FIRDAPSE 240 / 30 DAYS

GILENYA 30 / 30 DAYS

glatiramer 20 mg/ml syringe 30 / 30 DAYS

glatiramer 40 mg/ml syringe 12 / 28 DAYS

glatopa 20 mg/ml syringe 30 / 30 DAYS

glatopa 40 mg/ml syringe 12 / 28 DAYS

INGREZZA 30 / 30 DAYS

INGREZZA INITIATION PACK 28 / 28 DAYS

MAYZENT 0.25 MG STARTER PACK 12 / 30 DAYS

methylphenidate 10 mg chew tab 180 / 30 DAYS

methylphenidate er (er 10 mg cap, er 15 mg cap, er 18 mg tab, er 20 mg cap, er 27
mg tab, er 30 mg cap, er 40 mg cap, er 50 mg cap, er 54 mg tab, er 60 mg cap)

30 / 30 DAYS

methylphenidate er 10 mg tab 180 / 30 DAYS

methylphenidate er 20 mg tab 90 / 30 DAYS

methylphenidate er 36 mg tab 60 / 30 DAYS

methylphenidate er(la) 30mg cp 30 / 30 DAYS

methylphenidate hcl (2.5 mg tb, 5 mg tab) 90 / 30 DAYS

methylphenidate hcl (5 mg tablet, 10 mg tablet, 20 mg tablet) 90 / 30 DAYS

methylphenidate hcl cd 30 / 30 DAYS

methylphenidate hcl er (cd) 30 / 30 DAYS

methylphenidate la (30 mg cap, 60 mg cap) 30 / 30 DAYS

PLEGRIDY 125 MCG/0.5 ML PEN 1 / 28 DAYS

PLEGRIDY 125 MCG/0.5 ML SYRING 1 / 28 DAYS
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CENTRAL NERVOUS SYSTEM AGENTS
PLEGRIDY PEN INJ STARTER PACK 2 / 365 OVER TIME

REBIF (22 ML, 44 ML) 6 / 28 DAYS

REBIF REBIDOSE (22 ML, 44 ML) 6 / 28 DAYS

REBIF REBIDOSE TITRATION PACK 8.4 / 365 OVER TIME

REBIF TITRATION PACK 8.4 / 365 OVER TIME

SAVELLA (12.5 MG TABLET, 25 MG TABLET, 50 MG TABLET, 100 MG TABLET) 60 / 30 DAYS

SAVELLA TITRATION PACK 110 / 365 OVER TIME

tencon 360 / 30 DAYS

VUMERITY 120 / 30 DAYS

VYNDAMAX 30 / 30 DAYS

VYNDAQEL 120 / 30 DAYS

VYVANSE (10 MG CAPSULE, 20 MG CAPSULE, 30 MG CAPSULE, 40 MG CAPSULE, 50
MG CAPSULE, 60 MG CAPSULE, 70 MG CAPSULE)

30 / 30 DAYS

DERMATOLOGICAL AGENTS
calcipotriene-betamethasone 400 / 30 DAYS

calcipotriene-betamethasone dp 400 / 28 DAYS

diclofenac 1.5% topical soln 300 / 30 DAYS

diclofenac sodium 1% gel 1000 / 30 DAYS

doxepin 5% cream 90 / 30 DAYS

DUOBRII 200 / 30 DAYS

TAZORAC (0.05% GEL, 0.1% GEL) 100 / 30 DAYS

ELECTROLYTES/MINERALS/METALS/VITAMINS
clovique 240 / 30 DAYS

cyanocobalamin injection (b-12) 10 / 30 DAYS

SAMSCA 15 MG TABLET 60 / 30 DAYS

sevelamer 0.8 gm powder packet 180 / 30 DAYS

sevelamer 2.4 gm powder packet 90 / 30 DAYS

tolvaptan 60 / 30 DAYS

trientine hcl 240 / 30 DAYS

vitamin d2 4 / 28 DAYS

GASTROINTESTINAL AGENTS
AMITIZA 60 / 30 DAYS
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GASTROINTESTINAL AGENTS
DEXILANT 30 / 30 DAYS

esomeprazole magnesium (dr 10 mg, dr 20 mg, dr 40 mg) 30 / 30 DAYS

esomeprazole magnesium (dr 20 mg cap, dr 40 mg cap) 30 / 30 DAYS

lansoprazole (dr 15 mg capsule, dr 30 mg capsule) 30 / 30 DAYS

LINZESS 30 / 30 DAYS

lubiprostone 60 / 30 DAYS

MOVANTIK 30 / 30 DAYS

NEXIUM (DR 2.5 MG, DR 5 MG) 30 / 30 DAYS

OCALIVA 30 / 30 DAYS

omeprazole (dr 10 mg capsule, dr 20 mg capsule) 60 / 30 DAYS

omeprazole dr 40 mg capsule 30 / 30 DAYS

pantoprazole sodium (dr 20 mg tab, dr 40 mg tab) 30 / 30 DAYS

rabeprazole sod dr 20 mg tab 30 / 30 DAYS

RELISTOR (12 ML SYRINGE, 12 ML VIAL) 18 / 30 DAYS

RELISTOR 8 MG/0.4 ML SYRINGE 12 / 30 DAYS

GENETIC OR ENZYME DISORDER: REPLACEMENT, MODIFIERS, TREATMENT
GIVLAARI 2 / 30 DAYS

TEGSEDI 6 / 30 DAYS

GENITOURINARY AGENTS
sildenafil citrate (25 mg tablet, 50 mg tablet, 100 mg tablet) 4 / 30 OVER TIME

tadalafil (10 mg tablet, 20 mg tablet) 4 / 30 OVER TIME

tadalafil 5 mg tablet 30 / 30 DAYS

HORMONAL AGENTS, STIMULANT/REPLACEMENT/MODIFYING (ADRENAL)
ISTURISA 1 MG TABLET 240 / 30 DAYS

ISTURISA 10 MG TABLET 180 / 30 DAYS

ISTURISA 5 MG TABLET 60 / 30 DAYS

HORMONAL AGENTS, STIMULANT/REPLACEMENT/MODIFYING (PITUITARY)
EGRIFTA 60 / 30 DAYS

EGRIFTA SV 60 / 30 DAYS

HORMONAL AGENTS, STIMULANT/REPLACEMENT/MODIFYING (PROSTAGLANDINS)
KORLYM 120 / 30 DAYS
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HORMONAL AGENTS, STIMULANT/REPLACEMENT/MODIFYING (SEX HORMONES/MODIFIERS)
amethia 91 / 91 DAYS

ashlyna 91 / 91 DAYS

camrese lo 91 / 91 DAYS

DEPO-PROVERA 400 MG/ML VIAL 10 / 28 DAYS

DEPO-SUBQ PROVERA 104 0.65 / 90 OVER TIME

ESTRING 1 / 90 OVER TIME

FEMRING 1 / 90 OVER TIME

introvale 91 / 91 DAYS

medroxyprogesterone 150 mg/ml 1 / 90 OVER TIME

NATESTO 21.96 / 30 DAYS

oxandrolone 10 mg tablet 60 / 30 DAYS

oxandrolone 2.5 mg tablet 240 / 30 DAYS

setlakin 91 / 91 DAYS

testosterone ((2.5 g) pkt, gel pump) 150 / 30 DAYS

testosterone (1% (25mg/2.5g) pk, 1% (50 mg/5 g) pk, 12.5 mg/1.25 gram, 50 mg/5
gram gel, 50 mg/5 gram pkt)

300 / 30 DAYS

testosterone 1.62%(1.25 g) pkt 112.5 / 30 DAYS

HORMONAL AGENTS, SUPPRESSANT (PITUITARY)
ELIGARD (22.5 MG B, 22.5 MG KIT) 1 / 84 OVER TIME

ELIGARD (30 MG B, 30 MG KIT) 1 / 112 OVER TIME

ELIGARD (45 MG B, 45 MG KIT) 1 / 168 OVER TIME

ELIGARD (7.5 MG B, 7.5 MG KIT) 1 / 28 OVER TIME

FIRMAGON (2 X 120 MG KIT, 120 MG VIAL) 4 / 365 OVER TIME

FIRMAGON 80 MG KIT 1 / 28 OVER TIME

LUPANETA PK 11.25-5 MG 3MO KIT 1 / 84 DAYS

LUPANETA PK 3.75-5 MG 1MO KIT 1 / 28 DAYS

LUPRON DEPO 11.25MG (LUPANETA) 1 / 84 OVER TIME

LUPRON DEPOT (11.25 MG, 22.5 MG) 1 / 84 OVER TIME

LUPRON DEPOT (3.75 MG, 7.5 MG) 1 / 28 OVER TIME

LUPRON DEPOT 3.75MG (LUPANETA) 1 / 28 OVER TIME

LUPRON DEPOT 45 MG 6MO KIT 1 / 168 OVER TIME

LUPRON DEPOT-4 MONTH KIT 1 / 112 OVER TIME
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HORMONAL AGENTS, SUPPRESSANT (PITUITARY)
LUPRON DEPOT-PED (11.25 MG, 15 MG) 1 / 28 OVER TIME

LUPRON DEPOT-PED 11.25 MG 3MO 1 / 84 OVER TIME

LUPRON DEPOT-PED 30 MG 3MO KIT 1 / 1112 OVER TIME

LUPRON DEPOT-PED 7.5 MG KIT 1 / 28 OVER TIME

ORGOVYX 33 / 30 DAYS

SIGNIFOR 60 / 30 DAYS

SIGNIFOR LAR (20 MG KIT, 20 MG VIAL, 40 MG KIT, 40 MG VIAL, 60 MG KIT, 60 MG
VIAL)

1 / 28 DAYS

TRELSTAR 11.25 MG VIAL 1 / 84 OVER TIME

TRELSTAR 22.5 MG VIAL 1 / 168 OVER TIME

TRELSTAR 3.75 MG VIAL 1 / 28 OVER TIME

IMMUNOLOGICAL AGENTS
ACTEMRA 162 MG/0.9 ML SYRINGE 3.6 / 28 DAYS

ACTEMRA ACTPEN 3.6 / 28 DAYS

GRASTEK 30 / 30 DAYS

ILARIS 2 / 28 DAYS

ODACTRA 30 / 30 DAYS

ORENCIA CLICKJECT 4 / 28 DAYS

RASUVO 10 MG/0.2 ML AUTOINJ 0.8 / 28 DAYS

RASUVO 12.5 MG/0.25 ML AUTOINJ 1 / 28 DAYS

RASUVO 15 MG/0.3 ML AUTOINJ 1.2 / 28 DAYS

RASUVO 17.5 MG/0.35 ML AUTOINJ 1.4 / 28 DAYS

RASUVO 20 MG/0.4 ML AUTOINJ 1.6 / 28 DAYS

RASUVO 22.5 MG/0.45 ML AUTOINJ 1.8 / 28 DAYS

RASUVO 25 MG/0.5 ML AUTOINJ 2 / 28 DAYS

RASUVO 30 MG/0.6 ML AUTOINJ 2.4 / 28 DAYS

RASUVO 7.5 MG/0.15 ML AUTOINJ 0.6 / 28 DAYS

REDITREX 10 MG/0.4 ML SYRINGE 1.6 / 28 DAYS

REDITREX 12.5 MG/0.5 ML SYRING 2 / 28 DAYS

REDITREX 15 MG/0.6 ML SYRINGE 2.4 / 28 DAYS

REDITREX 17.5 MG/0.7 ML SYRING 2.8 / 28 DAYS

REDITREX 20 MG/0.8 ML SYRINGE 3.2 / 28 DAYS
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IMMUNOLOGICAL AGENTS
REDITREX 22.5 MG/0.9 ML SYRING 3.6 / 28 DAYS

REDITREX 25 MG/ML SYRINGE 4 / 28 DAYS

REDITREX 7.5 MG/0.3 ML SYRINGE 1.2 / 28 DAYS

REZUROCK 60 / 30 DAYS

INFLAMMATORY BOWEL DISEASE AGENTS
mesalamine 4 gm/60 ml enema 1800 / 30 DAYS

mesalamine 4 gm/60 ml kit 4 / 30 DAYS

mesalamine dr 180 / 30 DAYS

mesalamine dr 1.2 gm tablet 120 / 30 DAYS

mesalamine er 240 / 30 DAYS

METABOLIC BONE DISEASE AGENTS
alendronate sodium 70 mg tab 4 / 28 DAYS

BINOSTO 4 / 28 DAYS

calcitonin-salmon 200 units sp 3.7 / 30 DAYS

ibandronate sodium 150 mg tab 1 / 28 DAYS

NATPARA 2 / 28 DAYS

PROLIA 1 / 180 DAYS

RAYALDEE 60 / 30 DAYS

risedronate sodium 150 mg tab 1 / 28 DAYS

risedronate sodium 35 mg tab 4 / 28 DAYS

risedronate sodium dr 4 / 28 DAYS

MISCELLANEOUS THERAPEUTIC AGENTS
KEVEYIS 120 / 30 DAYS

omnipod 5 pack pod 15 / 30 DAYS

omnipod dash 5 pack pod 15 / 30 DAYS

omnipod starter kit 1 / 365 OVER TIME

v-go 20 30 / 30 DAYS

v-go 30 30 / 30 DAYS

v-go 40 30 / 30 DAYS

vgo 20 30 / 30 DAYS

vgo 30 30 / 30 DAYS
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MISCELLANEOUS THERAPEUTIC AGENTS
vgo 40 30 / 30 DAYS

OPHTHALMIC AGENTS
CEQUA 60 / 30 DAYS

CYSTARAN 60 / 28 OVER TIME

EYLEA 2 MG/0.05 ML VIAL 1.2 / 365 OVER TIME

ILEVRO 6 / 30 OVER TIME

LOTEMAX 0.5% EYE OINTMENT 14 / 365 OVER TIME

loteprednol 0.5% ophthalmc gel 20 / 365 OVER TIME

LUCENTIS 1.2 / 365 OVER TIME

NEVANAC 6 / 30 OVER TIME

OXERVATE 60 / 30 DAYS

PROLENSA 12 / 365 OVER TIME

XIIDRA 60 / 30 DAYS

RESPIRATORY TRACT/PULMONARY AGENTS
ADEMPAS 90 / 30 DAYS

ADVAIR HFA 24 / 30 DAYS

albuterol hfa 90 mcg inhaler (generic proair hfa) 17 / 30 DAYS

albuterol hfa 90 mcg inhaler (generic proventil hfa) 14 / 30 DAYS

albuterol hfa 90 mcg inhaler (generic ventolin hfa) 36 / 30 DAYS

albuterol sul 0.63 mg/3 ml sol 375 / 30 DAYS

albuterol sul 1.25 mg/3 ml sol 375 / 30 DAYS

albuterol sul 2.5 mg/3 ml soln 525 / 30 DAYS

albuterol sulfate (2.5 mg/0.5 ml sol, 5 mg/ml solution, 15 mg/3 ml solution, 20 mg/4
ml solution, 100 mg/20 ml soln)

100 / 30 DAYS

albuterol sulfate hfa 17 / 30 DAYS

alyq 60 / 30 DAYS

ambrisentan 30 / 30 DAYS

ANORO ELLIPTA 60 / 30 DAYS

arformoterol tartrate 120 / 30 DAYS

ARNUITY ELLIPTA 30 / 30 DAYS

ASMANEX (TWISTHALER 110 MCG #30, TWISTHALER 220 MCG #30, TWISTHALER 220
MCG #60, TWISTHALR 220 MCG #120)

1 / 30 DAYS
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RESPIRATORY TRACT/PULMONARY AGENTS
ASMANEX HFA 26 / 30 DAYS

ATROVENT HFA 25.8 / 30 DAYS

azelastine hcl (0.1% (137 mcg) spry, 0.15% nasal spray) 60 / 30 DAYS

bosentan 60 / 30 DAYS

BREO ELLIPTA 60 / 30 DAYS

budesonide 120 / 30 DAYS

budesonide-formoterol 160-4.5 12 / 30 DAYS

budesonide-formoterol 80-4.5 13.8 / 30 DAYS

COMBIVENT RESPIMAT 8 / 30 DAYS

DULERA 13 / 30 DAYS

ESBRIET 267 MG CAPSULE 270 / 30 DAYS

ESBRIET 267 MG TABLET 180 / 30 DAYS

ESBRIET 801 MG TABLET 90 / 30 DAYS

FLOVENT 250 MCG DISKUS 240 / 30 DAYS

FLOVENT DISKUS (50 MCG, 100 MCG) 60 / 30 DAYS

FLOVENT HFA (110 MCG, 220 MCG) 24 / 30 DAYS

FLOVENT HFA 44 MCG INHALER 21.2 / 30 DAYS

flunisolide 50 / 30 DAYS

fluticasone-salmeterol (100-50, 250-50, 500-50) 60 / 30 DAYS

formoterol fumarate 120 / 30 DAYS

INCRUSE ELLIPTA 30 / 30 DAYS

ipratropium br 0.02% soln 312.5 / 30 DAYS

ipratropium-albuterol 540 / 30 DAYS

levalbuterol 1.25 mg/3 ml sol 90 / 30 DAYS

levalbuterol concentrate 90 / 30 DAYS

levalbuterol hcl (0.31 ml, 0.63 ml) 540 / 30 DAYS

levalbuterol tartrate hfa 30 / 30 DAYS

mometasone furoate 50 mcg spry 34 / 30 DAYS

NUCALA (100 MG/ML AUTO-INJECTOR, 100 MG/ML POWDER VIAL, 100 MG/ML
SYRINGE)

3 / 28 DAYS

olopatadine 665 mcg nasal spry 30.5 / 30 DAYS

OPSUMIT 30 / 30 DAYS
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RESPIRATORY TRACT/PULMONARY AGENTS
ORKAMBI (100 MG TABLET, 200 MG TABLET) 112 / 28 DAYS

PROAIR RESPICLICK 2 / 30 DAYS

QVAR REDIHALER 21.2 / 30 DAYS

SEREVENT DISKUS 60 / 30 DAYS

sildenafil 10 mg/12.5 ml vial 2250 / 30 DAYS

sildenafil 20 mg tablet 180 / 30 DAYS

SPIRIVA 30 / 30 DAYS

SPIRIVA RESPIMAT 4 / 30 DAYS

STIOLTO RESPIMAT 4 / 30 DAYS

tadalafil 20mg (generic adcirca) 60 / 30 DAYS

TOBI PODHALER 224 / 56 OVER TIME

TRELEGY ELLIPTA 60 / 30 DAYS

UPTRAVI (200 MCG TABLET, 400 MCG TABLET, 600 MCG TABLET, 800 MCG TABLET,
1,000 MCG TABLET, 1,200 MCG TABLET, 1,400 MCG TABLET, 1,600 MCG TABLET)

60 / 30 DAYS

UPTRAVI 200-800 TITRATION PACK 400 / 365 OVER TIME

VENTAVIS 270 / 30 DAYS

wixela inhub 60 / 30 DAYS

SLEEP DISORDER AGENTS
armodafinil (150 mg tablet, 200 mg tablet, 250 mg tablet) 30 / 30 DAYS

armodafinil 50 mg tablet 60 / 30 DAYS

doxepin hcl (3 mg tablet, 6 mg tablet) 30 / 30 DAYS

HETLIOZ 30 / 30 DAYS

modafinil 30 / 30 DAYS

ramelteon 30 / 30 DAYS

XYREM 540 / 30 DAYS

zaleplon 10 mg capsule 60 / 30 DAYS

zaleplon 5 mg capsule 30 / 30 DAYS

zolpidem tartrate (1.75 mg tab, 3.5 mg tablet) 30 / 30 DAYS

zolpidem tartrate (5 mg tablet, 10 mg tablet) 30 / 30 DAYS

zolpidem tartrate er 60 / 30 DAYS

null
PREVYMIS (240 MG TABLET, 480 MG TABLET) 30 / 30 DAYS
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null
PREVYMIS 240 MG/12 ML VIAL 360 / 30 DAYS

PREVYMIS 480 MG/24 ML VIAL 720 / 30 DAYS
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