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PLEASE READ: THIS DOCUMENT CONTAINS INFORMATION ABOUT THE DRUGS WE
COVERIN THIS PLAN

Formulary ID 0024337, Version 10, 0024288, Version 10

If you speak Spanish, language assistance services, free of charge, are available to you. Call
1-800-926-6565 (TTY: 1-800-955-8770).

Si habla espanol, hay servicios de traduccion, libre de cargos, disponibles para usted. Llame al
1-800-926-6565 (TTY: 1-877-955-8773).

The formulary may change at any time. You will receive notice when necessary.

Note to existing members: This formulary has changed since last year. Please review this
document to make sure that it still contains the drugs you take.

When this drug list (formulary) refers to “we,” “us”, or “our,” it means Florida Blue or Florida Blue
Medicare. When it refers to “plan” or “our plan,” it means BlueMedicare Classic, BlueMedicare
Complete Rx, BlueMedicare Group PPO and BlueMedicare Group Rx.

This document includes a list of the drugs (formulary) for our plan which is current as
of March 18, 2024. For an updated formulary, please contact us. Our contact information, along with
the date we last updated the formulary, appears on the front and back cover pages.

You must generally use network pharmacies to use your prescription drug benefit. Benefits,
formulary, pharmacy network, and/or copayments/coinsurance may change on January 1, 2025, and
from time to time during the year.

What is the BlueMedicare Classic, BlueMedicare Complete Rx, BlueMedicare Group
PPO and BlueMedicare Group Rx Formulary?

A formulary is a list of covered drugs selected by our plan in consultation with a team of health care
providers, which represents the prescription therapies believed to be a necessary part of a quality
treatment program. Our plan will generally cover the drugs listed in our formulary as long as the drug
is medically necessary, the prescription is filled at a BlueMedicare Classic, BlueMedicare Complete
Rx, BlueMedicare Group PPO and BlueMedicare Group Rx network pharmacy, and other plan rules
are followed. For more information on how to fill your prescriptions, please review your Evidence of
Coverage.
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Can the Formulary (drug list) change?

Most changes in drug coverage happen on January 1, but we may add or remove drugs on the Drug
List during the year, move them to different cost-sharing tiers, or add new restrictions. We must
follow the Medicare rules in making these changes.

Changes that can affect you this year: In the below cases, you will be affected by coverage
changes during the year:

¢ New generic drugs. We may immediately remove a brand-name drug on our Drug List if
we are replacing it with a new generic drug that will appear on the same or lower cost-sharing
tier and with the same or fewer restrictions. Also, when adding the new generic drug, we may
decide to keep the brand-name drug on our Drug List, but immediately move it to a different
cost-sharing tier or add new restrictions. If you are currently taking that brand-name drug, we
may not tell you in advance before we make that change, but we will later provide you with
information about the specific change(s) we have made.

If we make such a change, you or your prescriber can ask us to make an exception and
continue to cover the brand-name drug for you. The notice we provide you will also include
information on how to request an exception, and you can also find information in the section
below entitled “How do | request an exception to the BlueMedicare Classic, BlueMedicare
Complete Rx, BlueMedicare Group PPO and BlueMedicare Group Rx Formulary?”

e Drugs removed from the market. If the Food and Drug Administration deems a drug on
our formulary to be unsafe or the drug’s manufacturer removes the drug from the market, we
will immediately remove the drug from our formulary and provide notice to members who take
the drug.

e Other changes. We may make other changes that affect members currently taking a drug.
For instance, we may add a generic drug that is not new to market to replace a brand-name
drug currently on the formulary or add new restrictions to the brand-name drug or move it to a
different cost-sharing tier or both. Or we may make changes based on new clinical guidelines.
If we remove drugs from our formulary or add prior authorization, quantity limits and/or step
therapy restrictions on a drug or move a drug to a higher cost-sharing tier, we must notify
affected members of the change at least 30 days before the change becomes effective, or at
the time the member requests a refill of the drug, at which time the member will receive a
31-day supply of the drug.

o Ifwe make these other changes, you or your prescriber can ask us to make an
exception and continue to cover the brand-name drug for you. The notice we provide
you will also include information on how to request an exception, and you can also
find information in the section below entitled “How do | request an exception to the
BlueMedicare Classic, BlueMedicare Complete Rx, BlueMedicare Group PPO and
BlueMedicare Group Rx Formulary?”

Changes that will not affect you if you are currently taking the drug. Generally, if you are taking
a drug on our 2024 formulary that was covered at the beginning of the year, we will not discontinue
or reduce coverage of the drug during the 2024 coverage year except as described above. This
means these drugs will remain available at the same cost-sharing and with no new restrictions for
those members taking them for the remainder of the coverage year. You will not get direct notice this
year about changes that do not affect you. However, on January 1 of the next year, such changes
would affect you, and it is important to check the Drug List for the new benefit year for any changes
to drugs.

The enclosed formulary is current as of March 18, 2024. To get updated information about the drugs
covered by our plan, please contact us. Our contact information appears on the front and back cover
pages.
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Our plan provides monthly updates of the formulary on our website (www.floridablue.com/medicare)
and in print as needed. The paragraphs that follow will explain how you will be notified in the event of
certain changes.

Our plan will only remove Part D drugs from our formulary, move covered Part D drugs to a less
preferred tier status, or add utilization management requirements 60 days after the beginning of the
contract year associated with the annual election period, and only if these changes are approved by
CMS. If we should make such formulary changes, members currently taking the affected drug are
exempt from the formulary change for the remainder of the contract year except as described above.

Prior to removing a covered Part D drug from its formulary, or making any change in the preferred or
tiered cost-sharing status of a covered Part D drug, our plan will either:

e Provide direct written notice to affected enrollees at least 30 days prior to the date the
change becomes effective;or

¢ At the time an affected enrollee requests a refill of the Part D drug, provide such enrollee with
a 31-day supply of the Part D drug under the same terms as previously allowed and written
notice of the formularychange.

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

Medical Condition

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

Alphabetical Listing

If you are not sure what category to look under, you should look for your drug in the Index that
begins on page 114. The Index provides an alphabetical list of all of the drugs included in this
document. Both brand-name drugs and generic drugs are listed in the Index. Look in the Index and
find your drug. Next to your drug, you will see the page number where you can find coverage
information. Turn to the page listed in the Index and find the name of your drug in the first column of
the list.

What are generic drugs?

Our plan covers both brand-name drugs and generic drugs. A generic drug is approved by the FDA
as having the same active ingredient as the brand-name drug. Generally, generic drugs cost less
than brand-name drugs.
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Are there any restrictions on my coverage?

Some covered drugs may have additional requirements or limits on coverage. These requirements
and limits may include:

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

¢ Quantity Limits: For certain drugs, our plan limits the amount of the drug that we will cover.
For example, our plan provides 30 tablets per prescription for Januvia. This may be in
addition to a standard one-month or three-monthsupply.

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

You can find out if your drug has any additional requirements or limits by looking in the formulary that
begins on page 1. You can also get more information about the restrictions applied to specific
covered drugs by visiting our website. We have posted online a document that explains our prior
authorization and step therapy restrictions. You may also ask us to send you a copy. Our contact
information, along with the date we last updated the formulary, appears on the front and back cover
pages.

You can ask us to make an exception to these restrictions or limits or for a list of other, similar drugs
that may treat your health condition. See the section, “How do | request an exception to the
BlueMedicare Classic, BlueMedicare Complete Rx, BlueMedicare Group PPO and BlueMedicare
Group Rx formulary?” on page iv for information about how to request an exception.

What if my drug is not on the Formulary?

If your drug is not included in this formulary (list of covered drugs), you should first contact Member
Services and ask if your drug is covered.

If you learn that our plan does not cover your drug, you have two options:

e You can ask Member Services for a list of similar drugs that are covered by our plan. When
you receive the list, show it to your doctor and ask them to prescribe a similar drug that is
covered by our plan.

¢ You can ask us to make an exception and cover your drug. See below for information about
howto request an exception.

How do | request an exception to the BlueMedicare Classic, BlueMedicare Complete
Rx, BlueMedicare Group PPO and BlueMedicare Group Rx Formulary?

You can ask our plan to make an exception to our coverage rules. There are several types of
exceptions that you can ask us to make.

e You can ask us to cover a drug even if it is not on our formulary. If approved, this drug will be
covered at a pre-determined cost-sharing level, and you would not be able to ask us to
provide the drug at a lower cost-sharing level.

e You can ask us to cover a formulary drug at a lower cost-sharing level, unless the drug is on
the specialty tier. If approved, this would lower the amount you must pay for your drug.

e You can ask us to waive coverage restrictions or limits on your drug. For example, for certain
drugs, we limit the amount of the drug that we will cover. If your drug has a quantity limit, you
can ask us to waive the limit and cover a greater amount.
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Generally, we will only approve your request for an exception if the alternative drugs included on the
plan’s formulary, the lower cost-sharing drug or additional utilization restrictions would not be as
effective in treating your condition and/or would cause you to have adverse medical effects.

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

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

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

For each of your drugs that is not on our formulary or if your ability to get your drugs is limited, we
will cover a temporary 31-day supply. If your prescription is written for fewer days, we’ll allow refills to
provide up to a maximum 31-day supply of medication. After your first 31-day supply, we will not pay
for these drugs, even if you have been a member of the plan less than 90 days.

If you are a resident of a long-term care facility, and you need a drug that is not on our formulary or if
your ability to get your drugs is limited, but you are past the first 90 days of membership in our plan,
we will cover a 31-day emergency supply of that drug while you pursue a formulary exception.

Circumstances exist in which unplanned transitions for current members could arise and in which
prescribed drug regimens may not be on the formulary. These circumstances usually involve level of
care changes in which a member is changing from one treatment setting to another. For these
unplanned transitions, you must use our exceptions and appeals process. Coverage determinations
and redeterminations will be processed as expeditiously as your health condition requires.

When a member is admitted to or discharged from a Long-Term Care (LTC) facility, he or she does
not have access to the remainder of the previously dispensed prescription. We will ensure you have
a refill upon admission or discharge. A one-time override of the “refill too soon” edits, is provided, for
each medication which would be impacted due to a member being admitted to or discharged from an
LTC facility. Early refill edits are not used to limit appropriate and necessary access to a member’s
Part D benefit, and such members are allowed to access a refill upon admission or discharge.
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For more information

For more detailed information about your BlueMedicare Classic, BlueMedicare Complete Rx,
BlueMedicare Group PPO and BlueMedicare Group Rx prescription drug coverage, please review
your Evidence of Coverage and other plan materials.

If you have questions about our plan, please contact us. Our contact information, along with the date

we last updated the formulary, appears on the front and back cover pages.

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

Our Plan’s Formulary

The formulary that begins on page 1 provides coverage information about the drugs covered by our
plan. If you have trouble finding your drug in the list, turn to the Index that begins on page 113.

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

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

If Quantity Limits apply to a drug, the restriction amounts are shown in the listing on each page.

All drugs included in this formulary, with the exception of limited distribution drugs, are available
through our mail-order services. Limited distribution drugs are indicated in the formulary with an
asterisk (*). Contact us for more details.

Initial Coverage Stage

The copayment/coinsurance amounts that you pay for a one-month (31-day) supply of drugs in each
Drug Tier are shown below. For BlueMedicare Group PPO, copayment/coinsurance varies by group.
For those plans, refer to your Evidence of coverage.

For BlueMedicare Classic

Tier 1 Tier 2 Tier 3 Tier 4 Non- Tier 5
County Pharmacy Type | Preferred Generics Preferred Preferred Specialty
Generics Brand Drugs Drugs
T Standard Retail &
Miami-Dade Mail-Order $0 copay $0 copay $35 copay $93 copay 33%
For BlueMedicare Complete Rx
Tier 1 Tier 2 Tier 3 Tier 4 Non- Tier 5
County Pharmacy Type | Preferred Generi Preferred Preferred Specialty
. enerics
Generics Brand Drugs Drugs
Statewide Standard Retail &| ¢ copay | $10copay | $40 copay $93 copay 33%

Mail-Order
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For BlueMedicare Group Rx

Tier 1 Tier 2 Tier 3 Tier 4 Non- Tier 5
Plan/County Pharmacy Type | Preferred Generics Preferred Preferred Specialty
Generics Brand Drugs Drugs
Elite Preferred Retail & | g5 ¢onay $3copay | $30 copay $60 copay
Statewide Mail-Order 33%
Standard Retail $8 copay $15copay | $40 copay $70 copay
Preferred Retail &
Advanced . $8 copa $10 copa $35 copa $78 copa
Statewide Mail-Order iid e iid iid 31%
Standard Retail $15 copay $15copay | $45 copay $85 copay
A $100 deductible applies to Tiers 3,4 and 5.
Essential Preferred Refail &| ¢4, copay | $20copay | $40 copay $93 copay
Statewide Mail-Order 28%
Standard Retail $20 copay | $35 copay $47 copay $100 copay
A $250 deductible applies to Tiers 3,4 and 5.
Value Preferred Retail & g5 059 $15 copa $40 copa $93 copa
Statewide Mail-Order iid e e i 30%
Standard Retail $15 copay $20 copay | $45 copay $100 copay
A $150 deductible applies to Tiers 3, 4 and 5.
Platinum Preferred Retail $3 copay ; ; ;
; : 8 copay 35 copay 65 copay
Statewide Mail-Order $0 copay 33%
Standard Retail $10 copay | $15 copay $40 copay $85 copay
Ultra Preferred Refail &| ¢4 000 $0 copa $20 copa $50 copa
Statewide Mail-Order iid iid e i 33%
Standard Retail $10 copay | $15 copay $40 copay $70 copay

Important Message About What You Pay for Vaccines - Our plan covers most Part D vaccines at
no cost to you, even if you haven’t paid your deductible, if applicable. Call Member Services for more

information.

Important Message About What You Pay for Insulin - You won’t pay more than $35 for a one-
month supply of each insulin product covered by our plan, no matter what cost-sharing tier it's on,
even if you haven’t paid your deductible, if applicable.
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Coverage Gap Stage

Below is information, by plan, that explains what additional coverage each plan provides when you
are in the Coverage Gap Stage. For more information, please refer to your Evidence of Coverage.

Plan(s)

Additional Coverage when you are in the
Coverage Gap Stage

BlueMedicare Classic (Miami-Dade)

This plan provides coverage of Tier 1: Preferred
Generics and Tier 2: Generics when you are in the
Coverage Gap Stage. You pay the same cost-
sharing you paid during the Initial Coverage Stage
for Tier 1 and Tier 2 drugs.

BlueMedicare Complete Rx(Statewide)

This plan provides coverage of Tier 1: Preferred
Generics and Tier 2: Generics when you are in the
Coverage Gap Stage. You pay the same cost-
sharing you paid during the Initial Coverage Stage
for Tier 1 and Tier 2 drugs.

BlueMedicare Group Rx— Elite & Platinum

These plans provide coverage of all tiers. Your cost-
sharing remains the same as in the Initial Coverage
Stage when you are in the Coverage Gap Stage.

BlueMedicare Group Rx— Essential

This plan does not provide additional coverage
when you are in the Coverage Gap Stage.

BlueMedicare Group Rx— Advanced, Value
& Ultra

This plan provides coverage of Tier 1: Preferred
Generics and Tier 2: Generics when you are in the
Coverage Gap Stage. You pay the same cost-
sharing you paid during the Initial Coverage Stage
for Tier 1 and Tier 2 drugs.
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Dosage/Form Abbreviations Key

act actuation maint maintenance

ad adsorbed mcg microgram

adjuv adjuvant meq milliequivalent

aepb aerosol powder blister misc miscellaneous

aer, aers, aero aerosol mg milligram

afib/afl atrial fibrillation/atrial flutter | ml milliliter

app applicator nebu nebules

ba, br act, breath | breath activated oc oral contraceptive

act, breath activ

bau bioequivalent allergy unit oin, oint ointment

cap, caps capsules omv outer membrane vesicles

cart cartridge op, ophth ophthalmic

cd continuous delivery osm osmotic

chew tab chewable tablets pah pulmonary arterial
hypertension

cpcer controlled release capsule | pak pack

conc concentrate pf preservative-free

conj conjugate, conjugated pfu plague forming units

crm cream pow, powd powder

crys crystals pmdd premenstrual dysphoric
disorder

deter deterrent pref, prefill | prefilled

disint, disintegr disintegrating pttw patch twice weekly

dr delayed-release ptwk patch weekly

ec enteric coated recomb recombinant

el, elu enzyme-linked refrig refrigerate

immunosorbent assay

emul emulsion sl sublingual

er, extended, extended release sol, soln solution

extended rel, xr

ext extract sqcm square centimeter

glob, ig immunoglobulin supp, suppositories

suppos

gm gram sus, susp suspension

gu genitourinary syr syringe

hr hour tab, tabs tablets

im intramuscular tbcr controlled release tablet

inh, inhal inhalation tbdp dispersible tablet

inj injection tbec enteric coated tablet

ir index of reactivity tbpk tablet pack

iv intravenous td transdermal

I liter ther therapy

la long acting tl translingual

lipo lipophilic unt, ut unit

If, Ifu flocculation units va vaginal

liq, ligd liquid vac, vacc vaccine
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Column 1 — Symbol Key

* = Limited distribution drugs are indicated by an asterisk (*) in the drug list. These drugs may
be available only at certain pharmacies. For more information, consult your Pharmacy
Directory or call our Member Services at 1-800-926-6565 or, for TTY users, 1-800-955-8770.
Our hours are 8:00 a.m. to 8:00 p.m. local time, seven days a week, from October 1 through
March 31, except for Thanksgiving and Christmas. From April 1 through September 30, our
hours are 8:00 a.m. to 8:00 p.m. local time, Monday through Friday, except for major
holidays. Or visit www.floridablue.com/medicare.

# = High Risk Medication (HRM). Medicine that may be unsafe in patients greater than 65
years of age. Our formulary does include coverage for some of these drugs, but alternatives
may be found in lower co-pay tiers. Please discuss with your doctor if there are alternatives to
these medications that would be appropriate for you to use.

A = Additional coverage of this prescription drug in the coverage gap is provided by certain
plans. Please refer to the table in the “Coverage Gap Stage” section on page viii to determine
if your plan provides additional coverage in the gap. You can also refer to your Evidence of
Coverage.

1 = Split-Fill (partial day supply); use for high-cost medications if new or change in therapy
due to potential side effects.

Column 2 - Drug Tiers

1 = Preferred Generic Drugs

2 = Generic Drugs

3 = Preferred Brand Drugs

4 = Non-Preferred Drugs

5 = Specialty Drugs

Column 3 — Abbreviation Key

BD = Drugs that may be covered under Medicare Part B or Part D depending on the
circumstance. These drugs require prior authorization to determine coverage under Part B or
Part D. Information may need to be provided that describes the use or the place where the
drug is received to determine coverage.

PA = Prior Authorization

QL = Quantity Limits

ST = Step Therapy
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Drug Name

Drug Tier

Requirements/Limits

_

acetaminophen w/ codeine soln 120-12 mg/5ml

QL (2700 mis/30 days)

acetaminophen w/ codeine tab 300-15 mg

QL (360 tablets/30 days)

acetaminophen w/ codeine tab 300-30 mg

QL (360 tablets/30 days)

acetaminophen w/ codeine tab 300-60 mg

QL (180 tablets/30 days)

BELBUCA - buprenorphine hcl buccal film 75 mcg

PA, QL (60 films/30 days)

BELBUCA - buprenorphine hcl buccal film 150 mcg

PA, QL (60 films/30 days)

BELBUCA - buprenorphine hcl buccal film 300 mcg

PA, QL (60 films/30 days)

BELBUCA - buprenorphine hcl buccal film 450 mcg

PA, QL (60 films/30 days)

BELBUCA - buprenorphine hcl buccal film 600 mcg

PA, QL (60 films/30 days)

BELBUCA - buprenorphine hcl buccal film 750 mcg

PA, QL (60 films/30 days)

BELBUCA - buprenorphine hcl buccal film 900 mcg

PA, QL (60 films/30 days)

buprenorphine td patch weekly 5 mcg/hr

PA, QL (4 patches/28 days)

buprenorphine td patch weekly 7.5 mcg/hr

PA, QL (4 patches/28 days)

buprenorphine td patch weekly 10 mcg/hr

PA, QL (4 patches/28 days)

buprenorphine td patch weekly 15 mcg/hr

PA, QL (4 patches/28 days)

buprenorphine td patch weekly 20 mcg/hr

PA, QL (4 patches/28 days)

butalbital-acetaminophen tab 50-325 mg#

QL (180 tablets/30 days)

butalbital-acetaminophen-caffeine cap 50-300-40 mg#

QL (180 capsules/30 days)

butalbital-acetaminophen-caffeine cap 50-325-40 mg#

QL (180 capsules/30 days)

butalbital-acetaminophen-caffeine tab 50-325-40 mg#

QL (180 tablets/30 days)

butalbital-aspirin-caffeine cap 50-325-40 mg#

QL (180 capsules/30 days)

BUTORPHANOL TARTRATE - butorphanol tartrate inj 1 mg/ml

butorphanol tartrate inj 2 mg/ml

butorphanol tartrate nasal soln 10 mg/ml

QL (48 mls/30 days)

celecoxib cap 50 mg"

QL (60 capsules/30 days)

celecoxib cap 100 mg”"

60 capsules/30 days)

celecoxib cap 200 mg"

celecoxib cap 400 mg"

QL (
QL (60 capsules/30 days)
QL (30 capsules/30 days)

CODEINE SULFATE - codeine sulfate tab 15 mg QL (180 tablets/30 days)
CODEINE SULFATE - codeine sulfate tab 60 mg QL (180 tablets/30 days)
codeine sulfate tab 30 mg QL (180 tablets/30 days)
diclofenac potassium tab 50 mg* QL (120 tablets/30 days)
diclofenac sodium gel 1% (1.16% diethylamine equiv)"

diclofenac sodium tab delayed release 25 mg" QL (240 tablets/30 days)

diclofenac sodium tab delayed release 50 mg"

QL (120 tablets/30 days)

diclofenac sodium tab delayed release 75 mg"

QL (60 tablets/30 days)

diclofenac sodium tab er 24hr 100 mg"

NINININDNDNBRBERINMNDNDNDNRABRRRAOWWWWW|RARA DD PP DDA POOVOWOW W W

QL (60 tablets/30 days)

You can find information on what the symbols and abbreviations on this table mean by going to the beginning of

this table.
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Drug Name

Drug Tier

Requirements/Limits

diclofenac w/ misoprostol tab delayed release 50-0.2 mg

QL (120 tablets/30 days)

diclofenac w/ misoprostol tab delayed release 75-0.2 mg

QL (90 tablets/30 days)

etodolac cap 200 mg"

QL (150 capsules/30 days)

etodolac cap 300 mg"

QL (90 capsules/30 days)

etodolac tab er 24hr 400 mg”"

QL (60 tablets/30 days)

etodolac tab er 24hr 500 mg"

60 tablets/30 days)

etodolac tab er 24hr 600 mg"

etodolac tab 400 mg*

QL (
QL (30 tablets/30 days)
QL (60 tablets/30 days)

etodolac tab 500 mg*

QL (60 tablets/30 days)

fentanyl citrate lozenge on a handle 200 mcg

PA, QL (120 lozenges/30 days)

fentanyl citrate lozenge on a handle 400 mcg

PA, QL (120 lozenges/30 days)

fentanyl citrate lozenge on a handle 600 mcg

PA, QL (120 lozenges/30 days)

fentanyl citrate lozenge on a handle 800 mcg

PA, QL (120 lozenges/30 days)

fentanyl citrate lozenge on a handle 1200 mcg

PA, QL (120 lozenges/30 days)

fentanyl citrate lozenge on a handle 1600 mcg

PA, QL (120 lozenges/30 days)

fentanyl td patch 72hr 12 mcg/hr

PA, QL (15 patches/30 days)

fentanyl td patch 72hr 25 mcg/hr

PA, QL (15 patches/30 days)

fentanyl td patch 72hr 37.5 mcg/hr

PA, QL (15 patches/30 days)

fentanyl td patch 72hr 50 mcg/hr

PA, QL (15 patches/30 days)

fentanyl td patch 72hr 62.5 mcg/hr

PA, QL (15 patches/30 days)

fentanyl td patch 72hr 75 mcg/hr

PA, QL (15 patches/30 days)

fentanyl td patch 72hr 87.5 mcg/hr

PA, QL (15 patches/30 days)

fentanyl td patch 72hr 100 mcg/hr

PA, QL (15 patches/30 days)

flurbiprofen tab 100 mg"

QL (90 tablets/30 days)

hydrocodone bitartrate cap er 12hr 10 mg

PA, QL (60 capsules/30 days)

hydrocodone bitartrate cap er 12hr 15 mg

PA, QL (60 capsules/30 days)

hydrocodone bitartrate cap er 12hr 20 mg

PA, QL (60 capsules/30 days)

hydrocodone bitartrate cap er 12hr 30 mg

PA, QL (60 capsules/30 days)

hydrocodone bitartrate cap er 12hr 40 mg

PA, QL (60 capsules/30 days)

hydrocodone bitartrate cap er 12hr 50 mg

PA, QL (60 capsules/30 days)

hydrocodone-acetaminophen soln 7.5-325 mg/15ml

QL (2700 mis/30 days)

Al OWPARPRWOWRARIRARARDDPDRRARBEINPAPDPDRPRPROVPRIO]PRO A B IDNIDNIDNININDNDN ®WW

hydrocodone-acetaminophen tab 10-325 mg QL (180 tablets/30 days)
hydrocodone-acetaminophen tab 5-300 mg QL (240 tablets/30 days)
hydrocodone-acetaminophen tab 7.5-300 mg QL (180 tablets/30 days)
hydrocodone-acetaminophen tab 5-325 mg QL (240 tablets/30 days)
hydrocodone-acetaminophen tab 7.5-325 mg QL (180 tablets/30 days)
hydrocodone-acetaminophen tab 10-300 mg QL (180 tablets/30 days)
hydrocodone-ibuprofen tab 10-200 mg QL (150 tablets/30 days)

You can find information on what the symbols and abbreviations on this table mean by going to the beginning of

this table.
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hydrocodone-ibuprofen tab 7.5-200 mg 3 QL (150 tablets/30 days)
HYDROCODONE/IBUPROFEN - hydrocodone-ibuprofen tab 4 QL (150 tablets/30 days)

5-200 mg

hydromorphone hcl inj 2 mg/ml BD
hydromorphone hcl liqd 1 mg/ml QL (1440 mis/30 days)
hydromorphone hcl preservative free inj 2 mg/ml BD
hydromorphone hcl preservative free inj 10 mg/ml BD

hydromorphone hcl tab 2 mg

QL (180 tablets/30 days)

hydromorphone hcl tab 4 mg

QL (180 tablets/30 days)

hydromorphone hcl tab 8 mg

QL (180 tablets/30 days)

ibuprofen susp 100 mg/bmi*

ibuprofen tab 400 mg"

QL (240 tablets/30 days

ibuprofen tab 600 mg"

ibuprofen tab 800 mg"

)
QL (150 tablets/30 days)
QL (120 tablets/30 days)

indomethacin cap 25 mg#"

QL (240 capsules/30 days)

indomethacin cap 50 mg#"

QL (120 capsules/30 days)

LEVORPHANOL TARTRATE - levorphanol tartrate tab 3 mg

QL (120 tablets/30 days)

levorphanol tartrate tab 2 mg

QL (120 tablets/30 days)

meloxicam tab 7.5 mg"

QL (60 tablets/30 days)

meloxicam tab 15 mg”

QL (30 tablets/30 days)

methadone hcl tab 5 mg

QL (180 tablets/30 days)

methadone hcl tab 10 mg

QL (360 tablets/30 days)

morphine sulfate inj pf 0.5 mg/ml

BD

morphine sulfate inj pf 1 mg/ml

BD

morphine sulfate oral soln 20 mg/5ml

QL (1350 mis/30 days)

morphine sulfate oral soln 10 mg/5ml

QL (2700 mis/30 days)

morphine sulfate oral soln 100 mg/5ml (20 mg/ml)

QL (270 mis/30 days)

morphine sulfate tab er 15 mg

PA, QL (90 tablets/30 days)

morphine sulfate tab er 30 mg

PA, QL (90 tablets/30 days)

morphine sulfate tab er 60 mg

PA, QL (90 tablets/30 days)

morphine sulfate tab er 100 mg

PA, QL (90 tablets/30 days)

morphine sulfate tab er 200 mg

PA, QL (90 tablets/30 days)

morphine sulfate tab 15 mg

QL (360 tablets/30 days)

morphine sulfate tab 30 mg

QL (180 tablets/30 days)

nabumetone tab 500 mg*

QL (120 tablets/30 days)

nabumetone tab 750 mg*

QL (60 tablets/30 days)

naproxen sodium tab 275 mg”

QL (150 tablets/30 days)

naproxen sodium tab 5650 mg"

QL (90 tablets/30 days)

naproxen susp 125 mg/5ml

BAINININDN PR PARBRPRPROWWR WP WOWW 22O A NDN222INWWW(AR DD

QL (1800 mis/30 days)

You can find information on what the symbols and abbreviations on this table mean by going to the beginning of

this table.
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naproxen tab ec 375 mg”

QL (120 tablets/30 days)

naproxen tab ec 500 mg"

QL (90 tablets/30 days)

naproxen tab 250 mg”

QL (180 tablets/30 days)

naproxen tab 375 mg”

QL (120 tablets/30 days)

naproxen tab 500 mg”"

QL (90 tablets/30 days)

oxaprozin tab 600 mg”

QL (90 tablets/30 days)

oxycodone hcl tab 5 mg QL (360 tablets/30 days)
oxycodone hcl tab 10 mg QL (180 tablets/30 days)
oxycodone hcl tab 15 mg QL (180 tablets/30 days)
oxycodone hcl tab 20 mg QL (180 tablets/30 days)
oxycodone hcl tab 30 mg QL (180 tablets/30 days)
oxycodone w/ acetaminophen tab 2.5-325 mg QL (360 tablets/30 days)
oxycodone w/ acetaminophen tab 5-325 mg QL (360 tablets/30 days)
oxycodone w/ acetaminophen tab 7.5-325 mg QL (240 tablets/30 days)
oxycodone w/ acetaminophen tab 10-325 mg QL (180 tablets/30 days)

piroxicam cap 10 mg"

QL (60 capsules/30 days)

piroxicam cap 20 mg”"

QL (30 capsules/30 days)

sulindac tab 150 mg*

QL (60 tablets/30 days)

sulindac tab 200 mg*

QL (60 tablets/30 days)

TENCON - butalbital-acetaminophen tab 50-325 mg#

QL (180 tablets/30 days)

tramadol hcl tab er 24hr 100 mg

PA, QL (30 tablets/30 days)

tramadol hcl tab er 24hr 200 mg

PA, QL (30 tablets/30 days)

tramadol hcl tab er 24hr 300 mg

PA, QL (30 tablets/30 days)

tramadol hcl tab 50 mg*

QL (240 tablets/30 days)

tramadol-acetaminophen tab 37.5-325 mg

WINIW W W BRIDNINDNDNRX R WP PR W WWIN|=2=2=2DNDN

QL (240 tablets/30 days)

_

lidocaine hcl laryngotracheal soln 4%"

lidocaine hcl local inj 1%

lidocaine hcl local preservative free inj 1%

lidocaine hcl soln 4%"

PA, QL (150 mlis/30 days)

lidocaine hcl urethral/mucosal gel prefilled syringe 2%"

PA, QL (150 mis/30 days)

lidocaine hcl viscous soln 2%"

lidocaine oint 5%"

PA, QL (100 grams/30 days)

lidocaine patch 5%

PA, QL (90 patches/30 days)

lidocaine-prilocaine cream 2.5-2.5%"

PA, QL (60 grams/30 days)

ZTLIDO - lidocaine patch 1.8% (36 mg)

BN WOINIDNNNDBAPAADN

PA, QL (90 patches/30 days)

Anti-Addiction/Substance Abuse Treatment Agents

acamprosate calcium tab delayed release 333 mg

buprenorphine hcl sl tab 2 mg"

QL (90 tablets/30 days)

You can find information on what the symbols and abbreviations on this table mean by going to the beginning of

this table.
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buprenorphine hcl sl tab 8 mg” QL (90 tablets/30 days)
buprenorphine hcl-naloxone hcl sl film 2-0.5 mg” QL (120 films/30 days)
buprenorphine hcl-naloxone hcl sl film 4-1 mg* QL (60 films/30 days)
buprenorphine hcl-naloxone hcl sl film 8-2 mg” QL (60 films/30 days)
buprenorphine hcl-naloxone hcl sl film 12-3 mg”" QL (60 films/30 days)
QL (120 tablets/30 days)
QL (90 tablets/30 days)

buprenorphine hcl-naloxone hcl sl tab 2-0.5 mg”"

buprenorphine hcl-naloxone hcl sl tab 8-2 mg*
bupropion hcl (smoking deterrent) tab er 12hr 150 mg*
disulfiram tab 250 mg"

disulfiram tab 500 mg

KLOXXADO - naloxone hcl nasal spray 8 mg/0.1ml

naloxone hcl inj 0.4 mg/mi*

naloxone hcl inj 4 mg/10mi*

naloxone hcl nasal spray 4 mg/0.1ml
naloxone hcl soln cartridge 0.4 mg/mi*
naloxone hcl soln prefilled syringe 2 mg/2mi*
naltrexone hcl tab 50 mg*

NICOTROL INHALER - nicotine inhaler system 10 mg (4 mg
delivered)

NICOTROL NS - nicotine nasal spray 10 mg/ml (0.5 mg/spray)

SUBLOCADE - buprenorphine extended release soln pref syr 5
100 mg/0.5ml

SUBLOCADE - buprenorphine extended release soln pref syr 5
300 mg/1.5ml

varenicline tartrate tab 11 x 0.5 mg & 42 x 1 mg start pack

BININ DN O DNNBEROINDNDNDNNDDNDNDNDDN

N

varenicline tartrate tab 0.5 mg
varenicline tartrate tab 1 mg
VIVITROL - naltrexone for im extended release susp 380 mg

Antibacterials

amikacin sulfate inj 500 mg/2ml (250 mg/ml)

QW Wl W

4

amikacin sulfate inj 1 gm/4ml (250 mg/mi) 4
amoxicillin (trihydrate) cap 250 mg" 1
amoxicillin (trihydrate) cap 500 mg” 1
amoxicillin (trihydrate) chew tab 125 mg”" 1
1

1

1

1

1

amoxicillin (trihydrate) chew tab 250 mg”"

amoxicillin (trihydrate) for susp 125 mg/6mi*

amoxicillin (trihydrate) for susp 200 mg/5mi*

amoxicillin (trihydrate) for susp 250 mg/5mi*
amoxicillin (trihydrate) for susp 400 mg/5mi*

You can find information on what the symbols and abbreviations on this table mean by going to the beginning of
this table.
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amoxicillin (trihydrate) tab 500 mg*

amoxicillin (trihydrate) tab 875 mg”

amoxicillin & k clavulanate chew tab 200-28.5 mg"

amoxicillin & k clavulanate chew tab 400-57 mg”

amoxicillin & k clavulanate for susp 200-28.5 mg/6mi*

amoxicillin & k clavulanate for susp 250-62.5 mg/5ml

amoxicillin & k clavulanate for susp 400-57 mg/5mi*

amoxicillin & k clavulanate for susp 600-42.9 mg/5mi*

amoxicillin & k clavulanate tab 250-125 mg"

amoxicillin & k clavulanate tab 500-125 mg”"

amoxicillin & k clavulanate tab 875-125 mg"

BININDNIDNDNRINDNNDN =2 =

AMOXICILLIN/CLAVULANATE POTASSIUM ER - amoxicillin & k
clavulanate tab er 12hr 1000-62.5 mg

ampicillin & sulbactam sodium for inj 3 (2-1) gm

ampicillin & sulbactam sodium for iv soln 3 (2-1) gm

ampicillin cap 500 mg*

ampicillin sodium for inj 250 mg

ampicillin sodium for inj 500 mg

ampicillin sodium for inj 1 gm

ampicillin sodium for inj 2 gm

ampicillin sodium for iv soln 1 gm

ampicillin sodium for iv soln 2 gm

ampicillin sodium for iv soln 10 gm

AZITHROMYCIN - azithromycin powd pack for susp 1 gm

azithromycin for susp 100 mg/bmi"

azithromycin for susp 200 mg/bmi*

azithromycin iv for soln 500 mg

azithromycin tab 250 mg*

azithromycin tab 500 mg”"

azithromycin tab 600 mg"

aztreonam for inj 1 gm

aztreonam for inj 2 gm

AR BDININIDNPAERNNDNABEAPRADDBR DDA

BICILLIN L-A - penicillin g benzathine im susp pref syr 600000 unit/
ml

BICILLIN L-A - penicillin g benzathine im susp pref syr 2400000 4
unit/4ml

BICILLIN L-A - penicillin g benzathine im susp pref syr 1200000 4
unit/2ml

cefaclor cap 250 mg" 2

You can find information on what the symbols and abbreviations on this table mean by going to the beginning of
this table.
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cefaclor cap 500 mg”

cefadroxil cap 500 mg"

cefadroxil for susp 250 mg/5mi*

cefadroxil for susp 500 mg/5mi*

cefadroxil tab 1 gm

CEFAZOLIN - cefazolin sodium for iv soln 2 gm

cefazolin sodium (bulk) for inj 100 gm

cefazolin sodium (bulk) for inj 300 gm

cefazolin sodium for inj 2 gm

cefazolin sodium for inj 500 mg

cefazolin sodium for inj 1 gm

cefazolin sodium for inj 10 gm

cefazolin sodium for iv soln 1 gm

cefazolin sodium for iv soln 1 gm and dextrose 4% (50 ml)

cefazolin sodium for iv soln 2 gm and dextrose 3% (50 ml)

cefazolin sodium-dextrose iv solution 1 gm/50ml-4%

cefdinir cap 300 mg”"

cefdinir for susp 125 mg/bmi*

cefdinir for susp 250 mg/6mi*

cefepime hcl for inj 1 gm

cefepime hcl for iv soln 1 gm and dextrose 5% (50 mi)

cefepime hcl for iv soln 2 gm and dextrose 5% (50 ml)

cefepime hcl for iv soln 2 gm

cefepime hcl iv soln 1 gm/50ml|

cefepime hcl iv soln 2 gm/100ml

cefixime cap 400 mg

cefoxitin sodium for iv soln 1 gm

cefoxitin sodium for iv soln 2 gm

cefoxitin sodium for iv soln 10 gm

cefoxitin sodium iv for soln 1 gm and dextrose 4% (50 ml)

cefoxitin sodium iv for soln 2 gm and dextrose 2.2% (50 ml)

cefpodoxime proxetil for susp 50 mg/5ml|

cefpodoxime proxetil for susp 100 mg/5ml

cefpodoxime proxetil tab 100 mg*

cefpodoxime proxetil tab 200 mg”

cefprozil for susp 125 mg/6mi*

cefprozil for susp 250 mg/5mi*

cefprozil tab 250 mg"
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You can find information on what the symbols and abbreviations on this table mean by going to the beginning of
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cefprozil tab 500 mg”"

ceftazidime for inj 1 gm

ceftazidime for inj 6 gm

ceftazidime for iv soln 1 gm and dextrose 5% (50ml)

ceftazidime for iv soln 2 gm and dextrose 5% (50ml)

ceftazidime for iv soln 2 gm

ceftriaxone sodium (bulk) for inj 100 gm

ceftriaxone sodium for inj 250 mg

ceftriaxone sodium for inj 500 mg

ceftriaxone sodium for inj 1 gm

ceftriaxone sodium for inj 2 gm

ceftriaxone sodium for inj 10 gm

ceftriaxone sodium for iv soln 1 gm and dextrose 3.74% 50 ml

ceftriaxone sodium for iv soln 2 gm and dextrose 2.22% 50 ml

ceftriaxone sodium for iv soln 1 gm

ceftriaxone sodium for iv soln 2 gm

ceftriaxone sodium in dextrose inj 20 mg/ml

ceftriaxone sodium in dextrose inj 40 mg/ml

cefuroxime axetil tab 250 mg”"

cefuroxime axetil tab 500 mg*

cefuroxime sodium for inj 750 mg

cefuroxime sodium for iv soln 1.5 gm

cephalexin cap 250 mg”

cephalexin cap 500 mg"

cephalexin cap 750 mg

cephalexin for susp 125 mg/bmi*

cephalexin for susp 250 mg/5mi*

AININ 22NN DDA DD AR BRAAAPAMDN

CHLORAMPHENICOL SODIUM SUCCINATE - chloramphenicol
sodium succinate forivinj 1 gm

ciprofloxacin hcl tab 250 mg”"

ciprofloxacin hcl tab 500 mg”"

ciprofioxacin hcl tab 750 mg*

ciprofloxacin 200 mg/100ml in d5w

ciprofloxacin 400 mg/200ml in d5w

CLARITHROMYCIN - clarithromycin for susp 125 mg/5mi

CLARITHROMYCIN - clarithromycin for susp 250 mg/5ml

clarithromycin tab er 24hr 500 mg

clarithromycin tab 250 mg

W W WA=

clarithromycin tab 500 mg

You can find information on what the symbols and abbreviations on this table mean by going to the beginning of
this table.
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clindamyecin hcl cap 75 mg”

clindamyecin hcl cap 150 mg*

clindamycin hcl cap 300 mg*

clindamycin palmitate hcl for soln 76 mg/éml

clindamycin phosphate gel 1%"

clindamycin phosphate in d5w iv soln 300 mg/50ml

clindamycin phosphate in d5w iv soln 600 mg/50ml|

clindamycin phosphate in d5w iv soln 900 mg/50m|

clindamycin phosphate in nacl 0.9% iv soln 300 mg/50ml|

clindamycin phosphate in nacl 0.9% iv soln 600 mg/50ml|

clindamycin phosphate in nacl 0.9% iv soln 900 mg/50ml

clindamycin phosphate inj 600 mg/4ml

clindamycin phosphate inj 900 mg/6ml|

clindamycin phosphate inj 9 gm/60ml|

clindamycin phosphate lotion 1%"

clindamycin phosphate soln 1%"

clindamycin phosphate swab 1%"

clindamycin phosphate vaginal cream 2%"

colistimethate sod for inj 150 mg (colistin base activity)

DALVANCE - dalbavancin hcl for iv soln 500 mg

daptomycin for iv soln 500 mg

demeclocycline hcl tab 150 mg

demeclocycline hcl tab 300 mg

dicloxacillin sodium cap 250 mg*

dicloxacillin sodium cap 500 mg*

DIFICID - fidaxomicin for susp 40 mg/ml

QL (1 bottle/10 days)

DIFICID - fidaxomicin tab 200 mg

QL (20 tablets/10 days)

doxycycline hyclate cap 50 mg"

doxycycline hyclate cap 100 mg”"

doxycycline hyclate for inj 100 mg

doxycycline hyclate tab 20 mg"

doxycycline hyclate tab 100 mg*

doxycycline monohydrate cap 50 mg”"

doxycycline monohydrate cap 75 mg

doxycycline monohydrate cap 100 mg”"

doxycycline monohydrate cap 150 mg

doxycycline monohydrate tab 50 mg”

doxycycline monohydrate tab 75 mg"

NINIEIN WODNDNDNBENDNAOADNINDIBADRDROAOABEININDNNNDN AP PRRPDAPDRPDPREAINDNPA2 2~
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doxycycline monohydrate tab 100 mg”

doxycycline monohydrate tab 150 mg

ertapenem sodium for inj 1 gm

ERY - erythromycin pads 2%

AR OIN

ERYTHROCIN LACTOBIONATE - erythromycin lactobionate for inj
500 mg

ERYTHROCIN STEARATE - erythromycin stearate tab 250 mg

erythromycin ethylsuccinate for susp 200 mg/5ml

erythromycin ethylsuccinate for susp 400 mg/5ml

erythromycin lactobionate for inj 500 mg

erythromycin soln 2%"

erythromycin tab delayed release 250 mg

erythromycin tab delayed release 333 mg

erythromycin tab delayed release 500 mg

erythromycin tab 250 mg

erythromycin tab 500 mg

erythromycin w/ delayed release particles cap 250 mg

gentamicin in saline inj 1.2 mg/ml

gentamicin sulfate inj 40 mg/ml

N N N N I N - ICUN I SN OS2 I (G TN SN i N (R S N

GENTAMICIN SULFATE PEDIATRIC - gentamicin sulfate inj 10 mg/
ml

GENTAMICIN SULFATE/0.9% SODIUM CHLORIDE - gentamicin in
saline inj 1 mg/mi

N

GENTAMICIN SULFATE/0.9% SODIUM CHLORIDE - gentamicin in
saline inj 1.6 mg/ml

i

N

imipenem-cilastatin intravenous for soln 500 mg

N

IMIPENEM/CILASTATIN - imipenem-cilastatin intravenous for soln
250 mg

IMPAVIDO - miltefosine cap 50 mg

ISOTONIC GENTAMICIN - gentamicin in saline inj 0.8 mg/mi

levofloxacin in d5w iv soln 250 mg/50m|

levofloxacin in d5w iv soln 500 mg/100ml

levofloxacin in d5w iv soln 750 mg/150m|

levofloxacin iv soln 25 mg/ml

levofloxacin oral soln 25 mg/ml

levofloxacin tab 250 mg*

levofloxacin tab 500 mg"

levofloxacin tab 750 mg”"

linezolid for susp 100 mg/5ml PA

NN I RS E RN E N E S

linezolid in sodium chloride iv soln 600 mg/300ml-0.9%

You can find information on what the symbols and abbreviations on this table mean by going to the beginning of
this table.
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linezolid iv soln 600 mg/300ml (2 mg/ml)

linezolid tab 600 mg

PA

meropenem & sodium chloride 0.9% for iv soln 1 gm/50ml

meropenem & sodium chloride 0.9% for iv soln 500 mg/50ml|

meropenem iv for soln 500 mg

meropenem iv for soln 1 gm

methenamine hippurate tab 1 gm”

metronidazole cap 375 mg

metronidazole iv soln 500 mg/100m|

metronidazole tab 250 mg”"

metronidazole tab 500 mg"

metronidazole vaginal gel 0.75%"

minocycline hcl cap 50 mg*

minocycline hcl cap 75 mg*

minocycline hcl cap 100 mg"

minocycline hcl tab 50 mg

minocycline hcl tab 75 mg

minocycline hcl tab 100 mg

moxifloxacin hcl iv solution 400 mg/250ml

moxifloxacin hcl tab 400 mg"

moxifloxacin hcl 400 mg/250ml in sodium chloride 0.8% inj

nafcillin sodium for inj 1 gm

nafcillin sodium for inj 2 gm

nafcillin sodium for iv soln 10 gm

nafcillin sodium in dextrose inj 1 gm/50ml|

nafcillin sodium in dextrose inj 2 gm/100m|

neomycin sulfate tab 500 mg*

NEOMYCIN/POLYMYXIN B SULFATES - neomycin-polymyxin b gu
irrigation soln

AN BB BARIBARINPROWWOINIDNDNDN_2A2 RN PO P>

nitrofurantoin macrocrystalline cap 50 mg#"

nitrofurantoin macrocrystalline cap 100 mg#*

nitrofurantoin monohydrate macrocrystalline cap 100 mg#"

NUZYRA - omadacycline tosylate iv for soln 100 mg

NUZYRA - omadacycline tosylate tab 150 mg

ofloxacin tab 400 mg

penicillin g potassium for inj 5000000 unit

penicillin g potassium for inj 20000000 unit

PENICILLIN G POTASSIUM IN ISO-OSMOTIC DEXTROSE -
penicillin g potassium inj 20000 unit/ml in dextrose

AR OAOTOOININIDN

You can find information on what the symbols and abbreviations on this table mean by going to the beginning of

this table.
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PENICILLIN G POTASSIUM IN ISO-OSMOTIC DEXTROSE - 3
penicillin g potassium inj 40000 unit/ml in dextrose

PENICILLIN G POTASSIUM IN ISO-OSMOTIC DEXTROSE -
penicillin g potassium inj 60000 unit/ml in dextrose

N

PENICILLIN G SODIUM - penicillin g sodium for inj 5000000 unit

penicillin v potassium for soln 125 mg/bmi*

penicillin v potassium for soln 250 mg/5mi*

penicillin v potassium tab 250 mg*

penicillin v potassium tab 500 mg*

piperacillin sod-tazobactam na for inj 3.375 gm (3-0.375 gm)

piperacillin sod-tazobactam sod for inj 2.25 gm (2-0.25 gm)

piperacillin sod-tazobactam sod for inj 4.5 gm (4-0.5 gm)

SIVEXTRO - tedizolid phosphate for iv soln 200 mg

SIVEXTRO - tedizolid phosphate tab 200 mg PA

STREPTOMYCIN SULFATE - streptomycin sulfate for inj 1 gm

sulfadiazine tab 500 mg

sulfamethoxazole-trimethoprim iv soln 400-80 mg/5ml

sulfamethoxazole-trimethoprim susp 200-40 mg/bmi*

sulfamethoxazole-trimethoprim tab 400-80 mg”

sulfamethoxazole-trimethoprim tab 800-160 mg*

TAZICEF - ceftazidime for iv soln 1 gm

TAZICEF - ceftazidime for iv soln 6 gm

TEFLARO - ceftaroline fosamil for iv soln 400 mg

TEFLARO - ceftaroline fosamil for iv soln 600 mg

tetracycline hcl cap 250 mg

tetracycline hcl cap 500 mg

tigecycline for iv soln 50 mg

TOBRAMYCIN SULFATE - tobramycin sulfate inj 10 mg/mli

tobramycin sulfate for inj 1.2 gm

tobramycin sulfate inj 2 gm/50ml (40 mg/mi)

tobramycin sulfate inj 80 mg/2ml (40 mg/mi)

tobramycin sulfate inj 1.2 gm/30ml (40 mg/ml)

trimethoprim tab 100 mg”

VANCOMYCIN - vancomycin hcl iv soln 2000 mg/400ml

AN PP DB DO BRI RO ORI 2NN

VANCOMYCIN - vancomycin hcl-sodium chloride iv soln
500 mg/100mI-0.9%

VANCOMYCIN - vancomycin hcl-sodium chloride iv soln 4
750 mg/150ml-0.9%
VANCOMYCIN HCL - vancomycin hcl-sodium chloride iv soln 4

1 gm/200mI-0.9%

You can find information on what the symbols and abbreviations on this table mean by going to the beginning of
this table.
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vancomyecin hcl cap 125 mg 4 QL (120 capsules/30 days)

vancomyecin hcl cap 250 mg 4 QL (240 capsules/30 days)

vancomycin hcl for iv soln 100 gm 4

vancomycin hcl for iv soln 500 mg 4

vancomyecin hcl for iv soln 750 mg 4

vancomyecin hcl for iv soln 1 gm 4

vancomyecin hcl for iv soln 1.25 gm 4

vancomyecin hcl for iv soln 1.5 gm 4

vancomyecin hcl for iv soln 5 gm 4

vancomycin hcl for iv soln 10 gm 4

VANCOMYCIN HYDROCHLORIDE - vancomycin hcl iv soln 4
500 mg/100ml

VANCOMYCIN HYDROCHLORIDE - vancomycin hcl iv soln 4
750 mg/150ml

VANCOMYCIN HYDROCHLORIDE - vancomycin hcl iv soln 4
1000 mg/200ml

VANCOMYCIN HYDROCHLORIDE - vancomycin hcl iv soln 4
1250 mg/250mi

VANCOMYCIN HYDROCHLORIDE - vancomycin hcl iv soln 4
1500 mg/300ml

VANCOMYCIN HYDROCHLORIDE - vancomycin hcl iv soln 4
1750 mg/350ml

VANCOMYCIN HYDROCHLORIDE/DEXTROSE - vancomycin hcl- 4
dextrose iv soln 500 mg/100ml-5%

VANCOMYCIN HYDROCHLORIDE/DEXTROSE - vancomycin hcl- 4
dextrose iv soln 750 mg/150ml-5%

VANCOMYCIN HYDROCHLORIDE/DEXTROSE - vancomycin hcl- 4
dextrose iv soln 1 gm/200mI-5%

VANDAZOLE - metronidazole vaginal gel 0.75% 3

ZOSYN - piperacillin sod-tazobactam sod in dex iv soln 4
2-0.25gm/50ml

ZOSYN - piperacillin sod-tazobactam sod in dex iv soln 4
4-0.5gm/100ml

ZOSYN - piperacillin sod-tazobactam sod in dex iv sol 4
3-0.375gm/50ml

APTIOM - eslicarbazepine acetate tab 200 mg 5

APTIOM - eslicarbazepine acetate tab 400 mg 5

APTIOM - eslicarbazepine acetate tab 600 mg 5

APTIOM - eslicarbazepine acetate tab 800 mg 5

BRIVIACT - brivaracetam iv soln 50 mg/5ml 4

BRIVIACT - brivaracetam oral soln 10 mg/mi 5

You can find information on what the symbols and abbreviations on this table mean by going to the beginning of
this table.
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BRIVIACT - brivaracetam tab 10 mg

BRIVIACT - brivaracetam tab 25 mg

BRIVIACT - brivaracetam tab 50 mg

BRIVIACT - brivaracetam tab 75 mg

BRIVIACT - brivaracetam tab 100 mg

carbamazepine cap er 12hr 100 mg"

carbamazepine cap er 12hr 200 mg"

carbamazepine cap er 12hr 300 mg"

carbamazepine chew tab 100 mg*

carbamazepine susp 100 mg/5ml

carbamazepine tab er 12hr 100 mg*

carbamazepine tab er 12hr 200 mg*

carbamazepine tab er 12hr 400 mg*

carbamazepine tab 200 mg”

clobazam suspension 2.5 mg/ml PA, QL (480 mis/30 days)

clobazam tab 10 mg PA, QL (60 tablets/30 days)

clobazam tab 20 mg PA, QL (60 tablets/30 days)

DIACOMIT - stiripentol cap 250 mg*

DIACOMIT - stiripentol cap 500 mg*

DIACOMIT - stiripentol packet 250 mg*

DIACOMIT - stiripentol packet 500 mg*

Aol B BINDNDNDNBEDNNDDNDDNOAOOOAGHO O

DIAZEPAM RECTAL GEL - diazepam rectal gel delivery system
2.5mg

QL (5 twin pack(s)/30 days)

diazepam rectal gel delivery system 10 mg QL 