Secretary of State
NOTICE OF PROPOSED RULEMAKING HEARING

A Statement of Need and Fiscal Impact accompanies this form.

Oregon Health Authority (OHA), Division of Medical Assistance Programs (Division) 410

Agency and Division Administrative Rules Chapter Number

Sandy Cafourek 500 Summer St NE, Salem, OR 97301 . (503) 945-6430

Rules Coordinator Address Telephone
RULE CAPTION

Amending PDL November 20, 2014 DUR/P&T Action

Not more than 15 words that reasonably identifies the subject matter of the agency’s intended action.

April 15,2015  10:30 a.m. 500 Summer St. NE, Salem, OR 97301 Room 160 Sandy Cafourek
Hearing Date Time Location Hearings Officer
Auxiliary aids for persons with disabilities are available upon advance request.
RULEMAKING ACTION

Secure approval of new rule numbers (Adopted or Renumbered rules) with the Administrative Rules Unit prior to filing.
ADOPT:
AMEND: 410-121-0030
REPEAL: 410-121-0030(T)
RENUMBER:
AMEND & RENUMBER:

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

Other Auth.: None

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

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:

Epinephrine Injection
Estradiol

Legend Prenatal Vitamins
Risperidone Microspheres

Non-Preferred:
Bendroflumethiazide

Boceprevir (Victrelis®)
Memantine HCL (Namenda XR®)
NPH, Human Insulin Isophane
Telaprevir (Incivek®)

The agency requests public comment on whether other options should be considered for achieving the rule’s substantive goals
while reducing the negative economic impact of the rule on business.

April 17,2015 by 5 p.m. Send written comments to: dmap.rules@state.or.us
Last Day for Public Comment (Last day to submit written comments to the Rules Coordinator)

D ’Cn‘ ,'1/)/\——\ _ ‘D/,h), D Cg//wu)}?' 3/2 /ZO/S’

Signature Printed name Date
Note: Hearing Notices must be submitted by the 15th day of the month to be published in the next month’s Oregon Bulletin.



Secretary of State

STATEMENT OF NEED AND FISCAL IMPACT

A Notice of Proposed Rulemaking Hearing or a Notice of Proposed Rulemaking accompanies this form.

Oregon Health Authority, Division of Medical Assistance Programs 410

Agency and Division Administrative Rules Chapter Number

Amending PDL November 20, 2014 DUR/P&T Action

Rule Caption (Not more than 15 words that reasonably identifies the subject matter of the agency’s intended action.)
In the Matter of: The amendment of OAR 410-121-0030 and the repeal of OAR 410-121-0030(T)

Statutory Authority: ORS 413.032, 413.042, 414.065, 414.325,414.330t0 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 Rule(s): The Pharmaceutical Services Program administrative rules (division 121) govern Division payments for
services provided to certain clients. The Division temporarily amended 410-121-0030 per the Drug Use Review (DUR) Pharmacy
& Therapeutics (P&T) Committee’s recommendations made during the May 29, July 31, and Sept 23, Nov 20, 2014 meeting. 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:

Epinephrine Injection
Estradiol

Legend Prenatal Vitamins
Risperidone Microspheres
Non-Preferred:
Bendroflumethiazide
Boceprevir (Victrelis®)
Memantine HCL (Namenda XR®)
NPH, Human Insulin Isophane
Telaprevir (Incivek®)

Documents Relied Upon, and where they are available: 414.353, 414.354, and Or Law 2011, chapter 720 (HB 2100),:
http://www.oregon.gov/pers/docs/2011_legislation/hb2100.en.pdf

Fiscal and Economic Impact: None

Statement of Cost of Compliance:

1. Impact on state agencies, units of local government and the public (ORS 183.335(2)(b)(E)): This permanent filing is needed in
order for the legislatively mandated Pharmacy & Therapeutics Committee to convene and conduct official business under the
auspices of the Oregon Health Authority. It is also necessary for the health and safety of Oregon Health Plan recipients receiving
drugs and prior authorizations.

2. Cost of compliance effect on small business (ORS 183.336): Small businesses will not be affected by this rule.

a. Estimate the number of small businesses and types of business and industries with small businesses subject to the rule:

Small businesses will not be affected by this rule.

b. Projected reporting, recordkeeping and other administrative activities required for compliance, including costs of professional
services: There is no anticipated increase.

c. Equipment, supplies, labor and increased administration required for compliance: There is no anticipated increase.

How were small businesses involved in the development of this rule? Small businesses were not involved in the development of
this rule as it will not affect them.

Administrative Rule Advisory Committee consulted?: The Pharmacy & Therapeutics Committee meeting held on November 20,
2014 acted as a Rules Advisory Committee meeting for 410-121-0030. If not, why?:
'd
7
Signature Printed name Date
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 fee-for-service clients of the Oregon Health Plan shall have access to

the most effective prescription drugs appropriate for their clinical conditions at the
best possible price:

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

(b) The licensed health care practitioners also consider the health condition of a
client or characteristics of a client, including the client’s gender, race, or ethnicity.

(2) PMPDP Preferred Drug List (PDL):

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

(b) The PDL (as defined in 410-121-0000 (cc) consists 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 determine 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 subsection (4);

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



(A) Evaluation shall occur more frequently at the discretion of the Division if new
safety information or the release of new drugs in a class or other information that
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 changes or 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 subject to the regulations outlined in OAR
410-121-0155;

(b) The brand name medication is listed as preferred on the PDL.

(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 in instances:
(A) Where the prescriber in their professional judgment determines the non-

preferred drug is medically appropriate after consulting with the Division or the
Oregon Pharmacy Help Desk; 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-January-+March 1, 2015 is
incorporated in rule by reference and is found on_the Division’s -eurwebsite 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



Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List
Effective March 1, 2015

Allergy/Cold Anaphylaxis Rescue

EPINEPHRINE INJECTION

AUTO INJCT

Antihistamines - 2nd
Allergy/Cold Generation CETIRIZINE HCL SOLUTION
CETIRIZINE HCL TABLET
LORATADINE SOLUTION
LORATADINE TAB RAPDIS ***
LORATADINE TABLET
Analgesics Gout ALLOPURINOL TABLET
COLCHICINE/PROBENECID TABLET
Analgesics Long-Acting Opioids FENTANYL * PATCH TD72
MORPHINE SULFATE * TABLET ER
Analgesics NSAIDs DICLOFENAC POTASSIUM TABLET
DICLOFENAC SODIUM TABLET DR
ETODOLAC TABLET
FLURBIPROFEN TABLET
IBUPROFEN CAPSULE
IBUPROFEN DROPS SUSP
IBUPROFEN ORAL SUSP
{BUPROFEN 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
SALSALATE TABLET
SULINDAC TABLET
Analgesics Short-Acting Opioids BUTORPHANOL TARTRATE SPRAY
CODEINE SULFATE * ** TABLET
HYDROCODONE BIT/ACETAMINOPHEN ** TABLET ***
HYDROMORPHONE HCL * ** TABLET
MORPHINE SULFATE * ** SOLUTION
MORPHINE SULFATE * ** TABLET
OXYCODONE HCL * ** SOLUTION
OXYCODONE HCL * ** TABLET
OXYCODONE HCL/ACETAMINOPHEN ** CAPSULE
OXYCODONE HCL/ACETAMINOPHEN ** TABLET ***
TRAMADOL HCL TABLET
Skeletal Muscle
Analgesics Relaxants BACLOFEN TABLET
CYCLOBENZAPRINE HCL TABLET ***
TIZANIDINE HCL TABLET
Analgesics Topical CAPSAICIN CREAM (G) ***
Analgesics Triptans, Injection IMITREX® - BRAND ONLY** CARTRIDGE
IMITREX® - BRAND ONLY** DISP SYRINGE
IMITREX® - BRAND ONLY** PEN INJCTR
SUMATRIPTAN SUCCINATE ** VIAL
Analgesics Triptans, Nasal IMITREX® - BRAND ONLY ** SPRAY
Analgesics Triptans, Oral NARATRIPTAN HCL ** TABLET
SUMATRIPTAN SUCCINATE ** TABLET

* Drug coverage siubject to meeting clinical prior authorization criteria
[4 g ! g

** Drug coverage subject to quantity limits

***Certain strengths may require Prior Authorization 1

Updates: 2/25/15



Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List
Effective March 1, 2015

System: ' (Class
Antibiotics Amoxicillin-Clavulanate JAMOXICILLIN/POTASSIUM CLAV SUSP RECON
AMOXICILLIN/POTASSIUM CLAV TAB CHEW
AMOXICILLIN/POTASSIUM CLAV TABLET
Antibiotics Cephalosporin, 1st Gen |CEPHALEXIN CAPSULE ***
CEPHALEXIN SUSP RECON ***
Antibiotics Cephalosporin, 2nd Gen |CEFPROZIL SUSP RECON
CEFPROZIL TABLET
CEFUROXIME AXETIL TABLET
Antibiotics Cephalosporin, 3rd Gen {CEFDINIR CAPSULE
CEFDINIR SUSP RECON
Antibiotics Fluoroquinolones, Oral [CIPROFLOXACIN SUS MC REC
CIPROFLOXACIN HCL TABLET
LEVOFLOXACIN SOLUTION
LEVOFLOXACIN TABLET
Antibiotics Macrolide / Ketolide AZITHROMYCIN SUSP RECON
AZITHROMYCIN TABLET
CLARITHROMYCIN TABLET
Antibiotics Tetracyclines, Oral DOXYCYCLINE HYCLATE CAPSULE
DOXYCYCLINE HYCLATE TABLET
DOXYCYCLINE MONOHYDRATE CAPSULE ***
DOXYCYCLINE MONOHYDRATE SUSP RECON
TETRACYCLINE HCL CAPSULE
Antifungal Antifungal, Oral CLOTRIMAZOLE TROCHE
FLUCONAZOLE SUSP RECON
FLUCONAZOLE TABLET
KETOCONAZOLE TABLET
NYSTATIN ORAL SUSP
NYSTATIN TABLET
Antiviral Hepatitis B LAMIVUDINE * SOLUTION
LAMIVUDINE * TABLET
TENOFOVIR DISOPROXIL FUMARATE * TABLET
Antiviral Hepatitis C BOCEPREVUR-PUCTRELIS2)E EAPSULE-
PEGINTERFERON ALPHA-2A (Pegasys™)* VIAL
PEGINTERFERON ALPHA-2A SUB Q (Pegasys™) * PEN INJECTOR
PEGINTERFERON ALFA-2B * PEN IJ KIT
PEGINTERFERON ALFA-2B * KIT ***
RIBAVIRIN * CAPSULE
RIBAVIRIN * TABLET
SIMEPREVIR* CAPSULE
SOFOSBUVIR * TABLET
Antiviral HSV, Oral 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

Updates: 2/25/15



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

Effective March 1, 2015

System . Class . _ preferred .
Antiviral Influenza AMANTADINE HCL CAPSULE
AMANTADINE HCL SYRUP
AMANTADINE HCL TABLET
OSELTAMIVIR PHOSPHATE ** CAPSULE
OSELTAMIVIR PHOSPHATE ** SUSP RECON
RIMANTADINE HCL TABLET
Cardiovascular Anti-Anginals ISOSORBIDE DINITRATE CAPSULE ER
ISOSORBIDE DINITRATE TABLET
ISOSORBIDE MONONITRATE TABLET
NITROGLYCERIN CAPSULE ER
NITROGLYCERIN PATCH TD24
NITROGLYCERIN TABSUBL
Cardiovascular Anticoagulants, Oral WARFARIN SODIUM TABLET
Anticoagulants,
Cardiovascular Subcutaneous LOVENOX® - BRAND ONLY DISP SYRIN
Cardiovascular Beta-Blockers ACEBUTOLOL HCL CAPSULE
ATENOLOL TABLET
CARVEDILOL TABLET
LABETALOL HCL TABLET
METOPROLOL TARTRATE TABLET
PROPRANOLOL HCL TABLET
Calcium Channel
Cardiovascular Blockers - DH AMLODIPINE BESYLATE TABLET
NICARDIPINE HCL CAPSULE
NIFEDIPINE TABER 24
NIFEDIPINE TABLET ER
Calcium Channel
Cardiovascular Blockers - NDH DILTIAZEM HCL CAP ER 12H
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
Cardiovascular Diuretics AMILORIDE HCL TABLET
AMILORIDE/HYDROCHLOROTHIAZIDE TABLET
BUMETANIDE TABLET
FUROSEMIDE SOLUTION ***
FUROSEMIDE TABLET
HYDROCHLOROTHIAZIDE CAPSULE
HYDROCHLOROTHIAZIDE SOLUTION
HYDROCHLOROTHIAZIDE TABLET
INDAPAMIDE TABLET
SPIRONOLACT/HYDROCHLOROTHIAZID TABLET
SPIRONOLACTONE TABLET
TORSEMIDE TABLET
TRIAMTERENE CAPSULE
TRIAMTERENE/HYDROCHLOROTHIAZID CAPSULE

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

***Certain strengths may require Prior Authorization

Updates: 2/25/15



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

BENAZEPRIL HCL

Effective March 1, 2015

_ Preferred

TABLET

Cardiovascular DRIs, ACE-Is and ARBs
ENALAPRIL MALEATE TABLET
LISINOPRIL TABLET
LOSARTAN POTASSIUM TABLET
OLMESARTAN MEDOXOMIL(BENICAR®) TABLET
RAMIPRIL CAPSULE
TELMISARTAN TABLET
DRIs, ACE-Is and ARBs +
Cardiovascular HCT BENAZEPRIL/HYDROCHLOROTHIAZIDE TABLET
ENALAPRIL/HYDROCHLOROTHIAZIDE TABLET
LISINOPRIL/HYDROCHLOROTHIAZIDE TABLET
LOSARTAN/HYDROCHLOROTHIAZIDE TABLET
OLMESARTAN/HYDROCHLOROTHIAZIDE(BENICAR HCT®) TABLET
TELMISARTAN/HYDROCHLOROTHIAZID TABLET
Cardiovascular HP Statins & Combos ATORVASTATIN CALCIUM TABLET
SIMVASTATIN TABLET
Cardiovascular LMP Statins & Combos |[LOVASTATIN TABLET
PRAVASTATIN SODIUM TABLET
Other Lipid Lowering
Cardiovascular Agents CHOLESTYRAMINE (WITH SUGAR) POWDER
CHOLESTYRAMINE/ASPARTAME POWDER
FENOFIBRATE TABLET
GEMFIBROZIL TABLET
Cardiovascular Piatelet Inhibitors ASPIRIN TABLET
ASPIRIN/DIPYRIDAMOLE CPMP 12HR
CLOPIDOGREL BISULFATE TABLET
DIPYRIDAMOLE TABLET
Dermatologic Antifungal, Topical MICONAZOLE NITRATE CREAM (G)
NYSTATIN CREAM (G)
NYSTATIN OINT. (G)
TAZAROTENE* CREAM (G)
TAZAROTENE* GEL (GRAM)
Dermatologic Anti-Parasite PERMETHRIN CREAM (G)
PERMETHRIN LIQUID
PIP BUTOX/PYRETHRINS/PERMETH KIiT
PIPERONYL BUTOXIDE/PYRETHRINS GEL (GRAM)
PIPERONYL BUTOXIDE/PYRETHRINS KiT
PIPERONYL BUTOXIDE/PYRETHRINS LIiQuUID
P{PERONYL BUTOXIDE/PYRETHRINS SHAMPOO
Dermatologic Impetigo Agents BACITRACIN OINT. (G)
BACITRACIN ZINC OINT. (G)
BACITRACIN/POLYMYXIN B SULFATE OINT. (G)
BACITRACIN ZINC / POLYMYX B SULFATE OINT. (G)
GENTAMICIN SULFATE CREAM (G)
MUPIROCIN OINT. (G)
NEOMY SULF/BACITRAC ZN/POLY OINT. (G)
Dermatologic Psoriasis, Topical CALCIPOTRIENE * CREAM (G)
CALCIPOTRIENE * SOLUTION
CALCIPOTRIENE/BETAMETHASONE * OINT. (G)

* Drug coverage subject to meeting clinical prior authorization criteria

** Drug coverage subject to quantity limits

***Certain strengths may require Prior Authorization 4

Updates: 2/25/15



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

Effective March 1, 2015

System. - Class L . preferred ...
Dermatologic 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 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 TESTOSTERONE (ANDROGEL®)* GEL PACKET
TESTOSTERONE (ANDROGEL®)* PUMP
TESTOSTERONE * GEL {GRAM)
TESTOSTERONE CYPIONATE VIAL
TESTOSTERONE ENANTHATE VIAL
Endocrine Bone Metabolism Drugs JALENDRONATE SODIUM TABLET
IBANDRONATE SODIUM TABLET
RISEDRONATE SODIUM TABLET
Endocrine DM-Incretin Enhancers  |SITAGLIPTIN PHOS/METFORMIN HCL * TABLET
SITAGLIPTIN PHOSPHATE (JANUVIA®)* TABLET
Endocrine DM-Insulin HUM INSULIN NPH/REG INSULIN HM VIAL
HUM INSULIN NPH/REG INSULIN HM * INSULN PEN
INSULIN ASPART VIAL
INSULIN ASPART * CARTRIDGE
INSULIN ASPART * INSULN PEN
INSULIN GLARGINE(LANTUS®) VIAL
INSULIN GLARGINE(LANTUS®)* INSULN PEN
INSULIN LISPRO VIAL
INSULIN NPL/INSULIN LISPRO VIAL
INSULIN REGULAR, HUMAN VIAL
INSULIN ZINC HUMAN REC VIAL
INSULN ASP PRT/INSULIN ASPART VIAL
INSULN ASP PRT/INSULIN ASPART * INSULN PEN
NPH, HUMAN INSULIN ISOPHANE VIAL
MNEHHUPMANANSUHNASORRANEE. INSUEN-PEN-
Endocrine DM-Oral Hypoglycemics {GLIMEPIRIDE TABLET
GLIPIZIDE TABLET
GLYBURIDE TABLET
METFORMIN HCL TABER 24
METFORMIN HCL TAB ER 24H
METFORMIN HCL TABLET

* Drug coverage subject to meeting clinical prior authorization criteria

** Drug coverage subject to quantity limits

***Certain strengths may require Prior Authorization 5

Updates: 2/25/15



Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List
Effective March 1, 2015

Endocrine DM-Thiazolidinediones [PIOGLITAZONE HCL TABLET
Endocrine Growth Hormone SAIZEN® - BRAND ONLY * VIAL
SOMATROPIN (NORDITROPIN®) * CARTRIDGE ***
SOMATROPIN (NORDITROPIN®) * SYRINGE***
SOMATROPIN{OMNITROPE®) * CARTRIDGE ***
SOMATROPIN{SAIZEN®) * CARTRIDGE ***
Endocrine HRT - Estrogen, Oral ESTRADIOL TABLET
ESTROGENS,CONJ.,SYNTHETIC A TABLET
ESTROPIPATE TABLET
Endocrine HRT - Estrogen, Topical |[ESTRADIOL PATCH TDWK ***
ESTRADIOL PATCH TDSW***
Endocrine HRT - Estrogen, Vaginal [ESTRADIOL TABLET
ESTROGENS, CONJUGATED CREAM (G}
ESTROGENS, CONJUGATED CREAM/APPL
Endocrine Progestational agents HYDROXYPROGESTERONE CAPROATE (MAKENA™)* Vial
Gastrointestinal Antiemetics, Newer ONDANSETRON TAB RAPDIS
ONDANSETRON HCL SOLUTION
ONDANSETRON HCL TABLET
Gastrointestinal  Clostridium difficile METRONIDAZOLE TABLET
VANCOMYCIN HCL CAPSULE
VANCOMYCIN HCL VIAL
Gastrointestinal Digestive Enzymes CREON CAPSULE DR
LIPASE/PROTEASE/AMYLASE CAPSULE DR
Gastrointestinal ~ H2-Antagonists FAMOTIDINE *** TABLET
RANITIDINE HCL SYRUP
RANITIDINE HCL *** TABLET
Gastrointestinal tnflammatory Bowel BALSALAZIDE DISODIUM CAPSULE
CANASA® - BRAND ONLY SUPP RECT
MESALAMINE (LIALDA®) TABLET DR
MESALAMINE(APRISO®) CAP ER 24H
OLSALAZINE SODIUM CAPSULE
SULFASALAZINE TABLET
SULFASALAZINE TABLET DR
Gastrointestinal PPis OMEPRAZOLE CAPSULE DR
PANTOPRAZOLE SODIUM TABLET DR
General Physical
Health Prenatal Vitamins LEGEND PRENATAL VITAMINS CAPSULE
LEGEND PRENATAL VITAMINS COMBO PKG
LEGEND PRENATAL VITAMINS TABLET
LEGEND PRENATAL VITAMINS TAB CHEW

* Drug coverage subject to meeting clinicat prior authorization criteria

** Drug coverage subject to quantity limits

***Certain strengths may require Prior Authorization

Updates: 2/25/15




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

Effective March 1, 2015

System . Class - Preferred

General Physc-iglﬂu

Health Vitamin and Minerals CALCITRIOL AMPUL
CALCITRIOL CAPSULE
CALCITRIOL SOLUTION
CALCIUM CARBONATE CAPSULE
CALCIUM CARBONATE ORAL SUSP
CALCIUM CARBONATE TAB CHEW
CALCIUM CARBONATE TABLET
CALCIUM CARBONATE/ VITAMIN D3 CAPSULE
CALCIUM CARBONATE/ VITAMIN D3 TAB CHEW
CALCIUM CARBONATE/ VITAMIN D3 TABLET
CALCIUM CARBONATE/ VITAMIN D3 LiQuib
CHOLECALCIFEROL (VITAMIN D3) CAPSULE
CHOLECALCIFEROL (VITAMIN D3) SPRAY SUSP
CHOLECALCIFEROL (VITAMIN D3) TABLET
CYANOCOBALAMIN {VITAMIN B-12) DROPS
CYANOCOBALAMIN {VITAMIN B-12) LOZENGE
CYANOCOBALAMIN {VITAMIN B-12) TAB RAPIDS
CYANOCOBALAMIN {VITAMIN B-12) TAB SUBL
CYANOCOBALAMIN {VITAMIN B-12) TABLET
CYANOCOBALAMIN (VITAMIN B-12) TABLET ER
CYANOCOBALAMIN (VITAMIN B-12) VIAL
ERGOCALCIFEROL (VITAMIN D2) CAPSULE
ERGOCALCIFEROL {VITAMIN D2) TABLET
FERROUS GLUCONATE TABLET
FERROUS SULFATE LIQUID ***
FERROUS SULFATE SOLUTION
FERRQUS SULFATE TABLET
FERROUS SULFATE TABLET DR
FERROUS SULFATE TABLET ER
FOLIC ACID CAPSULE
FOLIC ACID TABLET
FOLIC ACID VIAL
MAGNESIUM TABLET
MAGNESIUM AMINO ACID CHELATE TABLET
MAGNESIUM CARBONATE LQuID
MAGNESIUM CITRATE TABLET
MAGNESIUM GLUCONATE TABLET
MAGNESIUM OXIDE TABLET
MAGNESIUM OXIDE CAPSULE
MAGNESIUM OXIDE/MAG AA CHELATE TABLET
MAGNESIUM OXIDE/PYRIDOXINE HCL TABLET
PHOSPHORUS TABLET
POTASSIUM TABLET
POTASSIUM BICARBONATE / CiT AC TABLET EFF
POTASSIUM CHLORIDE TABLET ER
POTASSIUM CHLORIDE TABLET ER PRT
POTASSIUM CHLORIDE/POT BICARB TABLET EFF
POTASSIUM PHOSPHATE, MONOBASIC TABLET SOL
PYRIDOXINE HCL VIAL
SODIUM PHOSPHATE TABLET
SODIUM PHOSPHATE POWDER PACK
THIAMINE HCL TABLET
THIAMINE HCL VIAL

Genitourinary BPH DOXAZOSIN MESYLATE TABLET
FINASTERIDE TABLET
TAMSULOSIN HCL CAP ER 24H
TERAZOSIN HCL CAPSULE

* Drug coverage subject to meeting clinical prior authorization criteria

** Drug coverage subject to quantity limits

***Certain strengths may require Prior Authorization 7

Updates: 2/25/15



Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List
Effective March 1, 2015

Overactive Bladder

Genitourinary Drugs FESOTERODINE FUMARATE(TOVIAZ®) TAB ER 24H
HYOSCYAMINE SULFATE ELIXIR
HYOSCYAMINE SULFATE TAB RAPDIS
OXYBUTYNIN CHLORIDE SYRUP
OXYBUTYNIN CHLORIDE TABER 24
OXYBUTYNIN CHLORIDE TABLET
Colony Stimulating
Hematology Factors FILGRASTIM DiSP SYRIN
FILGRASTIM VIAL
PEGFILGRASTIM DISP SYRIN
SARGRAMOSTIM VIAL
Hematology Hematopoietic Agents  |DARBEPOETIN ALFA IN POLYSORBAT (ARANESP®)* DISP SYRIN
DARBEPOETIN ALFA IN POLYSORBAT (ARANESP®)* VIAL
PROCRIT® - BRAND ONLY * VIAL
Hematology Iron Chelators DEFEROXAMINE MESYLATE VIAL
Imniunologics 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
SIROLIMUS SOLUTION
SIROLIMUS TABLET
TACROLIMUS CAPSULE
Intravenous
Immunologics Immunoglobulins IMMUNE GLOB,GAM CAPRYLATE(IGG) INJECTION (GAMUNEX-C®) VIAL
Targeted Immune
Immunologics Modulators ADALIMUMAB(HUMIRA®) KIT
ADALIMUMAB(HUMIRA®) PEN 1 KIT
ETANERCEPT(ENBREL®) DISP SYRIN
ETANERCEPT(ENBREL®) PEN INICTR
Neurologic Alzheimer's Dx DONEPEZIL HCL TABLET ***
GALANTAMINE HBR TABLET
3 £ CARSULE-24-BSPK
MEMANTINE HCL{NAMENDAZ} TABLET
MEMANTINE HCLENAMENDAR) SOLUTION
RIVASTIGMINE (EXELON®) PATCH

* Drug coverage subject to meeting clinical prior authorization criteria

** Drug coverage subject to quantity limits

***Certain strengths may require Prior Authorization 8

Updates: 2/25/15




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

Effective March 1, 2015

System e Preferred —
Neurologic Anticonvulsants CARBAMAZEPINE ORAL SUSP
CARBAMAZEPINE TAB CHEW
CARBAMAZEPINE TAB ER 12H
CARBAMAZEPINE TABLET
CLONAZEPAM TABLET
DIASTAT ACUDIAL® - BRAND ONLY KIT
DIASTAT® - BRAND ONLY KIT
DIVALPROEX SODIUM CAP SPRINK
DIVALPROEX SODIUM TAB ER 24H
DIVALPROEX SODIUM TABLET DR
ETHOSUXIMIDE CAPSULE
ETHOTOIN TABLET
GABAPENTIN CAPSULE
LACOSAMIDE (VIMPAT®) TABLET
LAMOTRIGINE TABLET
LEVETIRACETAM SOLUTION
LEVETIRACETAM TABLET
MEPHOBARBITAL TABLET
METHSUXIMIDE CAPSULE
OXCARBAZEPINE ORAL SUSP
OXCARBAZEPINE TABLET
PHENOBARBITAL ELIXIR
PHENOBARBITAL TABLET
PHENYTOIN ORAL SUSP
PHENYTOIN TAB CHEW
PHENYTOIN SODIUM EXTENDED CAPSULE
PRIMIDONE TABLET
RUFINAMIDE TABLET
TIAGABINE HCL TABLET
TOP{RAMATE * TABLET
VALPROIC ACID CAPSULE
VALPROIC ACID SOLUTION
ZONISAMIDE CAPSULE
Neurologic MS Drugs INTERFERON BETA-1A(AVONEX PEN®) PEN IJ KIT
INTERFERON BETA-1A{AVONEX®) KIT
INTERFERON BETA-1A/ALBUMIN{AVONEX ADMINISTRATION PACK®} KIT
INTERFERON BETA-1A/ALBUMIN DISP SYRIN
INTERFERON BETA-1B (BETASERON™) KIT
GLATIRAMER ACETATE(COPAXONE®) KIT
Neurologic Parkinson’s Drugs AMANTADINE HCL CAPSULE
AMANTADINE HCL SYRUP
AMANTADINE HCL TABLET
BENZTROPINE MESYLATE TABLET
CARBIDOPA/LEVODOPA TABLET
CARBIDOPA/LEVODOPA TABLET ER
CARBIDOPA/LEVODOPA/ENTACAPONE (STALEVO®) TABLET
ENTACAPONE TABLET
PRAMIPEXOLE DI-HCL * TABLET
SELEGILINE HCL CAPSULE
TRIHEXYPHENIDYL HCL ELIXIR
TRIHEXYPHENIDYL HCL TABLET
Ophthalmic Antibiotic/Steroid NEQ/POLYMYX B SULF/DEXAMETH DROPS SUSP
NEOMY SULF/BACITRAC ZN/POLY/HC OINT. {G)
SULFACETM NA/PREDNISOL AC DROPS SUSP
SULFACETM NA/PREDNISOL AC OINT. (G)
TOBRAMYCIN/DEXAMETHASONE DROPS SUSP
TOBRAMYCIN/DEXAMETHASONE OINT. (G)

* Drug coverage subject to meeting clinical prior authorization criteria

** Drug coverage subject to quantity limits

***Certain strengths may require Prior Autharization

Updates: 2/25/15



System

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

. Class -
Antibiotics

BACITRACIN/POLYMYXIN B SULFATE

Effective March 1, 2015

_ Preferred

OINT (G)‘N ’

Ophthalmic
CIPROFLOXACIN HCL DROPS
CIPROFLOXACIN HCL OINT. {G)
ERYTHROMYCIN BASE OINT. (G)
GENTAMICIN SULFATE DROPS
GENTAMICIN SULFATE OINT. (G)
MOXIFLOXACIN HCL(VIGAMOX?®) DROPS
NATAMYCIN DROPS SUSP
NEOMYCIN/POLYMYXN B/GRAMICIDIN DROPS
OFLOXACIN DROPS
SULFACETAMIDE SODIUM DROPS
TOBRAMYCIN SULFATE DROPS
TOBRAMYCIN SULFATE OINT. (G)

Ophthalmic Anti-Inflammatory Drugs| DEXAMETHASONE DROPS SUSP
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 ***

Ophthalmic Glaucoma BETAXOLOL HCL DROPS
BRIMONIDINE TARTRATE DROPS ***
BRINZOLAMIDE DROPS SUSP
CARTEOLOL HCL DROPS
DORZOLAMIDE HCL/TIMOLOL MALEAT DROPS
LATANOPROST DROPS
PILOCARPINE HCL DROPS
PILOCARPINE HCL GEL (GRAM)
TIMOLOL MALEATE DROPS
TRAVOPROST(TRAVATAN 2°) DROPS

Vascular Endothelial

Ophthalmic Growth Factors BEVACIZUMAB VIAL

Otic Antibiotic NEOMY SULF/COLIST SUL/HC/THONZ DROPS SUSP
OFLOXACIN DROPS

Psychiatric ADHD AMPHET ASP/AMPHET/D-AMPHET ** TABLET
DEXMETHYLPHENIDATE HCL(FOCALIN XR®) ** CPMP 50-50
FOCALIN® - BRAND ONLY TABLET
LISDEXAMFETAMINE DIMESYLATE{VYVANSE®) ** CAPSULE
METADATE CD™ - BRAND ONLY CPMP 30-70
METHYLPHENIDATE (DAYTRANA™) ** PATCH TD24
METHYLPHENIDATE HCL ** TABLET

Psychiatric Addiction ACAMPROSATE CALCIUM TABLET DR
BUPRENORPHINE* TAB SUBL
BUPRENORPHINE-NALOXONE (ZUBSOLV™)* TAB SUBL
BUPRENORPHINE HCL / NALOXONE HCL (SUBOXONE™)* FILM
NALTREXONE HCL TABLET

Psychiatric Sedatives ZOLPIDEM TARTRATE * TABLET

Pulmonary Combination Inhalers BUDESONIDE / FORMOTEROL FUMARATE {SYMBICORT®) * HFA AER AD
FLUTICASONE/SALMETEROL({ADVAIR DISKUS®) * DISK W/DEV
FLUTICASONE/SALMETEROL{ADVAIR HFA®) * HFA AER AD

* Drug coverage subject to meeting clinical prior authorization criteria

** Drug coverage subject to quantity limits

***Certain strengths may require Prior Authorization 1 O

Updates: 2/25/15



Table 121-0030-1 Oregon Fee-for-Service Enforceable Physical Health Preferred Drug List
Effective March 1, 2015

Cough and Cold

BENZONATATE

~ Preferred

CAPSULE

Pulmonary
GUAIFENESIN LIQUID
GUAIFENESIN / CODEINE PHOSPHATE LiQuip
GUAIFENESIN SYRUP
GUAIFENESIN / DEXTROMETHORPHAN SYRUP
GUAIFENESIN / CODEINE PHOSPHATE SYRUP
PSEUDOEPHEDRINE HCL TABLET
Pulmonary Cystic Fibrosis DORNASE ALFA ** SOLUTION
SODIUM CHLORIDE FOR INHALATION AEROSOL
SODIUM CHLORIDE FOR {INHALATION VIAL-NEB
TOB! ® - BRAND ONLY ** AMPUL-NEB
TOBRAMYCIN (BETHKIS) AMPUL-NEB
Pulmonary Inhaled Anticholinergics |[IPRATROPIUM BROMIDE HFA AER AD
IPRATROPIUM BROMIDE SOLUTION
IPRATROPIUM/ALBUTEROL SULFATE AMPUL-NEB
IPRATROPIUM/ALBUTEROL SULFATE (COMBIVENT RESPIMAT™) AER W/ADAP
TIOTROPIUM BROMIDE(SPIRIVA®) CAP W/DEV
Pulmonary Inhaled Corticosteroids |BECLOMETHASONE DIPROPIONATE{QVAR®) AER W/ADAP
BUDESONIDE (PULMICORT FLEXHALER®) AER POW BA
FLUTICASONE PROPIONATE{FLOVENT HFA®) AER W/ADAP
FLUTICASONE PROPIONATE(FLOVENT DISKUS®) DISK W/DEV
Long Acting
Pulmonary Bronchodilators FORMOTEROL FUMARATE CAP W/DEV
SALMETEROL XINAFOATE DISK W/DEV
Pulmonary Misceilaneous MONTELUKAST SODIUM * TAB CHEW
MONTELUKAST SODIUM * TABLET
Pulmonary PAH BOSENTAN(TRACLEER®) * TABLET
SILDENAFIL CITRATE * TABLET ***
Short Acting
Pulimonary Bronchodialators ALBUTEROL SULFATE SOLUTION
ALBUTEROL SULFATE VIAL-NEB
PROAIR HFA® - BRAND ONLY HFA AER AD
Pulmonary Smoking Cessation BUPROPION HCL TABLET ER
NICOTINE PATCH DYSQ
NICOTINE PATCH TD24 ***
NICOTINE POLACRILEX GUM
NICOTINE POLACRILEX LOZENGE
VARENICLINE TARTRATE ** TAB DS PK
VARENICLINE TARTRATE ** TABLET
Renal Phosphate Binders CALCIUM ACETATE TABLET
SEVELAMER HCL * TABLET

* Drug coverage subject to meeting clinical prior authorization criteria

** Drug coverage subject to quantity limits

***Certain strengths may require Prior Authorization ) 1 1

Updates: 2/25/15



Table 121-0030-1 Oregon Fee-for-Service Voluntary Mental Health Preferred Drug List
Effective March 1, 2015

Syste . Cléss . . Preferred -

Psychiatric ADHD Atomoxetine HCL (Strattera® ) CAPSULE

Psychiatric Antidepressants AMITRIPTYLINE HCL TABLET
BUPROPION HCL TABLET
BUPROPION HCL TABLET ER
CITALOPRAM HYDROBROMIDE ** SOLUTION
CITALOPRAM HYDROBROMIDE ** TABLET
ANAFRANIL - BRAND ONLY CAPSULE
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
ESCITALOPRAM OXALATE TABLET
PAROXETINE HCL TABLET
PROTRIPTYLINE HCL TABLET
SERTRALINE HCL ORAL CONC
SERTRALINE HCL TABLET
TRIMIPRAMINE MALEATE CAPSULE
VENLAFAXINE HCL CAP ER 24H
VENLAFAXINE HCL TABLET

Antipsychotics - 1st

Psychiatric Generation CHLORPROMAZINE HCL CAP ER 24H
CHLORPROMAZINE HCL AMPUL
CHLORPROMAZINE HCL VIAL
CHLORPROMAZINE HCL SYRUP
CHLORPROMAZINE HCL SUPP RECT
CHLORPROMAZINE HCL ORAL CONC
CHLORPROMAZINE HCL TABLET
FLUPHENAZINE DECANOATE SYRINGE
FLUPHENAZINE DECANOATE VIAL
FLUPHENAZINE ENANTHATE VIAL
FLUPHENAZINE HCL VIAL
FLUPHENAZINE HCL ELIXIR
FLUPHENAZINE HCL ORAL CONC
FLUPHENAZINE HCL TABLET
HALOPERIDOL TABLET
HALOPERIDOL DECANOATE AMPUL

* Drug coverage subject to meeting clinical prior authorization criteria
** Drug coverage subject to quantity limits
***Certain strengths may require Prior Authorization 12 Updates made: 2/25/15



Table 121-0030-1 Oregon Fee-for-Service Voluntary Mental Health Preferred Drug List
Effective March 1, 2015

System . Class _ Preferred
Antipsychotics - 1st
Psychiatric Generation HALOPERIDOL DECANOATE VIAL
Continued HALOPERIDOL LACTATE AMPUL
HALOPERIDOL LACTATE VIAL
HALOPERIDOL LACTATE ORAL CONC
HALOPERIDOL LACTATE SOLUTION
HALOPERIDOL LACTATE SYRINGE
LOXAPINE HCL VIAL
LOXAPINE HCL ORAL CONC
LOXAPINE SUCCINATE CAPSULE
PERPHENAZINE AMPUL
PERPHENAZINE ORAL CONC
PERPHENAZINE TABLET
PROMAZINE HCL VIAL
PROMAZINE HCL TABLET
THIORIDAZINE HCL ORAL SuUsP
THIORIDAZINE HCL ORAL CONC
THIORIDAZINE HCL TABLET
THIOTHIXENE CAPSULE
THIOTHIXENE HCL VIAL
THIOTHIXENE HCL ORAL CONC
TRIFLUOPERAZINE HCL VIAL
TRIFLUOPERAZINE HCL ORAL CONC
TRIFLUOPERAZINE HCL TABLET
TRIFLUPROMAZINE HCL VIAL
Antipsychotics - 2nd
Psychiatric Generation CLOZAPINE TABLET
OLANZAPINE TABLET
QUETIAPINE FUMARATE * TABLET
RISPERIDONE SOLUTION
RISPERIDONE TABLET
ZIPRASIDONE HCL CAPSULE
Long Acting Injectable
Psychiatric Antipsychotics RISPERIDONE MICROSPHERES SYRINGE

* Drug coverage subject to meeting clinical prior authorization criteria
** Drug coverage subject to quantity limits
***Certain strengths may require Prior Authorization 13 Updates made: 2/25/15



