


AI POC Background 01/15/25
 
Background 
Using the current Medication Lookup Tools can be challenging.  Returned search results are often difficult for someone without Pharmaceutical knowledge to understand.  Providers, Members and other constituents must navigate through several documents to find details on prescription drug usage, dosage and prior auth requirements.  
 
Expected Outcome
Provide a user-friendly Medication lookup tool that combines details that are spread across several sources into a single view.  The details should include sections of relevant Medical Policies, Quality Care dosing, Prior Authorization requirements and other relevant information pertaining that prescription drug.  The results provided should be comprehensible to those with a fifth-grade level of understanding. 

 
Clinical Pharmacy will be using the five drugs listed below for the proof of concept (POC). These prescription drugs will show various results across our current platforms (combination of medication search results and PDF/Medical Policy results)
 
1. HUMIRA: Should return a preferred tier in the medication search, should hit prior authorization in medical policy 004, should hit prior authorization in medical policy 071, should hit prior authorization in medical policy 034, should hit QCD in medical policy 621b, and should hit as an entry on the Specialty Drug Listing in the PDF Specialty document on landing page of medication search
1. PIOGLITAZONE: Should return a generic tier in the medication search, should hit Step Therapy in the PDF Step Therapy document on the landing page of medication search, should hit QCD in medical policy 621b, should hit as an entry in the Maintenance Medication list on the landing page of medication search,  should hit as an entry in the Health Savings Account (HSA) Preventative Medication list on the landing page of medication search,  should hit as an entry in the $0 Copay Medication list on the landing page of medication search, and Step Therapy in Medical Policy 041
1. ATORVASTATIN: : Should return a generic tier in the medication search, should hit as an entry in the Affordable Care Act (ACA) Medication list, should hit QCD in medical policy 621b, should hit as an entry in the Maintenance Medication list on the landing page of medication search,  should hit as an entry in the No-Cost Generic Medication list on the landing page of medication search, should hit as an entry in the Health Savings Account (HSA) Preventative Medication list on the landing page of medication search,  should hit as an entry in the $0 Copay Medication list on the landing page of medication search
1. MAYZENT:  Should return a preferred tier in the medication search, should hit prior authorization in medical policy 344, should hit as an entry on the Specialty Drug Listing in the PDF Specialty document on landing page of medication search, should hit as an entry on the Cost Share Assistance Program Medication list, and should hit as an entry in the Health Savings Account (HAS) Preventative Medication list on the landing page of medication search
1. CELECOXIB: Should return a generic tier in the medication search, should hit as prior authorization in Medical Policy 002, should hit QCD in medical policy 621b, , and should hit as an entry in Covered Pain Management Medication list on the landing page of medication search
 

 The following Medical Policies and supporting document will be used in the POC:
	

	To support Quality Care Dosing - 621B
	

	Affordable Care Act Medication List 

	

	To support Prior Auth 034 
 
 
	

	Medical Policy 344

	

	Too support Prior Auth 
	

	Covered Pain Medication List 

	

	Medical Policy 004
	

	00 COX 2 Inhibitor Drugs

	

	Maintenance Medication List 
	
	

	
 
	Specialty Drug Listing 
	
	

	
 
	Step Therapy Listing
	
	

	
 
	Step Therapy in Policy 041
	
	

	 

 
	$0 Copay Medication List
	
	

	

	Health Savings Account (HAS) Prevention Medication List
	
	


 
 
 
 
 Fields to extract from Prescription Drug Admin Database:
·  Drug Name
· Generic Ingredient 
· Medication List
· DEA Class
· Covered Alternative Group
· Strength Information 
· Strength Admin Title
· Strength
· Form
· Benefit Code
· Med Tier Adjustment
· Multiple Source Indicator
· QCD
· Notes - Include the notes that are associated with this prescription drug
Screen Shots from Prescription Drug Admin Database 
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Last updated: January 1, 2025


Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association.  


Affordable 
Care Act (ACA)
Medication List


For plans that use the:
• Blue Cross Blue Shield of Massachusetts Formulary


• Standard Control with Advanced Control Specialty Formulary



THE PHARMACY THAT COMES TO YOU 


AND SAVES YOU MONEY
With the mail service pharmacy, most maintenance medications can be 


automatically refilled and shipped every 90 days at a lower cost.* 


To start, create an account at bluecrossma.org. 
Once signed in, click Pharmacy Benefit Manager under My Medications,  


then go to Start Rx Delivery by Mail under the Prescriptions tab. 
You can also call CVS Customer Care at 1-877-817-0477 (TTY: 711). 


*Not all medications are available through the mail service pharmacy. Check your plan details 
to see if the mail service pharmacy is included with your plan.



http://bluecrossma.org





2


Preventive Medications Covered  
by the Affordable Care Act


The medications on this list are available to eligible members at no additional cost. They aren't covered in full  
by all plans that are grandfathered under the ACA.


This isn’t a complete list of covered medications, and inclusion on this list doesn’t guarantee coverage.1  
You must have a valid prescription from a licensed health provider to receive coverage for these medications.  
Some medications may also be subject to pharmacy management programs, such as step therapy, prior 
authorization, or quality care dosing, or have other coverage requirements. 


NOTE: Some medications on this list may be considered non-covered, including new medications under  
review by Blue Cross, or may have their coverage changed. Brand-name medications may be removed  
from this list and considered non-covered, or may be covered at a higher cost share, if a generic version 
becomes available during the year. Your doctor may request an exception for a non-covered medication  
when medically necessary.2


1.  �Not all medications listed are covered by all prescription plans. Check your benefit materials for details. 
2. If approved, you’d pay the highest-tier cost.


For more information about coverage for these medications, sign in to MyBlue at  
bluecrossma.org then go to Medication Lookup Tool under My Medications. 


If you're not a member, you can get more information by visiting bluecrossma.org/medication.


Learn more about your coverage



http://bluecrossma.org

http://bluecrossma.org/medication
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Medication class Medication name


Aspirin (low dose) ASPIRIN 81


ASPIRIN ADULT 81


ASPIRIN ADULT LOW DOSE


ASPIRIN CHEW 81


ASPIRIN CHILD CHEW 


ASPIRIN EC


ASPIRIN EC LOW DOSE


ASPIRIN LOW DOSE


ASPIRIN LOW DOSE CHEW


BAYER ASPIRIN EC LOW DOSE


BAYER CHEWABLE LOW DOSE


CHILD ASA 81 CHEW


CVS ASPIRIN ADULT LOW DOSE


CVS ASPIRIN EC


CVS ASPIRIN LOW STRENGTH


ECOTRIN LOW STRENGTH


EQ ASPIRIN CHEW


EQL ASPIRIN LOW DOSE


FT ASPIRIN CHEW


FT ASPIRIN LOW DOSE


FT ASPIRIN TAB


GNP ADULT ASPIRIN LOW STRENGTH


GNP ASPIRIN CHEW


GNP ASPIRIN EC


GOODSENSE ASPIRIN


HM ASPIRIN CHEW


KLS ASPIRIN EC


LOW DOSE ASA TAB


MM ASPIRIN LOW DOSE


PX ASPIRIN CHEW


PX ASPIRIN TAB EC
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Medication class Medication name


Aspirin (low dose) (continued) PX ENTERIC ASPIRIN


QC ASPIRIN CHEW


QC CHILD ASA CHEW


RA ASPIRIN CHEW


RA ASPIRIN EC


SM ASPIRIN CHEW


SM ASPIRIN EC LOW STRENGTH


SM CHILD ASPIRIN CHEW


SP CHILD ASA CHEW


ST JOSEPH CHEW


ST JOSEPH LOW DOSE ASPIRIN


Bowel preparations (available twice per 365 days) CLENPIQ SOLUTION


PEG-PREP KIT


PEGYLATED/NASUL/C/NACL/POTASSIUM SOLUTION


PLENVU SOLUTION


SODIUM/POTASSSIUM/MAGNESIUM SOLUTION


SUFLAVE SOLUTION


SUTAB TABLETS


Cholesterol-lowering drugs ATORVASTATIN TAB 10 MG


ATORVASTATIN TAB 20 MG


FLUVASTATIN CAP 20 MG


FLUVASTATIN CAP 40 MG


FLUVASTATIN TAB 80 MG ER


LOVASTATIN TAB 10 MG


LOVASTATIN TAB 20 MG


LOVASTATIN TAB 40 MG


PITAVASTATIN TAB 1 MG


PITAVASTATIN TAB 2 MG


PITAVASTATIN TAB 4 MG


PRAVASTATIN TAB 10 MG


PRAVASTATIN TAB 20 MG
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Medication class Medication name


Cholesterol-lowering drugs (continued) PRAVASTATIN TAB 40 MG


PRAVASTATIN TAB 80 MG


ROSUVASTATIN TAB 5 MG


ROSUVASTATIN TAB 10 MG


SIMVASTATIN TAB 5 MG


SIMVASTATIN TAB 10 MG


SIMVASTATIN TAB 20 MG


SIMVASTATIN TAB 40 MG


Contraceptives (emergency) AFTERA


AFTERPILL


CURAE TAB


ECONTRA EZ 


ECONTRA OS 


ELLA 


HER STYLE


LEVONORGESTREL


MY CHOICE 


MY WAY 


NEW DAY


OPCICON 


OPTION 2 


REACT 


TAKE ACTION


Contraceptives (implantable devices  
and vaginal rings)


ANNOVERA


ELURYNG


ENILLORING


ETONOGESTREL/ETHINYL ESTRADIOL


HALOETTE


Contraceptives (injectables) DEPO-SQ PROV INJ 104


MEDROXYPR AC INJ 150MG/ML
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Medication class Medication name


Contraceptives (oral and extended cycle) AFIRMELLE 


ALTAVERA 


ALYACEN 


ALYACEN 7/7/7


AMETHYST 


APRI 


ARANELLE 


AUBRA 


AUBRA EQ 


AUROVELA 


AUROVELA 24 FE


AUROVELA FE 


AVIANE 


AYUNA 


AZURETTE 


BALZIVA 


BLISOVI 24 FE


BLISOVI FE 


BRIELLYN 


CAMILA 


CHARLOTTE 24 CHW FE


CHATEAL 


CHATEAL EQ 


CRYSELLE-28 28 S


CYRED 


CYRED EQ 


DASETTA 


DASETTA 7/7/7


DEBLITANE 


DELYLA 


DESONOGESTREL/ETHINYL ESTRADIOL
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Medication class Medication name


Contraceptives (oral and extended cycle) 
(continued)


DOLISHALE 


DROSPIRENONE/ETHINYL ESTRADIOL


DROSPIRENONE/ETHINYL ESTRADIOL/
LEVOMETHOFOLATE


ELINEST 


EMZAHH


ENPRESSE-28 


ENSKYCE 


ERRIN 


ESTARYLLA 


ETHYNODIOL 


FALMINA 


FEMLYV


FEMYNOR 


FINZALA CHW FE


GEMMILY CAP


HAILEY 


HAILEY 24 FE


HAILEY FE 


HEATHER 


INCASSIA 


ISIBLOOM 


JASMIEL 


JENCYCLA 


JOYEAUX 


JULEBER 


JUNEL 


JUNEL FE 


JUNEL FE 24 


KAITLIB FE CHW


KALLIGA 
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Medication class Medication name


Contraceptives (oral and extended cycle) 
(continued)


KARIVA 28 DAY


KELNOR 


KURVELO 


LARIN 


LARIN 24 FE


LARIN FE 


LAYOLIS FE 


LEENA 


LESSINA 


LEVOMETHOFOLATE-ETHINYL ESTRADIOL


LEVONEST 


LEVONORGESTREL/ETHINYL ESTRADIOL 


LEVORA-28 


LO LOESTRIN 


LOESTRIN 


LOESTRIN 21 


LOESTRIN FE 


LORYNA 


LO-ZUMANDIMI 


LOW-OGESTREL


LUTERA 


LYLEQ 


LYZA 


MARLISSA 


MERZEE CAP


MIBELAS 24 CHW FE


MICROGESTIN


MICROGESTIN 24 FE


MICROGESTIN FE


MILI 


MONO-LINYAH 
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Medication class Medication name


Contraceptives (oral and extended cycle) 
(continued)


NATAZIA 


NECON 


NEXTSTELLIS 


NIKKI 


NOR/EST/FF 


NORA-BE 


NORETHINDRONE/ETHINYL ESTRADIOL/FE


NORETHINDRONE 


NORGESTIMATE/ETHINYL ESTRADIOL


NORLYROC 


NORTREL 


NORTREL 7/7/7


NYLIA 


NYLIA 7/7/7


NYMYO 


OCELLA 


OPILL 


PHILITH 


PIMTREA 


PIRMELLA 


PIRMELLA 7/7/7


PORTIA-28 


RECLIPSEN 


SHAROBEL 


SIMLIYA 28 DAY


SLYND 


SPRINTEC 28 28 DAY


SRONYX 


SYEDA 


TARINA 24 FE 
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Medication class Medication name


Contraceptives (oral and extended cycle) 
(continued)


TARINA FE 


TARINA FE 1/20


TARINA FE 1/20 EQ


TARINA FE EQ


TAYSOFY 1/20


TAYSOFY CAP


TILIA FE 


TRI-ESTARYLLA 


TRI-FEMYNOR


TRI-LEGEST FE


TRI-LINYAH 


TRI-LO ESTARYLLA


TRI-LO-MARZIA


TRI-LO-MILI 


TRI-LO-SPRINTEC


TRI-MILI 


TRI-NYMYO 


TRI-SPRINTEC 


TRIVORA-28 


TRI-VYLIBRA 


TRI-VYLIBRA LO


TULANA 0.35MG


TURQOZ 


TYBLUME 0.1-0.02


TYBLUME CHW


TYDEMY 


VELIVET PAK


VESTURA 


VESTURA 3-0.02 MG


VIENVA 


VIENVA 0.1-20
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Medication class Medication name


Contraceptives (oral and extended cycle) 
(continued)


VIORELE 


VOLNEA


VYFEMLA 


VYFEMLA 0.4-35


VYLIBRA 


VYLIBRA 0.25-35


WERA 


WERA 0.5/35


WYMZYA FE 0.4 MG-35


WYMZYA FE CHW


ZARAH 3-0.03 MG


ZOVIA 


ZOVIA 1/35 


ZOVIA 1/35E


ZUMANDIMINE 


ZUMANDIMINE 3-0.03 MG


Contraceptives (OTC spermicides,  
female condoms)


AIMSCO LUBRICATATED


COLOR CONDOM + LUBE


CONDOMS


DUREX EXTRA SENSITIVE


DUREX REAL FEEL


ENCARE SUP 100MG


FANTASY LUBRICATED


FC2 FEMALE MIS CONDOM


GYNOL II GEL 3%


KAMELEON


KAMELEON LUBRICATED


KIMONO COLOR


KIMONO MAX


KIMONO MICRO THIN







12


Medication class Medication name


Contraceptives (OTC spermicides,  
female condoms) (continued)


KIMONO MICRO THIN PLUS


KIMONO MIS LUBRICATED


KIMONO MIS SENSATION


KIMONO PLUS LUBRICATED


KIMONO PLUS SPERMICIDE


KIMONO PS LUBRICATED


KIMONO PS PLUS


KIMONO SENSA PLUS


KIMONO SPEC


K-Y ME & YOU MIS EX LUBRICATED


K-Y ME & YOU MIS INTENSE


MAXX MIS LUBRICATED


MAXX PLUS SPERMICIDE


NATURAL CONDOM + LUBE


REALITY


REALITY ULTRA


TODAY SPONGE 


TRUE COVER


TRUSTEX


TRUSTEX LUBRICATED


TRUSTEX/RIA


TRUSTX NON-9


VCF VAGINAL CONTRACEPTIVE


VCF VAGINAL GEL CONTRACE


Contraceptives (transdermal patch) NORELGESTROMIN/ETHINYL ESTRADIOL


TWIRLA 120-30


XULANE 150-35


ZAFEMY 150/35


Diabetes management (covered for adults 
ages 35 through 70)


METFORMIN 625 MG


METFORMIN 850 MG
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Medication class Medication name


Fluoride (covered for children up to 16 years) FLUORIDE CHEW


FLUORITAB DROPS


NAFRINSE DROPS


SODIUM FLUORIDE CHEW


SODIUM FLUORIDE DROPS


SODIUM FLUORIDE TAB


Folic acid (covered through age 50) FA-8 CAP


FT FOLIC ACID


FOLATE TAB


FOLIC ACID CAP


FOLIC ACID TAB


K-TAN PLUS CAP


PUREVIT DUAL CAP FE PLUS


SE-TAN PLUS CAP


SM FOLIC ACID TAB


TANDEM PLUS CAP


YL FOLIC ACID TAB


HIV PrEP (pre-exposure prophylaxis) EMTRICITABINE/TENOFOVIR TAB 200-3003


APRETUDE


DESCOVY3


Primary prevention of breast cancer ANASTROZOLE TAB 1 MG


EXEMESTANE TAB 25 MG


RALOXIFENE TAB 60 MG


TAMOXIFEN TAB 10 MG


TAMOXIFEN TAB 20 MG


Smoking cessation (up to a 168-day supply  
per calendar year)


APO-VARENICLINE TAB


BUPROPION TAB


CVS NICOTINE 


CVS NICOTINE GUM


CVS NICOTINE LOZENGE


3.  �Emtricitabine/Tenofovir and Descovy are available at no additional cost for members who aren’t currently filling other HIV medications. Members taking other HIV medications,  
or switching from an HIV medication to Emtricitabine/Tenofovir or Descovy, will have to pay their usual out-of-pocket costs. This applies to new prescriptions and refills.
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Medication class Medication name


Smoking cessation (up to a 168-day supply  
per calendar year) (continued)


EQ NICOTINE 


EQ NICOTINE GUM


EQ NICOTINE LOZENGE


EQL NICOTINE LOZENGE


FT NICOTINE


FT NICOTINE GUM


FT NICOTINE LOZENGE


GNP NICOTINE 


GNP NICOTINE GUM


GNP NICOTINE LOZENGE


HABITROL 


HM NICOTINE 


HM NICOTINE GUM


HM NICOTINE LOZENGE


KLS QUIT2 GUM


KLS QUIT2 LOZENGE


KLS QUIT4 GUM


KLS QUIT4 LOZENGE


NICOTINE 


NICOTINE GUM


NICOTINE LOZENGE


NICOTINE POL GUM


NICOTINE POL LOZENGE


NICOTINE TD 


NICOTROL INH


NICOTROL NS SPR


QC NICOTINE 


RA NICOTINE 


RA NICOTINE GUM


RA NICOTINE LOZENGE
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Medication class Medication name


Smoking cessation (up to a 168-day supply  
per calendar year) (continued)


SM NICOTINE 


SM NICOTINE GUM


SM NICOTINE LOZENGE


STOP SMOKING GUM


STOP SMOKING LOZENGE


THRIVE GUM


VARENICLINE TAB


Vaccines ABRYSVO


ACTHIB INJ


ADACEL INJ


AFLURIA QUAD INJ


AREXVY


BEXSERO INJ


BEYFORTUS


BOOSTRIX INJ


CAPVAXIVE


COMIRNATY INJ


DAPTACEL INJ


DENGVAXIA SUS


DIPTHERIA/TETANUS PEDIATRIC INJ


ENGERIX-B INJ


FLUAD QUAD INJ


FLUARIX QUAD INJ


FLUBLOK QUAD INJ


FLUCELVAX QUAD INJ


FLULAVAL QUAD INJ


FLUMIST QUAD SUS


FLUZONE HD INJ


FLUZONE QUAD INJ


GARDASIL 9 INJ


HAVRIX INJ
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Medication class Medication name


Vaccines (continued) HEPLISAV-B INJ


HIBERIX SOL


INFANRIX INJ


IPOL INJ


JYNNEOS


KINRIX INJ


MENACTRA INJ


MENQUADFI INJ


MENVEO INJ


MENVEO SOL


M-M-R II INJ


MODERNA INJ


MRESVIA


NOVAVAX INJ


PEDIARIX INJ


PEDVAX HIB INJ


PENBRAYA


PENTACEL INJ


PFIZER 5-11Y INJ


PFIZER 6M-4Y INJ


PFIZER VACC INJ


PNEUMOVAX 23 INJ


POLIOVIRUS INJ


PREHEVBRIO SUS


PREVNAR 13 INJ


PREVNAR 20 INJ


PRIORIX INJ


PROQUAD INJ


QUADRACEL INJ


RECOMBIVAX HB INJ


ROTARIX SUS







17


Medication class Medication name


Vaccines (continued) ROTATEQ SOL


SHINGRIX INJ


SPIKEVAX INJ


TDVAX INJ


TENIVAC INJ


TETANUS/DIPTHERIA TOXOID INJ


TRUMENBA INJ


TWINRIX INJ


VAQTA INJ


VARIVAX INJ


VAXELIS INJ


VAXNEUVANCE INJ
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Translation Resources
Proficiency of Language Assistance Services


Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross  
and Blue Shield Association. © 2019 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
199872M 55-1493 (11/19)


Translation Resources
Proficiency of Language Assistance Services


Spanish/Español: ATENCIÓN: Si habla español, tiene a su disposición servicios gratuitos de asistencia con el idioma. Llame al 
número de Servicio al Cliente que figura en su tarjeta de identificación (TTY: 711).


Portuguese/Português: ATENÇÃO: Se fala português, são-lhe disponibilizados gratuitamente serviços de assistência de idiomas. 
Telefone para os Serviços aos Membros, através do número no seu cartão ID (TTY: 711).


Chinese/简体中文: 注意：如果您讲中文，我们可向您免费提供语言协助服务。请拨打您 ID 卡上的号码联系会员服务部（TTY 
号码：711）。


Haitian Creole/Kreyòl Ayisyen: ATANSYON: Si ou pale kreyòl ayisyen, sèvis asistans nan lang disponib pou ou gratis. Rele 
nimewo Sèvis Manm nan ki sou kat Idantitifkasyon w lan (Sèvis pou Malantandan TTY: 711).


Vietnamese/Tiếng Việt: LƯU Ý: Nếu quý vị nói Tiếng Việt, các dịch vụ hỗ trợ ngôn ngữ được cung cấp cho quý vị miễn phí. Gọi cho 
Dịch vụ Hội viên theo số trên thẻ ID của quý vị (TTY: 711).


Russian/Русский: ВНИМАНИЕ: если Вы говорите по-русски, Вы можете воспользоваться бесплатными услугами переводчика. 
Позвоните в отдел обслуживания клиентов по номеру, указанному в Вашей идентификационной карте (телетайп: 711).


Arabic/ةيبر:
.(711 :”TTY“ جهاز الهاتف النصي للصم والبكم) انتباه: إذا كنت تتحدث اللغة العربية، فتتوفر خدمات المساعدة اللغوية مجاناً بالنسبة لك. اتصل بخدمات الأعضاء على الرقم الموجود على بطاقة هُويتك


Mon-Khmer, Cambodian/ខ្មែរ: ការជូនដំណឹ ង៖ ប្រសិនប្រើអ្នកនិយាយភាសា ខ្មែរ បសវាជំនួយភាសាឥតគិតថ្លៃ 
គឺអាចរកបានសបរា្់រអ្នក។ សូមទូរស័ព្ទបៅខ្្នកបសវាសរាជិកតាមបេ្បៅបេើ្័រណ្ណ សរាគា េ់្ួលៃនរ្រស់អ្នក (TTY: 711)។


French/Français: ATTENTION : si vous parlez français, des services d’assistance linguistique sont disponibles gratuitement. 
Appelez le Service adhérents au numéro indiqué sur votre carte d’assuré (TTY: 711).


Italian/Italiano: ATTENZIONE: se parlate italiano, sono disponibili per voi servizi gratuiti di assistenza linguistica. Chiamate il Servizio 
per i membri al numero riportato sulla vostra scheda identificativa (TTY: 711).


Korean/한국어: 주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 있습니다. 귀하의 ID 카드에 
있는 전화번호(TTY: 711)를 사용하여 회원 서비스에 전화하십시오.


Greek/λληνικά: ΠΡΟΣΟΧΗ: Εάν μιλάτε Ελληνικά, διατίθενται για σας υπηρεσίες γλωσσικής βοήθειας, δωρεάν. Καλέστε την Υπηρεσία 
Εξυπηρέτησης Μελών στον αριθμό της κάρτας μέλους σας  (ID card) (TTY: 771111).


Polish/Polski: UWAGA: Osoby posługujące się językiem polskim mogą bezpłatnie skorzystać z pomocy językowej. Należy zadzwonić do 
Działu obsługi ubezpieczonych pod numer podany na identyfikatorze (TTY: 711).


Hindi/हिदंी: ध्यान दें: ्दद आप दिनददी बोलते िैं, तो भयाषया सिया्तया सेवयाएँ, आप के ललए नन:शुलक उपलब्ध िैं। सदस् सेवयाओं को 
आपके आई.डी. कयाड्ड पर ददए गए नंबर पर कॉल करें (टदी.टदी.वयाई.: 711).


Gujarati/ગુજરાતી: ધ્યાન આપો: જો તમે ગુજરયાતી બોલતયા હો, તો તમને ભયાષયાકી્ સહયા્તયા સેવયાઓ વવનયા મૂલ્ે ઉપલબ્ધ છે. તમયારયા આઈડી કયાડ્ડ પર આપેલયા નંબર 
પર Member Service ને કૉલ કરો (TTY: 711).


Tagalog/Tagalog: PAUNAWA: Kung nagsasalita ka ng wikang Tagalog, mayroon kang magagamit na mga libreng serbisyo para sa 
tulong sa wika. Tawagan ang Mga Serbisyo sa Miyembro sa numerong nasa iyong ID card (TTY: 711).


Japanese/日本語: お知らせ：日本語をお話しになる方は無料の言語アシスタンスサービスをご利用いただけます。IDカードに記
載の電話番号を使用してメンバーサービスまでお電話ください（TTY: 711）。


German/Deutsch: ACHTUNG: Wenn Sie Deutsche sprechen, steht Ihnen kostenlos fremdsprachliche Unterstützung zur 
Verfügung. Rufen Sie den Mitgliederdienst unter der Nummer auf Ihrer ID-Karte an (TTY: 711).


Persian/پارسیان:
اعضا« تماس  بخش »خدمات  با  خود  شناسایی  کارت  روی  بر  مندرج  تلفن  شمار  گیرد. با  می  قرار  شما  اختیار  در  رایگان  صورت  ب  بانی  ز کمک  شما فارسی است، خدمات  بان  ز توج: اگر 


.(TTY: 711) ید بگیر


Lao/ພາສາລາວ: ຂໍ ້ ຄວນໃສ່ໃຈ: ຖ້າເຈົ ້ າເວົ ້ າພາສາລາວໄດ້, ມີ ການບໍ ລິ ການຊ່ວຍເຫຼື ອດ້ານພາສາໃຫ້ທ່ານໂດຍບໍ່ ເສຍຄ່າ. ໂທ ຫາ 
ຝ່າຍບໍ ລິ ການສະ ມາ ຊິ ກທີ່ ໝາຍເລກໂທລະສັບຢູ່ໃນບັດຂອງທ່ານ (TTY: 711).


Navajo/Diné Bizaad: BAA !KOHWIINDZIN DOO&G&: Din4 k’ehj7 y1n7[t’i’go saad bee y1t’i’ 47 t’11j77k’e bee n7k1’a’doowo[go 47 
n1’ahoot’i’. D77 bee an7tah7g7 ninaaltsoos bine’d44’ n0omba bik1’7g7ij8’ b44sh bee hod77lnih (TTY: 711).


Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross  
and Blue Shield Association. © 2016 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
164711MB 55-1493 (11/19)


 Proficiency of Language Assistance Services


Translation resources


Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association.  







CaremarkPCS Health, LLC (“CVS Caremark”) is an independent company that has been contracted to administer pharmacy benefits and provide certain pharmacy services for Blue Cross Blue Shield 
of Massachusetts. CVS Caremark is part of the CVS Health family of companies. Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. 
® Registered Marks of the Blue Cross and Blue Shield Association. ®’ Registered Marks and TM Trademarks are the property of their respective owners. © 2024 Blue Cross and Blue Shield of Massachusetts, Inc.,  
or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc. 


003181477 	 55-001546061 (12/24)


Blue Cross Blue Shield of Massachusetts complies with applicable federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, sex, sexual 
orientation, or gender identity.
ATTENTION: If you don’t speak English, language assistance services, free of charge, are available to you. Call Member Service at the number on your ID card (TTY: 711).
ATENCIÓN: Si habla español, tiene a su disposición servicios gratuitos de asistencia con el idioma. Llame al número de Servicio al Cliente que figura en su tarjeta de identificación (TTY: 711).
ATENÇÃO: Se fala português, são-lhe disponibilizados gratuitamente serviços de assistência de idiomas. Telefone para os Serviços aos Membros, através do número no seu cartão ID (TTY: 711).
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Authorization is required for these medications when 
administered using a member’s medical benefit in 
the following outpatient settings: Clinician’s or 
physician’s office; home health care provider; home 
infusion therapy provider; outpatient hospital; 
dialysis. Authorization applies to commercial HMO, 
POS*, and Access Blue members* who have a 
Massachusetts-based primary care provider and to 
commercial EPO and PPO members. 


   
Policy 034 Medical Benefit Prior Authorization Medication List (As of 9/1/2024) 
 


Drug Products                                                                                                Effective Date 
 


*For Blue Choice members, an authorization is not required if using the self-referred benefit. 
**The Member may not have medical benefits for this medication.  Please refer to our list of medications 
that aren’t covered by medical benefits located on Provider Central. 
*** The member may not have medical benefits for the subcutaneous version of this medication.  Refer to 
our list of medications that aren’t covered by medical benefits located on Provider Central. 


 


Actemra 1/1/2012 


Actimmune** 
10/1/2009 


Adakveo 2/1/2020 


Advate 10/1/2009 


Adynovate 1/1/2017 


Afstyla 1/1/2018 


Alferon-N 10/1/2009 


Alphanate 10/1/2009 


AlphaNine SD 1/1/2013 


Alprolix 7/1/2015 


Alyglo 4/1/2024 


Alymsys 10/1/2022 


Amvuttra 11/1/2022 


Amondys 45 7/1/2021 


Aphexda 1/17/2024 


Aralast 10/1/2009 


Aranesp** 10/1/2009 


Asceniv** 1/1/2021 


Avsola 4/1/2022 







 


Authorization is required for these medications when 
administered using a member’s medical benefit in 
the following outpatient settings: Clinician’s or 
physician’s office; home health care provider; home 
infusion therapy provider; outpatient hospital; 
dialysis. Authorization applies to commercial HMO, 
POS*, and Access Blue members* who have a 
Massachusetts-based primary care provider and to 
commercial EPO and PPO members. 


   
Policy 034 Medical Benefit Prior Authorization Medication List (As of 9/1/2024) 
 


Drug Products                                                                                                Effective Date 
 


*For Blue Choice members, an authorization is not required if using the self-referred benefit. 
**The Member may not have medical benefits for this medication.  Please refer to our list of medications 
that aren’t covered by medical benefits located on Provider Central. 
*** The member may not have medical benefits for the subcutaneous version of this medication.  Refer to 
our list of medications that aren’t covered by medical benefits located on Provider Central. 


 


Bebulin VH 1/1/2013 


BeneFIX 1/1/2013 


Beovu 1/1/2020 


Berinert 7/1/2019 


Bivigam** 1/1/2013 


Boniva infusion 10/1/2009 


Botox** 10/1/2009 


Byooviz 4/1/2022 


Carimune-NF** 10/1/2009 


Cerezyme 10/1/2009 


Cimerli 4/1/2023 


Cimzia** 9/23/2011 


Cinqair 7/1/2019 


Cinryze 9/23/2011 


Coagadex 1/1/2017 


Corifact 1/1/2013 


Cortrophin Purified Gel 1/1/2022 


Cosentyx 10/1/2009 


Cosentyx IV 11/13/2023 


Cutaquig 11/1/2019 







 


Authorization is required for these medications when 
administered using a member’s medical benefit in 
the following outpatient settings: Clinician’s or 
physician’s office; home health care provider; home 
infusion therapy provider; outpatient hospital; 
dialysis. Authorization applies to commercial HMO, 
POS*, and Access Blue members* who have a 
Massachusetts-based primary care provider and to 
commercial EPO and PPO members. 


   
Policy 034 Medical Benefit Prior Authorization Medication List (As of 9/1/2024) 
 


Drug Products                                                                                                Effective Date 
 


*For Blue Choice members, an authorization is not required if using the self-referred benefit. 
**The Member may not have medical benefits for this medication.  Please refer to our list of medications 
that aren’t covered by medical benefits located on Provider Central. 
*** The member may not have medical benefits for the subcutaneous version of this medication.  Refer to 
our list of medications that aren’t covered by medical benefits located on Provider Central. 


 


Cytogam** 7/1/2015 


Durolane** 4/1/2018 


Dupixent 7/1/2020 


Dysport injectable** 1/1/2011 


Egrifta 7/1/2015 


Elelyso 7/1/2015 


Eloctate 7/1/2015 


Empaveli 8/13/2021 


Enbrel** 10/1/2009 


Enjaymo 6/9/2022 


Entyvio 7/1/2015 


Epogen** 10/1/2009 


Erbitux 10/1/2009 


Esperoct 7/1/2020 


Euflexxa** 10/1/2009 


Evenity 8/1/2019 


Evkeeza 7/1/2021 


Exondys-51 9/1/2017 


Eylea 1/1/2013 


Fasenra** 7/1/2019 







 


Authorization is required for these medications when 
administered using a member’s medical benefit in 
the following outpatient settings: Clinician’s or 
physician’s office; home health care provider; home 
infusion therapy provider; outpatient hospital; 
dialysis. Authorization applies to commercial HMO, 
POS*, and Access Blue members* who have a 
Massachusetts-based primary care provider and to 
commercial EPO and PPO members. 


   
Policy 034 Medical Benefit Prior Authorization Medication List (As of 9/1/2024) 
 


Drug Products                                                                                                Effective Date 
 


*For Blue Choice members, an authorization is not required if using the self-referred benefit. 
**The Member may not have medical benefits for this medication.  Please refer to our list of medications 
that aren’t covered by medical benefits located on Provider Central. 
*** The member may not have medical benefits for the subcutaneous version of this medication.  Refer to 
our list of medications that aren’t covered by medical benefits located on Provider Central. 


 


Feiba NF 7/1/2015 


Feiba VH Immuno 7/1/2015 


Filsuvez  5/23/2024 


Firazyr 7/1/2019 


Flebogamma** 10/1/2009 


Flebogamma Dif** 
10/1/2009 


Forteo** 10/1/2009 


Fulphila 7/1/2021 


Gamifant 1/1/2019 


Gammagard** 10/1/2009 


Gammagard S/D** 10/1/2009 


Gammaked** 1/1/2013 


Gammaplex** 1/1/2013 


Gamunex** 10/1/2009 


Gamunex-C** 1/1/2013 


Gel-one** 1/1/2013 


Gel-Syn** 9/1/2017 


Genotropin** 10/1/2009 


Genotropin Miniquick** 10/1/2009 


Genvisc** 1/1/2017 







 


Authorization is required for these medications when 
administered using a member’s medical benefit in 
the following outpatient settings: Clinician’s or 
physician’s office; home health care provider; home 
infusion therapy provider; outpatient hospital; 
dialysis. Authorization applies to commercial HMO, 
POS*, and Access Blue members* who have a 
Massachusetts-based primary care provider and to 
commercial EPO and PPO members. 


   
Policy 034 Medical Benefit Prior Authorization Medication List (As of 9/1/2024) 
 


Drug Products                                                                                                Effective Date 
 


*For Blue Choice members, an authorization is not required if using the self-referred benefit. 
**The Member may not have medical benefits for this medication.  Please refer to our list of medications 
that aren’t covered by medical benefits located on Provider Central. 
*** The member may not have medical benefits for the subcutaneous version of this medication.  Refer to 
our list of medications that aren’t covered by medical benefits located on Provider Central. 


 


Givlaari 2/1/2020 


Glassia 7/1/2015 


Granix 7/1/2021 


H.P. Acthar Gel 1/1/2012 


Haegarda 7/1/2019 


Helixate FS 10/1/2009 


Hemlibra 7/1/2018 


Hemofil M 10/1/2009 


Hizentra** 1/1/2013 


Humate-P 10/1/2009 


Humatrope** 10/1/2009 


Humira** 10/1/2009 


Hymovis** 1/1/2017 


HyQvia** 1/1/2013 


ibandronate Sodium 7/1/2015 


Icatibant 10/1/2009 


Idelvion 1/1/2017 


Ilaris** 1/1/2011 


Increlex** 10/1/2009 


Infergen** 10/1/2009 







 


Authorization is required for these medications when 
administered using a member’s medical benefit in 
the following outpatient settings: Clinician’s or 
physician’s office; home health care provider; home 
infusion therapy provider; outpatient hospital; 
dialysis. Authorization applies to commercial HMO, 
POS*, and Access Blue members* who have a 
Massachusetts-based primary care provider and to 
commercial EPO and PPO members. 


   
Policy 034 Medical Benefit Prior Authorization Medication List (As of 9/1/2024) 
 


Drug Products                                                                                                Effective Date 
 


*For Blue Choice members, an authorization is not required if using the self-referred benefit. 
**The Member may not have medical benefits for this medication.  Please refer to our list of medications 
that aren’t covered by medical benefits located on Provider Central. 
*** The member may not have medical benefits for the subcutaneous version of this medication.  Refer to 
our list of medications that aren’t covered by medical benefits located on Provider Central. 


 


Inflectra 7/1/2018 


Intron A 10/1/2009 


Ixinity 9/1/2017 


Jivi 4/1/2019 


Jetrea 8/1/2014 


Kalbitor 7/1/2019 


Kanuma 9/1/2017 


Kcentra 7/1/2015 


Kevzara 10/1/2009 


Kineret** 10/1/2009 


Koate-DVI 10/1/2009 


Kogenate FS 10/1/2009 


Kovaltry 9/1/2017 


Lamzede 7/1/2023 


Lemtrada 10/1/2009 


Lucentis 1/1/2013 


Makena 1/1/2012 


Monoclate-P 10/1/2009 


Mononine 7/1/2015 


Monovisc** 7/1/2015 







 


Authorization is required for these medications when 
administered using a member’s medical benefit in 
the following outpatient settings: Clinician’s or 
physician’s office; home health care provider; home 
infusion therapy provider; outpatient hospital; 
dialysis. Authorization applies to commercial HMO, 
POS*, and Access Blue members* who have a 
Massachusetts-based primary care provider and to 
commercial EPO and PPO members. 


   
Policy 034 Medical Benefit Prior Authorization Medication List (As of 9/1/2024) 
 


Drug Products                                                                                                Effective Date 
 


*For Blue Choice members, an authorization is not required if using the self-referred benefit. 
**The Member may not have medical benefits for this medication.  Please refer to our list of medications 
that aren’t covered by medical benefits located on Provider Central. 
*** The member may not have medical benefits for the subcutaneous version of this medication.  Refer to 
our list of medications that aren’t covered by medical benefits located on Provider Central. 


 


Myalept 7/1/2015 


Myobloc** 10/1/2009 


Neulasta 7/1/2019 


Neupogen 7/1/2019 


Nivestym 3/1/2020 


Norditropin** 10/1/2009 


NovoEight 9/1/2017 


NovoSeven RT 7/1/2015 


NovoSeven 7/1/2015 


Nucala** 7/1/2019 


Nulibry 7/1/2021 


Nutropin** 10/1/2009 


Nutropin AQ** 10/1/2009 


Nuwiq 1/1/2017 


Nyvepria  7/1/2021 


Obizur 9/1/2017 


Octagam** 10/1/2009 


Omnitrope** 10/1/2009 


Omvoh 1/17/2024 


Onpattro 11/1/2018 







 


Authorization is required for these medications when 
administered using a member’s medical benefit in 
the following outpatient settings: Clinician’s or 
physician’s office; home health care provider; home 
infusion therapy provider; outpatient hospital; 
dialysis. Authorization applies to commercial HMO, 
POS*, and Access Blue members* who have a 
Massachusetts-based primary care provider and to 
commercial EPO and PPO members. 


   
Policy 034 Medical Benefit Prior Authorization Medication List (As of 9/1/2024) 
 


Drug Products                                                                                                Effective Date 
 


*For Blue Choice members, an authorization is not required if using the self-referred benefit. 
**The Member may not have medical benefits for this medication.  Please refer to our list of medications 
that aren’t covered by medical benefits located on Provider Central. 
*** The member may not have medical benefits for the subcutaneous version of this medication.  Refer to 
our list of medications that aren’t covered by medical benefits located on Provider Central. 


 


Orencia 10/1/2009 


Orthovisc** 10/1/2009 


Oxlumo 1/13/2021 


Privigen** 10/1/2009 


Procrit** 10/1/2009 


Profilnine SD 7/1/2015 


Profilnine 7/1/2015 


Prolastin 10/1/2009 


Prolia** 1/1/2012 


Probuphine (Buprenorphine Implant) 10/1/2009 


Qalsody 9/5/2023 


Rebinyn 7/1/2018 


Reblozyl 2/1/2020 


Reclast 1/1/2014 


Recombinate 10/1/2009 


Regranex 1/1/2013 


Remicade** 10/1/2009 


Renflexis 7/1/2018 


Retacrit 10/1/2009 


Riabni 7/1/2021 







 


Authorization is required for these medications when 
administered using a member’s medical benefit in 
the following outpatient settings: Clinician’s or 
physician’s office; home health care provider; home 
infusion therapy provider; outpatient hospital; 
dialysis. Authorization applies to commercial HMO, 
POS*, and Access Blue members* who have a 
Massachusetts-based primary care provider and to 
commercial EPO and PPO members. 


   
Policy 034 Medical Benefit Prior Authorization Medication List (As of 9/1/2024) 
 


Drug Products                                                                                                Effective Date 
 


*For Blue Choice members, an authorization is not required if using the self-referred benefit. 
**The Member may not have medical benefits for this medication.  Please refer to our list of medications 
that aren’t covered by medical benefits located on Provider Central. 
*** The member may not have medical benefits for the subcutaneous version of this medication.  Refer to 
our list of medications that aren’t covered by medical benefits located on Provider Central. 


 


RiaSTAP 7/1/2015 


Rituxan 10/1/2009 


Rivfloza  5/23/2024 


Rixubis 7/1/2015 


Ruconest 7/1/2019 


Ruxience 7/1/2021 


Saizen** 10/1/2009 


Sajazir 10/28/2021 


Serostim** 10/1/2009 


Sevenfact 1/1/2021 


Siliq** 10/1/2009 


Simponi (IV formulation & SubQ***) 1/1/2011 


Skytrofa** 10/1/2021 


Soliris 7/1/2020 


Spinraza 1/1/2017 


Stelara (IV formulation & SubQ***) 1/1/2011 


Supartz** 10/1/2009 


Susvimo 4/1/2022 


Syfovre  10/1/2023 


Sylatron 1/1/2012 







 


Authorization is required for these medications when 
administered using a member’s medical benefit in 
the following outpatient settings: Clinician’s or 
physician’s office; home health care provider; home 
infusion therapy provider; outpatient hospital; 
dialysis. Authorization applies to commercial HMO, 
POS*, and Access Blue members* who have a 
Massachusetts-based primary care provider and to 
commercial EPO and PPO members. 


   
Policy 034 Medical Benefit Prior Authorization Medication List (As of 9/1/2024) 
 


Drug Products                                                                                                Effective Date 
 


*For Blue Choice members, an authorization is not required if using the self-referred benefit. 
**The Member may not have medical benefits for this medication.  Please refer to our list of medications 
that aren’t covered by medical benefits located on Provider Central. 
*** The member may not have medical benefits for the subcutaneous version of this medication.  Refer to 
our list of medications that aren’t covered by medical benefits located on Provider Central. 


 


Synagis 10/1/2009 


Synojoynt 10/1/2019 


Synvisc** 10/1/2009 


Takhzyro 2/8/2019 


Taltz 10/1/2009 


Tegsedi** 2/8/2019 


Tepezza 4/1/2020 


Tev-Tropin** 10/1/2009 


Tezspire** 1/13/2022 


Tremfya** 1/1/2018 


Tretten 7/1/2018 


Triluron** 10/1/2019 


Truxima 7/1/2021 


Tysabri 10/1/2009 


Tymlos** 11/3/2017 


Tzield 2/1/2023 


Udenyca 7/1/2021 


Ultomiris 7/1/2020 


Uplizna 8/1/2020 


Vabysmo 4/18/2022 







 


Authorization is required for these medications when 
administered using a member’s medical benefit in 
the following outpatient settings: Clinician’s or 
physician’s office; home health care provider; home 
infusion therapy provider; outpatient hospital; 
dialysis. Authorization applies to commercial HMO, 
POS*, and Access Blue members* who have a 
Massachusetts-based primary care provider and to 
commercial EPO and PPO members. 


   
Policy 034 Medical Benefit Prior Authorization Medication List (As of 9/1/2024) 
 


Drug Products                                                                                                Effective Date 
 


*For Blue Choice members, an authorization is not required if using the self-referred benefit. 
**The Member may not have medical benefits for this medication.  Please refer to our list of medications 
that aren’t covered by medical benefits located on Provider Central. 
*** The member may not have medical benefits for the subcutaneous version of this medication.  Refer to 
our list of medications that aren’t covered by medical benefits located on Provider Central. 


 


Vectibix 10/1/2009 


Veopoz 11/15/2023 


Viltepso 1/1/2021 


Visco-3** 3/1/2018 


Vivaglobin 10/1/2009 


Vonvendi 1/1/2017 


VPRIV 7/1/2015 


Vyepti  7/1/2024 


Vyjuvek 9/5/2023 


Vyondys-53 2/1/2020 


Vyvgart 4/18/2022 


Wainua 4/2/2024 


Wilate 1/1/2013 


Winrevair 8/15/2024 


Xembify 11/1/2019 


Xenpozyme 1/1/2023 


Xeomin** 1/1/2012 


Xgeva** 1/1/2012 


Xiaflex 1/1/2013 


Xolair 10/1/2009 







 


Authorization is required for these medications when 
administered using a member’s medical benefit in 
the following outpatient settings: Clinician’s or 
physician’s office; home health care provider; home 
infusion therapy provider; outpatient hospital; 
dialysis. Authorization applies to commercial HMO, 
POS*, and Access Blue members* who have a 
Massachusetts-based primary care provider and to 
commercial EPO and PPO members. 


   
Policy 034 Medical Benefit Prior Authorization Medication List (As of 9/1/2024) 
 


Drug Products                                                                                                Effective Date 
 


*For Blue Choice members, an authorization is not required if using the self-referred benefit. 
**The Member may not have medical benefits for this medication.  Please refer to our list of medications 
that aren’t covered by medical benefits located on Provider Central. 
*** The member may not have medical benefits for the subcutaneous version of this medication.  Refer to 
our list of medications that aren’t covered by medical benefits located on Provider Central. 


 


Xyntha 10/1/2009 


Zarxio 7/1/2021 


Zemaira 7/1/2015 


Ziextenzo 1/1/2021 


zoledronic Acid 1/1/2014 


Zomacton 9/1/2017 


Zometa 1/1/2014 


Zorbtive** 10/1/2009 


Zilbrysq 5/23/2024 


Zymfentra 7/1/2024 


Click link to access Pharmacy Medical Policy 033 


 



http://www.bluecrossma.org/medical-policies/sites/g/files/csphws2091/files/acquiadam-assets/033%20Med%20UM%20Policy%20prn.pdf
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Pharmacy Medical Policy 


Injectable Specialty Medication Coverage 


Table of Contents  


• Policy: Commercial • Policy History • Endnotes  


• Policy: Medicare • Information Pertaining to All Policies • Forms 


• Coding Information • References  


Policy Number: 071 
BCBSA Reference Number: None 


Related Policies 


• Quality Care Dosing guidelines may apply to the following medications and can be found in Medical 
Policy #621A 


• Medical Utilization Management (MED UM) Policy #033 
 


Prior Authorization Information 
☐  Prior Authorization 


☐  Step Therapy 


☐  Quality Care Dosing 


☒  Benefits 


 


Pharmacy Operations: 
Tel: 1-800-366-7778 
Fax: 1-800-583-6289 


Policy last updated 1/2024 


Pharmacy (Rx) or 
Medical (MED) benefit 
coverage 


☒  Rx 


☐  MED 


To request for coverage: Physicians may call, fax, 
or mail the attached form (Formulary Exception/Prior 
Authorization form) to the address below.  


Blue Cross Blue Shield of Massachusetts 
Pharmacy Operations Department 
25 Technology Place 
Hingham, MA 02043  
 


 


Policy applies to Commercial Members:  


• Managed Care (HMO and POS),  


• PPO and Indemnity 


• Managed Major Medical with Custom 
BCBSMA Formulary 


• Comprehensive Managed Major 
Medical with Custom BCBSMA 
Formulary 


• Managed Blue for Seniors with Custom 
BCBSMA Formulary 


 
 



http://www.bluecrossma.org/medical-policies/sites/g/files/csphws2091/files/acquiadam-assets/621A%20Quality%20Care%20Dosing%20Guidelines%20prn.pdf

http://www.bluecrossma.org/medical-policies/sites/g/files/csphws2091/files/acquiadam-assets/033%20Med%20UM%20Policy%20prn.pdf

https://www.bluecrossma.org/medical-policies/sites/g/files/csphws2091/files/acquiadam-assets/434%20Massachusetts%20Standard%20Form%20for%20Medication%20Prior%20Authorization%20Requests%20prn.pdf

https://www.bluecrossma.org/medical-policies/sites/g/files/csphws2091/files/acquiadam-assets/434%20Massachusetts%20Standard%20Form%20for%20Medication%20Prior%20Authorization%20Requests%20prn.pdf
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This policy applies to all members, except: 


• Medicare Advantage members 


• Federal Employee Program members 


• Members with Medicare Supplemental Plans 


 


Injectable Specialty Medication Coverage Information  


(As of January 1, 2020) 


The medications included in this policy are covered under the member’s pharmacy benefits only when 
filled through a specialty pharmacy in our network. Exceptions are noted where applicable in the 
medication list on the following pages. A valid prescription from a licensed health care provider is required 
to fill these medications. 


 
Some medications may also be subject to other pharmacy management programs, such as Step 
Therapy, Prior Authorization, or Quality Care Dosing, or have other coverage requirements. For more 
information about these medications, use our Medication Lookup tool: 
 


• Medication Lookup for Providers: bluecrossma.com/provider  


• Medication Lookup for Members: bluecrossma.com/medications 
 


Important: Providers can’t buy and bill us for the medications listed in this policy using the member’s 
medical benefits. (There are exceptions for providers in Massachusetts to buy and bill certain medications 
that are noted on the list.) 


 


Additional Coverage Information 
 


 Medications Self-


Administered at Home  


Medications 


Administered in a 


Doctor’s Office 


Medications 


Administered by a 


Home Infusion Therapy 


Provider 


Ordering the 


Medication 


The prescriber orders the 


medication through an in-


network retail specialty 


pharmacy. 


The prescriber orders the 


medication through an in-


network retail specialty 


pharmacy for delivery to 


the prescriber’s office or 


an outpatient clinic for 


administration. 


The prescriber requests 


prior authorization for this 


service. They refer the 


member to a home 


infusion therapy provider 


who procures the 


medication and 


administers it in the 


member’s home. 


Paying for the 


Medication 


The member is 


responsible for out-of-


pocket prescription costs, 


such as a copay, 


deductible, or co-


insurance. 


The member is 


responsible for any 


prescription costs (such 


as a copay, deductible, or 


co-insurance) and the 


cost of the office visit 


(such as a copay, 


The member is 


responsible for any 


applicable cost sharing 


outlined under the home 


care benefit (such as a 


copay, deductible, or co-


insurance). 



https://home.bluecrossma.com/medication/?provider=true

http://bluecrossma.com/medications
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deductible, or co-


insurance). 


 


List of Medications Covered Only Under the Pharmacy Benefit1 


 


This isn’t a complete list of covered medications, and inclusion on the list doesn’t guarantee coverage. 
Some members, depending on their pharmacy plan, may not be covered for these medications. Providers 
should check a member’s eligibility and benefits.  
 


Medication Date added to 
this list 


Medication Date added to 
this list 


Actimmune Jan. 1, 2011 Follistim AQ Jan. 1, 2011 
Abrilada Jan. 1, 2024 Forteo Jan. 1, 2011 
Adalimumab-adaz Jan. 1, 2024 Fuzeon Jan. 1, 2011 
Adalimumab-adbm Jan. 1, 2024 Gamastan SD3 Sept. 1, 2015 
Adalimumab-fkjp Jan. 1, 2024 Gammagard liquid3 Sept. 1, 2015 


Amjevita Feb. 8, 2023 Gammaplex3 Sept. 1, 2015 


Aranesp Jan. 1, 2011 Gamunex3 Sept. 1, 2015 


Arcalyst Jan. 1, 2011 Gamunex-C3 Sept. 1, 2015 


Avonex Jan. 1, 2011 Gammaked3 Sept. 1, 2015 


Betaseron Jan. 1, 2011 Ganirelix Jan. 1, 2011 


Bivigam3 Sept. 1, 2015 Gel-One2 Jan. 1, 2011 


Botox3 Sept. 1, 2015 Gel-Syn2 Jan. 1, 2011 


Bravelle Jan. 1, 2011 GelSyn-32 July 1, 2021 


Bimzelx Nov. 2, 2023 Genotropin Jan. 1, 2011 


Bynfezia July 1, 2021 Genvisc Jan. 1, 2011 


Carimune3 Sept. 1, 2015 Glatiramer Oct.  3,2017 


Cetrotide Jan. 1, 2011 Glatopa Apr. 16,2015  


Chorionic Gonadotropin Jan. 1, 2011 Gonal F Jan. 1, 2011 


Cimzia Jan. 1, 2011 Gonal F RFF Jan. 1, 2011 


Cyltezo Jan. 1, 2024 Hizentra3 Sept. 1, 2015 


Copaxone Jan. 1, 2011 Humatrope Jan. 1, 2011 


Copegus Jan. 1, 2011 Humira Jan. 1, 2011 


Cosentyx July 1, 2021 Hyrimoz Jan. 1, 2024 


Daxxify Jan. 1,2024 HyQvia3 Sept 12, 2014 


Dupixent July 1, 2021 Idacio Jan. 1, 2024 


Durolane Mar 5, 2018 Ilaris Jan. 1, 2011 


Dysport3 Sept. 1, 2015 Ilumya July 1, 2023 


Enbrel Jan. 1, 2011 Increlex Jan. 1, 2011 


Enspryng Sept. 1,2020 Infergen Jan. 1, 2011 


Epogen Jan. 1, 2011 Kesimpta Sept 1,2020 


Euflexxa2 Jan. 1, 2011 Kevzara July 1, 2021 


Extavia Jan. 1, 2011 Kineret Jan. 1, 2011 


Fasenra July 1, 2021 Leuprolide (non-Depot 
form) 


Jan. 1, 2011 


Flebogamma3 Sept. 1, 2015 Leqvio Jan. 1, 2023 


Flebogamma Dif3 Sept. 1, 2015 Luveris Jan. 1, 2011 
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Medication Date added to 
this list 


Medication Date added to 
this list 


Menopur Jan. 1, 2011 Saizen Jan. 1, 2011 


Monovisc2 July 1, 2021 Sandostatin (not LAR) Jan. 1, 2011 


Myobloc3 Sept. 1, 2015 Serostim Jan. 1, 2011 


Nordiflex Jan. 1, 2011 Siliq July 1, 2021 


Norditropin July 1, 2021 Simponi Jan. 1, 2011 


Nucala Jan. 1, 2011 Simponi Aria Jan 1, 2024 


Nutropin Jan. 1, 2011 Skyrizi July 1, 2023 


Nutropin AQ Jan. 1, 2011 Skytrofa Oct 21, 2021 


Octagam3 Sept. 1, 2015 Sogroya July 1, 2023 


Octreotide (not LAR) Jan. 1, 2011 Somavert Jan. 1, 2011 


Omnitrope Sept. 1, 2015 Stelara Jan. 1, 2011 


Orfadin Jan. 1, 2011 Stelara ® IV Jan 1, 2024 


Orthovisc2 Jan. 1, 2021 Strensiq July 1, 2021 


Ovidrel Jan. 1, 2011 Supartz2 Jan. 1, 2011 


Panglobulin3 Jan. 1, 2011 Synvisc2 (all forms) Jan. 1, 2011 


Panretin Jan. 1, 2011 Tegsedi July 1, 2021 


Panzyga Jan. 1, 2011 Teriparatide Mar 1, 2020 


Pegasys Sept. 1, 2015 Tev-Tropin Jan. 1, 2011 


PegIntron Jan. 1, 2011 Tezspire Jan 13, 2022 


PegIntron Redi Pen Sept. 1, 2015 TOBI Jan. 1, 2011 


Pregnyl Jan. 1, 2011 Tremfya July 1, 2021 


Privigen3 Jan. 1, 2011 Triluron July 1, 2021 


Procrit Jan. 1, 2011 Trivisc July 1, 2021 


Prolia3 Jan. 1, 2011 Tymlos Jan. 1, 2011 


Pulmozyme Sept. 1, 2015 Visco-32 Jan. 1, 2011 


Rebetol Jan. 1, 2011 Xeomin3 Sept. 1, 2015 


Rebetron Jan. 1, 2011 Xgeva3 Sept. 1, 2015 


Rebif Jan. 1, 2011 Yuflyma Jan 1, 2024 


Remicade3 Jan. 1, 2011 Zorbtive Jan. 1, 2011 


Repronex Jan. 1, 2011   


RibaPak Jan. 1, 2011   


Ribasphere Jan. 1, 2011   


Ribavirin Jan. 1, 2011   


Footnotes  
1. Does not apply when the medication is administered: in the emergency room; as an inpatient; at a 


surgical day care facility; in an ambulatory surgery center; or through home infusion therapy or 
dialysis. 


2. This medication can be filled at any retail pharmacy. The member doesn’t need to use a retail 
specialty pharmacy in our network for these medications only. 


3. These medications are covered under the pharmacy benefit when filled at an in-network specialty 
pharmacy. However, they may be covered under the medical benefit by a doctor who practices in 
Massachusetts and administered based on the member’s benefits. 


Policy History  
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Date Action 


1/2024 Updated to add Stelara ® IV and Simponi Aria ® to the policy. 


7/2023 Reformatted Policy and Added Sogroya ® to the policy 


1/2023 Updated to add Leqvio ® to the policy. 


1/2022 Updated to add Tezspire to the policy.  


10/2021 Updated to add Skytrofa to the policy. 


7/1/2021 Updated to add 7/1 changes and for maintenance and clean up. 


9/1/2020 Updated to add Kesimpta and Enspryng to the policy. 


3/1/2020 Policy developed based on current process.  


 


To request Prior Authorization using the Massachusetts Standard Form for 


Medication Prior Authorization Requests (eForm), click the link below: 


http://www.bluecrossma.org/medical-policies/sites/g/files/csphws2091/files/acquiadam-
assets/023%20E%20Form%20medication%20prior%20auth%20instruction%20prn.pdf 


 



http://www.bluecrossma.org/medical-policies/sites/g/files/csphws2091/files/acquiadam-assets/023%20E%20Form%20medication%20prior%20auth%20instruction%20prn.pdf

http://www.bluecrossma.org/medical-policies/sites/g/files/csphws2091/files/acquiadam-assets/023%20E%20Form%20medication%20prior%20auth%20instruction%20prn.pdf
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Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association.  


 COVERED PAIN  
 MANAGEMENT
Medication List


For plans that use the:
Blue Cross Blue Shield of Massachusetts Formulary


GET A PERSONALIZED VIEW OF YOUR HEALTH PLAN WITH MYBLUE
MyBlue is your personalized online member account that makes understanding  


and using your health plan simple. You can use MyBlue to:


   SEARCH
Find, understand, and 


use your benefits
Review your  


claims details
Get personalized care 


options that fit your 
unique needs


Look up  
medications


Sign in or create your MyBlue account at bluecrossma.org. 



http://bluecrossma.org
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Covered Alternatives  
to Opioid Medications


Opioids are a class of medications, including OxyContin and Vicodin, that are sometimes prescribed by doctors  
to treat pain. This list identifies covered medications for members who prefer not to use opioids for pain 
management. These alternative medications are often classified as nonsteroidal, anti-inflammatory medications  
and topical analgesics.


This isn’t a complete list of covered medications, and inclusion on this list doesn’t guarantee coverage.1  
You must have a valid prescription from a licensed health provider to receive coverage for these medications.  
Some medications may also be subject to pharmacy management programs, such as step therapy, prior 
authorization, or quality care dosing, or have other coverage requirements. 


NOTE: Some medications on this list may be considered non-covered, including new medications under 
review by Blue Cross. Your doctor may request an exception for a non-covered medication when 
medically necessary.2


1. Not all medications listed are covered by all prescription plans. Check your benefit materials for details. 
2. If approved, you’d pay the highest-tier cost.


For more information about coverage for these medications, sign in to MyBlue at  
bluecrossma.org then go to Medication Lookup Tool under My Medications. 


If you're not a member, you can get more information by visiting bluecrossma.org/medication.


Learn more about your coverage



http://bluecrossma.org

http://bluecrossma.org/medication
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Medication name Not covered Step therapy required


ADAZIN CREAM


AGONEAZE


AMITRIPTYLINE


AMOXAPINE


ANACAINE OINTMENT


ANAFRANIL 


ANAPROX DS 


ANODYNE LPT 


APRIZIO PAK


ARTHROTEC 


CALDOLOR 


CAMBIA 


CAPSFENAC PAK


CAPXIB KIT


CARBAMAZEPINE 


CARBAMAZEPINE ER


CARBATROL ER


CELEBREX 


CELECOXIB


CELONTIN KAPSEAL


CETACAINE ANESTHETIC LIQUID


CETACAINE SPRAY


CLOMIPRAMINE


CLONAZEPAM


CLONAZEPAM ODT


COMFORT PAC-IBUPROFEN KIT


COMFORT PAC-MELOXICAM KIT


COMFORT PAC-NAPROXEN KIT


DAYPRO 


DEPACON 
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Medication name Not covered Step therapy required


DEPAKENE


DEPAKOTE DR


DEPAKOTE DR SPRINKLE 


DEPAKOTE EC


DERMACINRX EMPRICAINE KIT


DERMACINRX PHN PAK


DERMACINRX PRIZOPAK KIT


DERMACINRX ZRM PAK


DERMAZYL KIT


DESIPRAMINE


DIAZEPAM RECTAL GEL


DICLO GEL PAK


DICLO GEL-XRYLIX SHEET KIT


DICLOFENAC EPOLAMINE PATCH


DICLOFENAC POTASSIUM


DICLOFENAC SODIUM DR


DICLOFENAC SODIUM EC


DICLOFENAC SODIUM ER


DICLOFENAC SODIUM GEL


DICLOFENAC TOPICAL SOLUTION


DICLOFENAC-MISOPROSTOL


DICLOPAK KIT


DICLOPR COMBO PACK


DICLOTRAL PAK


DICLOVIX KIT


DICLOZOR KIT


DILANTIN 


DITHOL COMBO PACK


DIVALPROEX DR


DIVALPROEX SODIUM DR
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Medication name Not covered Step therapy required


DOLOTRANZ GEL


DOXEPIN


DUEXIS 


DYLOJECT 


EC-NAPROSYN


EC-NAPROXEN DR


EPITOL


ETHYL CHLORIDE SPRAY


ETODOLAC 


ETODOLAC ER


FELBAMATE


FELBATOL 


FELDENE 10 MG CAPSULE


FELDENE 20 MG CAPSULE


FENOPROFEN


FENORTHO


FLECTOR PATCH


FLEXIPAK KIT


FLURBIPROFEN


GABAPENTIN


GABITRIL


IBU


IBUPROFEN


IMIPRAMINE


IMIPRAMINE PAMOATE


INDOCIN


INDOMETHACIN


INDOMETHACIN ER


INFLAMMA-K KIT


INFLATHERM
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Medication name Not covered Step therapy required


KEPPRA


KEPPRA XR


KETOPROFEN


KETOROLAC


KLOFENSAID II


KLONOPIN


LAMICTAL


LAMICTAL ODT


LAMICTAL XR


LAMOTRIGINE


LAMOTRIGINE ER


LAMOTRIGINE ODT


LEVA SET


LEVETIRACETAM


LEVETIRACETAM ER


LIDOCAINE 5%


LIDOCAINE-PRILOCAINE


LIDODERM


LIDOPAC


LIDOPRIL


LIDOPRIL XR


LIDO-PRILO CAINE PACK


LIDOPURE PATCH


LIDOTREX 


LIDOXIB KIT


LIDTOPIC MAX


LIPROZONEPAK 


LIVIXIL PAK


LMR PLUS KIT


LODINE
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Medication name Not covered Step therapy required


LP LITE PAK 


LYRICA


MAPROTILINE


MECLOFENAMATE


MEDOLOR PAK


MEFENAMIC ACID


MELOXICAM


MENTHO-CAINE KIT


MOBIC


MYSOLINE 50 MG TABLET


NABUMETONE


NALFON


NAPRELAN CR


NAPROSYN


NAPROSYN EC


NAPROXEN


NAPROXEN DR


NAPROXEN EC


NAPROXEN SODIUM


NAPROXEN SODIUM CR


NAPROXEN SODIUM DS


NAPROXEN SODIUM ER


NAYZILAM 


NEURCAINE


NEURONTIN


NORPRAMIN


NORTRIPTYLINE


NUDICLO SOLUPAK


NUDICLO TABPAK


NUVAKAAN KIT
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Medication name Not covered Step therapy required


OXAPROZIN


OXCARBAZEPINE


OXTELLAR XR


PAIN EASE MIST SPRAY


PAINGO KFT 


PAMELOR 


PEGANONE


PENNSAID 


PHENOBARBITAL


PHENYTEK


PHENYTOIN


PHENYTOIN ER


PIROXICAM


PONSTEL


POTIGA


PREGABALIN


PRIKAAN 


PRIKAAN LITE


PRILOLID


PRILOVIX 


PRILOVIX LITE 


PRILOVIX PLUS 


PRILOVIX ULTRALITE 


PRILOVIX ULTRALITE PLUS


PRIMIDONE


PRIZOTRAL


PROFENO


PROTRIPTYLINE 


QMIIZ ODT


QUDEXY XR
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Medication name Not covered Step therapy required


READYSHARP KETOROLAC 


RELADOR PAK 


RELADOR PAK PLUS


RELAFEN DS


ROWEEPRA


ROWEEPRA XR


SMARTRX GABA KIT


SMARTRX GABA-V KIT


SOLUPAK KIT  


SPRAY AND STRETCH SPRAY


SPRITAM


SPRIX NASAL SPRAY


SUBVENITE


SULINDAC


SURMONTIL


SUVICORT


SYNVEXIA TC


TEGRETOL


TEGRETOL XR


TIAGABINE


TIVORBEX


TOFRANIL


TOLMETIN SODIUM


TOPAMAX


TOPAMAX SPRINKLE


TOPIRAMATE


TOPIRAMATE ER


TOPIRAMATE SPRINKLE


TORONOVA SUIK KIT


TORONOVA II SUIK KIT
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Medication name Not covered Step therapy required


TRILEPTAL


TRIMIPRAMINE MALEATE


TRIXYLITRAL


TROKENDI XR


VALPROATE SODIUM


VALPROIC ACID


VAROPHEN


VEXASYN WOUND GEL


VIMOVO DR


VIMPAT


VIVLODEX


VOLTAREN GEL


VOLTAREN-XR 


VOPAC MDS


WPR PLUS KIT


XRYLIDERM


XRYLIX 


ZEYOCAINE 


ZILACAINE PATCH


ZIPSOR


ZONEGRAN 


ZONISAMIDE


ZORVOLEX 
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Proficiency of Language Assistance Services


Translation resources


Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association.  


Translation Resources
Proficiency of Language Assistance Services


Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross  
and Blue Shield Association. © 2019 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
199872M 55-1493 (11/19)


Translation Resources
Proficiency of Language Assistance Services


Spanish/Español: ATENCIÓN: Si habla español, tiene a su disposición servicios gratuitos de asistencia con el idioma. Llame al 
número de Servicio al Cliente que figura en su tarjeta de identificación (TTY: 711).


Portuguese/Português: ATENÇÃO: Se fala português, são-lhe disponibilizados gratuitamente serviços de assistência de idiomas. 
Telefone para os Serviços aos Membros, através do número no seu cartão ID (TTY: 711).


Chinese/简体中文: 注意：如果您讲中文，我们可向您免费提供语言协助服务。请拨打您 ID 卡上的号码联系会员服务部（TTY 
号码：711）。


Haitian Creole/Kreyòl Ayisyen: ATANSYON: Si ou pale kreyòl ayisyen, sèvis asistans nan lang disponib pou ou gratis. Rele 
nimewo Sèvis Manm nan ki sou kat Idantitifkasyon w lan (Sèvis pou Malantandan TTY: 711).


Vietnamese/Tiếng Việt: LƯU Ý: Nếu quý vị nói Tiếng Việt, các dịch vụ hỗ trợ ngôn ngữ được cung cấp cho quý vị miễn phí. Gọi cho 
Dịch vụ Hội viên theo số trên thẻ ID của quý vị (TTY: 711).


Russian/Русский: ВНИМАНИЕ: если Вы говорите по-русски, Вы можете воспользоваться бесплатными услугами переводчика. 
Позвоните в отдел обслуживания клиентов по номеру, указанному в Вашей идентификационной карте (телетайп: 711).


Arabic/ةيبر:
.(711 :”TTY“ جهاز الهاتف النصي للصم والبكم) انتباه: إذا كنت تتحدث اللغة العربية، فتتوفر خدمات المساعدة اللغوية مجاناً بالنسبة لك. اتصل بخدمات الأعضاء على الرقم الموجود على بطاقة هُويتك


Mon-Khmer, Cambodian/ខ្មែរ: ការជូនដំណឹ ង៖ ប្រសិនប្រើអ្នកនិយាយភាសា ខ្មែរ បសវាជំនួយភាសាឥតគិតថ្លៃ 
គឺអាចរកបានសបរា្់រអ្នក។ សូមទូរស័ព្ទបៅខ្្នកបសវាសរាជិកតាមបេ្បៅបេើ្័រណ្ណ សរាគា េ់្ួលៃនរ្រស់អ្នក (TTY: 711)។


French/Français: ATTENTION : si vous parlez français, des services d’assistance linguistique sont disponibles gratuitement. 
Appelez le Service adhérents au numéro indiqué sur votre carte d’assuré (TTY: 711).


Italian/Italiano: ATTENZIONE: se parlate italiano, sono disponibili per voi servizi gratuiti di assistenza linguistica. Chiamate il Servizio 
per i membri al numero riportato sulla vostra scheda identificativa (TTY: 711).


Korean/한국어: 주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 있습니다. 귀하의 ID 카드에 
있는 전화번호(TTY: 711)를 사용하여 회원 서비스에 전화하십시오.


Greek/λληνικά: ΠΡΟΣΟΧΗ: Εάν μιλάτε Ελληνικά, διατίθενται για σας υπηρεσίες γλωσσικής βοήθειας, δωρεάν. Καλέστε την Υπηρεσία 
Εξυπηρέτησης Μελών στον αριθμό της κάρτας μέλους σας  (ID card) (TTY: 771111).


Polish/Polski: UWAGA: Osoby posługujące się językiem polskim mogą bezpłatnie skorzystać z pomocy językowej. Należy zadzwonić do 
Działu obsługi ubezpieczonych pod numer podany na identyfikatorze (TTY: 711).


Hindi/हिदंी: ध्यान दें: ्दद आप दिनददी बोलते िैं, तो भयाषया सिया्तया सेवयाएँ, आप के ललए नन:शुलक उपलब्ध िैं। सदस् सेवयाओं को 
आपके आई.डी. कयाड्ड पर ददए गए नंबर पर कॉल करें (टदी.टदी.वयाई.: 711).


Gujarati/ગુજરાતી: ધ્યાન આપો: જો તમે ગુજરયાતી બોલતયા હો, તો તમને ભયાષયાકી્ સહયા્તયા સેવયાઓ વવનયા મૂલ્ે ઉપલબ્ધ છે. તમયારયા આઈડી કયાડ્ડ પર આપેલયા નંબર 
પર Member Service ને કૉલ કરો (TTY: 711).


Tagalog/Tagalog: PAUNAWA: Kung nagsasalita ka ng wikang Tagalog, mayroon kang magagamit na mga libreng serbisyo para sa 
tulong sa wika. Tawagan ang Mga Serbisyo sa Miyembro sa numerong nasa iyong ID card (TTY: 711).


Japanese/日本語: お知らせ：日本語をお話しになる方は無料の言語アシスタンスサービスをご利用いただけます。IDカードに記
載の電話番号を使用してメンバーサービスまでお電話ください（TTY: 711）。


German/Deutsch: ACHTUNG: Wenn Sie Deutsche sprechen, steht Ihnen kostenlos fremdsprachliche Unterstützung zur 
Verfügung. Rufen Sie den Mitgliederdienst unter der Nummer auf Ihrer ID-Karte an (TTY: 711).


Persian/پارسیان:
اعضا« تماس  بخش »خدمات  با  خود  شناسایی  کارت  روی  بر  مندرج  تلفن  شمار  گیرد. با  می  قرار  شما  اختیار  در  رایگان  صورت  ب  بانی  ز کمک  شما فارسی است، خدمات  بان  ز توج: اگر 


.(TTY: 711) ید بگیر


Lao/ພາສາລາວ: ຂໍ ້ ຄວນໃສ່ໃຈ: ຖ້າເຈົ ້ າເວົ ້ າພາສາລາວໄດ້, ມີ ການບໍ ລິ ການຊ່ວຍເຫຼື ອດ້ານພາສາໃຫ້ທ່ານໂດຍບໍ່ ເສຍຄ່າ. ໂທ ຫາ 
ຝ່າຍບໍ ລິ ການສະ ມາ ຊິ ກທີ່ ໝາຍເລກໂທລະສັບຢູ່ໃນບັດຂອງທ່ານ (TTY: 711).
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Pharmacy Medical Policy 
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Policy Number: 004 
BCBSA Reference Number: N/A 


Related Policies 


• Quality Care Dosing guidelines may apply and can be found in Medical Policy #621B 
 


Prior Authorization Information 
Policy ☒  Prior Authorization 


☒  Step Therapy 


☒  Quantity Limit 


 


Reviewing Department Pharmacy Operations: 
Tel: 1-800-366-7778 
Fax: 1-800-583-6289 


Policy Effective Date 1/2025 


Pharmacy (Rx) or Medical 
(MED) benefit coverage 


☒  Rx 


☐ MED 


To request for coverage: Providers may call, fax, or mail the 
attached form (Formulary Exception/Prior Authorization form) to 
the address below.  


Blue Cross Blue Shield of Massachusetts 
Pharmacy Operations Department 
25 Technology Place 
Hingham, MA 02043  
Tel: 1-800-366-7778 


Fax: 1-800-583-6289 
 


Individual Consideration for the atypical patient: Policy for 
requests that do not meet clinical criteria of this policy, see section 
labeled Individual Consideration  


Policy applies to Commercial Members:  


• Managed Care (HMO and POS),  


• PPO and Indemnity 


• MEDEX with Rx plan 


• Managed Major Medical with Custom BCBSMA 
Formulary 


• Comprehensive Managed Major Medical with 
Custom BCBSMA Formulary 


• Managed Blue for Seniors with Custom 
BCBSMA Formulary 


Policy does NOT apply to: 


• Medicare Advantage  


Summary 


This policy covers prior authorization, step therapy and quantity limit requirements for immune modulating 
drugs for some FDA-approved indications.  


The FDA-approved indications covered in this policy:  


The FDA-approved indications covered in this policy are listed below. You may select a condition by 
clicking on the name or if preferred, by scrolling down the document to the desired indication to see the 
formulary and prior authorization requirements. 


 



https://www.bluecrossma.org/medical-policies/sites/g/files/csphws2091/files/acquiadam-assets/621B%20Quality%20Care%20Dosing%20Guidelines%20Drug%20List%20prn.pdf

https://www.bluecrossma.org/medical-policies/sites/g/files/csphws2091/files/acquiadam-assets/434%20Massachusetts%20Standard%20Form%20for%20Medication%20Prior%20Authorization%20Requests%20prn.pdf
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Non-Preferred – Required to try and fail ONE (1) preferred prior to coverage. 


Note: nothing after a diagnosis in the last column implies 18 years and older whereas an 


example of > 6 YO means greater than or equal to 6 years of age. 


QCD - Quality Care Dosing (quantity limits policy #621B); SPBO – Specialty Pharmacy benefit 


only coverage; PA – Prior Authorization; ST – Step Therapy; NFNC – Non-formulary, Non-


Covered 


 


Drug Drug class Coverage Diag / Topic  


Avsola (infliximab) 


(Remicade Biosimilar) 


TNF Preferred, PA Ankylosing Spondylitis 


Crohn’s Disease > 6 YO 


Psoriasis 


Psoriatic Arthritis 


Rheumatoid Arthritis 


Ulcerative Colitis  > 6 YO 


Cordavis Humira 


(adalimumab) 


(Humira Biosimilar) 


TNF Preferred, PA, QCD, SPBO Ankylosing Spondylitis 


Crohn’s Disease > 6 YO 


Hidradenitis Suppurativa > 12 YO 


Juvenile Idiopathic Arthritis > 2 YO 


Panuveitis / Uveitis > 2 YO 


Psoriasis 


Psoriatic Arthritis 


Rheumatoid Arthritis 


Ulcerative Colitis > 5 YO 


Enbrel (etanercept) TNF Preferred, PA, QCD, SPBO Ankylosing Spondylitis 


Juvenile Idiopathic Arthritis > 2 YO 


Psoriasis > 4 YO 


Psoriatic Arthritis > 2 YO 


Rheumatoid Arthritis 
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Drug Drug class Coverage Diag / Topic 


Hadlima 


(adalimumab) 


(Humira Biosimilar) 


TNF Preferred, PA, QCD Ankylosing Spondylitis 


Crohn’s Disease > 6 YO 


Hidradenitis Suppurativa > 12 YO 


Juvenile Idiopathic Arthritis > 2 YO 


Panuveitis / Uveitis > 2 YO 


Psoriasis 


Psoriatic Arthritis 


Rheumatoid Arthritis 


Ulcerative Colitis > 5 YO 


Humira (adalimumab) TNF Preferred, PA, QCD, SPBO Ankylosing Spondylitis 


Crohn’s Disease > 6 YO 


Hidradenitis Suppurativa > 12 YO 


Juvenile Idiopathic Arthritis > 2 YO 


Panuveitis / Uveitis > 2 YO 


Psoriasis 


Psoriatic Arthritis 


Rheumatoid Arthritis 


Ulcerative Colitis > 5 YO 


Inflectra (infliximab) 


(Remicade Biosimilar) 


TNF Preferred, PA Ankylosing Spondylitis 


Crohn’s Disease > 6 YO 


Psoriasis 


Psoriatic Arthritis 


Rheumatoid Arthritis 


Ulcerative Colitis > 6 YO 
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Drug Drug class Coverage Diag / Topic 


Simlandi 


(adalimumab) 


(Humira Biosimilar) 


TNF Preferred, PA, QCD Ankylosing Spondylitis 


Crohn’s Disease > 6 YO 


Hidradenitis Suppurativa > 12 YO 


Juvenile Idiopathic Arthritis > 2 YO 


Panuveitis / Uveitis > 2 YO 


Psoriasis 


Psoriatic Arthritis 


Rheumatoid Arthritis 


Ulcerative Colitis > 5 YO 


Ilaris (canakinumab) IL1β Preferred, PA, SPBO Cryopyrin-associated Periodic 


Syndromes (CAPs) and Other 


FDA-approved Indications > 4 YO 


Juvenile Idiopathic Arthritis > 2 YO 


(Requires treatment failure with 


TWO (2) drugs on the preferred drug 


list) 


Taltz (ixekizumab) IL17a Preferred, PA, QCD Ankylosing Spondylitis 


Non-radiographic Axial 


Spondylarthritis 


Psoriasis > 6 YO 


Psoriatic Arthritis 


 


 


Skyrizi 


(risankizumab) 


IL23 Preferred, PA, QCD, SPBO Crohn’s Disease 


Psoriasis 


Psoriatic Arthritis 


Ulcerative Colitis 
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Drug Drug class Coverage Diag / Topic 


Tremfya 


(guselkumab) 


IL23 Preferred, PA, QCD, SPBO Psoriasis 


Psoriatic Arthritis 


Ulcerative Colitis 


Stelara 


(ustekinumab) 


IL12/23 Preferred, PA, QCD, SPBO Crohn’s Disease 


Psoriasis > 6 YO 


Psoriatic Arthritis > 6 YO 


Ulcerative Colitis 


Spevigo (spesolimab) IL36 Preferred, PA Generalized Pustular Psoriasis 


(GPP) > 12 YO 


Otezla (apremilast) PDE4 Preferred, PA, QCD Psoriasis > 6 YO 


Psoriatic Arthritis 


Velsipity (etrasimod) S1PR Preferred, PA, QCD, SPBO Ulcerative Colitis 


Adalimumab-aacf 


(Humira Biosimilar) 


TNF Non-Preferred, PA, QCD, 


SPBO 


Ankylosing Spondylitis 


Crohn’s Disease > 6 YO 


Hidradenitis Suppurativa > 12 YO 


Juvenile Idiopathic Arthritis > 2 YO 


Panuveitis / Uveitis > 2 YO 


Psoriasis 


Psoriatic Arthritis 


Rheumatoid Arthritis 


Ulcerative Colitis > 5 YO 


 


 


 


 


 


 


 


 



file://///BOS0105FAP04.BCBSMAMD.NET/PUBLIC/FE/Pharmacy%20Medical%20Policy/In%20Development_Not_Final_Do%20Not%20Use/Work_in_Progress/AAA_For_Paul/Jan_004%20Pharmacy-Immune%20Modulating%20Drugs_SP.docx%23_Prior_Authorization_Criteria_4
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Drug Drug class Coverage Diag / Topic 


Adalimumab-aaty 


(Humira Biosimilar) 


TNF Non-Preferred, PA, QCD, 


SPBO 


Ankylosing Spondylitis 


Crohn’s Disease > 6 YO 


Hidradenitis Suppurativa > 12 YO 


Juvenile Idiopathic Arthritis > 2 YO 


Panuveitis / Uveitis > 2 YO 


Psoriasis 


Psoriatic Arthritis 


Rheumatoid Arthritis 


Ulcerative Colitis > 5 YO 


Adalimumab-adaz 


(Humira Biosimilar) 


TNF Non-Preferred, PA, QCD, 


SPBO 


Ankylosing Spondylitis 


Crohn’s Disease > 6 YO 


Hidradenitis Suppurativa > 12 YO 


Juvenile Idiopathic Arthritis > 2 YO 


Panuveitis / Uveitis > 2 YO 


Psoriasis 


Psoriatic Arthritis 


Rheumatoid Arthritis 


Ulcerative Colitis > 5 YO  


Adalimumab-adbm 


(Humira Biosimilar) 


TNF Non-Preferred, PA, QCD, 


SPBO 


Ankylosing Spondylitis 


Crohn’s Disease > 6 YO 


Hidradenitis Suppurativa > 12 YO 


Juvenile Idiopathic Arthritis > 2 YO 


Panuveitis / Uveitis > 2 YO 


Psoriasis 


Psoriatic Arthritis 


Rheumatoid Arthritis 


Ulcerative Colitis > 5 YO  
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Drug Drug class Coverage Diag / Topic 


Adalimumab-fkjp 


(Humira Biosimilar) 


TNF Non-Preferred, PA, QCD, 


SPBO 


Ankylosing Spondylitis 


Crohn’s Disease > 6 YO 


Hidradenitis Suppurativa > 12 YO 


Juvenile Idiopathic Arthritis > 2 YO 


Panuveitis / Uveitis > 2 YO 


Psoriasis 


Psoriatic Arthritis 


Rheumatoid Arthritis 


Ulcerative Colitis > 5 YO  


Adalimumab-ryvk 


(Humira Biosimilar) 


TNF Non-Preferred, PA, QCD, 


SPBO 


Ankylosing Spondylitis 


Crohn’s Disease > 6 YO 


Hidradenitis Suppurativa > 12 YO 


Juvenile Idiopathic Arthritis > 2 YO 


Panuveitis / Uveitis > 2 YO 


Psoriasis 


Psoriatic Arthritis 


Rheumatoid Arthritis 


Ulcerative Colitis > 5 YO 


Infliximab $ 


(Remicade Biosimilar) 


TNF Non-Preferred, PA 


[$=Must try either ONE (1) 


preferred infliximab] 


Ankylosing Spondylitis 


Crohn’s Disease > 6 YO 


Psoriasis 


Psoriatic Arthritis 


Rheumatoid Arthritis 


Ulcerative Colitis > 6 YO 
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Drug Drug class Coverage Diag / Topic 


Renflexis $ 


(infliximab) 


(Remicade Biosimilar) 


TNF Non-Preferred, PA 


[$=Must try either ONE (1) 


preferred infliximab] 


Ankylosing Spondylitis 


Crohn’s Disease > 6 YO 


Psoriasis 


Psoriatic Arthritis 


Rheumatoid Arthritis 


Ulcerative Colitis > 6 YO 


Zymfentra $ 


(infliximab) 


(Remicade Biosimilar) 


TNF Non-Preferred, PA 


[$=Must try either ONE (1) 


preferred infliximab] 


Ankylosing Spondylitis 


Crohn’s Disease > 6 YO 


Psoriasis 


Psoriatic Arthritis 


Rheumatoid Arthritis 


Ulcerative Colitis > 6 YO 


Rinvoq / LQ^ 


(upadacitinib) 


JAK Non-Preferred, PA, QCD 


(^ = must try a preferred TNF 


blocker prior to coverage) 


Ankylosing Spondylitis 


Crohn’s Disease 


Juvenile Idiopathic Arthritis > 2 YO 


Non-radiographic Axial 


Spondylarthritis 


Psoriatic Arthritis > 2 YO 


Rheumatoid Arthritis 


Ulcerative Colitis 


 


Xeljanz ^ (tofacitinib) JAK Non-Preferred, PA 


(^ = must try a preferred TNF 


blocker prior to coverage) 


Ankylosing Spondylitis 


Juvenile Idiopathic Arthritis > 2 YO 


Psoriatic Arthritis 


Rheumatoid Arthritis 


Ulcerative Colitis 
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Drug Drug class Coverage Diag / Topic 


Xeljanz XR ^ 


(tofacitinib) 


JAK Non-Preferred, PA, QCD 


(^ = must try a preferred TNF 


blocker prior to coverage) 


Ankylosing Spondylitis 


Juvenile Idiopathic Arthritis > 2 YO 


Psoriatic Arthritis 


Rheumatoid Arthritis 


Ulcerative Colitis 


Kevzara (sarilumab) IL6 Non-Preferred, PA, QCD, 


SPBO 


Juvenile Idiopathic Arthritis 63kG+ 


Rheumatoid Arthritis 


Tofidence 


(tocilizumab) 


(Actemra Biosimilar) 


IL6 Non-Preferred, PA Juvenile Idiopathic Arthritis > 2 YO 


Rheumatoid Arthritis 


Tyenne (tocilizumab) 


(Actemra Biosimilar) 


IL6 Non-Preferred, PA Juvenile Idiopathic Arthritis > 2 YO 


Rheumatoid Arthritis 


Sotyktu 


(deucravacitinib) 


TYK2 Non-Preferred, PA, QCD Psoriasis 


Abrilada 


(adalimumab) 


(Humira Biosimilar) 


TNF NFNC, PA, QCD, SPBO Ankylosing Spondylitis 


Crohn’s Disease > 6 YO 


Hidradenitis Suppurativa > 12 YO 


Juvenile Idiopathic Arthritis > 2 YO 


Panuveitis / Uveitis > 2 YO 


(Required to try and fail ONE (1) preferred 


prior to coverage.) 


Psoriasis 


Psoriatic Arthritis 


Rheumatoid Arthritis 


Ulcerative Colitis > 5 YO 
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Drug Drug class Coverage Diag / Topic 


Amjevita 


(adalimumab) 


(Humira Biosimilar) 


TNF NFNC, PA, QCD, SPBO Ankylosing Spondylitis 


Crohn’s Disease > 6 YO 


Hidradenitis Suppurativa > 12 YO 


Juvenile Idiopathic Arthritis > 2 YO 


Panuveitis / Uveitis > 2 YO 


(Required to try and fail ONE (1) preferred 


prior to coverage.) 


Psoriasis 


Psoriatic Arthritis 


Rheumatoid Arthritis 


Ulcerative Colitis > 5 YO 


Cimzia (certolizumab) TNF NFNC, PA, QCD, SPBO Ankylosing Spondylitis 


Crohn’s Disease 


Non-radiographic Axial 


Spondylarthritis (Required to try and 


fail ONE (1) preferred prior to coverage.) 


Psoriasis 


Psoriatic Arthritis 


Rheumatoid Arthritis 


Cyltezo 


(adalimumab) 


(Humira Biosimilar) 


TNF NFNC, PA, QCD, SPBO Ankylosing Spondylitis 


Crohn’s Disease > 6 YO 


Hidradenitis Suppurativa > 12 YO 


Juvenile Idiopathic Arthritis > 2 YO 


Panuveitis / Uveitis > 2 YO 


(Required to try and fail ONE (1) preferred 


prior to coverage.) 


Psoriasis 


Psoriatic Arthritis 


Rheumatoid Arthritis 


Ulcerative Colitis > 5 YO 
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Drug Drug class Coverage Diag / Topic 


Hulio (adalimumab) 


(Humira Biosimilar) 


TNF NFNC, PA, QCD, SPBO Ankylosing Spondylitis 


Crohn’s Disease > 6 YO 


Hidradenitis Suppurativa > 12 YO 


Juvenile Idiopathic Arthritis > 2 YO 


Panuveitis / Uveitis > 2 YO 


(Required to try and fail ONE (1) preferred 


prior to coverage.) 


Psoriasis 


Psoriatic Arthritis 


Rheumatoid Arthritis 


Ulcerative Colitis > 5 YO 


Hyrimoz 


(adalimumab) 


(Humira Biosimilar) 


TNF NFNC, PA, QCD, SPBO Ankylosing Spondylitis 


Crohn’s Disease > 6 YO 


Hidradenitis Suppurativa > 12 YO 


Juvenile Idiopathic Arthritis > 2 YO 


Panuveitis / Uveitis > 2 YO 


(Required to try and fail ONE (1) preferred 


prior to coverage.) 


Psoriasis 


Psoriatic Arthritis 


Rheumatoid Arthritis 


Ulcerative Colitis > 5 YO 
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Drug Drug class Coverage Diag / Topic 


Idacio (adalimumab) 


(Humira Biosimilar) 


TNF NFNC, PA, QCD, SPBO Ankylosing Spondylitis 


Crohn’s Disease > 6 YO 


Hidradenitis Suppurativa > 12 YO 


Juvenile Idiopathic Arthritis > 2 YO 


Panuveitis / Uveitis > 2 YO 


(Required to try and fail ONE (1) preferred 


prior to coverage.) 


Psoriasis 


Psoriatic Arthritis 


Rheumatoid Arthritis 


Ulcerative Colitis > 5 YO 


Remicade $ 


(infliximab) 


(Remicade Biosimilar) 


TNF NFNC, PA, QCD, SPBO 


[$=Must try either TWO (2) 


preferred infliximabs] 


Ankylosing Spondylitis 


Crohn’s Disease > 6 YO 


Psoriasis 


Psoriatic Arthritis 


Rheumatoid Arthritis 


Ulcerative Colitis > 6 YO 


Simponi / Aria 


(golimumab) 


TNF NFNC, PA, QCD, SPBO 


 


Ankylosing Spondylitis 


Juvenile Idiopathic Arthritis > 2 YO 


(Aria) 


Psoriatic Arthritis > 2 YO (Aria) 


Rheumatoid Arthritis 


Ulcerative Colitis 
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Drug Drug class Coverage Diag / Topic 


Yuflyma 


(adalimumab) 


(Humira Biosimilar) 


TNF NFNC, PA, QCD, SPBO Ankylosing Spondylitis 


Crohn’s Disease > 6 YO 


Hidradenitis Suppurativa > 12 YO 


Juvenile Idiopathic Arthritis > 2 YO 


Panuveitis / Uveitis > 2 YO 


(Required to try and fail ONE (1) preferred 


prior to coverage.) 


Psoriasis 


Psoriatic Arthritis 


Rheumatoid Arthritis 


Ulcerative Colitis > 5 YO 


Yusimry 


(adalimumab) 


(Humira Biosimilar) 


TNF NFNC, PA, QCD Ankylosing Spondylitis 


Crohn’s Disease > 6 YO 


Hidradenitis Suppurativa > 12 YO 


Juvenile Idiopathic Arthritis > 2 YO 


Panuveitis / Uveitis > 2 YO 


(Required to try and fail ONE (1) preferred 


prior to coverage.) 


Psoriasis 


Psoriatic Arthritis 


Rheumatoid Arthritis 


Ulcerative Colitis > 5 YO 


Olumiant (baricitinib) JAK NFNC, PA, QCD Rheumatoid Arthritis 


Kineret (anakinra) IL1  NFNC, PA, QCD, SPBO Cryopyrin-associated Periodic 


Syndromes (CAPs) and Other 


FDA-approved Indications > 2 YO 


Rheumatoid Arthritis 


Actemra 


(tocilizumab) 


IL6 NFNC, PA, QCD, SPBO Juvenile Idiopathic Arthritis > 2 YO 


Rheumatoid Arthritis 
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Drug Drug class Coverage Diag / Topic 


Cosentyx 


(secukinumab) 


IL17a NFNC, PA, QCD, SPBO Ankylosing Spondylitis 


Enthesitis-Related Arthritis > 4 


YO (Requires Diag only) 


Hidradenitis Suppurativa > 18 YO 


Non-radiographic Axial 


Spondylarthritis (Required to try and 


fail ONE (1) preferred prior to 


coverage) 


Psoriasis > 6 YO 


Psoriatic Arthritis > 2 YO 


Bimzelx 


(bimekizumab) 


IL17a & f NFNC, PA, QCD, SPBO Ankylosing Spondylitis 


Non-radiographic Axial 


Spondylarthritis (Required to try and 


fail ONE (1) preferred prior to 


coverage) 


Psoriasis 


Psoriatic Arthritis 


Siliq (brodalumab) IL17RA NFNC, PA, QCD, SPBO Psoriasis 


Ilumya 


(tildrakizumab) 


IL23 NFNC, PA, QCD, SPBO Psoriasis 


Omvoh (mirikizumab) IL23 NFNC, PA, QCD, SPBO Ulcerative Colitis 


 


 


Orencia (abatacept) T cell 


costimulation 


modulator 


NFNC, PA, QCD Juvenile Idiopathic Arthritis > 2 YO 


Prophylaxis for Acute Graft versus 


Host Disease > 2 YO (Requires 


diagnosis only) 


Psoriatic Arthritis > 2 YO 


Rheumatoid Arthritis 
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Drug Drug class Coverage Diag / Topic 


Zeposia (ozanimod) S1PR NF, PA 


Non- formulary and requires TWO 


(2) preferred prior to coverage 


Ulcerative Colitis 


(This table is reproduced at the Top and Bottom of the table) 


Non-Preferred – Required to try and fail ONE (1) preferred prior to coverage. 


Note: nothing after a diagnosis in the last column implies 18 years and older whereas an example of > 


6 YO means greater than or equal to 6 years of age. 


QCD - Quality Care Dosing (quantity limits policy #621B); SPBO – Specialty Pharmacy benefit only 


coverage; PA – Prior Authorization; ST – Step Therapy; NFNC – Non-formulary, Non-Covered 


 


 


 


Rheumatology Subsection Index with Preferred drug names included 


Ankylosing Spondylitis 


(Avsola, Cordavis Humira, 
Enbrel, Hadlima, Humira, 
Inflectra, Simlandi, & Taltz) 


Panuveitis / Uveitis 


(Cordavis Humira, 
Hadlima, Humira, & 
Simlandi) 


Cryopyrin-associated Periodic 
Syndromes (CAPs) and Other 
FDA-approved Indications 


(Ilaris) 


Psoriatic Arthritis 


Avsola, Cordavis Humira, 
Enbrel, Hadlima, Humira, 
Inflectra, Simlandi, Taltz, 
Skyrizi, Tremfya, & 
Otezla) 


Juvenile Idiopathic Arthritis 


(Cordavis Humira, Enbrel, 
Hadlima, Humira, & Simlandi) 


Rheumatoid Arthritis 


Avsola, Cordavis Humira, 
Enbrel, Hadlima, Humira, 
Inflectra, & Simlandi) 


Non-radiographic Axial 


Spondylarthritis  (Taltz) 
 


 


Dermatology Subsection Index with Preferred drug names included 


Generalized Pustular Psoriasis 


(GPP)  (Spevigo) 


Hidradenitis Suppurativa 


(Cordavis Humira, Hadlima, 
Humira, & Simlandi) 


Psoriasis 
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(Avsola, Cordavis Humira, 
Enbrel, Hadlima, Humira, 
Inflectra, Simlandi, Taltz, Skyrizi, 
Tremfya, Stelara & Otezla) 


 


 


GI Subsection Index with Preferred drug names included 


Crohn’s Disease 
(Avsola, Cordavis Humira, 
Hadlima, Humira, Inflectra, 
Simlandi, Skyrizi, & Stelara) 


Ulcerative Colitis 


(Avsola, Cordavis Humira, 
Hadlima, Humira, Inflectra, 
Simlandi, Skyrizi, Stelara & 
Tremfya 


 


Policy 


Rheumatology Subsection  


Ankylosing Spondylitis 


Length of Approval 12 months 


Formulary Status All requests must meet the preferred/non-preferred drug sequence and prior 
authorization requirements. For non-covered or non-formulary medications, the 
member must also have had a previous treatment failure with, or contraindication to, at 
least two covered formulary alternatives when available. See section on individual 
consideration for more information if you require an exception to any of these criteria 
requirements for an atypical patient.  


Member cost share 
consideration 


A higher non-preferred cost share may be applied if an exception request is approved 
for coverage of a non-preferred or a non-formulary/non-covered drug. 


Prior Authorization Requirements for Ankylosing Spondylitis 


Preferred drugs listed on the drug coverage table for ankylosing spondylitis, may be considered 


MEDICALLY NECESSARY and may be covered when ALL of the following criteria are met:  


1. A documented diagnosis of active ankylosing spondylitis, AND 


2. Age according to FDA approval, AND 


3. The drug is prescribed by a board-certified or board eligible rheumatologist, AND 


4. Treatment failure with, or contraindication to, one prescription NSAID OR Previous use and 


failure or clinical rationale for not using the preferred medication for ankylosing spondylitis, 


AND 


5. Documented Dose and Frequency must be submitted and must be within the FDA approved   


Dosing and Frequency%, AND 



https://www.bluecrossma.org/medical-policies/sites/g/files/csphws2091/files/acquiadam-assets/Definition%20of%20Med%20Nec%20Inv%20Not%20Med%20Nec%20prn.pdf#page=1
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6. For a Non-Preferred Drug or Non-Formulary, Non-Covered, there has been previous use 


of preferred drugs and failure or clinical rationale for not using the preferred medication for 


Ankylosing Spondylitis (see table above for preferred drug failure requirements) 


% - this criterion is only for Infliximab class.  


 
Return to condition list 


Ilaris for Cryopyrin-Associated Periodic Syndromes (CAPS) and Other FDA-approved 


Indications 


Length of Approval 12 months 


Formulary Status All requests must meet the preferred/non-preferred drug sequence and prior 
authorization requirements. For non-covered or non-formulary medications, the 
member must also have had a previous treatment failure with, or contraindication to, at 
least two covered formulary alternatives when available. See section on individual 
consideration for more information if you require an exception to any of these criteria 
requirements for an atypical patient.  


Member cost share 
consideration 


A higher non-preferred cost share may be applied if an exception request is approved 
for coverage of a non-preferred or a non-formulary/non-covered drug. 


Prior Authorization Requirements 


Preferred drugs on the drug table for CAPs may be considered MEDICALLY NECESSARY and 


may be covered when ALL of the following criteria are met:  


1. A documented diagnosis of: 


a. Cryopyrin-associated periodic syndrome (CAPS) which includes 


Familial Cold Autoinflammatory Syndrome (FCAS), Muckle-Wells 


Syndrome (MWS), and Neonatal-Onset Multisystem Inflammatory 


Disorder (NOMID, aka Chronic Infantile Neurologic Cutaneous & 


Articular Syndrome [CINCAS], OR 


b. Other FDA-approved indication for Ilaris (Gout, FMF, MKD, 


TRAPS, and HIDS), AND 


2. The drug is prescribed by a board-certified or board-eligible rheumatologist or dermatologist, 
AND 


3. For a Non-Preferred Drug, there has been previous use of preferred drugs and failure or 


clinical rationale for not using the preferred medication for CAPs (see drug coverage table 


for preferred drug failure requirements) 


 
Return to condition list 


Juvenile Idiopathic Arthritis (JIA) 


Length of Approval 12 months 


Formulary Status All requests must meet the preferred/non-preferred drug sequence and prior 
authorization requirements. For non-covered or non-formulary medications, the 
member must also have had a previous treatment failure with, or contraindication to, at 
least two covered formulary alternatives when available. See section on individual 
consideration for more information if you require an exception to any of these criteria 
requirements for an atypical patient.  
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Member cost share 
consideration 


A higher non-preferred cost share may be applied if an exception request is approved 
for coverage of a non-preferred or a non-formulary/non-covered drug. 


Prior Authorization Criteria for Juvenile Idiopathic Arthritis (JIA) 


Preferred drugs on the drug coverage table for JIA, may be considered MEDICALLY 


NECESSARY and may be covered when ALL of the following criteria are met: 


1. A documented diagnosis of moderate to severely active JIA, AND 


2. Age according to FDA approval 


AND 


3. The drug is prescribed by a board-certified or board-eligible rheumatologist, AND 


4. Documented Dose and Frequency must be submitted and must be within the FDA approved   
Dosing and Frequency%%, AND 


5. For a Formulary Non-Preferred Drugs or Non-Formulary, Non-Covered, there has been 


previous use of preferred drugs and failure or clinical rationale for not using the preferred 


medication for JIA (see drug table for JIA below for preferred drug failure requirements) 


%% - this criterion is only for Actemra (including Biosimilars) and Orencia.  


Return to condition list 


Non-radiographic Axial Spondylarthritis 


Length of Approval 
12 months 


Formulary Status All requests must meet the preferred/non-preferred drug sequence and prior 
authorization requirements. For non-covered or non-formulary medications, the 
member must also have had a previous treatment failure with, or contraindication to, at 
least two covered formulary alternatives when available. See section on individual 
consideration for more information if you require an exception to any of these criteria 
requirements for an atypical patient.  


Member cost share 
consideration 


A higher non-preferred cost share may be applied if an exception request is approved 
for coverage of a non-preferred or a non-formulary/non-covered drug. 


Prior Authorization Criteria for Non-radiographic Axial Spondylarthritis 


Preferred drugs the drug table for Non-radiographic Axial Spondylarthritis may be considered 


MEDICALLY NECESSARY and may be covered for the treatment when ALL of the following 


criteria are met: 


1. A documented diagnosis of non-radiographic axial spondylarthritis, AND 


2. Age according to FDA approval, AND 


3. The drug is prescribed by a board-certified or board-eligible rheumatologist, AND 


4. Treatment failure or contraindication to a prescription NSAID OR Previous use and failure or 
clinical rationale for not using the preferred medication for non-radiographic axial 
spondylarthritis, AND 


5. For a Non-Preferred Drug, there has been previous use of preferred drugs and failure or 


clinical rationale for not using the preferred medication for NAS (see drug coverage table for 


NAS for preferred drug failure requirements) 


Return to condition list 


 



https://www.bluecrossma.org/medical-policies/sites/g/files/csphws2091/files/acquiadam-assets/Definition%20of%20Med%20Nec%20Inv%20Not%20Med%20Nec%20prn.pdf#page=1

file://///bisln02e.cifs.bcbsma.com/home/pbraza01/HMM/Pharmacy%20Policy%20Updates/004_Immunomudulators/004%20Immune%20Modulating%20Drugs%20prn%20(28).docx%23_Individual_Consideration_(for

file://///bisln02e.cifs.bcbsma.com/home/pbraza01/HMM/Pharmacy%20Policy%20Updates/004_Immunomudulators/004%20Immune%20Modulating%20Drugs%20prn%20(28).docx%23_Individual_Consideration_(for

https://www.bluecrossma.org/medical-policies/sites/g/files/csphws2091/files/acquiadam-assets/Definition%20of%20Med%20Nec%20Inv%20Not%20Med%20Nec%20prn.pdf#page=1





19 
 


Panuveitis/Uveitis 


Length of Approval 12 months 


Formulary Status All requests must meet the preferred/non-preferred drug sequence and prior 
authorization requirements. For non-covered or non-formulary medications, the 
member must also have had a previous treatment failure with, or contraindication to, at 
least two covered formulary alternatives when available. See section on individual 
consideration for more information if you require an exception to any of these criteria 
requirements for an atypical patient.  


Member cost share 
consideration 


A higher non-preferred cost share may be applied if an exception request is approved 
for coverage of a non-preferred or a non-formulary/non-covered drug. 


Prior Authorization Criteria for Panuveitis / Uveitis 


Preferred drugs listed on the drug coverage table for Panuveitis/Uveitis may be considered 


MEDICALLY NECESSARY and may be covered when ALL of the following criteria are met: 


1. A documented diagnosis of non-infectious intermediate, posterior Uveitis or Panuveitis, AND 


2. Age according to FDA approval, AND 


Documentation of one (1) of the following: 


a. Topical Corticosteroids, OR 


b. Topical Cycloplegics, OR 


c. History of preferred drugs for Panuveitis / Uveitis, OR 


d. Severe disease with profoundly limited vision or risk of significant vision loss, including 
those with macular edema, OR. 


e. Bilateral posterior uveitis, OR 


f. Comorbid glaucoma precluding the use of local glucocorticoid injections, OR 


g. Certain systemic diseases including Behçet syndrome and serpiginous choroiditis 
 


3. For a Formulary Non-Preferred Drugs or Non-Formulary, Non-Covered, there has been 
previous use of preferred drugs and failure or clinical rationale for not using the preferred 
medication for Panuveitis /Uveitis (see drug table for Panuveitis / Uveitis above for preferred 
drug failure requirements) 


 


Return to condition list 


Psoriatic Arthritis 


Length of Approval 12 months 


Formulary Status All requests must meet the preferred/non-preferred drug sequence and prior 
authorization requirements. For non-covered or non-formulary medications, the 
member must also have had a previous treatment failure with, or contraindication to, at 
least two covered formulary alternatives when available. See section on individual 
consideration for more information if you require an exception to any of these criteria 
requirements for an atypical patient.  


Member cost share 
consideration 


A higher non-preferred cost share may be applied if an exception request is approved 
for coverage of a non-preferred or a non-formulary/non-covered drug. 
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Prior Authorization Criteria for Psoriatic Arthritis 


Preferred drugs listed on the drug coverage table for psoriatic arthritis may be considered 


MEDICALLY NECESSARY and may be covered when ALL of the following criteria are met: 


1. A documented diagnosis of active Psoriatic Arthritis, AND 


2. Age according to FDA approval 


3. Treatment failure with or contraindication to one oral or injectable DMARD OR Previous use of 
one of the preferred medications for psoriatic arthritis in the table, AND 


4. The drug is prescribed by a board-certified or board-eligible rheumatologist, AND 


5. Documented Dose and Frequency must be submitted and must be within the FDA approved   
Dosing and Frequency%%, AND 


6. For a Formulary Non-Preferred Drugs or Non-Formulary, Non-Covered, there has been 


previous use of preferred drugs and failure or clinical rationale for not using the preferred 


medication for Psoriatic Arthritis 


%% - this criterion is only for the Infliximab class and Orencia.   


 


Return to condition list 


 


Rheumatoid Arthritis 


Length of Approval 12 months 


Formulary Status All requests must meet the preferred/non-preferred drug sequence and prior 
authorization requirements. For non-covered or non-formulary medications, the 
member must also have had a previous treatment failure with, or contraindication to, at 
least two covered formulary alternatives when available. See section on individual 
consideration for more information if you require an exception to any of these criteria 
requirements for an atypical patient.  


Member cost share 
consideration 


A higher non-preferred cost share may be applied if an exception request is approved 
for coverage of a non-preferred or a non-formulary/non-covered drug. 


Prior Authorization Requirements for Rheumatoid Arthritis 


Preferred drugs on the drug coverage table for rheumatoid arthritis may be considered 


MEDICALLY NECESSARY and may be covered when ALL of the following criteria are met:  


1. A documented diagnosis of moderate to severely active rheumatoid arthritis, AND 


2. Age ≥ 18 years, AND 


3. The drug is prescribed by a board-certified or board eligible rheumatologist, AND 


4. Treatment failure with or contraindication to one conventional DMARD (azathioprine, 


cyclophosphamide, cyclosporin, hydroxychloroquine, leflunomide, methotrexate, 


mycophenolate, sulfasalazine,) OR Previous use of one of the preferred medications for 


rheumatoid arthritis in the table, AND 


5. Documented Dose and Frequency must be submitted and must be within the FDA approved   


Dosing and Frequency%%%, AND 
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6. For a Formulary Non-Preferred Drugs or Non-Formulary, Non-Covered, there has been 


previous treatment failure with a preferred drug (see drug coverage table for RA below for 


preferred drug failure requirements) 


%%% - this criterion is only for the Infliximab class, Actemra (including Biosimilars) and Orencia. 


Return to condition list 
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Dermatology Subsection 


Generalized Pustular Psoriasis (GPP) 


Length of Approval 3 months 


Formulary Status All requests must meet the preferred/non-preferred drug sequence and prior 
authorization requirements. For non-covered or non-formulary medications, the 
member must also have had a previous treatment failure with, or contraindication to, at 
least two covered formulary alternatives when available. See section on individual 
consideration for more information if you require an exception to any of these criteria 
requirements for an atypical patient.  


Member cost share 
consideration 


A higher non-preferred cost share may be applied if an exception request is approved 
for coverage of a non-preferred or a non-formulary/non-covered drug. 


Prior Authorization Criteria for Generalized Pustular Psoriasis (GPP) 


Preferred drugs listed on the drug coverage table for GPP, may be considered MEDICALLY 


NECESSARY  and may be covered when ALL of the following criteria are met: 


1. A documented diagnosis of Generalized Pustular Psoriasis, AND 


2. Age according to FDA approval, AND 


3. For a Formulary Non-Preferred Drugs or Non-Formulary, Non-Covered, there has been 


previous use of preferred drugs and failure or clinical rationale for not using the preferred 


medication for GPP (see drug table above for preferred drug failure requirements) 


 


Return to condition list 


Hidradenitis Suppurativa 


Length of Approval 12 months 


Formulary Status All requests must meet the preferred/non-preferred drug sequence and prior 
authorization requirements. For non-covered or non-formulary medications, the 
member must also have had a previous treatment failure with, or contraindication to, at 
least two covered formulary alternatives when available. See section on individual 
consideration for more information if you require an exception to any of these criteria 
requirements for an atypical patient.  


Member cost share 
consideration 


A higher non-preferred cost share may be applied if an exception request is approved 
for coverage of a non-preferred or a non-formulary/non-covered drug. 


Prior Authorization Criteria for Hidradenitis Suppurativa 


Preferred drugs listed on the drug coverage table for hidradenitis suppurativa may be considered 


MEDICALLY NECESSARY and may be covered when ALL of the following criteria are met: 


1. A documented diagnosis of moderate to severe hidradenitis suppurativa, AND 


2. Age according to FDA approval. 


Return to condition list 
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Psoriasis 


Length of Approval 12 months 


Formulary Status All requests must meet the preferred/non-preferred drug sequence and prior 
authorization requirements. For non-covered or non-formulary medications, the 
member must also have had a previous treatment failure with, or contraindication to, at 
least two covered formulary alternatives when available. See section on individual 
consideration for more information if you require an exception to any of these criteria 
requirements for an atypical patient.  


Member cost share 
consideration 


A higher non-preferred cost share may be applied if an exception request is approved 
for coverage of a non-preferred or a non-formulary/non-covered drug. 


Prior Authorization Criteria for Psoriasis 


Preferred drugs on the drug coverage table for psoriasis may be considered MEDICALLY 


NECESSARY and covered when ALL of the following criteria are met: 


1. A documented diagnosis of moderate-severe chronic plaque psoriasis, AND 


2. Age according to FDA approval, AND 


3. The drug is prescribed by a board-certified or board-eligible dermatologist, AND 


4. Treatment failure with or contraindication to systemic therapy for Psoriasis (Methotrexate, 
Azathioprine, Acitretin, Tacrolimus, Cyclosporine, Mycophenolate, 6-thioguanine, Sulfasalazine, 
Hydroxyurea, Propylthiouracil, Narrow-band UVB, Oral methoxsalen) OR Previous use and 
failure or clinical rationale for not using the preferred medication for psoriasis, AND 


5. Documented Dose and Frequency must be submitted and must be within the FDA approved   
Dosing and Frequency%, AND 


6. For a Formulary Non-Preferred Drugs or Non-Formulary, Non-Covered, there has been 


previous use of preferred drugs and failure or clinical rationale for not using the preferred 


medication for Psoriasis (see drug table below for requirements and exceptions) 


% - this criterion is only for the Infliximab class. 


Return to condition list 
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GI Subsection 


Crohn’s Disease 


Length of Approval 12 months 


Formulary Status All requests must meet the preferred/non-preferred drug sequence and prior 
authorization requirements. For non-covered or non-formulary medications, the 
member must also have had a previous treatment failure with, or contraindication to, at 
least two covered formulary alternatives when available. See section on individual 
consideration for more information if you require an exception to any of these criteria 
requirements for an atypical patient.  


Member cost share 
consideration 


A higher non-preferred cost share may be applied if an exception request is approved 
for coverage of a non-preferred or a non-formulary/non-covered drug. 


Prior Authorization Criteria for Crohn’s Disease 


Preferred drugs listed on the drug coverage table for Crohn's Disease, may be considered 


MEDICALLY NECESSARY and may be covered when ALL of the following criteria are met: 


1. A documented diagnosis of moderate to severe Crohn’s Disease, AND 


2. Age according to FDA approval, AND 


3. The drug is prescribed by a board-certified or eligible gastroenterologist, AND 


4. Not receiving in combination with any of the following:  


a. Potent Immunosuppressives (JAK inhibitors, TNF inhibitors, IL-1 inhibitor, IL-6 inhibitor, 
any other applicable categories), OR 


b. Integrin inhibitors (Vedolizumab, Natalizumab), AND 


5. Documented Dose and Frequency must be submitted and must be within the FDA approved   
Dosing and Frequency%, AND 


6. For a Formulary Non-Preferred Drugs or Non-Formulary, Non-Covered, there has been 


previous use of preferred drugs and failure or clinical rationale for not using the preferred 


medication for Crohn’s Disease (see the drug table above for preferred drug failure 


requirements) 


% - this criterion is only for Infliximab class. 


Return to condition list 


Ulcerative Colitis 


Length of Approval 12 months 


Formulary Status All requests must meet the preferred/non-preferred drug sequence and prior 
authorization requirements. For non-covered or non-formulary medications, the 
member must also have had a previous treatment failure with, or contraindication to, at 
least two covered formulary alternatives when available. See section on individual 
consideration for more information if you require an exception to any of these criteria 
requirements for an atypical patient.  


Member cost share 
consideration 


A higher non-preferred cost share may be applied if an exception request is approved 
for coverage of a non-preferred or a non-formulary/non-covered drug. 
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Prior Authorization Criteria for Ulcerative Colitis (UC) 


Preferred drugs on the drug coverage table for UC, may be considered MEDICALLY 


NECESSARY and may be covered when ALL of the following criteria are met: 


1. A documented diagnosis of moderate to severe Ulcerative Colitis, AND 


2. Age according to FDA approval, AND 


3. The drug is prescribed by a board-certified or eligible gastroenterologist, AND 


4. Documented history of failure, contraindication, or intolerance to at least one of the following 
therapies: 


a. Tumor necrosis factor (TNF) blocker (adalimumab, certolizumab, etanercept, infliximab or 
golimumab), OR 


b. DMARD (azathioprine, cyclophosphamide, cyclosporin, hydroxychloroquine, leflunomide, 
methotrexate, mycophenolate, sulfasalazine), OR 


c. Systemic Corticosteroid(s), OR 


d. Documented history of previous use and failure or clinical rationale for not using the 
preferred medication for ulcerative colitis.  


       AND 


5. Documented Dose and Frequency must be submitted and must be within the FDA approved   
Dosing and Frequency%, AND 


6. Not receiving in combination with any of the following: 


a. Potent Immunosuppressives (JAK inhibitors, TNF inhibitors, IL-1 inhibitor, IL-6 inhibitor, 
any other applicable categories), OR 


b. Integrin inhibitors (Vedolizumab, Natalizumab), AND 


7. For a Formulary Non-Preferred Drugs^ or Non-Formulary, Non-Covered Drugs, there has 


been previous use of preferred drugs and failure or clinical rationale for not using the 


preferred medication for UC.    


% - this criterion is only for the Infliximab class.   


^ -- must try a preferred TNF blockers prior to coverage. 


Return to condition list 


 


Provider Documentation Requirements  


Documentation from the provider to support a reason preventing trial of formulary alternative(s) must 
include the name and strength of alternatives tried and failed (if alternatives were tried, including dates if 
available) and specifics regarding the treatment failure. Documentation to support clinical basis 
preventing switch to formulary alternative should also provide specifics around clinical reason.  


Individual Consideration (For Atypical Patients) 


Our medical policies are written for most people with a given condition. Each policy is based on peer 
reviewed clinical evidence. We also take into consideration the needs of atypical patient populations and 
diagnoses.  


If the coverage criteria outlined is unlikely to be clinically effective for the prescribed purpose, the health 
care provider may request an exception to cover the requested medication based on an individual’s 
unique clinical circumstances. This is also referred to as “individual consideration” or an “exception 
request.”  
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Some reasons why you may need us to make an exception include: therapeutic contraindications; history 
of adverse effects; expected to be ineffective or likely to cause harm (physical, mental, or adverse 
reaction).  


To facilitate a thorough and prompt review of an exception request, we encourage the provider to include 
additional supporting clinical documentation with their request. This may include: 


• Clinical notes or supporting clinical statements; 


• The name and strength of formulary alternatives tried and failed (if alternatives were tried) and 
specifics regarding the treatment failure, if applicable; 


• Clinical literature from reputable peer reviewed journals. 


• References from nationally recognized and approved drug compendia such as American Hospital 
Formulary Service® Drug Information (AHFS-DI), Lexi-Drug, Clinical Pharmacology, Micromedex 
or Drugdex ®; and 


• References from consensus documents and/or nationally sanctioned guidelines. 


 


Providers may call, fax or mail relevant clinical information, including clinical references for individual 
patient consideration, to: 
 
Blue Cross Blue Shield of Massachusetts 
Pharmacy Operations Department 
25 Technology Place 
Hingham, MA 02043  
Phone: 1-800-366-7778 
Fax: 1-800-583-6289 
 


We may also use prescription claims records to establish prior use of formulary 
alternatives or to show if step therapy criteria has been met. We will require the provider 
to share additional information when prescription claims data is either not available or 
the medication fill history fails to establish use of preferred formulary medications or that 
step therapy criteria has been met.  


 


Policy History 
Date Action 


1/2025 Updated to add Tremfya’s new indication add FDA ages into the criteria and drug table and 
add Adalimumab-aacf to the policy as Non-Preferred. 


11/2024 Reformatted Drug table and added Velsipity to preferred. 


8/2024 Updated Spevigo change in age indication and Otezla’s age in Psoriasis section, to add 
Zymfentra to the policy as non-preferred in Remicade table, to add Adalimumab-aaty & 
Adalimumab-ryvk to the non-preferred section, to add Tofidence & Tyenne to the non-
preferred section, and to Clarify coverage for JAK inhibitors and include Rinvoq new liquid 
plus its JIA indication along with Kevzara’s JIA indication. 


5/2024 Updated to include Simlandi and Cordavis Humira to the policy. 


4/2024 Updated to make Remicade and Amjevita non preferred and clarified age requirements for 
non-preferred drugs and covered indications of CAPs. 


3/2024 Updated Dose and Frequency requirements to coincide with Medical claim edits and to add 
Omvoh, Bimzelx, and Velsipity to the policy as non-preferred. 


1/2024 Updated to add Humira (adalimumab) biosimilars to the policy and to add new indication for 


Cosentyx. 
12/2023 Reformatted policy. Updated IC to align with 118E MGL § 51A. Updated criteria for 


Ulcerative Colitis and Crohn’s Disease. Updated policy format 
9/2023 Updated to add new Rinvoq UC indication to the policy and updated IC to align with 118E 


MGL § 51A. 


4/2023 Updated to add Amjevita and Sotyktu to the policy and add Age for Cosentyx for 
Psoriasis. 


3/2023 Announced Skyrizi and Ilumya are joining Policy 071 on 7/1/2023. 


1/2023 Updated to move Actemra, Cimzia, Ilumya, Kineret, Olumiant, Orencia, Siliq, and Simponi 
to non-covered. Also, to add Spevigo to the policy. 


11/2022 Updated to add clarifying Footnote to Remicade and Olumiant. 
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8/2022 Updated to include new indication of CD for Skyrizi ® and update the criteria for UC and 
Crohn’s. 


7/2022 Clarified Age for Psoriasis and added Indication for Simponi Aria (pJIA). 


5/2022 Updated to include Rinvoq and additional clarity to RA criteria. 


4/2022 Updated to add Avsola in the Infliximab table as Preferred. 


2/2022 Updated to add AG biosimilar Infliximab as nonpreferred in the infliximab table and 
updated to separate Severe types or Ulcerative Colitis and Crohns disease. Lastly, Moved 
Xeljanz and Rinvoq to non-preferred in line with FDA label update. 


1/2022 Updated to include 3rd row for Ulcerative Colitis in the table at the top. 


8/2021 Updated criteria for Crohn’s Disease and clarified criteria for Psoriasis. 


7/2021 Updated to add nonpreferred language to Cosentyx, also new age for Humira in UC and a 
new indication for Actemra. 


1/1/2021 Updated to move Cosentyx and Actemra to non-preferred. Plus Tremfya, Taltz, Enbrel, 
Stelara, Xeljanz to preferred. A new indication was added to the policy with Cimzia as 
preferred. 


11/2020 Updated to add new diagnosis for Xeljanz to first non-preferred grouping and to move 
Rituxan to policy 123. 


10/2020 Updated to prefer Inflectra as preferred infliximab. 


9/2020 Updated to add Avsola to the Infliximab table and Stelara’ s new age for psoriasis. 


6/2020 Updated to move Otezla to preferred for psoriatic arthritis. 


2/2020 Updated to move Stelara to move to non-preferred for UC. 


1/2020 Updated to move Taltz in all indications and Xeljanz in UC indication to non-preferred. 


10/2019 Updated to add Rinvoq to preferred RA and to add expanded indications for Inflectra, 
Renflexis & Otezla. 


7/2019 Updated to add Skyrizi & Tremfya to preferred in Psoriasis and to add Humira first step to 
Cimzia for Crohn’s disease. 


1/1/2019 Updated to Add an Infliximab table and make Inflectra a Preferred drug for its indications. 


Moved Xeljanz /XR to preferred status for all indications. Clarified coding information 


10/2018 Updated to add Ilumya and Olumiant to a non-preferred position in the policy. 


7/2018 Update to include additional Criteria for Remicade. 


2/2018 Update to add Stelara to Preferred in Crohn’s, Xeljanz to Psoriatic Arthritis non-preferred 
and added Tremfya to requiring Humira first instead of two covered alternatives. 


1/2018 Clarified coding information and updated to include Tremfya & Siliq as Non-Preferred 
medications to the policy. 


11/2017 Updated to add Kevzara to this policy and add new indications plus update Walgreens 
specialty. 


Date Action 


10/2017 Updated to include Renflexis. 


7/2017 Update to include new indications for Actemra and Orencia. 


6/2017 Update Address for Pharmacy Operations. 


5/2017 Updated to Add hyperlinks for disease states in the medication table to link to specific 
criteria in the policy. 


1/1/2017 Updated criteria to be arranged by diagnosis instead by drug. 


10/2016 Updated to add Taltz and to add new Q code for Infliximab. 


4/2016 Updated to include new diagnosis and coding for Humira & Cosentyx. 


1/2016 Clarified coding information. 


10/2015 Updated to included revised language for Pharmacy only medications. 


7/2015 Updated to clarify Cosentyx placement and Rituxan® IC criteria. Clarified coding 
information. 


4/2015 Updated to include Cosentyx. 


1/2015 Update Criteria for Orencia For PJIA. 


10/2014 Updated to include Otezla (apremilast) and updated to include Entyvio( vedolizumab ) 


7/2014 Updated to include ICD-10. 


2/2014 Added some already coded ICD9s.(i.e. 556.0). Diagnoses codes: 555.3, 555.4, 555.5, 
555.6, 555.7 and 555.8 were previously listed in error as covered diagnoses and have 
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been removed to coincide with system edits that remain unchanged. 


1/2014 Updated to include new UC indication for Simponi, Stelara and add Xeljanz criteria. 
Removed Blue Value Formulary information. Added Enbrel and Humira where indication 
appropriate. Updated ExpressPAth language. Updated Reference 1. 


1/2013 Updated 1/2013 to include new FDA approved indication for Actemra® of systemic juvenile 
idiopathic arthritis. 


4/2012 Updated with specialty pharmacy contact information. 


11/2011- 
4/2012 


Medical policy ICD 10 remediation: Formatting, editing and coding updates. No changes to 
policy statements. 


1/2012 Updated with specialty pharmacy contact information. 


11/2011 Reviewed - Medical Policy Group - Plastic Surgery and Dermatology. No changes to policy 
statements. 


11/2010 Reviewed - Medical Policy Group - Gastroenterology, Nutrition and Organ Transplantation. 
No changes to policy statements. 


9/2010 Updated to include coverage criteria for new FDA approved products based on P&T 
Committee recommendations: Actemra, Ilaris, and Stelara and update of specialty 
pharmacy contact information. 


7/2010 Reviewed - Medical Policy Group - Orthopedics, Rehabilitation Medicine and 
Rheumatology. 
No changes to policy statements. 


1/2010 Policy updated to include coverage criteria for new drug Simponi®, add new PDA 


approved diagnosis of rheumatoid arthritis to coverage criteria for Cimzia®, and to add 
additional coverage criteria to certain Remicade diagnoses®. 


12/2009 Reviewed - Medical Policy Group - Plastic Surgery and Dermatology. No changes to policy 
statements. 


10/2009 Policy updated to reflect UM requirements and remove Raptiva from medical policy. 


9/2009 Policy updated to change 180 day look back period to 130 days and to remove Medicare 
Part D criteria from Medical Policy. 


7/2009 Reviewed - Medical Policy Group - Orthopedics, Rehabilitation Medicine and 
Rheumatology. 
No changes to policy statements. 


1/2009 Updated to include coverage criteria for Rituxan® for rheumatoid arthritis and to combine 
coverage criteria for plaque psoriasis diagnoses for Amevive® , Enbrel ®, Humira®, 
Raptiva™ and Remicade® (Taken from Medical Policy #020 which will be retired on 
1/1/09.) 


10/2008 Updated to include covered indication for Cimzia®. 


7/2008 Reviewed - Medical Policy Group - Orthopedics, Rehabilitation Medicine and 
Rheumatology. 
No changes to policy statements. 


5/2008 Updated to include new indication for Orencia® for juvenile idiopathic arthritis. 


3/2008 Updated to include new indication for Humira™ for juvenile idiopathic arthritis. 


2/2008 Updated to include additional retail specialty pharmacy network information. 


11/2007 Reviewed - Medical Policy Group - Gastroenterology, Nutrition and Organ Transplantation. 
No changes to policy statements. 


7/2007 Reviewed - Medical Policy Group - Orthopedics, Rehabilitation Medicine and 
Rheumatology. 
No changes to policy statements. 


5/2007 Updated to include FDA-approved indication for Humira (adalimumab) for Crohn’s Disease 
and Ankylosing Spondylitis. 


1/2007 Updated to include coverage for FDA-approved indication for Remicade for Pediatric 
Crohn’s Disease and retail specialty pharmacy network information. 


10/2004 New policy, effective 10/2004, describing covered and non-covered indications. 
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Forms 


To request prior authorization using the Massachusetts Standard Form for Medication Prior Authorization 
Requests (eForm), click the link below: 
 


https://www.bluecrossma.org/medical-policies/sites/g/files/csphws2091/files/acquiadam-
assets/023%20E%20Form%20medication%20prior%20auth%20instruction%20prn.pdf 
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
THE PHARMACY THAT COMES TO YOU 


AND SAVES YOU MONEY
With the mail service pharmacy, most maintenance medications can be 


automatically refilled and shipped every 90 days at a lower cost.* 


To start, download the MyBlue app or create an account at bluecrossma.org. 
Once signed in, click Pharmacy Benefit Manager under My Medications,  


then go to Start Rx Delivery by Mail under the Prescriptions tab. 
You can also call CVS Customer Care at 1-877-817-0477 (TTY: 711). 


*Not all medications are available through the mail service pharmacy. Check your plan details 
to see if the mail service pharmacy is included with your plan.


Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association.  


 Maintenance
Medication List


For plans that use the:
• Blue Cross Blue Shield of Massachusetts Formulary


• Standard Control with Advanced Control Specialty Formulary







2


Covered Maintenance Medications
The following list includes maintenance medications, which are also known as long-term medications. These 
medications are used to treat chronic or ongoing conditions.


This isn’t a complete list of covered medications, and inclusion on this list doesn’t guarantee coverage.1  
You must have a valid prescription from a licensed health provider to receive coverage for these medications.  
Some medications may also be subject to pharmacy management programs, such as step therapy, prior 
authorization, or quality care dosing, or have other coverage requirements. 


NOTE: Some medications on this list may be considered non-covered, including new medications under  
review by Blue Cross. Your doctor may request an exception for a non-covered medication when  
medically necessary.2


Where to Fill Maintenance Medications


To be covered by your plan, you’ll need to fill the maintenance medications on this list at an in-network pharmacy. 
If your plan includes the Maintenance Choice Exclusive or Maintenance Choice Voluntary program, you may be 
required to switch your prescription to a 90-day supply and fill it at a retail pharmacy that participates in the 
program or through the mail service pharmacy. If your plan includes the Mail Order with Retail Choice program,  
you may need to switch your prescription to a 90-day supply and fill it through the mail service pharmacy.  
See your plan materials for details about the program. 


1. Not all medications listed are covered by all prescription plans. Check your benefit materials for details. 
2. If approved, you’d pay the highest-tier cost.


For more information about coverage for these medications, sign in to MyBlue at bluecrossma.org 
or open the MyBlue app, then go to Medication Lookup Tool under My Medications. 


If you're not a member, you can get more information by visiting bluecrossma.org/medication.


Learn more about your coverage
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MEDICATION CLASS MEDICATION NAME


5-Lipoxygenase inhibitors ZILEUTON ER


ZYFLO


ACE inhibitor-calcium channel blocker combination AMLODIPINE BESYLATE-BENAZEPRIL


LOTREL


PRESTALIA


TRANDOLAPRIL-VERAPAMIL ER


ACE inhibitor-thiazide or thiazide-like diuretic ACCURETIC


BENAZEPRIL-HYDROCHLOROTHIAZIDE


CAPTOPRIL-HYDROCHLOROTHIAZIDE


ENALAPRIL-HYDROCHLOROTHIAZIDE


FOSINOPRIL-HYDROCHLOROTHIAZIDE


LISINOPRIL-HYDROCHLOROTHIAZIDE


LOTENSIN HCT


QUINAPRIL-HYDROCHLOROTHIAZIDE


VASERETIC


ZESTORETIC


Agents to treat hypoglycemia (hyperglycemics) DIAZOXIDE


PROGLYCEM


ZEGALOGUE AUTOINJECTOR


ZEGALOGUE SYRINGE


Alpha-adrenergic blocking agents CARDURA


CARDURA XL


DOXAZOSIN MESYLATE


MINIPRESS


PRAZOSIN HCL


TERAZOSIN HCL


Alpha/beta-adrenergic blocking agents CARVEDILOL


CARVEDILOL ER


COREG


COREG CR


LABETALOL HCL
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MEDICATION CLASS MEDICATION NAME


Alzheimer's therapy, NMDA receptor antagonists MEMANTINE HCL


MEMANTINE HCL ER


NAMENDA


NAMENDA XR


Angiotensin receptor antagonist-calcium channel 
blocker-thiazide combinations


AMLODIPINE-VALSARTAN-HCTZ


EXFORGE HCT 


OLMESARTAN-AMLODIPINE-HCTZ


TRIBENZOR


Angiotensin receptor antagonist-thiazide diuretic 
combinations


ATACAND HCT


AVALIDE


BENICAR HCT


CANDESARTAN-HYDROCHLOROTHIAZIDE


DIOVAN HCT


EDARBYCLOR


HYZAAR


IRBESARTAN-HYDROCHLOROTHIAZIDE


LOSARTAN-HYDROCHLOROTHIAZIDE


MICARDIS HCT


OLMESARTAN-HYDROCHLOROTHIAZIDE


TELMISARTAN-HYDROCHLOROTHIAZIDE


VALSARTAN-HYDROCHLOROTHIAZIDE


Angiotensin receptor blocker-calcium channel 
blockers


AMLODIPINE-OLMESARTAN


AMLODIPINE-VALSARTAN


AZOR


EXFORGE


TELMISARTAN-AMLODIPINE


TWYNSTA


Angiotensin receptor-neprilysin inhibitor 
combinations (ARNI) ENTRESTO


Anti-anginal, anti-ischemic agents,  
non-hemodynamic


RANEXA


RANOLAZINE ER
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MEDICATION CLASS MEDICATION NAME


Anti-anxiety drugs BUSPIRONE HCL


Anti-arrhythmics AMIODARONE HCL


DISOPYRAMIDE PHOSPHATE


FLECAINIDE ACETATE


MEXILETINE HCL


MULTAQ


NORPACE


NORPACE CR


PACERONE


PROPAFENONE HCL


PROPAFENONE HCL ER


QUINIDINE GLUCONATE


QUINIDINE SULFATE


RYTHMOL SR


Anti-arthritic and chelating agents DEPEN


CUPRIMINE


PENICILLAMINE


Anti-cholinergics, orally inhaled, long acting INCRUSE ELLIPTA


LONHALA MAGNAIR REFILL


LONHALA MAGNAIR STARTER


SPIRIVA


SPIRIVA RESPIMAT


TUDORZA PRESSAIR


YUPELRI


Anti-cholinergics, orally inhaled, short acting ATROVENT HFA 


IPRATROPIUM BROMIDE


Anti-diuretic and vasopressor hormones NOCDURNA


VASOPRESSIN


VASOPRESSIN-D5W


VASOSTRICT
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MEDICATION CLASS MEDICATION NAME


Anti-hyperglycemic, alpha-glucosidase inhibitors ACARBOSE


MIGLITOL


PRECOSE


Anti-hyperglycemic, amylin analog-type SYMLINPEN 60


SYMLINPEN 120


Anti-hyperglycemic, biguanide type GLUMETZA


METFORMIN ER GASTRIC


METFORMIN ER OSMOTIC


METFORMIN HCL


METFORMIN HCL ER


RIOMET


RIOMET ER


Anti-hyperglycemic - dopamine receptor agonists CYCLOSET


Anti-hyperglycemic, DPP-4 enzyme  
inhibitors-thiazolidinediones


ALOGLIPTIN-PIOGLITAZONE


OSENI


Anti-hyperglycemic, DPP-4 inhibitors ALOGLIPTIN


JANUVIA


NESINA


ONGLYZA


TRADJENTA


Anti-hyperglycemic, DPP-4 inhibitor-biguanide 
combinations


ALOGLIPTIN-METFORMIN


JANUMET


JANUMET XR


JENTADUETO


JENTADUETO XR


KAZANO


KOMBIGLYZE XR


Anti-hyperglycemic, incretin mimetics  
(GLP-1 receptor agonists)


ADLYXIN


BYDUREON BCISE


BYETTA 
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MEDICATION CLASS MEDICATION NAME


Anti-hyperglycemic, incretin mimetics  
(GLP-1 receptor agonists) (continued)


MOUNJARO


OZEMPIC


RYBELSUS


TRULICITY


VICTOZA 2-PAK


VICTOZA 3-PAK


XULTOPHY


Anti-hyperglycemic, insulin,  
long acting-GLP-1 receptor agonists


SOLIQUA 100-33


XULTOPHY 100-3.6


Anti-hyperglycemic, insulin-release  
stimulant type


AMARYL


GLIMEPIRIDE


GLIPIZIDE


GLIPIZIDE ER


GLIPIZIDE XL


GLUCOTROL


GLUCOTROL XL


GLYBURIDE


GLYBURIDE MICRONIZED


GLYNASE


NATEGLINIDE


REPAGLINIDE


Anti-hyperglycemic, insulin-release  
stimulants-biguanides


GLIPIZIDE-METFORMIN


GLYBURIDE-METFORMIN HCL


Anti-hyperglycemic-SGLT-2 inhibitor-biguanide 
combinations


INVOKAMET


INVOKAMET XR


SEGLUROMET


SYNJARDY


SYNJARDY XR


XIGDUO XR


Anti-hyperglycemic-SGLT-2 inhibitors,  
DPP-4 inhibitors, biguanides TRIJARDY XR
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MEDICATION CLASS MEDICATION NAME


Anti-hyperglycemic, SGLT-2 and DPP-4  
inhibitor combinations


GLYXAMBI


QTERN


STEGLUJAN


Anti-hyperglycemic, thiazolidinediones  
(PPARG agonists) 


ACTOS


PIOGLITAZONE HCL


Anti-hyperglycemic, thiazolidinedione  
and biguanide


ACTOPLUS MET


PIOGLITAZONE-METFORMIN


Anti-hyperglycemic, thiazolidinedione-
sulfonylureas


DUETACT


PIOGLITAZONE-GLIMEPIRIDE


Anti-hyperglycemic-sodium/glucose cotransport  
2 (SGLT2) inhibitors


FARXIGA


INVOKANA


JARDIANCE


STEGLATRO


Anti-hyperlipidemic-ACLY and cholesterol 
absorption inhibitors NEXLIZET


Anti-hyperlipidemic - ATP citrate lyase inhibitors NEXLETOL


Anti-hyperlipidemic-HMG-CoA reductase  
inhibitors-cholesterol absorption inhibitors


EZETIMIBE-SIMVASTATIN


ROSUVASTATIN-EZETIMIBE


ROSZET


VYTORIN


Anti-hyperlipidemic-HMG-CoA reductase 
inhibitors (statins)


ALTOPREV


ATORVASTATIN CALCIUM


CRESTOR


EZALLOR SPRINKLE


FLOLIPID


FLUVASTATIN ER


FLUVASTATIN SODIUM


LESCOL XL


LIPITOR


LIVALO


LOVASTATIN
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MEDICATION CLASS MEDICATION NAME


Anti-hyperlipidemic-HMG-CoA reductase 
inhibitors (statins) (continued)


PITAVASTATIN


PRAVASTATIN SODIUM


ROSUVASTATIN CALCIUM


SIMVASTATIN


ZOCOR


ZYPITAMAG


Anti-hyperlipidemic-HMG-CoA reductase 
inhibitors-calcium channel blockers


AMLODIPINE-ATORVASTATIN


CADUET


Anti-hypertensives, ACE inhibitors ACCUPRIL


ALTACE


BENAZEPRIL HCL


CAPTOPRIL


ENALAPRIL MALEATE


EPANED


FOSINOPRIL SODIUM


LISINOPRIL


LOTENSIN


MOEXIPRIL HCL


PERINDOPRIL ERBUMINE


QBRELIS


QUINAPRIL HCL


RAMIPRIL


TRANDOLAPRIL


VASOTEC


ZESTRIL


Anti-hypertensives, angiotensin receptor 
antagonists


ATACAND


AVAPRO


BENICAR


CANDESARTAN CILEXETIL


COZAAR
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MEDICATION CLASS MEDICATION NAME


Anti-hypertensives, angiotensin receptor 
antagonists (continued)


DIOVAN


EDARBI


IRBESARTAN


LOSARTAN POTASSIUM


MICARDIS


OLMESARTAN MEDOXOMIL


TELMISARTAN


VALSARTAN


Anti-hypertensives, sympatholytic CATAPRES-TTS 1


CATAPRES-TTS 2


CATAPRES-TTS 3


CLONIDINE


CLONIDINE HCL


GUANFACINE HCL


METHYLDOPA


METHYLDOPA-HYDROCHLOROTHIAZIDE


Anti-hypertensives, vasodilators HYDRALAZINE HCL


MINOXIDIL


Anti-leprotics DAPSONE


Anti-malarial drugs HYDROXYCHLOROQUINE SULFATE


PLAQUENIL


PRIMAQUINE


Anti-parkinsonism drugs AMANTADINE


AZILECT


CARBIDOPA-LEVODOPA


CARBIDOPA-LEVODOPA ER


CARBIDOPA-LEVODOPA-ENTACAPONE


COMTAN


DHIVY


ENTACAPONE


MIRAPEX
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MEDICATION CLASS MEDICATION NAME


Anti-parkinsonism drugs (continued) MIRAPEX ER


NEUPRO


ONGENTYS


PRAMIPEXOLE DIHYDROCHLORIDE


PRAMIPEXOLE ER


RASAGILINE MESYLATE


ROPINIROLE ER


ROPINIROLE HCL


RYTARY


SELEGILINE HCL


SINEMET 10-100


SINEMET 25-100


STALEVO 50


STALEVO 75


STALEVO 100


STALEVO 125


STALEVO 150


STALEVO 200


TASMAR


TOLCAPONE


XADAGO


ZELAPAR


Anti-thyroid preparations METHIMAZOLE


PROPYLTHIOURACIL


Anti-ulcer preparations CARAFATE


CYTOTEC


MISOPROSTOL


SUCRALFATE


Benign prostatic hypertrophy/micturition agents ALFUZOSIN HCL ER


AVODART


DUTASTERIDE







12


MEDICATION CLASS MEDICATION NAME


Benign prostatic hypertrophy/micturition agents 
(continued)


FINASTERIDE


FLOMAX


PROSCAR


RAPAFLO


SILODOSIN


TAMSULOSIN HCL


UROXATRAL


Beta-adrenergic agents ALBUTEROL SULFATE


TERBUTALINE SULFATE


Beta-adrenergic agents, inhaled,  
ultra-long acting STRIVERDI RESPIMAT


Beta-adrenergic agents, orally inhaled,  
long acting


ARFORMOTEROL TARTRATE


BROVANA


FORMOTEROL FUMARATE


PERFOROMIST


SEREVENT DISKUS


Beta-adrenergic and anti-cholinergic combinations, 
inhaled


ANORO ELLIPTA


BEVESPI AEROSPHERE


DUAKLIR PRESSAIR


STIOLTO RESPIMAT


Beta-adrenergic and glucocorticoid combinations, 
inhaled


ADVAIR DISKUS


ADVAIR HFA


AIRDUO DIGIHALER


AIRDUO RESPICLICK


BREO ELLIPTA


BREYNA


BUDESONIDE-FORMOTEROL FUMARATE


DULERA


FLUTICASONE-SALMETEROL


SYMBICORT


WIXELA INHUB
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MEDICATION CLASS MEDICATION NAME


Beta-adrenergic blocking agents ACEBUTOLOL HCL


ATENOLOL


BETAPACE


BETAPACE AF


BETAXOLOL HCL


BISOPROLOL FUMARATE


BYSTOLIC


CORGARD


INDERAL LA


INDERAL XL


INNOPRAN XL


KAPSPARGO SPRINKLE


LOPRESSOR


METOPROLOL SUCCINATE


METOPROLOL TARTRATE


NADOLOL


NEBIVOLOL HCL


PINDOLOL


PROPRANOLOL HCL


PROPRANOLOL HCL ER


SORINE


SOTALOL


SOTALOL AF


SOTYLIZE


TENORMIN


TIMOLOL MALEATE


TOPROL XL


Beta-adrenergic-anti-cholinergic-glucocorticoid, 
inhaled


BREZTRI AEROSPHERE


TRELEGY ELLIPTA
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MEDICATION CLASS MEDICATION NAME


Beta-blockers and thiazide, thiazide-like diuretics ATENOLOL-CHLORTHALIDONE


BISOPROLOL-HYDROCHLOROTHIAZIDE


DUTOPROL


METOPROLOL-HYDROCHLOROTHIAZIDE


PROPRANOLOL-HYDROCHLOROTHIAZIDE


TENORETIC 50


TENORETIC 100


ZIAC


Bile salts RELTONE


URSO


URSO FORTE


URSODIOL


Bile salt sequestrants CHOLESTYRAMINE


CHOLESTYRAMINE LIGHT


COLESEVELAM HCL


COLESTID


COLESTIPOL HCL


PREVALITE


QUESTRAN


QUESTRAN LIGHT


WELCHOL


Blood sugar diagnostics ACCU-CHEK AVIVA PLUS


ACCU-CHEK GUIDE TEST STRIP


ACCU-CHEK SMARTVIEW


ACCUTREND GLUCOSE


ADVOCATE TEST STRIP


ASSURE PLATINUM TEST STRIP


CARETOUCH TEST STRIP


CLEVER CHOICE TALK


CONTOUR NEXT TEST STRIP


CONTOUR TEST STRIP
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MEDICATION CLASS MEDICATION NAME


Blood sugar diagnostics (continued) EASY TALK PLUS II


EASY TOUCH BLU LINK TEST STRIP


EASY TOUCH TEST STRIP


EASY TRAK II TEST STRIP


EMBRACE


EMBRACE EVO


EMBRACE PRO TEST STRIP


EMBRACE TALK TEST STRIP


EVENCARE PROVIEW TEST STRIP


FORA 6 CONNECT GLUCOSE STRIP


FORA GTEL GLUCOSE TEST STRIP


FORA TN'G ADVAN PRO TEST STRIP


FORA V10-V12-D10-D20


FORTISCARE G1 TEST STRIP


FREESTYLE INSULINX


FREESTYLE INSULINX TEST STRIPS


FREESTYLE LITE TEST STRIP


FREESTYLE PRECISION NEO


FREESTYLE TEST STRIPS


GOJJI BLOOD GLUCOSE TEST STRIP


HARMONY GLUCOSE TEST STRIP


IGLUCOSE TEST STRIP


INFINITY VOICE TEST STRIP


MICRODOT XTRA


ONETOUCH ULTRA TEST STRIP


ONETOUCH VERIO TEST STRIP


OPTIUM


OPTIUM EZ


PRECISION PCX


PRECISION PCX PLUS
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MEDICATION CLASS MEDICATION NAME


Blood sugar diagnostics (continued) PRECISION POINT OF CARE


PRECISION Q-I-D


PRECISION XTRA


PREMIER TEST STRIP


PRO VOICE V8-V9 TEST STRIP


RIGHTEST GT333 TEST STRIP


UNISTRIP1


VIVAGUARD INO TEST STRIP


Bone resorption inhibitors ACTONEL


ALENDRONATE SODIUM


ATELVIA


BINOSTO


BONIVA


CALCITONIN-SALMON


FOSAMAX


IBANDRONATE SODIUM


RISEDRONATE SODIUM


RISEDRONATE SODIUM DR


Bone resorption inhibitor and vitamin D 
combinations FOSAMAX PLUS D


BPH 5-alpha-reductase inhibitors/alpha1- 
adrenoceptor antagonists


DUTASTERIDE-TAMSULOSIN


JALYN


Calcium channel blocker and NSAID,  
COX-2 inhibitors CONSENSI


Calcium channel blocking agents AMLODIPINE BESYLATE


CALAN SR


CARDIZEM


CARDIZEM CD


CARDIZEM LA


CARTIA XT


CONJUPRI


DILT-XR
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MEDICATION CLASS MEDICATION NAME


Calcium channel blocking agents (continued) DILTIAZEM 12HR ER


DILTIAZEM 24HR ER


DILTIAZEM 24HR ER (CD)


DILTIAZEM 24HR ER (LA)


DILTIAZEM 24HR ER (XR)


DILTIAZEM HCL


FELODIPINE ER


ISRADIPINE


KATERZIA


MATZIM LA


NICARDIPINE HCL


NIFEDIPINE


NIFEDIPINE ER


NISOLDIPINE


NORVASC


PROCARDIA XL


SULAR


TAZTIA XT


TIADYLT ER


TIAZAC


VERAPAMIL ER


VERAPAMIL ER PM


VERAPAMIL HCL


VERAPAMIL SR


VERELAN


VERELAN PM


Carbonic anhydrase inhibitors ACETAZOLAMIDE


ACETAZOLAMIDE ER


METHAZOLAMIDE


Cholinesterase inhibitors ARICEPT


DONEPEZIL HCL
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MEDICATION CLASS MEDICATION NAME


Cholinesterase inhibitors (continued) DONEPEZIL HCL ODT


EXELON


GALANTAMINE ER


GALANTAMINE HBR


MESTINON


PYRIDOSTIGMINE BROMIDE


PYRIDOSTIGMINE BROMIDE ER


RAZADYNE ER


RIVASTIGMINE


Chronic inflammation-colon disease, 
5-aminosalicylates


APRISO


ASACOL HD


AZULFIDINE


DELZICOL


DIPENTUM


LIALDA


MESALAMINE


MESALAMINE DR


MESALAMINE ER


PENTASA


SULFASALAZINE


SULFASALAZINE DR


Contraceptives, intravaginal, systemic ANNOVERA


Decarboxylase inhibitors CARBIDOPA


LODOSYN


Digitalis glycosides DIGITEK


DIGOX


DIGOXIN


LANOXIN


Drugs to treat erectile dysfunction (ED) STENDRA
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MEDICATION CLASS MEDICATION NAME


Estrogenic agents ALORA


CLIMARA


CLIMARA PRO


COMBIPATCH


DIVIGEL


DOTTI


ELESTRIN


ESTRACE


ESTRADIOL (ONCE WEEKLY)


ESTRADIOL (TWICE WEEKLY)


ESTROGEL


LYLLANA


MENEST


MENOSTAR


MINIVELLE


PREFEST


PREMPHASE


PREMPRO


VIVELLE-DOT


Fibromyalgia agents, serotonin-norepinephrine  
RU inhibitors SAVELLA


Folic acid preparations FOLIC ACID


Glucocorticoids CORTEF


HYDROCORTISONE


Glucocorticoids, orally inhaled ALVESCO


ARMONAIR DIGIHALER


ARNUITY ELLIPTA


ASMANEX


ASMANEX HFA
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MEDICATION CLASS MEDICATION NAME


Glucocorticoids, orally inhaled (continued) BUDESONIDE


FLOVENT DISKUS


FLOVENT HFA


FLUTICASONE PROPIONATE HFA


FLUTICASONE PROPIONATE POWDER


PULMICORT


PULMICORT FLEXHALER


QVAR REDIHALER


Gold salts RIDAURA


Heart rate reducing, SA selective I(F)  
current inhibitors CORLANOR


Hemorrheologic agents PENTOXIFYLLINE


Histamine H2-receptor inhibitors CIMETIDINE


FAMOTIDINE


NIZATIDINE


PEPCID


Hyperparathyroid TX agents - vitamin D  
analog-type


DOXERCALCIFEROL


HECTOROL


PARICALCITOL


RAYALDEE


ZEMPLAR


Hyperuricemia treatment-xanthine  
oxidase inhibitors


ALLOPURINOL


FEBUXOSTAT


ULORIC


ZYLOPRIM


Insulins ADMELOG SOLOSTAR


AFREZZA


APIDRA


APIDRA SOLOSTAR


BASAGLAR KWIKPEN U-100


FIASP


FIASP FLEXTOUCH
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MEDICATION CLASS MEDICATION NAME


Insulins (continued) FIASP PENFILL


HUMALOG


HUMALOG JUNIOR KWIKPEN


HUMALOG KWIKPEN U-100


HUMALOG KWIKPEN U-200


HUMALOG MIX


HUMALOG MIX 50/50


HUMALOG MIX 50/50 KWIKPEN


HUMALOG MIX 75/25 KWIKPEN


HUMULIN 70/30


HUMULIN 70/30 KWIKPEN


HUMULIN N


HUMULIN N KWIKPEN


HUMULIN R


HUMULIN R U-500


HUMULIN R U-500 KWIKPEN


INSULIN ASPART


INSULIN ASPART FLEXPEN


INSULIN ASPART PENFILL


INSULIN ASPART PROT MIX 70-30


INSULIN GLARGINE-YFGN


INSULIN LISPRO


INSULIN LISPRO JUNIOR KWIKPEN


INSULIN LISPRO KWIKPEN U-100


INSULIN LISPRO PROTAMINE MIX


LANTUS


LANTUS SOLOSTAR


LEVEMIR


LEVEMIR FLEXTOUCH


LYUMJEV


LYUMJEV KWIKPEN U-100


LYUMJEV KWIKPEN U-200
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MEDICATION CLASS MEDICATION NAME


Insulins (continued) MYXREDLIN


NOVOLIN 70/30


NOVOLIN 70/30 FLEXPEN


NOVOLIN N


NOVOLIN N FLEXPEN


NOVOLIN R


NOVOLIN R FLEXPEN


NOVOLOG FLEXPEN


NOVOLOG MIX 70/30


NOVOLOG MIX 70/30 FLEXPEN


NOVOLOG PENFILL


SEMGLEE


SEMGLEE PEN


SEMGLEE (YFGN)


SEMGLEE (YFGN) PEN


TOUJEO MAX SOLOSTAR


TOUJEO SOLOSTAR


TRESIBA


TRESIBA FLEXTOUCH U-100


TRESIBA FLEXTOUCH U-200


Iodine containing agents SSKI


Laxatives and cathartics KRISTALOSE


LACTULOSE


Leukotriene receptor antagonists ACCOLATE


MONTELUKAST SODIUM


SINGULAIR


ZAFIRLUKAST


Lipotropics ANTARA


EZETIMIBE


FENOFIBRATE


FENOFIBRIC ACID


FENOGLIDE


FIBRICOR
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MEDICATION CLASS MEDICATION NAME


Lipotropics (continued) GEMFIBROZIL


ICOSAPENT ETHYL


LIPOFEN


LOPID


LOVAZA


NIACIN


NIACIN ER


NIACOR


NIASPAN


OMEGA-3 ACID ETHYL ESTERS


TRICOR


TRILIPIX


VASCEPA


ZETIA


Loop diuretics BUMETANIDE


EDECRIN


ETHACRYNIC ACID


FUROSEMIDE


LASIX


TORSEMIDE


Mast cell stabilizers, orally inhaled CROMOLYN SODIUM


Menopausal symptoms suppressant - SSRIs BRISDELLE


PAROXETINE MESYLATE


Metabolic deficiency agents CARNITOR


CARNITOR SF


LEVOCARNITINE


LEVOCARNITINE SF


Mineralocorticoids FLUDROCORTISONE ACETATE


Miotics and other intraocular pressure reducers ALPHAGAN P


APRACLONIDINE HCL


AZOPT
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MEDICATION CLASS MEDICATION NAME


Miotics and other intraocular pressure reducers 
(continued)


BETIMOL


BETOPTIC S


BIMATOPROST


BRIMONIDINE TARTRATE


BRIMONIDINE TARTRATE-TIMOLOL


BRIMONIDINE-DORZOLAMIDE


BRINZOLAMIDE


CARTEOLOL HCL


COMBIGAN


COSOPT


COSOPT PF


DORZOLAMIDE


DORZOLAMIDE HCL


DORZOLAMIDE-TIMOLOL


IOPIDINE


ISOPTO CARPINE


ISTALOL


LATANOPROST


LEVOBUNOLOL HCL


LUMIGAN


PILOCARPINE HCL


RHOPRESSA


ROCKLATAN


SIMBRINZA


TIMOLOL-BRIMONI-DORZOL-LATANOPROST


TIMOLOL-BRIMONIDIN-DORZOLAMIDE


TIMOLOL-DORZOLAMIDE


TIMOLOL-DORZOLAMIDE-LATANOPROST


TIMOLOL-LATANOPROST


TIMOPTIC


TIMOPTIC OCUDOSE
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MEDICATION CLASS MEDICATION NAME


Miotics and other intraocular pressure reducers 
(continued)


TIMOPTIC-XE


TRAVATAN Z


TRAVOPROST


TRUSOPT


VUITY


VYZULTA


XALATAN


XELPROS


ZIOPTAN


Monoamine oxidase (MAO) inhibitor 
antidepressants EMSAM


MAOIs - non-selective, irreversible antidepressants MARPLAN


NARDIL


PARNATE


PHENELZINE SULFATE


TRANYLCYPROMINE SULFATE


Multivitamin preparations CONCEPT DHA


CONCEPT OB


ELITE-OB


ENBRACE HR


FOLIVANE-OB


NEEVO DHA


NESTABS ONE


OB COMPLETE


OBSTETRIX ONE


PNV-DHA


PNV-OMEGA


PRENATAL-U


PRENATE AM


PRENATE CHEWABLE


PRENATE ESSENTIAL


TARON-C DHA
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MEDICATION CLASS MEDICATION NAME


Multivitamin preparations (continued) TARON-PREX PRENATAL


VIRT-C DHA


VIRT-PN DHA


VIRT-PN PLUS


ZATEAN-PN DHA


ZATEAN-PN PLUS


Mydriatics ATROPINE SULFATE


CYCLOGYL


CYCLOMYDRIL


CYCLOPENTOLATE HCL


CYCLOPENTOLATE-TROPICAMIDE-PE


HOMATROPAIRE


ISOPTO ATROPINE


MYDRIACYL


TROPICAMIDE


TROPICAMIDE-CYCLOPENT-PE-KTRLC


TROPICAMIDE-CYCLOPENTOLATE-PE


TROPICAMIDE-PHENYLEPHRINE


Needles/needleless devices 1ST TIER UNIFINE PENTIPS


1ST TIER UNIFINE PENTIPS PLUS


ABOUTTIME PEN NEEDLE


ADVOCATE PEN NEEDLES


ASSURE ID PEN NEEDLE


AUTOSHIELD DUO PEN NEEDLE


BLUNT NEEDLE


CAREFINE PEN NEEDLE


CARETOUCH HYPODERMIC NEEDLE


CARETOUCH PEN NEEDLE


CLICKFINE


COMFORT EZ PEN NEEDLE


COMFORT TOUCH PEN NEEDLE


DROPLET MICRON PEN NEEDLE
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MEDICATION CLASS MEDICATION NAME


Needles/needleless devices (continued) DROPLET PEN NEEDLE


DROPSAFE PEN NEEDLE


EASY COMFORT PEN NEEDLES


EASY GLIDE PEN NEEDLE


EASY TOUCH FLIPLOCK NEEDLES


EASY TOUCH HYPODERMIC NEEDLE


EASY TOUCH PEN NEEDLE


EASY TOUCH SAFETY PEN NEEDLE


EASYPOINT NEEDLE


ECLIPSE NEEDLE


EXEL HUBER NEEDLE


EXEL HYPODERMIC NEEDLE


FILTER ASPIRATOR NEEDLE


FILTER NEEDLE


FLOW-EZE


HEALTHWISE PEN NEEDLE


HEALTHY ACCENTS UNIFINE PENTIP


HYPODERMIC NEEDLE


INCONTROL PEN NEEDLE


INSULIN PEN NEEDLE


INSUPEN


INTEGRA NEEDLE


MAXICOMFORT II PEN NEEDLE


MAXICOMFORT SAFETY PEN NEEDLE


MINI ULTRA-THIN II


NANO 2ND GEN PEN NEEDLE


NOVOFINE 32


NOVOFINE AUTOCOVER


NOVOFINE PLUS


NOVOTWIST


PEN NEEDLES
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MEDICATION CLASS MEDICATION NAME


Needles/needleless devices (continued) PENTIPS


POLY HUB NEEDLE


PRECISIONGLIDE


PREVENT DROPSAFE PEN NEEDLE


PRO COMFORT PEN NEEDLE


PURE COMFORT PEN NEEDLE


REGULAR BEVEL NEEDLES


SAFETY PEN NEEDLE


SAFETYGLIDE NEEDLE


SECURESAFE PEN NEEDLE


SHORT BEVEL NEEDLES


SPECIALTY USE NEEDLES


SURE COMFORT


SURE-FINE PEN NEEDLES


TECHLITE PEN NEEDLE


THIN WALL NEEDLES


TOPCARE CLICKFINE


TRANSFER NEEDLE


TRUE COMFORT PEN NEEDLE


TRUEPLUS PEN NEEDLE


ULTICARE PEN NEEDLE


ULTICARE SAFETY PEN NEEDLE


ULTIGUARD SAFEPACK-PEN NEEDLE


ULTILET PEN NEEDLE


ULTRA FLO PEN NEEDLE


ULTRA THIN


ULTRA-FINE ORIGINAL PEN NEEDLE


ULTRA-FINE MICRO PEN NEEDLE


ULTRA-FINE MINI PEN NEEDLE


ULTRA-FINE NANO PEN NEEDLE


ULTRA-FINE SHORT PEN NEEDLE







29


MEDICATION CLASS MEDICATION NAME


Needles/needleless devices (continued) ULTRACARE PEN NEEDLE


UNIFINE PEN NEEDLE


UNIFINE PENTIPS


UNIFINE PENTIPS MAXFLOW


UNIFINE PENTIPS PLUS


UNIFINE PENTIPS PLUS MAXFLOW


UNIFINE SAFECONTROL


UNIFINE ULTRA PEN NEEDLE


YALE NEEDLES


Norepinephrine and dopamine reuptake inhibitors 
(NDRIs)


APLENZIN


BUPROPION HCL


BUPROPION HCL SR


BUPROPION XL


FORFIVO XL


WELLBUTRIN SR


WELLBUTRIN XL


NSAIDs, cyclooxygenase inhibitor-type analgesics FLURBIPROFEN


TOLMETIN SODIUM


Ophthalmic anti-inflammatory  
immunomodulator-type


CEQUA


CYCLOSPORINE IN KLARITY


RESTASIS 


RESTASIS MULTIDOSE


XIIDRA


Overactive bladder agents, beta-3 adrenergic 
receptor agonists MYRBETRIQ


Parasympathetic agents CEVIMELINE HCL


EVOXAC


Pituitary suppressive agents CABERGOLINE


Platelet aggregation inhibitors ADULT ASPIRIN REGIMEN


ASPIRIN


ASPIRIN EC


ASPIRIN-DIPYRIDAMOLE ER
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MEDICATION CLASS MEDICATION NAME


Platelet aggregation inhibitors (continued) ASPIRIN-OMEPRAZOLE


BAYER CHEWABLE ASPIRIN


BRILINTA


CHILDREN'S ASPIRIN


CILOSTAZOL


CLOPIDOGREL


DIPYRIDAMOLE


DURLAZA


ECOTRIN


EFFIENT


LOW DOSE ASPIRIN EC


PLAVIX


PRASUGREL HCL


ST. JOSEPH ASPIRIN


ST. JOSEPH ASPIRIN EC


YOSPRALA


ZONTIVITY


Platelet reducing agents AGRYLIN


ANAGRELIDE HCL


Potassium replacement EFFER-K


K-TAB ER


KLOR-CON


KLOR-CON 8


KLOR-CON 10


KLOR-CON M10


KLOR-CON M15


KLOR-CON M20


KLOR-CON-EF


POTASSIUM CHLORIDE


Potassium sparing diuretics ALDACTONE


AMILORIDE HCL
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MEDICATION CLASS MEDICATION NAME


Potassium sparing diuretics (continued) CAROSPIR


DYRENIUM


EPLERENONE


INSPRA


KERENDIA


SPIRONOLACTONE


TRIAMTERENE


Potassium sparing diuretics in combination ALDACTAZIDE


AMILORIDE-HYDROCHLOROTHIAZIDE


MAXZIDE


MAXZIDE-25 MG


SPIRONOLACTONE-HCTZ


TRIAMTERENE-HCTZ


TRIAMTERENE-HYDROCHLOROTHIAZIDE


Progestational agents MEDROXYPROGESTERONE ACETATE


PROGESTERONE


PROMETRIUM


PROVERA


Proton-pump inhibitors ESOMEPRAZOLE MAGNESIUM


NEXIUM


PANTOPRAZOLE SODIUM


PROTONIX


Pulmonary anti-hypertension, endothelin  
receptor antagonistss


AMBRISENTAN


BOSENTAN


Renin inhibitor, direct ALISKIREN


TEKTURNA


Renin inhibitor, direct and thiazide diuretic 
combinations TEKTURNA HCT


Selective serotonin reuptake inhibitors (SSRIs) CELEXA


CITALOPRAM HBR


ESCITALOPRAM OXALATE


FLUOXETINE DR
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MEDICATION CLASS MEDICATION NAME


Selective serotonin reuptake inhibitors (SSRIs) 
(continued)


FLUOXETINE HCL


FLUVOXAMINE MALEATE


FLUVOXAMINE MALEATE ER


LEXAPRO


PAROXETINE CR


PAROXETINE ER


PAROXETINE HCL


PAXIL


PAXIL CR


PEXEVA


PROZAC


SERTRALINE HCL


ZOLOFT


Serotonin-norepinephrine  
reuptake-inhibitors (SNRIs)


CYMBALTA


DESVENLAFAXINE ER


DESVENLAFAXINE SUCCINATE ER


DRIZALMA SPRINKLE


DULOXETINE HCL


EFFEXOR XR


FETZIMA


PRISTIQ


VENLAFAXINE HCL


VENLAFAXINE HCL ER


Serotonin-2 antagonist/reuptake inhibitors (SARIs) NEFAZODONE HCL


Skeletal muscle relaxants BACLOFEN


DANTRIUM


DANTROLENE SODIUM


OZOBAX


Soluble guanylate cyclase (SGC) stimulator VERQUVO


SSRI and 5HT1A partial agonist antidepressants VIIBRYD


Syringes and accessories ADVOCATE SYRINGES


ASSURE ID INSULIN SAFETY
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MEDICATION CLASS MEDICATION NAME


Syringes and accessories (continued) CARETOUCH INSULIN SYRINGE


COMFORT EZ INSULIN SYRINGE


DROPLET INSULIN SYRINGE


EASY COMFORT INSULIN SYRINGE


EASY GLIDE INSULIN SYRINGE


EASY TOUCH


EASY TOUCH FLIPLOCK INSULIN


EASY TOUCH FLIPLOCK SYRINGES


EASY TOUCH FLURINGE FLIPLOCK


EASY TOUCH FLURINGE SHEATHLOCK


EASY TOUCH INSULIN SAFETY


EASY TOUCH INSULIN SYRINGE


EASY TOUCH LUER LOCK INSULIN


EASY TOUCH SHEATHLOCK INSULIN


EASY TOUCH UNI-SLIP


FREESTYLE PRECISION


HEALTHWISE INSULIN SYRINGE


INSULIN CARTRIDGE


INSULIN SYRINGE


INSULIN SYRINGE U-500


LITETOUCH INSULIN SYRINGE


LUER-LOK SYRINGE


MAGELLAN INSULIN SAFETY SYRINGE


MAGELLAN INSULIN SYRINGE


MAXICOMFORT INSULIN SYRINGE


MINIMED RESERVOIR


MONOJECT


MONOJECT INSULIN SYRINGE


MONOJECT INSULIN SAFETY SYRINGE


MONOJECT MAGELLAN


PARADIGM


PRO COMFORT INSULIN SYRINGE
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MEDICATION CLASS MEDICATION NAME


Syringes and accessories (continued) PRODIGY INSULIN SYRINGE


SAFESNAP INSULIN SYRINGE


SAFETYGLIDE INSULIN SYRINGE


SAFETYGLIDE SYRINGE


SURE COMFORT INSULIN SYRINGE


SURE-JECT INSULIN SYRINGE


TECHLITE INSULIN SYRINGE


TOPCARE ULTRA COMFORT


TRUE COMFORT INSULIN SYRINGE


TRUE COMFORT PRO INSULIN SYRINGE


TRUEPLUS INSULIN SYRINGE


ULTICARE


ULTICARE INSULIN SYRINGE


ULTIGUARD SAFEPACK-INSULIN SYRINGE


ULTRA COMFORT


ULTRA FLO INSULIN SYRINGE


ULTRA-THIN II


ULTRACARE INSULIN SYRINGE


VANISHPOINT


VANISHPOINT INSULIN SYRINGE


VEO INSULIN SYRINGE


Thiazide and related diuretics CHLORTHALIDONE


DIURIL


HYDROCHLOROTHIAZIDE


INDAPAMIDE


METOLAZONE


THALITONE


Thrombin inhibitors, selective, direct, reversible PRADAXA


Thyroid hormones ARMOUR THYROID


CYTOMEL


EUTHYROX
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MEDICATION CLASS MEDICATION NAME


Thyroid hormones (continued) LEVO-T


LEVOTHYROXINE


LEVOTHYROXINE SODIUM


LEVOXYL


LIOTHYRONINE SODIUM


NP THYROID


SYNTHROID


THYQUIDITY


TIROSINT


TIROSINT-SOL


UNITHROID


Topical anti-inflammatory, NSAIDs XRYLIX


Uricosuric agents PROBENECID


PROBENECID-COLCHICINE


Urinary pH modifiers POTASSIUM CITRATE ER 


UROCIT-K


Urinary tract anti-spasmodic, M(3) selective 
antagonists


DARIFENACIN ER


SOLIFENACIN SUCCINATE


VESICARE


VESICARE LS


Urinary tract anti-spasmodic/anti-incontinence 
agents


DETROL


DETROL LA


DITROPAN XL


FLAVOXATE HCL


GELNIQUE


OXYBUTYNIN CHLORIDE


OXYBUTYNIN CHLORIDE ER


OXYTROL


TOLTERODINE TARTRATE


TOLTERODINE TARTRATE ER


TOVIAZ
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MEDICATION CLASS MEDICATION NAME


Urinary tract anti-spasmodic/anti-incontinence 
agents (continued)


TROSPIUM CHLORIDE


TROSPIUM CHLORIDE ER


Vaginal estrogen preparations ESTRADIOL


ESTRING


PREMARIN


VAGIFEM


YUVAFEM


Vasodilators, combinations BIDIL


Vasodilators, coronary ISORDIL


ISORDIL TITRADOSE


ISOSORBIDE DINITRATE


ISOSORBIDE MONONITRATE


ISOSORBIDE MONONITRATE ER


NITRO-BID


NITRO-DUR


NITRO-TIME


NITROGLYCERIN PATCH


Vasodilators, peripheral ERGOLOID MESYLATES


ISOXSUPRINE HCL


Vitamin B preparations POTABA


Vitamin B12 preparations NASCOBAL


Vitamin D preparations CALCITRIOL


ROCALTROL


Xanthines ELIXOPHYLLIN


THEO-24


THEOPHYLLINE


THEOPHYLLINE ANHYDROUS
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Translation Resources
Proficiency of Language Assistance Services
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Translation Resources
Proficiency of Language Assistance Services


Spanish/Español: ATENCIÓN: Si habla español, tiene a su disposición servicios gratuitos de asistencia con el idioma. Llame al 
número de Servicio al Cliente que figura en su tarjeta de identificación (TTY: 711).


Portuguese/Português: ATENÇÃO: Se fala português, são-lhe disponibilizados gratuitamente serviços de assistência de idiomas. 
Telefone para os Serviços aos Membros, através do número no seu cartão ID (TTY: 711).


Chinese/简体中文: 注意：如果您讲中文，我们可向您免费提供语言协助服务。请拨打您 ID 卡上的号码联系会员服务部（TTY 
号码：711）。


Haitian Creole/Kreyòl Ayisyen: ATANSYON: Si ou pale kreyòl ayisyen, sèvis asistans nan lang disponib pou ou gratis. Rele 
nimewo Sèvis Manm nan ki sou kat Idantitifkasyon w lan (Sèvis pou Malantandan TTY: 711).


Vietnamese/Tiếng Việt: LƯU Ý: Nếu quý vị nói Tiếng Việt, các dịch vụ hỗ trợ ngôn ngữ được cung cấp cho quý vị miễn phí. Gọi cho 
Dịch vụ Hội viên theo số trên thẻ ID của quý vị (TTY: 711).


Russian/Русский: ВНИМАНИЕ: если Вы говорите по-русски, Вы можете воспользоваться бесплатными услугами переводчика. 
Позвоните в отдел обслуживания клиентов по номеру, указанному в Вашей идентификационной карте (телетайп: 711).


Arabic/ةيبر:
.(711 :”TTY“ جهاز الهاتف النصي للصم والبكم) انتباه: إذا كنت تتحدث اللغة العربية، فتتوفر خدمات المساعدة اللغوية مجاناً بالنسبة لك. اتصل بخدمات الأعضاء على الرقم الموجود على بطاقة هُويتك


Mon-Khmer, Cambodian/ខ្មែរ: ការជូនដំណឹ ង៖ ប្រសិនប្រើអ្នកនិយាយភាសា ខ្មែរ បសវាជំនួយភាសាឥតគិតថ្លៃ 
គឺអាចរកបានសបរា្់រអ្នក។ សូមទូរស័ព្ទបៅខ្្នកបសវាសរាជិកតាមបេ្បៅបេើ្័រណ្ណ សរាគា េ់្ួលៃនរ្រស់អ្នក (TTY: 711)។


French/Français: ATTENTION : si vous parlez français, des services d’assistance linguistique sont disponibles gratuitement. 
Appelez le Service adhérents au numéro indiqué sur votre carte d’assuré (TTY: 711).


Italian/Italiano: ATTENZIONE: se parlate italiano, sono disponibili per voi servizi gratuiti di assistenza linguistica. Chiamate il Servizio 
per i membri al numero riportato sulla vostra scheda identificativa (TTY: 711).


Korean/한국어: 주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 있습니다. 귀하의 ID 카드에 
있는 전화번호(TTY: 711)를 사용하여 회원 서비스에 전화하십시오.


Greek/λληνικά: ΠΡΟΣΟΧΗ: Εάν μιλάτε Ελληνικά, διατίθενται για σας υπηρεσίες γλωσσικής βοήθειας, δωρεάν. Καλέστε την Υπηρεσία 
Εξυπηρέτησης Μελών στον αριθμό της κάρτας μέλους σας  (ID card) (TTY: 771111).


Polish/Polski: UWAGA: Osoby posługujące się językiem polskim mogą bezpłatnie skorzystać z pomocy językowej. Należy zadzwonić do 
Działu obsługi ubezpieczonych pod numer podany na identyfikatorze (TTY: 711).


Hindi/हिदंी: ध्यान दें: ्दद आप दिनददी बोलते िैं, तो भयाषया सिया्तया सेवयाएँ, आप के ललए नन:शुलक उपलब्ध िैं। सदस् सेवयाओं को 
आपके आई.डी. कयाड्ड पर ददए गए नंबर पर कॉल करें (टदी.टदी.वयाई.: 711).


Gujarati/ગુજરાતી: ધ્યાન આપો: જો તમે ગુજરયાતી બોલતયા હો, તો તમને ભયાષયાકી્ સહયા્તયા સેવયાઓ વવનયા મૂલ્ે ઉપલબ્ધ છે. તમયારયા આઈડી કયાડ્ડ પર આપેલયા નંબર 
પર Member Service ને કૉલ કરો (TTY: 711).


Tagalog/Tagalog: PAUNAWA: Kung nagsasalita ka ng wikang Tagalog, mayroon kang magagamit na mga libreng serbisyo para sa 
tulong sa wika. Tawagan ang Mga Serbisyo sa Miyembro sa numerong nasa iyong ID card (TTY: 711).


Japanese/日本語: お知らせ：日本語をお話しになる方は無料の言語アシスタンスサービスをご利用いただけます。IDカードに記
載の電話番号を使用してメンバーサービスまでお電話ください（TTY: 711）。


German/Deutsch: ACHTUNG: Wenn Sie Deutsche sprechen, steht Ihnen kostenlos fremdsprachliche Unterstützung zur 
Verfügung. Rufen Sie den Mitgliederdienst unter der Nummer auf Ihrer ID-Karte an (TTY: 711).


Persian/پارسیان:
اعضا« تماس  بخش »خدمات  با  خود  شناسایی  کارت  روی  بر  مندرج  تلفن  شمار  گیرد. با  می  قرار  شما  اختیار  در  رایگان  صورت  ب  بانی  ز کمک  شما فارسی است، خدمات  بان  ز توج: اگر 


.(TTY: 711) ید بگیر


Lao/ພາສາລາວ: ຂໍ ້ ຄວນໃສ່ໃຈ: ຖ້າເຈົ ້ າເວົ ້ າພາສາລາວໄດ້, ມີ ການບໍ ລິ ການຊ່ວຍເຫຼື ອດ້ານພາສາໃຫ້ທ່ານໂດຍບໍ່ ເສຍຄ່າ. ໂທ ຫາ 
ຝ່າຍບໍ ລິ ການສະ ມາ ຊິ ກທີ່ ໝາຍເລກໂທລະສັບຢູ່ໃນບັດຂອງທ່ານ (TTY: 711).


Navajo/Diné Bizaad: BAA !KOHWIINDZIN DOO&G&: Din4 k’ehj7 y1n7[t’i’go saad bee y1t’i’ 47 t’11j77k’e bee n7k1’a’doowo[go 47 
n1’ahoot’i’. D77 bee an7tah7g7 ninaaltsoos bine’d44’ n0omba bik1’7g7ij8’ b44sh bee hod77lnih (TTY: 711).


Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross  
and Blue Shield Association. © 2016 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
164711MB 55-1493 (11/19)


Proficiency of Language Assistance Services


Translation resources


Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association.  







CaremarkPCS Health, LLC (“CVS Caremark”) is an independent company that has been contracted to administer pharmacy benefits and provide certain pharmacy services for Blue Cross Blue Shield 
of Massachusetts. CVS Caremark is part of the CVS Health family of companies. Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. 
® Registered Marks of the Blue Cross and Blue Shield Association. ®’ Registered Marks and TM Trademarks are the property of their respective owners. © 2024 Blue Cross and Blue Shield of Massachusetts, Inc.,  
or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc. 


002500268 	 55-001546934 (2/24)


Blue Cross Blue Shield of Massachusetts complies with applicable federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, sex, sexual 
orientation, or gender identity.
ATTENTION: If you don’t speak English, language assistance services, free of charge, are available to you. Call Member Service at the number on your ID card (TTY: 711).
ATENCIÓN: Si habla español, tiene a su disposición servicios gratuitos de asistencia con el idioma. Llame al número de Servicio al Cliente que figura en su tarjeta de identificación (TTY: 711).
ATENÇÃO: Se fala português, são-lhe disponibilizados gratuitamente serviços de assistência de idiomas. Telefone para os Serviços aos Membros, através do número no seu cartão ID (TTY: 711).
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GET A PERSONALIZED VIEW OF YOUR HEALTH PLAN WITH MYBLUE
MyBlue is your personalized online member account that makes understanding  


and using your health plan simple. You can use MyBlue to:


   SEARCH
Find, understand, and 


use your benefits
Review your  


claims details
Get personalized care 


options that fit your 
unique needs


Look up  
medications


Sign in or create your MyBlue account at bluecrossma.org. 


Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association.  


Specialty Pharmacy
Medication List


For plans that use the:
• Blue Cross Blue Shield of Massachusetts Formulary


• Standard Control with Advanced Control Specialty Formulary



http://bluecrossma.org
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Covered Specialty Medications
The following list includes medications that are usually used to treat complex health conditions. Specialty 
medications are limited to a 30-day supply.


This isn’t a complete list of covered medications, and inclusion on this list doesn’t guarantee coverage.1  
You must have a valid prescription from a licensed health provider to receive coverage for these medications.  
Some medications may also be subject to pharmacy management programs, such as step therapy, prior 
authorization, or quality care dosing, or have other coverage requirements. 


NOTE: Some medications on this list may be considered non-covered, including new medications under  
review by Blue Cross. Your doctor may request an exception for a non-covered medication when  
medically necessary.2


WHERE TO FILL SPECIALTY PHARMACY MEDICATIONS
Members are required to fill medications on this list at one of the available in-network specialty pharmacies on  
the following pages. However, if a highly specialized medication isn't available at one of our specialty pharmacies,  
we'll cover the cost of the medication when it's filled at another in-network pharmacy.


1.  Not all medications listed are covered by all prescription plans. Check your benefit materials for details. 
2. If approved, you’d pay the highest-tier cost.


For more information about coverage for these medications, sign in to MyBlue at  
bluecrossma.org then go to Medication Lookup Tool under My Medications. 


If you're not a member, you can get more information by visiting bluecrossma.org/medication.


Learn more about your coverage



http://bluecrossma.org

http://bluecrossma.org/medication
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Fertility Medications


Medication name


Specialty pharmacy availability


CVS Specialty™ Freedom Fertility 
Pharmacy


Village Fertility 
Pharmacy


BRAVELLE   


CETROTIDE   


CLOMID   


CLOMIPHENE   


CRINONE   


ENDOMETRIN   


FOLLISTIM AQ   


FYREMADEL   


GANIRELIX   


GONAL-F/GONAL-F RFF   


GONAL-F RFF REDI-JECT   


HUMAN CHORIONIC 
GONADOTROPIN [hCG]   


LEUPROLIDE ACETATE   


LUPRON DEPOT   


LUPRON DEPOT PED   


LUVERIS   


MENOPUR   


NOVAREL   


OVIDREL   


PREGNYL   


SEROPHENE   
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Medication name


Specialty pharmacy availability


Accredo®'
AllianceRx 
Walgreens 
Pharmacy


CVS Specialty
Can be filled at 


other in-network 
pharmacies


ABRILADA  


ACETADOTE 


ACTEMRA   


ACTHAR   


ACTIMMUNE   


ADAKVEO  


ADALIMUMAB-AACF   


ADALIMUMAB-AATY  


ADALIMUMAB-ADAZ   


ADALIMUMAB-ADBM   


ADALIMUMAB-FKJP   


ADALIMUMAB-RYVK 


ADBRY   


ALFERON N 


ALKERAN  


ALYGLO  


AMJEVITA   


AMONDYS 45 


APOKYN  


APOMORPHINE  


ARANESP   


ARCALYST 


ARIKAYCE 


ASCENIV   


ASPARLAS 


AVEED  


AVONEX   


AVSOLA   


Injectable Medications
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Medication name


Specialty pharmacy availability


Accredo
AllianceRx 
Walgreens 
Pharmacy


 CVS Specialty
Can be filled at 


other in-network 
pharmacies


BELEODAQ  


BERINERT   


BESPONSA   


BESREMI 


BETASERON   


BICILLIN 


BICNU  


BIMZELX   


BIVIGAM   


BLEOMYCIN SULFATE  


BLINCYTO  


BONIVA 


BORTEZOMIB   


BOTOX  


BRIUMVI   


BRIXADI   


BUSULFEX  


BYNFEZIA 


CABLIVI 


CAMPTOSAR  


CARBOPLATIN  


CARMUSTINE  


CEFTAZIDIME 


CEREZYME   


CIMZIA   


CINQAIR  


CINRYZE  


CISPLATIN  


Injectable Medications (continued)
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Injectable Medications (continued)


Medication name


Specialty pharmacy availability


Accredo
AllianceRx 
Walgreens 
Pharmacy


 CVS Specialty
Can be filled at 


other in-network 
pharmacies


CLADRIBINE  


COPAXONE   


CORTROPHIN   


COSENTYX   


COSMEGEN  


CRYSVITA  


CUTAQUIG  


CUVITRU   


CYCLOPHOSPHAMIDE  


CYLTEZO   


CYTARABINE  


CYTOGAM   


DACARBAZINE  


DACTINOMYCIN  


DAUNORUBICIN HCL  


DAXXIFY 


DDAVP   


DEFEROXAMINE MESYLATE  


DESFERAL  


DESMOPRESSIN ACETATE  


DEXRAZOXANE 


DOCETAXEL  


DOCIVYX 


DUPIXENT   


DYSPORT   


EDARAVONE 


EGRIFTA   


ELIGARD   
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Injectable Medications (continued)


Medication name


Specialty pharmacy availability


Accredo
AllianceRx 
Walgreens 
Pharmacy


 CVS Specialty
Can be filled at 


other in-network 
pharmacies


ELLENCE  


EMPAVELI 


ENBREL   


ENJAYMO 


ENSPRYNG   


ENTYVIO   


EPIRUBICIN 


EPOGEN   


ETHYOL  


ETOPOPHOS  


ETOPOSIDE  


EVENITY   


EVKEEZA 


EVOMELA  


EXONDYS 


EXTAVIA   


FASENRA   


FASLODEX  


FENSOLVI  


FINTEPLA 


FIRAZYR   


FIRMAGON   


FLEBOGAMMA  


FLOXURIDINE  


FLUDARABINE PHOSPHATE  


FLUOROURACIL  


FORTAZ 


FORTEO   
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Injectable Medications (continued)


Medication name


Specialty pharmacy availability


Accredo
AllianceRx 
Walgreens 
Pharmacy


 CVS Specialty
Can be filled at 


other in-network 
pharmacies


FULPHILA   


FULVESTRANT  


FUZEON   


FYLNETRA  


GAMASTAN   


GAMIFANT 


GAMMAGARD   


GAMMAGARD LIQUID   


GAMMAKED   


GAMMAPLEX   


GAMUNEX   


GATTEX  


GEMCITABINE  


GENOTROPIN   


GIVLAARI 


GLATIRAMER   


GLATOPA   


GRANIX   


HADLIMA   


HAEGARDA   


HIZENTRA   


HULIO  


HUMATROPE   


HUMIRA   


HYCAMTIN   


HYQVIA   


HYRIMOZ   


IBANDRONATE   
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Injectable Medications (continued)


Medication name


Specialty pharmacy availability


Accredo
AllianceRx 
Walgreens 
Pharmacy


 CVS Specialty
Can be filled at 


other in-network 
pharmacies


ICATIBANT   


IDACIO  


IDAMYCIN PFS  


IDARUBICIN  


IFEX  


IFOSFAMIDE  


IFOSFAMIDE/MESNA  


ILARIS   


ILUMYA   


INCRELEX   


INFLECTRA   


INFLIXIMAB  


INTRON A  


IRINOTECAN  


ISTODAX   


KALBITOR  


KANUMA   


KEMOPLAT  


KESIMPTA   


KEVZARA   


KINERET 


LANREOTIDE   


LEMTRADA   


LENTOCILIN 


LEQVIO 


LEUCOVORIN CALCIUM  


LEUKINE   


LEUPROLIDE ACETATE   
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Injectable Medications (continued)


Medication name


Specialty pharmacy availability


Accredo
AllianceRx 
Walgreens 
Pharmacy


 CVS Specialty
Can be filled at 


other in-network 
pharmacies


LEVOLEUCOVORIN 


LIBTAYO 


LUMOXITI  


LUPRON DEPOT   


LUPRON DEPOT-PED   


MAKENA 


MARQIBO 


MELPHALAN  


MEPSEVII 


MESNA  


MESNEX  


METHOTREXATE  


MITOMYCIN  


MITOXANTRONE   


MOZOBIL   


MUTAMYCIN  


MYLOTARG   


MYOBLOC   


NATPARA  


NAVELBINE 


NEMLUVIO   


NEULASTA   


NEULASTA ONPRO   


NEUPOGEN   


NGENLA   


NIPENT  


NIVESTYM   


NORDITROPIN   
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Injectable Medications (continued)


Medication name


Specialty pharmacy availability


Accredo
AllianceRx 
Walgreens 
Pharmacy


 CVS Specialty
Can be filled at 


other in-network 
pharmacies


NORDITROPIN FLEXPRO   


NORDITROPIN REDIFLEX   


NPLATE   


NUCALA   


NULIBRY 


NUTROPIN AQ NUSPIN   


NYVEPRIA   


OCREVUS   


OCTAGAM   


OCTREOTIDE   


OMNITROPE   


OMVOH   


ONPATTRO  


ORENCIA   


OTREXUP  


OXALIPLATIN  


OXLUMO 


PALYNZIQ  


PAMIDRONATE DISODIUM  


PANZYGA   


PARAPLATIN  


PEG-INTRON   


PEGASYS 


PEGASYS PROCLICK   


PHOTOFRIN  


PIASKY  


PLEGRIDY   


PLERIXAFOR   
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Injectable Medications (continued)


Medication name


Specialty pharmacy availability


Accredo
AllianceRx 
Walgreens 
Pharmacy


 CVS Specialty
Can be filled at 


other in-network 
pharmacies


PORTRAZZA   


PRIVIGEN   


PROCRIT   


PROLIA   


RADICAVA   


REBIF REBIDOSE   


REBLOZYL  


REDITREX  


RELEUKO   


REMICADE   


RENFLEXIS   


RETACRIT   


REVATIO   


REVCOVI 


RIABNI   


RIMSO-50 


RITUXAN   


RIVFLOZA 


ROLVEDON  


ROMIDEPSIN 


RUCONEST  


RUXIENCE   


RYPLAZIM 


RYSTIGGO 


RYTELO 


SAIZEN   


SAIZENPREP   


SAJAZIR 
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Injectable Medications (continued)


Medication name


Specialty pharmacy availability


Accredo
AllianceRx 
Walgreens 
Pharmacy


 CVS Specialty
Can be filled at 


other in-network 
pharmacies


SANDOSTATIN   


SANDOSTATIN LAR   


SAPHNELO 


SEROSTIM   


SIGNIFOR 


SIGNIFOR LAR 


SILDENAFIL ANTIHYPERTENSIVE   


SILIQ   


SIMLANDI  


SIMPONI   


SIMPONI ARIA   


SKYRIZI   


SKYTROFA   


SOGROYA   


SOMATULINE   


SOMAVERT   


SPEVIGO 


SPINRAZA 


STELARA   


STIMUFEND   


STRENSIQ 


SUBLOCADE   


SYLVANT   


SYNAGIS   


SYNRIBO 


TAKHZYRO  


TALTZ   


TAZICEF 
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Injectable Medications (continued)


Medication name


Specialty pharmacy availability


Accredo
AllianceRx 
Walgreens 
Pharmacy


 CVS Specialty
Can be filled at 


other in-network 
pharmacies


TEGSEDI 


TEMODAR  


TENIPOSIDE 


TEPADINA  


TEPEZZA  


TERIPARATIDE   


TEZSPIRE   


THIOTEPA  


THYROGEN   


TOFIDENCE  


TOPOSAR  


TOPOTECAN  


TOTECT 


TRELSTAR  


TRELSTAR DEPOT  


TRELSTAR LA  


TREMFYA   


TRIPTODUR 


TRUXIMA   


TYENNE   


TYMLOS   


TYSABRI   


TZIELD 


UDENYCA   


UNITUXIN 


UPTRAVI  


VALRUBICIN   


VALSTAR  
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Injectable Medications (continued)


Medication name


Specialty pharmacy availability


Accredo
AllianceRx 
Walgreens 
Pharmacy


 CVS Specialty
Can be filled at 


other in-network 
pharmacies


VELCADE   


VENTAVIS  


VILTEPSO 


VIMIZIM  


VINBLASTINE  


VINCASAR PFS  


VINCRISTINE  


VINORELBINE  


VIVITROL   


VOXZOGO  


VYEPTI 


VYLEESI 


VYVGART   


VYXEOS 


WAINUA 


WINREVAIR  


XEMBIFY  


XENPOZYME   


XEOMIN   


XGEVA   


XIAFLEX 


XOLAIR   


YONDELIS  


YORVIPATH 


YUFLYMA  


YUSIMRY  


ZALTRAP   


ZANOSAR  
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Oral Medications


Medication name


Specialty pharmacy availability


Accredo
AllianceRx 
Walgreens 
Pharmacy


CVS Specialty
Can be filled at 


other in-network 
pharmacies


ABIRATERONE   


ADCIRCA   


ADEMPAS  


AFINITOR   


AFINITOR DISPERZ   


AGAMREE 


AKEEGA 


ALECENSA   


ALKERAN  


ALUNBRIG 


ALVAIZ  


ALYQ  


AMBRISENTAN   


AMPYRA   


Medication name


Specialty pharmacy availability


Accredo
AllianceRx 
Walgreens 
Pharmacy


 CVS Specialty
Can be filled at 


other in-network 
pharmacies


ZARXIO   


ZIEXTENZO  


ZILBRYSQ 


ZILRETTA 


ZOLADEX   


ZOMACTON   


ZORBTIVE  


ZYMFENTRA  


Injectable Medications (continued)
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Oral Medications (continued)


Medication name


Specialty pharmacy availability


Accredo
AllianceRx 
Walgreens 
Pharmacy


 CVS Specialty
Can be filled at 


other in-network 
pharmacies


AUBAGIO   


AUGTYRO   


AUSTEDO   


AYVAKIT 


BAFIERTAM   


BALVERSA 


BETHKIS   


BOSENTAN   


BOSULIF   


BRAFTOVI   


BRONCHITOL   


BRUKINSA 


BYLVAY 


CABOMETYX   


CALQUENCE 


CAMZYOS   


CAPECITABINE   


CARBAGLU 


CARGLUMIC ACID 


CAYSTON   


CERDELGA   


CHENODAL 


CHOLBAM 


CIBINQO   


COMETRIQ  


COPIKTRA 


COTELLIC   


CYCLOPHOSPHAMIDE  
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Oral Medications (continued)


Medication name


Specialty pharmacy availability


Accredo
AllianceRx 
Walgreens 
Pharmacy


 CVS Specialty
Can be filled at 


other in-network 
pharmacies


CYSTAGON 


DALFAMPRIDINE   


DARAPRIM 


DASATINIB   


DAURISMO   


DAYBUE 


DDAVP   


DEFERASIROX   


DEFLAZACORT 


DIACOMIT 


DICHLORPHENAMIDE 


DIMETHYL FUMARATE   


DOJOLVI  


DOPTELET  


DROXIDOPA   


DUOPA  


DUVYZAT 


EMFLAZA 


EPCLUSA   


ERIVEDGE   


ERLEADA   


ERLOTINIB   


ESBRIET   


ETOPOSIDE  


EVEROLIMUS   


EVRYSDI 


EXJADE   


EXKIVITY 
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Oral Medications (continued)


Medication name


Specialty pharmacy availability


Accredo
AllianceRx 
Walgreens 
Pharmacy


 CVS Specialty
Can be filled at 


other in-network 
pharmacies


EXSERVAN 


EXTENCILLINE 


FABHALTA 


FARYDAK  


FILSPARI  


FINGOLIMOD   


FIRDAPSE 


FOTIVDA 


FRUZAQLA 


GALAFOLD  


GAVRETO 


GEFITINIB   


GILENYA   


GILOTRIF  


GLEEVEC   


GOCOVRI ER 


HARVONI   


HETLIOZ  


HETLIOZ LQ  


HYCAMTIN   


IBRANCE   


ICLUSIG 


IDHIFA   


IMATINIB   


IMBRUVICA 


INBRIJA 


INGREZZA  


INLYTA   
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Oral Medications (continued)


Medication name


Specialty pharmacy availability


Accredo
AllianceRx 
Walgreens 
Pharmacy


 CVS Specialty
Can be filled at 


other in-network 
pharmacies


INQOVI   


INREBIC   


IQIRVO   


IRESSA  


ISTURISA 


IWILFIN 


JADENU   


JAKAFI   


JAVYGTOR 


JAYPIRCA   


JOENJA 


JUXTAPID 


JYNARQUE 


KALYDECO   


KEVEYIS 


KISQALI   


KISQALI FEMARA   


KITABIS PAK NEBULES   


KORLYM 


KOSELUGO 


KRAZATI 


KUVAN  


KYZATREX 


LAPATINIB   


LAZCLUZE 


LEDIPASVIR/SOFOSBUVIR   


LENALIDOMIDE   


LENVIMA   
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Oral Medications (continued)


Medication name


Specialty pharmacy availability


Accredo
AllianceRx 
Walgreens 
Pharmacy


 CVS Specialty
Can be filled at 


other in-network 
pharmacies


LETAIRIS   


LIQREV   


LITFULO   


LIVDELZI 


LIVMARLI 


LIVTENCITY 


LONSURF   


LORBRENA   


LUMAKRAS  


LUMRYZ  


LUPKYNIS 


LYNPARZA  


LYTGOBI 


MAVENCLAD   


MAVYRET   


MAYZENT   


MEKINIST   


MEKTOVI   


MESNEX  


MIFEPRISTONE  


MIGLUSTAT   


MULPLETA   


MYCAPSSA 


MYLERAN  


NERLYNX  


NEXAVAR   


NINLARO   


NITISINONE 







22


Oral Medications (continued)


Medication name


Specialty pharmacy availability


Accredo
AllianceRx 
Walgreens 
Pharmacy


 CVS Specialty
Can be filled at 


other in-network 
pharmacies


NITYR 


NORTHERA   


NOURIANZ   


NUBEQA   


NUPLAZID   


OCALIVA   


ODOMZO   


OFEV   


OGSIVEO 


OHTUVAYRE 


OJEMDA 


OJJAARA 


OLPRUVA 


OLUMIANT   


ONUREG   


OPFOLDA  


OPSUMIT  


OPSYNVI  


ORENITRAM  


ORFADIN 


ORKAMBI   


ORMALVI 


ORSERDU 


OTEZLA   


OTEZLA STARTER PACK   


OXBRYTA 


PALFORZIA 


PAZOPANIB   
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Oral Medications (continued)


Medication name


Specialty pharmacy availability


Accredo
AllianceRx 
Walgreens 
Pharmacy


 CVS Specialty
Can be filled at 


other in-network 
pharmacies


PEMAZYRE 


PHEBURANE  


PIQRAY   


PIRFENIDONE   


POMALYST   


PONVORY   


PROCYSBI 


PROMACTA   


PULMOZYME   


PYRIMETHAMINE   


PYRUKYND 


QINLOCK 


RADICAVA ORS  


RAVICTI   


RECORLEV 


RELYVRIO  


RETEVMO   


REVATIO   


REVLIMID   


REZDIFFRA   


REZLIDHIA 


REZUROCK 


RIBAVIRIN   


RILUTEK  


RILUZOLE 


RINVOQ ER   


RINVOQ LQ   


ROZLYTREK   
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Oral Medications (continued)


Medication name


Specialty pharmacy availability


Accredo
AllianceRx 
Walgreens 
Pharmacy


 CVS Specialty
Can be filled at 


other in-network 
pharmacies


RUBRACA  


RUZURGI 


RYDAPT   


SABRIL   


SAMSCA   


SAPROPTERIN   


SCEMBLIX 


SILDENAFIL ANTIHYPERTENSIVE   


SKYCLARYS 


SODIUM OXYBATE 


SOFOSBUVIR/VELPATASVIR 


SOHONOS   


SORAFENIB   


SOTYKTU   


SOVALDI   


SPRYCEL   


STIVARGA   


SUCRAID 


SUNITINIB   


SUTENT   


SYMDEKO   


TABRECTA   


TADALAFIL ANTIHYPERTENSIVE   


TADLIQ   


TAFINLAR   


TAGRISSO  


TALZENNA   


TARCEVA   
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Oral Medications (continued)


Medication name


Specialty pharmacy availability


Accredo
AllianceRx 
Walgreens 
Pharmacy


 CVS Specialty
Can be filled at 


other in-network 
pharmacies


TASIGNA   


TASIMELTEON   


TAVALISSE 


TAVNEOS 


TAZVERIK 


TECFIDERA   


TEMODAR  


TEMOZOLOMIDE   


TEPMETKO 


TERIFLUNOMIDE 


TETRABENAZINE   


THALOMID   


THIOLA 


TIGLUTIK 


TIOPRONIN  


TOBI AMPULES   


TOBI PODHALER   


TOBRAMYCIN NEBULES   


TOLVAPTAN   


TORPENZ 


TRACLEER   


TRIKAFTA   


TRUQAP 


TRUSELTIQ 


TUKYSA 


TURALIO 


TYKERB   


TYVASO  
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Medication name


Specialty pharmacy availability


Accredo
AllianceRx 
Walgreens 
Pharmacy


 CVS Specialty
Can be filled at 


other in-network 
pharmacies


UKONIQ 


UPTRAVI  


VANFLYTA 


VELSIPITY   


VELTASSA 


VENCLEXTA 


VERZENIO   


VIEKIRA PAK   


VIEKIRA XR   


VIGABATRIN   


VIGADRONE 


VIGAFYDE 


VIGPODER 


VIJOICE  


VISTOGARD 


VITRAKVI  


VIZIMPRO   


VONJO 


VORANIGO 


VOSEVI   


VOTRIENT   


VOWST 


VOYDEYA 


VUMERITY DR   


VYNDAMAX   


VYNDAQEL   


WAKIX  


WELIREG 


Oral Medications (continued)
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Oral Medications (continued)


Medication name


Specialty pharmacy availability


Accredo
AllianceRx 
Walgreens 
Pharmacy


 CVS Specialty
Can be filled at 


other in-network 
pharmacies


XALKORI   


XELJANZ   


XELJANZ XR   


XELODA   


XENAZINE   


XERMELO 


XOLREMDI 


XOSPATA 


XPOVIO 


XTANDI   


XURIDEN 


XYREM 


XYWAV 


YARGESA 


YONSA   


ZAVESCA 


ZEJULA  


ZELBORAF   


ZEPATIER   


ZEPOSIA   


ZOLINZA   


ZURZUVAE  


ZYDELIG  


ZYKADIA   


ZYTIGA   







Topical Medications


Medication name


Specialty pharmacy availability


Accredo
AllianceRx 
Walgreens 
Pharmacy


CVS Specialty
Can be filled at 


other in-network 
pharmacies


CYSTADROPS 


CYSTARAN 


FILSUVEZ 


MUGARD 


OXERVATE 


PANRETIN  


QUTENZA 


REBYOTA 


SYNAREL 


VALCHLOR 


VYJUVEK 
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Proficiency of Language Assistance Services


Translation resources
Translation Resources
Proficiency of Language Assistance Services


Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross  
and Blue Shield Association. © 2019 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
199872M 55-1493 (11/19)


Translation Resources
Proficiency of Language Assistance Services


Spanish/Español: ATENCIÓN: Si habla español, tiene a su disposición servicios gratuitos de asistencia con el idioma. Llame al 
número de Servicio al Cliente que figura en su tarjeta de identificación (TTY: 711).


Portuguese/Português: ATENÇÃO: Se fala português, são-lhe disponibilizados gratuitamente serviços de assistência de idiomas. 
Telefone para os Serviços aos Membros, através do número no seu cartão ID (TTY: 711).


Chinese/简体中文: 注意：如果您讲中文，我们可向您免费提供语言协助服务。请拨打您 ID 卡上的号码联系会员服务部（TTY 
号码：711）。


Haitian Creole/Kreyòl Ayisyen: ATANSYON: Si ou pale kreyòl ayisyen, sèvis asistans nan lang disponib pou ou gratis. Rele 
nimewo Sèvis Manm nan ki sou kat Idantitifkasyon w lan (Sèvis pou Malantandan TTY: 711).


Vietnamese/Tiếng Việt: LƯU Ý: Nếu quý vị nói Tiếng Việt, các dịch vụ hỗ trợ ngôn ngữ được cung cấp cho quý vị miễn phí. Gọi cho 
Dịch vụ Hội viên theo số trên thẻ ID của quý vị (TTY: 711).


Russian/Русский: ВНИМАНИЕ: если Вы говорите по-русски, Вы можете воспользоваться бесплатными услугами переводчика. 
Позвоните в отдел обслуживания клиентов по номеру, указанному в Вашей идентификационной карте (телетайп: 711).


Arabic/ةيبر:
.(711 :”TTY“ جهاز الهاتف النصي للصم والبكم) انتباه: إذا كنت تتحدث اللغة العربية، فتتوفر خدمات المساعدة اللغوية مجاناً بالنسبة لك. اتصل بخدمات الأعضاء على الرقم الموجود على بطاقة هُويتك


Mon-Khmer, Cambodian/ខ្មែរ: ការជូនដំណឹ ង៖ ប្រសិនប្រើអ្នកនិយាយភាសា ខ្មែរ បសវាជំនួយភាសាឥតគិតថ្លៃ 
គឺអាចរកបានសបរា្់រអ្នក។ សូមទូរស័ព្ទបៅខ្្នកបសវាសរាជិកតាមបេ្បៅបេើ្័រណ្ណ សរាគា េ់្ួលៃនរ្រស់អ្នក (TTY: 711)។


French/Français: ATTENTION : si vous parlez français, des services d’assistance linguistique sont disponibles gratuitement. 
Appelez le Service adhérents au numéro indiqué sur votre carte d’assuré (TTY: 711).


Italian/Italiano: ATTENZIONE: se parlate italiano, sono disponibili per voi servizi gratuiti di assistenza linguistica. Chiamate il Servizio 
per i membri al numero riportato sulla vostra scheda identificativa (TTY: 711).


Korean/한국어: 주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 있습니다. 귀하의 ID 카드에 
있는 전화번호(TTY: 711)를 사용하여 회원 서비스에 전화하십시오.


Greek/λληνικά: ΠΡΟΣΟΧΗ: Εάν μιλάτε Ελληνικά, διατίθενται για σας υπηρεσίες γλωσσικής βοήθειας, δωρεάν. Καλέστε την Υπηρεσία 
Εξυπηρέτησης Μελών στον αριθμό της κάρτας μέλους σας  (ID card) (TTY: 771111).


Polish/Polski: UWAGA: Osoby posługujące się językiem polskim mogą bezpłatnie skorzystać z pomocy językowej. Należy zadzwonić do 
Działu obsługi ubezpieczonych pod numer podany na identyfikatorze (TTY: 711).


Hindi/हिदंी: ध्यान दें: ्दद आप दिनददी बोलते िैं, तो भयाषया सिया्तया सेवयाएँ, आप के ललए नन:शुलक उपलब्ध िैं। सदस् सेवयाओं को 
आपके आई.डी. कयाड्ड पर ददए गए नंबर पर कॉल करें (टदी.टदी.वयाई.: 711).


Gujarati/ગુજરાતી: ધ્યાન આપો: જો તમે ગુજરયાતી બોલતયા હો, તો તમને ભયાષયાકી્ સહયા્તયા સેવયાઓ વવનયા મૂલ્ે ઉપલબ્ધ છે. તમયારયા આઈડી કયાડ્ડ પર આપેલયા નંબર 
પર Member Service ને કૉલ કરો (TTY: 711).


Tagalog/Tagalog: PAUNAWA: Kung nagsasalita ka ng wikang Tagalog, mayroon kang magagamit na mga libreng serbisyo para sa 
tulong sa wika. Tawagan ang Mga Serbisyo sa Miyembro sa numerong nasa iyong ID card (TTY: 711).


Japanese/日本語: お知らせ：日本語をお話しになる方は無料の言語アシスタンスサービスをご利用いただけます。IDカードに記
載の電話番号を使用してメンバーサービスまでお電話ください（TTY: 711）。


German/Deutsch: ACHTUNG: Wenn Sie Deutsche sprechen, steht Ihnen kostenlos fremdsprachliche Unterstützung zur 
Verfügung. Rufen Sie den Mitgliederdienst unter der Nummer auf Ihrer ID-Karte an (TTY: 711).


Persian/پارسیان:
اعضا« تماس  بخش »خدمات  با  خود  شناسایی  کارت  روی  بر  مندرج  تلفن  شمار  گیرد. با  می  قرار  شما  اختیار  در  رایگان  صورت  ب  بانی  ز کمک  شما فارسی است، خدمات  بان  ز توج: اگر 


.(TTY: 711) ید بگیر


Lao/ພາສາລາວ: ຂໍ ້ ຄວນໃສ່ໃຈ: ຖ້າເຈົ ້ າເວົ ້ າພາສາລາວໄດ້, ມີ ການບໍ ລິ ການຊ່ວຍເຫຼື ອດ້ານພາສາໃຫ້ທ່ານໂດຍບໍ່ ເສຍຄ່າ. ໂທ ຫາ 
ຝ່າຍບໍ ລິ ການສະ ມາ ຊິ ກທີ່ ໝາຍເລກໂທລະສັບຢູ່ໃນບັດຂອງທ່ານ (TTY: 711).


Navajo/Diné Bizaad: BAA !KOHWIINDZIN DOO&G&: Din4 k’ehj7 y1n7[t’i’go saad bee y1t’i’ 47 t’11j77k’e bee n7k1’a’doowo[go 47 
n1’ahoot’i’. D77 bee an7tah7g7 ninaaltsoos bine’d44’ n0omba bik1’7g7ij8’ b44sh bee hod77lnih (TTY: 711).


Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross  
and Blue Shield Association. © 2016 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
164711MB 55-1493 (11/19)


Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association.  







CaremarkPCS Health, LLC (“CVS Caremark”) is an independent company that has been contracted to administer pharmacy benefits and provide certain pharmacy services for Blue Cross Blue Shield of  
Massachusetts. CVS Caremark is part of the CVS Health family of companies. Accredo, AllianceRx Walgreens Pharmacy, CVS Specialty, Freedom Fertility Pharmacy, and Village Fertility Pharmacy are 
independent companies providing specialty pharmacy services to members of Blue Cross Blue Shield of Massachusetts. Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the  
Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross and Blue Shield Association. ®’ Registered Marks and TM Trademarks are the property of their respective owners.  
© 2024 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc. 


003179004	 55-001547128 (12/24)


Blue Cross Blue Shield of Massachusetts complies with applicable federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, sex, sexual 
orientation, or gender identity.
ATTENTION: If you don’t speak English, language assistance services, free of charge, are available to you. Call Member Service at the number on your ID card (TTY: 711).
ATENCIÓN: Si habla español, tiene a su disposición servicios gratuitos de asistencia con el idioma. Llame al número de Servicio al Cliente que figura en su tarjeta de identificación (TTY: 711).
ATENÇÃO: Se fala português, são-lhe disponibilizados gratuitamente serviços de assistência de idiomas. Telefone para os Serviços aos Membros, através do número no seu cartão ID (TTY: 711).
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Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association.  


For plans that use the:
Blue Cross Blue Shield of Massachusetts Formulary


STEP THERAPY
Medication List


GET A PERSONALIZED VIEW OF YOUR HEALTH PLAN WITH MYBLUE
MyBlue is your personalized online member account that makes understanding  


and using your health plan simple. You can use MyBlue to:


   SEARCH
Find, understand, and 


use your benefits
Review your  


claims details
Get personalized care 


options that fit your 
unique needs


Look up  
medications


Sign in or create your MyBlue account at bluecrossma.org. 
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Covered Medications 
That Require Step Therapy


The following list includes medications that are subject to step therapy. As a key part of our prior authorization  
program, step therapy ensures that your doctor provides you with an effective and affordable medication 
treatment. Before coverage is allowed for certain second-step medications, your doctor must first prescribe  
a more affordable, yet clinically appropriate first-step medication. Some medications may go through multiple 
steps before being approved.


This isn’t a complete list of covered medications, and inclusion on this list doesn’t guarantee coverage.1 
You must have a valid prescription from a licensed health provider, and prior authorization from Blue Cross to 
receive coverage for these medications. Some medications may also be subject to other pharmacy management 
programs, such as quality care dosing, to qualify for coverage.


NOTE: Some medications on this list may be considered non-covered, including new medications under  
review by Blue Cross. Your doctor may request an exception for a non-covered medication when  
medically necessary.2


1. Not all medications listed are covered by all prescription plans. Check your benefit materials for details. 
2. If approved, you’d pay the highest-tier cost.


For more information about coverage for these medications, sign in to MyBlue at  
bluecrossma.org then go to Medication Lookup Tool under My Medications. 


If you're not a member, you can get more information by visiting bluecrossma.org/medication.


Learn more about your coverage
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Anti-Migraine
Medication name


ALMOTRIPTAN MAXALT TRUDHESA


AMERGE MAXALT-MLT UBRELVY


AXERT MIGRANAL ZEMBRACE SYMTOUCH


DIHYDROERGOTAMINE ONZETRA XSAIL ZOLMITRIPTAN


ELETRIPTAN RELPAX ZOLMITRIPTAN NASAL


FROVA SUMATRIPTAN/NAPROXEN ZOMIG


FROVATRIPTAN TOSYMRA ZOMIG NASAL


IMITREX TREXIMET ZOMIG ZMT


Cardiovascular Medications
Medication name


DAPAGLIFLOXIN FARXIGA JARDIANCE


ENTRESTO INPEFA VERQUVO


Antibiotics (Topical)
Medication name


MUPIROCIN CREAM
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Diabetes management
Medication name


ACTOPLUS MET FORTAMET KERENDIA RIOMET ER


ACTOPLUS MET XR GLUCOPHAGE KOMBIGLYZE XR SAXAGLIPTIN


ACTOS GLUCOPHAGE XR METFORMIN 625MG SAXAGLIPTIN/METFORMIN


AFREZZA GLUMETZA METFORMIN ER  
(GENERIC FOR GLUMETZA) SEGLUROMET


ALOGLIPTIN GLYNASE
METFORMIN FILM  
COATED ER (GENERIC  
FOR FORTAMET)


SITAGLIPTAN


ALOGLIPTIN/METFORMIN GLYXAMBI NESINA SITAGLIPTAN/METFORMIN


ALOGLIPTIN/
PIOGLITAZONE INVOKAMET ONGLYZA STEGLATRO


AVANDARYL INVOKAMET XR OSENI STEGLUJAN


AVANDIA INVOKANA OZEMPIC SYNJARDY


BRENZAVVY JANUMET PIOGLITAZONE SYNJARDY XR


BYDUREON JANUMET XR PIOGLITAZONE-
GLIMEPIRIDE TRADJENTA


BYETTA JANUVIA PIOGLITAZONE-
METFORMIN TRIJARDY XR


DAPAGLIFLOZIN JARDIANCE PRANDIN XIGDUO


DAPAGLIFLOZIN/
METFORMIN JENTADUETO PRECOSE XIGDUO XR


DUETACT JENTADUETO XR QTERN ZITUVIMET


FARXIGA KAZANO RIOMET ZITUVIO


GLAUCOMA
Medication name


LUMIGAN TRAVATAN Z XELPROS


ROCKLATAN VYZULTA ZIOPTAN


TRAVATAN XALATAN
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Methotrexate Auto-Injectors
Medication name


OTREXUP RASUVO


Menopause Motor Symptoms
Medication name


VEOZAH


Immunomodulators for Skin Conditions
Medication name


ELIDEL OPZELURA PROTOPIC VTAMA


EUCRISA PIMECROLIMUS TACROLIMUS


Overactive Bladder Treatment
Medication name


DETROL DITROPAN XL GELNIQUE MYRBETRIQ TOVIAZ


DETROL LA ENABLEX GEMTESA OXYTROL VESICARE
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Parkinson’s Disease Management
Medication name


COMTAN NOURIANZ TASMAR


INBRIJA ONGENTYS TOLCAPONE


TESTOSTERONE (TOPICAL)
Medication name


ANDROGEL TESTIM TESTOSTERONE CIK KIT


NATESTO NASAL TESTONE CIK KIT VOGELXO
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Proficiency of Language Assistance Services


Translation resources
Translation Resources
Proficiency of Language Assistance Services


Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross  
and Blue Shield Association. © 2019 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
199872M 55-1493 (11/19)


Translation Resources
Proficiency of Language Assistance Services


Spanish/Español: ATENCIÓN: Si habla español, tiene a su disposición servicios gratuitos de asistencia con el idioma. Llame al 
número de Servicio al Cliente que figura en su tarjeta de identificación (TTY: 711).


Portuguese/Português: ATENÇÃO: Se fala português, são-lhe disponibilizados gratuitamente serviços de assistência de idiomas. 
Telefone para os Serviços aos Membros, através do número no seu cartão ID (TTY: 711).


Chinese/简体中文: 注意：如果您讲中文，我们可向您免费提供语言协助服务。请拨打您 ID 卡上的号码联系会员服务部（TTY 
号码：711）。


Haitian Creole/Kreyòl Ayisyen: ATANSYON: Si ou pale kreyòl ayisyen, sèvis asistans nan lang disponib pou ou gratis. Rele 
nimewo Sèvis Manm nan ki sou kat Idantitifkasyon w lan (Sèvis pou Malantandan TTY: 711).


Vietnamese/Tiếng Việt: LƯU Ý: Nếu quý vị nói Tiếng Việt, các dịch vụ hỗ trợ ngôn ngữ được cung cấp cho quý vị miễn phí. Gọi cho 
Dịch vụ Hội viên theo số trên thẻ ID của quý vị (TTY: 711).


Russian/Русский: ВНИМАНИЕ: если Вы говорите по-русски, Вы можете воспользоваться бесплатными услугами переводчика. 
Позвоните в отдел обслуживания клиентов по номеру, указанному в Вашей идентификационной карте (телетайп: 711).


Arabic/ةيبر:
.(711 :”TTY“ جهاز الهاتف النصي للصم والبكم) انتباه: إذا كنت تتحدث اللغة العربية، فتتوفر خدمات المساعدة اللغوية مجاناً بالنسبة لك. اتصل بخدمات الأعضاء على الرقم الموجود على بطاقة هُويتك


Mon-Khmer, Cambodian/ខ្មែរ: ការជូនដំណឹ ង៖ ប្រសិនប្រើអ្នកនិយាយភាសា ខ្មែរ បសវាជំនួយភាសាឥតគិតថ្លៃ 
គឺអាចរកបានសបរា្់រអ្នក។ សូមទូរស័ព្ទបៅខ្្នកបសវាសរាជិកតាមបេ្បៅបេើ្័រណ្ណ សរាគា េ់្ួលៃនរ្រស់អ្នក (TTY: 711)។


French/Français: ATTENTION : si vous parlez français, des services d’assistance linguistique sont disponibles gratuitement. 
Appelez le Service adhérents au numéro indiqué sur votre carte d’assuré (TTY: 711).


Italian/Italiano: ATTENZIONE: se parlate italiano, sono disponibili per voi servizi gratuiti di assistenza linguistica. Chiamate il Servizio 
per i membri al numero riportato sulla vostra scheda identificativa (TTY: 711).


Korean/한국어: 주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 있습니다. 귀하의 ID 카드에 
있는 전화번호(TTY: 711)를 사용하여 회원 서비스에 전화하십시오.


Greek/λληνικά: ΠΡΟΣΟΧΗ: Εάν μιλάτε Ελληνικά, διατίθενται για σας υπηρεσίες γλωσσικής βοήθειας, δωρεάν. Καλέστε την Υπηρεσία 
Εξυπηρέτησης Μελών στον αριθμό της κάρτας μέλους σας  (ID card) (TTY: 771111).


Polish/Polski: UWAGA: Osoby posługujące się językiem polskim mogą bezpłatnie skorzystać z pomocy językowej. Należy zadzwonić do 
Działu obsługi ubezpieczonych pod numer podany na identyfikatorze (TTY: 711).


Hindi/हिदंी: ध्यान दें: ्दद आप दिनददी बोलते िैं, तो भयाषया सिया्तया सेवयाएँ, आप के ललए नन:शुलक उपलब्ध िैं। सदस् सेवयाओं को 
आपके आई.डी. कयाड्ड पर ददए गए नंबर पर कॉल करें (टदी.टदी.वयाई.: 711).


Gujarati/ગુજરાતી: ધ્યાન આપો: જો તમે ગુજરયાતી બોલતયા હો, તો તમને ભયાષયાકી્ સહયા્તયા સેવયાઓ વવનયા મૂલ્ે ઉપલબ્ધ છે. તમયારયા આઈડી કયાડ્ડ પર આપેલયા નંબર 
પર Member Service ને કૉલ કરો (TTY: 711).


Tagalog/Tagalog: PAUNAWA: Kung nagsasalita ka ng wikang Tagalog, mayroon kang magagamit na mga libreng serbisyo para sa 
tulong sa wika. Tawagan ang Mga Serbisyo sa Miyembro sa numerong nasa iyong ID card (TTY: 711).


Japanese/日本語: お知らせ：日本語をお話しになる方は無料の言語アシスタンスサービスをご利用いただけます。IDカードに記
載の電話番号を使用してメンバーサービスまでお電話ください（TTY: 711）。


German/Deutsch: ACHTUNG: Wenn Sie Deutsche sprechen, steht Ihnen kostenlos fremdsprachliche Unterstützung zur 
Verfügung. Rufen Sie den Mitgliederdienst unter der Nummer auf Ihrer ID-Karte an (TTY: 711).


Persian/پارسیان:
اعضا« تماس  بخش »خدمات  با  خود  شناسایی  کارت  روی  بر  مندرج  تلفن  شمار  گیرد. با  می  قرار  شما  اختیار  در  رایگان  صورت  ب  بانی  ز کمک  شما فارسی است، خدمات  بان  ز توج: اگر 


.(TTY: 711) ید بگیر


Lao/ພາສາລາວ: ຂໍ ້ ຄວນໃສ່ໃຈ: ຖ້າເຈົ ້ າເວົ ້ າພາສາລາວໄດ້, ມີ ການບໍ ລິ ການຊ່ວຍເຫຼື ອດ້ານພາສາໃຫ້ທ່ານໂດຍບໍ່ ເສຍຄ່າ. ໂທ ຫາ 
ຝ່າຍບໍ ລິ ການສະ ມາ ຊິ ກທີ່ ໝາຍເລກໂທລະສັບຢູ່ໃນບັດຂອງທ່ານ (TTY: 711).


Navajo/Diné Bizaad: BAA !KOHWIINDZIN DOO&G&: Din4 k’ehj7 y1n7[t’i’go saad bee y1t’i’ 47 t’11j77k’e bee n7k1’a’doowo[go 47 
n1’ahoot’i’. D77 bee an7tah7g7 ninaaltsoos bine’d44’ n0omba bik1’7g7ij8’ b44sh bee hod77lnih (TTY: 711).


Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross  
and Blue Shield Association. © 2016 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
164711MB 55-1493 (11/19)


Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association.  







® Registered Marks of the Blue Cross and Blue Shield Association. ®’ Registered Marks and TM Trademarks are the property of their respective owners.  
© 2024 Blue Cross and Blue Shield of Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc. 


003175694 	 55-001547419 (10/24)


Blue Cross Blue Shield of Massachusetts complies with applicable federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, sex, sexual 
orientation, or gender identity.
ATTENTION: If you don’t speak English, language assistance services, free of charge, are available to you. Call Member Service at the number on your ID card (TTY: 711).
ATENCIÓN: Si habla español, tiene a su disposición servicios gratuitos de asistencia con el idioma. Llame al número de Servicio al Cliente que figura en su tarjeta de identificación (TTY: 711).
ATENÇÃO: Se fala português, são-lhe disponibilizados gratuitamente serviços de assistência de idiomas. Telefone para os Serviços aos Membros, através do número no seu cartão ID (TTY: 711).
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Zero Copay Medication List.pdf


Last updated: January 1, 2025



THE PHARMACY THAT COMES TO YOU 


AND SAVES YOU MONEY
With the mail service pharmacy, most maintenance medications can be 


automatically refilled and shipped every 90 days at a lower cost.* 


To start, create an account at bluecrossma.org. 
Once signed in, click Pharmacy Benefit Manager under My Medications,  


then go to Start Rx Delivery by Mail under the Prescriptions tab. 
You can also call CVS Customer Care at 1-877-817-0477 (TTY: 711). 


*Not all medications are available through the mail service pharmacy. Check your plan details 
to see if the mail service pharmacy is included with your plan.


Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association.  


$0 Copay
Medication List


For plans that use the:
Blue Cross Blue Shield of Massachusetts Formulary
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MEDICATIONS THAT HAVE A $0 COPAY
You may not have to pay a copay for some or all of the medications on this list if your plan includes the  
$0 Copay pharmacy benefit.1 These medications are used to treat high blood pressure, certain heart conditions,  
high cholesterol, depression, diabetes, some respiratory ailments, and substance and opioid use disorder.  
The benefit also includes diabetes testing strips and smoking cessation medications. These medications  
and products can be purchased at an in-network retail pharmacy, or through the mail service pharmacy.  
If you have a health savings account (HSA)-qualified “Saver” plan,2 the deductible must be satisfied before  
the medications are eligible for $0 copay.


This isn’t a complete list of covered medications, and inclusion on this list doesn’t guarantee coverage.3  
You must have a valid prescription from a licensed health provider to receive coverage for these medications.  
Some medications may also be subject to pharmacy management programs, such as step therapy, prior 
authorization, or quality care dosing, or have other coverage requirements. 


NOTE: Some medications on this list may be considered non-covered, including new medications under  
review by Blue Cross. Your doctor may request an exception for a non-covered medication when  
medically necessary.4


For more information about coverage for these medications, sign in to MyBlue at  
bluecrossma.org then go to Medication Lookup Tool under My Medications. 


If you're not a member, you can get more information by visiting bluecrossma.org/medication.


Learn more about your coverage


1.  �Not all medications listed are covered by all plans with the $0 Copay pharmacy benefit. Check your benefit materials for details. 
2. �Blue Cross Blue Shield of Massachusetts plans that are HSA-qualified include the term “Saver” in the plan name.  


For example: Blue Care Elect Saver or HMO Blue New England Saver $2,000.
3. Not all medications listed are covered by all prescription plans. Check your benefit materials for details. 
4. If approved, you’d pay the highest-tier cost.
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Medication class Medication name Strength Form


Blood pressure/heart 
drugs


ACEBUTOLOL HCL 200 MG CAPSULE


ACEBUTOLOL HCL 400 MG CAPSULE


AMILORIDE HCL W/HCTZ 5 MG-50 MG TABLET


AMIODARONE HCL 150 MG/3 ML SYRINGE


AMIODARONE HCL 100 MG TABLET


AMIODARONE HCL 200 MG TABLET


AMIODARONE HCL 400 MG TABLET


AMIODARONE HCL 50 MG/ML VIAL


AMLODIPINE-BENAZEPRIL 2.5 MG-10 MG CAPSULE


AMLODIPINE-BENAZEPRIL 5 MG-10 MG CAPSULE


AMLODIPINE-BENAZEPRIL 5 MG-20 MG CAPSULE


AMLODIPINE-BENAZEPRIL 5 MG-40 MG CAPSULE


AMLODIPINE-BENAZEPRIL 10 MG-20 MG CAPSULE


AMLODIPINE-BENAZEPRIL 10 MG-40 MG CAPSULE


AMLODIPINE BESYLATE 2.5 MG TABLET


AMLODIPINE BESYLATE 5 MG TABLET


AMLODIPINE BESYLATE 10 MG TABLET


ATENOLOL 25 MG TABLET


ATENOLOL 50 MG TABLET


ATENOLOL 100 MG TABLET


ATENOLOL W/CHLORTHALIDONE 50 MG-25 MG TABLET


ATENOLOL W/CHLORTHALIDONE 100 MG-25 MG TABLET


BENAZEPRIL HCL 5 MG TABLET


BENAZEPRIL HCL 10 MG TABLET


BENAZEPRIL HCL 20 MG TABLET


BENAZEPRIL HCL 40 MG TABLET


BENAZEPRIL HCL-HCTZ 5 MG-6.25 MG TABLET


BENAZEPRIL HCL-HCTZ 10 MG-12.5 MG TABLET


BENAZEPRIL HCL-HCTZ 20 MG-12.5 MG TABLET


BENAZEPRIL HCL-HCTZ 20 MG-25 MG TABLET


BETAXOLOL HCL 0.5% DROPS
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Medication class Medication name Strength Form


Blood pressure/heart 
drugs (continued)


BETAXOLOL HCL 10 MG TABLET


BETAXOLOL HCL 20 MG TABLET


BISOPROLOL FUMARATE 5 MG TABLET


BISOPROLOL FUMARATE 10 MG TABLET


BISOPROLOL FUMARATE/HCTZ 2.5 MG-6.25 MG TABLET


BISOPROLOL FUMARATE/HCTZ 5 MG-6.25 MG TABLET


BISOPROLOL FUMARATE/HCTZ 10 MG-6.25 MG TABLET


BUMETANIDE 0.5 MG TABLET


BUMETANIDE 1 MG TABLET


BUMETANIDE 2 MG TABLET


BUMETANIDE 0.25 MG/ML VIAL


CANDESARTAN 4 MG TABLET


CANDESARTAN 8 MG TABLET


CANDESARTAN 16 MG TABLET


CANDESARTAN 32 MG TABLET


CANDESARTAN/HCTZ 16 MG-12.5 MG TABLET


CANDESARTAN/HCTZ 32 MG-12.5 MG TABLET


CANDESARTAN/HCTZ 32 MG-25 MG TABLET


CAPTOPRIL 12.5 MG TABLET


CAPTOPRIL 25 MG TABLET


CAPTOPRIL 50 MG TABLET


CAPTOPRIL 100 MG TABLET


CAPTOPRIL-HCTZ 25 MG-15 MG TABLET


CAPTOPRIL-HCTZ 50 MG-15 MG TABLET


CAPTOPRIL-HCTZ 25 MG-25 MG TABLET


CAPTOPRIL-HCTZ 50 MG-25 MG TABLET


CARVEDILOL 3.125 MG TABLET


CARVEDILOL 6.25 MG TABLET


CARVEDILOL 12.5 MG TABLET


CARVEDILOL 25 MG TABLET


CHLOROTHIAZIDE 250 MG TABLET
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Medication class Medication name Strength Form


Blood pressure/heart 
drugs (continued)


CHLOROTHIAZIDE 500 MG TABLET


CHLOROTHIAZIDE 500 MG VIAL


CHLORTHALIDONE 25 MG TABLET


CHLORTHALIDONE 50 MG TABLET


CILOSTAZOL 50 MG TABLET


CILOSTAZOL 100 MG TABLET


CLONIDINE HCL 0.1 MG TABLET


CLONIDINE HCL 0.2 MG TABLET


CLONIDINE HCL 0.3 MG TABLET


CLONIDINE HCL 0.1 MG/24 HR TRANSDERMAL  
WEEKLY PATCH


CLONIDINE HCL 0.2 MG/24 HR TRANSDERMAL  
WEEKLY PATCH


CLONIDINE HCL 0.3 MG/24 HR TRANSDERMAL  
WEEKLY PATCH


CLONIDINE HCL 1000 MCG/10 ML VIAL


CLONIDINE HCL 5000 MCG/10 ML VIAL


CLOPIDOGREL 75 MG TABLET


DILTIAZEM 30 MG TABLET


DILTIAZEM 60 MG TABLET


DILTIAZEM 90 MG TABLET


DILTIAZEM 120 MG TABLET


DILTIAZEM 25 MG/25 ML VIAL


DILTIAZEM 50 MG/10 ML VIAL


DILTIAZEM 100 MG VIAL


DILTIAZEM 125 MG/25 ML VIAL


DILTIAZEM 60 MG 12 HOUR CAPSULE


DILTIAZEM 1200 MG 12 HOUR CAPSULE


DILTIAZEM 120 MG 24 HOUR CD CAPSULE


DILTIAZEM 180 MG 24 HOUR CD CAPSULE


DILTIAZEM 240 MG 24 HOUR CD CAPSULE


DILTIAZEM 300 MG 24 HOUR CD CAPSULE
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Medication class Medication name Strength Form


Blood pressure/heart 
drugs (continued)


DILTIAZEM 360 MG 24 HOUR CD CAPSULE


DILTIAZEM 120 MG 24 HOUR ER CAPSULE


DILTIAZEM 180 MG 24 HOUR ER CAPSULE


DILTIAZEM 240 MG 24 HOUR ER CAPSULE


DILTIAZEM 300 MG 24 HOUR ER CAPSULE


DILTIAZEM 360 MG 24 HOUR ER CAPSULE


DILTIAZEM 420 MG 24 HOUR ER CAPSULE


DILTIAZEM 180 MG 24 HOUR LA TABLET


DILTIAZEM 240 MG 24 HOUR LA TABLET


DILTIAZEM 300 MG 24 HOUR LA TABLET


DILTIAZEM 360 MG 24 HOUR LA TABLET


DILTIAZEM 420 MG 24 HOUR LA TABLET


DILTIAZEM 120 MG 24 HOUR XR CAPSULE


DILTIAZEM 180 MG 24 HOUR XR CAPSULE


DILTIAZEM 240 MG 24 HOUR XR CAPSULE


DILTIAZEM - D5W 125 MG/125 ML PLASTIC BAG, 
INJECTION


DILTIAZEM/NACL 125 MG/125 ML-0.7% 
NACL


PLASTIC BAG, 
INJECTION


DILTIAZEM/NACL 125 MG/125 ML-0.9% 
NACL


PLASTIC BAG, 
INJECTION


DIPYRIDAMOLE 25 MG TABLET


DIPYRIDAMOLE 50 MG TABLET


DIPYRIDAMOLE 75 MG TABLET


DIPYRIDAMOLE 5 MG/ML VIAL


DOXAZOSIN MESYLATE 1 MG TABLET


DOXAZOSIN MESYLATE 2 MG TABLET


DOXAZOSIN MESYLATE 4 MG TABLET


DOXAZOSIN MESYLATE 8 MG TABLET


ENALAPRIL MALEATE 2.5 MG TABLET


ENALAPRIL MALEATE 5 MG TABLET


ENALAPRIL MALEATE 10 MG TABLET
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Medication class Medication name Strength Form


Blood pressure/heart 
drugs (continued)


ENALAPRIL MALEATE 20 MG TABLET


ENALAPRIL MALEATE/HCTZ 5 MG-12.5 MG TABLET


ENALAPRIL MALEATE/HCTZ 10 MG-25 MG TABLET


EPLERENONE 25 MG TABLET


EPLERENONE 50 MG TABLET


FELODIPINE ER 2.5 MG EXTENDED RELEASE  
24 HR TABLET


FELODIPINE ER 5 MG EXTENDED RELEASE  
24 HR TABLET


FELODIPINE ER 10 MG EXTENDED RELEASE  
24 HR TABLET


FOSINOPRIL SODIUM 10 MG TABLET


FOSINOPRIL SODIUM 20 MG TABLET


FOSINOPRIL SODIUM 40 MG TABLET


FOSINOPRIL-
HYDROCHLOROTHIAZIDE 10 MG-12.5 MG TABLET


FOSINOPRIL-
HYDROCHLOROTHIAZIDE 20 MG-12.5 MG TABLET


FUROSEMIDE 10 MG/ML ORAL SOLUTION


FUROSEMIDE 40 MG/5 ML ORAL SOLUTION


FUROSEMIDE 10 MG/ML SYRINGE


FUROSEMIDE 20 MG TABLET


FUROSEMIDE 40 MG TABLET


FUROSEMIDE 80 MG TABLET


FUROSEMIDE 10 MG/ML VIAL


GUANFACINE HCL 1 MG TABLET


GUANFACINE HCL 2 MG TABLET


HYDRALAZINE HCL 10 MG TABLET


HYDRALAZINE HCL 25 MG TABLET


HYDRALAZINE HCL 50 MG TABLET


HYDRALAZINE HCL 100 MG TABLET


HYDRALAZINE HCL 20 MG/ML VIAL


HYDROCHLOROTHIAZIDE 12.5 MG CAPSULE
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Medication class Medication name Strength Form


Blood pressure/heart 
drugs (continued)


HYDROCHLOROTHIAZIDE 25 MG TABLET


HYDROCHLOROTHIAZIDE 50 MG TABLET


INDAPAMIDE 1.25 MG TABLET


INDAPAMIDE 2.5 MG TABLET


IRBESARTAN 75 MG TABLET


IRBESARTAN 150 MG TABLET


IRBESARTAN 300 MG TABLET


IRBESARTAN-
HYDROCHLOROTHIAZIDE 150 MG-12.5 MG TABLET


IRBESARTAN-
HYDROCHLOROTHIAZIDE 300 MG-12.5 MG TABLET


ISOSORBIDE DINITRATE 40 MG EXTENDED RELEASE 
TABLET


ISOSORBIDE DINITRATE 5 MG TABLET


ISOSORBIDE DINITRATE 10 MG TABLET


ISOSORBIDE DINITRATE 20 MG TABLET


ISOSORBIDE DINITRATE 30 MG TABLET


ISOSORBIDE MONONITRATE 30 MG EXTENDED RELEASE  
24 HR TABLET


ISOSORBIDE MONONITRATE 60 MG EXTENDED RELEASE  
24 HR TABLET


ISOSORBIDE MONONITRATE 120 MG EXTENDED RELEASE  
24 HR TABLET


ISOSORBIDE MONONITRATE 10 MG TABLET


ISOSORBIDE MONONITRATE 20 MG TABLET


JANTOVEN 1 MG TABLET


JANTOVEN 2 MG TABLET


JANTOVEN 2.5 MG TABLET


JANTOVEN 3 MG TABLET


JANTOVEN 4 MG TABLET


JANTOVEN 5 MG TABLET


JANTOVEN 6 MG TABLET


JANTOVEN 7.5 MG TABLET


JANTOVEN 10 MG TABLET
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Medication class Medication name Strength Form


Blood pressure/heart 
drugs (continued)


LABETALOL HCL 20 MG/4 ML CARTRIDGE


LABETALOL HCL 25 MG/5 ML SYRINGE


LABETALOL HCL 50 MG/10 ML SYRINGE


LABETALOL HCL 100 MG TABLET


LABETALOL HCL 200 MG TABLET


LABETALOL HCL 300 MG TABLET


LABETALOL HCL 5 MG/ML VIAL


LISINOPRIL 2.5 MG TABLET


LISINOPRIL 5 MG TABLET


LISINOPRIL 10 MG TABLET


LISINOPRIL 20 MG TABLET


LISINOPRIL 30 MG TABLET


LISINOPRIL 40 MG TABLET


LISINOPRIL-HCTZ 10 MG-12.5 MG TABLET


LISINOPRIL-HCTZ 20 MG-12.5 MG TABLET


LISINOPRIL-HCTZ 20 MG-25 MG TABLET


LOSARTAN POTASSIUM 25 MG TABLET


LOSARTAN POTASSIUM 50 MG TABLET


LOSARTAN POTASSIUM 100 MG TABLET


LOSARTAN-
HYDROCHLOROTHIAZIDE 50 MG-12.5 MG TABLET


LOSARTAN-
HYDROCHLOROTHIAZIDE 100 MG-12.5 MG TABLET


LOSARTAN-
HYDROCHLOROTHIAZIDE 100 MG-25 MG TABLET


METHAZOLAMIDE 35 MG TABLET


METHAZOLAMIDE 50 MG TABLET


METHYCLOTHIAZIDE 5 MG TABLET


METHYLDOPA 250 MG TABLET


METHYLDOPA 500 MG TABLET


METHYLDOPA/
HYDROCHLOROTHIAZIDE 250 MG-15 MG TABLET
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Medication class Medication name Strength Form


Blood pressure/heart 
drugs (continued)


METHYLDOPA/
HYDROCHLOROTHIAZIDE 250 MG-25 MG TABLET


METOLAZONE 2.5 MG TABLET


METOLAZONE 5 MG TABLET


METOLAZONE 10 MG TABLET


METOPROLOL SUCCINATE 25 MG EXTENDED RELEASE  
24 HR TABLET


METOPROLOL SUCCINATE 50 MG EXTENDED RELEASE  
24 HR TABLET


METOPROLOL SUCCINATE 100 MG EXTENDED RELEASE  
24 HR TABLET


METOPROLOL SUCCINATE 200 MG EXTENDED RELEASE  
24 HR TABLET


METOPROLOL TARTRATE 5 MG/5 ML AMPULE


METOPROLOL TARTRATE 5 MG/5 ML CARTRIDGE


METOPROLOL TARTRATE 25 MG TABLET


METOPROLOL TARTRATE 37.5 MG TABLET


METOPROLOL TARTRATE 50 MG TABLET


METOPROLOL TARTRATE 75 MG TABLET


METOPROLOL TARTRATE 100 MG TABLET


METOPROLOL TARTRATE 5 MG/5 ML VIAL


METOPROLOL-
HYDROCHLOROTHIAZIDE 50 MG-25 MG TABLET


METOPROLOL-
HYDROCHLOROTHIAZIDE 100 MG-25 MG TABLET


METOPROLOL-
HYDROCHLOROTHIAZIDE 100 MG-50 MG TABLET


MINOXIDIL 2.5 MG TABLET


MINOXIDIL 10 MG TABLET


NADOLOL 20 MG TABLET


NADOLOL 40 MG TABLET


NADOLOL 80 MG TABLET


NICARDIPINE 25 MG/10 ML AMPULE


NICARDIPINE 20 MG/200 ML-0.9% 
NACL CAPSULE
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Medication class Medication name Strength Form


Blood pressure/heart 
drugs (continued)


NICARDIPINE 30 MG CAPSULE


NICARDIPINE 25 MG/10 ML VIAL


NICARDIPINE/NACL 20 MG/200 ML-0.9% 
NACL


INTRAVENOUS  
SOLUTION


NICARDIPINE/NACL 40 MG/200 ML-0.9% 
NACL


INTRAVENOUS  
SOLUTION


NIFEDIPINE 10 MG CAPSULE


NIFEDIPINE 20 MG CAPSULE


NIFEDIPINE ER 30 MG EXTENDED RELEASE 
TABLET


NIFEDIPINE ER 60 MG EXTENDED RELEASE 
TABLET


NIFEDIPINE ER 90 MG EXTENDED RELEASE 
TABLET


NIFEDIPINE ER 30 MG EXTENDED RELEASE  
24 HR TABLET


NIFEDIPINE ER 60 MG EXTENDED RELEASE  
24 HR TABLET


NIFEDIPINE ER 90 MG EXTENDED RELEASE  
24 HR TABLET


NITRO-BID 2% OINTMENT


NITROGLYCERIN 2.5 MG EXTENDED RELEASE 
CAPSULE


NITROGLYCERIN 6.5 MG EXTENDED RELEASE 
CAPSULE


NITROGLYCERIN 9 MG EXTENDED RELEASE 
CAPSULE


NITROGLYCERIN 400 MCG/SPR SPRAY, NON-AEROSOL


NITROGLYCERIN 0.3 MG SUBLINGUAL TABLET


NITROGLYCERIN 0.4 MG SUBLINGUAL TABLET


NITROGLYCERIN 0.6 MG SUBLINGUAL TABLET


NITROGLYCERIN 0.1 MG/HR TRANSDERMAL  
24 HR PATCH


NITROGLYCERIN 0.2 MG/HR TRANSDERMAL  
24 HR PATCH


NITROGLYCERIN 0.4 MG/HR TRANSDERMAL  
24 HR PATCH
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Medication class Medication name Strength Form


Blood pressure/heart 
drugs (continued) NITROGLYCERIN 0.6 MG/HR TRANSDERMAL  


24 HR PATCH


NITROGLYCERIN 50 MG/10 ML VIAL


NITROGLYCERIN IN D5W 25 MG/250 ML INFUSION BOTTLE


NITROGLYCERIN IN D5W 50 MG/250 ML INFUSION BOTTLE


NITROGLYCERIN IN D5W 100 MG/250 ML INFUSION BOTTLE


NITROGLYCERIN IN D5W 50 MG/500 ML INFUSION BOTTLE


NITROGLYCERIN IN D5W 200 MG/500 ML INFUSION BOTTLE


OLMESARTAN 5 MG TABLET


OLMESARTAN 20 MG TABLET


OLMESARTAN 40 MG TABLET


OLMESARTAN-HCTZ 20 MG-12.5 MG TABLET


OLMESARTAN-HCTZ 40 MG-12.5 MG TABLET


OLMESARTAN-HCTZ 40 MG-25 MG TABLET


PINDOLOL 5 MG TABLET


PINDOLOL 10 MG TABLET


PRAZOSIN HCL 1 MG CAPSULE


PRAZOSIN HCL 2 MG CAPSULE


PRAZOSIN HCL 5 MG CAPSULE


PROPAFENONE HCL 150 MG TABLET


PROPAFENONE HCL 225 MG TABLET


PROPRANOLOL HCL 20 MG/5 ML ORAL SOLUTION


PROPRANOLOL HCL 40 MG/5 ML ORAL SOLUTION


PROPRANOLOL HCL 10 MG TABLET


PROPRANOLOL HCL 20 MG TABLET


PROPRANOLOL HCL 40 MG TABLET


PROPRANOLOL HCL 60 MG TABLET


PROPRANOLOL HCL 80 MG TABLET


PROPRANOLOL HCL 1 MG/ML VIAL


PROPRANOLOL HCL-HCTZ 40 MG-25 MG TABLET


PROPRANOLOL HCL-HCTZ 80 MG-25 MG TABLET
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Medication class Medication name Strength Form


Blood pressure/heart 
drugs (continued)


QUINAPRIL 5 MG TABLET


QUINAPRIL 10 MG TABLET


QUINAPRIL 20 MG TABLET


QUINAPRIL 40 MG TABLET


RAMIPRIL 1.25 MG CAPSULE


RAMIPRIL 2.5 MG CAPSULE


RAMIPRIL 5 MG CAPSULE


RAMIPRIL 10 MG CAPSULE


SOTALOL 80 MG TABLET


SOTALOL 120 MG TABLET


SOTALOL 160 MG TABLET


SOTALOL 240 MG TABLET


SOTALOL AF 80 MG TABLET


SOTALOL AF 120 MG TABLET


SOTALOL AF 160 MG TABLET


SPIRONOLACTONE 25 MG TABLET


SPIRONOLACTONE 50 MG TABLET


SPIRONOLACTONE 100 MG TABLET


SPIRONOLACTONE W/HCTZ 25 MG-25 MG TABLET


TELMISARTAN 20 MG TABLET


TELMISARTAN 40 MG TABLET


TELMISARTAN 80 MG TABLET


TELMISARTAN-AMLODIPINE 40 MG-5 MG TABLET


TELMISARTAN-AMLODIPINE 80 MG-5 MG TABLET


TELMISARTAN-AMLODIPINE 40 MG-10 MG TABLET


TELMISARTAN-AMLODIPINE 80 MG-10 MG TABLET


TELMISARTAN-HCTZ 40 MG-12.5 MG TABLET


TELMISARTAN-HCTZ 80 MG-12.5 MG TABLET


TELMISARTAN-HCTZ 80 MG-25 MG TABLET


TERAZOSIN HCL 1 MG CAPSULE


TERAZOSIN HCL 2 MG CAPSULE
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Medication class Medication name Strength Form


Blood pressure/heart 
drugs (continued)


TERAZOSIN HCL 5 MG CAPSULE


TERAZOSIN HCL 10 MG CAPSULE


TORSEMIDE 5 MG TABLET


TORSEMIDE 10 MG TABLET


TORSEMIDE 20 MG TABLET


TORSEMIDE 100 MG TABLET


TRIAMTERENE W/HCTZ 37.5 MG-25 MG CAPSULE


TRIAMTERENE W/HCTZ 50 MG-25 MG CAPSULE


TRIAMTERENE W/HCTZ 37.5 MG-25 MG TABLET


TRIAMTERENE W/HCTZ 75 MG-50 MG TABLET


VALSARTAN 40 MG TABLET


VALSARTAN 80 MG TABLET


VALSARTAN 160 MG TABLET


VALSARTAN 320 MG TABLET


VALSARTAN-
HYDROCHLOROTHIAZIDE 80 MG-12.5 MG TABLET


VALSARTAN-
HYDROCHLOROTHIAZIDE 160 MG-12.5 MG TABLET


VALSARTAN-
HYDROCHLOROTHIAZIDE 320 MG-12.5 MG TABLET


VALSARTAN-
HYDROCHLOROTHIAZIDE 160 MG-25 MG TABLET


VALSARTAN-
HYDROCHLOROTHIAZIDE 320 MG-25 MG TABLET


VERAPAMIL ER 120 MG
EXTENDED RELEASE 
PELLETS 24 HR 
CAPSULE


VERAPAMIL ER 180 MG
EXTENDED RELEASE 
PELLETS 24 HR 
CAPSULE


VERAPAMIL ER 240 MG
EXTENDED RELEASE 
PELLETS 24 HR 
CAPSULE


VERAPAMIL ER 120 MG EXTENDED RELEASE 
TABLET


VERAPAMIL ER 180 MG EXTENDED RELEASE 
TABLET
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Medication class Medication name Strength Form


Blood pressure/heart 
drugs (continued) VERAPAMIL ER 240 MG EXTENDED RELEASE 


TABLET


VERAPAMIL HCL 2.5 MG/ML AMPULE


VERAPAMIL HCL 360 MG
EXTENDED RELEASE 
PELLETS 24 HR  
CAPSULE


VERAPAMIL HCL 2.5 MG/ML SYRINGE


VERAPAMIL HCL 40 MG TABLET


VERAPAMIL HCL 80 MG TABLET


VERAPAMIL HCL 120 MG TABLET


VERAPAMIL HCL 2.5 MG/ML VIAL


WARFARIN SODIUM 1 MG TABLET


WARFARIN SODIUM 2 MG TABLET


WARFARIN SODIUM 2.5 MG TABLET


WARFARIN SODIUM 3 MG TABLET


WARFARIN SODIUM 4 MG TABLET


WARFARIN SODIUM 5 MG TABLET


WARFARIN SODIUM 6 MG TABLET


WARFARIN SODIUM 7.5 MG TABLET


WARFARIN SODIUM 10 MG TABLET


Cholesterol drugs ATORVASTATIN CALCIUM 10 MG TABLET


ATORVASTATIN CALCIUM 20 MG TABLET


ATORVASTATIN CALCIUM 40 MG TABLET


ATORVASTATIN CALCIUM 80 MG TABLET


CHOLESTYRAMINE 4 GM PACKET


CHOLESTYRAMINE LIGHT 4 GM PACKET


COLESTIPOL 5 GM GRANULES


COLESTIPOL 5 GM PACKET


COLESTIPOL 1 GM TABLET


FENOFIBRATE 150 MG CAPSULE


FENOFIBRATE 48 MG TABLET


FENOFIBRATE 54 MG TABLET
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Medication class Medication name Strength Form


Cholesterol drugs 
(continued)


FENOFIBRATE 145 MG TABLET


FENOFIBRATE 160 MG TABLET


GEMFIBROZIL 600 MG TABLET


LOVASTATIN 10 MG TABLET


LOVASTATIN 20 MG TABLET


LOVASTATIN 40 MG TABLET


PRAVASTATIN SODIUM 10 MG TABLET


PRAVASTATIN SODIUM 20 MG TABLET


PRAVASTATIN SODIUM 40 MG TABLET


PRAVASTATIN SODIUM 80 MG TABLET


PREVALITE 4 GM PACKET


PREVALITE 4 GM POWDER


SIMVASTATIN 5 MG TABLET


SIMVASTATIN 10 MG TABLET


SIMVASTATIN 20 MG TABLET


SIMVASTATIN 40 MG TABLET


SIMVASTATIN 80 MG TABLET


Depression drugs BUPROPION HCL 75 MG TABLET


BUPROPION HCL 100 MG TABLET


BUPROPION HCL XL 150 MG EXTENDED RELEASE  
24 HR TABLET


BUPROPION HCL XL 300 MG EXTENDED RELEASE  
24 HR TABLET


BUPROPION HCL XL 450 MG EXTENDED RELEASE  
24 HR TABLET


BUPROPION SR 100 MG EXTENDED RELEASE  
12 HR TABLET


BUPROPION SR 150 MG EXTENDED RELEASE  
12 HR TABLET


BUPROPION SR 200 MG EXTENDED RELEASE  
12 HR TABLET


CITALOPRAM HBR 10 MG TABLET


CITALOPRAM HBR 20 MG TABLET


CITALOPRAM HBR 40 MG TABLET
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Medication class Medication name Strength Form


Depression drugs 
(continued) DULOXETINE HCL 20 MG


CAPSULE,  
DELAYED RELEASE, 
ENTERIC COATED


DULOXETINE HCL 30 MG
CAPSULE,  
DELAYED RELEASE, 
ENTERIC COATED


DULOXETINE HCL 60 MG
CAPSULE,  
DELAYED RELEASE, 
ENTERIC COATED


ESCITALOPRAM OXALATE 5 MG TABLET


ESCITALOPRAM OXALATE 10 MG TABLET


ESCITALOPRAM OXALATE 20 MG TABLET


FLUOXETINE HCL 10 MG CAPSULE


FLUOXETINE HCL 20 MG CAPSULE


FLUOXETINE HCL 40 MG CAPSULE


FLUVOXAMINE 100 MG CAPSULE ER


FLUVOXAMINE 150 MG CAPSULE ER


FLUVOXAMINE 25 MG TABLET


FLUVOXAMINE 50 MG TABLET


FLUVOXAMINE 100 MG TABLET


MIRTAZAPINE 7.5 MG TABLET


MIRTAZAPINE 15 MG TABLET


MIRTAZAPINE 30 MG TABLET


MIRTAZAPINE 45 MG TABLET


MIRTAZAPINE 15 MG DISINTEGRATING TABLET


MIRTAZAPINE 30 MG DISINTEGRATING TABLET


MIRTAZAPINE 45 MG DISINTEGRATING TABLET


PAROXETINE CR 12.5 MG TABLET 24 HR


PAROXETINE CR 25 MG TABLET 24 HR


PAROXETINE CR 37.5 MG TABLET 24 HR


PAROXETINE ER 12.5 MG TABLET 24 HR


PAROXETINE ER 25 MG TABLET 24 HR


PAROXETINE ER 37.5 MG TABLET 24 HR


PAROXETINE HCL 10 MG TABLET
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Medication class Medication name Strength Form


Depression drugs 
(continued)


PAROXETINE HCL 20 MG TABLET


PAROXETINE HCL 30 MG TABLET


PAROXETINE HCL 40 MG TABLET


SERTRALINE HCL 25 MG TABLET


SERTRALINE HCL 50 MG TABLET


SERTRALINE HCL 100 MG TABLET


TRAZODONE HCL 50 MG TABLET


TRAZODONE HCL 100 MG TABLET


TRAZODONE HCL 150 MG TABLET


TRAZODONE HCL 300 MG TABLET


VENLAFAXINE HCL ER 37.5 MG EXTENDED RELEASE  
24 HR CAPSULE


VENLAFAXINE HCL ER 75 MG EXTENDED RELEASE  
24 HR CAPSULE


VENLAFAXINE HCL ER 150 MG EXTENDED RELEASE  
24 HR CAPSULE


Diabetes drugs ACARBOSE 25 MG TABLET


ACARBOSE 50 MG TABLET


ACARBOSE 100 MG TABLET


GLIMEPIRIDE 1 MG TABLET


GLIMEPIRIDE 2 MG TABLET


GLIMEPIRIDE 4 MG TABLET


GLIPIZIDE 5 MG TABLET


GLIPIZIDE 10 MG TABLET


GLIPIZIDE ER 2.5 MG EXTENDED RELEASE  
24 HR TABLET


GLIPIZIDE ER 5 MG EXTENDED RELEASE  
24 HR TABLET


GLIPIZIDE ER 10 MG EXTENDED RELEASE  
24 HR TABLET


GLIPIZIDE XL 2.5 MG EXTENDED RELEASE  
24 HR TABLET


GLIPIZIDE XL 5 MG EXTENDED RELEASE  
24 HR TABLET
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Medication class Medication name Strength Form


Diabetes drugs 
(continued) GLIPIZIDE XL 10 MG EXTENDED RELEASE  


24 HR TABLET


GLYBURIDE 1.25 MG TABLET


GLYBURIDE 2.5 MG TABLET


GLYBURIDE 5 MG TABLET


GLYBURIDE MICRONIZED 1.5 MG TABLET


GLYBURIDE MICRONIZED 3 MG TABLET


GLYBURIDE MICRONIZED 6 MG TABLET


GLYBURIDE-METFORMIN HCL 1.25 MG-250 MG TABLET


GLYBURIDE-METFORMIN HCL 2.5 MG-500 MG TABLET


GLYBURIDE-METFORMIN HCL 5 MG-500 MG TABLET


METFORMIN HCL 500 MG/5 ML ORAL SOLUTION


METFORMIN HCL 500 MG TABLET


METFORMIN HCL 850 MG TABLET


METFORMIN HCL 1000 MG TABLET


METFORMIN HCL ER 500 MG ER GASTRIC RETENTION 
24 HR TABLET


METFORMIN HCL ER 1000 MG ER GASTRIC RETENTION 
24 HR TABLET


METFORMIN HCL ER 500 MG EXTENDED RELEASE  
24 HR TABLET


METFORMIN HCL ER 750 MG EXTENDED RELEASE  
24 HR TABLET


METFORMIN HCL ER 1000 MG EXTENDED RELEASE  
24 HR TABLET


PIOGLITAZONE HCL 15 MG TABLET


PIOGLITAZONE HCL 30 MG TABLET


PIOGLITAZONE HCL 45 MG TABLET


REPAGLINIDE 0.5 MG TABLET


REPAGLINIDE 1 MG TABLET


Diabetes testing 
strips


ONE TOUCH ULTRA BLUE N/A TESTING STRIP


ONE TOUCH VERIO N/A TESTING STRIP


Respiratory drugs ALBUTEROL SULFATE 90 MCG HFA AEROSOL, INHALER


ALBUTEROL SULFATE 5 MG/ML SOLUTION, NON-ORAL
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Medication class Medication name Strength Form


Respiratory drugs 
(continued)


ALBUTEROL SULFATE 2 MG/5 ML SYRUP


ALBUTEROL SULFATE 2 MG TABLET


ALBUTEROL SULFATE 4 MG TABLET


ALBUTEROL SULFATE 0.63 MG/3 ML VIAL, NEBULIZER


ALBUTEROL SULFATE 1.25 MG/3 ML VIAL, NEBULIZER


ALBUTEROL SULFATE 2.5 MG/0.5 ML VIAL, NEBULIZER


ALBUTEROL SULFATE 2.5 MG/3 ML VIAL, NEBULIZER


AMINOPHYLLINE 250 MG/10 ML VIAL


ARNUITY ELLIPTA 50 MCG BLISTER WITH 
INHALATION DEVICE


ARNUITY ELLIPTA 100 MCG BLISTER WITH 
INHALATION DEVICE


ARNUITY ELLIPTA 200 MCG BLISTER WITH 
INHALATION DEVICE


BREYNA 80 MCG/4.5 MG INHALER


BREYNA 160 MCG/4.5 MCG INHALER


BUDESONIDE 0.25 MG/2 ML AMPULE FOR  
NEBULIZATION


BUDESONIDE 0.5 MG/2 ML AMPULE FOR  
NEBULIZATION


BUDESONIDE 1 MG/2 ML AMPULE FOR  
NEBULIZATION


BUDESONIDE/FORMOTEROL 80 MCG/4.5 MCG INHALER


BUDESONIDE/FORMOTEROL 160 MCG/4.5 MCG INHALER


CROMOLYN 20 MG/2 ML AMPULE FOR  
NEBULIZATION


DULERA 50 MCG-5 MCG HFA AEROSOL, INHALER


DULERA 100 MCG-5 MCG HFA AEROSOL, INHALER


DULERA 200 MCG-5 MCG HFA AEROSOL, INHALER


ELIXOPHYLLIN 80 MG/15 ML ELIXIR


FLUTICASONE PROPIONATE 50 MCG POWDER, INHALED


FLUTICASONE PROPIONATE 100 MCG POWDER, INHALED


FLUTICASONE PROPIONATE 250 MCG POWDER, INHALED


FLUTICASONE PROPIONATE HFA 44 MCG/ACT INHALER
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Medication class Medication name Strength Form


Respiratory drugs 
(continued)


FLUTICASONE PROPIONATE HFA 110 MCG/ACT INHALER


FLUTICASONE PROPIONATE HFA 220 MCG/ACT INHALER


IPRATROPIUM-ALBUTEROL 0.5 MG-3 MG/3 ML AMPULE FOR  
NEBULIZATION


IPRATROPIUM BROMIDE 0.3% NASAL SPRAY


IPRATROPIUM BROMIDE 0.2 MG/ML SOLUTION, NON-ORAL


MONTELUKAST 4 MG CHEW TABLET


MONTELUKAST 5 MG CHEW TABLET


MONTELUKAST 4 MG GRANULES


MONTELUKAST 10 MG TABLET


PULMICORT FLEXHALER 90 MCG AEROSOL POWDER, 
BREATH ACTIVATED


PULMICORT FLEXHALER 180 MCG AEROSOL POWDER, 
BREATH ACTIVATED


QVAR REDIHALER 40 MCG/ACT INHALER


QVAR REDIHALER 80 MCG/ACT INHALER


THEOPHYLLINE ANHYDROUS 80 MG/15 ML ORAL SOLUTION


THEOPHYLLINE ANHYDROUS 300 MG TABLET, ER


THEOPHYLLINE ANHYDROUS 400 MG TABLET, ER


THEOPHYLLINE ANHYDROUS 450 MG TABLET, ER


ZAFIRLUKAST 10 MG TABLET


ZAFIRLUKAST 20 MG TABLET


Smoking cessation BUPROPION SR 150 MG TABLET


CHANTIX 0.5 MG TABLET


CHANTIX 1 MG TABLET


CHANTIX 1 MG MONTH BOX


NICODERM CQ 7 MG/24 HR PATCH


NICODERM CQ 14 MG/24 HR PATCH


NICODERM CQ 21 MG/24 HR PATCH


NICORELIEF 2 MG CHEWING GUM


NICORELIEF 4 MG CHEWING GUM


NICORETTE 2 MG CHEWING GUM
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Medication class Medication name Strength Form


Smoking cessation 
(continued)


NICORETTE 4 MG CHEWING GUM


NICORETTE 2 MG LOZENGE/MINI LOZENGE


NICORETTE 4 MG LOZENGE/MINI LOZENGE


NICOTINE 2 MG CHEWING GUM


NICOTINE 4 MG CHEWING GUM


NICOTINE 2 MG LOZENGE/MINI LOZENGE


NICOTINE 4 MG LOZENGE/MINI LOZENGE


NICOTINE 7 MG/24 HR PATCH


NICOTINE 14 MG/24 HR PATCH


NICOTINE 21 MG/24 HR PATCH


NICOTROL CARTRIDGE INHALER 10 MG INHALER


NICOTROL NS 10 MG/ML NASAL SPRAY


PUB STOP SMOKING AID 2 MG LOZENGE


PUB STOP SMOKING AID 4 MG LOZENGE


QUIT 2 MG CHEWING GUM


QUIT 4 MG CHEWING GUM


QUIT 2 MG LOZENGE


QUIT 4 MG LOZENGE


VARENICLINE 1 MG TABLET


Substance and 
opioid use disorder 
medications


BUPRENORPHINE 2 MG TABLET SL


BUPRENORPHINE 8 MG TABLET SL


BUPRENORPHINE-NALOXONE 2 MG/0.5 MG FILM


BUPRENORPHINE-NALOXONE 4 MG/1 MG FILM


BUPRENORPHINE-NALOXONE 8 MG/2 MG FILM


BUPRENORPHINE-NALOXONE 12 MG/3 MG FILM


BUPRENORPHINE-NALOXONE 2 MG/0.5 MG TABLET SL


BUPRENORPHINE-NALOXONE 8 MG/2 MG TABLET SL


NALTREXONE 50 MG TABLET
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Proficiency of Language Assistance Services


Translation resources
Translation Resources
Proficiency of Language Assistance Services


Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross  
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Translation Resources
Proficiency of Language Assistance Services


Spanish/Español: ATENCIÓN: Si habla español, tiene a su disposición servicios gratuitos de asistencia con el idioma. Llame al 
número de Servicio al Cliente que figura en su tarjeta de identificación (TTY: 711).


Portuguese/Português: ATENÇÃO: Se fala português, são-lhe disponibilizados gratuitamente serviços de assistência de idiomas. 
Telefone para os Serviços aos Membros, através do número no seu cartão ID (TTY: 711).


Chinese/简体中文: 注意：如果您讲中文，我们可向您免费提供语言协助服务。请拨打您 ID 卡上的号码联系会员服务部（TTY 
号码：711）。


Haitian Creole/Kreyòl Ayisyen: ATANSYON: Si ou pale kreyòl ayisyen, sèvis asistans nan lang disponib pou ou gratis. Rele 
nimewo Sèvis Manm nan ki sou kat Idantitifkasyon w lan (Sèvis pou Malantandan TTY: 711).


Vietnamese/Tiếng Việt: LƯU Ý: Nếu quý vị nói Tiếng Việt, các dịch vụ hỗ trợ ngôn ngữ được cung cấp cho quý vị miễn phí. Gọi cho 
Dịch vụ Hội viên theo số trên thẻ ID của quý vị (TTY: 711).


Russian/Русский: ВНИМАНИЕ: если Вы говорите по-русски, Вы можете воспользоваться бесплатными услугами переводчика. 
Позвоните в отдел обслуживания клиентов по номеру, указанному в Вашей идентификационной карте (телетайп: 711).


Arabic/ةيبر:
.(711 :”TTY“ جهاز الهاتف النصي للصم والبكم) انتباه: إذا كنت تتحدث اللغة العربية، فتتوفر خدمات المساعدة اللغوية مجاناً بالنسبة لك. اتصل بخدمات الأعضاء على الرقم الموجود على بطاقة هُويتك


Mon-Khmer, Cambodian/ខ្មែរ: ការជូនដំណឹ ង៖ ប្រសិនប្រើអ្នកនិយាយភាសា ខ្មែរ បសវាជំនួយភាសាឥតគិតថ្លៃ 
គឺអាចរកបានសបរា្់រអ្នក។ សូមទូរស័ព្ទបៅខ្្នកបសវាសរាជិកតាមបេ្បៅបេើ្័រណ្ណ សរាគា េ់្ួលៃនរ្រស់អ្នក (TTY: 711)។


French/Français: ATTENTION : si vous parlez français, des services d’assistance linguistique sont disponibles gratuitement. 
Appelez le Service adhérents au numéro indiqué sur votre carte d’assuré (TTY: 711).


Italian/Italiano: ATTENZIONE: se parlate italiano, sono disponibili per voi servizi gratuiti di assistenza linguistica. Chiamate il Servizio 
per i membri al numero riportato sulla vostra scheda identificativa (TTY: 711).


Korean/한국어: 주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 있습니다. 귀하의 ID 카드에 
있는 전화번호(TTY: 711)를 사용하여 회원 서비스에 전화하십시오.


Greek/λληνικά: ΠΡΟΣΟΧΗ: Εάν μιλάτε Ελληνικά, διατίθενται για σας υπηρεσίες γλωσσικής βοήθειας, δωρεάν. Καλέστε την Υπηρεσία 
Εξυπηρέτησης Μελών στον αριθμό της κάρτας μέλους σας  (ID card) (TTY: 771111).


Polish/Polski: UWAGA: Osoby posługujące się językiem polskim mogą bezpłatnie skorzystać z pomocy językowej. Należy zadzwonić do 
Działu obsługi ubezpieczonych pod numer podany na identyfikatorze (TTY: 711).


Hindi/हिदंी: ध्यान दें: ्दद आप दिनददी बोलते िैं, तो भयाषया सिया्तया सेवयाएँ, आप के ललए नन:शुलक उपलब्ध िैं। सदस् सेवयाओं को 
आपके आई.डी. कयाड्ड पर ददए गए नंबर पर कॉल करें (टदी.टदी.वयाई.: 711).


Gujarati/ગુજરાતી: ધ્યાન આપો: જો તમે ગુજરયાતી બોલતયા હો, તો તમને ભયાષયાકી્ સહયા્તયા સેવયાઓ વવનયા મૂલ્ે ઉપલબ્ધ છે. તમયારયા આઈડી કયાડ્ડ પર આપેલયા નંબર 
પર Member Service ને કૉલ કરો (TTY: 711).


Tagalog/Tagalog: PAUNAWA: Kung nagsasalita ka ng wikang Tagalog, mayroon kang magagamit na mga libreng serbisyo para sa 
tulong sa wika. Tawagan ang Mga Serbisyo sa Miyembro sa numerong nasa iyong ID card (TTY: 711).


Japanese/日本語: お知らせ：日本語をお話しになる方は無料の言語アシスタンスサービスをご利用いただけます。IDカードに記
載の電話番号を使用してメンバーサービスまでお電話ください（TTY: 711）。


German/Deutsch: ACHTUNG: Wenn Sie Deutsche sprechen, steht Ihnen kostenlos fremdsprachliche Unterstützung zur 
Verfügung. Rufen Sie den Mitgliederdienst unter der Nummer auf Ihrer ID-Karte an (TTY: 711).


Persian/پارسیان:
اعضا« تماس  بخش »خدمات  با  خود  شناسایی  کارت  روی  بر  مندرج  تلفن  شمار  گیرد. با  می  قرار  شما  اختیار  در  رایگان  صورت  ب  بانی  ز کمک  شما فارسی است، خدمات  بان  ز توج: اگر 


.(TTY: 711) ید بگیر


Lao/ພາສາລາວ: ຂໍ ້ ຄວນໃສ່ໃຈ: ຖ້າເຈົ ້ າເວົ ້ າພາສາລາວໄດ້, ມີ ການບໍ ລິ ການຊ່ວຍເຫຼື ອດ້ານພາສາໃຫ້ທ່ານໂດຍບໍ່ ເສຍຄ່າ. ໂທ ຫາ 
ຝ່າຍບໍ ລິ ການສະ ມາ ຊິ ກທີ່ ໝາຍເລກໂທລະສັບຢູ່ໃນບັດຂອງທ່ານ (TTY: 711).


Navajo/Diné Bizaad: BAA !KOHWIINDZIN DOO&G&: Din4 k’ehj7 y1n7[t’i’go saad bee y1t’i’ 47 t’11j77k’e bee n7k1’a’doowo[go 47 
n1’ahoot’i’. D77 bee an7tah7g7 ninaaltsoos bine’d44’ n0omba bik1’7g7ij8’ b44sh bee hod77lnih (TTY: 711).


Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross  
and Blue Shield Association. © 2016 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
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Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association.  







CaremarkPCS Health, LLC (“CVS Caremark”) is an independent company that has been contracted to administer pharmacy benefits and provide certain pharmacy services for Blue Cross Blue Shield  
of Massachusetts. CVS Caremark is part of the CVS Health family of companies. Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. 
® Registered Marks of the Blue Cross and Blue Shield Association. ®’ Registered Marks and TM Trademarks are the property of their respective owners. © 2024 Blue Cross and Blue Shield of Massachusetts,  
Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc. 


003181950 	 55-001547710 (11/24)


Blue Cross Blue Shield of Massachusetts complies with applicable federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, sex, sexual 
orientation, or gender identity.
ATTENTION: If you don’t speak English, language assistance services, free of charge, are available to you. Call Member Service at the number on your ID card (TTY: 711).
ATENCIÓN: Si habla español, tiene a su disposición servicios gratuitos de asistencia con el idioma. Llame al número de Servicio al Cliente que figura en su tarjeta de identificación (TTY: 711).
ATENÇÃO: Se fala português, são-lhe disponibilizados gratuitamente serviços de assistência de idiomas. Telefone para os Serviços aos Membros, através do número no seu cartão ID (TTY: 711).
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
THE PHARMACY THAT COMES TO YOU 


AND SAVES YOU MONEY
With the mail service pharmacy, most maintenance medications can be 


automatically refilled and shipped every 90 days at a lower cost.* 


To start, create an account at bluecrossma.org. 
Once signed in, click Pharmacy Benefit Manager under My Medications,  


then go to Start Rx Delivery by Mail under the Prescriptions tab. 
You can also call CVS Customer Care at 1-877-817-0477 (TTY: 711). 


*Not all medications are available through the mail service pharmacy. Check your plan details 
to see if the mail service pharmacy is included with your plan.


Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association.  


Health Savings  
Account (HSA)
Preventive Medication List


For plans that use the:
Blue Cross Blue Shield of Massachusetts Formulary
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Preventive Medications Covered  
by HSA-Qualified “Saver” Plans1


The medications on this list are commonly prescribed to help you stay healthy by preventing complications or 
secondary conditions. Depending on your plan, you may not be required to pay the deductible for some of the 
medications. In some cases, your employer may also exempt the copayment or co-insurance. Check your  
benefit materials for details.


This isn’t a complete list of covered medications, and inclusion on this list doesn’t guarantee coverage.2  
You must have a valid prescription from a licensed health provider to receive coverage for these medications.  
Some medications may also be subject to pharmacy management programs, such as step therapy, prior 
authorization, or quality care dosing, or have other coverage requirements. 


NOTE: Some medications on this list may be considered non-covered, including new medications under  
review by Blue Cross. Your doctor may request an exception for a non-covered medication when  
medically necessary.3


1.  �Blue Cross Blue Shield of Massachusetts plans that are HSA-qualified include the term “Saver” in the plan name.  
For example: Blue Care Elect Saver or HMO Blue New England Saver $2,000. 


2. Not all medications listed are covered by all prescription plans. Check your benefit materials for details. 
3. If approved, you’d pay the highest-tier cost.


For more information about coverage for these medications, sign in to MyBlue at  
bluecrossma.org then go to Medication Lookup Tool under My Medications. 


If you're not a member, you can get more information by visiting bluecrossma.org/medication.


Learn more about your coverage
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Medication class Medication name


ACE inhibitors/angiotensin II receptor antagonists 
and combination agents


ACCUPRIL


ACCURETIC


ALTACE


AMLODIPINE/BENAZEPRIL


ATACAND


ATACAND HCT


AVALIDE


AVAPRO


BENAZEPRIL


BENAZEPRIL/HYDROCHLOROTHIAZIDE


BENICAR


BENICAR HCT


CANDESARTAN


CANDESARTAN/HYDROCHLOROTHIAZIDE


CAPTOPRIL


CAPTOPRIL/HYDROCHLOROTHIAZIDE


COZAAR


DIOVAN


DIOVAN HCT


EDARBI


EDARBYCLOR


ENALAPRIL


ENALAPRIL/HYDROCHLOROTHIAZIDE


EPANED


FOSINOPRIL


FOSINOPRIL/HYDROCHLOROTHIAZIDE


HYZAAR


IRBESARTAN


IRBESARTAN/HYDROCHLOROTHIAZIDE


LISINOPRIL


LISINOPRIL/HYDROCHLOROTHIAZIDE
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Medication class Medication name


ACE inhibitors/angiotensin II receptor antagonists 
and combination agents (continued)


LOSARTAN


LOSARTAN/HYDROCHLOROTHIAZIDE


LOTENSIN


LOTENSIN HCT


LOTREL


MICARDIS


MICARDIS HCT


MOEXIPRIL


OLMESARTAN


OLMESARTAN/HYDROCHLOROTHIAZIDE


PERINDOPRIL


PRESTALIA


QBRELIS


QUINAPRIL


QUINAPRIL/HYDROCHLOROTHIAZIDE


RAMIPRIL


TELMISARTAN


TELMISARTAN/HYDROCHLOROTHIAZIDE


TRANDOLAPRIL


TRANDOLAPRIL/VERAPAMIL ER


VALSARTAN


VALSARTAN/HYDROCHLOROTHIAZIDE


VASERETIC


VASOTEC


ZESTORETIC


ZESTRIL


Agents for chemical dependency ACAMPROSATE CALCIUM


BRIXADI


BUPRENORPHINE SUBLINGUAL


BUPRENORPHINE/NALOXONE SUBLINGUAL


DEPADE







5


Medication class Medication name


Agents for chemical dependency (continued) DISULFIRAM


NALTREXONE


SUBLOCADE


SUBOXONE FILM


VIVITROL


ZUBSOLV


Allergenic extracts GRASTEK


ODACTRA


ORALAIR


PALFORZIA


RAGWITEK


Anaphylaxis therapy agents ADRENALIN


ADYPHREN


AUVI-Q


EPINEPHRINE   


EPINEPHRINE PRO


EPIPEN


EPIPEN-JR


EPISNAP


SYMJEPI


Anti-arrhythmic agents AMIODARONE


BETAPACE


BETAPACE AF


DISOPYRAMIDE


DOFETILIDE


FLECAINIDE


MULTAQ


NORPACE


NORPACE CR


PACERONE


PROPAFENONE
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Medication class Medication name


Anti-arrhythmic agents (continued) PROPAFENONE ER


SOTALOL


SOTALOL AF


SOTYLIZE


TIKOSYN


Anti-coagulants ARIXTRA


DABIGATRAN


ELIQUIS


ENOXAPARIN


FONDAPARINUX


FRAGMIN


JANTOVEN


LOVENOX


PRADAXA


PRADAXA PAK


SAVAYSA


WARFARIN


XARELTO


Anti-convulsants APTIOM


BANZEL


BRIVIACT


CARBAMAZEPINE


CARBAMAZEPINE ER


CARBATROL


CELONTIN


CLOBAZAM


CLONAZEPAM


DEPAKOTE


DEPAKOTE ER


DIACOMIT


DILANTIN







7


Medication class Medication name


Anti-convulsants (continued) DIVALPROEX SODIUM DR


DIVALPROEX SODIUM ER


ELEPSIA XR


EPIDIOLEX


EPITOL


EPRONTIA


ETHOSUXIMIDE


FELBAMATE


FELBATOL


FINTEPLA


FYCOMPA


KEPPRA


KEPPRA XR


KLONOPIN


LACOSAMIDE


LAMICTAL


LAMICTAL XR


LAMOTRIGINE


LAMOTRIGINE ER


LEVETIRACETAM


LEVETIRACETAM ER


METHSUXIMIDE


MOTPOLY XR


MYSOLINE


ONFI


OXCARBAZEPINE


OXCARBAZEPINE ER


OXTELLAR XR


PHENOBARBITAL


PHENYTEK


PHENYTOIN
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Medication class Medication name


Anti-convulsants (continued) PHENYTOIN SODIUM ER


PRIMIDONE


QUDEXY XR


ROWEEPRA


RUFINAMIDE


SABRIL


TEGRETOL


TEGRETOL-XR


TIAGABINE


TOPAMAX


TOPIRAMATE


TOPIRAMATE ER


TRILEPTAL


TROKENDI XR


VALPROIC ACID


VIGABATRIN


VIGAFYDE


VIMPAT


XCOPRI


ZARONTIN


ZONEGRAN


ZONISADE


ZONISAMIDE


ZTALMY


Anti-depressants AMITRIPTYLINE


AMOXAPINE


ANAFRANIL


APLENZIN


AUVELITY


BUPROPION


BUPROPION ER
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Medication class Medication name


Anti-depressants (continued) CELEXA


CITALOPRAM


CYMBALTA


DESIPRAMINE


DESVENLAFAXINE ER


DOXEPIN


DRIZALMA SPRINKLE


DULOXETINE DR


EFFEXOR XR


EMSAM


ESCITALOPRAM


FETZIMA


FLUOXETINE


FLUOXETINE 60 MG


FLUOXETINE DR


FORFIVO XL


IMIPRAMINE HCL


IMIPRAMINE PAMOATE


IRENKA


LEXAPRO


MARPLAN


MIRTAZAPINE


NARDIL


NORPRAMIN


NORTRIPTYLINE


OLEPTRO


PAMELOR


PARNATE


PAROXETINE HCL


PAROXETINE HCL ER


PAXIL
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Medication class Medication name


Anti-depressants (continued) PAXIL CR


PHENELZINE


PRISTIQ


PROTRIPTYLINE


PROZAC


REMERON


SERTRALINE


TRANYLCYPROMINE


TRAZODONE


TRIMIPRAMINE


TRINTELLIX


VENLAFAXINE


VENLAFAXINE ER


VIIBRYD


VILAZODONE


WELLBUTRIN SR


WELLBUTRIN XL


ZOLOFT


Anti-estrogens SOLTAMOX


TAMOXIFEN


Anti-hyperlipidemics ALTOPREV


ANTARA


ATORVALIQ


ATORVASTATIN


CHOLESTYRAMINE


COLESEVELAM


COLESTID


COLESTIPOL


CRESTOR


EZALLOR SPRINKLE


EZETIMIBE
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Medication class Medication name


Anti-hyperlipidemics (continued) FENOFIBRATE


FENOFIBRIC ACID


FENOFIBRIC ACID DR


FENOGLIDE


FIBRICOR


FLOLIPID


FLUVASTATIN


FLUVASTATIN ER


GEMFIBROZIL


ICOSAPENT ETHYL


LESCOL XL


LIPITOR


LIPOFEN


LIVALO


LOPID


LOVASTATIN


NEXLETOL


NEXLIZET


NIACIN ER


NIACOR


PITAVASTATIN


PRALUENT


PRAVASTATIN


PREVALITE


QUESTRAN/QUESTRAN LIGHT


REPATHA


ROSUVASTATIN


SIMVASTATIN


TRICOR


TRILIPIX


VASCEPA
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Medication class Medication name


Anti-hyperlipidemics (continued) WELCHOL


ZETIA


ZOCOR


ZYPITAMAG


Anti-malarial agents ARAKODA


ATOVAQUONE/PROGUANIL


CHLOROQUINE


MALARONE


MEFLOQUINE


PRIMAQUINE


Anti-manics LITHIUM


LITHIUM CARBONATE


LITHIUM CARBONATE ER


LITHOBID ER


Anti-obesity agents CONTRAVE


SAXENDA


WEGOVY


ZEPBOUND


Anti-psychotics ABILIFY


ABILIFY ASIMTUFII


ABILIFY MAINTENA


ABILIFY MYCITE


ARIPIPRAZOLE


ARISTADA


ASENAPINE


CAPLYTA


CHLORPROMAZINE


CLOZAPINE


CLOZARIL


EQUETRO


FANAPT
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Medication class Medication name


Anti-psychotics (continued) FLUPHENAZINE


FLUPHENAZINE DECANOATE


GEODON


HALDOL DECANOATE


HALOPERIDOL


INVEGA


INVEGA SUSTENNA


INVEGA TRINZA


LATUDA


LOXAPINE


LURASIDONE


LYBALVI


OLANZAPINE


OLANZAPINE ORALLY DISINTEGRATING TABS


PALIPERIDONE


PERPHENAZINE


PERSERIS


QUETIAPINE


QUETIAPINE ER


REXULTI


RISPERDAL


RISPERDAL CONSTA


RISPERIDONE


RYKINDO


SAPHRIS


SECUADO


SEROQUEL


SEROQUEL XR


THIORIDAZINE


THIOTHIXENE


TRIFLUOPERAZINE
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Medication class Medication name


Anti-psychotics (continued) UZEDY


VERSACLOZ


VRAYLAR


ZIPRASIDONE


ZYPREXA


ZYPREXA ZYDIS


Anti-retroviral agents APRETUDE


DESCOVY


EMTRICITABINE/TENOFOVIR DISOPROXIL FUMARATE 
200/300 MG


TRUVADA 200/300 MG


Aromatase inhibitors ANASTROZOLE


ARIMIDEX


AROMASIN


EXEMESTANE


FEMARA


LETROZOLE


Beta-blockers and combination agents ACEBUTOLOL


ATENOLOL


ATENOLOL/CHLORTHALIDONE


BETAXOLOL


BISOPROLOL


BISOPROLOL/HYDROCHLOROTHIAZIDE


BYSTOLIC


CARVEDILOL


CARVEDILOL PHOSPHATE ER


COREG


COREG CR


CORGARD


INDERAL LA


KAPSPARGO
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Medication class Medication name


Beta-blockers and combination agents (continued) LABETALOL


LEVATOL


LOPRESSOR


METOPROLOL


METOPROLOL SUCCINATE ER


METOPROLOL/HYDROCHLOROTHIAZIDE


NADOLOL


NEBIVOLOL


PINDOLOL


PROPRANOLOL


PROPRANOLOL ER


TENORETIC


TENORMIN


TIMOLOL MALEATE


TOPROL-XL


TRANDATE


Bowel preparations CLENPIQ


GAVILYTE


GOLYTELY


MOVIPREP


OSMOPREP


PEG 3350/ELECTROLYTES


PLENVU


SODIUM SULFATE/POTASSIUM SULFATE/MAGNESIUM 
SULFATE


SUFLAVE


SUPREP


SUTAB


Calcium channel blockers and combination agents AMLODIPINE


CARDIZEM


CARDIZEM CD
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Medication class Medication name


Calcium channel blockers and combination agents 
(continued)


CARDIZEM LA


CARTIA XT


CONJUPRI


DILT-XR


DILTIAZEM


DILTIAZEM ER


DILTIAZEM XR


FELODIPINE ER


ISOPTIN SR


ISRADIPINE


KATERZIA


LEVAMLODIPINE


MATZIM LA


NICARDIPINE


NIFEDIAC CC


NIFEDIPINE


NIFEDIPINE ER


NISOLDIPINE ER


NORLIQVA


NORVASC


PROCARDIA XL


SULAR


TIAZAC


VERAPAMIL


VERAPAMIL ER


VERELAN


VERELAN PM


Combination anti-hyperlipidemics AMLODIPINE/ATORVASTATIN


CADUET


EZETIMIBE/SIMVASTATIN


VYTORIN
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Medication class Medication name


Contraceptives ALL PRESCRIPTION FORMULATIONS


Dental caries prevention PEDIATRIC MULTIVITAMINS WITH FLUORIDE - ALL 
PRESCRIPTION FORMULATIONS


SODIUM FLUORIDE


Diagnostic agents and supplies BLOOD GLUCOSE STRIPS - ALL FORMULATIONS


CONTROL SOLUTIONS


INSULIN DELIVERY DEVICES


INSULIN SYRINGES, INFUSION SETS, AND NEEDLES - 
ALL FORMULATIONS


KETONE BLOOD TEST STRIPS - ALL FORMULATIONS


LANCETS, LANCET DEVICES


URINE TESTING STRIPS - ALL FORMULATIONS


Diuretics ALDACTAZIDE


AMILORIDE/HYDROCHLOROTHIAZIDE


CHLORTHALIDONE


DIURIL


HYDROCHLOROTHIAZIDE


INDAPAMIDE


SPIRONOLACTONE/HYDROCHLOROTHIAZIDE


THALITONE


TRIAMTERENE/HYDROCHLOROTHIAZIDE


Hereditary angioedema agents CINRYZE


HAEGARDA


ORLADEYO


TAKHZYRO


Immunizations ALL FORMULATIONS


Immunosuppressive agents ASTAGRAF XL


CELLCEPT


CYCLOSPORINE CAPS


ENVARSUS XR


EVEROLIMUS


GENGRAF







18


Medication class Medication name


Immunosuppressive agents (continued) MYCOPHENOLATE MOFETIL


MYCOPHENOLATE SODIUM DR


MYFORTIC


MYHIBBIN


NEORAL


NULOJIX


PROGRAF


RAPAMUNE


SANDIMMUNE


SIROLIMUS


TACROLIMUS


ZORTRESS


Inhaled diabetes agents AFREZZA


Injectable diabetes agents ADMELOG


APIDRA


BASAGLAR


BYDUREON BCISE


BYETTA


FIASP


HUMALOG


HUMULIN


INSULIN ASPART


INSULIN DEGLUDEC


INSULIN GLARGINE


INSULIN LISPRO


LANTUS


LEVEMIR


LYUMJEV


MOUNJARO


MYXREDLIN


NOVOLIN
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Medication class Medication name


Injectable diabetes agents (continued) NOVOLOG


OZEMPIC


REZVOGLAR


SEMGLEE


SOLIQUA


SYMLINPEN


TOUJEO


TRESIBA


TRULICITY


VICTOZA


XULTOPHY


Miscellaneous CHOLECALCIFEROL (D3)


INPEFA


LODOCO


Multiple sclerosis agents AUBAGIO


AVONEX


BAFIERTAM


BETASERON


BRIUMVI


COPAXONE


DIMETHYL FUMARATE DR


EXTAVIA


FINGOLIMOD


GILENYA


GLATIRAMER


KESIMPTA


LEMTRADA


MAVENCLAD


MAYZENT


OCREVUS


PLEGRIDY
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Medication class Medication name


Multiple sclerosis agents (continued) PONVORY


REBIF


TASCENSO ODT


TECFIDERA


TYSABRI


VUMERITY


ZEPOSIA


Obsessive compulsive disorder CLOMIPRAMINE


FLUVOXAMINE


FLUVOXAMINE ER


Oral anti-anginal agents ISORDIL


ISOSORBIDE DINITRATE


ISOSORBIDE MONONITRATE


ISOSORBIDE MONONITRATE ER


Oral diabetes agents ACARBOSE


ACTOPLUS MET


ACTOPLUS MET XR


ACTOS


ALOGLIPTIN


ALOGLIPTIN/METFORMIN


ALOGLIPTIN/PIOGLITAZONE


AMARYL


BEXAGLIFLOZON


BRENZAVVY


DAPAGLIFLOZIN


DAPAGLIFLOZIN/METFORMIN ER


DUETACT


FARXIGA


GLIMEPIRIDE


GLIPIZIDE


GLIPIZIDE ER
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Medication class Medication name


Oral diabetes agents (continued) GLIPIZIDE/METFORMIN


GLUCOTROL XL


GLUMETZA


GLYXAMBI


INVOKAMET


INVOKAMET XR


INVOKANA


JANUMET


JANUMET XR


JANUVIA


JARDIANCE


JENTADUETO


JENTADUETO XR


KAZANO


METAGLIP


METFORMIN


METFORMIN ER


MIGLITOL


NATEGLINIDE


NESINA


ONGLYZA


OSENI


PIOGLITAZONE


PIOGLITAZONE/GLIMEPIRIDE


PIOGLITAZONE/METFORMIN


QTERN


REPAGLINIDE


RIOMET


RYBELSUS


SAXAGLIPTIN


SAXAGLIPTIN/METFORMIN ER
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Medication class Medication name


Oral diabetes agents (continued) SEGLUROMET


SITAGLIPTIN


SITAGLIPTIN/METFORMIN


STEGLATRO


STEGLUJAN


SYNJARDY


SYNJARDY XR


TRADJENTA


TRIJARDY XR


XIGDUO XR


ZITUVIO


Osteoporosis ACTONEL


ALENDRONATE


ATELVIA


BINOSTO


CALCITONIN


CALCITONIN/SALMON


EVENITY


EVISTA


FORTEO


FOSAMAX


FOSAMAX PLUS D


IBANDRONATE


MIACALCIN NASAL SPRAY


PROLIA


RALOXIFENE


RECLAST


RISEDRONATE


TERIPARATIDE


TYMLOS


ZOLEDRONIC ACID 5 MG/100 ML
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Medication class Medication name


Other anti-hypertensive agents ALISKIREN


AMLODIPINE/OLMESARTAN


AMLODIPINE/TELMISARTAN


AMLODIPINE/VALSARTAN/HCTZ


AZOR


CATAPRES-TTS


CLONIDINE


CLONIDINE TRANSDERMAL


EXFORGE


EXFORGE HCT


GUANFACINE


HYDRALAZINE


HYDROCHLOROTHIAZIDE


METHYLDOPA


MINOXIDIL


OLMESARTAN/AMLODIPINE/HCTZ


TEKTURNA


TEKTURNA HCT


TRIBENZOR


TRYVIO


Platelet aggregation inhibitors ASPIRIN 81 MG


BRILINTA


CLOPIDOGREL


DIPYRIDAMOLE


DIPYRIDAMOLE ER/ASPIRIN


EFFIENT


PLAVIX


PRASUGREL


YOSPRALA


ZONTIVITY
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Medication class Medication name


Prenatal vitamins ALL PRESCRIPTION FORMULATIONS


FOLIC ACID


Respiratory agents ACCOLATE


ADVAIR


ADVAIR HFA


AIRDUO RESPICLICK


ALVESCO


ARNUITY ELLIPTA


ASMANEX


ASMANEX HFA


BEYFORTUS


BREO ELLIPTA


BREYNA


BUDESONIDE SUSPENSION


BUDESONIDE/FORMOTEROL


CINQAIR


CROMOLYN SODIUM NEBULIZER SOLUTION


DULERA


FASENRA


FLUTICASONE FUROATE/VILANTEROL


FLUTICASONE PROPIONATE DISKUS


FLUTICASONE PROPIONATE HFA


FLUTICASONE/SALMETEROL


MONTELUKAST


NUCALA


PULMICORT


PULMICORT FLEXHALER


QVAR REDIHALER


SINGULAIR


SPIRIVA RESPIMAT 1.25 MCG


SYMBICORT
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Medication class Medication name


Respiratory agents (continued) SYNAGIS


TEZSPIRE


TRELEGY ELLIPTA


WIXELA INHUB


XOLAIR


ZAFIRLUKAST


ZILEUTON ER


ZYFLO


Respiratory therapy supplies PEAK FLOW METERS


SPACER DEVICES


SPACER SUPPLIES


Smoking deterrents BUPROPION ER


NICODERM CQ


NICORETTE GUM


NICORETTE LOZENGE


NICOTINE POLACRILEX


NICOTINE TRANSDERMAL


NICOTROL INHALER


NICOTROL NS


VARENICLINE


Transdermal/topical anti-anginal agents NITRO-BID


NITRO-DUR


NITROGLYCERIN TRANSDERMAL
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Proficiency of Language Assistance Services


Translation resources
Translation Resources
Proficiency of Language Assistance Services


Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross  
and Blue Shield Association. © 2019 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
199872M 55-1493 (11/19)


Translation Resources
Proficiency of Language Assistance Services


Spanish/Español: ATENCIÓN: Si habla español, tiene a su disposición servicios gratuitos de asistencia con el idioma. Llame al 
número de Servicio al Cliente que figura en su tarjeta de identificación (TTY: 711).


Portuguese/Português: ATENÇÃO: Se fala português, são-lhe disponibilizados gratuitamente serviços de assistência de idiomas. 
Telefone para os Serviços aos Membros, através do número no seu cartão ID (TTY: 711).


Chinese/简体中文: 注意：如果您讲中文，我们可向您免费提供语言协助服务。请拨打您 ID 卡上的号码联系会员服务部（TTY 
号码：711）。


Haitian Creole/Kreyòl Ayisyen: ATANSYON: Si ou pale kreyòl ayisyen, sèvis asistans nan lang disponib pou ou gratis. Rele 
nimewo Sèvis Manm nan ki sou kat Idantitifkasyon w lan (Sèvis pou Malantandan TTY: 711).


Vietnamese/Tiếng Việt: LƯU Ý: Nếu quý vị nói Tiếng Việt, các dịch vụ hỗ trợ ngôn ngữ được cung cấp cho quý vị miễn phí. Gọi cho 
Dịch vụ Hội viên theo số trên thẻ ID của quý vị (TTY: 711).


Russian/Русский: ВНИМАНИЕ: если Вы говорите по-русски, Вы можете воспользоваться бесплатными услугами переводчика. 
Позвоните в отдел обслуживания клиентов по номеру, указанному в Вашей идентификационной карте (телетайп: 711).


Arabic/ةيبر:
.(711 :”TTY“ جهاز الهاتف النصي للصم والبكم) انتباه: إذا كنت تتحدث اللغة العربية، فتتوفر خدمات المساعدة اللغوية مجاناً بالنسبة لك. اتصل بخدمات الأعضاء على الرقم الموجود على بطاقة هُويتك


Mon-Khmer, Cambodian/ខ្មែរ: ការជូនដំណឹ ង៖ ប្រសិនប្រើអ្នកនិយាយភាសា ខ្មែរ បសវាជំនួយភាសាឥតគិតថ្លៃ 
គឺអាចរកបានសបរា្់រអ្នក។ សូមទូរស័ព្ទបៅខ្្នកបសវាសរាជិកតាមបេ្បៅបេើ្័រណ្ណ សរាគា េ់្ួលៃនរ្រស់អ្នក (TTY: 711)។


French/Français: ATTENTION : si vous parlez français, des services d’assistance linguistique sont disponibles gratuitement. 
Appelez le Service adhérents au numéro indiqué sur votre carte d’assuré (TTY: 711).


Italian/Italiano: ATTENZIONE: se parlate italiano, sono disponibili per voi servizi gratuiti di assistenza linguistica. Chiamate il Servizio 
per i membri al numero riportato sulla vostra scheda identificativa (TTY: 711).


Korean/한국어: 주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 있습니다. 귀하의 ID 카드에 
있는 전화번호(TTY: 711)를 사용하여 회원 서비스에 전화하십시오.


Greek/λληνικά: ΠΡΟΣΟΧΗ: Εάν μιλάτε Ελληνικά, διατίθενται για σας υπηρεσίες γλωσσικής βοήθειας, δωρεάν. Καλέστε την Υπηρεσία 
Εξυπηρέτησης Μελών στον αριθμό της κάρτας μέλους σας  (ID card) (TTY: 771111).


Polish/Polski: UWAGA: Osoby posługujące się językiem polskim mogą bezpłatnie skorzystać z pomocy językowej. Należy zadzwonić do 
Działu obsługi ubezpieczonych pod numer podany na identyfikatorze (TTY: 711).


Hindi/हिदंी: ध्यान दें: ्दद आप दिनददी बोलते िैं, तो भयाषया सिया्तया सेवयाएँ, आप के ललए नन:शुलक उपलब्ध िैं। सदस् सेवयाओं को 
आपके आई.डी. कयाड्ड पर ददए गए नंबर पर कॉल करें (टदी.टदी.वयाई.: 711).


Gujarati/ગુજરાતી: ધ્યાન આપો: જો તમે ગુજરયાતી બોલતયા હો, તો તમને ભયાષયાકી્ સહયા્તયા સેવયાઓ વવનયા મૂલ્ે ઉપલબ્ધ છે. તમયારયા આઈડી કયાડ્ડ પર આપેલયા નંબર 
પર Member Service ને કૉલ કરો (TTY: 711).


Tagalog/Tagalog: PAUNAWA: Kung nagsasalita ka ng wikang Tagalog, mayroon kang magagamit na mga libreng serbisyo para sa 
tulong sa wika. Tawagan ang Mga Serbisyo sa Miyembro sa numerong nasa iyong ID card (TTY: 711).


Japanese/日本語: お知らせ：日本語をお話しになる方は無料の言語アシスタンスサービスをご利用いただけます。IDカードに記
載の電話番号を使用してメンバーサービスまでお電話ください（TTY: 711）。


German/Deutsch: ACHTUNG: Wenn Sie Deutsche sprechen, steht Ihnen kostenlos fremdsprachliche Unterstützung zur 
Verfügung. Rufen Sie den Mitgliederdienst unter der Nummer auf Ihrer ID-Karte an (TTY: 711).


Persian/پارسیان:
اعضا« تماس  بخش »خدمات  با  خود  شناسایی  کارت  روی  بر  مندرج  تلفن  شمار  گیرد. با  می  قرار  شما  اختیار  در  رایگان  صورت  ب  بانی  ز کمک  شما فارسی است، خدمات  بان  ز توج: اگر 


.(TTY: 711) ید بگیر


Lao/ພາສາລາວ: ຂໍ ້ ຄວນໃສ່ໃຈ: ຖ້າເຈົ ້ າເວົ ້ າພາສາລາວໄດ້, ມີ ການບໍ ລິ ການຊ່ວຍເຫຼື ອດ້ານພາສາໃຫ້ທ່ານໂດຍບໍ່ ເສຍຄ່າ. ໂທ ຫາ 
ຝ່າຍບໍ ລິ ການສະ ມາ ຊິ ກທີ່ ໝາຍເລກໂທລະສັບຢູ່ໃນບັດຂອງທ່ານ (TTY: 711).


Navajo/Diné Bizaad: BAA !KOHWIINDZIN DOO&G&: Din4 k’ehj7 y1n7[t’i’go saad bee y1t’i’ 47 t’11j77k’e bee n7k1’a’doowo[go 47 
n1’ahoot’i’. D77 bee an7tah7g7 ninaaltsoos bine’d44’ n0omba bik1’7g7ij8’ b44sh bee hod77lnih (TTY: 711).


Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association. ® Registered Marks of the Blue Cross  
and Blue Shield Association. © 2016 Blue Cross and Blue Shield of Massachusetts, Inc., and Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc.
164711MB 55-1493 (11/19)


Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association.  







CaremarkPCS Health, LLC (“CVS Caremark”) is an independent company that has been contracted to administer pharmacy benefits and provide certain pharmacy services for Blue Cross Blue Shield  
of Massachusetts. CVS Caremark is part of the CVS Health family of companies. Blue Cross Blue Shield of Massachusetts is an Independent Licensee of the Blue Cross and Blue Shield Association.  
® Registered Marks of the Blue Cross and Blue Shield Association. ®’ Registered Marks and TM Trademarks are the property of their respective owners. © 2024 Blue Cross and Blue Shield of  
Massachusetts, Inc., or Blue Cross and Blue Shield of Massachusetts HMO Blue, Inc. 


003181301	 55-001546643 (11/24)


Blue Cross Blue Shield of Massachusetts complies with applicable federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, sex, sexual 
orientation, or gender identity.


ATTENTION: If you don’t speak English, language assistance services, free of charge, are available to you. Call Member Service at the number on your ID card (TTY: 711).


ATENCIÓN: Si habla español, tiene a su disposición servicios gratuitos de asistencia con el idioma. Llame al número de Servicio al Cliente que figura en su tarjeta de identificación (TTY: 711).


ATENÇÃO: Se fala português, são-lhe disponibilizados gratuitamente serviços de assistência de idiomas. Telefone para os Serviços aos Membros, através do número no seu cartão ID (TTY: 711).
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Policy 621B Quality Care Dosing (QCD) Guidelines List (As of 1/1/2025) 
Policy 621A Quality Care Dosing (QCD) Guidelines Link  
 


Drug Product QCD Limit (Per 30 days 
unless otherwise noted) 


Maximum Daily Dose 


 


1 
* Non-Covered Drug     


** Drug Non-Covered while under review 


 
 


*Abilify MYCITE® 2, 5, 10, 15, 20, 30mg 1 kit (30 tablets) 1 tablet 


*Abrilada® (PA) (SP) 20mg/0.4 kit, 40mg/0.8m 


4 autoinjectors/syringes per 


28 days 


0.143 


autoinjectors/syringes 


*Abstral® (PA) 0.1, 0.2, 0.3, 0.4. 0.6, 0.8mg 120 tablets 4 tablets 


*AcipHex™ (PA) 20 mg (Excluded for 18 years and 


older) 
60 tablets 2 tablets 


*AcipHex™ Sprinkle (PA) 5, 10mg (Excluded for 18 


years and older) 
60 capsules 2 capsules 


Actemra® (PA)(SP) 162mg/0.9mL syringe 4 syringes per 28 days 0.13 mls 


Actemra® (PA)(SP) 162mg/0.9mL ActPen 4 pens per 28 days 0.13 mls 


*Actiq® (PA) 200, 400, 600, 800, 1200, 1600 mcg 120 lozenges 4 lozenges 


Actonel® (ST) 150 mg  1 tablet per 21 days  


Actonel® (ST) 35 mg  4 tablets per 21 days  


Actonel® (ST) 5, 30 mg  30 tablets 1 tablet 


ACTOplus Met® (ST) 60 tablets 2 tablets 


ACTOplus Met® XR (ST) 15mg/1000mg 60 tablets 2 tablets 


ACTOplus Met® XR (ST) 30mg/1000mg 30 tablets 1 tablet 


Actos™ 15 mg 45 tablets 1.5 tablets 


Actos™ 30 mg, 45 mg  30 tablets 1 tablet 


*Acular® 10 mL per 21 days  



https://www.bluecrossma.org/medical-policies/sites/g/files/csphws2091/files/acquiadam-assets/621A%20Quality%20Care%20Dosing%20Guidelines%20prn.pdf





  
Policy 621B Quality Care Dosing (QCD) Guidelines List (As of 1/1/2025) 
Policy 621A Quality Care Dosing (QCD) Guidelines Link  
 


Drug Product QCD Limit (Per 30 days 
unless otherwise noted) 


Maximum Daily Dose 


 


2 
* Non-Covered Drug     


** Drug Non-Covered while under review 


 
 


*Acular LS® 5 mL per 21 days  


Acyclovir 5% 10 grams (2 tubes) 0.334 grams 


Adalimumab-AACF (PA)(SP) 40mg/0.8ml 4 pens/syringes per 28 days 0.143 pens/syringes 


Adalimumab-AATY (PA) (SP) 20mg/0.2ml  1 kit 0.036 kit 


Adalimumab- AATY (PA) (SP) 40mg/0.4ml 1 injector 


kit 4 kits 


0.143 kits 


Adalimumab- AATY (PA) (SP) 40mg/0.4ml 2 syringe 


kit 2 syringes 


0.072 syringe 


Adalimumab- AATY (PA) (SP) 80mg/0.8ml  2 injectors 0.072 injector 


Adalimumab-ADAZ (PA) (SP) 20mg/0.2ml 


4 autoinjectors/syringes per 


28 days 


 


0.029 mls 


Adalimumab-ADAZ (PA) (SP) 40mg/0.4ml 


4 autoinjectors/syringes per 


28 days 


0.058 mls 


Adalimumab-ADBM (PA) (SP) 10mg/0.2ml 


20mg/0.4ml 
2 syringes per 28 days 0.072 syringe 


Adalimumab-ADBM (PA) (SP) 40mg/0.4ml kit 4 syringes 0.143 syringe 


Adalimumab-ADBM (PA) (SP) 40mg/0.8ml, Psoriasis 


Kit 


4 autoinjectors/syringes per 


28 days 
0.143 syringes 


Adalimumab-ADBM (PA) (SP) Crohns Kit 6 autoinjectors per 28 days 0.215 syringes 


Adalimumab-ATTO (PA) (SP) 20mg/0.2ml 


2 autoinjectors/syringes per 


28 days 


0.0143 mls 


Adalimumab-ATTO (PA) (SP) 40mg/0.4ml 


4 autoinjectors/syringes per 


28 days 


0.0572 mls 



https://www.bluecrossma.org/medical-policies/sites/g/files/csphws2091/files/acquiadam-assets/621A%20Quality%20Care%20Dosing%20Guidelines%20prn.pdf





  
Policy 621B Quality Care Dosing (QCD) Guidelines List (As of 1/1/2025) 
Policy 621A Quality Care Dosing (QCD) Guidelines Link  
 


Drug Product QCD Limit (Per 30 days 
unless otherwise noted) 


Maximum Daily Dose 


 


3 
* Non-Covered Drug     


** Drug Non-Covered while under review 


 
 


Adalimumab-ATTO (PA) (SP) 40mg/0.8ml, 


80mg/0.8ml 


2 autoinjectors/syringes per 


28 days 0.0572 mls 


Adalimumab-FKJP (PA) (SP) 20mg/0.4ml 


4 autoinjectors/syringes per 


28 days 
0.067 mls 


Adalimumab-FKJP (PA) (SP) 20mg/0.4ml kit 2 syringes 0.072 syringe 


Adalimumab-FKJP (PA) (SP) 40mg/0.8ml 


4 autoinjectors/syringes per 


28 days 
0.143 syringes 


Adalimumab-RYVK (PA) (SP) 40mg/0.4ml kit 2 kits 0.072 kit 


Adderall® XR 20, 30 mg  60 capsules 2 capsules 


Adderall® XR 5, 10, 15, 25 mg  30 capsules 1 capsule 


*Addyi 100mg 30 tablets 1 tablet 


*Adhansia® XR 25, 35, 45, 55, 70, 85mg 30 capsules 1 capsule 


*Adlarity® 5mg/day, 10mg/day 30 patches per 28 days 1 patch 


*Adlyxin® (PA) 10mcg/20mcg starter pack, 20mcg 


maintenance pack 
2 pens 0.2 mls 


*Admelog® 100U/mL  40mL (4 vials) 1.4 mls 


*Admelog® Solostar 100U/mL 45 mL (15 pens) 1.5 mls 


Advair® Diskus (PA) 100-50, 250-50, 500-50 


mcg/act 
1 package (package size 14) 0.467 blisters 


Advair® Diskus (PA) 100-50, 250-50, 500-50 


mcg/act 
1 package (package size 60) 2 blisters 
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Advair® HFA (PA) 45/21, 115/21, 230/21 mcg/act 8 


gram 
2 inhalers 0.534 grams 


Advair® HFA (PA) 45/21, 115/21, 230/21 mcg/act 12 


gram 
2 inhalers 0.8 grams 


*Adzenys® XR 3.1mg, 6.3mg, 9.4mg, 12.5mg, 


15.7mg, 18.8mg 
30 tablets 1 tablet 


*Aemcolo® 194mg 12 tablets 0.4 tablets 


*Aimovig ® (PA) 70mg/mL, 140mg/dose 2 pack  2mL 0.067 mls 


*Aimovig ® (PA) 140mg/ml autoinjector 1mL 0.034 mls 


*AirDuo Digihaler® (PA) 55mcg/14mcg, 


113mcg,14mcg, 232mcg/14mcg 
1 inhaler 0.034 Inhalers 


*AirDuo RespiClick® (PA) 55mcg/14mcg, 


113mcg,14mcg, 232mcg/14mcg 
1 inhaler 0.034 Inhalers 


*AirSupra® 90mcg/80mcg 
3 inhalers 1.07 grams 


Ajovy® (PA) 225mg/1.5ml 1 syringe/auto syringe 0.05 mls 


*Akynzeo® 300mg/0.5mg 1 capsule 0.034 capsule 


*Albuterol Sulfate HFA (Ventolin Authorized 


Product) 90mcg 
2 inhalers 1.2 grams 


*Albuterol Sulfate HFA (ProAir Authorized Product) 


90mcg 
2 inhalers 1.2 grams 


albuterol sulfate HFA (generic product) 90mcg 2 inhalers 1.2 grams 
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alendronate 35, 70 mg  4 tablets per 21 days  


alendronate 5, 10, 40 mg  30 tablets per 22 days  


alendronate solution 70 mg 3 bottles/300 ml per 21 days  


*Alinia® 500mg 6 tablets per 22 days  


*Alinia® 100mg/5mL 180mL 6 mls 


almotriptan 6.25mg 12.5mg 12 tablets 0.4 tablet 


*Alora®  8 patches per 28 days 0.286 patch 


alosetron 0.5mg, 1mg 60 tablets 2 tablets 


Altoprev® 20,40, 60mg 30 tablets 1 tablet 


Alvaiz® (SP) 9mg, 18mg tabs 30 tablets 1 tablet 


Alvaiz® (SP) 36mg, 54mg 60 tablets 2 tablets 


*Alvesco® 80, 160 mcg 6.1-gram inhalers 1 inhaler 0.204 grams 


Amerge™ 1, 2.5 mg  9 tablets per 22 days  


Amitiza® 8 mg, 24mg 60 capsules 2 capsules 


*Amjevita® (PA)(SP) 10mg/0.2ml, 20mg/0.2ml 


2 auto injectors/syringes per 


28 days 
0.0143 mls 


*Amjevita® (PA)(SP) 20mg/0.4ml, 40mg/0.8ml 


2 auto injectors/syringes per 


28 days 
0.0572 mls 


*Amjevita® (PA)(SP) 40mg/0.4ml 


2 auto injectors/syringes per 


28 days 
0.0572 mls 
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*Amjevita® (PA)(SP) 80mg/0.8ml 


4 auto injectors/syringes per 


28 days 
0.086 mls 


amlodipine-atorvastatin (all strengths) 30 tablets 1 tablet 


amphetamine/dextroamphetamine 12.5mg, 25mg, 


37.5mg, 50mg 
30 capsules 1 capsule 


Ampyra® (PA) (SP)10 mg 60 tablets 2 tablets 


*Anzemet® 50, 100 mg 2 tablets per Rx  


*Apidra® 100U/ml 40ml 1.334 mls 


*Apidra Solostar 100U/ml 45ml 1.5 mls 


*Aplenzin™ ER (ST) 174, 348, 522 mg 30 tablets 1 tablet 


aprepitant 40mg, 125mg 1 capsule per Rx  


aprepitant 80mg 2 capsules Per Rx  


aprepitant 125mg/80mg/80mg 1 pack per Rx  


*Aptenzio XR® 10, 15, 20, 30, 40, 50 60mg 30 capsules 1 capsule 


*Aranesp® (PA) (SPO) 60mcg/0.3ml, 150mcg/0.3ml 4 vials or syringes 0.043 mls 


*Aranesp® (PA) (SPO)10mcg/0.4ml, 40mcg/0.4ml, 


200mcg/0.4ml 
4 vials or syringes 0.058 mls 


*Aranesp® (PA) (SPO) 25mcg/0.42ml 4 vials or syringes 0.06 mls 


*Aranesp® (PA) (SPO) 100mcg/0.5mls 4 vials or syringes 0.072 mls 


*Aranesp® (PA) (SPO) 300mcg/0.6mls 4 vials or syringes 0.086 mls 
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*Aranesp® (PA) (SPO) 25mcg/ml, 40mcg/ml, 


60mcg/ml, 100mcg/ml, 200mcg/ml, 500mcg/ml 


4 vials or syringes per 28 


days 
0.143 mls 


Arava® 10, 20 mg 30 tablets 1 tablet 


*Arcapta Neohaler™ 75mcg 1 package (30 capsules) 1 capsule 


arformoterol 15mcg/2mL 120mL 4 mls 


Arikayce (PA) 590mg/8.4mL 235.2ml per 28 days 8.4mls 


*Arixtra® 5mg/0.4ml 30 syringes 0.4 mls 


*Arixtra® 2.5mg/0.5ml 30 syringes 0.5 mls 


*Arixtra® 7.5mg/0.6ml 30 syringes 0.6 mls 


*Arixtra® 10mg/0.8ml 30 syringes 0.8 mls 


*ArmonAir™ DigiHaler® 55mcg, 113mcg, 232mcg 1 inhaler 0.034 inhaler 


*ArmonAir™ RespiClick® 55mcg, 113mcg, 232mcg 1 inhaler 0.034 inhaler 


Arnuity Ellipta™ 50mcg, 100mcg, 200mcg 30 Blister tabs 1 tablet 


*Arymo® (PA) ER 15, 30, 60mg 90 tablets 3 tablets 


*Asmanex® HFA 50mcg, 100mcg, 200mcg 2 inhalers 0.867 grams 


*Asmanex Twisthaler® 110, 220 mcg/act 1 inhaler 0.034 inhaler 


*aspirin/omeprazole (PA) 81mg/40mg, 325mg/40mg 


(Excluded for 18 years and older) 
30 tablets 1 tablet 


*Atelvia DR™ (ST) 35mg  4 tablets per 21 days  


atomoxetine (PA) 10mg, 18mg, 25mg, 80mg, 100mg 30 tablets 1 tablet 
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atomoxetine (PA) 40mg, 60mg 60 tablets 2 tablets 


atorvastatin 10, 20, 40, 80mg 30 tablets 1 tablet 


Atrovent® HFA inhaler  2 inhalers 0.86 grams 


**Attruby 356mg 120 tablets 4 tablets 


*Auvi-Q™ 2 units/injectors 0.067 units/injectors 


avanafil 50mg, 100mg, 200mg 4 tabs per 30 days  


Avandia® (ST) 2, 4 mg 60 tablets 2 tablets 


Avonex® (SPO) 


4 pens, syringes, or vials per 


28 days 


0.143 pens/syringes/ 


vials 


Azelsatine nasal spray 2 bottles 2 mls 


*Azstarys® 26.1mg/5.2mg, 39.2mg/7.8mg, 


52.3mg/10.4mg 
30 capsules 1 capsule 


Baqsimi ® 3mg 2 units per 22 days  


*Basaglar® 100U Kwikpen 45mL (15 pens) 1.5 mls 


*Basaglar Tempo® 100U pen 45ml 1.5 mls 


Belbuca® (PA) 75, 150, 300, 450, 600, 750, 900mcg 


film 
60 films 2 films 


*Belsomra® 5, 10, 15, 20mg 30 tablets 1 tablet 


Betaseron® (SP) 15 vials 0.5 vial 


*Bevespi® AeroSphere  2 inhalers 0.734 grams 
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bexagliflozin 20mg 30 tablets 1 tablet 


*Bijuva® 0.5mg/100mg, 1mg/100mg 30 capsules 1 capsule 


*Bimzelx® (SP) 160mg/ml 


2 injectors/syringes per 28 


days 


0.072 mls 


*Binosto™ (ST) 70mg 4 tablets per 21 days  


*Boniva® (ST) 150 mg  1 tablet 0.034 tablet 


Breyna® (PA) 80mcg/4.5mcg, 160mcg/4.5mcg  2 inhalers 0.7 grams 


*Brenzavvy 20mg 30 tablets 1 tablet 


*Breo Ellipta® 50mcg/25mcg, 100mcg/25mcg/act, 


200mcg/25mcg/act blisters 
60 blisters 2 blisters 


*Breo Ellipta® 100mcg/25mcg, 200mcg/25mcg 28 


pack blisters 
28 blisters 1 blister 


Breztri® (AP) Aerosphere 28 inhalations 1 canister 0.197 grams 


Breztri® (AP) Aerosphere 120 inhalations 1 canister 0.357 grams 


*Brexafemme® 150mg 4 tablets per 22 days  


*Brisdelle 7.5mg 30 tablets 1 tablet 


Bronchitol 40mg 560 capsules 18.67 capsules 


Brovana® 15mcg/2mL solution 120mL 4 mls 


Brukinsa® 80mg 120 capsules 4 capsules 


budesonide ampules 70 ampules 4.667 mls 
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budesonide/formoterol HFA 80mcg/4.5mcg, 


160mcg/4.5mcg 2 inhalers 


 


0.7 grams 


buprenorphine   2mg 90 SL tablets 3 tablets 


buprenorphine   8mg 60 SL tablets 2 tablets 


buprenorphine (PA) 5mcg/HR, 7.5mcg/HR, 


10mcg/HR, 15mcg/HR, 20mcg/HR 
4 patches per 28 days 0.143 patches 


Buprenorphine (PA) 75mcg, 150mcg, 300mcg, 


450mcg, 600mcg, 750mcg, 900mcg 
60 films 2 films 


buprenorphine-naloxone SL   8mg/2mg 60 tablets/films 2 tablets/films 


buprenorphine-naloxone SL 2mg/0.5mg 90 tablets/films 3 tablets/films 


buprenorphine-naloxone SL 4mg/1mg, 12mg/3mg 30 tablets/films 1 tablet/film 


bupropion SR 100, 150, 200 mg 60 tablets 2 tablets 


bupropion XL 300, 450 mg 30 tablets 1 tablet 


bupropion XL 150mg 90 tablets 3 tablets 


butorphanol nasal spray  2 bottles 0.167 mls 


Butrans™ (PA) 5, 10, 15, 20 mcg/hr 4 patches per 28 days 0.143 patch 


Bydureon BCise® (PA) 2mg autoinjector  4 pens per 28 days 0.122 mls 


Byetta® PA) 5mcg 1.2 mL 0.04 mls 


Byetta® (PA) 10mcg 2.4 mL 0.08 mls 


cabergoline  8 tablets 0.286 tablet 
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Cabometyx® (SP) 20mg, 40mg 60mg 30 tablets 1 tablet 


*Caduet® (all strengths) 30 tablets 1 tablet 


calcipotriene 0.005% cream, ointment, topical 


solution 
180GM 6 grams 


Calcipotriene/betamethasone 0.005%/0.064% 


ointment 120GM 


4 grams 


Calcipotriene/betamethasone 0.005%/0.064% 


solution 
120ml 4 mls 


*Caplyta® 10.5mg, 21mg 42mg 30 capsules 1 capsule 


*Cardura 1 mg  30 tablets 1 tablet 


*Cardura® 2, 4, 8 mg  60 tablets 2 tablets 


*Cardura® XL 4, 8 mg  30 tablets 1 tablet 


Catapres® TTS  4 patches per 28 days 0.143 patch 


Caverject® 10mcg, 20mcg, 40mcg 4 units per 30 days  


Celebrex™ (ST) 50, 100, 200, 400 mg  60 capsules 2 capsules 


Celecoxib (ST) 50, 100, 200, 400 mg 60 capsules 2 capsules 


*Centany® 2% 44 grams per 22 days  


*Cequa® (PA) 0.09% 60 vials 2 vials 


Cholbam® 25, 50mg 120 capsules 4 capsules 


*Cialis® 2.5mg, 5mg, 10mg, 20mg 4 tabs per 30 days  



https://www.bluecrossma.org/medical-policies/sites/g/files/csphws2091/files/acquiadam-assets/621A%20Quality%20Care%20Dosing%20Guidelines%20prn.pdf





  
Policy 621B Quality Care Dosing (QCD) Guidelines List (As of 1/1/2025) 
Policy 621A Quality Care Dosing (QCD) Guidelines Link  
 


Drug Product QCD Limit (Per 30 days 
unless otherwise noted) 


Maximum Daily Dose 


 


12 
* Non-Covered Drug     


** Drug Non-Covered while under review 


 
 


*Cibinqo® (PA) 50mg, 100mg, 200mg 30 tablets 1 tablet 


Ciclodin™ Solution/kit 1 bottle/kit 0.234 mls 


Ciclopirox 0.77% cream 90 grams 3 grams 


Ciclopirox 0.77% gel 100 grams 3.34 grams 


Ciclopirox 1% shampoo 120mL 4 mls 


Ciclopirox 0.77% topical suspension 90mL 3 mls 


ciclopirox nail lacquer  1 bottle/kit 0.234 mls 


Cimzia® (PA)(SP) 400mg vial kit 3 kits (6 vials) per 28 days 0.108 kits 


Cimzia® (PA)(SP) 400mg/ml syringe kit 


2 kits (4 syringes) per 28 


days 


0.072 kits 


Cimzia® (PA)(SP) 400mg/ml start kit 


3 kits (6 syringes) per 28 


days 


0.108 kits 


Climara™ 4 patches per 28 days 0.143 patch 


Climara PRO™  4 patches per 28 days 0.143 patch 


*Clindagel® 1% gel  150ml 5 mls 


clindamycin phosphate 1% gel 150 grams 5 grams 


clindamycin phosphate 1% solution 60mL 2 mls 


clindamycin phosphate 1% lotion 120mL 4 mls 


clindamycin phosphate 1% foam 100 grams 3.34 grams 


clindamycin 2% vaginal cream 80 grams 2.667 grams 
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clonidine patch 4 patches per 28 days 0.143 patch 


Cobenfy 50mg/20mg, 100mg/20mg, 125mg/30mg, 


starter pack 60 capsules 


 


2 capsules 


Combivent® Respimat 2 inhalers 0.2667 grams 


Concerta® 18, 27, 54 mg  30 tablets 1 tablet 


Concerta® 36 mg  60 tablets 2 tablets 


*Conjupri® 2.5mg, 5mg 30 tablets 1 tablet 


*Cotempla XR® 8.6mg, 17.3mg, 25.9mg 30 tablets 1 tablet 


Contrave ER® (PA) 8mg/90mg 120 tablets 4 tablets 


*Copaxone® (SPO) 20mg/ml 


1 box (30 syringes) per 28 


days 


1 syringe 


Copaxone® (SPO) 40mg/ml 


1 box (12 syringes) per 28 


days 


0.429 syringe 


*Cosentyx®(SP) (PA) 75mg/0.5ml 4 syringes per 28 days 0.072 mls 


*Cosentyx®(SP) (PA) 150mg/ml 


1 syringe (carton of one) per 


28 days 


0.036 mls 


*Cosentyx®(SP) (PA) 150mg/ml 


2 syringes (carton of two) 


per 28 days 


0.072 mls 


*Cosentyx® (PA) (SP) 300mg/2ml  1 autoinjector per 28 days 0.072 mls 


Copiktra® (PA) 15mg, 25mg  60 capsules 2 capsules 


*Coxanto® (SP) 300mg 120 capsules 4 capsules 
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*Crestor® 5, 10, 20, 40 mg  30 tablets 1 tablet 


cromolyn sodium ophthalmic 20 mL per 21 days  


cyclosporin (PA) eye emulsion 60 vials 2 vials 


*Cyltezo® (PA) (SP) 10mg/0.2ml, 20mg/0.4ml  2 syringes per 28 days 0.072 syringes 


*Cyltezo® (PA) (SP) 40mg/0.4ml Crohns kit 1 kit/Rx  


*Cyltezo® (PA) (SP) 40mg/0.4ml Psoriasis kit 1 kit/Rx  


*Cyltezo® (PA) (SP) 40mg/0.4ml syringe kit 4 syringes 0.143 syringe 


*Cyltezo® (PA) (SP) 40mg/0.8ml Psoriasis Kit, 


40mg/0.8ml 


4 autoinjectors/syringes per 


28 days 
0.143 syringes 


*Cyltezo® (PA) (SP) Crohns kit 


6 autoinjectors/syringes per 


28 days 


0.215 syringes 


Cymbalta® (ST) 20mg, 60mg  60 capsules 2 capsules 


Cymbalta® (ST) 30mg 30 capsules 1 capsule 


Dalfampridine (SP) (PA) 10mg 60 tablets 2 tablets 


*Dapagliflozin(ST)  5mg, 10mg 30 tablets 1 tablet 


*Dapagliflozin/Metformin(ST)  5mg/1000mg 60 tablets 2 tablets 


*Dapagliflozin/Metformin(ST)  10mg/1000mg 30 tablets 1 tablet 


Daurismo (SP) 25, 100mg 30 tablets 1 tablet 


*Dayvigo® 5mg, 10mg 30 tablets 1 tablet 
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Denavir® 1% cream 10 grams per 22 days  


*desvenlafaxine ER  50 mg, 100 mg 30 tablets 1 tablet 


desvenlafaxine fumarate ER 50mg, 100mg 30 tablets 1 tablet 


desvenlafaxine succinate ER 25mg, 50mg, 100mg 30 tablets 1 tablet 


*dexlansoprazole DR 30mg, 60mg 60 capsules 2 capsules 


*Dexilant™ (PA) 30, 60 mg (Excluded for 18 years 


and older) 
60 capsules 2 capsules 


dexmethylphenidate ER/XR 20, 30, 40mg 60 capsules 2 capsules 


dexmethylphenidate ER/XR 5, 10, 15, 25, 35mg  30 capsules 1 capsule 


dextroamphetamine/amphetamine ER 5, 10, 15, 


25 mg 
60 capsules 2 capsules 


dextroamphetamine/amphetamine ER 20, 30 mg 120 capsules 4 capsules 


Diabetic testing strips (all brands) 300 strips 10 strips 


diclofenac 3% gel 100GM 3.334 grams 


diclofenac 1.5% solution 150ml 5 mls 


diclofenac 2% solution pump 112GM (I box) 3.7334 grams 


dichlorphenamide 50mg 120 tablets 4 tablets 


Diflorasone 0.005% cream, ointment 120GM 4 grams 


Diflucan® 150 mg  5 tablets per 22 days  
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Dihydroergotamine (ST) nasal spray 4 mg/ml 


1 package (8 units) per 22 


days 


 


Dotti® 0.025mg/24hr, 0.0375mg/24hr, 


0.05mg/24hr, 0.075mg/24hr, 0.1mg/24hr 
8 patches per 28 days 0.286 patches 


Dovonex® 0.005% cream 180GM 6 grams 


doxazosin 1 mg  30 tablets 1 tablet 


doxazosin 2, 4, 8 mg  60 tablets 2 tablets 


doxepin 5% cream 90GM 3 grams 


doxepin 3mg, 6mg 14 tablets per 22 days  


*Drizalma® Sprinkle 30mg, 40mg 30 capsules 1 capsule 


*Drizalma® Sprinkle 20mg, 60mg 60 capsules 2 capsules 


*Duaklir Pressair® 400mcg/12mcg 3 inhalers 0.1 inhaler 


Dulera® (PA) 100mcg/5mcg, 200mcg/5mcg (8.8 


grams) 
2 inhalers 0.6 grams 


Dulera® (PA) 50mcg/5mcg, 100mcg/5mcg, 


200mcg/5mcg (13 grams) 
2 inhalers 0.867 grams 


Duloxetine DR 20mg, 60mg 60 capsules 2 capsules 


Duloxetine DR 30mg, 40mg 30 capsules 1 capsule 


Ebglyss® (SP) 250mg/2ml 2 ml per 28 days 0.072 mls 


econazole nitrate 1% cream 170 grams 5.667 grams 


Eucrisa® 2% 200 grams 6.667 grams 



https://www.bluecrossma.org/medical-policies/sites/g/files/csphws2091/files/acquiadam-assets/621A%20Quality%20Care%20Dosing%20Guidelines%20prn.pdf





  
Policy 621B Quality Care Dosing (QCD) Guidelines List (As of 1/1/2025) 
Policy 621A Quality Care Dosing (QCD) Guidelines Link  
 


Drug Product QCD Limit (Per 30 days 
unless otherwise noted) 


Maximum Daily Dose 


 


17 
* Non-Covered Drug     


** Drug Non-Covered while under review 


 
 


Edex® 10mcg, 20mcg, 40mcg 4 units per 30 days  


*Effexor® XR 150 mg 60 capsules 2 capsules 


*Effexor® XR 37.5 mg  30 capsules 1 capsule 


*Effexor® XR  75 mg 90 capsules 3 capsules 


eletriptan 20mg, 40mg 12 tablets per 22 days  


Emend® 40, 125 mg  1 capsule per Rx  


Emend® 80 mg 2 capsules per Rx  


Emend® tri-fold pack  1 pack 3 capsules 


Emend® 125mg powder pack  1 pack 1 kit 


Emgality® (PA) 100mg/ml, 120mg/ml 2 pens/2 syringes (2ml) 0.67 mls 


Emgality® (PA) 300mg/ml  3ml 0.1 mls 


Emverm® 100mg  6 tablets per 22 days  


Enbrel® (PA) (SP) 25 mg kit  8 vials per 28 days 0.286 vials 


Enbrel® (PA) (SP) 25 mg syringe 


4 ml (8 syringes) per 28 


days 


0.146 mls 


Enbrel® (PA) (SP) 25 mg/0.5mL 8 vials (4mL) per 28 days 0.143 mls 


Enbrel® (PA) (SPO) 50 mg syringe  


4.08 mL (4 syringes) per 28 


days 


0.143 mls 


Enbrel® (PA) (SPO) 50 mg/ml mini cartridge 


4 cartridges (1 cartons) per 


28 days 


0.143 mls 
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enoxaparin (all strengths) 60 ampules or syringes 2 ampules/syringes 


Entyvio® (PA) (SP) 108mg/0.68ml 2 pens/syringes per 28 days 0.049 mls 


Eohilia® (PA) (SP) 2mg/10ml 1 carton (60 dose packs) 20ml 


Epclusa® (PA)(SP) 200mg/50mg, 400mg/100mg  28 tablets per 28 days 1 tablet 


epinephrine injection 2 units/injectors 2 units/injectors 


Epinephrine Professional Kit 2 units/syringes per Rx  


Epinephrine Professional EMS Kit 2 units/syringes per Rx  


*Epi-Pen® Auto-Injector 2 units/injectors per Rx  


Episnap Kit 2 kits per Rx  


*Epogen® (PA) (SPO) 2,000, 3,000, 4,000, 10,000, 


40,000 units/mL 
12 mL 0.429 mls 


*Epogen® (PA) (SPO) 20,000 units/mL 6 mL 0.215 mls 


Eohilia®  (PA)  2mg/10mL 1 carton 20mL 


escitalopram 5, 10, 20mg  45 tablets 1.5 tablets 


esomeprazole (PA) 40mg (Excluded for 18 years 


and older) 
60 capsules 2 capsules 


esomeprazole (PA) 10mg, 20mg, 40mg (Excluded 


for 18 years and older) 
60 packets 2 packets 


*esomeprazole strontium (PA) 24.65 mg, 49.3 mg 


(Excluded for 18 years and older) 
60 capsules 2 capsules 


Estradiol 6% gel 1 tube 1.667 grams 
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estradiol patch (Alora and Vivelle DOT generics) 8 patches per 28 days 0.286 patch 


estradiol patch (Climara generic) 4 patches per 28 days 0.143 patch 


*EstroGel® tube/pump 1 tube/pump 1.667 grams 


*Evamist™ bottle 2 bottles 0.567 mls 


Evenity® (PA) (SP) 105mg/1.17mL, 210mg/dose 2.34mL per 28 days 0.84 mls 


Exkivity® (PA) 40mg 120 capsules 4 capsules 


*Extavia® (SPO) 0.3mg kit 1 kit per 28 days 0.536 blister units 


*Ezallor Sprinkle® 5, 10, 20, 40mg 30 capsules 1 capsule 


ezetimibe 10mg 30 tablets 1 tablet 


Ezetimibe/simvastatin 10mg/10mg, 10mg/20mg, 


10mg/40mg, 10mg/80mg 
30 tablets 1 tablet 


Famciclovir 125, 500 mg  21 tablets per 22 days  


Famciclovir 250 mg 60 tablets 2 tablets 


Farydak® (PA) 10, 15, 20mg 6 capsules 0.215 capsules 


Farxiga® (ST) 5, 10mg 30 tablets 1 tablet 


Fasenra® (PA) 10mg/0.5ml 1 syringe 0.018mls 


Fasenra® (PA) 30mg/ml 1 syringe/pen per 28 days 0.036 mls 


*fentanyl citrate (PA) 100, 200, 400, 600, 800mcg 120 buccal tablets 4 tablets 


fentanyl oral/mucosal (PA) 


200,400,600,800,1200,1600 mcg 
120 lozenges 4 lozenges 
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fentanyl patch (PA) 12, 25, 37.5, 50, 62.5, 75, 87.5, 


100 mcg/hr 
15 patches 0.5 patch 


*Fentora® (PA) 100, 200, 300, 400, 600, 800 mcg 120 tablets 4 tablets 


*Fetzima® 20, 40, 80, 120mg 30 capsules 1 capsule 


*Fetzima® 20-40mg 1 pack (28 capsules) 1 capsule 


*Fiasp® 100U/ml Flextouch 45ml (15 pens) 1.5 mls 


*Fiasp® 100U/ml vial 40ml (4 vials) 1.334 mls 


*Fiasp® 100U/ml cartridge 45ml 1.5 mls 


*Fiasp U100 cartridge 48ml 1.6 mls 


Filspari® (PA) (SP) 200mg, 400mg 30 tablets 1 tablet 


*Flovent® Diskus 50, 100, 250 mcg 1 inhaler (60 blisters) 2 listers 


*Flovent® HFA 44 mcg 10.6gm 1 inhaler 0.367 grams 


*Flovent® HFA 110, 220 12gm 1 inhaler 0.4 grams 


fluconazole 150 mg  5 tablets per 22 days  


fluoxetine 10, 20 mg  90 capsules/tablets 3 capsules/tablets 


fluoxetine 60 mg 30 tablets 1 tablet 


fluoxetine DR  4 capsules per 28 days 0.143 capsule 


Fluticasone propionate 44mcg 10.6gm 1 inhaler 0.367 grams 


Fluticasone propionate 110mcg, 220mcg 12gm 1 inhaler 0.4 grams 


Fluticasone propionate 50mcg, 100mcg, 250mcg 2 inhalers 2 blisters 
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Fluticasone/Salmeterol (PA) 55mcg/14mcg, 


113mcg/14mcg, 232mcg/14mcg 1 inhaler 


0.34 inhaler 


Fluticasone/Salmeterol (PA) 100mcg/50mcg, 


250mcg/50mcg, 500mcg/50mcg 
1 package (60) 2 blisters 


*Fluticasone/Vilanterol (PA) 100mcg/25mcg, 


200mcg/25mcg 
1 inhaler  2 blisters 


fluvastatin 20mg 30 capsules 1 capsule 


fluvastatin 40mg 60 capsules 2 capsules 


fluvastatin XR 80mg 30 capsules 1 capsule 


fluvoxamine 100 mg  90 tablets 3 tablets 


fluvoxamine 25 mg  45 tablets 1.5 tablets 


fluvoxamine 50 mg  60 tablets 2 tablets 


fluvoxamine CR 100mg 30 tablets 1 tablet 


fluvoxamine CR 150mg 60 tablets 2 tablets 


*Focalin® XR 5, 10, 15, 25, 35mg 30 capsules 1 capsule 


*Focalin® XR 20, 30, 40 mg 60 capsules 2 capsules 


fondaparinux (all strengths) 30 syringes 1 syringe 


*Forfivo™ 450mg 30 tablets 1 tablet 


formoterol 20mcg/2mL 120mL 4 mls 


Forteo® (PA) (SPO) 600 mcg/2.4 mL 


2.4 mL (1 pen device) per 28 


days 


0.108 mls 
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** Drug Non-Covered while under review 


 
 


*Fosamax® (ST) 70 mg  4 tablets per 21 days  


Fosamax® Plus D (ST) 4 tablets per 21 days  


Fotivda 0.89mg, 1.34mg 21 capsules per 28 days 0.75 capsule 


*Fragmin® 10,000 units/mL syringe 30 mL (30 syringes) 1 ml (1 syringe) 


*Fragmin® 12,500 units/0.5 mL syringe 15 mL (30 syringes) 0.5 ml (1 syringe) 


*Fragmin® 15,000 units/0.6 mL syringe 18 mL (30 syringes) 0.6 ml 


*Fragmin® 18,000 units/0.72 mL syringe 21.6 mL (30 syringes) 0.734 ml 


*Fragmin® 2,500, 5,000 units/0.2 mL syringe 6 mL (30 syringes) 0.2 ml 


*Fragmin® 25,000 units/mL multi-dose vial 15.2 mL (4 vials) 0.534 ml 


*Fragmin® 7,500 units/0.3 mL syringe 9 mL (30 syringes) 0.3 ml 


*Frova™ 2.5 mg  9 tablets per 22 days  


frovatriptan 2.5mg 9 tablets per 22 days  


Fulphila® (SP) 6mg/0.6ml 2 syringes per 28 days 0.043 ml 


*Fylnetra® (PA)(SP) 6mg/0.6ml 2 syringes per 28 days 0.043 ml 


gatifloxacin 0.5% 1 bottle (3ml) per 21 days  


Gavreto® 100mg 120 capsules 4 capsules 


Gemtesa® (ST) 75mg 30 tablets 1 tablet 


Gentamicin 0.1% 30 grams 1 gram 


glatiramir (SPO) 20mg/ml 


1 carton (30 Syringes) per 


28 days 


1 syringe 
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glatiramir (SPO) 40mg/ml 


1 carton (12 Syringes) per 


28 days 


0.429 syringe 


Glatopa® (SPO) 20mg/mL 


30 syringes (1 box) per 28 


days 


1 syringe 


Glatopa® (SPO) 40mg/mL 


12 syringes (1 box) per 28 


days 


0.429 syringe 


Glucose testing strips (all brands) 300 strips 10 strips 


Glyxambi® (ST) 10/5, 25/5mg 30 tablets 1 tablet 


Granisetron 1mg  4 tablets per Rx  


Granix® 300mcg/0.5ml, 480mcg/0.8ml  30 prefilled syringes 1 syringe 


Granix® 300mcg/ml 30ml 1 ml 


Granix® 480mcg/1.6ml 48ml 1.6 mls 


Grastek® (PA) SL tablets 30 tablets 1 tablet 


Hadlima® (PA)(SP) 40mg/0.8ml 


4 autoinjectors/syringes per 


28 days 


0.115 ml 


Hadlima® (PA)(SP) 40mg/0.4ml 


4 autoinjectors/syringes per 


28 days 


0.58 ml 


halobetasol propionate 0.05% 50 grams 1.667 grams 


Harvoni® (PA)(SP) 45mg/200mg 28 tablets per 28 days 1 tablet 


Harvoni® (PA)(SP) 90mg/400mg  28 tablets per 28 days 1 tablet 


Harvoni® (PA)(SP) 33.75mg/150mg, 45mg/200mg 28 pellet packs per 28 days 1 pellet pack 
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Hetlioz™(PA) 20mg 30 tablets 1 tablet 


Hetlioz LQ™(PA) 4mg/ml 1 bottle (48mls) 1.6 mls 


Hetlioz LQ™(PA) 4mg/ml 1 bottle (158mls) 5.267 mls 


*Hulio® (PA) (SP) 20mg/0.4ml  


4 autoinjectors/syringes per 


28 days 


0.067 mls 


*Hulio® (PA) (SP) 40mg/0.8ml 


4 autoinjectors/syringes per 


28 days 


0.143 syringe 


*Humalog® vials 40ml 1.334 mls 


*Humalog cartridges 45ml (15 cartridges) 1.5 mls 


*Humalog® Kwikpen 45ml 1.5 mls 


*Humalog® 200U/mL Kwikpen 24ml  0.8 mls 


*Humalog Jr® 100U/ml Kwikpen 2 boxes (10 pens, 30ml) 1 ml 


*Humalog Tempo® pen 45ml 1.5 mls 


*Humulin® vials 40ml 1.334 mls 


*Humulin® cartridges 45ml 1.5 mls 


Humulin® R 500 1 vial (20 mL) 0.667 mls 


Humulin® R-500 Kwikpen 2X3ml syringe pack  2 packs 0.5 ml 


Humulin® R-500 Kwikpen 5X3ml syringe pack  1 pack 0.5 ml 


Humira® (PA) (SP) 10mg/0.1mL, 20mg/0.2mL, 


40mg/0.4mL 
2 syringes per 28 days 0.72 syringe 
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Humira® (PA) (SP) 40mg/0.4ml, 80mg/0.8ml 2 pens per 28 days 0.0720 pens 


Humira® (PA) (SP) 40 mg/0.8 mL 


2 kits (4 syringes) per 28 


days 


0.143 syringes 


Humira® (PA) (SP) CD/UC/HS  40mg starter pack  1 pack (6 pens) per 28 days 0.215 pens 


Humira® (PA) (SP) CD-UC-HS 80mg starter pack, 


Psoriasis-UVEI 80mg starter pack 


1 pack (3 syringes) per 28 


days 
0.110 syringes 


Humira® (PA) (SP) PS/UV 80mg & 40mg starter pack 1 pack (3 pens) per 28 days 0.110 pens 


Humira® (PA) (SP) PS/UV Kit 1 kit (4 pens) per 28 days 0.143 pens 


Humira CF® (PA) (SP) 10mg/0.1mL, 20mg/0.2ml, 


40mg/0.4ml syringe 
2 syringes per 28 days 0.0720 syringes 


Humira CF® (PA) (SP) 40mg/0.8ml kit 


2 kits (4 syringes) per 28 


days 


0.143 syringes 


Humira CF® (PA) (SP) Pedi-Crohns 80mg/0.8ml kit 1 kit (2 syringes) per 28 days 0.0720 syringes 


Humira CF® (PA) (SP) Pedi-Crohns 80mg/0.8ml kit 1 kit (3 syringes) per 28 days 0.110 syringes 


Humira CF® (PA) (SP) Pedi-UC kit 1 kit (4 syringes) per 28 days 0.143 syringes 


hydrocodone ER(PA) 20mg, 30mg, 40mg, 60mg, 


80mg, 100mg, 120mg 


30 tablets 1 tablet 


*hydrocodone ER (PA) 10mg, 15mg, 20mg, 30mg, 


40mg, 50mg 


60 capsules 2 capsules 


hydromorphone ER (PA) 8, 12, 16, 32mg tabs 60 tablets 2 tablets 


*Hyrimoz® (PA) (SP) 10mg/0.1ml 


2 prefilled 


syringes/autoinjectors per 28 


days 


0.008 ml 
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*Hyrimoz® (PA) (SP) 20mg/0.2ml 2 prefilled 


syringes/autoinjectors per 


28 days 


0.015 ml 


*Hyrimoz® (PA) (SP) PED Crohns kit 80mg/40mg 3 autoinjectors per 28 days 0.043 ml 


*Hyrimoz® (PA) (SP) PED Crohns kit 80mg/0.8ml 


3 prefilled 


syringes/autoinjectors per 28 


days 


0.86 ml 


 *Hyrimoz® (PA) (SP) 40mg/0.4ml 


4 autoinjectors/syringes per 


28 days 
0.058 ml 


*Hyrimoz® (PA) (SP) 40mg/0.8ml 


4 autoinjectors/syringes per 


28 days 
0.114 ml 


*Hyrimoz® (PA) (SP) 80mg/0.8ml 2 prefilled 


syringes/autoinjectors per 


28 days 


0.058 ml 


*Hyrimoz® (PA) (SP) Plaque Psoriasis kit 80mg/40mg 


2 prefilled 


syringes/autoinjectors per 28 


days 


0.058 ml 


*Hyrimoz® (PA) (SP) Crohns/UC 80mg/0.8ml 3 autoinjectors per 28 days 0.86 ml 


Hysingla® (PA) ER 20, 30, 40, 60, 80, 100, 120mg 30 tablets 1 tablet 


ibandronate 150mg 1 tablet 0.034 tablet 


Ibrance® (PA) 75, 100, 125mg 21 capsules per 28 days 0.75 capsule 


*Ibsrela® 50mg 60 tablets 2 tablets 


*Idacio® (PA) (SP) 40mg/0.8ml 4 pens/syringes per 28 days 0.143 pens/syringes 
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*Idacio® (PA) (SP) Plaque Psoriasis kit 4 pens/syringes per 28 days 0.143 pens/syringes 


*Idacio® (PA) (SP) Crohns kit 3 pens/syringes per 28 days 0.11 pens/syringes 


Ilumya® (SP) 100mg/ml 1 syringe per 28 days 0.036 ml 


Imitrex® 6mg 6 vials (3mL) per 22 days  


Imitrex® 25, 50, 100 mg 9 tablets per 22 days  


Imitrex® 5 mg, 20 mg nasal spray  


6 nasal spray devices per 22 


days 


 


Imitrex® Syringe (injection) 1 kit (2 syringes) per 22 days  


Impavido® 50mg 


3 cartons (84 capsules) per 


22 days 


 


Inpefa® (ST) 200mg, 400mg 30 tablets 1 tablet 


Incruse Ellipta® (PA) 62.5mcg  30 blisters 1 blister 


*Indomethacin 20mg 90 capsules 3 capsules 


Ingrezza® 40mg, 60mg, 80mg 30 capsules/sprinkle cap 1 capsule/sprinkle cap 


Ingrezza® starter pack 1 initiation pack 1 capsule 


*Insulin Aspart 100U/ml Penfill cartridge, FlexPen 45mL 1.5 mls 


*Insulin Aspart 100U/mL vial 40mL 1.334 mls 


*Insulin Glargine 100U/ml pen 45mL 1.5 mls 


*Insulin Glargine 100U/ml vial 40mL 1.334 mls 


*Insulin Glargine 300U/mL 13.5mL 0.467mL 
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*Insulin Glargine 300U/mL MAX 18ML 0.6mL 


*Insulin Lispro 100U/mL 45mL 1.5 mls 


*Insulin Lispro Jr. 100U/ml pen 30ml (10 pens) 1 ml 


*Insulin Lispro Mix 75/25 100U/ml Kwikpen 45ml (15 pens) 1.5 mls 


*Invokamet® (ST) 50/500, 50/1,000, 150/500, 


150/1,000mg 
60 tablets 2 tablets 


*Invokamet® XR 50/500, 50/1,000, 150/500, 


150/1,000mg 
60 tablets 2 tablets 


*Invokana® (ST) 100, 300mg 30 tablets 1 tablet 


iodoquinol/hydrocortisone/aloe gel 48 grams 1.6 grams 


ipratropium 0.03% nasal spray 2 bottles 2 bottles 


ipratropium 0.06% nasal spray 1 bottle 0.5 mls 


Iqirvo® (PA)(SP) 80mg 30 tablets 1 tablet 


*Irenka® 40mg 30 capsules 1 capsule 


itraconazole 100 mg 30 capsules 1 capsule 


Jakafi® (SP) 5mg, 10mg, 15mg, 20mg 25mg 60 tablets 2 tablets 


Jaypirca® (PA)(SP) 50mg 90 tablets 3 tablets 


Jaypirca® (PA)(SP) 100mg 60 tablets 2 tablets 


Jardiance® (ST) 10, 25mg 30 tablets 1 tablet 


Joenja® (PA)(SP) 70mg 60 tablets 2 tablets 
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*Jornay® PM 20, 40, 60, 80, 100mg 30 capsules 1 capsule 


Jynarque® 15/15, 30/15, 45/15, 60/30, 90/30 


mg/mg 


56 tablets (4 blister packs) 


per 28 days 
2 tablets 


*Kadian® (PA) 10, 20, 30, 50, 60, 80, 100, 200 mg 90 capsules 3 capsules 


Kalydeco® (PA)(SP) 150mg 60 tablets 2 tablets 


Kalydeco® (PA)(SP) 5.8, 25, 50, 75mg 56 packets per 28 days 2 packets 


Kalydeco® (PA)(SP) 13.4 mg 56 packets per Rx  


Kenalog® Aerosol 126GM 4.2 grams 


Kerendia® (ST) 10mg, 20mg 30 tablets 1 tablet 


*Kerydin 5% 10ml 0.334 mls 


ketoconazole 2% cream 120 grams 4 grams 


ketoconazole 2% shampoo 240mL 8 mls 


ketorolac ophthalmic 0.4% 5 mL per 21 days  


ketorolac ophthalmic 0.5% 10 mL per 21 days  


Keveyis® 50mg 120 tablets 4 tablets 


Kevzara® (PA)(SP) 150mg/1.14ml, 200mg/1.14ml 


1 pack (2 syringes or 2 


pens) per 28 days 


0.082 mls 


Kineret® (PA) (SP) 100mg/0.67ml 30 syringes 1 syringe 


Klisyri ® 1 box 0.167 packets 


*Krintafel 150mg 2 tablets per 22 days  
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Kynmobi® 10mg, 15mg, 20mg, 25mg, 30mg 150 films (5 cartons) 5 films 


Lagevrio 200mg 


40 capsules for 5 days every 


30 days 


 


lansoprazole 30 mg (Excluded for 18 years and 


older) 
60 capsules 2 capsules 


Lansoprazole ODT 15mg, 30mg (Excluded for 18 


years and older) 
60 tablets 2 tablets 


lansoprazole/amoxicillin/clarithromycin  1 package (pkg. size 14) 3.734 cap/tab 


Lantus® 100U/ml vial 40ml 1.334 mls 


Lantus® Solostar 100U/ml pen 45ml 1.5 mls 


*Lazanda® (PA) 0.1, 0.4 mg 23 units per 22 days  


**Lazcluze® 80mg 60 tablets 2 tablets 


**Lazcluze® 240mg 30 tablets 1 tablet 


leflunomide 10, 20 mg  30 tablets 1 tablet 


Ledipasvir/Sofosbuvir (PA) (SP) 90mg/400mg 28 tablets per 28 days 1 tablet 


*Lescol® 20 mg 30 capsules 1 capsule 


*Lescol® 40 mg  60 capsules 2 capsules 


*Lescol® XL 80 mg  30 tablets 1 tablet 


*Levalbuterol 45mcg 2 inhalers 1 grams 


*levamlodipine 5mg 30 tablets 1 tablet 
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*Levemir® 100U/ml vial 40ml 1.334 mls 


*Levemir® Flextouch 100U/ml pen 45ml 1.5 mls 


Lexapro™ 5, 10, 20 mg  45 tablets 1.5 tablets 


lidocaine patch 5% 90 patches 3 patches 


lidocaine 5% 30GM 30GM (1 tube) 1.667 grams 


lidocaine 5% 35GM 35GM (1 tube) 1.667 grams 


lidocaine 5% 50GM 50GM (1 tube) 1.667 grams 


Lidocan 5% 90 patches 3 patches 


*Lidoderm® 5% 90 patches 3 patches 


Linzess® 72, 145, 290mcg 30 capsules 1 capsule 


*Lipitor® 10, 20, 40, 80 mg  30 tablets 1 tablet 


Liraglutide (PA) 18mg/3ml (2 pack) 6ml per 28 days 0.215 mls 


Liraglutide (PA) 18mg/3ml (3 pack) 9ml per 28 days 0.322 mls 


lisdexamfetamine 10mg, 20mg, 30mg, 40mg, 


50mg, 60mg 70mg 
30 capsules/chews 1 capsule/chew 


Litfulo® (PA) (SP) 50mg 28 capsules per 28 days 1 capsule 


*Livalo® 1, 2, 4 mg 30 tablets 1 tablet 


Livdelzi® 10mg 30 capsules 1 capsule 


Livtencity® 200mg 120 tablets 4 tablets 


lofexidine 0.18mg 168 tablets 5.6 tablets 
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*Lonhala Magnair® starter and refill solution 1 kit 2 vials 


Lotronex® 0.5, 1 mg  60 tablets 2 tablets 


lovastatin 10 mg  30 tablets 1 tablet 


lovastatin 20, 40 mg  60 tablets 2 tablets 


*Lovenox® (all strengths)  60 ampules or syringes 2 ampules/syringes 


*lubiprostone 8mg, 24mg 60 capsules 2 capsules 


Lucemyra 0.18mg 168 tablets 5.6 tablets 


Lumakras® (PA)(SP) 240mg 120 tablets 4 tablets 


Lumakras® (PA)(SP) 120mg 240 tablets 8 tablets 


Lumryz® ER 4.5GM, 6GM, 7,5GM, 9GM, starter 


pack 30 packs 


 


1 pack 


*Lybalvi® 5mg/10mg, 10mg/10mg, 15mg/10mg, 


20mg/10mg 
30 tablets 1 tablet 


Lyllana 0.025mg/24hr, 0.0375mg/24hr, 


0.05mg/24hr, 0.075mg/24hr, 0.1mg/24hr 
8 patches per 28 days 0.286 patch 


*Lyrica® CR (PA) 82.5mg, 165mg, 330mg 30 tablets 1 tablet 


*Lysteda™ 30 tablets 1 tablet 


*Lyumjev® 100U/ml Kwikpen 45mL 1.5 mls 


*Lyumjev® 100U/ml vial 40mL 1.334 mls 


*Lyumjev® 200U/ml Kwikpen, 24mL 0.8 mls 
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*Lyumjev Tempo® 100U/ml pen 45ml 1.5 mls 


*Mavyret® (PA)(SP)100mg/40mg 84 tablets per 28 days 2.8 tablets 


*Mavyret® (PA)(SP) 50mg/20mg pellet pack 84 pellets per 28 days 2.8 pellets 


*Maxalt® 5, 10 mg  18 tablets per 22 days  


*Maxalt-MLT® 5, 10 mg  18 tablets per 22 days  


meloxicam 7.5, 15 mg 30 tablets 1 tablet 


meloxicam sub-micronized 5mg, 10mg  30 capsules 1 capsule 


*Menostar®  4 patches per 28 days 0.143 patch 


*Metadate CD 10mg, 20mg, 30mg  30 capsules 1 capsule 


*Metadate CD 40mg, 50mg, 60mg  60 capsules 2 capsules 


methylphenidate CD 10, 20, 30 mg 30 capsules 1 capsule 


methylphenidate CD 40, 50, 60 mg 60 capsules 2 capsules 


*methylphenidate ER 10mg, 15mg, 20mg, 30mg, 


40mg, 50mg, 60mg   
30 capsules 1 capsule 


methylphenidate ER  18, 27, 54 mg 60 tablets 2 tablets 


methylphenidate ER 36mg,  120 tablets 4 tablets 


*Methylphenidate ER 45mg, 63mg 30 tablets 1 tablet 


methylphenidate LA 10mg, 20mg, 60mg 30 capsules 1 capsule 


methylphenidate LA 30mg, 40mg 60 capsules 2 capsules 


methylphenidate 72mg 30 tablets 1 tablet 
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*Migranal® (ST) 4 mg/mL 


 1 package (8 units) per 22 


days 


 


*Migranow® kit  1 kit 0.034 kit 


Minivelle™ 8 patches per 28 days 0.286 patch 


mirtazapine 15 mg  45 tablets 1.5 tablets 


mirtazapine 7.5, 30, 45 mg  30 tablets 1 tablet 


mirtazapine rapid dissolve 15, 30, 45 mg 30 tablets 1 tablet 


*Mobic® 7.5, 15 mg 30 tablets 1 tablet 


morphine sulfate CR (PA) 15, 30, 60, 100, 200 mg 120 tablets 4 tablets 


morphine sulfate ER (Avinza generic) (PA) 30, 45, 


60, 75, 90, 120mg,  
60 capsules 2 capsules 


morphine sulfate ER (Kadian generic) (PA) 10, 20, 


30, 50, 40, 60, 80, 100, 120, 200mg 
90 capsules 3 capsules 


Mounjaro™ (PA) 2.5mg/0.5mL, 5mg/05ml, 


7.5mg/0.5ml, 10mg/0.5ml, 12.5mg/0.5ml, 


15mg/0.5ml 


4 pens per 28 days 0.072 mls 


Movantik 12.5, 25mg 30 tablets 1 tablet 


Moxeza® 0.50% 


1 package (3mL) per 21 


days 


 


Moxifloxacin 0.5% 3ml (1 bottle) per 21 days  


MS Contin® (PA) 15, 30, 60, 100, 200 mg 120 tablets 4 tablets 


mupirocin 2% cream 60 grams 2 grams 
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mupirocin 2% ointment 44 grams per 22 days  


Mulpleta® (SP) 3mg 7 tablets 0.234 tablet 


Muse® 250mcg, 500mcg, 1000mcg 4 units per 30 days  


*Mydayis® 12.5mg, 25mg, 37.5mg, 50mg 30 capsules 1 capsule 


Myfembree® 40mg/1mg/0.5mg  30 tablets 1 tablet 


nalmefene 2mg/2mL 8mL per Rx  


naloxone 2mg/ml 2 auto injectors per Rx  


naloxone syringe, vial 4ml per Rx  


naratriptan 1, 2.5 mg 9 tablets per 22 days  


Natpara® (SP) 25, 50, 75, 100mcg 2 cartridges per 28 days 0.072 cartridge 


NebuPent™ 300 mg sol 1 container/vial 0.034 vial 


**Neffy® 2mg/0.1ml 


2 nasal spray devices/ 30 


days 


 


*Neulasta® (SP) 


2 syringes (1.2mL) per 28 


days 


0.043 mls 


*Neupogen® (SP) 30 vials or syringes 1 vial / syringe 


*Nexium™ (PA) 2.5, 5, 10, 20, 40 mg (Excluded for 


18 years and older) 
60 capsules/packets 2 capsules/packets 


Nexletol®(PA) 180mg 30 tablets 1 tablet 


Nexlizet®(PA) 180mg/10mg 30 tablets 1 tablet 
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Nitazoxanide 500mg 6 tablets per 22 days  


*Nivestym® (SP) 300mcg/0.5ml syringe 15mL 0.5 mls 


*Nivestym® (SP) 480mcg/0.8ml syringe 24mL 0.8 mls 


*Nivestym® (SP) 300mcg/ml vial 30mL 1 ml 


*Nivestym® (SP) 480mcg/1.6ml vial 48mL 1.6 mls 


*Nocdurna® 27.7mcg, 55.3mcg 30 tablets 1 tablet 


Novolin® vials 40mlL 1.334 mls 


Novolog® vials 40mL 1.334 mls 


Novolog® cartridges 45mL 1.5 mls 


Novolog® FlexPen 100U/ml 45mL 1.5 mls 


Novolog® Relion vials 40mL 1.334 mls 


*Nucynta® ER (PA) 50mg, 100mg, 150mg, 200mg 60 tablets 2 tablets 


Nuplazid® 10mg, 17mg  60 tablets 2 tablets 


Nuplazid® 34mg 30 tablets 1 tablet 


Nurtec® (PA) ODT 75mg 16 tablets per 22 days  


Nuzyra® 150mg  30 tablets per 30 days  


Nyamyc 100,00U/gm powder 60 grams 2 grams 


*Nypozi® (SP) 300mcg/0.5ml 30 syringes per 28 days 0.5 mls 


*Nypozi® (SP) 480mcg/0.8ml 30 syringes per 28 days 0.8 mls 
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nystatin 100,00U/gm powder 60 grams 2 grams 


Nystop 100,00U/gm powder 60 grams 2 grams 


*Nyvepria® (SP) 6mg/0.6ml 2 syringes per 28 days 0.043 mls 


Ocaliva® 5mg, 10mg 30 tablets 1 tablet 


Odactra® (PA) 30 tablets 1 tablet 


Odomzo® 200mg 30 capsules 1 capsule 


olanzepine/fluoxetine 6/25, 6/50, 12/25, 12/50 


mg/mg 
30 capsules 1 capsule 


olopatadine 0.6% nasal spray 2 bottles 2.034 grams 


Olumiant® (SP) 1mg, 2mg 30 tablets 1 tablet 


Omeppi ® (PA) 40mg/1,100mg 60 capsules 2 capsules 


omeprazole 10, 20, 40 mg (Excluded for 18 years 


and older) 
60 capsules 2 capsules 


*omeprazole/sodium bicarbonate (PA) (Excluded for 


18 years and older) 
60 capsules/packets 2 capsules/packets 


*Omvoh 100mg/ml 


2 autoinjectors/prefilled 


syringes per 28 days 


0.072 mls 


*ondansetron 16 mg 1 tablet per Rx  


ondansetron 24 mg  1 tablet per Rx  


ondansetron 4 mg/5 mL solution  150 mL per Rx  
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ondansetron/ODT 4, 8 mg  


24 tablets/orally 


disintegrating tablets per Rx 


 


*Onezetra® Xsail nasal inhaler  2 kits (16 doses) per 22 days  


*Onmel™ 30 tablets 1 tablet 


Opfolda®(SP) 65mg 2 caps/28 days  


Opzelura® (PA) 1.5% cream 240GM 8 grams 


Oralair®(PA) SL Tablets 30 tablets 1 tablet 


Orencia® (PA) (SP) 50mg/0.4mL 4 syringes per 28 days 0.058 mls 


Orencia® (PA) (SP) 87.5mg/0.7mL 4 syringes per 28 days 0.1 mls 


Orencia® (PA) (SP) 125mg/mL 4 syringes per 28 days 0.143 mls 


Orencia ClickJect® (PA) (SP) 125mg/mL 4 autoinjectors per 28 days 0.143 mls 


Orencia® (PA) (SP) 250mg 4 vials per 28 days 0.143 mls 


Orkambi ® (PA)(SP) tablet box 


1 box (112 tablets) per 28 


days 


4 tablets 


Orkambi ® (PA)(SP) 100mg/125mg, 150mg/188mg 


granule packets 


1 carton (56 packets) per 28 


days 
2 packets 


Orladeyo® (PA) 110mg, 150mg 30 tablets 1 tablet 


*Ormalvi 50mg 120 tablets 4 tablets 


Orserdu® (PA) 86mg 90 tablets 3 tablets 


Orserdu® (PA) 345mg 30 tablets 1 tablet 
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Otezla® (PA)(SP) 10, 20, 30 mg 60 tablets 2 tablets 


Otezla® (PA) (SP) 14-day starter pack 


27 tablets (1 pack) per 14 


days 


1.965 tablets 


Otezla® (PA) (SP) 28-day starter pack 


55 tablets (1 pack) per 28 


days 


2 tablets 


*Oxaprozin 300mg 120 capsules 4 capsules 


Oxbryta® (SP) 300mg 150 tablets 5 tablets 


Oxbryta® (SP) 500mg  90 tablets 3 tablets 


oxiconazole 1% cream 90GM 3 grams 


Oxistat® 15 cream 90GM 3 grams 


*oxycodone ER (PA) 10, 15, 20, 30, 40 mg  90 tablets 3 tablets 


*oxycodone ER (PA) 60mg, 80mg 120 tablets 4 tablets 


*OxyContin® (PA) 10, 15, 20, 30, 40 mg 90 tablets 3 tablets 


*OxyContin® (PA) 60, 80 mg 120 tablets 4 tablets 


oxymorphone ER (PA) 5, 7.5, 10, 15, 20, 30, 40 mg 90 tablets 3 tablets 


Ozempic® (PA) 2mg/3ml  3ml per 28 days 0.108 mls 


Ozempic® (PA) 2mg/1.5ml  1.5ml per 28 days 0.054 mls 


Ozempic® (PA) 8mg/3ml 3mL per 21 days  


pantoprazole 20, 40 mg (Excluded for 18 years 


and older) 
60 tablets/packets 2 tablets/packets 
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paroxetine 7.5mg 30 capsules 1 capsule 


paroxetine 10, 40 mg 45 tablets 1.5 tablets 


paroxetine 20, 30 mg 60 tablets 2 tablets 


paroxetine CR 12.5 mg  30 tablets 1 tablet 


paroxetine CR 25, 37.5 mg  60 tablets 2 tablets 


*Patanase® 0.6%  2 bottles 2.034 grams 


*Paxil™ 10, 40 mg  45 tablets 1.5 tablets 


*Paxil™ 20, 30 mg 60 tablets 2 tablets 


*Paxil™ CR 12.5 mg  30 tablets 1 tablet 


*Paxil™ CR 25, 37.5 mg  60 tablets 2 tablets 


Paxlovid®  


One (1) carton per fill 
(enough to treat per FDA), 
and one 5-day fill every 30 
days  


 


Pegasys® (SPO) 180mcg/0.5ml 


4 vials or 1 package per 28 


days 


0.072 mls 


Pegasys® (SPO) 180mcg/ml 


4 vials or 1 package per 28 


days 


0.143 mls 


PEG-Intron® (SPO) 4 syringes or pens 0.072 mls 


Penciclovir 1% cream 10GM per 22 days  


*Pennsaid® 2% 112GM (1 bottle) 3.734 grams 


pentamidine isethionate 1 vial 0.034 vial 
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** Drug Non-Covered while under review 


 
 


Perforomist® 20mcg/2mL solution 120mL 4 mls 


*Pexeva® 10, 40 mg  45 tablets 1.5 tablets 


*Pexeva® 20, 30 mg  60 tablets 2 tablets 


pimecrolimus 1% cream 120 grams 4 grams 


pioglitazone (ST) 15mg 45 tablets 1.5 tablets 


pioglitazone (ST) 30, 45mg 30 tablets 1 tablet 


pioglitazone-metformin (ST) 60 tablets 2 tablets 


pitavastatin 1mg, 2mg, 4mg 30 tablets 1 tablet 


Plegridy® 125mcg/0.5ml pen/kit 1 mL 0.036 mls 


Pomalyst® (SP) 1mg, 2mg, 3mg, 4mg 21 capsules per 28 days 0.75 caps 


*Ponvory® (SP) 14-day starter pack 1 pack per 28 days 0.5 tablets 


*Ponvory® (SP) 20mg 30 tablets 1 tablet 


*Praluent® (PA) 75mg/ml, 150mg/ml pen/syringe 2 pens/syringes per 28 days 0.072 mls 


*Pravachol® 10, 20, 40, 80 mg  30 tablets 1 tablet 


pravastatin 10, 20, 40, 80 mg  30 tablets 1 tablet 


pregabalin (PA) CR 82.5mg, 165mg, 330mg 30 tablets 1 tablet 


*Prevacid® (PA) 15mg, 30 mg (Excluded for 18 


years and older) 
60 capsules/solutabs 2 capsules/solutabs 


*Prilosec™ (PA) 2.5mg, 10mg (Excluded for 18 


years and older) 
30 suspension packs 1 pack 
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*Pristiq ER™ 25, 50, 100 mg  30 tablets 1 tablet 


*ProAir™ DigiHaler/RespiClick 90 mcg/act 2 inhalers 0.067 inhalers 


*ProAir™ HFA 90 mcg/act 2 inhalers 0.567 grams 


*Procrit® (PA) (SPO) 2,000, 3,000, 4,000, 10,000, 


40,000 units/mL 
12 mL 0.429 mls 


*Procrit® (PA) (SPO) 20,000 units/mL 6 mL 0.215 mls 


*Protonix® (PA) 20, 40 mg (Excluded for 18 years 


and older) 
60 tablets/packets 2 tablets/packets 


*Proventil® HFA 108 mcg/act 2 inhalers 0.467 grams 


*Prozac® 10 mg capsule  30 capsules 1 capsule 


*Prozac® 10 mg tablet  45 tablets 1.5 tablets 


*Prozac® 20 mg  30 capsules 1 capsule 


Prudoxin® 5% cream 90GM 3 grams 


Pulmicort® Flexhaler™ 90mcg 1 inhaler 0.034 inhalers 


Pulmicort® Flexhaler™ 180mcg 2 inhalers 0.067 inhalers 


Pulmicort® Respules™ 0.25mg/2mL, 0.5mg/mL  60ml 2 mls 


Pulmicort® Respules™ 1mg/2mL  140ml 4.667 mls 


*Qbrexza 2.4mg 1 carton (30 cloths) 1 cloth 


*Qelbree® 100mg, 150mg 30 capsules 1 capsule 


*Qelbree® 200mg 60 capsules 2 capsules 
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Qinlock® (PA) 50mg 90 tablets 3 tablets 


*Qmiiz ODT 7.5mg, 15mg 30 tablets 1 tablet 


*Qtern 10mg/5mg 30 tabs 1 tablet 


Qualaquin™  42 capsules per 22 days  


Qulipta® (ST) 10mg, 30mg, 60mg 30 tablets 1 tablet 


*Quillichew® ER 20mg, 40mg 30 tablets 1 tablet 


*Quillichew® ER 30mg 60 tablets 2 tablets 


quinine sulfate 324mg 42 capsules per 22 days  


Qutenza® 8% 4 patches 0.134 patch 


QVAR™ 40 mcg/act 1 inhaler 0.354 grams 


QVAR™ 80 mcg/act 1 inhaler 0.354 grams 


*QuviviQ® 25mg, 50mg 30 tablets 1 tablet 


rabeprazole 10mg, 20mg (Excluded for 18 years 


and older) 
60 tablets/capsules 2 tablets/capsules 


ramelteon 8mg 14 tablets per Rx  


Ragwitek™(PA) SL Tablets 30 tablets 1 tablet 


Rebif® (SPO) 


16 syringes/auto-injectors 


per 28 days 


0.268 mls 


Rebif® (SPO) Titration pack 1 Pack per 28 days 0.15 mls 
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Rebif® RebiDose (SPO) 


12 syringes/auto-injectors 


per 28 days 


0.215 mls 


*Relexxi® ER 45mg, 63mg 72mg 30 tablets 1 tablet 


*RediTrex ® (SP) 7.5mg/0.3mL 4 syringes per 28 days 0.043 mls 


*RediTrex ® (SP) 10mg/0.4mL 4 syringes per 28 days 0.058 mls 


*RediTrex ® (SP) 12.5mg/0.5mL 4 syringes per 28 days 0.072 mls 


*RediTrex ® (SP) 15mg/0.6mL 4 syringes per 28 days 0.086 mls 


*RediTrex ® (SP) 17.5mg/0.7mL 4 syringes per 28 days 0.1 mls 


*RediTrex ® (SP) 20mg/0.8mL 4 syringes per 28 days 0.115 mls 


*RediTrex ® (SP) 22.5mg/0.9mL 4 syringes per 28 days 0.129 mls 


*RediTrex ® (SP) 25mg/mL 4 syringes per 28 days 0.143 mls 


*Relpax® 20, 40 mg  12 tablets per 22 days  


*Releuko® (PA) (SP) 300mcg/mL 30mL 1 ml 


*Releuko®(PA) (SP) 300mcg/0.5mL 15mL 0.5 mls 


*Releuko® (PA) (SP) 480mcg/0.8mL 24mL 0.8 mls 


*Releuko® (PA) (SP) 480mcg/1.6mL 48mL 1.6 mls 


*Remeron® 15 mg  45 tablets 1.5 tablets 


*Remeron® 7.5, 30, 45 mg  30 tablets 1 tablet 


*Remeron® Soltab  30 tablets 1 tablet 
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Repatha® (PA) 140mg/mL Sureclick 2 pens/syringes per 28 days 0.072 mls 


Repatha® (PA) 420mg/3.5ml Pushtronex  1 syringe per 28 days 0.126 mls 


Restasis® 0.05% (PA)  60ml 2 mls 


*Restasis® 0.05% (PA) multidose vial 5.5mL (1 bottle) 0.2 mls 


Retacrit® (PA) (SP) 2,000U/ml, 3,000U/ml, 4,000U/ml, 


10,000U/ml, 40,000U/ml, 20,000U/2ml 


12ml per 28 days 0.429 mls 


*Rexulti® 0.25mg, 0.5mg, 1mg, 2mg, 3mg, 4mg 30 tablets 1 tablet 


*Reyvow® 50mg 4 tablets per 22 days  


*Reyvow® 100mg 8 tablets per 22 days  


Rezdiffra® (PA) (SP) 60mg, 80mg, 100mg 30 tablets 1 tablet 


Rezurock® 200mg 30 tablets 1 tablet 


*Rezvoglar® 100U/ml 45ml 1.5 mls 


*Rhopressa® 0.02% 1 bottle 0.084 mls 


Rinvoq® (PA) (SP) ER 15mg, 30mg 30 tablets 1 tablet 


risedronate 5mg, 30mg 30 tablets per 21 days  


risedronate 150mg 1 tablet per 21 days  


risedronate DR 35mg 4 tablets per 21 days  


*Ritalin® LA 10, 20mg 30 capsules 1 capsule 


*Ritalin® LA 30, 40 mg 60 capsules 2 capsules 


rizatriptan 5 mg, 10 mg 18 tablets per 22 days  



https://www.bluecrossma.org/medical-policies/sites/g/files/csphws2091/files/acquiadam-assets/621A%20Quality%20Care%20Dosing%20Guidelines%20prn.pdf





  
Policy 621B Quality Care Dosing (QCD) Guidelines List (As of 1/1/2025) 
Policy 621A Quality Care Dosing (QCD) Guidelines Link  
 


Drug Product QCD Limit (Per 30 days 
unless otherwise noted) 


Maximum Daily Dose 


 


46 
* Non-Covered Drug     
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rizatriptan ODT 5 mg, 10 mg 18 tablets per 22 days  


*Rocklatan® (PA) 0.002%/0.005% 1 bottle 0.084 mls 


*Rolvedon (PA) (SP) 13.2mg/0.6ml ®   2 syringes per 28 days 0.043 mls 


rosuvastatin 5mg, 10mg, 20mg, 40mg  30 tablets 1 tablet 


*rosuvastatin/ezetimibe 5mg/10mg, 10mg/10mg, 


20mg/10mg, 40mg/10mg 
30 tablets 1 tablet 


*Roszet® 5mg/10mg, 10mg/10mg, 20mg/10mg, 


40mg/10mg 
30 tablets 1 tablet 


Rozerem™ 8 mg 14 tablets per Rx  


*Rybelsus® (ST) 3mg, 7mg, 14mg 30 tablets 1 tablet 


*Sancuso® 3.1mg/24hr 1 patch per 22 days  


*Sarafem® 10, 20 mg  30 capsules 1 capsule 


Saxenda® (PA) 6mg/ml pen 15 ml 0.5 mls 


*Segluromet® (ST) 2.5/500, 2.5/1,000, 7.5/1,000 


mg/mg 
30 tablets 1 tablet 


*Semglee 100U/ml pen 45ml 1.5 mls 


*Semglee 100U/ml vial 40ml 1.334 mls 


Serevent® Diskus 50 mcg/dose  1 inhaler 2 blisters 


sertraline 25, 50 mg  45 tablets 1.5 tablets 


Sildenafil 25mg, 50mg, 100mg 6 tabs per 30 days  



https://www.bluecrossma.org/medical-policies/sites/g/files/csphws2091/files/acquiadam-assets/621A%20Quality%20Care%20Dosing%20Guidelines%20prn.pdf





  
Policy 621B Quality Care Dosing (QCD) Guidelines List (As of 1/1/2025) 
Policy 621A Quality Care Dosing (QCD) Guidelines Link  
 


Drug Product QCD Limit (Per 30 days 
unless otherwise noted) 


Maximum Daily Dose 


 


47 
* Non-Covered Drug     
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*Silenor® 3, 6 mg 14 tablets per 22 days  


Siliq® (PA) 210mg/1.5ml  2 packs (4 syringes) 0.215 mls 


Simlandi ® (PA) (SP) 40mg/0.4mL 2 kits 0.072 kits 


Simponi™ (PA) (SP) 50 mg 


1 syringe/autoinjector per 28 


days 


0.018 mls 


Simponi™ (PA) (SP) 100 mg 


1 syringe/autoinjector per 28 


days 


0.036 mls 


simvastatin 5, 10, 20 40 80 mg 30 tablets 30 tablets 1 tablet 


Skyclarys® (PA) 40mg 90 tablets 3 tablets 


Skyrizi® (PA) (SP) 600mg 10ml (1 vial) per 28 days 0.4 mls 


Skyrizi® (PA) (SP) 150mg dose kit 


1 pack (2 syringes) per 28 


days 


0.036 kit 


Skyrizi® (PA) (SP) 150mg 1 pen/syringe per 84 days 0.012 mls 


Skyrizi® (PA) (SP) 180mg/1.2ml, 360mg/2.4mL 


1 on body injector per 56 


days 


0.022 injectors 


Sofosbuvir/Velpatasvir (PA) (SP) 90mg/400mg 28 tablets per 28 days 1 tablet 


*Soliqua® (PA) 100U 33mcg/ml 1 box (5 pens) 0.5 mls 


*Solosec® 2GM 1 packet per 22 days  


Sotyktu® (PA) 6mg 30 tablets 1 tablet 


*Sovaldi® (PA)(SP) 200mg, 400mg 28 capsules per 28 days 1 capsule 


*Sovaldi® (PA)(SP) 150mg, 200mg 28 pellet packs per 28 days 1 pellet pack 
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Spiriva® HandiHaler (Pack of 5)  30 capsules per 28 days 1 capsule 


Spiriva® HandiHaler (Pack of 90) 90 capsules 3 capsules 


Spiriva® RespiMat 1.25mcg/2.5mcg/act 1 inhaler 0.134 grams 


*Sporanox® 100 mg  30 capsules 1 capsule 


*Steglatro® (ST) 5mg, 15mg 30 tablets 1 tablet 


*Steglujan® (ST) 5/100, 15/100 mg/mg 30 tablets 1 tablet 


Stelara® (PA) (SP) 45mg/0.5ml vial 1 vial per 84 days  0.006mls 


Stelara® (PA) (SP) 45mg/0.5ml syringe 1 syringe per 84 days  0.006 mls 


Stelara® (PA) (SP) 90mg/ml syringe 1 syringes per 56 days 0.002 mls 


*Stimufend® (PA) (SP) 6ml/0.6ml 2 syringes per Rx  


*Stendra 50mg, 100mg, 200mg 4 tabs per 30 days  


Stiolto Respimat® 2.5mcg/2.5mcg/act 1 inhaler 0.134 grams 


Straterra™ (PA) 40, 60 mg  60 tablets 2 tablets 


Straterra™ (PA) 10, 18, 25, 80, 100 mg  30 tablets 1 tablet 


Striverdi® Respimat® Inhalation Spray 1 inhaler 0.134 grams 


Sublocade® 100mg/0.5ml 1 syringe 0.034 syringe 


Sublocade® 300mg/1.5ml 1 syringe 0.05 mls 


Suboxone® 4mg/1mg, 12mg/3mg 30 film strips 1 film strip 


Suboxone® 8mg/2mg 60 film strips 2 film strips 
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** Drug Non-Covered while under review 


 
 


Suboxone® 2mg/0.5mg 90 film strips 3 film strips 


*Subsys™ (PA) 3 kits (90 units) 3 units 


sumatriptan 25, 50, 100 mg 9 tablets per 22 days  


sumatriptan 5mg, 20 mg nasal spray 


6 nasal spray devices per 22 


days 


 


sumatriptan cartridge 


1ml (2 cartridges) per 22 


days 


 


sumatriptan syringe (injection) 1 kit (2 syringes) per 22 days  


Sumatriptan 6mg/0.5ml 3 vials per 22 days  


sumatriptan/naproxen 85mg/500mg 9 tablets per 22 days  


*Sunosi 75mg, 100mg  30 tablets 1 tablet 


Symbicort® Inhaler (PA) 2 inhalers 0.7 grams 


Symbyax™ 6/25, 6/50, 12/25, 12/50 mg/mg 30 capsules 1 capsule 


Symdeko® (PA)(SP) 100mg/150mg/150mg 


56 tablets (1 carton) per 28 


days 


2 tablets 


Symjepi ® 0.15mg/0.3ml, 0.3mg/0.3ml 2 injectors per Rx  


*Symproic® 0.2mg 30 tablets 1 tablet 


Synjardy® (ST) 5/500, 5/1,000, 12.5/500, 12.5/1,000 


mg/mg 
60 tablets 2 tablets 


Synjardy XR® (ST) 5/1,000, 10/1,000, and 


12.5/1,000 mg/mg 
60 tablets 2 tablets 
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* Non-Covered Drug     


** Drug Non-Covered while under review 


 
 


Synjardy XR® (ST) 25mg/1,000 mg 30 tablets 1 tablet 


Tadalafil 2.5mg, 5mg, 10mg, 20mg 4 tabs per 30 days  


Tagrisso® (PA)(SP) 40mg, 80mg 30 tablets 1 tablet 


Taltz® (PA)(SP) 80mg/ml 1 pen/syringe per 28 days 0.004 mls 


Taltz® (PA)(SP) 20mg/0.25ml 1 pen per 28 days 0.009 mls 


Taltz® (PA)(SP) 40mg/0.5ml 1 pen per 28 days 0.018 mls 


Tasimelteon (PA)(SP) 20mg 30 capsules 1 capsule 


Tavaborole 5% 10ml 0.334 mls 


Tavneos® (PA) 10mg 180 capsules 6 capsules 


Tegsedi® (PA)(SP) 284mg/1.5ml 6ml (4 syringes) 0.215 mls 


Tepmetko® (PA) 225mg 60 tablets 2 tablets 


terazosin 1, 5 mg  30 tablets/capsules 1 tablet/capsule 


terazosin 2, 10 mg  60 tablets/capsules 2 tablets/capsules 


terbinafine 250 mg  30 tablets 1 tablet 


*Teriparatide (PA)(SP) 620mcg/2.48ml 2.48ml per 28 days 0.108 mls 


Tiotropium 18mcg 90 capsules 3 capsules 


*Tivorbex 20, 40mg  90 capsules 3 capsules 


*Tolsura® 65mg 60 capsules 2 capsules 


Tosymra 10mg  6 nasal spray devices per 22 


days 


 



https://www.bluecrossma.org/medical-policies/sites/g/files/csphws2091/files/acquiadam-assets/621A%20Quality%20Care%20Dosing%20Guidelines%20prn.pdf





  
Policy 621B Quality Care Dosing (QCD) Guidelines List (As of 1/1/2025) 
Policy 621A Quality Care Dosing (QCD) Guidelines Link  
 


Drug Product QCD Limit (Per 30 days 
unless otherwise noted) 


Maximum Daily Dose 


 


51 
* Non-Covered Drug     


** Drug Non-Covered while under review 


 
 


Toujeo® Solostar 3 boxes (13.5ml) 0.467 mls 


Toujeo® Max Solostar 300U/mL 3 boxes (18mL) 0.6 mls 


tranexamic acid 30 tablets 1 tablet 


*Trelegy Ellipta® 100mcg/62.5mcg/25mcg, 


200mg/62.5mg/25mg  
30 blisters 1 blister 


Tremfya® (PA)(SP) 100mg/ml 


1 syringe/autoinjector per 56 


days 


0.002 mls 


Tremfya® (PA)(SP) 200mg/ml 1 autoinjector per 56 days 0.036 mls 


Tremfya® (PA)(SP) 200mg/20ml 1 vial per 28 days 0.715 mls 


Tresiba® 100U/ml vial 40ml 1.334 mls 


Tresiba® FlexTouch 100U/mL 3 packs (45 mL) 1.5 mls 


Tresiba® FlexTouch 200U/mL 3 packs (27 mL) 0.9 mls 


*Treximet™ 85 mg/500mg, 10mg/60mg 9 tablets per 22 days  


triamcinolone 0.147mg/spray 126GM 4.2 grams 


*Trijardy XR®(ST) 5mg/2.5mg/1000mg, 


10mg/5mg/1000mg, 12.5mg/2.5mg/1000mg, 


25mg/5mg/1000mg 


30 tablets 1 tablet 


Trikafta® (SP) (PA) 80mg/40mg/60mg and 59.5mg, 


100mg/50mg/75mg and 75mg 


56 tablets (1 carton) per 28 


days 
2 tablets 


Trikafta® (SP) (PA) 50mg/25mg/37.5mg and 75mg, 


100mg/50mg/75mg and 150mg 


84 tablets (1 carton) per 28 


days 
3 tablets 


Triptodur 22.5mg 1 kit 0.034 kit 
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* Non-Covered Drug     


** Drug Non-Covered while under review 


 
 


*Trintellix® 5, 10, 20 mg  30 tablets 1 tablet 


*Trudhesa® (ST)  12 devices 0.429 device 


*Trulance® 3mg 30 tablets 1 tablet 


Trulicity® (PA) 0.75mg/0.5ml, 1.5mg/0.5ml, 


3mg/0.5ml, 4.5mg/0.5ml 
2 ml (4 pens) 0.072 mls 


Truseltiq® (PA) 50mg daily dose packs 


1 carton/pack (42 caps) per 


28 days 


1.5 capsules  


Truseltiq® (PA) 75mg daily dose packs 


1 carton/pack (63 caps) per 


28 days 


2.25 capsules 


Truseltiq® (PA) 100mg daily dose packs 


1 carton/pack (21 caps) per 


28 days 


0.75 capsule 


Truseltiq® (PA) 125mg daily dose packs 


1 carton/pack (42 caps) per 


28 days 


1.5 capsules 


*Tudorza™ Pressair™ (PA) 1 inhaler 0.034 inhaler 


Tukysa 50mg, 150mg 120 tablets 4 tablets 


Tyenne® (SP) (PA) 162mg/0.9ml 4 pens 0.13 mls 


Tymlos® (PA) 80mcg 1 pen 0.052 mls 


*Tyrvaya® (PA) 0.03mg nasal spray 2 bottles 0.28 mls 


Ubrelvy® (PA) 50mg, 100mg 16 tablets per 22 days  


Udenyca® (SP) 6mg/0.6ml 


2 auto injectors/syringes per 


28 days 


0.043 mls  


Ukoniq 200mg 120 tablets 4 tablets 
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*Utibron® Neohaler 27.5mcg/15.6mcg/act 60 capsules 2 capsules 


Vardenafil 2.5mg, 5mg, 10mg, 20mg 4 tabs per 30 days  


Varubi® 90mg  2 tablets 0.072 tablet  


Velsipity® (SP) 2mg 30 tabs 1 tablet 


venlafaxine ER capsules 150 mg 60 capsules 2 capsules 


venlafaxine ER capsules 37.5 30 capsules 1 capsule 


venlafaxine ER capsules 75mg 90 capsules 3 capsules 


*venlafaxine ER tablets 37.5, 75, 112.5, 225 mg 30 tablets 1 tablet 


*venlafaxine ER tablets 150 mg 60 tablets 2 tablets 


*Ventolin® HFA 90 mcg/act 18 Gm 2 inhalers 1.2 grams 


*Ventolin® HFA 90 mcg/act 8 Gm 2 inhalers 0.534 grams 


Veozah® (ST) 45mg 30 tablets 1 tablet 


Verquvo® (ST) 2.5mg, 5mg, 10mg 30 tablets 1 tablet 


Verzenio® (PA)(SP) 20mg, 50mg, 100mg, 150mg 60 tablets 2 tablets 


*Vevye® 0.2%  1.5mL 0.167mL 


*Viagra® 25mg, 50mg, 100mg 4 tabs per 30 days  


vilazodone 10mg, 20mg, 40mg 30 tablets 1 tablet 


Viberzi®(PA) 75mg, 100mg  60 tablets 2 tablets 


*Victoza® (PA) 2 pack 18mg/3ml  6ml per 28 days 0.215 mls 
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* Non-Covered Drug     


** Drug Non-Covered while under review 


 
 


*Victoza® (PA) 3 pack 18mg/3ml  9ml per 28 days 0.322 mls 


*Viekira PAK® (PA)(SP) 1 carton per 28 days 4 tablets 


Vigamox™ 0.5% 1 bottle (3 mL) per 21 days  


*Viibryd® 10, 20, 40mg 30 tablets 1 tablet 


Vitrakvi® (PA)(SP) 25mg, 100mg  30 capsules 1 capsule 


Vivelle®-Dot 8 patches per 28 days 0.286 patch  


Vivitrol®  1 vial per 28 days 0.036 vial  


*Vivlodex® 5, 10mg 30 capsules 1 capsule 


Voquezna® (PA) 10mg, 20mg 30 tablets 1 tablet 


Voquezna® Dual Pak 1 carton per Rx  


Voquezna® Triple Pak 112 units per Rx  


**Voranigo® (SP) 10mg 60 tablets 2 tablets 


**Voranigo® (SP) 40mg 30 tablets 1 tablet 


*Vosevi® (PA) 400mg/100mg/100mg 28 tablets per 28 days 1 tablet 


*Vumerity® (SP) DR 231mg 120 capsules 4 capsules 


Vyleesi® 1.75mg/0.3mL 4 autoinjectors 0.043 mls 


Vyndaqel® (PA)(SP) 20mg 120 capsules 4 capsules 


Vyndamax ® (PA)(SP) 61mg 30 capsules 1 capsule 


*Vytorin™ 10/10, 10/20, 10/40, 10/80 mg/mg 30 tablets 1 tablet 
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* Non-Covered Drug     


** Drug Non-Covered while under review 


 
 


*Vyvanse™ 10, 20,30, 40, 50, 60, 70 mg  30 capsules 1 capsule 


*Vyvanse™ 10, 20,30, 40, 50, 60 mg 30 chew tabs 1 chew tab 


Wainua 45mg/0.9mL 1 autoinjector 0.0321mL 


*Wakix® (PA)(SP) 4.45mg, 17.8mg 60 tablets 2 tablets 


Wegovy® (PA) 0.25mg/0.5ml, 05mg/0.5ml, 


1mg/0.5ml 
4 pens 0.072 mls 


Wegovy® (PA) 1.7mg/0.75ml, 2.4mg/0.75mg 4 pens 0.108 mls 


*Wellbutrin® SR 100, 150, 200 mg  60 tablets 2 tablets 


*Wellbutrin® XL 150, 300 mg 30 tablets 1 tablet 


*Wixela Inhub (PA) 100mcg/50mcg, 250mcg/50mcg, 


500mcg/50mcg 
1 package (60) 2 doses 


Xaciato® 2% vaginal gel 25GM (1 tube) per Rx  


Xeljanz® (PA) 5mg, 10mg 60 tablets 2 tablets 


Xeljanz® XR (PA) 11mg, 22mg 30 tablets 1 tablet 


Xenleta® 600mg 10 tablets 0.334 tablet 


Xermelo® 250mg 


84 tablets (1 pack) per 28 


days 


3 tablets 


Xiidra® 5%  1 carton 2 containers 


*Xifaxan® 200mg 9 tablets per Rx  


*Xifaxan® 550mg 90 tablets per Rx  
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*Xigduo® XR (ST) 5/500, 2.5/1,000, 10/500, 


10/1,000mg 
30 tablets 1 tablet 


*Xigduo® XR (ST) 5mg/1,000mg 60 tablets 2 tablets 


Xofluza® 20mg 4 tablets per 22 days  


Xofluza® 40mg 2 tablets per 22 days  


Xolremdi® (PA) 100mg 120 capsules 4 capsules 


*Xopenex® HFA Inhaler  2 inhalers 1 gram 


Xospata® (PA)(SP) 40mg 30 tablets 1 tablet 


Xtampza ER® (PA) 9mg, 13.5mg, 18mg, 27mg, 


36mg  
60 capsules 2 capsules 


*Xultophy® (PA) 100U-3.6mg/ml 15ml (5, 3ml pens) 0.5 mls  


Xuriden®  4 cartons (120 packs) 4 packs 


*Xyosted® 50mg/0.5ml, 75mg/0.5ml, 100mg/0.5ml 2mL 0.072 mls 


*Yupelri 175mcg/3mL 30 vials 1 vial 


Yosprala® 81mg/40mg, 325mg/40mg  30 tablets 1 tablet 


*Yuflyma® (PA) (SP) 20mg/0.2ml syringe kit 1 kit 0.036 kit 


*Yuflyma® (PA) (SP) 20mg/0.2ml prefilled syringe kit 2 syringes 0.072 syringes 


*Yuflyma® (PA) (SP) 40mg/0.4ml injector kit 6 injectors per 28 days 0.215 injector 


*Yuflyma® (PA) (SP) 40mg/0.4ml 2 pen kit 2 kits 0.072 kit 


*Yuflyma® (PA) (SP) 40mg/0.4ml 2 syringe kit 4 syringes per 28 days 0.143 syringe 
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** Drug Non-Covered while under review 


 
 


*Yuflyma® (PA)(SP) 80mg/0.8ml kit 1 kit per Rx  


*Yuflyma® (PA)(SP) 80mg/0.8ml autoinjector kit 2 autoinjectors 0.072 injectors 


*Yuflyma® (PA)(SP) 80mg/0.8ml 3 pen kit I kit 0.036 kit 


*Yusimry® (PA) (SP) 40mg/0.8ml 4 pen injectors per 28 days 0.172 injectors 


Zarxio® (SP) 300mcg/0.5ml 15 mL 0.5 mls 


Zarxio® (SP) 480mcg/0.8ml 24 mL 0.8 mls 


Zavzpret® (PA) 10mg/act 8 units per 22 days  


*Zegerid® (PA) 20mg, 40mg (Excluded for 18 years 


and older) 
60 capsules/packets 2 capsules/packets 


Zejula® 100mg, 200mg, 300mg 30 tablets 1 tablet 


*Zembrace® Symtouch 3mg/0.5ml 2ml per 22 days  


*Zepatier® (PA) 50mg/100mg 28 tablets per 28 days 1 tablet 


Zepbound® (PA) 2.5mg/0.5ml, 5mg/0.5ml, 


7.5mg/0.5ml, 10mg/0.5ml, 15mg/0.5ml 
4 autoinjectors per 28 days 0.072 mls 


Zepbound® (PA) 2.5mg/0.5ml, 5mg/0.5ml 4 vials 0.072 mls 


Zeposia® (PA) 0.92mg  30 capsules 1 capsule 


Zetia™ 10 mg  30 tablets 1 tablet 


*Ziextenzo® (SP) 6mg/0.6ml 2 syringes per 28 days 0.043 mls 


Zimhi® 5mg/0.5ml 2 syringes per Rx  


*Zocor® 5, 10, 20, 40, 80 mg  30 tablets 1 tablet 
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** Drug Non-Covered while under review 


 
 


*Zofran® ODT 4, 8 mg  


24 tablets/orally 


disintegrating tablets per Rx 


 


Zofran® solution 4 mg/5 mL 150 mL 5 mls 


Zoladex 3.6mg, 10.8mg 1 syringe 0.036 syringe 


zolmitriptan 2.5 mg 12 tablets per 22 days  


zolmitriptan 5 mg 9 tablets per 22 days  


zolmitriptan nasal spray 2.5mg, 5mg 


6 nasal spray devices per 22 


days 


 


zolmitriptan ODT 2.5 mg 12 tablets per 22 days  


zolmitriptan ODT 5 mg 9 tablets per 22 days  


Zoloft™ 25, 50 mg  45 tablets 1.5 tablets 


*Zolpimist®  7.7 mL (1 package) per Rx  


*Zomig® nasal spray 2.5, 5 mg  


6 nasal spray devices per 22 


days 


 


*Zomig® / ZMT™ 2.5 mg  12 tablets per 22 days  


*Zomig® / ZMT™ 5 mg  9 tablets per 22 days  


Zonalon® 5% cream 90GM 3 grams 


Zovirax® 5% 10 grams (2 tubes) 0.334 grams 


Zubsolv® 2.9mg/0.71mg, 11.4mg/2.9mg 30 tablets 1 tablet 


Zubsolv® 0.7mg/0.18mg, 1.4mg/0.36mg 90 tablets 3 tablets 
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** Drug Non-Covered while under review 


 
 


Zubsolv® 5.7mg/1.4mg, 8.6mg/2.1mg 60 tablets 2 tablets 


*Zuplenz® 4, 8mg 24 film strips per Rx  


Zurzuvae® (SP) 20mg, 25mg 28 capsules per year   


Zurzuvae® (SP) 30mg 14 capsules per year  


Zydelig® (SP) (PA) 100, 150mg 60 tablets 2 tablets 


*Zypitamag ® 1mg, 2mg, 4mg 30 tablets 1 tablet 


*Zymaxid® 0.5% 2.5 mL (1 bottle) per 21 days  


*Zymfentra® (PA) 120mg/mL 2 syringes/autoinjectors 


0.715 


syringes/autoinjectors 
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