Authorization Page
Generated on September 29, 2016 2:39PM

TEMPORARY ADMINISTRATIVE RULES

Oregon Health Authority, Health Systems Division:

Medical Assistance Programs 410

Agency and Division Administrative Rules Chapter Number
Sandy Cafourek dmap.rules@state.or.us
Rules Coordinator Email Address

500 Summer St. NE, Salem, OR 97301 503-945-6430

Address Telephone

Upon filing.

Adopted on

10/01/2016 thru 03/29/2017

Effective dates

RULE CAPTION
Amending PDL March 31, May 26, 2016, DUR/P&T Action

Not more than 15 words

RULEMAKING ACTION

ADOPT:

AMEND: 410~121-0030

SUSPEND:

Stat. Auth.: ORS 413.032, 413.042, 414.065, 414.325, 414.330 to 414.414, 414.312, and 414.316

Other Auth.:

Stats. Implemented: ORS 414.065; 414.325, 414.334, 414.361, 414.369, 414.371, 414.353, and 414.

RULE SUMMARY

The Pharmaceutical Services program administrative rules (Division 121) govern
Division payments for services provided to certain clients. The Division needs to
amend rules as follows:

410-121-0030:
Preferred:
Epoprostenol
NarcanA® Nasal
Injectable Naloxone



Lurasidone
Asenapine
Aripiprazole IM

Non-Preferred:
Calcium
Vitamin D
EvziohA®

Auto Injector Naloxone

Glycopyrrolate

Indacaterol/Glycopyrrolate

Chlorpromazine

Clerical - Various clerical changes were made to system class, drug and form
names.

STATEMENT OF NEED AND JUSTIFICATION

The amendment of OAR 410-121-0030

In the Matter of

Or Law 2011, chapter 720 (HB 2100) :
http://www.oregon.gov/pers/docs/2011 legislation/hb2100.en.pdf

Documents Relied Upon, and where they are available

The Pharmaceutical Services program administrative rules (division 121) govern
Division payments for services provided to certain clients. The Division needs to
amend 410-121-0030 per the Drug Use Review (DUR) Pharmacy & Therapeutics (P&T)
Committee's recommendations made during the March 31, and May 26, 2016, meetings.
The Authority needs to implement changes to the Preferred Drug List to ensure the
safe and appropriate use of cost effective prescription drugs for the Oregon
Health Plan's fee-for-service recipients.

410-121-0030:
Preferred:
Epoprostenol
NarcanA® Nasal
Injectable Naloxone

Lurasidone
Asenapine

Aripiprazole IM

Non-Preferred:
Calcium
Vitamin D
EvzioA®



Auto Injector Naloxone

Glycopyrrolate
Indacaterol/Glycopyrrolate

Chlorpromazine

Clerical - Various clerical changes were made to system class, drug and form

names.

Need for the Temporary Rule(s)

The Authority finds that failure to act promptly will result in serious prejudice
to the public interest, the Authority, and clients enrolled in Oregon's Medicaid
program by delaying the reassessment and update of preferred drug lists and prior
authorization requirements. These rules need to be adopted promptly so the
Authority can ensure the safe and appropriate use of Medicaid covered drugs.

Justification of Temporary Rules
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Authorized Signer Printed Name Date

Authorization Page replaces the ink signature on paper filings. Have
your authorized signer sign and date, then scan and attach it to your
filing. You must complete this step before submitting your Permanent
and Temporary filings.



Secretary of State
STATEMENT OF NEED AND JUSTIFICATION

A Certificate and Order for Filing Temporary Administrative Rules accompanies this form.

Oregon Health Authority, Health Systems Division, Medical Assistance Programs (Division) 410

Agency and Division Administrative Rules Chapter Number

Rule Caption: Amending PDL March 31, May 26, 2016, DUR/P&T Action

In the Matter of: The amendment of OAR 410-121-0030

Statutory Authority: ORS 413.032, 413.042, 414.065, 414.325, 414.330 to 414.414, 414.312, 414.316
Other Authority: None

Stats. Implemented: ORS 414.065; 414.325, 414.334, 414.361, 414.369, 414.371, 414.353, 414.354

Need for the Temporary Rule(s): The Pharmaceutical Services program administrative rules (division 121) govern Division
payments for services provided to certain clients. The Division needs to amend 410-121-0030 per the Drug Use Review (DUR)
Pharmacy & Therapeutics (P&T) Committee’s recommendations made during the March 31, and May 26, 2016, meetings. The
Authority needs to implement changes to the Preferred Drug List to ensure the safe and appropriate use of cost effective
prescription drugs for the Oregon Health Plan’s fee-for-service recipients.

410-121-0030:
Preferred:
Epoprostenol
Narcan® Nasal
Injectable Naloxone

Lurasidone
Asenapine
Aripiprazole IM

Non-Preferred:
Calcium

Vitamin D

Evzio®

Auto Injector Naloxone

Glycopyrrolate
Indacaterol/Glycopyrrolate
Chlorpromazine

Clerical - Various clerical changes were made to system class, drug and form names.

Documents Relied Upon, and where they are available: Or Law 2011, chapter 720 (HB 2100):
hitp://www.oregon,gov/pers/docs/2011 legislation/hb2100.en.pdf

Justification of Temporary Rule(s): The Authority finds that failure to act promptly will result in serious prejudice to the public
interest, the Authority, and clients enrolled in Oregon’s Medicaid program by delaying the reassessment and update of preferred
drug lists and prior authorization requirements. These rules need to be adopted promptly so the Authority can ensure the safe and
appropriate use of Medicaid covered drugs.
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Administrative Rules Unit, Archives Division, Secretary of State, 800 Summer Street NE, Salem, Oregon 97310.



410-121-0030

Practitioner-Managed Prescription Drug Plan

(1) The Practitioner-Managed Prescription Drug Plan (PMPDP) is a plan that
ensures that OHP fee-for-service clients have access to the most effective
prescription drugs appropriate for their clinical conditions at the best possible
price:

(a) Licensed health care practitioners, who are informed by the latest peer
reviewed research, make decisions concerning the clinical effectiveness of the
prescription drugs;

(b) Licensed health care practitioners also consider the client’s health condition,
personal characteristics, and the client’s gender, race, or ethnicity.

(2) PMPDP Preferred Drug List (PDL):

(a) The PDL is the primary tool the Division uses to inform licensed health care
practitioners about the results of the latest peer-reviewed research and cost
effectiveness of prescription drugs;

(b) The PDL contains a list of prescription drugs that the Division, in consultation
with the Drug Use Review (DUR)/Pharmacy & Therapeutics Committee (P&T),
has determined represent the most effective drugs available at the best possible
price;

(c) The PDL shall include drugs that are Medicaid reimbursable and the Food
and Drug Administration (FDA) has determined to be safe and effective.

(3) PMPDP PDL Selection Process:

(a) The Division shall utilize the recommendations made by the P&T that result
from an evidence-based evaluation process as the basis for selecting the most
effective drugs;

(b) The Division shall ensure the drugs selected in section (3)(a) that are
available for the best possible price and shall consider any input from the P&T
about other FDA-approved drugs in the same class that are available for a lesser
relative price. The Division shall determine relative price using the methodology
described in section (4);

(c) The Division shall evaluate selected drugs for the drug classes periodically:



(A) The Division may evaluate more frequently if new safety information or the
release of new drugs in a class or other information makes an evaluation
advisable;

(B) New drugs in classes already evaluated for the PDL shall be non-preferred
until the new drug has been reviewed by the P&T;

{(C) The Division shall make all revisions to the PDL using the rulemaking
process and shall publish the changes on the Division’s Pharmaceutical Services
provider rules website.

(4) Relative cost and best possible price determination:

(a) The Division shall determine the relative cost of all drugs in each selected
class that are Medicaid reimbursable and that the FDA has determined to be safe
and effective;

(b) The Division may also consider dosing issues, patterns of use, and
compliance issues. The Division shall weigh these factors with any advice
provided by the P&T in reaching a final decision.

(5) Pharmacy providers shall dispense prescriptions in the generic form unless:
(a) The practitioner requests otherwise pursuant to OAR 410-121-0155;

(b) The Division notifies the pharmacy that the cost of the brand name particular
drug, after receiving discounted prices and rebates, is equal to or less than the

cost of the generic version of the drug.

(6) The exception process for obtaining non-preferred physical health drugs that
are not on the PDL. drugs shall be as follows:

(a) If the prescribing practitioner in their professional judgment wishes to
prescribe a physical health drug not on the PDL, they may request an exception
subject to the requirements of OAR 410-121-0040;

(b) The prescribing practitioner must request an exception for physical health
drugs not listed in the PDL subject to the requirements of OAR 410-121-0060;

(c) Exceptions shall be granted when:
(A) The prescriber in their professional judgment determines the non-preferred

drug is medically appropriate after consulting with the Division or the Oregon
Pharmacy Call Center; or



(B) Where the prescriber requests an exception subject to the requirement of
section (6)(b) and fails to receive a report of PA status within 24 hours, subject to
OAR 410-121-0060.

(7) Table 121-0030-1, PMPDP PDL dated-July-4 October 1, 2016 is adopted and
incorporated by reference and is found at: www.orpdl.org.

Stat. Auth.: ORS 413.032, 413.042, 414.065, 414.325, 414.330 to 414.414,
414.312, 414.316

Stats. Implemented: ORS 414.065; 414.325, 414.334, 414.361, 414.369,
414.371, 414.353, 414.354
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PDL_2016_07_01_V2.pdf

Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List

Effective=uly 1, 2016

Allergy/Cold Antihistamines, Second CETIRIZINE HCL SOLUTION ***
Generation CETIRIZINE HCL TABLET
LORATADINE SOLUTION ***
LORATADINE TAB RAPDIS ***
LORATADINE TABLET
MergilCold | Coughrandcole CAPGULE
LB
GRAM-RAE
HEWHB
SRR
TBeERR
TABLET
GUALEEMNESIN FABLETER
GAIABENEGH N ENEN L) TB-BRA2H
GUAIFENESIN/CODEINE PHOSPHATE * LiQuUiD
GUAIFENESIN/CODEINE PHOSPHATE * SYRUP
GUAIFENESIN/CODEINE PHOSPHATE * TABLET
GUAIFENESIN/DEXTROMETHORPHAN CARBYLE
CIPHEMEBANSDEUTRBIETASRRIAD BRERS
G ENESHN B EFREMIETHE RPN EER
BUAFENBIG BERTRENETHERPIIRN ERANPRER
GUAIFENEUN DEHTRONETHERPHANK s e
EHIFENESY BERTREMETHERP M TP
G FENESH B EHTFREMETHERPHHRN BERP
BRI PENES N BEHTRENETHERPHIMN FAB-BRE2H
BHAFENESHG BEHTRENIEFHERPHIM FABREF
B FENESH BEXTREIAFTFHE RPN FRIAPPBHR
PSESBOEAMAEBRINGEHEL TABLET
A!Ief'gy/Cold Nasal Allergy Inhalefs FLUTICASONE PROPIONATE * SPRAY SUSP
Analgesics Analgesics, Topical CAPSAICIN CREAM (G)
Analgesics ' Gout ' ALLOPURINOL TABLET
COLCHICINE/PROBENECID TABLET
Analgesics MusrcleyRyelaxants, Oral BACLOFEN TABLET
CYCLOBENZAPRINE HCL TABLET ***
TIZANIDINE HCL TABLET

* Drug coverage subject to meeting clinical prior authorization criteria
** Drug coverage subject to quantity limits
*** Certain strengths may require Prior Authorization

¥ Age restrictions apply 1

Updated: sure8s 2016




PDL_2016_10_01 V1.pdf

Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List

Effective- Octaher 1, 2016
A||ergy/rnld Apanbylavic.Rescug ERINERURINE AUTQINICT
Alergy/Cold Antihistamines, Second CETIRIZINE HCL SOLUTION ***
Generation CETIRIZINE HCL TABLET
LORATADINE SOLUTION ***
LORATADINE TAB RAPDIS ***
LORATADINE TABLET
Allesgu/Cald Cough.and Cold GLIAEENESIN (MUCINEX )4 LABER 128
GLIAEENESING GRAM.PALCK
GLIAIEENESINE NTalNliny
GLIAIEENESING SYRLIR
GLAIEENESING LARER.I2H
GLIAIEENESING LABLEL
GLAIEENESING LABLELER
GUAIFENESIN/CODEINE PHOSPHATE * LiQuID
GUAIFENESIN/CODEINE PHOSPHATE * SYRUP
GUAIFENESIN/CODEINE PHOSPHATE * TABLET
GUAIFENESIN/DEXTROMETHORPHAN & CARSLILE
GLIAIEENESIN/DEXTROMETLORPHANL QROPS
GLIAIEENESIN/DEXTROMETHOREHAN & ELIXIR
GLIAIEENESIN/DEXTROMETHQREHANL GRANRACK
GLAIEENESIN/DEXTROMETHORBEAN LIQLID
GLIAIEENESIN/DEXTROMETHQRREAN & LIOUID BT
GLIAIEENESIN/DEXTROMETHOREHAN L SYRLID
GLIAIEENESIN/QEXTROMETHORRHAN X 1ARERI2H
GLIAIEENESIN/QEXTROMETHQRPHAN & LARLEL
GLIAIEENESIN/DEXTROMETHQRPHAN & 1BME12HR
BSEUDOEPHEDRINELICL Y CARSLILE
RSEUDQLRHEDRINELCLL TABLET
Alle}gy/Co!d Nasal Allergy Inhalers FLUTICASONE PROPIONATE * SPRAY 5USP
Analgecics Analgesics, Topical CAPSAICIN CREAM (G)
Anaigesics Gout ALLOPURINOL TABLET
COLCHICINE/PROBENECID TABLET
Vl\rnralrggsics ) Muscle Re!‘axéﬁtsr,’bvra‘l """" 'B”ACLOFEN TABLET
CYCLOBENZAPRINE HCL TABLET ***
TIZANIDINE HCL TABLET

* Drug coverage subject to meeting clinical prior authorization criteria

** Drug coverage subject to quantity limits

**¥ Certain strengths may require Prior Authorization

+ Age restrictions apply

Updated: Saptambadd, 2016




PDL_2016_07 01 V2.pdf

Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List

Effective: by 1, 2016

-

System Class  Preferred
Analgesics Non-Steroidal Anti- DICLOFENAC POTASSIUM TABLET
Inflammatory Drugs DICLOFENAC SODIUM TABLET DR
ETODOLAC TABLET
FLURBIPROFEN TABLET
IBUPROFEN CAPSULE
IBUPROFEN DROPS SUSP
IBUPROFEN ORAL SUSP
IBUPROFEN TAB CHEW
IBUPROFEN TABLET
INDOMETHACIN CAPSULE
KETOPROFEN CAPSULE
KETOROLAC TROMETHAMINE ** TABLET
MELOXICAM TABLET
NABUMETONE TABLET
NAPROXEN TABLET
NAPROXEN TABLET DR
NAPROXEN SODIUM TABLET
OXAPROZIN TABLET
SULINDAC TABLET
Aﬁalgesics Opioids, Lohg-Acting FENTANYL ** PATCH TD72
MORPHINE SULFATE ** TABLET ER
Analgesics Opioids, Short-Acting ACETAMINOPHEN WITH CODEINE * ORAL SUSP
ACETAMINOPHEN WITH CODEINE * SOLUTION
ACETAMINOPHEN WITH CODEINE * TABLET
BUTORPHANOL TARTRATE ** SPRAY
CODEINE SULFATE * TABLET
HYDROCODONE/ACETAMINOPHEN ** SOLUTION
HYDROCODONE/ACETAMINGPHEN ** TABLET
HYDROMORPHONE HCL ** SUPP.RECT
HYDROMORPHONE HCL ** TABLET
MORPHINE SULFATE ** SOLUTION
MORPHINE SULFATE ** SUPP.RECT
MORPHINE SULFATE ** TABLET
OPIUM/BELLADONNA ALKALOIDS ** SUPP.RECT
OXYCODONE HCL ** SOLUTION
OXYCODONE HCL ** TABLET
OXYCODONE HCL/ACETAMINOPHEN ** TABLET
TRAMADOL HCL ** TABLET
Analgesics Triptans, Nasal IMITREX ™ - BRAND ONLY ** SPRAY
Analgesics Triptans, Oral NARATRIPTAN HCL ** TABLET
SUMATRIPTAN SUCCINATE ** TABLET
Analgesics ) Triptans, Subcutaneous IMITREX ™ - BRAND ONLY ** CARTRIDGE
IMITREX ™ - BRAND ONLY ** PEN INJCTR
SUMATRIPTAN SUCCINATE ** VIAL

* Drug coverage subject to meeting clinical prior authorization criteria

** Drug coverage subject to quantity limits

*## Certain strengths may require Prior Authorization

¥ Age restrictions apply

Updated: dempe=282 2016




PDL_2016_10_01_Vi.pdf

Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List

Effective: Qcioher 1, 2016

System Class ; ; . jP\rke‘féfred
Analgesics Non-Steroidal Anti- DICLOFENAC POTASSIUM TABLET
Inflammatory Drugs DICLOFENAC SODIUM TABLET DR
ETODOLAC TABLET
FLURBIPROFEN TABLET
IBUPROFEN CAPSULE
IBUPROFEN DROPS SUSP
IBUPROFEN ORAL SUsp
IBUPROFEN TAB CHEW
IBUPROFEN TABLET
INDOMETHACIN CAPSULE
KETOPROFEN CAPSULE
KETOROLAC TROMETHAMINE ** TABLET
MELOXICAM TABLET
NABUMETONE TABLET
NAPROXEN TABLET
NAPROXEN TABLET DR
NAPROXEN SODIUM TABLET
OXAPROZIN TABLET
SULINDAC TABLET
At;algesifzs Opioids, Long-Acting FENTANYL ** PATCH TD72
MORPHINE SULFATE ** TABLET ER
Analgesics Opioids, Short-Acting ACETAMINOPHEN WITH CODEINE * ORAL SUSP
ACETAMINOPHEN WITH CODEINE * SOLUTION
ACETAMINOPHEN WITH CODEINE * TABLET
BUTORPHANOL TARTRATE ** SPRAY
CODEINE SULFATE * TABLET
HYDROCODONE/ACETAMINOPHEN ** SOLUTION
HYDROCODONE/ACETAMINOPHEN ** TABLET
HYDROMORPHONE HCL ** SUPP.RECT
HYDROMORPHONE HCL ** TABLET
MORPHINE SULFATE ** SOLUTION
MORPHINE SULFATE ** SUPP.RECT
MORPHINE SULFATE ** TABLET
OPIUM/BELLADONNA ALKALOIDS ** SUPP.RECT
OXYCODONE HCL ** SOLUTION
OXYCODONE HCL ** TABLET
OXYCODONE HCL/ACETAMINOPHEN ** TABLET
TRAMADOL HCL ** TABLET
Analgesics Triptans, Nasal IMITREX ™ - BRAND ONLY ** SPRAY
Anslgesics Triptans, Oral NARATRIPTAN HCL ** TABLET
‘ SUMATRIPTAN SUCCINATE ** TABLET
Ar‘;algesiCS Triptans, Subcutaneous IMITREX ™ »’BRAND ONLY ** CARTRIDGE
IMITREX ™ - BRAND ONLY ** PEN INJCTR
SUMATRIPTAN SUCCINATE ** VIAL

* Drug coverage subject to meeting clinical prior authorization criteria

** Drug coverage subject to quantity limits

*** Certain strengths may require Prior Authorization
¥ Age restrictions apply

Updated: Saptambardl, 2016




PDL_2016_07_01_V2.pdf

Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List

1 Systefn

Effective: serby 1, 2016

“Class o , , ,
' L,
Antibiotics Amoxicillin and Clavulanate, AMOXICILLIN/POTASSIUM CLAV SUSP RECON
Oral AMOXICILLIN/POTASSIUM CLAV TAB CHEW
AMOXICILLIN/POTASSIUM CLAV TABLET
Antibiotics Cephalosporins (1st Gen), Oral | CEPHALEXIN CAPSULE ***
CEPHALEXIN SUSP RECON
Antibiotics Cephalosporins (2nd Gen), | CEFPROZIL SUSP RECON
Oral CEFPROZIL TABLET
CEFUROXIME AXETIL SUSP RECON
CEFUROXIME AXETIL TABLET
Antibiotics Cephalosporins (3rd Gen), Oral| CEFDINIR CAPSULE
CEFDINIR SUSP RECON
Antibiotics Clostridium Difficile Antibiotics| METRONIDAZOLE CAPSULE
METRONIDAZOLE TABLET
METRONIDAZOLE TABLET ER
VANCOMYCIN HCL CAPSULE
VANCOMYCIN HCL VIAL
Antibiotics ?Iuroquinolones, Oral CIPROFLOXACIN SUS MC REC
CIPROFLOXACIN HCL TABLET
LEVOFLOXACIN SOLUTION
LEVOFLOXACIN TABLET
Antibiotics Macrolides, Oral AZITHROMYCIN SUSP RECON
AZITHROMYCIN TABLET
CLARITHROMYCIN TABLET
Antibiotics Oxazolidinanes, Oral LINEZOLID SUSP RECON
LINEZOLID TABLET
VArntibiotics Tetracyclines, Oral DOXYCYCLINE HYCLATE CAPSULE
DOXYCYCLINE HYCLATE TABLET
DOXYCYCLINE MONOHYDRATE CAPSULE ***
DOXYCYCLINE MONOHYDRATE SUSP RECON
TETRACYCLINE HCL CAPSULE
| Anlifungél Antifungals, Oral CLOTRIMAZOLE TROCHE
FLUCONAZOLE SUSP RECON
FLUCONAZOLE TABLET
NYSTATIN ORAL SUSP
NYSTATIN TABLET
Antivirals Hepatitis B LAMIVUDINE * SOLUTION
LAMIVUDINE * TABLET
TENOFOVIR DISOPROXIL FUMARATE * TABLET

* Drug coverage subject to meeting clinical prior authorization criteria

** Drug coverage subject to quantity limits

+*+ Certain strengihs may require Prior Authorization

} Age restrictions apply

Updated: seme=282 2016




PDL_2016_10_01_V1.pdf

Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List

Effective: Qctoher 1, 2016

System’ - Class :
Antibiotics Amoxicillin and Clavulanate, AMOXICILLIN/POTASSIUM CLAV SUSP RECON
Oral AMOXICILLIN/POTASSIUM CLAV TAB CHEW
AMOXICILLIN/POTASSIUM CLAV TABLET
Antibiotics Cephalosporins (1st Gen), Oral | CEPHALEXIN CAPSULE ***
CEPHALEXIN SUSP RECON
Antibiotics Cephalosporins (2nd Gen), | CEFPROZIL SUSP RECON
Oral CEFPROZIL TABLET
CEFUROXIME AXETIL SUSP RECON
CEFUROXIME AXETIL TABLET
{ ,;\mlkr)riotricisr Cephalosporins (3rd Gen), Oral| CEFDINIR CAPSULE
CEFDINIR SUSP RECON
Antibiotics Clostridium Difficile Antibiotics| METRONIDAZOLE CAPSULE
METRONIDAZOLE TABLET
METRONIDAZOLE TABLET ER
VANCOMYCIN HCL CAPSULE
VANCOMYCIN HCL VIAL
jf'-.nlibinti(:s Fluroguinolones, Ofal CIPROFLOXACIN SUS MC REC
CIPROFLOXACIN HCL TABLET
LEVOFLOXACIN SOLUTION
LEVOFLOXACIN TABLET
Antibiotics Macrolides, Oral AZITHROMYCIN SUSP RECON
AZITHROMYCIN TABLET
CLARITHROMYCIN TABLET
Antibiotics Oxazolidinones, Oral LINEZOLID SUSP RECON
LINEZOLID TABLET
Antibiotics Tetracyclines, Oral DOXYCYCLINE HYCLATE CAPSULE
DOXYCYCLINE HYCLATE TABLET
DOXYCYCLINE MONOHYDRATE CAPSULE ***
DOXYCYCLINE MONOHYDRATE SUSP RECON
TETRACYCLINE HCL CAPSULE
Antifungal Antifungals, Oral CLOTRIMAZOLE TROCHE
FLUCONAZOLE SUSP RECON
FLUCONAZOLE TABLET
NYSTATIN ORAL SUSP
NYSTATIN TABLET
Antiviraﬁ Hepatitis B LAMIVUDINE * SOLUTION
LAMIVUDINE * TABLET
TENOFOVIR DISOPROXIL FUMARATE * TABLET

* Drug coverage subject to meeting clinical prior authorization criteria

** Drug coverage subject to quantity limits

*** Certain strengths may require Prior Authorization

¥ Age restrictions apply

Updated: Septambaidds 2016



PDL_2016_07_01_V2.pdf

Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List

Effective: detdy 1, 2016

System  Class ’ ; . f,'Pref'erfed o .
Antivirals Hepatitis C - Direct Acting DACLATASVIR DIHYDROCHLORIDE TABLET
Antivirals LEDIPASVIR/SOFOSBUVIR {(HARVONI ™) * TABLET
SOFOSBUVIR {SOVALDI ™) * TABLET
Antivirals Hepatitis C - Other Agents PEGINTERFERON ALFA-2A * PEN INJCTR
PEGINTERFERON ALFA-2A * SYRINGE
PEGINTERFERON ALFA-2A * VIAL
PEGINTERFERON ALFA-28 * KIT
PEGINTERFERON ALFA-28 * PEN 11 KIT
RIBAVIRIN * CAPSULE
RIBAVIRIN * TABLET
Antivirals Herpes Simplex ACYCLOVIR CAPSULE
ACYCLOVIR ORAL SUSP
ACYCLOVIR TABLET

* Drug coverage subject to meeting clinical prior authorization criteria

** Drug coverage subject to quantity limits

**¥ Certain strengths may require Prior Authorization

¥ Age restrictions apply

Updated: suvre=28« 2016




PDL_2016_10_01_V1.pdf

Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List

Effective: Qcioher 1, 2016

System Class - ’  Preferred
Antivirals Hepatitis C - Direct Acting DACLATASVIR DIHYDROCHLORIDE * TABLET
Antivirals LEDIPASVIR/SOFOSBUVIR (HARVONI ™) * TABLET

SOFOSBUVIR (SOVALDI ™) * TABLET

Antivirals Hepafitis C - Other Agents PEGINTERFERON ALFA-2A * PEN INJCTR
PEGINTERFERON ALFA-2A * SYRINGE
PEGINTERFERON ALFA-2A * VIAL
PEGINTERFERON ALFA-2B * KiT
PEGINTERFERON ALFA-2B * PEN IJ KIT
RIBAVIRIN * CAPSULE
RIBAVIRIN * TABLET

Antivirals Herpes Simplex ACYCLOVIR CAPSULE
ACYCLOVIR ORAL SUSP
ACYCLOVIR TABLET

* Drug coverage subject to meeting clinical prior authorization criteria

** Drug coverage subject to quantity limits

*** Certain strengths may require Prior Authorization

+ Age restrictions apply

Updated: Saplembardd, 2016



PDI_2016_07_01_V2.pdf

Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List
Effective: $uly 1, 2016

System - Class - Preféi’i’ed

Antivirals HIV ABACAVIR SULFATE SOLUTION
ABACAVIR SULFATE TABLET
ABACAVIR SULFATE/LAMIVUDINE TABLET
ABACAVIR/DOLUTEGRAVIR/LAMIVUDI TABLET
ABACAVIR/LAMIVUDINE/ZIDOVUDINE TABLET
ATAZANAVIR SULFATE CAPSULE
ATAZANAVIR SULFATE POWD PACK
ATAZANAVIR SULFATE/COBICISTAT (EVOTAZ ™) TABLET
COBICISTAT TABLET
DARUNAVIR ETHANOLATE ORAL SUSP
DARUNAVIR ETHANOLATE TABLET
DARUNAVIR/COBICISTAT TABLET
DELAVIRDINE MESYLATE TAB DISPER
DELAVIRDINE MESYLATE TABLET
DIDANOSINE CAPSULE DR
DIDANOSINE SOLN RECON
DOLUTEGRAVIR SODIUM TABLET
EFAVIRENZ CAPSULE
EFAVIRENZ TABLET
EFAVIRENZ/EMTRICITAB/TENOFOVIR TABLET
ELVITEG/COBI/EMTRIC/TENOFO ALA {GENVOYA ™) TABLET
BT EaRCOBICISTENTRIC TEHEF TABLET
ELVITEGRAVIR TABLET
EMTRICITAB/RILPIVIRI/TENOF ALA TABLET
EMTRICITAB/RILPIVIRINE/TENOFOV TABLET
EMTRICITABINE CAPSULE
EMTRICITABINE SOLUTION
EMTRICITABINE/TENOFOVIR TABLET
ENFUVIRTIDE VIAL
ETRAVIRINE TABLET
FOSAMPRENAVIR CALCIUM ORAL SUSP
FOSAMPRENAVIR CALCIUM TABLET
INDINAVIR SULFATE CAPSULE
LAMIVUDINE SOLUTION
LAMIVUDINE TABLET
LAMIVUDINE/ZIDOVUDINE TABLET
LOPINAVIR/RITONAVIR SOLUTION
LOPINAVIR/RITONAVIR TABLET
MARAVIROC TABLET
NELFINAVIR MESYLATE TABLET
NEVIRAPINE ORAL SUSP
NEVIRAPINE TAB ER 24H
NEVIRAPINE TABLET
RALTEGRAVIR POTASSIUM POWD PACK

RALTEGRAVIR POTASSIUM TAB CHEW

| RALTEGRAVIR POTASSIUM TABLET

RILPIVIRINE HCL TABLET

:; RITONAVIR CAPSULE

i RITONAVIR SOLUTION

* Drug coverage subject to meeting clinical prior authorization criteria
** Drug coverage subject to quantity limits

**% Certain strengths may require Prior Authorization

+ Age restrictions apply 5
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Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List

Effective: Qctaber 1, 2016

,System Class ; ; . Ppreferred o

Antivirals HIV ABACAVIR SULFATE SOLUTION
ABACAVIR SULFATE TABLET
ABACAVIR SULFATE/LAMIVUDINE TABLET
ABACAVIR/DOLUTEGRAVIR/LAMIVUDI TABLET
ABACAVIR/LAMIVUDINE/ZIDOVUDINE TABLET
ATAZANAVIR SULFATE CAPSULE
ATAZANAVIR SULFATE POWD PACK
ATAZANAVIR SULFATE/COBICISTAT (EVOTAZ ™) TABLET
COBICISTAT TABLET
DARUNAVIR ETHANOLATE ORAL SUSP
DARUNAVIR ETHANOLATE TABLET
DARUNAVIR/COBICISTAT TABLET
DELAVIRDINE MESYLATE TAB DISPER
DELAVIRDINE MESYLATE TABLET
DIDANOSINE CAPSULE DR
DIDANOSINE SOLN RECON
DOLUTEGRAVIR SODIUM TABLET
EFAVIRENZ CAPSULE
EFAVIRENZ TABLET
EFAVIRENZ/EMTRICITAB/TENOFOVIR TABLET
ELVITEG/COBI/EMTRIC/TENOFO ALA (GENVOYA ™) TABLET
ELVIIEG/CORIZEMIRIC/TENQEQ DIS TABLET
ELVITEGRAVIR TABLET
EMTRICITAB/RILPIVIRI/TENOF ALA TABLET
EMTRICITAB/RILPIVIRINE/TENOFOV TABLET
EMTRICITABINE CAPSULE
EMTRICITABINE SOLUTION
EMIBICITARINE/TENOQEQV ALAEENAM [DESCOVY. ) TABLEL
EMTRICITABINE/TENOFOVIR TABLET
ENFUVIRTIDE VIAL
ETRAVIRINE TABLET
FOSAMPRENAVIR CALCIUM ORAL SUSP
FOSAMPRENAVIR CALCIUM TABLET
INDINAVIR SULFATE CAPSULE
LAMIVUDINE SOLUTION
LAMIVUDINE TABLET
LAMIVUDINE/ZIDOVUDINE TABLET
LOPINAVIR/RITONAVIR SOLUTION
LOPINAVIR/RITONAVIR TABLET
MARAVIROC TABLET
NELFINAVIR MESYLATE TABLET
NEVIRAPINE ORAL SUSP
NEVIRAPINE TAB ER 24H
NEVIRAPINE TABLET
RALTEGRAVIR POTASSIUM POWD PACK
RALTEGRAVIR POTASSIUM TAB CHEW
RALTEGRAVIR POTASSIUM TABLET
RILPIVIRINE HCL TABLET

, RITONAVIR CAPSULE

; RITONAVIR SOLUTION

* Drug coverage subject to meeting clinical prior authorization criteria
** Drug coverage subject to quantity limits
%% Certain strengths may require Prior Authorization

F Age restrictions apply 5 Lpdatedi.Septembaral, 2016
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Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List

Effective: ey 1, 2016

System Class . Preferred
Antivirals HIV SAQUINAVIR MESYLATE CAPSULE
SAQUINAVIR MESYLATE TABLET
STAVUDINE CAPSULE
STAVUDINE SOLN RECON
TIPRANAVIR CAPSULE
TIPRANAVIR/VITAMIN E TPGS SOLUTION
ZIDOVUDINE CAPSULE
2IDOVUDINE SYRUP
ZIDOVUDINE TABLET
ZIDOVUDINE VIAL
Antivicals Influenza OSELTAMIVIR PHOSPHATE * CAPSULE
OSELTAMIVIR PHOSPHATE * SUSP RECON
Cardiovascular ACELs, ARBs and DRIs BENAZEPRIL HCL TABLET
ENALAPRIL MALEATE TABLET
LISINOPRIL TABLET
LOSARTAN POTASSIUM TABLET
OLMESARTAN MEDOXOMIL TABLET
RAMIPRIL CAPSULE
TELMISARTAN TABLET
Cardiovascular Antianginals {SOSORBIDE DINITRATE CAPSULE ER
ISOSORBIDE DINITRATE TABLET
ISOSORBIDE MONONITRATE TABLET
NITROGLYCERIN CAPSULE ER
NITROGLYCERIN PATCH TD24
NITROGLYCERIN TAB SUBL
Cardiovascular Anticoagulants, Oraland 5Q | APIXABAN {ELIQUIS ™} ' TABLET
DABIGATRAN ETEXILATE MESYLATE (PRADAXA ™) CAPSULE
DALTEPARIN SODIUM,PORCINE SYRINGE
EDOXABAN TOSYLATE TABLET
LOVENOX ™ - BRAND ONLY SYRINGE ***
LOVENOX ™ - BRAND ONLY VIAL ***
RIVAROXABAN (XARELTO ™) TAB DS PK
RIVAROXABAN (XARELTO ™) TABLET
WARFARIN SODIUM TABLET
Cardiovascular Beta-Blockers, Oral ACEBUTOLOL HCL CAPSULE
ATENOLOL TABLET
CARVEDILOL TABLET
LABETALOL HCL TABLET
METOPROLOL SUCCINATE TAB ER 24H
METOPROLOL TARTRATE TABLET
PROPRANOLOL HCL TABLET

* Drug coverage subject to meeting clinical prior authorization criteria
g g J

** Prug coverage subject to quantity limits

*** Certain strengths may require Prior Authorization

§ Age restrictions apply

Updated: dwne-28: 2016
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Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List

Effective: Qctoher 1, 2016

Class

‘System - Ppreferred

Antivirals HIV RITQNAMVIB(NORMIR.ZAL LABLEL
SAQUINAVIR MESYLATE CAPSULE
SAQUINAVIR MESYLATE TABLET
STAVUDINE CAPSULE
STAVUDINE SOLN RECON
TIPRANAVIR CAPSULE
TIPRANAVIR/VITAMIN E TPGS SOLUTION
ZIDOVUDINE CAPSULE
ZIDOVUDINE SYRUP
ZIDOVUDINE TABLET
ZIDOVUDINE VIAL

Antivirals influenza 7 OSELTAMIVIR PHOSPHATE * CAPSULE
OSELTAMIVIR PHOSPHATE * SUSP RECON

Cardiovascular ACEls, ARBs and DRIs BENAZEPRIL HCL TABLET
ENALAPRIL MALEATE TABLET
LISINOPRIL TABLET
LOSARTAN POTASSIUM TABLET
OLMESARTAN MEDOXOMIL TABLET
RAMIPRIL CAPSULE
TELMISARTAN TABLET

Cardiovascular Antianginals ISOSORBIDE DINITRATE CAPSULE ER
ISOSORBIDE DINITRATE TABLET
ISOSORBIDE MONONITRATE TABLET
NITROGLYCERIN CAPSULE ER
NITROGLYCERIN PATCH TD24
NITROGLYCERIN TAB SUBL

Cardiovascular Anticoagulants, Oral and SQ APIXABAN {ELIQUIS ™) TABLET
DABIGATRAN ETEXILATE MESYLATE (PRADAXA ™) CAPSULE
DALTEPARIN SODIUM,PORCINE SYRINGE
EDOXABAN TOSYLATE TABLET
LOVENOX ™ - BRAND ONLY SYRINGE ***
LOVENOX ™ - BRAND ONLY VIAL **#
RIVAROXABAN (XARELTO ™) TAB DS PK
RIVAROXABAN (XARELTO ™) TABLET
WARFARIN SODIUM TABLET

Cardiovascular Beta-Blockers, Oral ACEBUTOLOL HCL " CAPSULE

‘ ATENOLOL TABLET

CARVEDILOL TABLET
LABETALOL HCL TABLET
METOPROLOL SUCCINATE TAB ER 24H
METOPROLOL TARTRATE TABLET
PROPRANOLOL HCL TABLET

* Drug coverage subject to meeting clinical prior authorization criteria

** Drug coverage subject to quantity limits

#*#% Certain strengths may require Prior Authorization

¥ Age restrictions apply

Updated: Saptambar2l, 2016
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Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List

Effective: sudy 1, 2016

Class

i

System - Pre’fer,red",‘ .
Cardiovascular Calcium Channel Blockers - AMLODIPINE BESYLATE TABLET
Dihydropyridine, Oral NICARDIPINE HCL CAPSULE
NIFEDIPINE TAB ER 24
NIFEDIPINE TABLET ER
Cardiovascular Calcium Channel Blockers - DILTIAZEM HCL CAP ER 12H
Non-Dihydropyridine, Oral | pjiTiAZEM HCL CAP ER 24H
DILTIAZEM HCL CAP ER DEG
DILTIAZEM HCL CAPSULE ER
DILTIAZEM HCL TABLET
VERAPAMIL HCL CAP24H PEL
VERAPAMIL HCL TABLET
VERAPAMIL HCL TABLET ER
Cardiovascular Combination AMLODIPINE BES/OLMESARTAN MED FABAET
Antihypertensives ARAOBIAINE-BECATE/BENASER AN, EARGIMEEE
RO ELATORIASTATIN T BLETLE4
BENAZEPRIL/HYDROCHLOROTHIAZIDE TABLET
ENALAPRIL/HYDROCHLOROTHIAZIDE TABLET
LISINOPRIL/HYDROCHLOROTHIAZIDE TABLET
LOSARTAN/HYDROCHLOROTHIAZIDE TABLET
METOPROLOL SUCCINATE/HCTZ TAB ER 24H
OLMESARTAN/AMLODIPIN/HCTHIAZID TABLET
OLMESARTAN/HYDROCHLOROTHIAZIDE TABLET
TELMISARTAN/HYDROCHLOROTHIAZID TABLET
Cardiovascular Diuretics, Oral AMILORIDE HCL TABLET
AMILORIDE/HYDROCHLOROTHIAZIDE TABLET
BUMETANIDE TABLET
FUROSEMIDE SOLUTION ***
FUROSEMIDE TABLET
HYBROCHLOROTHIAZIDE CAPSULE
HYDROCHLOROTHIAZIDE TABLET
INDAPAMIDE TABLET
SPIRONOLACT/HYDROCHLOROTHIAZID TABLET
SPIRONGLACTONE TABLET
TORSEMIDE TABLET
TRIAMTERENE/HYDROCHLOROTHIAZID CAPSULE
Cardiovascular Other Dyslipidemia Drugs CHOLESTYRAMINE (WITH SUGAR) POWD PACK
CHOLESTYRAMINE (WITH SUGAR) POWDER
CHOLESTYRAMINE/ASPARTAME POWD PACK
CHOLESTYRAMINE/ASPARTAME POWDER
FENOFIBRATE TABLET ***
GEMFIBROZIL TABLET

* Drug coverage subject to meeting clinical prior authorization criteria

** Drug coverage subject to quantity limits

**%¥ Certain strengths may require Prior Authorization

¥ Age restrictions apply

Updated: sumes28; 2016
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Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List
Effective: Qctober 1, 2016

System

Class

. Preferred

Cardiovascular

AMLODIPINE BESYLATE

Cardiovascular

Cardiovascular

Cardiovascular

Cardiovascular

Calcium Channel Blockers - TABLET
Dihydropyridine, Oral NICARDIPINE HCL CAPSULE
NIFEDIPINE TAB ER 24
NIFEDIPINE TABLET ER
Calcium Channel Blockers - ' DILTIAZEM HCL CAP ER 12H
Non-Dihydropyridine, Oral DILTIAZEM HCL CAP ER 24H
DILTIAZEM HCL CAP ER DEG
DILTIAZEM HCL CAPSULE ER
DILTIAZEM HCL TABLET
VERAPAMIL HCL CAP24H PEL
VERAPAMIL HCL TABLET
VERAPAMIL HCL TABLET ER
Combination AMLODIPINE BES/OLMESARTAN MED TABLET
Antihypertensives BENAZEPRIL/HYDROCHLOROTHIAZIDE TABLET
ENALAPRIL/HYDROCHLOROTHIAZIDE TABLET
LISINOPRIL/HYDROCHLOROTHIAZIDE TABLET
LOSARTAN/HYDROCHLOROTHIAZIDE TABLET
METOPROLOL SUCCINATE/HCTZ TAB ER 24H
OLMESARTAN/AMLODIPIN/HCTHIAZID TABLET
OLMESARTAN/HYDROCHLOROTHIAZIDE TABLET
TELMISARTAN/HYDROCHLOROTHIAZID TABLET
Diuretics, Oral AMILORIDE HCL TABLET
AMILORIDE/HYDROCHLOROTHIAZIDE TABLET
BUMETANIDE TABLET
FUROSEMIDE SOLUTION ***
FUROSEMIDE TABLET
HYDROCHLOROTHIAZIDE CAPSULE
HYDROCHLOROTHIAZIDE TABLET
INDAPAMIDE TABLET
SPIRONOLACT/HYDROCHLOROTHIAZID TABLET
SPIRONOLACTONE TABLET
TORSEMIDE TABLET
TRIAMTERENE/HYDROCHLOROTHIAZID CAPSULE
Other Dyslipidemia Drugs CHOLESTYRAMINE (WITH SUGAR} POWD PACK
CHOLESTYRAMINE (WITH SUGAR) POWDER
CHOLESTYRAMINE/ASPARTAME POWD PACK
CHOLESTYRAMINE/ASPARTAME POWDER
FENOFIBRATE TABLET ***
GEMFIBROZIL TABLET

* Drug coverage subject to meeting clinical prior authorization criteria

** Drug coverage subject to quantity limits

**% Certain strengths may require Prior Authorization

¥ Age restrictions apply

Updated: Saptambaral, 2016
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Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List

Effective: ey 1, 2016

System . ' Class ‘ ‘PréfErfed o
Cardiovascular Platelet Inhibitors ASPIRIN TAB CHEW
ASPIRIN TABLET
ASPIRIN TABLET DR
ASPIRIN/DIPYRIDAMOLE CPMP 12HR
CILOSTAZOL TABLET
CLOPIDOGREL BISULFATE TABLET
DIPYRIDAMOLE TABLET
Cardiovascular Statins & Combos (High AEBRUAEGT AT G ENIN FABLET
Potency) SIMVASTATIN TABLET
Cardiovascular Statins & Combos {Low- LOVASTATIN TABLET
Medium Potency) PRAVASTATIN SODIUM TABLET
Dermatologicals Antibiotics, Topical BACITRACIN OINT. (G) ***
BACITRACIN ZINC OINT. (G)
BACITRACIN ZINC/POLYMYX B SULF OINT. {G)
BACITRACIN/POLYMYXIN B SULFATE OINT. (G)
GENTAMICIN SULFATE CREAM (G)
MUPIROCIN QOINT. (G)
NEOMYCIN SU/BACITRAC ZN/POLY OINT. (G)
| Dermatologicals © Antifungals, Topical MICONAZOLE NITRATE CREAM (G)
; NYSTATIN CREAM (G)
NYSTATIN OINT. (G)
bermétolrogicals Antiparasitics, Topical PERMETHRIN CREAM (G)
PERMETHRIN LiQuiD
PIP BUTOX/PYRETHRINS/PERMETH KIT
PIPERONYL BUTOXIDE/PYRETHRINS GEL (GRAM)
PIPERONYL BUTOXIDE/PYRETHRINS KIT
PIPERONYL BUTOXIDE/PYRETHRINS LiQuib
PIPERONYL BUTOXIDE/PYRETHRINS SHAMPOO
Dermatologi;:als Antipsoriatics, Topical CALCIPOTRIENE * CREAM (G)
CALCIPOTRIENE * SOLUTION
CALCIPOTRIENE/BETAMETHASONE * OINT. {G)
TAZAROTENE * CREAM (G)
TAZAROTENE * GEL (GRAM)

* Drug coverage subject to meeting clinical prior authorization criteria
** Drug coverage subject to quantity limits
*** Certain strengths may require Prior Authorization

1 Age restrictions apply 8

Updated: deme28z 2016
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Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List

Effective: Qctoher 1, 2016

System'

Class Preferred ;
Cardiovascular Platelet Inhibitors ASPIRIN TAB CHEW
ASPIRIN TABLET
ASPIRIN TABLET DR
ASPIRIN/DIPYRIDAMOLE CPMP 12HR
CILOSTAZOL TABLET
CLOPIDOGREL BISULFATE TABLET
DIPYRIDAMOLE TABLET
Cardi(J\/aséular Statins & Combos (High ALORMASIATIN CALCILIMA TABLET
Potency) ATORVASTATINCALCILIM TABLET X*x
SIMVASTATIN TABLET
Cardiovascular Stétins & Combos (Low- LOVASTATIN TABLET
Medium Potency) PRAVASTATIN SODIUM TABLET
Dermatologicals Antibiotics, Tapical BACITRACIN OINT. (G) ***
BACITRACIN ZINC OINT. {G)
BACITRACIN ZINC/POLYMYX B SULF OINT. (G)
BACITRACIN/POLYMYXIN B SULFATE OINT. (G)
GENTAMICIN SULFATE CREAM (G)
MUPIROCIN OINT. (G}
NEOMYCIN SU/BACITRAC ZN/POLY OINT. (G)
Dermatologicals Antifungals, Topical MICONAZOLE NITRATE CREAM (G)
NYSTATIN CREAM (G)
NYSTATIN OINT. {G)
l‘)ermatol(r)gigalrs;m Aniiparasitics, Topical BERMETHRIN COMBOLPKG
PERMETHRIN CREAM (G)
PERMETHRIN uQuib
PIP BUTOX/PYRETHRINS/PERMETH KIT
PIPERONYL BUTOXIDE/PYRETHRINS GEL {GRAM)
PIPERONYL BUTOX!IDE/PYRETHRINS KIT
PIPERONYL BUTOXIDE/PYRETHRINS LQuib
PIPERONYL BUTOXIDE/PYRETHRINS SHAMPOO
fwlr)ermatologicalrsr o Aﬁtipﬁoriatics, Topical CALCIPOTRIENE * CREAM (G)
' CALCIPOTRIENE * SOLUTION
CALCIPOTRIENE/BETAMETHASONE * OINT. (G)
TAZAROTENE * CREAM (G)
TAZAROTENE * GEL (GRAM}

* Drug coverage subject to meeting clinical prior authorization criteria

** Drug coverage subject to quantity limits

*#* Certain strengths may require Prior Authorization

¥ Age restrictions apply

Updated: Septambar2l, 2016
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Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List
Effective: fuly 1, 2016

System o Class e . . Pir,efékried,

Dermatologicals Steroids, Topical ALCLOMETASONE DIPROPIONATE CREAM (G)
ALCLOMETASONE DIPROPIONATE OINT. (G)
BETAMETHASONE DIPROPIONATE CREAM (G)
BETAMETHASONE DIPROPIONATE LOTION
BETAMETHASONE DIPROPIONATE OINT. (G)
BETAMETHASONE VALERATE CREAM (G)
BETAMETHASONE VALERATE OINT. (G)
CLOBETASOL PROPIONATE CREAM (G)
CLOBETASOL PROPIONATE OINT. (G)
DESONIDE CREAM (G)
DESONIDE OINT. (G)
FLUOCINOLONE ACETONIDE CREAM (G)
FLUGCINOLONE ACETONIDE SOLUTION
FLUGCINONIDE CREAM (G)
FLUGCINONIDE SOLUTION
FLUOCINONIDE/EMOLLIENT BASE CREAM (G)
HYDROCORTISONE CREAM (G)
HYDROCORTISONE OINT. (G)
HYDROCORTISONE ACETATE CREAM (G)
HYDROCORTISONE BUTYRATE SOLUTION
TRIAMCINOLONE ACETONIDE CREAM {G)
TRIAMCINOLONE ACETONIDE OINT. (G)

Endocrine  Androgens, Topical & TESTOSTERONE # GEL (GRAM)

Parenteral TESTOSTERONE # GEL MD PMP

TESTOSTERONE # GEL PACKET
TESTOSTERONE CYPIONATE # VIAL
TESTOSTERONE ENANTHATE ¥ VIAL

Endocrine  Bone Metabolism Drugs ALENDRONATE SODIUM TABLET
IBANDRONATE SODIUM TABLET
RISEDRONATE SODIUM TABLET

Endocrine Diabetes, DPP-4 Inhibitors | SITAGLIPTIN PHOS/METFORMIN HCL (JANUMET ™) * TABLET
SITAGLIPTIN PHOSPHATE (JANUVIA™) * TABLET

Endocrine Diabetes, GLP-1 Receptor EXENATIDE RENNIEER

Agonists

* Drug coveragea subject to meeting clinical prior authorization criteria
*+ Drug coverage subject to quantity limits
4 Certaln strengths may require Prior Authorization

1 Age restrictions apply ?
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Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List
Effective: Qctoher 1, 2016

Agonists

System . . Clags o . preferred
Dermatologicals Steroids, Topical ALCLOMETASONE DIPROPIONATE CREAM (G)
' ALCLOMETASONE DIPROPIONATE OINT. (G)

BETAMETHASONE DIPROPIONATE CREAM (G)
BETAMETHASONE DIPROPIONATE LOTION
BETAMETHASONE DIPROPIONATE OINT. (G)
BETAMETHASONE VALERATE CREAM (G}
BETAMETHASONE VALERATE OINT. (G)
CLOBETASOL PROPIONATE CREAM (G)
CLOBETASOL PROPIONATE OINT. (G)
DESONIDE CREAM (G)
DESONIDE OINT. (G)
FLUOCINOLONE ACETONIDE CREAM (G)
FLUOCINOLONE ACETONIDE SOLUTION
FLUOCINONIDE CREAM (G)
FLUOCINONIDE SOLUTION
FLUOCINONIDE/EMOLLIENT BASE CREAM (G)
HYDROCORTISONE CREAM (G)
HYDROCORTISONE OINT. (G)
HYDROCORTISONE ACETATE CREAM (G)
HYDROCORTISONE BUTYRATE SOLUTION
TRIAMCINOLONE ACETONIDE CREAM (G)
TRIAMCINOLONE ACETONIDE OINT. (G)

Endocrine Androgens, Topical & TESTOSTERONE # GEL (GRAM)

Parenteral TESTOSTERONE ¥ GEL MD PMP

TESTOSTERONE # GEL PACKET
TESTOSTERONE CYPIONATE # VIAL
TESTOSTERONE ENANTHATE # VIAL

Endocrine Bone Metabalism Drugs ALENDRONATE SODIUM TABLET
IBANDRONATE SODIUM TABLET
RISEDRONATE SODIUM TABLET

Endocrine Diabetes, DPP-4 Inhibitors SITAGLIPTIN PHOS/METFORMIN HCL (JANUMET ™) * TABLET
SITAGLIPTIN PHOSPHATE (JANUVIA ™) * TABLET

Endocrine Diabetes, GLP-1 Receptor EXENATIOE % PENJNICTR

* Drug coverage subject to meeting clinical prior authorization criteria

** Drug coverage subject to quantity limits
**£* Certain strengths may require Prior Authorization

$ Age restrictions apply

Lipdated.Seplambanld, 2016
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Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List

Effective: fuly 1, 2016

System  Class k
Endocrine Diabetes, Insulins INSULIN ASPART VIAL
INSULIN ASPART * CARTRIDGE
INSULIN ASPART * INSULN PEN
INSULIN ASPART PROTAM & ASPART VIAL
INSULIN ASPART PROTAM & ASPART * INSULN PEN
INSULIN DETEMIR * INSULN PEN
INSULIN LISPRO VIAL
INSULIN LISPRO PROTAMIN/LISPRO VIAL
INSULIN NPH HUM/REG INSULIN HM VIAL
INSULIN NPH HUM/REG INSULIN HM * INSULN PEN
INSULIN NPH HUMAN ISOPHANE VIAL
INSULIN REGULAR, HUMAN VIAL
INSULIN ZINC HUMAN RECOMBINANT bl
S BLOETARMM DR BN bk
AT Gl s BRAM BB P
éndocrine Diabetes, Miscellaneous METFORMIN HCL TAB ER 24H
Antidiabetic Agents METFORMIN HCL TABLET
Endocrine Diabetes, Sulfonylureas GLIMEPIRIDE TABLET
! GLIPIZIDE TABLET
GLYBURIDE TABLET
Endocrine Diabetes, Thiazolidinediones | PIOGLITAZONE HCL TABLET
Endocrine Estrogen Replacément, Oral ESTRADIOL % TABLET
ESTROPIPATE # TABLET
Endocrine Estrogen Replacement, Topical| ESTRADIOL * PATCH TDSW
ESTRADIOL PATCH TDWK
Endocrine Estrogen Replacement, Vaginal ESTRADIOl’_' TABLET
ESTROGENS, CONJUGATED CREAM/APPL
Endocrine Growth Hormones SAIZEN ™ - BRAND ONLY * VIAL
SOMATROPIN {NORDITROPIN FLEXPRO ™) * PEN INJCTR
SOMATROPIN * CARTRIDGE
Endocrine Progestational Agents HYDROXYPROGESTERONE CAPROATE (MAKENA ™) * VIAL
Gastrointestinal Ahtaéid, H2 Antagonists FAMOTIDINE TABLET ***
RANITIDINE HCL SYRUP
RANITIDINE HCL TABLET ***
| Gastrointestinal Antacid, Proton Pump OMEPRAZOLE ** CAPSULE DR
Inhibitors PANTOPRAZOLE SODIUM ** TABLET DR

* Drug coverage subject to meeting clinical prior authorization criteria

** Drug coverage subject to quantity limits

*** Certain strengths may require Prior Authorization

1 Age restrictions apply

10

Updated: demwe28: 2016
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Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List

Effective: Qctober 1, 2016

System Class Preferred
Endocrine Diabetes, Insulins | INSULIN ASPART VIAL
INSULIN ASPART * CARTRIDGE
INSULIN ASPART * INSULN PEN
INSULIN ASPART PROTAM & ASPART VIAL
INSULIN ASPART PROTAM & ASPART * INSULN PEN
INSULIN DETEMIR % INSLILN.2EN
INSLLIN GLARGINE HUM RECANLOG (LANTLIS™) MiAL
LMSLILIN GLARGINE HLMBEC ANLOG ULANTUS.SOLOSIAR ™M) * INSULN PEN
INSULIN LISPRO VIAL
INSULIN LISPRO PROTAMIN/LISPRO VIAL
INSULIN NPH HUM/REG INSULIN HM VIAL
(NSULIN NPH HUM/REG INSULIN HM * INSULN PEN
INSULIN NPH HUMAN ISOPHANE VIAL
INSULIN REGULAR, HUMAN VIAL
INSULIN ZINC HUMAN RECOMBINANT MIAL
Endocrine Diabetes, Miscellaneous METFORMIN HCL TAB ER 24H
Antidiabetic Agents METFORMIN HCL TABLET
Endoﬁﬁne Diabetes, Sulfonylureas GLIMEPIRIDE TABLET
GLIPIZIDE TABLET
GLYBURIDE TABLET
Endocrine Diabetes, Thiazolidinediones | PIOGLITAZONE HCL TABLET
endocrine Estrogen Replacement, Oral | ESTRADIOL # TABLET
ESTROPIPATE % TABLET
Endocrine Estrogén Replacement, Topical| ESTRADIOL PATCH TDSW
ESTRADIOL # PATCH TDWK
Endocrine Estrogen Replacement, Vaginal| ESTRADIOL TABLET
ESTROGENS, CONJUGATED CREAM/APPL
Endocrine " Growth Hormones SAIZEN ™ - BRAND ONLY * VIAL
SOMATROPIN (NORDITROPIN FLEXPRQ ™) * PEN INJCTR
SOMATROPIN * CARTRIDGE
“Endocrine Progestational Agents HYDROXYPROGESTERONE CAPROATE (MAKENA ™) % VIAL
HYDROXYPROGESTERONE CADRQATE * VIAL
Gastrointestinal Antacid, H2 Antagonists FAMOTIDINE TABLET ***
RANITIDINE HCL SYRUP
RANITIDINE HCL TABLET ***
Gastrointestinal Antacid, Proton Pump OMEPRAZOLE ** CAPSULE DR
Inhibitors PANTOPRAZOLE SODIUM ** TABLET DR

* Drug coverage subject to meeting clinical prior authorization criteria

** Drug coverage subject to quantity limits

*** Certain strengths may require Prior Authorization

1 Age restrictions apply

10

Updated: Saptamber2l., 2016
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Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List
Effective: serby 1, 2016

System

Class

| Gastrointestinal

Antiemetics, SHT3 &
Substance P Blockers

ONDANSETRON **
ONDANSETRON HCL **
ONDANSETRON HCL **

. - l‘f?refefréd

TAB RAPDIS

Gastrointestinal

Inflammatory Bowel Disease

BALSALAZIDE DISODIUM
BUDESONIDE
MESALAMINE (APRISO ™)
MESALAMINE (CANASA ™)
MESALAMINE (LIALDA ™)
OLSALAZINE SODIUM
SULFASALAZINE
SULFASALAZINE

CAP ER 24H

* Drug coverage subject to meeting clinical prior authorization criteria

** Drug coverage subject to quantity limits

*#* Certain strengths may require Prior Authorization

1 Age restrictions apply

11

Updated: duse=28: 2016
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Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List
Effective: Qctoher 1, 2016

System - o Class ‘ . 'Pfeferired -
Gastrointestinal Antiemetics, 5HT3 & ONDANSETRON ** TAB RAPDIS
Substance P Blockers ONDANSETRON HCL ** SOLUTION

ONDANSETRON HCL ** TABLET

Gastrointestinal Ihﬂammatory Bowel Disease | BALSALAZIDE DISODIUM CAPSULE
BUDESONIDE CAPDR - ER
MESALAMINE (APRISO ™) CAP ER 24H
MESALAMINE (CANASA ™) SUPP.RECT
MESALAMINE (LIALDA ™) TABLET DR
OLSALAZINE SODIUM CAPSULE
SULFASALAZINE TABLET
SULFASALAZINE TABLET DR

* [rug coverage subject to meeting clinical prior authorization criteria

** Drug coverage subject to quantity limits
*** Certain strengths may require Prior Authorization

¥ Age restrictions apply

11

Updated: September2]1, 2016
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Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List
Effective: ey 1, 2016

System ' Class Can k - - ,Preferrgd ;
Gastrointestinal Laxatives, Chronic BISACODYL TABLET
Constipation BISACODYL TABLET DR
CELLULOSE POWDER
DOCUSATE CALCIUM CAPSULE
DOCUSATE 50DIUM CAPSULE
DOCUSATE SODIUM LIQUID
DOCUSATE SODIUM SYRUP
DOCUSATE SODIUM TABLET
FOS/MALTODEXTRIN HAWD
HEEHB
MBMABPIET
GLYCERIN/MALTODEXTRIN Lauip
GUAR GUM PACKET
GUAR GUM POWDER
INULIN TAB CHEW
LACTULOSE SOLUTION
MAGNESIUM CITRATE SOLUTION
MAGNESIUM HYDROXIDE ORAL SUSP
MAGNESIUM HYDROXIDE TAB CHEW
METHYLCELLULOSE TABLET
METHYLCELLULOSE (WITH SUGAR) POWDER ***
POLYETHYLENE GLYCOL 3350 POWDER
PSYLLIUM HUSK CAPSULE
PSYLLIUM HUSK POWDER
PSYLLIUM HUSK (WITH DEXTROSE) POWDER
PSYLLIUM HUSK (WiTH SUGAR) POWDER
PSYLLIUM HUSK/ASPARTAME POWD PACK
PSYLLIUM HUSK/ASPARTAME POWDER
PSYLLIUM HUSK/CALCIUM CARB CAPSULE
PSYLLIUM HUSHARGEHNAASPARTAIE PEWBER
PSR SEED POWDER
PSYLLIUM SEED (WITH DEXTROSE) PACKET
PSYLLIUM SEED (WITH DEXTROSE) POWDER
PSYLLIUM SEED (WITH SUGAR) POWDER
PSYLLIUM SEED (WITH SUGAR) WAFER
PSYLLIUM SEED/ASPARTAME POWDER
PSYLLIUM SEED/SOD BICARB PACKET
SENNA LEAF TEA (GRAM)
SENNA LEAF EXTRACT SYRUP
SENNOSIDES SYRUP
SENNOSIDES TAB CHEW
SENNOSIDES TABLET
SENNOSIDES/DOCUSATE SODIUM TABLET
SENNOSIDES/PSYLLIUM HUSK CAPSULE
SOLUBLE CORN FIBER POWDER
WHEAT DEXTRIN POWD PACK ***
WHEAT DEXTRIN POWDER
Gastrointestinal Pancreatic Enzymes LIPASE/PROTEASE/AMYLASE (CREON ™) CAPSULE DR

* Drug coverage subject to meeting clinical prior authorization criteria

** Drug coverage subject to quantity limits

**% Certain strengths may require Prior Authorization

¥ Age restrictions apply

12

Updated: serres282 2016
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Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List
Effective: Qctober 1, 2016

System  Class . preferred
Gastrointestinal Laxatives, Chronic BISACODYL TABLET
Constipation BISACODYL TABLET DR

CELLULOSE POWDER
DOCUSATE CALCIUM CAPSULE
DOCUSATE SODIUM CAPSULE
DOCUSATE SODIUM LIQUID
DOCUSATE SODIUM SYRUP
DOCUSATE SODIUM TABLET
FOS/MALTODEXTRIN oL
ERUCIONUGASACCHARIDES/ROLYREY LOLD
GLYCERIN/MALTODEXTRIN LQUID
GUAR GUM PACKET
GUAR GUM POWDER
INULIN TAB CHEW
LACTULOSE SOLUTION
MAGNESIUM CITRATE SOLUTION
MAGNESIUM HYDROXIDE ORAL SUSP
MAGNESIUM HYDROXIDE TAB CHEW
METHYLCELLULOSE TABLET
METHYLCELLULOSE (WITH SUGAR) POWDER *+*
POLYETHYLENE GLYCOL 3350 POWDER
PSYLLIUM HUSK CAPSULE
PSYLLIUM HUSK POWDER
PSYLLIUM HUSK (WITH DEXTROSE) POWDER
PSYLLIUM HUSK (WITH SUGAR) POWDER
PSYLLIUM HUSK/ASPARTAME POWD PACK
PSYLLIUM HUSK/ASPARTAME POWDER
PSYLLIUM HUSK/CALCIUM CARB CAPSULE
PSYLLIUM SEED POWDER
PSYLLIUM SEED (WITH DEXTROSE) PACKET
PSYLLIUM SEED (WITH DEXTROSE) POWDER
PSYLLIUM SEED (WITH SUGAR) POWDER
PSYLLIUM SEED (WITH SUGAR) WAFER
PSYLLIUM SEED/ASPARTAME POWDER
PSYLLIUM SEED/SOD BICARB PACKET
SENNA LEAF TEA (GRAM)
SENNA LEAF EXTRACT SYRUP
SENNOSIDES SYRUP
SENNOSIDES TAB CHEW
SENNOSIDES TABLET
SENNOSIDES/DOCUSATE SODIUM TABLET
SENNOSIDES/PSYLLIUM HUSK CAPSULE
SOLUBLE CORN FIBER POWDER
WHEAT DEXTRIN POWD PACK ***
WHEAT DEXTRIN POWDER

Gastrointestinal Pancreatic Enzymes LIPASE/PROTEASE/AMYLASE (CREON ™) . CAPSULE DR

* Drug coverage subject to meeting clinical prior authorization criteria

** Drug coverage subject to quantity limits

*€4 Certain strengths may require Prior Authorization

¥ Age restrictions apply 12 Updated: Saptambaral, 2016
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Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List
Effective: ety 1, 2016

System . Class
Genito-Urinary Benign Prostate Hypertrophy | DOXAZOSIN MESYLATE TABLET
Drugs FINASTERIDE TABLET
TAMSULOSIN HCL CAP ER 24H
TERAZOSIN HCL CAPSULE
Genito-Urinary Overactive Bladder Drugs FESOTERODINE FUMARATE (TOVIAZ ™) TAB ER 24H
HYOSCYAMINE SULFATE ELIXIR
HYOSCYAMINE SULFATE TAB RAPDIS
OXYBUTYNIN PATCH TDSW
OXYBUTYNIN CHLORIDE SYRUP
OXYBUTYNIN CHLORIDE TAB ER 24
OXYBUTYNIN CHLORIDE TABLET
Hematology-Oncology  Colony Stimulating Factors FILGRASTIM SYRINGE
FILGRASTIM VIAL
FILGRASTIM-SNDZ SYRINGE
PEGFILGRASTIM SYR W/ INJ
PEGFILGRASTIM SYRINGE
SARGRAMOSTIM VIAL
TBO-FILGRASTIM SYRINGE
Hematology-Oncology  Erythropoetic Stimulating DARBEPOETIN ALFA IN POLYSORBAT (ARANESP ™) * SYRINGE
Agents DARBEPOETIN ALFA IN POLYSORBAT (ARANESP ™) * VIAL
PROCRIT ™ - BRAND ONLY * VIAL
Hematoldgy—Oncology Iron Chelators DEFEROXAMINE MESYLATE VIAL
Immunological Biologics for RA, Psoriasis énd ADALIMUMAB (HUMIRA ™) * SYRINGEKIT
Crohn’s Disease ADALIMUMAB (HUMIRA PEDIATRIC CROHN'S ™) * SYRINGEKIT
ADALIMUMAB (HUMIRA PEN ™) * PEN 1§ KIT
ADALIMUMAB (HUMIRA PEN CR@HMGutd@etts ™) * PEN 1S KIT
ADALIMUMAB {(HUMIRA PEN RS@RissIS ™) * PEN 1J KIT
ETANERCEPT (ENBREL ™) * PEN INJCTR
ETANERCEPT (ENBREL ™) * SYRINGE
ETANERCEPT (ENBREL ™) * VIAL
Immunological Immunoglobulins GAMUNEX-C ™ - BRAND ONLY VIAL

* Drug coverage subject to meeting clinical prior authorization criteria

** Drug coverage subject to quantity limits
#** Certain strengths may require Prior Authorization

¥ Age restrictions apply

8 2016
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Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List
Effective: Qctaber 1, 2016

System Class. o o . Preferred
Genito-Urinary Benign Prostate Hypertrophy | DOXAZOSIN MESYLATE TABLET
Drugs FINASTERIDE TABLET
TAMSULOSIN HCL CAP ER 24H
TERAZOSIN HCL CAPSULE
Genita-Urinary Overactive Bladder Drugs FESOTERODINE FUMARATE (TOVIAZ ™) TAB ER 24H
HYOSCYAMINE SULFATE ELIXIR
HYOSCYAMINE SULFATE TAB RAPDIS
OXYBUTYNIN PATCH TDSW
OXYBUTYNIN CHLORIDE SYRUP
OXYBUTYNIN CHLORIDE TAB ER 24
OXYBUTYNIN CHLORIDE TABLET
Heﬁ\rzratorlrogy;-(r)nrcrortrcrlgyr WVCblony Stimulating Factors FILGRASTIM SYRINGE
FILGRASTIM VIAL
FILGRASTIM-SNDZ SYRINGE
PEGFILGRASTIM SYR W/ INJ
PEGFILGRASTIM SYRINGE
SARGRAMOSTIM VIAL
TBO-FILGRASTIM SYRINGE
HematélogiﬁOnco!ogy Erythropoetic Stimulating DARBEPOETIN ALFA IN POLYSORBAT (ARANESP ™) * SYRINGE
Agents DARBEPOETIN ALFA IN POLYSORBAT {ARANESP ™) * VIAL
PROCRIT ™ - BRAND ONLY * VIAL
Hematology-Oncology  Iron Chelators DEFEROXAMINE MESYLATE VIAL
Jmmunological Biologics for RA, Psoriasis and | ADALIMUMAB (HUMIRA ™) * SYRINGEKIT
Crohn's Disease ADALIMUMAB (HUMIRA PEDIATRIC CROHN'S ™) * SYRINGEKIT
ADALIMUMAB {(HUMIRA PEN ™) * PEN 1J KIT
ADALIMUMAB (HUMIRA PEN CRQHNLICHS STARTER ™) * PEN L KIT
ADALIMUMAB (HUMIRA PEN RSORIASISIUVEITIS ™) * PEN IJ KIT
ETANERCEPT (ENBREL ™) * PEN INJCTR
ETANERCEPT (ENBREL ™) * SYRINGE
ETANERCEPT (ENBREL ™) * VIAL
Immunological Immunogiobulins GAMUNEX-C ™ - BRAND ONLY VIAL XXX

* Drug coverage subject to meeting clinical prior authorization criteria
** Drug coverage subject to guantity limits
*+4+ Certain strengths may require Prior Authorization

1 Age restrictions apply 13 lpdatadiSentambarll, 2016
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Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List

Effective: wly 1, 2016

| System Class  Preferred

Irmmunological Immunosuppressants AZATHIOPRINE TABLET

" CYCLOSPORINE CAPSULE
CYCLOSPORINE SOLUTION
CYCLOSPORINE, MODIFIED CAPSULE
CYCLOSPORINE, MODIFIED SOLUTION
EVEROLIMUS TABLET
MYCOPHENGLATE MOFETIL CAPSULE
MYCOPHENOLATE MOFETIL SUSP RECON
MYCOPHENOLATE MOFETIL TABLET
MYCOPHENOLATE SODIUM TABLET DR
SIROLIMUS SOLUTION
SIROLIMUS TABLET
TACROLIMUS CAPSULE

Neurology Alzheimer's Disease Drugs DONEPEZIL HCL TABLET ***

GALANTAMINE HBR CAP24H PEL
GALANTAMINE HBR TABLET
MEMANTINE HCL SOLUTION
MEMANTINE HCL TAB DS PK
MEMANTINE HCL TABLET
RIVASTIGMINE PATCH TD24

Neurology Antiepileptics (oral & rectal) | CARBAMAZEPINE ORAL SUSP

: CARBAMAZEPINE TAB CHEW
CARBAMAZEPINE TAB ER 12H
CARBAMAZEPINE TABLET
DIASTAT ™ - BRAND ONLY KIT
DIASTAT ACUDIAL ™ - BRAND ONLY KIT
ETHOSUXIMIDE CAPSULE
ETHOSUXIMIDE SOLUTION
ETHOTOIN TABLET
GABAPENTIN CAPSULE
LACOSAMIDE (VIMPAT ™) TABLET
LEVETIRACETAM SOLUTION
LEVETIRACETAM TABLET
METHSUXIMIDE CAPSULE
OXCARBAZEPINE ORAL SUSP
OXCARBAZEPINE TABLET
PHENOBARBITAL ELIXIR
PHENOBARBITAL TABLET
PHENYTOIN ORAL SUSP

| PHENYTOIN TAB CHEW

1 PHENYTOIN SODIUM EXTENDED CAPSULE
PRIMIDONE TABLET
RUFINAMIDE TABLET
TIAGABINE HCL TABLET
TOPIRAMATE TABLET
ZONISAMIDE CAPSULE

* Brug coverage subject to meeting clinical prior authorization criteria

*+ Drug coverage subject to quantity limits

*4¥ Certain strengths may require Prior Authorization

t Age restrictions apply

14

Updated: duwe=282 2016




PDL_2016_10_01_V1.pdf

Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List

Effective: Qctober 1, 2016

System Class. - Préfe‘rred

Immunological Immunosuppressants AZATHIOPRINE TABLET
CYCLOSPORINE CAPSULE
CYCLOSPORINE SOLUTION
CYCLOSPORINE, MODIFIED CAPSULE
CYCLOSPORINE, MODIFIED SOLUTION
EVEROLIMUS TABLET
MYCOPHENOLATE MOFETIL CAPSULE
MYCOPHENOLATE MOFETIL SUSP RECON
MYCOPHENOLATE MOFETIL TABLET
MYCOPHENOLATE SODIUM TABLET DR
SIROLIMUS SOLUTION
SIROLIMUS TABLET
TACROLIMUS CAPSULE

Neuré:ioé\) Aizheimer's Disease Drugs DONEPEZIL HCL TABLET **#
GALANTAMINE HBR CAP24H PEL
GALANTAMINE HBR TABLET
MEMANTINE HCL SOLUTION
MEMANTINE HCL TAB DS PK
MEMANTINE HCL TABLET
RIVASTIGMINE PATCH TD24

Neumloéy Antiepileptics (oral & rectal) CARBAMAZEPINE ORAL SUSP
CARBAMAZEPINE TAB CHEW
CARBAMAZEPINE TAB ER 12H
CARBAMAZEPINE TABLET
DIASTAT ™ - BRAND ONLY KiT
DIASTAT ACUDIAL ™ - BRAND ONLY KIT
ETHOSUXIMIDE CAPSULE
ETHOSUXIMIDE SOLUTION
ETHOTOIN TABLET
GABAPENTIN CAPSULE
LACOSAMIDE (VIMPAT ™) TABLET
LEVETIRACETAM SOLUTION
LEVETIRACETAM TABLET
METHSUXIMIDE CAPSULE
OXCARBAZEPINE ORAL sUsP
OXCARBAZEPINE TABLET
PHENOBARBITAL ELIXIR

i PHENOBARBITAL TABLET

PHENYTOIN ORAL SUSP
PHENYTOIN TAB CHEW
PHENYTOIN SODIUM EXTENDED CAPSULE
PRIMIDONE TABLET
RUFINAMIDE TABLET
TIAGABINE HCL TABLET
TOPIRAMATE TABLET
ZONISAMIDE CAPSULE

* Drug coverage subject to meeting clinical prior authorization criteria

** Drug coverage subject to quantity limits

*¥% Certain strengths may require Prior Authorization

¥ Age restrictions apply

14

Updated: Sepiamber.dd, 2016
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Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List

Effective: tuly 1, 2016

i System “Class . preferred
| Neurology Multiple Sclerosis GLATIRAMER ACETATE SYRINGE ***
INTERFERON BETA-1A PEN 1} KIT
INTERFERON BETA-1A SYRINGE
INTERFERON BETA-1A SYRINGEKIT
INTERFERON BETA-1A/ALBUMIN KIT
INTERFERON BETA-1A/ALBUMIN PEN INJCTR
INTERFERON BETA-1A/ALBUMIN SYRINGE
INTERFERON BETA-18 KIT
Meurology Parkinson's Disease Drugs, BENZTROPINE MESYLATE TABLET
Oral & Topical CARBIDOPA/LEVODOPA TABLET
CARBIDOPA/LEVODOPA TABLET ER
CARBIDOPA/LEVODOPA/ENTACAPONE TABLET
ENTACAPONE TABLET
PRAMIPEXOLE DI-HCL TABLET
SELEGILINE HCL CAPSULE
TRIHEXYPHENIDYL HCL ELIXIR
TRIHEXYPHENIDYL HCL TABLET
Nutritional B-vitamins, Oral CYANOCOBALAMIN (VITAMIN B-12) DROPS ***
CYANOCOBALAMIN (VITAMIN B-12) LOZENGE
CYANOCOBALAMIN (VITAMIN B-12) TAB RAPDIS ***
CYANOCOBALAMIN (VITAMIN B-12) TAB SUBL ***
CYANOCOBALAMIN (VITAMIN B-12) TABLET ***
LEVOMEFOLATE/ALGAL OIL CAPSULE
PYRIDOXINE HCL TABLET
THIAMINE HCL TABLET ***
THIAMINE MONONITRATE TABLET
Nutritional Calcium/Vit D Replacement, | CALCIUM CARBONATE % EPIYLE
Oral BRAPFIGD
FAREHEN
FABLET
EAPGEE
HEHB
FABEHEN
BABEET
FABEET
EAPSEE
SRRASHSR
FABEET
EARSHE
FABEEF

* Drug coverage subject to meeting clinical prior authorization criteria

** [irug coverage subject to quantity limits

*** Certain strengths may require Prior Authorization

F Age restrictions apply
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Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List

Effective: Qctaher 1, 2016

|

ISystem 0 Class o . Preferred
Neurology Multiple Sclerosis GLATIRAMER ACETATE SYRINGE ***
INTERFERON BETA-1A PEN J KIT
INTERFERON BETA-1A SYRINGE
INTERFERON BETA-1A SYRINGEKIT
INTERFERON BETA-1A/ALBUMIN KIT
INTERFERON BETA-1A/ALBUMIN PEN INICTR
INTERFERON BETA-1A/ALBUMIN SYRINGE
INTERFERON BETA-1B KIT
Neurology ~ Pparkinson's Disease Drugs, | BENZTROPINE MESYLATE TABLET
; Oral & Topical CARBIDOPA/LEVODOPA TABLET
CARBIDOPA/LEVODOPA TABLET ER
CARBIDOPA/LEVODOPA/ENTACAPONE TABLET
ENTACAPONE TABLET
PRAMIPEXOLE DI-HCL TABLET
SELEGILINE HCL CAPSULE
! TRIHEXYPHENIDYL HCL ELIXIR
| TRIHEXYPHENIDYL HCL TABLET
Nutritionai B-vitamins, Oral CYANOCOBALAMIN (VITAMIN B-12) DROPS ***
CYANOCOBALAMIN (VITAMIN B-12) LOZENGE
CYANQCORALAMIN DATAMIN.B.12) LARIRER
CYANOCOBALAMIN (VITAMIN B-12) TAB RAPDIS ***
CYANOCOBALAMIN (VITAMIN B-12) TAB SUBL ***
CYANOCOBALAMIN (VITAMIN B-12) TABLET ***
EAHZ/PCPE DHANACIRARNE/MNAG LABCHRBRH
EELEA/DHA/ERAEADINADG/BE/NMYAZ CABIB.DR
LEVOMEFOLATE/ALGAL OfL CAPSULE
PYRIDOXINE HCL TABLET
THIAMINE HCL TABLET ***
THIAMINE MONONITRATE TABLET
Nutritional ' Calcium/Vit D Replacement, CALCIUM CARBONATE CAPSLILE
Oral CALCIUM CARBONATE QRALSLISE
CALCILIM CARBONALE LAB.CHEW
CALCILIM CARBQNATE LTABLEL
: CALCIUIM CARBONATE/MITAMINDI CARSLULE L
CALCILIM CARBONATE/VITAMIN 3 LARCHEW
E CALCILIM.CARBONATEAITAMIN.DS LABLET X
CALCUIDM.CITRATE LABLELZZZ
: CHOLECALCIEEROL MITAMIN D) CABSULEZZE
| CHOIECAI CIFERQL [VITAMIN D3) SERAY SIISP
CHOILECALCIEERQLDITAMIN. DI} LABLEL 2SS
ERGOCALCIEERQLAVITAMIND2) CARSULE
ERGOCALCIEERQLIVITAMIN D21 LABLET
* Drug coverage subject to meeting clinical prior authorization criteria
** Drug coverage subject to quantity limits
*#* Certain strengths may require Prior Authorization
T Age restrictions apply s MpdatedaSeptamberal, 2016
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Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List

Effective: suly 1, 2016

System’ Class’  Preferred

Nutritional Iran Replacement, Oral FERROUS GLUCONATE TABLET ***
FERROUS SULFATE HaWB
FERRBUS S bEATE QLTI @MN-LLL
FERROUS SULFATE TABLET
FERROUS SULFATE TABLET DR
FERROUS SULFATE TABLET ER ***
IRON FUM, PS/FA/VIT C/L. CASEI POWD PACK

phuiritional i ”Magnesiurrﬁ Replacement, Oral| MAGNESIUM TABLET
MAGNESIUM AMING ACID CHELATE TABLET
MAGNESIUM CARBONATE LiQuid
MAGNESIUM CITRATE TABLET
MAGNESIUM GLUCONATE TABLET
MAGNESIUM OXIDE CAPSULE
MAGNESIUM OXIDE/MAG AA CHELATE TABLET
MAGNESIUM OXIDE/PYRIDOXINE HCL TABLET

Nutritional Multivitamins, Oral BETA-CAROTENE(A} W-C & E/MIN * TABLET
FOLIC ACID/VIT BCOMP,C * TABLET
MULTIVIT,TH IRON,OTHER MIN * TABLET
MULTIVITAMIN * TABLET
MULTIVITAMIN WITH MINERALS/LUT * TABLET
MULTIVITAMIN, THERAPEUTIC * TABLET
MULTIVITAMIN/IRON/FOLIC ACID * TABLET
MULTIVIT-MIN/FA/LYCOPEN/LUTEIN * TABLET
MV. MIN CMB#51/FA/VIT K1/UBI * TAB CHEW
MV. MIN CMB#52/FA/VIT K1/UBI * CAPSULE
‘o BB BRI R A e TABEEP
VITAMIN B COMPLEX * CAPSULE

Nutritional ' Potassium and K-Phos, Oral | NA PHOS,M-B/K PHOS, MONOB TABLET
PHOSPHORUS #1 TABLET
POT CHLORIDE/CAL PHOS/MAG TABLET
POTASSIUM TABLET
POTASSIUM BICARBONATE/CIT AC TABLET EFF ***
POTASSIUM CHLORIDE TAB ER PRT
POTASSIUM CHLORIDE TABLET ER
POTASSIUM PHOSPHATE,MONOBASIC TABLET SOL

* Drug coverage subject to meeting clinical prior authorization criteria

** Drug coverage subject to quantity limits

*+* Certain strengths may require Prior Authorization

1 Age restrictions apply

16

Updated: deme«28: 2016




PDL 2016 10 01 Vi.pdf

Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List
Effective: Qctoher 1, 2016

System Class - Pref?rf?d 1

Nutritional Iron Replacement, Oral ' FERROUS GLUCONATE TABLET ***
FERROUS SULFATE ELLYIR Xxx
EEBROLISSIWEATE Lown
FERROUS SULFATE TABLET
FERROUS SULFATE TABLET DR
FERROUS SULFATE TABLET ER ***
IRON FUM, PS/FA/MIT C/L. CASEI POWD PACK

Wutritional Magnesium Replacement, Oral MAGNESIUM TABLET
MAGNESIUM AMINO ACID CHELATE TABLET
MAGNESIUM CARBONATE LIQUID
MAGNESIUM CITRATE TABLET
MAGNESIUM GLUCONATE TABLET
MAGNESIUM OXIDE CAPSULE
MAGNESIUM OXIDE/MAG AA CHELATE TABLET

; MAGNESIUM OXIDE/PYRIDOXINE HCL TABLET

Hutritional Multivitamins, Oral BETA-CAROTENE[A) W-C & E/MIN * TABLET
FOLIC ACID/VIT BCOMP, C * TABLET
MULTIVIT, TH [RON,OTHER MIN * TABLET
MULTIVITAMIN * TABLET
MULTIVITAMIN WITH MINERALS/LUT * TABLET
MULTIVITAMIN, THERAPEUTIC * TABLET
MULTIVITAMIN/IRON/FOLIC ACID * TABLET
MULTIVIT-MIN/FA/LYCOPEN/LUTEIN * TABLET
MV. MIN CMB#51/FA/VIT K1/UBI * TAB CHEW
MV. MIN CMB#52/FA/VIT K1/UBI * CAPSULE
VITAMIN B COMPLEX * CAPSULE

Nutritional Potassium and K-Phos, Oral | NA PHOS,M-B/K PHOS,MONOB TABLET
PHOSPHORUS #1 TABLET
POT CHLORIDE/CAL PHOS/MAG TABLET
POTASSIUM TABLET
POTASSIUM BICARBONATE/CIT AC TABLET EFF ***
POTASSIUM CHLORIDE TAB ER PRT
POTASSIUM CHLORIDE TABLET ER
POTASSIUM PHOSPHATE,MONOBASIC TABLET SOL

* Drug coverage subject to meeting clinical prior authorization criteria

** Drug coverage subject to quantity limits

**¥ Certain strengths may require Prior Authorization

¥ Age restrictions apply

16

Updated: Septambandl, 2016
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Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List

Effective: faly 1, 2016

* Drug coverage subject to meeting clinical prior authorization criteria

| System Class . Preferred
Nutritional Prenatal Vitamins B E=B R
EPARBH
FABEER
CARG
PN85/IRON CB&ASP G/FA/DHA/FISH CAPSULE
PNV #14/FERROUS FUM/FOLIC ACID TAB CHEW
PNV #15/IRON FUM,PS/FOLIC ACID CAPSULE
PNV #19/IRON PS&HEME/FOLIC/DHA CAPSULE
PNV #30/IRON CARB&ASPG/FA/OM3 CAPSULE
PNV #78/IRON ASP GLY/FA#1/DHA CAPSULE
PNV #8/IRON PS CMP,ASPG/FA/DHA COMBO. PKG
PNV #86/IRON POLY/FA/DHA/EPA COMBO. PKG
PNV #87/IRON BISGLY/FA/DHA COMBO. PKG
PNV 11-IRON FUM-FOLIC ACID-OM3 CAPSULE
PNV 18/FE,CARB/FA/DSS/UBI/DHA TABLET
PNV & o4, AEALDD S AL W WinYWN S M
B4 COMBO#A7/IRON/FA #1/DHA CAPSULE
PNV NO.118/IRON FUMARATE/FA TAB CHEW
PNV NO.66/IRON,CARBONYL/FA/DHA CAPSULE
PNV NO.81/IRON CBN&GLUC/FA/DSS TABLET
PNV NO10/IRON FUM&P/FA/OMEGA-3 CAPSULE
PNV W-CA #40/IRON FUM/FA CMB#1 TABLET
PNV W-CA NO.37/IRON/FA/OMEGA-3 CAPSULE
PNV WITH CA #68/IRON/FA#1/DHA CAPSULE
PNV WITH CA NO.65/IRON POLY/FA CAPSULE
PNV WITH CA#74/IRON/FOLIC ACID TABLET
PNV WITH CA ,NO.70/IRON/FA/DHA CAPSULE
PNV WITH CA,NO.72/IRON/FA TABLET
PNV#16/IRON FUM & PS/FA/OM-3 CAPSULE
PNVH#20/IRON/FA/DS/FISH/DHA/EPA CAPSULE
PNV#21/IRON PS& HEME POLYP/FA TABLET
PNV#26/IRON POLY/FA/DHA CAPSULE
PNV#67/IRON PS/FA CMB#1/DHA CAPSULE
PNV,CA,NO.35/IRON/FA/DS/OMEG-3 CAPSULE
PNV/FA/B6/CALCIUM PHOS/GINGER TABLET
PNV115/IRON FUMARATE/FA/DSS TABLET
PNV123/IRON CAR/FA/OM3/DHA/EPA CAPSULE
PNV19/IRON BG HC&SUCC-P/FA/OM3 CMBPKGDRCP
PNV2/IRON B-G SUC-P/FA/OMEGA-3 COMBO. PKG
PNV22/IRON CBN&GLUC/FA/DSS/DHA COMBO. PKG
PNV34/IRON,CARBONYL/FA/DSS/DHA CAPSULE
PNV39/IRON FUMARATE/FA/DSS/DHA CAPSULE
PNVS3/IRON B-G HCL-P/FA/OMEGA3 COMBO. PKG
PNV53/IRON FUM/FA/DOCUSATE/DHA CAPSULE
PNV55/IRON BG HC,SUCC-P/FA/OM3 CMBPKGDRCP
PNVS9/IRON,CARB&FUM/FA/DSS/DHA CAPSULE
PNV66/IRON FUMARATE/FA/DSS/DHA CAPSULE
PNV69/IRON,CARBONYL/FA/DSS/DHA CAPSULE
PNV72/IRON,CARB&GLU/FA/DSS/DHA COMBO. PKG
PNV73/IRON,CARB&GLU/FA/DSS/DHA COMBO. PKG

** Drug coverage subject to quantity limits
*E* Certain strengths may require Prior Authorization

¥ Age restrictions apply %5
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Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List
Effective: Qctaber 1, 2016

| System Cass oo Preferred

: Nutritional Prenatal Vitamins LBQN CARBONYL/EAMALLLINVIT NN TARLEL

‘ PN85/IRON CB&ASP G/FA/DHA/FISH CAPSULE
PNV #14/FERROUS FUM/FOLIC ACID TAB CHEW
PNV #15/IRON FUM,PS/FOLIC ACID CAPSULE

; PNV #19/IRON PS&HEME/FOLIC/DHA CAPSULE

‘ PNV #30/IRON CARBRASPG/FA/OM3 CAPSULE

(‘ PNV #78/IRON ASP GLY/FA#1/DHA CAPSULE
PNV #8/IRON PS CMP,ASPG/FA/DHA COMBO. PKG
PNV #86/IRON POLY/FA/DHA/EPA COMBO. PKG
PNV #87/IRON BISGLY/FA/DHA COMBO. PKG
PNV 11-[RON FUM-FOLIC ACID-OM3 CAPSULE
PNV 18/FE,CARB/FA/DSS/UBI/DHA TABLET
PNV COMBO#47/IRON/FA #1/DHA CAPSULE
PNV NO.118/IRON FUMARATE/FA TAB CHEW
PNV NO.66/IRON,CARBONYL/FA/DHA CAPSULE
PNV NO.81/IRON CBN&GLUC/FA/DSS TABLET
PNV NO10/IRON FUM&P/FA/OMEGA-3 CAPSULE
PNV W-CA #40/IRON FUM/FA CMB#1 TABLET
PNV W-CA NO.37/IRON/FA/OMEGA-3 CAPSULE
PNV WITH CA #68/IRON/FA#1/DHA CAPSULE
PNV WITH CA NO.65/IRON POLY/FA CAPSULE
PNV WITH CA#74/IRON/FOLIC ACID TABLET
PNV WITH CA,NO.70/IRON/FA/DHA CAPSULE
PNV WITH CA,NO.72/IRON/FA TABLET
PNV#16/IRON FUM & PS/FA/OM-3 CAPSULE
PNV#20/IRON/FA/DS/FISH/DHA/EPA CAPSULE
PNVH#21/IRON PS& HEME POLYP/FA TABLET
PNV#26/IRON POLY/FA/DHA CAPSULE
PNV#67/IRON PS/FA CMB#1/DHA CAPSULE
PNV,CA,NO.35/IRON/FA/DS/OMEG-3 CAPSULE
PNV/FA/B6/CALCIUM PHOS/GINGER TABLET
BANVIIS/EEAMEE/OMI/OPALLRALLS CMBLABAMP
PNV115/IRON FUMARATE/FA/DSS TABLET
PNV123/IRON CAR/FA/OM3/DHA/EPA CAPSULE
PNV19/IRON BG HC&SUCC-P/FA/OM3 CMBPKGDRCP
PNV2/IRON B-G SUC-P/FA/OMEGA-3 COMBO. PKG
PNV22/IRON CBN&GLUC/FA/DSS/DHA COMBO. PKG
PNV34/IRON,CARBONYL/FA/DSS/DHA CAPSULE
PNV39/IRON FUMARATE/FA/DSS/DHA CAPSULE
PNV53/IRON B-G HCL-P/FA/OMEGA3 COMBO. PKG
PNV53/IRON FUM/FA/DOCUSATE/DHA CAPSULE
PNV55/IRON BG HC,SUCC-P/FA/OM3 CMBPKGDBRCP
PNV59/IRON,CARB&FUM/FA/DSS/DHA CAPSULE
PNV66/IRON FUMARATE/FA/DSS/DHA CAPSULE
PNV69/IRON,CARBONYL/FA/DSS/DHA CAPSULE
PNV72/IRON,CARB&GLU/FA/DSS/DHA COMBO. PKG
PNV73/IRON,CARB&GLU/FA/DSS/DHA COMBO. PKG
PNV76/IRON,CARBRGLU/FA/DSS/DHA COMBO; PKG
PNVBO/IRON FUMARATE/FA/DSS/DHA CAPSULE
PNVB1/50D IRON EDTAR PS/FA/OM3 CMBPKGDRCP.

* Drug coverage subject to meeting clinical prior authorization criteria

** Orug coverage subject to quantity limits
*#+ Certain strengths may require Prior Authorization

7 Age vectrictions apply

lpdated..Septembear.21, 2016
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Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List
Effective: sy 1, 2016

System - Class o o . preferred :

Nutritional Prenatal Vitamins PNV76/IRON,CARB&GLU/FA/DSS/DHA COMBO. PKG
PNVBO/IRON FUMARATE/FA/DSS/DHA CAPSULE
PNV&1/50D IRON EDTA& PS/FA/OM3 CMBPKGDRCP
PNV&3/IRON,CARB/IRON ASP GL/FA TABLET
PRENAT VIT COMB.10/IRON/FA/DHA COMBO. PKG
PRENATAL #103/IRON FUMARATE/FA TABLET
PRENATAL #57/IRON/FA/DSS/DHA CAPSULE
PRENATAL #79/IRON ASP GLY/FA#1 TABLET
PRENATAL NO.13/IRON PS/FA CB#1 TAB CHEW
PRENATAL NO.52/IRON/FA/DHA CAPSULE
PRENATAL NO.75/IRON/FOLATE #1 TABLET
PRENATAL NO.77/IRON ASP GLY/FA TABLET
PRENATAL VIT #68/IRON/FA#6/DHA CAPSULE
PRENATAL VIT #69/IRON/FA#6/DHA CAPSULE
PRENATAL VIT #76/IRON,CARB/FA TABLET
PRENATAL VIT 15/IRON CB/FA/DSS TABLET
PRENATAL VIT 16/IRON CB/FA/DSS TABLET
PRENATAL VIT 18/IRON CB/FA/DSS TABLET
PRENATAL VIT COMB.10/IRON/FA TABLET
PRENATAL VIT NO.112/FOLIC ACID TAB CHEW
PRENATAL VIT NO.114/FA/GINGER TABLET
PRENATAL VIT NO.127/IRON/FA TABLET
PRENATAL VIT NO.73/IRON/FA TABLET
PRENATAL VIT NO.87/IRON/FA/DHA CAPSULE
PRENATAL VITH#4/IRON FUM,PS/FA CAPSULE
PRENATAL VITH#65/IRON FUM&PS/FA CAPSULE
PRENATAL VITH#84/IRON/FA#1/DHA CAPSULE
PRENATAL VITH#85/IRON/FA#1/DHA CAPSULE
PRENATAL VIT#86/IRON BISGLY/FA TABLET
PRENATAL VIT27,CALCIUM/IRON/FA TABLET
PRENATAL VIT37/IRON/FOLIC ACID TAB CHEW
PRENATAL VITS #33/IRON/FA/DHA COMBO. PKG
PRENATAL VITS#4/IRON FUM/FA CAPSULE
PRENATAL#90/IRON FUM,PS/FA/DHA CAPSULE
PRENATALS6/IRON/FOLIC ACID/DHA CAPSULE
PV W-O CAL/IRON PS CPLX/FA TAB CHEW

* Drug coverage subject to meeting clinical prior authorization criteria
*# Drug coverage subject to quantity limits
*¥¥ Certain strengths may require Prior Authorization

+ Age restrictions apply 38
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Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List
Effective: Qctaber 1, 2016

System  Class ‘ , ’ Preferred

Nutritional Prenatal Vitamins PNV83/IRON,CARB/IRON ASP GL/FA TABLET
PRENAT VIT COMB.10/IRON/FA/DHA COMBO. PKG
PRENATAL #103/IRON FUMARATE/FA TABLET
PRENATAL #57/IRON/FA/DSS/DHA CAPSULE
PRENATAL #79/IRON ASP GLY/FA#1 TABLET
PRENATAL NO.13/IRON PS/FA CB#1 TAB CHEW
PRENATAL NO.52/IRON/FA/DHA CAPSULE
PRENATAL NO.75/IRON/FOLATE #1 TABLET
PRENATAL NO.77/IRON ASP GLY/FA TABLET
PRENATAL VIT #68/IRON/FAHE/DHA CAPSULE
PRENATAL VIT #69/IRON/FA#6/DHA CAPSULE
PRENATAL VIT #76/IRON,CARB/FA TABLET
PRENATAL VIT 15/IRON CB/FA/DSS TABLET
PRENATAL VIT 16/IRON CB/FA/DSS TABLET
PRENATAL VIT 18/IRON CB/FA/DSS TABLET
PRENATAL VIT COMB.10/IRON/FA TABLET
PRENATAL VIT NO.112/FOLIC ACID TAB CHEW
PRENATAL VIT NO.114/FA/GINGER TABLET
PRENATAL VIT NO.127/IRON/FA TABLET
PRENATAL VIT NO.73/IRON/FA TABLET
PRENATAL VIT NO.87/IRON/FA/DHA CAPSULE
PRENATAL VIT#4/IRON FUM,PS/FA CAPSULE
PRENATAL VIT#65/IRON FUM&PS/FA CAPSULE
PRENATAL VIT#84/IRON/FA#1/DHA CAPSULE
PRENATAL VITH85/IRON/FA#1/DHA CAPSULE
PRENATAL VITH#86/IRON BISGLY/FA TABLET

| PRENATAL VIT27,CALCIUM/IRON/FA TABLET
‘ PRENATAL VIT37/IRON/FOLIC ACID TAB CHEW

PRENATAL VITS #33/IRON/FA/DHA COMBO. PKG
PRENATAL VITS#4/IRON FUM/FA CAPSULE
PRENATAL#90/IRON FUM,PS/FA/DHA CAPSULE
PRENATALS6/IRON/FOLIC ACID/DHA CAPSULE
PV W-0 CAL/IRON PS CPLX/FA TAB CHEW

Dnbthalmics Antibinfics, Ophthalmic BACITRACIN/POLYMYXIN B SULFATE OINT. (G)
CIPROFLOXACIN HCL DROPS
CIPROFLOXACIN HCL OINT.(G)
ERYTHROMYCIN BASE OINT. (6)
GENTAMICIN SULFATE DROPS
GENTAMICIN SULFATE OINT, (G) ***
MOXIFLOXACIN HCL (VIGAMOX ™) DROPS
NATAMYCIN DROPS SUSP
NEOMYCIN/POLYMYXN B/GRAMICIDIN DROPS
OFLOXACIN DROPS
POLYMYXIN B:SULF/TRIMETHOPRIM DROPS
SULFACETAMIDE SODIUM DROPS
TOBRAMYCIN DROPS
TORRAMYCIN OINT. (G)

* Drug coverage subject to meeting clinical prior authorization criteria
“* Orug coverage subject to guantity limits

“*- Cerein strengths may require Prior Authorization

I Apc restrictions apply 12
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Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List
Effective: uly 1, 2016

System Class = - T D'refgrred!iﬂ e
Qulvihulemies Awkidsioties; Ophthaimic BACITRACIN/POLYMYXIN 8 SULFATE OINT. (G)
CIPROFLOXACIN HCL DROPS
CIPROFLOXACIN HCL OINT.{6)
ERYTHROMYCIN BASE QINT. (6)
GENTAMICIN SULFATE DROPS
GENTAMICIN SULFATE OINT. {G) ***
MOXIFLOXACIN HCL (VIGAMOX ™} DROPS
NATAMYCIN DROPS SUSP
NEDMYCIN/POLYMYXN B/GRAMICIDIN DROPS
OFLOXACIN DROPS
POLYMYXIN 8 SULE/TRIMETHOPRIM DROPS
SULFACETAMIDE SODIUM DROPS
TOBRAMYCIN DROPS
TOBRAMYCIN OINT. (G)
Ophthalmics Antibiotic-Steroids, GENTAMICIN/PREDNISOL AC DROPS SUSP
Ophthalmic GENTAMICIN/PREDNISOL AC OINT. (G)
NEO/POLYMYX B SULF/DEXAMETH DROPS SUSP
NEQ/POLYMYX B SULF/DEXAMETH OINT. (G)
SULFACETM NA/PREDNISOL AC DROPS SUSP
SULFACETM NA/PREDNISOL AC OINT. (G)
TOBRAMYCIN/DEXAMETHASONE DROPS SUSP
TOBRAMYCIN/DEXAMETHASONE OINT. {G)
Ophthalmics Anti-Inflammatory Drugs, DEXAMETHASONE DROPS SUSP
Ophthalmic DEXAMETHASONE SOD PHOSPHATE DROPS
DICLOFENAC SODIUM DROPS ***
FLUOROMETHOLONE DROPS SUSP
FLUOROMETHOLONE OINT. (G)
FLURBIPROFEN SODIUM DROPS
KETOROLAC TROMETHAMINE DROPS
LOTEPREDNOL ETABONATE DROPS SUSP
PREDNISOLONE ACETATE DROPS SUSP
" Ophidhitmics Glaucoma Drugs BETAXOLOL HCL DROPS
BRIMONIDINE TARTRATE DROPS ***
BRINZOLAMIDE DROPS SUSP
CARTEOLOL HCL DROPS
DORZOLAMIDE HCL/TIMOLOL MALEAT . DROPS
DORZOLAMIDE/TIMOLOL/PF DROPERETTE
LATANOPROST DROPS
PILOCARPINE HCL DROPS
TIMOLOL MALEATE DROPS
TRAVOPROST (TRAVATAN 2 ™) DROPS
Gphthalmics Vascular Endothelial Growth | BEVACIZUMAB R VIAL
Factors

* Drug coverage subject to meeting clinical prior authorization criteria
** Drug coverage subject to quantity limits
*** Certain strengths may require Prior Authorization

¥ Age restrictions apply 49
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Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List
Effective: Qctoher 1, 2016

System Class = . o Dreferred
Ophthalmics Antibiotic-Steroids, GENTAMICIN/PREDNISOL AC DROPS SUSP
Ophthalmic GENTAMICIN/PREDNISOL AC OINT. (G)
NEO/POLYMYX B SULF/DEXAMETH DROPS SUSP
NEO/POLYMYX B SULF/DEXAMETH OINT. (G)
SULFACETM NA/PREDNISOL AC DROPS SUSP
SULFACETM NA/PREDNISOL AC OINT. (G)
TOBRAMYCIN/DEXAMETHASONE DROPS SUSP
TOBRAMYCIN/DEXAMETHASONE OINT. {G)
Qphthaimic; Am}:inﬂammatory Drugs, DEXAMETHASONE ’ DROPS SUSP
Ophthalmic DEXAMETHASONE SOD PHOSPHATE DROPS
DICLOFENAC SODIUM DROPS ***
FLUOROMETHOLONE DROPS SUSP
FLUOROMETHOLONE OINT. (G)
FLURBIPROFEN SODIUM DROPS
KETOROLAC TROMETHAMINE DROPS
LOTEPREDNOL ETABONATE DROPS SUSP
PREDNISOLONE ACETATE DROPS SUSP
Qobthalmics Glaucoma Drugs BETAXOLOL HCL ’ DROPS
BRIMONIDINE TARTRATE DROPS ***
BRINZOLAMIDE DROPS SUSP
CARTEOLOL HCL DROPS
DORZOLAMIDE HCL/TIMOLOL MALEAT DROPS
DORZOLAMIDE/TIMOLOL/PF DROPERETTE
LATANOPROST DROPS
PILOCARPINE HCL DROPS
TIMOLOL MALEATE DROPS
TRAVOPROST (TRAVATAN Z ™) DROPS
dﬁl;thalmics Vascular Endothelial Growth  BEVACIZUMAB VIAL
Factors
Qliss Qtic.Anlibiotics NEOMYCIN SU/COLIST/HC/THONZON DROPS SUSP
NEOMYCIN/POLYMYXIN B SULF/HC DROPS SUSP #%*
OFLOXACIN DROPS
| payehlatric Addiction, Opioid & Alcohol | ACAMPROSATE CALCIUM TABLET-DR
BUPRENORPHINE HCL * TAB SUBL
BUPRENORPHINE HCL/NALOXONE HCL (SUBOXONE ™) * FILM
BUPRENORPHINE HCL/NALOXONE HCL * TAB'SUBL
NALTREXONE HCL TABLET

* Drug coverage subject to meeting clinical prior authorization criteria
** Drug coverage subject to quantity limits
**# Cartain strengths may require Prior Authorization

F Age restrictions apply 12
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Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List

Effective: taly 1, 2016

Systemn Class . ; ’ Preferred
Otics ¥ie-Antibioties NEOMYCIN SU/COLIST/HC/THONZON BROPS §UsP
NEOMYCIN/POLYMYXIN B SULETHC DROPS SUSP *¥+
OFLOXACIN DROPS
Paychiatric Addiction, Opioid & Alcohol | ACAMPROSATE CALCIUM TABLET DR
BUPRENORPHINE HCL * TAB $UBL
BUPRENORPHINE HCL/NALOXONE HCL (SUBOXONE ™) * FILM
BUPRENORPHINE HCL/NALOXONE HCL * TABSUBL
NALTREXONE HCL TABLET
AddictionsTFok atiom | BUPROPION HCL TABLET ER
NICOTINE * CARTRIDGE
NICOTINE * SPRAY
NICOTINE ** PATCH DYSQ
NICOTINE ** PATCH TD24
NICOTINE POLACRILEX ** GUM
NICOTINE POLACRILEX ** LOZENGE
VARENICLINE TARTRATE & FABDERK
VARBNIEIINEFARFRAF B FABLER
Poychiatric ABHEBrogs EPBPEE50
EPBP5E50
FABLEF
FABLEF
CAPIULE
CPBP 30-70
METHYLPHENIDATE (DAYTRANA ™) o PATEHFBRA
METHYLPHENIDATE M@t TABLET
Psycrhiértl;i’cr Benzodiazepine Anxiolytics CLONAZEPAM ** TABLET
Peychiatric " Opioid Reversal Agents NALOXONE HCL SYRINGE
NALOXONE HCL VIAL
| Psychiatric Sedatives ZOLPIDEM TARTRATE ** TABLET
Pulmonary Anticholinergics, Inhaled IPRATROPIUM BROMIDE HFA AER AD
IPRATROPIUM BROMIDE SOLUTION
IPRATROPIUM/ALBUTEROL SULFATE AMPUL-NEB
IPRATROPIUM/ALBUTEROL SULFATE (COMBIVENT RESPIMAT ™) MIST INHAL
TIOTROPIUM BROMIDE {SPIRIVA ™) CAP W/DEV
‘Pulmonary Beta-Agonists, Inhaled Long | FORMOTEROL FUMARATE CAP W/DEV
Acting SALMETEROL XINAFOATE BLST W/DEV
' puimanary Reta-Agonists, Inhaled Short- | ALBUTEROL SULFATE SOLUTION
| .
‘ Acting ALBUTEROL SULFATE VIAL-NEB
PROAIR HFA ™ - BRAND ONLY HFA AER AD
PROVENTIL HFA ™ - BRAND ONLY HFA AER AD

* Drug coverage subject to meeting clinical prior authorization criteria

** Drug coverage subject to quantity limits

##% Certain strengths may require Prior Authorization

T Age restrictions apply

Updatedsdure28: 2016
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Tabie 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List

Effective: Qctober 1, 2016

* Drug coverage subject to meeting clinical prior authorization criteria

** Drug coverage subject to quantity limits

*#% Certain strengths may require Prior Authorization

t Age restrictions apply

System Class o  Ppreferred
Psychiatric Addiction.Johacea Cessation | BUPROPION HCL TABLET ER
NICOTINE * CARTRIDGE
NICOTINE * SPRAY
NICOTINE ** PATCH DYSQ
NICOTINE ** PATCH TD24
NICOTINE POLACRILEX ** GUM
NICOTINE POLACRILEX ** LOZENGE
VARENICLINE TARTRATE (CHLANTIX ™) ** TABDSBK
MAREMICLINE TARTRATE [CHANTIX M) x4 TARLET
DEXMELLYLRHEMDATE HICLEQCALIN XRIN LRBR.S0:50
DEXTROAMPHETAMINE /AMPUETAMINE LABLET
EQCALIN - BRANDLMLY LARLET
LISREXAMEETAMINEDINESYLATE NYMANSES) LARSLILE
MELADALELDE L BRAND.ONLY, CPBP 30-70
METHYLPHENIDATE (DAYTRANA ™) RAICH.IODG
DELEYLRHENOATE HLL TABLET
Psychiatric Benzodiazepine Anxiolytics | CLONAZEPAM ** TABLET
‘ Psx}chriartricr B O‘pioidr Reversal Agents BALOXQNE HCL SERAY
NALOXONE HCL SYRINGE
NALOXONE HCL VIAL
Psychiatric Sedatives ZOLPIDEM TARTRATE ** TABLET
Pulmonary Anticholinergics, Inhaled IPRATROPIUM BROMIDE HFA AER AD
IPRATROPIUM BROMIDE SOLUTION
IPRATROPIUM/ALBUTEROL SULFATE AMPUL-NEB
IPRATROPIUM/ALBUTEROL SULFATE {COMBIVENT RESPIMAT ™) MIST INHAL
TIOTROPIUM BROMIDE (SPIRIVA ™) CAP W/DEV
pulmonary Beta-Agonists, Inhaled Long | FORMOTEROL FUMARATE CAP W/DEV
Acting SALMETEROL XINAFOATE BLST W/DEV
Pulmonary éeta-Agonists, inhaled Short- | ALBUTEROL SULFATE SOLUTION
Acting ALBUTEROL SULFATE VIAL-NEB
PROAIR HFA ™ - BRAND ONLY HFA AER AD
PROVENTIL HFA™ - BRAND ONLY HFA AER AD
Eidmonary Corticosternids. Inhaled BECLOMETHASONE DIPRAPIQNALE AER W/ADAP
BUDESONIDE {PULMICORT FLEXHALER ™) AER POW BA
FLUTICASONE PROPIONATE (FLOVENT DISKUS ™) BLST W/DEV
FLUTICASONE PROPIONATE (FLOVENT HEA ™) AER W/ADAP
Pulmonary Corticosteroids/LABA BUDESONIDE/FORMOTEROL FUMARATE (SYMBICORT ™) HFAAER AD
Combination, Inhaled FLUTICASONE/SALMETEROL BLST W/DEV
FLUTICASONE/SALMETEROL HFA AER AD
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Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List
Effective: fuly 1, 2016

System - Class a0 o Preferred
Pulmonary tewsrereidsyinhaled ELOMETIREENEBIRRBRIGNAT AER'W/ADAP
BUDESONIDE (PULMICORT FLEXHALER ™) & AER POW BA
FLUTICASONE PROPIONATE (ELOVENT DISKUS ™) & BI'ST W/DEV
FLUTICASONE PROPIONATE (FLOVENT HFA ™) & AERW/ADAP
Pulmonary ~ Corticosteroids/LABA BUDESONIDE/FORMOTEROL FUMARATE (SYMBICORT ™) HFA AER AD
Combination, Inhaled FLUTICASONEJSALMETEROL BLST W/DEV
FLUTICASONE /SALMETEROL HFA AER AD
Pulmsnaty  GysticFibrosis DORNASE ALFA ** SOLUTION
SODIUM CHLORIDE FOR INHALATION VIAL-NEB
TOBRAMYCIN/NEBULIZER (KITABIS PAK ™) ** AMPUL-NEB
Pruhﬁornary Mfscelianeous Putmonary MONTELUKAST SODIUM TAB CHEW
Agents MONTELUKAST SOBIUM TABLET
Pulmonary Pulmonary Arterial BOSENTAN {TRACLEER ™) TABLET
Hypertension Oral and SILDENAFIL CITRATE TABLET
Inhaled Drugs
pulmonary pulmonary Arterial | EPOPROSTENOL SODIUM {GLYCINE) VAL
| Hypertension Parenteral Drugs
| Rensl Phosphate Binders CALCIUM ACETATE cAPSULE
CALCIUM ACETATE TABLET ***
SEVELAMER HCL (RENAGEL ™) * TABLET

* Drug coverage subject to meeting clinical prior authorization criteria

** Drug coverage subject to quantity limits

“** Certain strengths may require Prior Authorization

b Age restrictions apply 21 Updated: dure8s 2016
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Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List
Effective: Qctober 1, 2016

System. oo Class ... - Preferred
PUIMONary wemmsmsmemsdaisic. Fibrosis DORNASE ALFA ** SOLUTION
SODIUM CHLORIDE FOR INHALATION VIAL-NEB
TOBRAMYCIN/NEBULIZER (KITABIS PAK ™) ** AMPUL-NEB
Pulmonary Miscellaneots Putmonary MONTELUKAST SODIUM TAB CHEW
Agents MONTELUKAST SODIUM TABLET
*pulimonary "~ Pulmonary Arterial | BOSENTAN (TRACLEER ™) TABLET
Hypertension Oral and SILDENAFIL CITRATE TABLET
inhaled Drugs
Puimonary Pulmonary Arterial EPOPROSTENOL SODIUM (GLYCINE) VIAL
Hypertension Parenteral Drugs
fenal Phosphate Binders CALCIUM ACETATE CAPSULE
CALCIUM ACETATE TABLET ***
SEVELAMER HCL (RENAGEL ™) * TABLET

* Drug coverage subject to meeting clinical prior authorization criteria

*+ Drug coverage subject to quantity limits

#** Certain strengths may require Prior Authorization

¥ Age restrictions apply 21 Updated: Septembardl, 2016
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Table 121-0030-1 Oregon Fee-for-Service Voluntary Mental Health Preferred Drug List

Effective: faly 1, 2016

System Class . Preferred
Neurology Antiepileptics {oral & rectal) DIVALPROEX SODIUM CAP SPRINK
DIVALPROEX SODIUM TAB ER 24H
DIVALPROEX SODIUM TABLET DR
LAMOTRIGINE TABLET
VALPROIC ACID CAPSULE
VALPROIC ACID (AS SODIUM SALT) SOLUTION
peychiatric ADHD Drugs ATOMOXETINE HCL (STRATTERA ™) &l CAPSULE
Psychiatric Antidepressants AMITRIPTYLINE HCL TABLET
ANAFRANIL™ - BRAND ONLY CAPSULE
BUPROPION HCL TABLET
BUPROPION HCL TABLET ER
CITALOPRAM HYDROBROMIDE % SOLUTION
CITALOPRAM HYDROBROMIDE % TABLET
DESIPRAMINE HCL TABLET
DOXEPIN HCL CAPSULE
DOXEPIN HCL ORAL CONC
ERLLTIBN
ESCITALOPRAM OXALATE ¥ TABLET
FLUOXETINE HCL CAPSULE
FLUOXETINE HCL ¥ SOLUTION
FLUOXETINE HCL TABLET
FLUVOXAMINE MALEATE £ TABLET
IMIPRAMINE HCL TABLET
MAPROTILINE HCL TABLET
MIRTAZAPINE TAB RAPDIS
MIRTAZAPINE TABLET
NORTRIPTYLINE HCL CAPSULE
NORTRIPTYLINE HCL SOLUTION
PAROXETINE HCL # TABLET
PROTRIPTYLINE HCL TABLET
SERTRALINE HCL # ORAL CONC
SERTRALINE HCL 1 TABLET
TRIMIPRAMINE MALEATE CAPSULE
VENLAFAXINE HCL CAP ER 24H
VENLAFAXINE HCL TABLET
Psychiatric Antipsychotics, 1st Gen FhBEET
FLUPHENAZINE HCL ELIXIR
FLUPHENAZINE HCL ORAL CONC
FLUPHENAZINE HCL TABLET
HALOPERIDOL TABLET
HALOPERIDOL LACTATE ORAL CONC
LOXAPINE SUCCINATE CAPSULE
PERPHENAZINE TABLET
THIORIDAZINE HCL TABLET
THIOTHIXENE CAPSULE
TRIFLUOPERAZINE HCL TABLET

* Drug coverage subject to meeting clinical prior authorization criteria

** Drug coverage subject to quantity limits

**4 Certain strengths may require Prior Authorization

§ Age restrictions apply
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Table 121-0030-1 Oregon Fee-for-Service Voluntary Mental Health Preferred Drug List

Effective: Qctoher 1, 2016

. TRIFLUOPERAZINE HCL

System Class o Preferred

Neurology Antiepileptics (oral & rectal) DIVALPROEX SCDIUM CAP SPRINK
DIVALPROEX SODIUM TAB ER 24H
DIVALPROEX SODIUM TABLET DR
LAMOTRIGINE TABLET
VALPROIC ACID CAPSULE
VALPROIC ACID (AS SODIUM SALT) SOLUTION

I5sychiatric ADHD Drugs ATOMOXETINE HCL (STRATTERA ™) CAPSULE

Psychiatric Antidepressants AMITRIPTYLINE HCL TABLET
ANAFRANIL™ - BRAND ONLY CAPSULE
BUPROPION HCL TABLET
BUPROPION HCL TABLET ER
CITALOPRAM HYDROBROMIDE # SOLUTION
CITALOPRAM HYDROBROMIDE ¥ TABLET
DESIPRAMINE HCL TABLET
DOXEPIN HCL CAPSULE
DOXEPIN HCL ORAL CONC
ESCITALOPRAM OXALATE # TABLET
FLUOXETINE HCL CAPSULE
FLUOXETINE HCL # SOLUTION
FLUOXETINE HCL # TABLET
FLUVOXAMINE MALEATE $ TABLET
IMIPRAMINE HCL TABLET
MAPROTILINE HCL TABLET
MIRTAZAPINE TAB RAPDIS
MIRTAZAPINE TABLET
NORTRIPTYLINE HCL CAPSULE
NORTRIPTYLINE HCL SOLUTION
PAROXETINE HCL % TABLET
PROTRIPTYLINE HCL TABLET
SERTRALINE HCL % ORAL CONC
SERTRALINE HCL TABLET
TRIMIPRAMINE MALEATE CAPSULE
VENLAFAXINE HCL CAP ER 24H
VENLAFAXINE HCL TABLET

£ schiatric Antipsychotics, 1st Gen FLUPHENAZINE HCL ELIXIR
FLUPHENAZINE HCL ORAL CONC
FLUPHENAZINE HCL TABLET
HALOPERIDOL TABLET
HALOPERIDOL LACTATE ORAL CONC
LOXAPINE SUCCINATE CAPSULE
PERPHENAZINE TABLET
THIORIDAZINE HCL TABLET
THIOTHIXENE CAPSULE

TABLET

* Drug coverage subject to meeting clinical prior authorization criteria
** Drug coverage subject to quantity limits
*4*% Certain strengths may require Prior Authorization

¥ Age restrictions apply 22
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Table 121-0030-1 Oregon Fee-for-Service Voluntary Mental Health Preferred Drug List

Effective: fuy 1, 2016

System Class o L Pi'eferred o

Psychiatric Antipsychotics, 2nd Gen ‘ CLBRAMPINE FABLER
OLANZAPINE TABLET
QUETIAPINE FUMARATE ** TABLET
RISPERIDONE SOLUTION
RISPERIDONE TABLET

Prsyrcrhialric” 7 Antipsychotics, Parenteral CHLORPROMAZINE HCL AMPUL
FLUPHENAZINE DECANOATE VIAL
FLUPHENAZINE HCL VIAL
HALOPERIDOL DECANOATE AMPUL
HALOPERIDOL DECANOATE VIAL
HALOPERIDOL LACTATE AMPUL
HALOPERIDOL LACTATE VIAL
RISPERIDONE MICROSPHERES ** SYRINGE

* Drug coverage subject to meeting clinical prior authorization criteria

** Brug coverage subject to quantity limits

**¥ Certain strengths may require Prior Authorization

1 Age restrictions apply
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Table 121-0030-1 Oregon Fee-for-Service Voluntary Mental Health Preferred Drug List
Effective: Qctober 1, 2016

System . Class e o Pietanred ;

Psychiatric Antipsychotics, 2nd Gen ASEMARINEDMALEATE [SARHBIS T LAR.SUBL
CLOZARINE LABLET
LUBASIDONE HCLLATLINA ) LABLEL
OLANZAPINE TABLET
QUETIAPINE FUMARATE ** TABLET
RISPERIDONE SOLUTION
RISPERIDONE TABLET

Psychiatric Antipsychotics, Parenteral ARLRIRBAZOLEJABILIEY MAINTIENA ) SLISER.SYR
ARIRIERAZOLE [ABUJEY. MAAINTEN D22 SLSERMIAL
CHLORPROMAZINE HCL AMPUL
FLUPHENAZINE DECANOATE VIAL
FLUPHENAZINE HCL VIAL
HALOPERIDOL DECANOATE AMPUL
HALOPERIDOL DECANOATE VIAL
HALOPERIDOL LACTATE AMPUL
HALOPERIDOL LACTATE VIAL
RISPERIDONE MICROSPHERES ** SYRINGE

* Drug cuverage subject to meeting clinical prior authorization criteria

**+ Drug coverage subject to quantity limits

¥ Cartain strengths may require Prior Authorization

¥ Age restrictions apply 23 Updated: Saptambatdl, 2016




