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What is the Providence Medicare Plans Formulary?

A formulary is a list of covered drugs selected by Providence Medicare Plans in consultation with a team of
health care providers, which represents the prescription therapies believed to be a necessary part of a
guality treatment program. Providence Medicare Plans will generally cover the drugs listed in our formulary
as long as the drug is medically necessary, the prescription is filled at a Providence Medicare Plans network
pharmacy, and other plan rules are followed. For more information on how to fill your prescriptions, please
review your Evidence of Coverage.

Can the Formulary change?

Generally, if you are taking a drug on our 2009 formulary that was covered at the beginning of the
year, we will not discontinue or reduce coverage of the drug during the 2009 coverage year except
when a new, less expensive generic drug becomes available or when new adverse information about
the safety or effectiveness of a drug is released. Other types of formulary changes, such as removing a
drug from our formulary, will not affect members who are currently taking the drug. It will remain
available at the same cost-sharing for those members taking it for the remainder of the coverage year.
We feel it is important that you have continued access for the remainder of the coverage year to the
formulary drugs that were available when you chose our plan, except for cases in which you can save
additional money or we can ensure your safety.

If we remove drugs from our formulary or add prior authorization, quantity limits and/or step therapy
restrictions on a drug, we must notify affected members of the change at least 60 days before the
change becomes effective, or at the time the member requests a refill of the drug, at which time the
member will receive a 60-day supply of the drug. If the Food and Drug Administration deems a drug
on our formulary to be unsafe or the drug’s manufacturer removes the drug from the market, we will
immediately remove the drug from our formulary and provide notice to members who take the drug.
The enclosed formulary is current as of Jan. 1, 2009. To get updated information about the drugs
covered by Providence Medicare Plans, please visit our Web site at www.providence.org/healthplans
or you may call Providence Medicare Plans Customer Service at 503-574-8000 or 1-800-603-2340. If
you are hearing impaired and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or
1-888-244-6642. Customer Service assistance is available to answer Part D (prescription) questions,
between 8 a.m. and 8 p.m.

How do | use the Formulary?
There are two ways to find your drug within the formulary:

Medical Condition

The formulary begins on page 1. The drugs in this formulary are grouped into categories depending on
the type of medical conditions that they are used to treat. For example, drugs used to treat a heart
condition are listed under the category, “Cardiovascular Agents”. If you know what your drug is used
for, look for the category name in the list that begins on page 83. Then look under the category name
for your drug.




Alphabetical Listing

If you are not sure what category to look under, you should look for your drug in the Index that begins
on page 67. The Index provides an alphabetical list of all of the drugs included in this document. Both
brand name drugs and generic drugs are listed in the Index. Look in the Index and find your drug. Next
to your drug, you will see the page number where you can find coverage information. Turn to the page
listed in the Index and find the name of your drug in the first column of the list.

What are generic drugs?
Providence Medicare Plans covers both brand name drugs and generic drugs. A generic drug is
approved by the FDA as having the same active ingredient as the brand name drug. Generally, generic
drugs cost less than brand name drugs.

Are there any restrictions on my coverage?
Some covered drugs may have additional requirements or limits on coverage. These requirements and
limits may include:

e Prior Authorization: Providence Medicare Plans requires you or your physician to get prior
authorization for certain drugs. This means that you will need to get approval from Providence
Medicare Plans before you fill your prescriptions. If you don’t get approval, Providence Medicare
Plans may not cover the drug.

e Quantity Limits: For certain drugs Providence Medicare Plans limits the amount of the drug that
Providence Medicare Plans will cover. For example, Providence Medicare Plans provides 30 tablets
per prescription for Zolpidem. This may be in addition to a standard one month or three month
supply.

e Step Therapy: In some cases, Providence Medicare Plans requires you to first try certain drugs to
treat your medical condition before we will cover another drug for that condition. For example, if
Drug A and Drug B both treat your medical condition, Providence Medicare Plans may not cover
drug B unless you try Drug A first. If Drug A does not work for you, Providence Medicare Plans will
then cover Drug B.

You can find out if your drug has any additional requirements or limits by looking in the formulary that
begins on page 1.

You can ask Providence Medicare Plans to make an exception to these restrictions or limits. See the section,

“How do | request an exception to the Providence Medicare Plans formulary?” on page iv for information
about how to request an exception.



What if my drug is not on the Formulary?

If your drug is not included in this formulary, you should first contact Customer Service and confirm that
your drug is not covered. If you learn that Providence Medicare Plans does not cover your drug, you have
two options:

e You can ask Customer Service for a list of similar drugs that are covered by Providence Medicare
Plans. When you receive the list, show it to your doctor and ask him or her to prescribe a similar
drug that is covered by Providence Medicare Plans.

e You can ask Providence Medicare Plans to make an exception and cover your drug. See below for
information about how to request an exception.

How do | request an exception to the Providence Medicare Plans Formulary?
You can ask Providence Medicare Plans to make an exception to our coverage rules. There are several types
of exceptions that you can ask us to make.

e You can ask us to cover your drug even if it is not on our formulary.

e You can ask us to waive coverage restrictions or limits on your drug. For example, for certain drugs,
Providence Medicare Plans limit the amount of the drug that we will cover. If your drug has a
guantity limit, you can ask us to waive the limit and cover more.

e Please note, if we grant your request to cover a drug that is not on our formulary, you may not ask
us to provide a higher level of coverage for the drug. Also, you may not ask us to provide a higher
level of coverage for drugs that are in the Specialty tier.

Generally, Providence Medicare Plans will only approve your request for an exception if the alternative
drugs included on the plan’s formulary, or additional utilization restrictions would not be as effective in
treating your condition and/or would cause you to have adverse medical effects.

You should contact us to ask us for an initial coverage decision for a formulary or utilization restriction
exception. When you are requesting a formulary or utilization restriction exception you should submit a
statement from your physician supporting your request. Generally, we must make our decision within 72
hours of getting your prescribing physician’s supporting statement. You can request an expedited (fast)
exception if you or your doctor believe that your health could be seriously harmed by waiting up to 72
hours for a decision. If your request to expedite is granted, we must give you a decision no later than 24
hours after we get your prescribing physician’s supporting statement.

What do | do before | can talk to my doctor about changing my drugs or requesting an
exception?

As a new or continuing member in our plan you may be taking drugs that are not on our formulary. Or, you
may be taking a drug that is on our formulary but your ability to get it is limited. For example, you may
need a prior authorization from us before you can fill your prescription. You should talk to your doctor to
decide if you should switch to an appropriate drug that we cover or request a formulary exception so that
we will cover the drug you take. While you talk to your doctor to determine the right course of action for
you, we may cover your drug in certain cases during the first 90 days you are a member of our plan.

-V -



For each of your drugs that is not on our formulary or if your ability to get your drugs is limited, we will
cover a temporary 90-days apply or up to three 30-day supplies (unless you have a prescription written for
fewer days) when you go to a network pharmacy. After your first 90-day supply, we will not pay for these
drugs, even if you have been a member of the plan less than 90 days.

If you are a resident of a long-term care facility, we will cover a temporary 34-day transition supply (unless
you have a prescription written for fewer days). We will cover more than one refill of these drugs for the
first 90 days you are a member of our plan. If you need a drug that is not on our formulary or if your ability
to get your drugs is limited, but you are past the first 90 days of membership in our plan, we will cover a 34-
day emergency supply of that drug (unless you have a prescription for fewer days) while you pursue a
formulary exception.

Level of care change: Days Supply
For members transitioning from a SNF to LTC 34
SNF to Home (Retail) 30
LTC-LTC 34
Hospital to Home (Retail) 30

For more information
For more detailed information about your Providence Medicare Plans prescription drug coverage, please
review your Evidence of Coverage and other plan materials.

If you have questions about Providence Medicare Plans, please call Providence Medicare Plans Customer
Service Team at 503-574-8000 or 1-800-603-2340. If you are hearing impaired and use a Teletype (TTY)
Device, please call our TTY line at 503-574-8702 or 1-888-244-6642. Customer Service assistance is available
to answer Part D (prescription) questions, between 8 a.m. and 8 p.m. For Medical Benefit questions
Customer Service assistance is available Monday through Friday, between 8 a.m. and 5 p.m.

Or visit www.providence.org/health plans.

If you have general questions about Medicare prescription drug coverage, please call Medicare at
1-800-MEDICARE (1-800-633-4227) 24 hours a day/7 days a week. TTY/TDD users should call
1-877-486-2048. Or, visit www.medicare.gov.

Providence Medicare Plans Formulary

The formulary that begins on the next page provides coverage information about some of the drugs
covered by Providence Medicare Plans. If you have trouble finding your drug in the list, turn to the Index
that begins on page 67.

The first column of the chart lists the drug name. Brand name drugs are capitalized (e.g., LIPITOR®) and
generic drugs are listed in lower-case italics (e.g., simvastatin).

The information in the Requirements/Limits column tells you if Providence Medicare Plans has any special
requirements for coverage of your drug.



Providence Medicare Plans 2009 Formulary (List of Covered Drugs)
[To help find a drug see the back of the document for an alphabetical listing]

Drug Name Status Comment

Analgesics - Drugs to treat pain

Non-opioid Analgesics

CELEBREX® BRAND PA, QL (60 CAPS/30 DAYS)
diclofenac potassium GENERIC
diclofenac sodium GENERIC
diflunisal GENERIC
etodolac GENERIC
flurbiprofen GENERIC
ibuprofen GENERIC
ketoprofen GENERIC
meclofenamate sodium GENERIC
3 meloxicam GENERIC
nabumetone GENERIC
naproxen GENERIC
naproxen sodium GENERIC
piroxicam GENERIC
sulindac GENERIC
tolmetin sodium GENERIC

Opioid Analgesics

acetaminophen-codeine GENERIC
buprenorphine hcl GENERIC
butorphanol tartrate GENERIC
co-gesic GENERIC

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage
limitations or prior authorizations for this medication. Please have your pharmacy contact us if you
need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your
Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.
and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)
1



Providence Medicare Plans 2009 Formulary (List of Covered Drugs)
[To help find a drug see the back of the document for an alphabetical listing]

Drug Name Status Comment

Analgesics - Drugs to treat pain

Opioid Analgesics

duramorph GENERIC

endocet GENERIC

fentanyl GENERIC ST, QL (15 PATCHES PER 30 DAYS)
hydrocodone bit-ibuprofen GENERIC

hydrocodone-acetaminophen GENERIC

hydromorphone hcl GENERIC

levorphanol tartrate GENERIC

methadone hcl GENERIC

methadose GENERIC

morphine sulfate GENERIC 20MG/ML SOLN IS NOT FDA APPROVED
morphine sulfate sa GENERIC

oramorph sr GENERIC

oxycodone hcl er GENERIC PA, QL (90 TABS PER 30 DAYS)
oxycodone hcl ir GENERIC

oxycodone-acetaminophen GENERIC

OXYCONTIN® BRAND PA, QL (90 TABS PER 30 DAYS)
PERLOXX® BRAND

ROXICET® BRAND

ROXICODONE® BRAND

stagesic GENERIC

SUBOXONE® BRAND

SUBUTEX® BRAND

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage
limitations or prior authorizations for this medication. Please have your pharmacy contact us if you
need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your
Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.
and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)
2



Providence Medicare Plans 2009 Formulary (List of Covered Drugs)
[To help find a drug see the back of the document for an alphabetical listing]

Drug Name Status Comment

Analgesics - Drugs to treat pain

Opioid Analgesics

tramadol hcl GENERIC

tramadol hcl-acetaminophen GENERIC QL (240 TABS PER 30 DAYS)

Anesthetics

Local Anesthetics

2 lidocaine hcl inj GENERIC
lidocaine-prilocaine GENERIC
LIDODERM® BRAND
lidomar viscous GENERIC

Antibacterials - Drugs to treat bacterial infections

Aminoglycosides

aktob GENERIC
gentamicin sulfate GENERIC
gentasol GENERIC
neo-fradin GENERIC
neomycin sulfate GENERIC
tobramycin sulfate GENERIC
tobrasol GENERIC
TOBREX® BRAND

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage
limitations or prior authorizations for this medication. Please have your pharmacy contact us if you
need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your
Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.
and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)
3



Providence Medicare Plans 2009 Formulary (List of Covered Drugs)
[To help find a drug see the back of the document for an alphabetical listing]

Drug Name

Status Comment

Antibacterials - Drugs to treat bacterial infections

Antibacterials

2
2

bleomycin sulfate GENERIC
COLISTIMETHATE SODIUM SPECIALTY
erythromycin-sulfisoxazole GENERIC
neomycin-polymyxin-dexameth GENERIC
neomycin-polymyxin-gramicidin GENERIC
nystatin-triamcinolone GENERIC
poly-dex GENERIC
polymyxin b sul-trimethoprim GENERIC
TOBRADEX® BRAND
ZYLET® BRAND
Antibacterials, Other

ak-poly-bac GENERIC
baciim GENERIC
bacitracin GENERIC
bacitracin-polymyxin GENERIC
clindamycin hcl GENERIC
clindamycin phosphate GENERIC
CUBICIN® SPECIALTY
FURADANTIN® BRAND
methenamine hippurate GENERIC
metronidazole 0.75% GENERIC

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage

limitations or prior authorizations for this medication. Please have your pharmacy contact us if you
need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your

Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.
and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)

4



Providence Medicare Plans 2009 Formulary (List of Covered Drugs)
[To help find a drug see the back of the document for an alphabetical listing]

Drug Name Status Comment

Antibacterials - Drugs to treat bacterial infections

Antibacterials, Other

metronidazole oral GENERIC
mupirocin GENERIC
neomycin-bacitracin-poly-hc GENERIC
neomycin-bacitracin-polymyxin GENERIC
polycin-b GENERIC
silver sulfadiazine GENERIC
trimethoprim GENERIC
2  TYGACIL® SPECIALTY
urex GENERIC
2 vancomycin hcl GENERIC
vandazole GENERIC
XIFAXAN® BRAND
ZYVOX® SPECIALTY PA

Beta-lactam, Cephalosporins

CEDAX® BRAND
cefaclor GENERIC
cefadroxil GENERIC
2 cefazolin sodium GENERIC
cefdinir GENERIC
cefepime hcl GENERIC
cefotaxime sodium GENERIC

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage
limitations or prior authorizations for this medication. Please have your pharmacy contact us if you
need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your
Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.
and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)
5



Providence Medicare Plans 2009 Formulary (List of Covered Drugs)
[To help find a drug see the back of the document for an alphabetical listing]

Drug Name Status Comment

Antibacterials - Drugs to treat bacterial infections

Beta-lactam, Cephalosporins

cefoxitin GENERIC
cefoxitin sodium GENERIC
cefpodoxime proxetil GENERIC
cefprozil GENERIC
ceftriaxone GENERIC
cefuroxime GENERIC
cefuroxime axetil GENERIC
2 cefuroxime sodium GENERIC
cephalexin GENERIC
FORTAZ® BRAND
MAXIPIME® BRAND

Beta-lactam, Other

2 AZACTAM® BRAND
2 DORIBAX® SPECIALTY
2 INVANZ® BRAND
2 MERREM® SPECIALTY
2 PRIMAXIN L.LM.® SPECIALTY
2 PRIMAXIN® SPECIALTY

Beta-lactam, Penicillins

amox tr-potassium clavulanate GENERIC

amoxicillin GENERIC

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage
limitations or prior authorizations for this medication. Please have your pharmacy contact us if you
need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your
Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.
and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)
6



Providence Medicare Plans 2009 Formulary (List of Covered Drugs)
[To help find a drug see the back of the document for an alphabetical listing]

Drug Name Status Comment

Antibacterials - Drugs to treat bacterial infections

Beta-lactam, Penicillins

2 ampicillin sodium GENERIC
ampicillin trihydrate GENERIC

2 ampicillin-sulbactam GENERIC
dicloxacillin sodium GENERIC
nafcillin sodium GENERIC
oxacillin sodium GENERIC
penicillin g potassium GENERIC
penicillin v potassium GENERIC

2 TIMENTIN® BRAND

2 ZOSYN® SPECIALTY

Macrolides
azithromycin GENERIC
clarithromycin GENERIC
clarithromycin er GENERIC
E.E.S.® BRAND
ERY-TAB® BRAND

2 ERYTHROCIN LACTOBIONATE BRAND
ERYTHROCIN STEARATE BRAND
erythromycin GENERIC
erythromycin ethylsuccinate GENERIC

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage
limitations or prior authorizations for this medication. Please have your pharmacy contact us if you
need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your
Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.
and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)
7



Providence Medicare Plans 2009 Formulary (List of Covered Drugs)
[To help find a drug see the back of the document for an alphabetical listing]

Drug Name Status Comment

Antibacterials - Drugs to treat bacterial infections

Quinolones
AVELOX® BRAND
CIPRO HC® BRAND

2 CIPROILV.® BRAND
CIPRODEX® BRAND
ciprofloxacin hcl GENERIC
LEVAQUIN © BRAND
ofloxacin GENERIC
QUIXIN® BRAND
VIGAMOX® BRAND

Sulfonamides

bleph-10 GENERIC
GANTRISIN® BRAND

KLARON® BRAND

ocusulf-10 GENERIC
sulf-10 GENERIC
sulfacetamide sodium GENERIC
sulfadiazine GENERIC
sulfamethoxazole-trimethoprim GENERIC

2  sulfamethoxazole-trimethoprim inj  GENERIC
sulfatrim GENERIC

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage
limitations or prior authorizations for this medication. Please have your pharmacy contact us if you
need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your
Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.
and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)
8



Providence Medicare Plans 2009 Formulary (List of Covered Drugs)
[To help find a drug see the back of the document for an alphabetical listing]

Drug Name Status Comment

Antibacterials - Drugs to treat bacterial infections
Tetracyclines

demeclocycline hcl GENERIC

doxycycline hyclate GENERIC

doxycycline monohydrate GENERIC

minocycline hcl GENERIC

tetracycline hcl GENERIC
Anticonvulsants - Drugs to treat or prevent seizures
Anticonvulsants, Other
1 BANZEL® BRAND PA
1 KEPPRA® BRAND PA
1,2 KEPPRA® IV SPECIALTY PA
1 levetiracetam GENERIC
1 VIMPAT® TABLET BRAND PA
1, 2 VIMPAT® VIAL BRAND
Calcium Channel Modifying Agents
1 CELONTIN® BRAND
1 ethosuximide GENERIC
1 LYRICA® BRAND PA
1 ZONEGRAN® BRAND
1 zonisamide GENERIC

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage
limitations or prior authorizations for this medication. Please have your pharmacy contact us if you

need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your
Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.
and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)

9



Providence Medicare Plans 2009 Formulary (List of Covered Drugs)
[To help find a drug see the back of the document for an alphabetical listing]

Drug Name Status Comment

Anticonvulsants - Drugs to treat or prevent seizures

Gamma-aminobutyric Acid (GABA) Augmenting Agents

1 DEPAKOTE ER® BRAND
1 DEPAKOTE SPRINKLE® BRAND
1 DEPAKOTE® BRAND
1 divalproex sodium dr GENERIC
1 divalproex sodium er GENERIC
1 divalproex sodium sprinkle GENERIC
1 gabapentin GENERIC
1 GABITRIL® BRAND
1 NEURONTIN® SOLUTION BRAND
1 primidone GENERIC
1 valproate sodium GENERIC
1 valproic acid GENERIC

Glutamate Reducing Agents

1 FELBATOL® BRAND
1 LAMICTAL STARTER KIT® BRAND
1 LAMICTAL® BRAND
1 lamotrigine GENERIC

Sodium Channel Inhibitors

1 carbamazepine GENERIC
1 carbamazepine er GENERIC
1,2 CEREBYX® BRAND

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage
limitations or prior authorizations for this medication. Please have your pharmacy contact us if you
need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your
Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.
and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)
10



Providence Medicare Plans 2009 Formulary (List of Covered Drugs)
[To help find a drug see the back of the document for an alphabetical listing]

Drug Name Status Comment

Anticonvulsants - Drugs to treat or prevent seizures

Sodium Channel Inhibitors

1 DILANTIN® BRAND

1 oxcarbazepine GENERIC

1 PEGANONE® BRAND

1 phenytoin GENERIC

1  phenytoin sodium GENERIC

1 phenytoin sodium extended GENERIC

1 TRILEPTAL SUSPENSION® BRAND QL (1200 MLS PER 30 DAYS)

Antidementia Agents - Drugs to treat dementia

Cholinesterase Inhibitors

1 ARICEPT ODT® BRAND QL (30 CAPS PER 30 DAYS)

1 ARICEPT® BRAND QL (30 CAPS PER 30 DAYS)

1 EXELON® BRAND QL (60 CAPS PER 30 DAYS)
EXELON® PATCH BRAND

Glutamate Pathway Modifiers

1 NAMENDA SOLUTION® BRAND PA, QL (300 MLS PER 30 DAYS)
1 NAMENDA® BRAND PA, QL (60 TABS PER 30 DAYS)

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage
limitations or prior authorizations for this medication. Please have your pharmacy contact us if you
need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your
Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.

and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)
11



Providence Medicare Plans 2009 Formulary (List of Covered Drugs)
[To help find a drug see the back of the document for an alphabetical listing]

Drug Name

Status Comment

Antidepressants - Drugs to treat depression

Antidepressants, Other

R R R R R R R R R

1
1
1
1

budeprion sr GENERIC
budeprion x| GENERIC
bupropion hcl GENERIC
bupropion hcl (sr, xI) GENERIC
maprotiline hcl GENERIC
mirtazapine GENERIC
nefazodone hcl GENERIC
trazodone hcl GENERIC
WELLBUTRIN XL® BRAND
Monoamine Oxidase Inhibitors

EMSAM® BRAND ST (LOOKS FOR SELEGILINE ORAL)
MARPLAN® BRAND
NARDIL® BRAND
tranylcypromine sulfate GENERIC

Serotonin/ Norepinephrine Reuptake Inhibitors

1

1,3 citalopram hbr GENERIC
citalopram solution GENERIC
CYMBALTA® BRAND PA, QL (60 CAPS PER 30 DAYS)
EFFEXOR XR® (150MG) BRAND
EFFEXOR XR® (37.5MG OR 75MG) BRAND QL (30 CAPS PER 30 DAYS)
fluoxetine hcl GENERIC

1
1
1
1

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage

limitations or prior authorizations for this medication. Please have your pharmacy contact us if you
need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your

Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.
and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)

12



Providence Medicare Plans 2009 Formulary (List of Covered Drugs)
[To help find a drug see the back of the document for an alphabetical listing]

Drug Name Status Comment

Antidepressants - Drugs to treat depression

Serotonin/ Norepinephrine Reuptake Inhibitors

1 fluvoxamine maleate GENERIC
1 paroxetine hcl GENERIC
1,3 sertraline hcl GENERIC
1 venlafaxine hcl GENERIC
1 VENLAFAXINE HCL ER BRAND
Tricyclics

1 amitriptyline hcl GENERIC
1 amoxapine GENERIC
1 clomipramine hcl GENERIC
1 desipramine hcl GENERIC
1 doxepin hcl GENERIC
1 imipramine hcl GENERIC
1 imipramine pamoate GENERIC
1 nortriptyline hcl GENERIC
1 perphenazine-amitriptyline GENERIC
1 trimipramine maleate GENERIC
1 VIVACTIL® BRAND

Antidotes, Deterrents, and Toxicologic Agents

Antidotes

2 acetylcysteine GENERIC

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage
limitations or prior authorizations for this medication. Please have your pharmacy contact us if you
need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your
Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.
and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)
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Providence Medicare Plans 2009 Formulary (List of Covered Drugs)
[To help find a drug see the back of the document for an alphabetical listing]

Drug Name Status Comment

Antidotes, Deterrents, and Toxicologic Agents

Antidotes
2 EXJADE® SPECIALTY THIS IS A LIMITED DISTRIBUTION DRUG
sodium polystyrene sulfonate GENERIC
SYPRINE® BRAND
Deterrents
ANTABUSE® BRAND
buproban GENERIC
CAMPRAL® BRAND PA
CHANTIX® BRAND PA
NICOTROL® INHALER BRAND PA

Toxicologic Agents

naloxone hcl GENERIC

naltrexone hcl GENERIC

Antiemetics - Drugs to treat or prevent nausea

Antiemetics
EMEND® 80 MG CAPSULE BRAND QL (2 CAPS PER 15 DAYS)
EMEND® TRIFOLD PACK BRAND QL (1 PACK PER 15 DAYS)
EMEND® 125 MG CAPSULE BRAND QL (1 CAP PER 15 DAYS)
meclizine hcl GENERIC
metoclopramide hcl GENERIC

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage
limitations or prior authorizations for this medication. Please have your pharmacy contact us if you
need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your
Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.
and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)
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Providence Medicare Plans 2009 Formulary (List of Covered Drugs)
[To help find a drug see the back of the document for an alphabetical listing]

Drug Name Status Comment

Antiemetics - Drugs to treat or prevent nausea

Antiemetics
ondansetron hcl (24mg) tablets GENERIC QL (16 TABS PER 30 DAYS)
ondansetron hcl (4 or 8mg) tablets GENERIC QL (48 TABS PER 30 DAYS)
2 ondansetron hcl (vial or soln) GENERIC QL (480 MLS PER 30 DAYS)
ondansetron odt GENERIC QL (48 TABS PER 30 DAYS)
perphenazine GENERIC
2 prochlorperazine edisylate GENERIC
TRANSDERM-SCOP® BRAND

Antifungals - Drugs to treat fungal infections

Antifungals

2 AMBISOME® SPECIALTY

2 AMPHOTEC® SPECIALTY

2 amphotericin b GENERIC
ANCOBON® 250 MG CAPSULE BRAND QL (120 CAPS PER 30 DAYS)
ANCOBON® 500 MG CAPSULE SPECIALTY

2 CANCIDAS® SPECIALTY
ciclopirox GENERIC
clotrimazole GENERIC
econazole nitrate GENERIC
fluconazole GENERIC

2 fluconazole in saline GENERIC

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage
limitations or prior authorizations for this medication. Please have your pharmacy contact us if you
need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your
Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.
and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)
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Providence Medicare Plans 2009 Formulary (List of Covered Drugs)
[To help find a drug see the back of the document for an alphabetical listing]

Drug Name Status Comment

Antifungals - Drugs to treat fungal infections

Antifungals

griseofulvin GENERIC

GRIS-PEG® BRAND

itraconazole GENERIC PA
ketoconazole GENERIC

kuric GENERIC

LAMISIL® TOPICAL SOLUTION BRAND

miconazole 3 GENERIC

NATACYN® BRAND

NOXAFIL® BRAND PA
nyamyc GENERIC

nystatin GENERIC

nystop GENERIC

pedi-dri GENERIC

terbinafine hcl GENERIC

terconazole GENERIC

Antigout Agents - Drugs to treat or prevent gout

Antigout Agents
allopurinol GENERIC
colchicine GENERIC
COLCRYS® BRAND

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage
limitations or prior authorizations for this medication. Please have your pharmacy contact us if you
need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your
Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.
and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)
16



Providence Medicare Plans 2009 Formulary (List of Covered Drugs)
[To help find a drug see the back of the document for an alphabetical listing]

Drug Name Status Comment

Antigout Agents - Drugs to treat or prevent gout

Antigout Agents
probenecid GENERIC
probenecid-colchicine GENERIC

Anti-inflammatory Agents - Drugs to treat inflammation

Glucocorticoids

CELESTONE® BRAND
cortisone GENERIC
dexamethasone GENERIC
ENTOCORT EC® BRAND
methylprednisolone GENERIC
2  methylprednisolone sod succ GENERIC
ORAPRED ODT® BRAND
prednisolone GENERIC
prednisolone sod phosphate GENERIC
prednisone GENERIC
2 SOLU-MEDROL® BRAND

Nonsteroidal Anti-inflammatory Drugs

CELEBREX® BRAND PA, QL (60 CAPS/30 DAYS)
diclofenac sodium GENERIC
etodolac GENERIC
fenoprofen calcium GENERIC

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage
limitations or prior authorizations for this medication. Please have your pharmacy contact us if you
need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your
Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.

and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)
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Providence Medicare Plans 2009 Formulary (List of Covered Drugs)
[To help find a drug see the back of the document for an alphabetical listing]

Drug Name Status Comment

Anti-inflammatory Agents - Drugs to treat inflammation

Nonsteroidal Anti-inflammatory Drugs

flurbiprofen GENERIC
ibuprofen GENERIC
ketoprofen GENERIC
meclofenamate sodium GENERIC
3 meloxicam GENERIC
nabumetone GENERIC
naproxen GENERIC
naproxen sodium GENERIC
piroxicam GENERIC
sulindac GENERIC
tolmetin sodium GENERIC

Antimigraine Agents - Drugs to treat or prevent migraines

Abortive
dihydroergotamine mesylate GENERIC
ergotamine-caffeine GENERIC
IMITREX® BRAND QL (18 TABS PER 30 DAYS)
MAXALT MLT® BRAND QL (12 TABS PER 30 DAYS)
MAXALT® BRAND QL (12 TABS PER 30 DAYS)
MIGRANAL® BRAND
sumatriptan injection GENERIC QL (4 SYRINGES PER 30 DAYS)

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage
limitations or prior authorizations for this medication. Please have your pharmacy contact us if you
need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your
Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.
and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)
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[To help find a drug see the back of the document for an alphabetical listing]

Drug Name Status Comment

Antimigraine Agents - Drugs to treat or prevent migraines

Abortive
sumatriptan tablets GENERIC QL (18 TABS PER 30 DAYS)
ZOMIG® 2.5 MG BRAND QL (12 TABS PER 30 DAYS)
ZOMIG® 5 MG BRAND QL (6 TABS PER 30 DAYS)
ZOMIG® SPRAY BRAND QL (12 UNITS PER 30 DAYS)
ZOMIG® ZMT BRAND QL (12 TABS PER 30 DAYS)

Prophylactic

TOPAMAX® BRAND QL (60 TABS PER 30 DAYS)

Antimyasthenic Agents - Drugs to treat Myasthenia Gravis

Parasympathomimetics

guanidine hcl GENERIC
MESTINON® BRAND
pyridostigmine bromide GENERIC

Antimycobacterials - Drugs to treat tuberculosis

Antimycobacterials, Other

dapsone GENERIC
MYCOBUTIN® BRAND

Antituberculars

ethambutol hcl GENERIC

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage
limitations or prior authorizations for this medication. Please have your pharmacy contact us if you
need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your
Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.

and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)
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Drug Name Status Comment

Antimycobacterials - Drugs to treat tuberculosis

Antituberculars

isonarif GENERIC
isoniazid GENERIC
2 NYDRAZID® BRAND
PRIFTIN® BRAND
pyrazinamide GENERIC
RIFAMATE ® BRAND
rifampin GENERIC
RIFATER ® BRAND
TRECATOR® BRAND

Antineoplastics - Drugs to treat cancer

Alkylating Agents

1 CEENU® BRAND
1 HEXALEN® SPECIALTY
1 LEUKERAN® BRAND
1 MATULANE® SPECIALTY

Antiangiogenic Agents
1,2 REVLIMID® SPECIALTY  PA, THIS IS A LIMITED DISTRIBUTION DRUG
1 THALOMID® SPECIALTY

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage
limitations or prior authorizations for this medication. Please have your pharmacy contact us if you
need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your
Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.

and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)
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Drug Name

Status

Comment

Antineoplastics - Drugs to treat cancer

Antiestrogens/Modifiers

1
1
1
1

1
1
1
1

1,2
1,2
1,2
1,2
1,2
1,2
1,2
1,2
1,2
1,2

EMCYT® SPECIALTY
FARESTON® BRAND
SOLTAMOX® BRAND
tamoxifen citrate GENERIC
Antimetabolites
DROXIA® BRAND
hydroxyurea GENERIC
mercaptopurine GENERIC
thioguanine GENERIC
Antineoplastics
AFINITOR® SPECIALTY PA, QL (30 TABS PER 30 DAYS)
ALKERAN® |V SPECIALTY PA
cyclophosphamide GENERIC
etoposide GENERIC
FASLODEX® SPECIALTY PA
MESNA® SPECIALTY
MESNEX® BRAND
PROLEUKIN ® SPECIALTY
toposar GENERIC
TRISENOX® BRAND
TYKERB® SPECIALTY PA, QL (30 TABS PER 30 DAYS)

1

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage
limitations or prior authorizations for this medication. Please have your pharmacy contact us if you

need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your
Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.
and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)
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Drug Name Status

Comment

Antineoplastics - Drugs to treat cancer

Antineoplastics

1 VIDAZA® SPECIALTY

Antineoplastics, Other

1,2 MITOXANTRONE HCL SPECIALTY PA TO CONFIRM PART D COVERAGE PER CMS
1 ZOLINZA® SPECIALTY PA

Aromatase Inhibitors, 3rd Generation

1 ARIMIDEX® BRAND

1 AROMASIN® BRAND

1 FEMARA® BRAND

Molecular Target Inhibitors

1 GLEEVEC® SPECIALTY PA

1,2 IRESSA® SPECIALTY  PA, THIS IS A LIMITED DISTRIBUTION DRUG
1 NEXAVAR® SPECIALTY PA

1 SPRYCEL® SPECIALTY PA

1 SUTENT® SPECIALTY PA

1 TARCEVA® SPECIALTY PA, QL (30 TABS PER 30 DAYS)

1 TASIGNA® SPECIALTY PA, QL (120 CAPS PER 30 DAYS)
Monoclonal Antibodies

1,2 RITUXAN® SPECIALTY PA

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage
limitations or prior authorizations for this medication. Please have your pharmacy contact us if you

need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your
Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.
and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)
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Drug Name Status Comment

Antineoplastics - Drugs to treat cancer

Other

1,2 CAMPATH® SPECIALTY PA

1,2 ONTAK® SPECIALTY PA TO CONFIRM PART D COVERAGE PER CMS
1,2 VELCADE® SPECIALTY PA

Retinoids

1 PANRETIN® SPECIALTY

1 TARGRETIN® SPECIALTY PA

1 TRETINOIN CAPSULE SPECIALTY PA

1 VESANOID® SPECIALTY PA

Antiparasitics - Drugs to treat parasites

Anthelmintics

mebendazole GENERIC

MINTEZOL® BRAND

Antiprotozoals

ALINIA® BRAND
chloroquine phosphate GENERIC
DARAPRIM® BRAND
FANSIDAR® BRAND
hydroxychloroquine sulfate GENERIC
mefloquine hcl GENERIC

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage
limitations or prior authorizations for this medication. Please have your pharmacy contact us if you
need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your
Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.
and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)
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Drug Name Status Comment

Antiparasitics - Drugs to treat parasites

Antiprotozoals

MEPRON® SPECIALTY
2 NEUTREXIN® SPECIALTY

primaquine GENERIC

TINDAMAX® BRAND

Pediculicides/Scabicides

lindane GENERIC

permethrin GENERIC

Antiparkinson Agents - Drugs to treat Parkinsonism

Antiparkinson Agents

amantadine GENERIC

atamet GENERIC

AZILECT® BRAND

benztropine mesylate GENERIC

bromocriptine mesylate GENERIC

carbidopa-levodopa GENERIC

COMTAN® BRAND

LODOSYN® BRAND

MIRAPEX® BRAND ST (LOOKS FOR

CARBIDOPA/LEVODOPA),QL(90TABS/30DAYS)

REQUIP® BRAND

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage
limitations or prior authorizations for this medication. Please have your pharmacy contact us if you
need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your
Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.
and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)
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Drug Name Status Comment

Antiparkinson Agents - Drugs to treat Parkinsonism

Antiparkinson Agents

selegiline hcl GENERIC
trihexyphenidyl! hcl GENERIC

Antipsychotics - Drugs used in psychotherapy

Atypicals

1  ABILIFY DISCMELT® BRAND

1,2 ABILIFY INJECTABLE® BRAND

1 ABILIFY® BRAND

1 clozapine GENERIC

1 FAZACLO® BRAND

1 GEODON® BRAND QL (60 CAPS PER 30 DAYS)
1 INVEGA® BRAND PA

1,2 RISPERDAL CONSTA® (12.5 MG, 25 M BRAND QL (2 SYRINGE PER 30 DAYS)
1,2 RISPERDAL CONSTA® (37.5 MG, 50 M SPECIALTY QL (2 SYRINGE PER 30 DAYS)
1 RISPERDAL® BRAND QL (90 TABS PER 30 DAYS)
1 RISPERDAL® SOLUTION BRAND QL (360 ML PER 30 DAYS)
1 risperidone GENERIC QL (90 TABS PER 30 DAYS)
1 risperidone odt GENERIC QL (90 TABS PER 30 DAYS)
1 risperidone solution GENERIC QL (360 ML PER 30 DAYS)
1 SEROQUEL® BRAND QL (60 TABS PER 30 DAYS)
1 SYMBYAX® BRAND

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage
limitations or prior authorizations for this medication. Please have your pharmacy contact us if you
need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your
Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.

and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)
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Drug Name Status Comment

Antipsychotics - Drugs used in psychotherapy

Atypicals

1,2 ZYPREXA INJECTABLE® BRAND QL (3 MLS PER 30 DAYS)
1  ZYPREXA ZYDIS® BRAND QL (30 TABS PER 30 DAYS)
1  ZYPREXA® BRAND QL (30 TABS PER 30 DAYS)

Conventional

1 chlorpromazine hcl GENERIC
1 compro GENERIC
1,2 fluphenazine decanoate GENERIC
1  fluphenazine hcl GENERIC
1,2 HALDOL DECANOATE® BRAND

1  haloperidol GENERIC
1,2 haloperidol decanoate GENERIC
1 haloperidol lactate GENERIC
1 loxapine GENERIC
1 MOBAN® BRAND

1 ORAP® BRAND

1 prochlorperazine maleate GENERIC
1 thioridazine hcl GENERIC
1 thiothixene GENERIC
1 trifluoperazine hcl GENERIC

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage
limitations or prior authorizations for this medication. Please have your pharmacy contact us if you
need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your
Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.
and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)
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Drug Name Status Comment

Antispasticity Agents - Drugs to treat muscle spasms

Antispasticity Agents

baclofen GENERIC
dantrolene sodium GENERIC
tizanidine hcl GENERIC

Antivirals - Drugs to treat viral infections

Anti-cytomegalovirus (CMV) Agents

2 CYTOVENE® BRAND
2 FOSCARNET SODIUM SPECIALTY
ganciclovir GENERIC
VALCYTE® SPECIALTY

Antihepatitis Agents

2 BARACLUDE® SPECIALTY PA

2 COPEGUS® SPECIALTY PA

2 HEPSERA® SPECIALTY QL (30 TABS PER 30 DAYS)
2 INFERGEN® SPECIALTY

2 PEGASYS® SPECIALTY PA

2 PEGINTRON REDIPEN® SPECIALTY PA

2  PEGINTRON® SPECIALTY PA

2 REBETOL® SPECIALTY PA

2 RIBAPAK® SPECIALTY PA

2 RIBASPHERE® SPECIALTY PA

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage
limitations or prior authorizations for this medication. Please have your pharmacy contact us if you
need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your
Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.
and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)
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Drug Name Status Comment

Antivirals - Drugs to treat viral infections

Antihepatitis Agents

2  RIBATAB® SPECIALTY PA
2 RIBAVIRIN SPECIALTY PA
2 TYZEKA® BRAND PA, QL (30 TABS PER 30 DAYS)

Antiherpetic Agents

acyclovir GENERIC
acyclovir sodium GENERIC
DENAVIR® BRAND
trifluridine GENERIC
VALTREX® BRAND

Anti-HIV Agents, Integrase Inhibitors

1 ISENTRESS® BRAND

Anti-HIV Agents, Non-nucleoside Reverse Transcriptase Inhibitors

1 INTELENCE® BRAND
1 RESCRIPTOR® BRAND
1 SUSTIVA® BRAND
1 VIRAMUNE® BRAND

Anti-HIV Agents, Nucleoside and Nucleotide Reverse Transcriptase Inhibitors

1 COMBIVIR® BRAND
1 didanosine GENERIC
1 EMTRIVA® BRAND

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage
limitations or prior authorizations for this medication. Please have your pharmacy contact us if you
need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your
Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.
and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)
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Drug Name Status Comment

Antivirals - Drugs to treat viral infections

Anti-HIV Agents, Nucleoside and Nucleotide Reverse Transcriptase Inhibitors

1 EPIVIRHBV® BRAND
1 EPIVIR® BRAND
EPZICOM BRAND
1 RETROVIR® BRAND
1 TRIZIVIR® BRAND
1 TRUVADA® BRAND
1 VIDEX® BRAND
1 VIREAD® BRAND
1 ZERIT® BRAND
1 ZIAGEN® BRAND
1  zidovudine GENERIC

Anti-HIV Agents, Protease Inhibitors

1 APTIVUS® BRAND
1 ATRIPLA® BRAND
1 CRIXIVAN® BRAND
1 INVIRASE® BRAND
1 KALETRA® BRAND
1 LEXIVA® BRAND
1 NORVIR® BRAND
1 PREZISTA® BRAND
1 REYATAZ® BRAND

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage
limitations or prior authorizations for this medication. Please have your pharmacy contact us if you
need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your
Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.
and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)
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Drug Name Status Comment

Antivirals - Drugs to treat viral infections

Anti-HIV Agents, Protease Inhibitors

1 VIRACEPT® BRAND

Anti-human Immunodeficiency Virus (HIV) Agents, Fusion Inhibitors

1 FUZEON® BRAND

Anti-influenza Agents

RELENZA® BRAND
rimantadine hcl GENERIC
TAMIFLU® BRAND QL (20 CAPS PER 10 DAYS)

Chemokine Receptor Antagonist

SELZENTRY® BRAND

Anxiolytics - Drugs to treat anxiety

Antidepressants

1,3 citalopram hbr GENERIC
1 paroxetine hcl GENERIC
1,3 sertraline hcl GENERIC

Anxiolytics, Other

buspirone hcl GENERIC
meprobamate GENERIC ST

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage
limitations or prior authorizations for this medication. Please have your pharmacy contact us if you
need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your
Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.
and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)
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Drug Name Status Comment

Bipolar Agents - Drugs to treat bipolar disorders

Bipolar Agents

1 GEODON® BRAND QL (60 CAPS PER 30 DAYS)
1 lithium carbonate GENERIC

1 lithium citrate GENERIC

1 RISPERDAL® BRAND QL (90 TABS PER 30 DAYS)
1 RISPERDAL® SOLUTION BRAND QL (360 ML PER 30 DAYS)
1 risperidone GENERIC QL (90 TABS PER 30 DAYS)
1 risperidone odt GENERIC QL (90 TABS PER 30 DAYS)
1 risperidone solution GENERIC QL (360 ML PER 30 DAYS)

Blood Glucose Regulators - Drugs to treat diabetes

Antidiabetic Agents

ACTOPLUS MET® BRAND

ACTOS® BRAND QL (30TABS/30DAYS)
AVANDAMET® BRAND

AVANDARYL® BRAND

AVANDIA® 2 OR 4MG BRAND QL (60TABS/30DAYS)
AVANDIA® 8MG BRAND QL (30TABS/30DAYS)

2  BYETTA® BRAND PA

DUETACT® BRAND

glimepiride GENERIC

glipizide GENERIC

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage
limitations or prior authorizations for this medication. Please have your pharmacy contact us if you
need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your
Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.
and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)
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Drug Name Status Comment

Blood Glucose Regulators - Drugs to treat diabetes

Antidiabetic Agents

glipizide er GENERIC
glipizide x/ GENERIC
glipizide-metformin GENERIC
glyburide GENERIC
glyburide micronized GENERIC
glyburide-metformin hcl GENERIC
GLYSET® BRAND
JANUMET® BRAND PA
JANUVIA® BRAND PA
metformin hcl GENERIC
metformin hcl er GENERIC
PRECOSE® BRAND
RIOMET® BRAND
STARLIX® BRAND
2 SYMLIN® BRAND PA
tolazamide GENERIC
tolbutamide GENERIC

Glycemic Agents

glucagen GENERIC QL (2 PER 30 DAYS)
GLUCAGON EMERGENCY KIT® BRAND QL (2 PER 30 DAYS)
PROGLYCEM® BRAND

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage
limitations or prior authorizations for this medication. Please have your pharmacy contact us if you
need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your
Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.
and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)
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Drug Name Status Comment

Blood Glucose Regulators - Drugs to treat diabetes

Insulins
APIDRA® BRAND
HUMALOG MIX 50-50® BRAND
HUMALOG MIX 75-25® BRAND
HUMALOG® BRAND
HUMULIN 50-50® BRAND
HUMULIN 70-30® BRAND
HUMULIN N® BRAND
HUMULIN R® BRAND
LANTUS SOLOSTAR® BRAND
LANTUS® BRAND
LEVEMIR® BRAND
NOVOLIN 70-30 INNOLET® BRAND
NOVOLIN 70-30°® BRAND
NOVOLIN N INNOLET® BRAND
NOVOLIN N® BRAND
NOVOLIN R® BRAND
NOVOLOG MIX 70-30® BRAND
NOVOLOG® BRAND
RELION NOVOLIN 70-30 INNOLET® BRAND
RELION NOVOLIN 70-30® BRAND
RELION NOVOLIN N INNOLET® BRAND
RELION NOVOLIN R® BRAND

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage
limitations or prior authorizations for this medication. Please have your pharmacy contact us if you
need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your
Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.
and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)
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Drug Name Status Comment

Blood Products/Modifiers/ Volume Expanders

Anticoagulants

2 ARIXTRA® SPECIALTY
COUMADIN® BRAND
2 FRAGMIN® SPECIALTY
2 heparin sodium GENERIC
2 heparin sodium in 5% dextrose GENERIC
2 INNOHEP® BRAND QL (20 MLS PER 10 DAYS)
jantoven GENERIC
2 LOVENOX® (30MG OR 40MG) BRAND QL (20 MLS PER 10 DAYS)
2 LOVENOX® (ALL OTHER STRENGTHS) SPECIALTY
warfarin sodium GENERIC

Blood Formation Products

2 ARANESP® (25MCG/ML) BRAND PA, QL (4 MLS PER 28 DAYS)
2 ARANESP® (ALL OTHER STRENGTHS) SPECIALTY PA

2 EPOGEN® SPECIALTY PA

2 NEULASTA® SPECIALTY PA

2 NEUPOGEN® SPECIALTY PA

2 PROCRIT® SPECIALTY PA

2 PROMACTA® 25 MG TAB SPECIALTY PA, QL (90 TABS PER 30 DAYS)
2 PROMACTA® 50 MG TAB SPECIALTY PA, QL (30 TABS PER 30 DAYS)

Blood Products/Modifiers/ Volume Expanders

anagrelide hcl GENERIC

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage
limitations or prior authorizations for this medication. Please have your pharmacy contact us if you
need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your
Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.
and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)
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Drug Name Status Comment

Blood Products/Modifiers/ Volume Expanders

Coagulants

2 CYKLOKAPRON® BRAND

Platelet Aggregation Inhibitors

AGGRENOX® BRAND
cilostazol GENERIC
dipyridamole GENERIC
PLAVIX® BRAND

Cardiovascular Agents - Drugs to treat blood pressure, cholesterol and the heart

Alpha-adrenergic Agonists

CATAPRES-TTS® BRAND

clonidine hcl GENERIC
guanabenz acetate GENERIC
guanfacine hcl GENERIC
midodrine hcl GENERIC

Alpha-adrenergic Blocking Agents

prazosin hcl GENERIC
terazosin hcl GENERIC

Antiarrhythmics

amiodarone hcl GENERIC
disopyramide phosphate GENERIC

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage
limitations or prior authorizations for this medication. Please have your pharmacy contact us if you
need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your
Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.
and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)
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Drug Name Status Comment

Cardiovascular Agents - Drugs to treat blood pressure, cholesterol and the heart

Antiarrhythmics

flecainide acetate GENERIC
mexiletine hcl GENERIC
NORPACE CR® BRAND
procainamide hcl GENERIC
PROCANBID® BRAND
PRONESTYL® BRAND
PRONESTYL-SR® BRAND
propafenone hcl GENERIC
quinidine gluconate GENERIC
quinidine sulfate GENERIC
TIKOSYN® BRAND

Beta-adrenergic Blocking Agents

acebutolol hcl GENERIC
atenolol GENERIC
atenolol-chlorthalidone GENERIC
betaxolol hcl GENERIC
bisoprolol fumarate GENERIC
3 carvedilol GENERIC
COREG CR® BRAND
labetalol hcl GENERIC
LEVATOL® BRAND

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage
limitations or prior authorizations for this medication. Please have your pharmacy contact us if you
need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your
Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.
and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)
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Drug Name Status Comment

Cardiovascular Agents - Drugs to treat blood pressure, cholesterol and the heart

Beta-adrenergic Blocking Agents

3 metoprolol succinate er GENERIC
3 metoprolol tartrate GENERIC
metoprolol-hydrochlorothiazide GENERIC
nadolol GENERIC
pindolol GENERIC
propranolol hcl GENERIC
propranolol hcl-hctz GENERIC
sotalol GENERIC
sotalol af GENERIC

Calcium Channel Blocking Agents

afeditab cr GENERIC
amlodipine besylate GENERIC
cartia xt GENERIC
dilt-cd GENERIC
diltiazem hcl GENERIC
dilt-xr GENERIC
felodipine er GENERIC
isradipine GENERIC
nicardipine hcl GENERIC
nifediac cc GENERIC
nifedical x/ GENERIC

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage
limitations or prior authorizations for this medication. Please have your pharmacy contact us if you
need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your
Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.
and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)
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Drug Name Status Comment

Cardiovascular Agents - Drugs to treat blood pressure, cholesterol and the heart

Calcium Channel Blocking Agents

nifedipine er GENERIC
NIMOTOP® SPECIALTY
nisoldipine GENERIC
taztia xt GENERIC
TIAZAC® BRAND
verapamil hcl GENERIC

Cardiovascular Agents, Other

amlodipine besylate-benazepril GENERIC
digitek GENERIC
digoxin GENERIC
epinephrine GENERIC
LANOXIN® BRAND

pentopak GENERIC
pentoxifylline GENERIC
pentoxil GENERIC
RANEXA® BRAND

Diuretics

acetazolamide GENERIC
acetazolamide sodium GENERIC
amiloride hcl-hctz GENERIC
bumetanide GENERIC

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage
limitations or prior authorizations for this medication. Please have your pharmacy contact us if you
need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your
Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.
and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)
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Drug Name Status Comment

Cardiovascular Agents - Drugs to treat blood pressure, cholesterol and the heart

Diuretics

chlorothiazide GENERIC
chlorthalidone GENERIC
DIAMOX SEQUELS® BRAND

DYRENIUM® BRAND

EDECRIN® BRAND

furosemide GENERIC
hydrochlorothiazide GENERIC
indapamide GENERIC
methazolamide GENERIC
metolazone GENERIC
spironolactone-hctz GENERIC
torsemide GENERIC
triamterene-hctz GENERIC

Dyslipidemics

cholestyramine GENERIC
cholestyramine light GENERIC
colestid GENERIC
colestipol hcl GENERIC
fenofibrate GENERIC
gemfibrozil GENERIC

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage
limitations or prior authorizations for this medication. Please have your pharmacy contact us if you
need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your
Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.
and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)
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Drug Name Status Comment

Cardiovascular Agents - Drugs to treat blood pressure, cholesterol and the heart

Dyslipidemics
LIPITOR® BRAND ST (LOOKS FOR SIMVASTATIN), QL - HALF-TAB
REQUEST, NOT MANDATORY
lovastatin GENERIC
NIASPAN® BRAND
pravastatin sodium GENERIC
3 simvastatin GENERIC
ZETIA® BRAND ST (LOOKS FOR SIMVASTATIN)

Renin-angiotensin-aldosterone System Inhibitors

3 benazepril hcl GENERIC
3 benazepril hcl-hctz GENERIC
captopril GENERIC
captopril-hctz GENERIC
COZAAR® BRAND QL (30 TABS PER 30 DAYS)
DIOVAN HCT® BRAND QL (30 TABS PER 30 DAYS)
DIOVAN® BRAND QL (30 TABS PER 30 DAYS)
3 enalapril maleate GENERIC
3 enalapril maleate-hctz GENERIC
3 fosinopril sodium GENERIC
3 fosinopril-hctz GENERIC
HYZAAR® BRAND QL (30 TABS PER 30 DAYS)
3 lisinopril GENERIC

1 if you are on this prescription drug when you first enroll on our plan, there are no special coverage
limitations or prior authorizations for this medication. Please have your pharmacy contact us if you
need assistance getting this medication.

2 This prescription may be available only at certain pharmacies. For more information consult your
Pharmacy Directory or call Customer Service at 503-574-8000 or 1-800-603-2340, between 8 a.m.
and 8 p.m., seven days a week to answer Part D (prescription) questions. If you are hearing impaired
and use a Teletype (TTY) Device, please call our TTY line at 503-574-8702 or 1-888-244-6642.

3 This prescription drug will be provided at zero cost-sharing the first time you fill it.

PA - Prior Authorization, QL - Quantity Limits, ST - Step Therapy (Refer to page iii for definitions)
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VIDAZA®

VIDEX®
VIGAMOX®
VIMPAT® TABLET
VIMPAT® VIAL
VIRACEPT®
VIRAMUNE®
VIREAD®
VIVACTIL®
VIVAGLOBIN®
VIVELLE-DOT®
VIVOTIF BERNA®
warfarin sodium
WELLBUTRIN XL®
XALATAN®
XENAZINE®
XIBROM®
XIFAXAN®
XOPENEX HFA®
XYREM®
YF-VAX®
ZANTAC IV®
ZAVESCA®
ZEGERID® SUSPENSION
ZEMAIRA®
ZEMPLAR®
ZERIT®

ZETIA®

ZIAGEN®
Zidovudine
ZOLINZA®
zolpidemtartrate
ZOMIG® 2.5 MG
ZOMIG® 5 MG
ZOMIG® SPRAY
ZOMIG® ZMT
ZONEGRAN®
zonisamide
ZORBTIVE®
ZOSTAVAX®
ZOSYN®
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Page

Publication Name

22
29

30
28
29
13
58
53
57
34
12
63
42
63

66
42
57
46
45

47
67

60
29
40
29
29
22
67

19
19

19
19

50

57

52
65

26

26
26

81

ZYVOX®



Category Listing

Category Name Page
Analgesics - Drugs to treat pain 1

Anesthetics 3

Antibacterials - Drugs to treat bacterial infections 3

Anticonvulsants - Drugs to treat or prevent seizures 9

Antidementia Agents - Drugs to treat dementia 11
Antidepressants - Drugs to treat depression 12
Antidotes, Deterrents, and Toxicologic Agents 13
Antiemetics - Drugs to treat nausea 14
Antifungals - Drugs to treat fungal infections 15
Antigout Agents - Drugs to treat or gout 16
Anti-inflammatory Agents — Drugs to treat inflammation 17
Antimigraine Agents - Drugs to treat or prevent migraines 18
Antimyasthenic Agents — Drugs to treat Mysathenia Gravis 19
Antimycobacterials - Drugs to treat tuberculosis 19
Antineoplastics - Drugs to treat cancer 20
Antiparasitics - Drugs to treat parasites 23
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Metabolic Bone Disease Agents — Drugs to treat metabolic bone disorders
Miscellaneous

Ophthalmic Agents - Drugs to treat eye conditions

Otic Agents - Drugs to treat ear conditions
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