
Below is a list of drugs that typically require prior authorization for coverage 
under your plan.  Individual employer variations may apply. 

Note:  All specialty medications (see the specialty drug link for a list of specialty drugs) 
required review for coverage determination  

 
 

Abilify Discmelt TBDP 10 MG 

Abilify Discmelt TBDP 15 MG 

Abilify Maintena PRSY 300 MG 

Abilify Maintena PRSY 400 MG 

Abilify Maintena SRER 300 MG 

Abilify Maintena SRER 400 MG 

Abilify SOLN 1 MG/ML 

Abilify TABS 10 MG 

Abilify TABS 15 MG 

Abilify TABS 2 MG 

Abilify TABS 20 MG 

Abilify TABS 30 MG 

Abilify TABS 5 MG 

Abiraterone Acetate TABS 500 MG 

Abreva CREA 10 % 

Acanya GEL 1.2-2.5 % 

Accutane CAPS 10 MG 

Accutane CAPS 30 MG 

Acetic Acid SOLN 0.25 % 

Acetylcysteine SOLN 10 % 

Acetylcysteine SOLN 20 % 

Actiq LPOP 1200 MCG 

Actiq LPOP 1600 MCG 

Actiq LPOP 200 MCG 

Actiq LPOP 400 MCG 

Actiq LPOP 600 MCG 

Actiq LPOP 800 MCG 

Acular LS SOLN 0.4 % 

Acyclovir CREA 5 % 

Acyclovir OINT 5 % 

Aczone GEL 5 % 

Aczone GEL 7.5 % 

Adapalene GEL 0.3 % 

Adapalene-Benzoyl Peroxide GEL 0.1-2.5 % 

Adderall TABS 10 MG 

Adderall TABS 12.5 MG 

Adderall TABS 15 MG 

Adderall TABS 20 MG 

Adderall TABS 30 MG 

Adderall TABS 5 MG 

Adderall TABS 7.5 MG 

Adderall XR CP24 10 MG 

Adderall XR CP24 15 MG 

Adderall XR CP24 20 MG 

Adderall XR CP24 25 MG 

Adderall XR CP24 30 MG 

Adderall XR CP24 5 MG 

Adlyxin SOPN 20 MCG/0.2ML 

Adlyxin Starter Pack PNKT 10 & 20 MCG/0.2ML 

Adrenalin SOLN 1 MG/ML 

Advair Diskus AEPB 100-50 MCG/DOSE 

Advair Diskus AEPB 250-50 MCG/DOSE 

Advair Diskus AEPB 500-50 MCG/DOSE 

Advair HFA AERO 115-21 MCG/ACT 

Advair HFA AERO 230-21 MCG/ACT 

Advair HFA AERO 45-21 MCG/ACT 

Advicor TB24 1000-40 MG 

Advicor TB24 500-20 MG 

Adzenys XR-ODT TBED 12.5 MG 

Adzenys XR-ODT TBED 15.7 MG 

Adzenys XR-ODT TBED 18.8 MG 

Adzenys XR-ODT TBED 3.1 MG 

Adzenys XR-ODT TBED 6.3 MG 

Adzenys XR-ODT TBED 9.4 MG 

AK-Fluor SOLN 25 % 

Aldara CREA 5 % 

Alosetron HCl TABS 0.5 MG 

Alosetron HCl TABS 1 MG 

Alphagan P SOLN 0.1 % 

Altoprev TB24 20 MG 

Altoprev TB24 40 MG 

Ambien TABS 10 MG 

Amrix CP24 15 MG 

Amrix CP24 30 MG 

Androderm PT24 2 MG/24HR 

Androderm PT24 4 MG/24HR 

AndroGel Pump GEL 12.5 MG/ACT -0.01 

Androxy TABS 10 MG 

Aplenzin TB24 174 MG 

Aplenzin TB24 348 MG 
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under your plan.  Individual employer variations may apply. 

Note:  All specialty medications (see the specialty drug link for a list of specialty drugs) 
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Aplenzin TB24 522 MG 

Apriso CP24 0.375 GM 

Aptensio XR CP24 10 MG 

Aptensio XR CP24 15 MG 

Aptensio XR CP24 20 MG 

Aptensio XR CP24 30 MG 

Aptensio XR CP24 40 MG 

Aptensio XR CP24 50 MG 

Aptensio XR CP24 60 MG 

Aptiom TABS 800 MG 

ARIPiprazole TBDP 10 MG 

ARIPiprazole TBDP 15 MG 

Aristospan Intralesional SUSP 5 MG/ML 

Arnuity Ellipta AEPB 100 MCG/ACT 

Arnuity Ellipta AEPB 200 MCG/ACT 

Asenapine Maleate SUBL 10 MG 

Asenapine Maleate SUBL 2.5 MG 

Asenapine Maleate SUBL 5 MG 

Astagraf XL CP24 0.5 MG 

Astagraf XL CP24 1 MG 

Astagraf XL CP24 5 MG 

Atovaquone SUSP 750 MG/5ML 

Atralin GEL 0.05 % 

Avar Cleanser LIQD 10-5 % 

Avar LS Cleanser LIQD 10-2 % 

Avar LS FOAM 10-2 % 

Avar LS PADS 10-2 % 

Avar PADS 9.5-5 % 

Avar-e LS CREA 10-2 % 

Azasan TABS 100 MG 

azaTHIOprineTABS100MG 

azaTHIOprineTABS75MG 

Bactroban Nasal OINT 2 % 

Baqsimi One Pack POWD 3 MG/DOSE 

Baqsimi Two Pack POWD 3 MG/DOSE 

Belbuca FILM 150 MCG 

Belbuca FILM 300 MCG 

Belbuca FILM 450 MCG 

Belbuca FILM 750 MCG 

Belsomra TABS 10 MG 

Belsomra TABS 15 MG 

Belsomra TABS 20 MG 

Belsomra TABS 5 MG 

Bicalutamide TABS 50 MG 

Bicillin L-A SUSP 1200000 UNIT/2ML 

Bicillin L-ASUSP1200000UNIT/2ML 

BotrytisSOLN43000PNU/ML 

Brimonidine Tartrate SOLN 0.15 % 

Brisdelle CAPS 7.5 MG 

Budeprion XL TB24 150 MG 

Budesonide CPEP 3 MG 

Budesonide SUSP 1 MG/2ML 

Buprenorphine PTWK 20 MCG/HR 

Bydureon PEN 2 MG 

Byetta 10 MCG Pen SOPN 10 MCG/0.04ML 

Byetta 5 MCG Pen SOPN 5 MCG/0.02ML 

ByfavoSOLR20MG 

Calcipotriene CREA 0.005 % 

Calcipotriene OINT 0.005 % 

Calcipotriene SOLN 0.005 % 

Calcipotriene-Betameth Diprop OINT 0.005-0.064 % 

Calcitrene OINT 0.005 % 

Carafate SUSP 1 GM/10ML 

CEM-Urea SOLN 45 % 

Centany AT KIT 2 % 

Centany OINT 2 % 

Cesamet CAPS 1 MG 

Chlorzoxazone TABS 375 MG 

Chlorzoxazone TABS 750 MG 

Cipro XR TB24 1000 MG 

Cipro XR TB24 500 MG 

Cladosporium CladosporioidesSOLN1:20 

Cladosporium CladosporioidesSOLN64000PNU/ML 

Clindamycin-Tretinoin GEL 1.2-0.025 % 

Clobetasol Propionate Emulsion FOAM 0.05 % 

Clobetasol Propionate FOAM 0.05 % 

Clocortolone Pivalate CREA 0.1 % 

Clocortolone Pivalate Pump CREA 0.1 % 

Concerta TBCR 18 MG 

Concerta TBCR 27 MG 

Concerta TBCR 36 MG 

Concerta TBCR 54 MG 
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ConjupriTABS2.5MG 

ConjupriTABS5MG 

Cordran CREA 0.05 % 

Cordran LOTN 0.05 % 

Cordran OINT 0.05 % 

Cordran TAPE 4 MCG/SQCM 

Creon CPEP 12000-38000 UNIT 

Creon CPEP 24000-76000 UNIT 

Creon CPEP 3000-9500 UNIT 

Creon CPEP 36000-114000 UNIT 

Creon CPEP 6000-19000 UNIT 

Crinone GEL 4 % 

Crinone GEL 8 % 

Cromolyn Sodium CONC 100 MG/5ML 

Cyclobenzaprine HCl ER CP24 15 MG 

Cyclobenzaprine HCl ER CP24 30 MG 

Cyclobenzaprine HCl TABS 7.5 MG 

Cycloset TABS 0.8 MG 

Cyklokapron SOLN 1000 MG/10ML 

Cymbalta CPEP 20 MG 

Cymbalta CPEP 30 MG 

Cymbalta CPEP 60 MG 

Daytrana PTCH 10 MG/9HR 

Daytrana PTCH 15 MG/9HR 

Daytrana PTCH 20 MG/9HR 

Daytrana PTCH 30 MG/9HR 

DayVigo TABS 10 MG 

DayVigo TABS 5 MG 

Demeclocycline HCl TABS 150 MG 

Demeclocycline HCl TABS 300 MG 

Depo-Provera SUSP 150 MG/ML 

Depo-SubQ Provera 104 SUSY 104 MG/0.65ML 

Depo-Testosterone SOLN 100 MG/ML 

Depo-Testosterone SOLN 200 MG/ML 

Desonate GEL 0.05 % 

Dexedrine CP24 10 MG 

Dexedrine CP24 15 MG 

Dexedrine CP24 5 MG 

Dexilant CPDR 30 MG 

Dexilant CPDR 60 MG 

Dextroamphetamine Sulfate SOLN 5 MG/5ML 

Diastat AcuDial GEL 10 MG 

Diastat AcuDial GEL 20 MG 

Diastat Pediatric GEL 2.5 MG 

Diclofenac Epolamine PTCH 1.3 % 

Diclofenac Sodium GEL 3 % 

Diclovix MTHPK1.5-8% 

Differin CREA 0.1 % 

Differin GEL 0.1 % 

Differin GEL 0.3 % 

Differin LOTN 0.1 % 

Dificid TABS 200 MG 

Diflorasone Diacetate CREA 0.05 % 

Diflorasone Diacetate OINT 0.05 % 

Donnatal ELIX 16.2 MG/5ML 

Donnatal TABS 16.2 MG 

Doxepin HCl CREA 5 % 

Doxycycline CPDR 40 MG 

Dronabinol CAPS 10 MG 

Dronabinol CAPS 2.5 MG 

Dronabinol CAPS 5 MG 

Droxidopa CAPS 100 MG 

Droxidopa CAPS 200 MG 

Droxidopa CAPS 300 MG 

Durlaza CP24 162.5 MG 

Dyanavel XR SUER 2.5 MG/ML 

EC-Naprosyn TBEC 375 MG 

EC-Naproxen TBEC 375 MG 

EC-Naproxen TBEC 500 MG 

Edurant TABS 25 MG 

Efudex CREA 5 % 

Elepsia XR TB24 1000 MG 

Elepsia XR TB24 1500 MG 

Elidel CREA 1 % 

Elmiron CAPS 100 MG 

ElmironCAPS100MG 

Embeda CPCR 80-3.2 MG 

Emsam PT24 12 MG/24HR 

Emsam PT24 6 MG/24HR 

Emtricitabine-Tenofovir DF TABS 100-150 MG 

Emtricitabine-Tenofovir DF TABS 133-200 MG 

Emtricitabine-Tenofovir DF TABS 167-250 MG 
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Enstilar FOAM 0.005-0.064 % 

Entocort EC CP24 3 MG 

Entocort EC CPEP 3 MG 

Epiduo Forte GEL 0.3-2.5 % 

Epiduo GEL 0.1-2.5 % 

Ery-Tab TBEC 250 MG 

Ery-Tab TBEC 333 MG 

Ery-Tab TBEC 500 MG 

Erythrocin Stearate TABS 250 MG 

Erythrocin StearateTABS250MG 

Erythromycin Base TBEC 333 MG 

Erythromycin BaseTBEC250MG 

Erythromycin BaseTBEC333MG 

Erythromycin BaseTBEC500MG 

ErythromycinTBEC250MG 

ErythromycinTBEC333MG 

ErythromycinTBEC500MG 

Etravirine TABS 100 MG 

Etravirine TABS 200 MG 

Eucrisa OINT 2 % 

Evekeo TABS 10 MG 

Evekeo TABS 5 MG 

Evotaz TABS 300-150 MG 

EvotazTABS300-150MG 

Fabior FOAM 0.1 % 

Fanapt TABS 1 MG 

Fanapt TABS 10 MG 

Fanapt TABS 12 MG 

Fanapt TABS 2 MG 

Fanapt TABS 4 MG 

Fanapt TABS 6 MG 

Fanapt TABS 8 MG 

Fanapt Titration Pack TABS 1 & 2 & 4 & 6 MG 

Fenoprofen Calcium CAPS 400 MG 

Fetzima CP24 120 MG 

Fetzima CP24 20 MG 

Fetzima CP24 40 MG 

Fetzima CP24 80 MG 

Fetzima Titration C4PK 20 & 40 MG 

Fexmid TABS 7.5 MG 

Finacea FOAM 15 % 

Finacea GEL 15 % 

Fintepla SOLN 2.2 MG/ML 

FlacOIL0.01% 

Flector PTCH 1.3 % 

Fluocinolone Acetonide Body OIL 0.01 % 

Fluocinolone Acetonide OIL 0.01 % 

Fluocinolone Acetonide Scalp OIL 0.01 % 

Fluoroplex CREA 1 % 

Fluorouracil CREA 0.5 % 

Flurandrenolide CREA 0.05 % 

Flurandrenolide LOTN 0.05 % 

Focalin TABS 10 MG 

Focalin TABS 2.5 MG 

Focalin TABS 5 MG 

Focalin XR CP24 10 MG 

Focalin XR CP24 15 MG 

Focalin XR CP24 20 MG 

Focalin XR CP24 25 MG 

Focalin XR CP24 30 MG 

Focalin XR CP24 35 MG 

Focalin XR CP24 40 MG 

Focalin XR CP24 5 MG 

Gelnique GEL 10 % 

Gelnique Pump GEL 10 % 

Gemtesa TABS 75 MG 

Glyxambi TABS 10-5 MG 

Glyxambi TABS 25-5 MG 

Hycodan SYRP 5-1.5 MG/5ML 

HycodanSYRP5-1.5MG/5ML 

HYDROcodone Bitartrate ER T24A 100 MG 

HYDROcodone Bitartrate ER T24A 120 MG 

HYDROcodone Bitartrate ER T24A 20 MG 

HYDROcodone Bitartrate ER T24A 30 MG 

HYDROcodone Bitartrate ER T24A 40 MG 

HYDROcodone Bitartrate ER T24A 60 MG 

HYDROcodone Bitartrate ER T24A 80 MG 

HYDROmorphone HCl ER TB24 16 MG 

HyperSal NEBU 3.5 % 

Imitrex SOLN 6 MG/0.5ML 

Imitrex STATdose Refill SOCT 4 MG/0.5ML 

Imitrex STATdose Refill SOCT 6 MG/0.5ML 
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Imitrex STATdose System SOAJ 4 MG/0.5ML 

Imitrex STATdose System SOAJ 6 MG/0.5ML 

Indiclor SOLN 

Intermezzo SUBL 1.75 MG 

Intermezzo SUBL 3.5 MG 

Intuniv TB24 1 MG 

Intuniv TB24 2 MG 

Intuniv TB24 3 MG 

Intuniv TB24 4 MG 

Invega TB24 3 MG 

Invega TB24 6 MG 

Invokana TABS 100 MG 

Invokana TABS 300 MG 

Itraconazole CAPS 100 MG 

Janumet TABS 50-1000 MG 

Janumet TABS 50-500 MG 

Janumet XR TB24 100-1000 MG 

Janumet XR TB24 50-1000 MG 

Janumet XR TB24 50-500 MG 

Januvia TABS 100 MG 

Januvia TABS 25 MG 

Januvia TABS 50 MG 

Jardiance TABS 10 MG 

Jardiance TABS 25 MG 

JelmytoSOLR80 (2 x 40)MG 

Jentadueto TABS 2.5-1000 MG 

Jentadueto TABS 2.5-500 MG 

Jentadueto TABS 2.5-850 MG 

Jentadueto XR TB24 2.5-1000 MG 

Jentadueto XR TB24 5-1000 MG 

JubliaSOLN10% 

Kapidex CPDR 30 MG 

Kapvay TB12 0.1 MG 

Kerendia TABS 10 MG 

Kerendia TABS 20 MG 

Khedezla TB24 100 MG 

Khedezla TB24 50 MG 

Klisyri OINT 1 % 

Kombiglyze XR TB24 2.5-1000 MG 

Kombiglyze XR TB24 5-1000 MG 

Kombiglyze XR TB24 5-500 MG 

Kyleena IUD 19.5 MG 

Kynmobi FILM 10 MG 

Kynmobi FILM 15 MG 

Kynmobi FILM 20 MG 

Kynmobi FILM 25 MG 

Kynmobi FILM 30 MG 

Kynmobi Titration Kit KIT 10/15/20/25/30 MG 

Lacrisert INST 5 MG 

LaMICtal TABS 100 MG 

LaMICtal XR TB24 200 MG 

Latuda TABS 120 MG 

Latuda TABS 20 MG 

Latuda TABS 40 MG 

Latuda TABS 60 MG 

Latuda TABS 80 MG 

Lescol CAPS 20 MG 

Lescol CAPS 40 MG 

Lexapro TABS 5 MG 

LicartPT241.3% 

Liletta (52 MG) IUD 19.5 MCG/DAY 

Linezolid SOLN 600 MG/300ML 

Linezolid TABS 600 MG 

Linzess CAPS 145 MCG 

Linzess CAPS 290 MCG 

Linzess CAPS 72 MCG 

Lipritin IITHPK100MG 

LipritinTHPK100MG 

Lodine TABS 400 MG 

Lopinavir-Ritonavir TABS 100-25 MG 

Lopinavir-Ritonavir TABS 200-50 MG 

Lotemax SUSP 0.5 % 

Lotronex TABS 0.5 MG 

Lotronex TABS 1 MG 

Lubiprostone CAPS 24 MCG 

Lubiprostone CAPS 8 MCG 

Lyrica CAPS 100 MG 

Lyrica CAPS 150 MG 

Lyrica CAPS 200 MG 

Lyrica CAPS 225 MG 

Lyrica CAPS 25 MG 

Lyrica CAPS 300 MG 
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Lyrica CAPS 50 MG 

Lyrica CAPS 75 MG 

Lyrica SOLN 20 MG/ML 

Lysteda TABS 650 MG 

Meclofenamate Sodium CAPS 100 MG 

Meclofenamate Sodium CAPS 50 MG 

Mefenamic Acid CAPS 250 MG 

Megestrol Acetate SUSP 625 MG/5ML 

MeloxicamCAPS10MG 

MeloxicamCAPS5MG 

Mephyton TABS 5 MG 

Metadate CD CPCR 10 MG 

Metadate CD CPCR 20 MG 

Metadate CD CPCR 30 MG 

Metadate CD CPCR 40 MG 

Metadate CD CPCR 50 MG 

Metadate CD CPCR 60 MG 

Methocarbamol SOLN 1000 MG/10ML 

Methylin SOLN 10 MG/5ML 

Methylin SOLN 5 MG/5ML 

methylPREDNISolone Sodium Succ SOLR 1000 MG 

metroNIDAZOLE CAPS 375 MG 

Midazolam HCl SYRP 2 MG/ML 

Midazolam HClSYRP2MG/ML 

Mirena (52 MG) IUD 20 MCG/24HR 

Mirvaso GEL 0.33 % 

Movantik TABS 12.5 MG 

Movantik TABS 25 MG 

MucorSOLN1:20 

Multaq TABS 400 MG 

MultaqTABS400MG 

Mycobutin CAPS 150 MG 

Myrbetriq TB24 25 MG 

Myrbetriq TB24 50 MG 

Namenda XR CP24 28 MG 

Naproxen DR TBEC 375 MG 

Naproxen DR TBEC 500 MG 

Naproxen Sodium ER TB24 375 MG 

Naproxen Sodium ER TB24 500 MG 

Naproxen TBEC 375 MG 

Naproxen TBEC 500 MG 

NaproxenTBEC500MG 

Nasonex SUSP 50 MCG/ACT 

Neomycin-Polymyxin B GU SOLN 40-200000 

Neo-Synephrine SOLN 10 MG/ML 

Neuac KIT 1.2-5 % 

Neupro PT24 4 MG/24HR 

Neupro PT24 6 MG/24HR 

NexIUM I.V. SOLR 20 MG 

NexIUM I.V. SOLR 40 MG 

NexIUM PACK 2.5 MG 

NexIUM PACK 5 MG 

Nextstellis TABS 3-14.2 MG 

Niaspan TBCR 1000 MG 

Niaspan TBCR 500 MG 

Niaspan TBCR 750 MG 

niCARdipine HCl CAPS 20 MG 

niCARdipine HCl CAPS 30 MG 

Nisoldipine ER TB24 17 MG 

Nisoldipine ER TB24 20 MG 

Nisoldipine ER TB24 25.5 MG 

Nisoldipine ER TB24 30 MG 

Nisoldipine ER TB24 34 MG 

Nisoldipine ER TB24 40 MG 

Nisoldipine ER TB24 8.5 MG 

Nitrofurantoin SUSP 25 MG/5ML 

Nuplazid TABS 17 MG 

Nuvessa GEL 1.3 % 

OlinvykSOLN1MG/ML 

OlinvykSOLN2MG/2ML 

OlinvykSOLN30MG/30ML 

Olux FOAM 0.05 % 

Olux-E FOAM 0.05 % 

Omeclamox-Pak MISC 500-500-20 MG 

Onexton GEL 1.2-3.75 % 

Ongentys CAPS 50 MG 

Onglyza TABS 2.5 MG 

Onglyza TABS 5 MG 

Oriahnn CPPK 300-1-0.5 & 300 MG 

Ovace Plus CREA 10 % 

Ovace Plus FOAM 9.8 % 

Ovace Plus LOTN 9.8 % 
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Ovace Plus SHAM 10 % 

Ovace Plus Wash GEL 10 % 

Ovace Plus Wash LIQD 10 % 

Ovace Wash LIQD 10 % 

Oxaprozin TABS 600 MG 

Oxaydo TABS 7.5 MG 

Oxtellar XR TB24 150 MG 

Oxtellar XR TB24 300 MG 

Oxtellar XR TB24 600 MG 

OxyCONTIN T12A 10 MG 

OxyCONTIN T12A 15 MG 

OxyCONTIN T12A 20 MG 

OxyCONTIN T12A 30 MG 

OxyCONTIN T12A 40 MG 

OxyCONTIN T12A 60 MG 

OxyCONTIN T12A 80 MG 

Oxytrol PTTW 3.9 MG/24HR 

Ozempic (0.25 or 0.5 MG/DOSE) SOPN 2 MG/1.5ML 

Ozempic (1 MG/DOSE) SOPN 2 MG/1.5ML 

Pancreaze CPEP 10500-35500 UNIT 

Pancreaze CPEP 16800-56800 UNIT 

Pancreaze CPEP 21000-54700 UNIT 

Pancreaze CPEP 2600-8800 UNIT 

Pancreaze CPEP 4200-14200 UNIT 

Pantoprazole Sodium SOLR 40 MG 

Paragard Intrauterine Copper IUD 

Penicillin G Procaine SUSP 600000 UNIT/ML 

Penicillin G ProcaineSUSP600000UNIT/ML 

Pentasa CPCR 250 MG 

Pentasa CPCR 500 MG 

Pertzye CPEP 16000-57500 UNIT 

Pertzye CPEP 24000-86250 UNIT 

Pertzye CPEP 4000-14375 UNIT 

Pertzye CPEP 8000-28750 UNIT 

Phytonadione SOLN 1 MG/0.5ML 

Phytonadione TABS 5 MG 

Picato GEL 0.05 % 

Pimecrolimus CREA 1 % 

Pradaxa CAPS 150 MG 

Pradaxa CAPS 75 MG 

Prevpac MISC 

Prochieve GEL 4 % 

Prochieve GEL 8 % 

Prometrium CAPS 100 MG 

Prometrium CAPS 200 MG 

Propafenone HCl ER CP12 225 MG 

Prostin E2 SUPP 20 MG 

Pylera CAPS 140-125-125 MG 

Qdolo SOLN 5 MG/ML 

Qelbree CP24 100 MG 

Qelbree CP24 150 MG 

Qelbree CP24 200 MG 

Qtern TABS 10-5 MG 

QternTABS5-5MG 

QuilliChew ER CHER 20 MG 

QuilliChew ER CHER 30 MG 

QuilliChew ER CHER 40 MG 

Quillivant XR SRER 25 MG/5ML 

ReadySharp Dexamethasone KIT 10 MG/ML 

ReadySharp Ketorolac KIT 15 MG/ML 

Recothrom SOLR 5000 UNIT 

Rectiv OINT 0.4 % 

Relistor SOLN 12 MG/0.6ML 

Relistor SOLN 8 MG/0.4ML 

Relistor TABS 150 MG 

Reltone CAPS 200 MG 

Reltone CAPS 400 MG 

Renagel TABS 800 MG 

Retin-A CREA 0.025 % 

Retin-A CREA 0.05 % 

Retin-A CREA 0.1 % 

Retin-A GEL 0.01 % 

Retin-A GEL 0.025 % 

Retin-A Micro GEL 0.04 % 

Retin-A Micro GEL 0.1 % 

Retin-A Micro Pump GEL 0.04 % 

Retin-A Micro Pump GEL 0.06 % 

Retin-A Micro Pump GEL 0.08 % 

Retin-A Micro Pump GEL 0.1 % 

Rexulti TABS 0.25 MG 

Rexulti TABS 0.5 MG 

Rexulti TABS 1 MG 
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Rexulti TABS 2 MG 

Rexulti TABS 3 MG 

Rexulti TABS 4 MG 

Rhofade CREA 1 % 

RisperDAL Consta SRER 12.5 MG 

RisperDAL Consta SRER 25 MG 

RisperDAL Consta SRER 37.5 MG 

RisperDAL Consta SRER 50 MG 

Ritalin LA CP24 10 MG 

Ritalin LA CP24 20 MG 

Ritalin LA CP24 30 MG 

Ritalin LA CP24 40 MG 

Ritalin TABS 10 MG 

Ritalin TABS 20 MG 

Ritalin TABS 5 MG 

Rosadan GEL 0.75 % 

Rosadan KIT 0.75 % (Cream) 

Rosadan KIT 0.75 % (Gel) 

Rosanil Cleanser LIQD 10-5 % 

RoxyBond TABA 5 MG 

Rufinamide SUSP 40 MG/ML 

Rybelsus TABS 14 MG 

Rybelsus TABS 3 MG 

Rybelsus TABS 7 MG 

Rytary CPCR 23.75-95 MG 

Santyl OINT 250 UNIT/GM 

Saphris SUBL 2.5 MG 

Savella TABS 100 MG 

Savella TABS 12.5 MG 

Savella TABS 25 MG 

Savella TABS 50 MG 

Savella Titration Pack MISC 12.5 & 25 & 50 MG 

Sensipar TABS 60 MG 

SEROquel XR TB24 150 MG 

SEROquel XR TB24 200 MG 

SEROquel XR TB24 300 MG 

SEROquel XR TB24 400 MG 

SEROquel XR TB24 50 MG 

Sevelamer HCl TABS 400 MG 

Sevelamer HCl TABS 800 MG 

SF GEL 1.1 % 

Sirolimus TABS 1 MG 

Sirolimus TABS 2 MG 

Skyla IUD 13.5 MG 

Sodium Chloride NEBU 10 % 

Solaraze GEL 3 % 

Solu-CORTEF SOLR 1000 MG 

Solu-CORTEF SOLR 250 MG 

Solu-CORTEF SOLR 500 MG 

SOLU-Medrol SOLR 1000 MG 

SOLU-Medrol SOLR 2 GM 

Sorbitol SOLN 3 % 

Sorbitol SOLN 3.3 % 

Sorbitol-Mannitol SOLN 2.7-0.54 GM/100ML 

Strattera CAPS 10 MG 

Strattera CAPS 100 MG 

Strattera CAPS 18 MG 

Strattera CAPS 25 MG 

Strattera CAPS 40 MG 

Strattera CAPS 60 MG 

Strattera CAPS 80 MG 

Suboxone FILM 12-3 MG 

Suboxone FILM 2-0.5 MG 

Suboxone FILM 4-1 MG 

Suboxone FILM 8-2 MG 

Suboxone SUBL 2-0.5 MG 

Suboxone SUBL 8-2 MG 

Sucralfate SUSP 1 GM/10ML 

Sumadan Wash LIQD 9-4.5 % 

Sumavel DosePro SOTJ 4 MG/0.5ML 

Sumavel DosePro SOTJ 6 MG/0.5ML 

Suprax CAPS 400 MG 

SymlinPen 120 SOPN 2700 MCG/2.7ML 

SymlinPen 60 SOPN 1500 MCG/1.5ML 

Symproic TABS 0.2 MG 

Synalar TS KIT 0.01 % 

Synjardy TABS 12.5-1000 MG 

Synjardy TABS 12.5-500 MG 

Synjardy TABS 5-1000 MG 

Synjardy TABS 5-500 MG 

Synjardy XR TB24 10-1000 MG 

Synjardy XR TB24 12.5-1000 MG 



Below is a list of drugs that typically require prior authorization for coverage 
under your plan.  Individual employer variations may apply. 

Note:  All specialty medications (see the specialty drug link for a list of specialty drugs) 
required review for coverage determination  

 
Synjardy XR TB24 25-1000 MG 

Synjardy XR TB24 5-1000 MG 

Tazarotene FOAM 0.1 % 

Temazepam CAPS 22.5 MG 

Temazepam CAPS 7.5 MG 

Testosterone Cypionate SOLN 100 MG/ML 

Testosterone Cypionate SOLN 200 MG/ML 

Testosterone Enanthate SOLN 200 MG/ML 

Testosterone GEL 1.62 % 

Testosterone GEL 10 MG/ACT -0.02 

Testosterone GEL 12.5 MG/ACT -0.01 

Testosterone GEL 20.25 MG/1.25GM -0.0162 

Testosterone GEL 20.25 MG/ACT -0.0162 

Testosterone GEL 25 MG/2.5GM -0.01 

Testosterone GEL 40.5 MG/2.5GM -0.0162 

Testosterone GEL 50 MG/5GM -0.01 

Testosterone SOLN 30 MG/ACT 

Ticlopidine HCl TABS 250 MG 

Tigan SOLN 100 MG/ML 

TiganSOLN100MG/ML 

Tirosint CAPS 100 MCG 

Tirosint CAPS 112 MCG 

Tirosint CAPS 125 MCG 

Tirosint CAPS 13 MCG 

Tirosint CAPS 137 MCG 

Tirosint CAPS 150 MCG 

Tirosint CAPS 25 MCG 

Tirosint CAPS 50 MCG 

Tirosint CAPS 75 MCG 

Tirosint CAPS 88 MCG 

Tivorbex CAPS 40 MG 

tiZANidine HCl CAPS 2 MG 

tiZANidine HCl CAPS 4 MG 

tiZANidine HCl CAPS 6 MG 

Tobramycin Sulfate in Saline SOLN 1.2-0.9 MG/ML-% 

Tobramycin Sulfate SOLN 1.2 GM/30ML 

Tobramycin Sulfate SOLN 10 MG/ML 

Tobramycin Sulfate SOLN 2 GM/50ML 

Tobramycin Sulfate SOLN 80 MG/2ML 

Tobramycin Sulfate SOLR 1.2 GM 

Toviaz TB24 8 MG 

Tradjenta TABS 5 MG 

traMADol HCl ER CP24 100 MG 

traMADol HCl ER CP24 150 MG 

traMADol HCl ER CP24 200 MG 

traMADol HCl ER CP24 300 MG 

Tranexamic Acid SOLN 1000 MG/10ML 

Tranexamic Acid TABS 650 MG 

Trelegy Ellipta AEPB 100-62.5-25 MCG/INH 

Tretinoin Microsphere GEL 0.04 % 

Tretinoin Microsphere GEL 0.1 % 

Tretinoin Microsphere Pump GEL 0.04 % 

Tretinoin Microsphere Pump GEL 0.1 % 

Tretin-X CREA 0.075 % 

Tretin-X KIT 0.025 % CREAM 

Tretin-X KIT 0.05 % CREAM 

Tretin-X KIT 0.1 % CREAM 

Triamcinolone Acetonide AERS 0.147 MG/GM 

Trileptal TABS 300 MG 

Tropic-Cyclopent-PE-KetorolacSOSY1-1-10-0.5% 

Tropic-Cyclopent-PE-KetorolacSOSY1-1-2.5-0.5% 

Tropic-Cyclop-PE-Keto-ProparSOSY 

Trulance TABS 3 MG 

TrulanceTABS3MG 

Trulicity SOPN 0.75 MG/0.5ML 

Trulicity SOPN 1.5 MG/0.5ML 

Ultravate LOTN 0.05 % 

Urimar-T TABS 120 MG 

Ursodiol CAPS 300 MG 

Vancocin CAPS 250 MG 

Vancocin HCl CAPS 125 MG 

Vancomycin HCl CAPS 125 MG 

Vancomycin HCl CAPS 250 MG 

Veltassa PACK 8.4 GM 

Veltin GEL 1.2-0.025 % 

Venlafaxine HCl ER TB24 150 MG 

Venlafaxine HCl ER TB24 225 MG 

Venlafaxine HCl ER TB24 37.5 MG 

Venlafaxine HCl ER TB24 75 MG 

Verapamil HCl ER CP24 100 MG 

Verapamil HCl ER CP24 120 MG 

Verapamil HCl ER CP24 180 MG 



Below is a list of drugs that typically require prior authorization for coverage 
under your plan.  Individual employer variations may apply. 

Note:  All specialty medications (see the specialty drug link for a list of specialty drugs) 
required review for coverage determination  

 
Verapamil HCl ER CP24 200 MG 

Verapamil HCl ER CP24 240 MG 

Verapamil HCl ER CP24 300 MG 

Verapamil HCl ER CP24 360 MG 

Verelan CP24 120 MG 

Verelan CP24 180 MG 

Verelan CP24 240 MG 

Verelan CP24 360 MG 

Verelan PM CP24 200 MG 

Verquvo TABS 10 MG 

Verquvo TABS 2.5 MG 

Verquvo TABS 5 MG 

Viberzi TABS 100 MG 

Viberzi TABS 75 MG 

Victoza SOPN 18 MG/3ML 

Viibryd Starter Pack KIT 10 & 20 MG 

Viibryd TABS 10 MG 

Viibryd TABS 20 MG 

Viibryd TABS 40 MG 

Vimpat SOLN 10 MG/ML 

Vimpat TABS 100 MG 

Vimpat TABS 150 MG 

Vimpat TABS 200 MG 

Vimpat TABS 50 MG 

Viokace TABS 10440-39150 UNIT 

Viokace TABS 20880-78300 UNIT 

Vitamin K1SOLN1MG/0.5ML 

Vogelxo Pump GEL 12.5 MG/ACT -0.01 

Vraylar CAPS 1.5 MG 

Vraylar CAPS 3 MG 

Vraylar CAPS 4.5 MG 

Vraylar CAPS 6 MG 

Vraylar CPPK 1.5 & 3 MG 

Vyvanse CAPS 10 MG 

Vyvanse CAPS 20 MG 

Vyvanse CAPS 30 MG 

Vyvanse CAPS 40 MG 

Vyvanse CAPS 50 MG 

Vyvanse CAPS 60 MG 

Vyvanse CAPS 70 MG 

Vyvanse CHEW 10 MG 

Vyvanse CHEW 20 MG 

Vyvanse CHEW 30 MG 

Vyvanse CHEW 40 MG 

Vyvanse CHEW 50 MG 

Vyvanse CHEW 60 MG 

Welchol TABS 625 MG 

Wellbutrin XL TB24 150 MG 

Wellbutrin XL TB24 300 MG 

Winlevi CREA 1 % 

WinRho SDF SOLN 1500 UNIT/1.3ML 

WinRho SDF SOLN 15000 UNIT/13ML 

WinRho SDF SOLN 2500 UNIT/2.2ML 

WinRho SDF SOLN 5000 UNIT/4.4ML 

Wynzora CREA 0.005-0.064 % 

Xadago TABS 100 MG 

Xadago TABS 50 MG 

Xerese CREA 5-1 % 

Xifaxan TABS 200 MG 

Xifaxan TABS 550 MG 

Xigduo XRTB242.5-1000MG 

Xiidra SOLN 5 % 

Xopenex HFA AERO 45 MCG/ACT 

Xopenex NEBU 0.31 MG/3ML 

Xopenex NEBU 0.63 MG/3ML 

Xopenex NEBU 1.25 MG/3ML 

Xtampza ER C12A 13.5 MG 

Xtampza ER C12A 18 MG 

Xtampza ER C12A 27 MG 

Xtampza ER C12A 36 MG 

Xtampza ER C12A 9 MG 

Xtampza ERC12A13.5MG 

Zembrace SymTouch SOAJ 3 MG/0.5ML 

Zenzedi TABS 2.5 MG 

Zenzedi TABS 7.5 MG 

Ziana GEL 1.2-0.025 % 

Zileuton ER TB12 600 MG 

ZilxiFOAM1.5% 

Zithranol SHAM 1 % 

Zithranol-RR CREA 1.2 % 

Zorvolex CAPS 18 MG 

Zorvolex CAPS 35 MG 



Below is a list of drugs that typically require prior authorization for coverage 
under your plan.  Individual employer variations may apply. 

Note:  All specialty medications (see the specialty drug link for a list of specialty drugs) 
required review for coverage determination  

 
Zostavax SUSR 19400 UNT/0.65ML 

Zovirax OINT 5 % 

Zubsolv SUBL 11.4-2.9 MG 

Zubsolv SUBL 5.7-1.4 MG 

Zubsolv SUBL 8.6-2.1 MG 

ZyPREXA Zydis TBDP 10 MG 

ZyPREXA Zydis TBDP 15 MG 

ZyPREXA Zydis TBDP 20 MG 

ZyPREXA Zydis TBDP 5 MG 

Zyvox SOLN 600 MG/300ML 

Zyvox TABS 600 MG 

 


