












Drug Name Generic Name Class Sub-Class FSC Description Strength/ Dose/ Form Message
Diabetes 
Program

Suprane desflurane Anesthesia Induction/Maintenance Not Covered volatile liquid No

Suprax cefixime Antimicrobials Cephalosporins, 3rd 
gen.

Tier 3; High Copay 400; 100,200/5 mL Non-Preferred. Preferred alternative(s): 
cephalexin, cefaclor, cefprozil, and 
Omnicef. Questionable availability of 
Suprax in the marketplace.

No

Surmontil trimipramine Psychiatric TCA Tier 3; High Copay 25,50,100 Consider generic equivalent Yes
Survanta Intratracheal beractant Asthma/COPD/Pulm Other Pulmonary May be Covered under Medical 

Benefits
intratracheal No

Sustiva efavirenz Antimicrobials Anti-Virals, HIV Tier 2; Intermediate Copay 50,100,200,600 No
Sutent sunitinib Heme/Onc Other Oncologics Tier 2; Intermediate Copay 12.5,25,50 No
Symbicort budesonide/formoterol 

inhaled
Asthma/COPD/Pulm Bronchodilators Tier 2; Intermediate Copay 80/4.5,160/4.5 

mcg/spray MDI
Quantity limit of 1 per month OR 3 per 
90 days supply.

No

Symbicort budesonide/formoterol 
inhaled

Asthma/COPD/Pulm Inhaled Steroids Tier 2; Intermediate Copay 80/4.5,160/4.5 
mcg/spray MDI

Quantity limit of 1 per month OR 3 per 
90 days supply.

No

Symbyax olanzapine/fluoxetine Psychiatric Mania/Bipolar Tier 3; High Copay 6/25,6/50,12/25,12/50 No
Symbyax olanzapine/fluoxetine Psychiatric SSRI Tier 3; High Copay 6/25,6/50,12/25,12/50 No
Symlin pramlintide Endocrine/Metabolism Diabetes Mellitus Tier 2; Intermediate Copay SC Yes
Symmetrel amantadine Antimicrobials Anti-Virals, others Tier 3; High Copay 100; 50/5 mL Consider generic equivalent, other 

generics, or other brand products in this 
class.

No

Symmetrel amantadine Neurologic Anti-Parkinsonians Tier 3; High Copay 100; 50/5 mL Consider generic equivalent, other 
generics, or other brand products in this 
class.

No

Synagis palivizumab Antimicrobials Anti-Virals, others May be Covered under Medical 
Benefits

PED IM No

Synalar fluocinolone topical Dermatologic Steroids IV Medium Tier 3; High Copay 0 01% 0 025% crm; Consider generic equivalent NoSynalar fluocinolone topical Dermatologic Steroids IV, Medium 
Pot.

Tier 3; High Copay 0.01%,0.025% crm; 
0.025% oint; 0.01% sol

Consider generic equivalent. No

Synalar fluocinolone topical Dermatologic Steroids V, 
Medium/Low Pot.

Tier 3; High Copay 0.01%,0.025% crm; 
0.025% oint; 0.01% sol

Consider generic equivalent. No

Synalar fluocinolone topical Dermatologic Steroids VI, Low Pot. Tier 3; High Copay 0.01%,0.025% crm; 
0.025% oint; 0.01% sol

Consider generic equivalent. No

Synalgos-DC aspirin/caffeine/dihydrocodei
ne

Analgesics Narcotics, combos Tier 3; High Copay 356.4/30/16 No

Synera lidocaine/tetracaine topical Analgesics Other Analgesics Tier 3; High Copay 70/70 patch No
Synera lidocaine/tetracaine topical Anesthesia Topical Anesthetics Tier 3; High Copay 70/70 patch No
Synercid quinupristin/dalfopristin Antimicrobials Other Antimicrobials May be Covered under Medical 

Benefits
IV No

Synthroid levothyroxine Endocrine/Metabolism Thyroid Tier 2; Intermediate Copay 25,50,75,88,100,112,125
,137,150,175,200,300 
mcg

Preferred alternative(s): levothyroxine, 
Unithroid, or Levoxyl

No

Synvisc hylan GF 20 Rheumatologic Other Rheumatologics May be Covered under Medical 
Benefits

INJ No

Syprine trientine Emergency Toxicology Tier 3; High Copay 250 No
Taclonex betamethasone 

dipropionate/calcipotriene 
topical

Dermatologic Psoriasis Tier 3-Prior authorization 0.064%/0.005% 
oint,susp

Provider call 1-866-715-0874 for PA.  
Cost per 60gms tube = $411.81. 
Preferred agent = Dovonex (calciptriene 
0.005% ointment; $153.30/60 grams) 
plus betamethasone dipropionate 0.05%

No

Taclonex betamethasone 
dipropionate/calcipotriene 
topical

Dermatologic Steroids II, High Pot. Tier 3-Prior authorization 0.064%/0.005% 
oint,susp

Provider call 1-866-715-0874 for PA.  
Cost per 60gms tube = $411.81. 
Preferred agent = Dovonex (calciptriene 
0.005% ointment; $153.30/60 grams) 
plus betamethasone dipropionate 0.05%

No

Tagamet cimetidine Gastrointestinal H2 Blockers Tier 3; High Copay -- Consider generic equivalent, other 
generics, or other brand products in this 
class. OTC products are NOT covered.

No

Tagamet HB 200 cimetidine Gastrointestinal H2 Blockers Not Covered 200 OTC products are NOT covered No
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Talacen acetaminophen/pentazocine Analgesics Narcotics, combos Tier 3; High Copay 650/25 Consider generic equivalent, other 
generics, or other brand products in this 
class.

No

Talwin pentazocine lactate Analgesics Narcotics May be Covered under Medical 
Benefits

SC; IM; IV No

Talwin pentazocine lactate Anesthesia Induction/Maintenance May be Covered under Medical 
Benefits

SC; IM; IV No

Talwin NX pentazocine/naloxone Analgesics Narcotics Tier 3; High Copay 50/0.5 Consider generic equivalent No
Tambocor flecainide Cardiovascular Anti-Arrhythmics Tier 3; High Copay 50,100,150 Consider generic equivalent No
Tamiflu oseltamivir Antimicrobials Anti-Virals, others Tier 2-Quantity limit 75; 60/5 mL; PED 

30,45,75
Quantity limit of 10 caps or 75ml every 
180 days.

No

tamoxifen tamoxifen Heme/Onc Hormonal Oncologics Tier 1; Low Copay 10,20 No
Tapazole methimazole Endocrine/Metabolism Thyroid Tier 3; High Copay 5,10 Consider generic equivalent, other 

generics, or other brand products in this 
class.

No

Tarceva erlotinib Heme/Onc Other Oncologics Tier 2; Intermediate Copay 25,100,150 No
Targretin bexarotene Heme/Onc Other Oncologics Tier 2; Intermediate Copay 75 No
Targretin gel bexarotene topical Dermatologic Other Dermatologics Tier 3; High Copay 1% gel No
Targretin gel bexarotene topical Heme/Onc Other Oncologics Tier 3; High Copay 1% gel No
Tarka trandolapril/verapamil Cardiovascular ACEI Tier 2; Intermediate Copay 2/180 ER,1/240 

ER,2/240 ER,4/240 ER
Non-Preferred brand. Preferred 
alternative(s): captopril, captopril/HCTZ, 
enalapril, enalapril/HCTZ, lisinopril, 
lisinopril/HCTZ, and Altace

Yes

Tarka trandolapril/verapamil Cardiovascular CCB, others Tier 2; Intermediate Copay 2/180 ER,1/240 
ER,2/240 ER,4/240 ER

Non-Preferred brand. Preferred 
alternative(s): captopril, captopril/HCTZ, 

l il l il/HCTZ li i il

Yes

enalapril, enalapril/HCTZ, lisinopril, 
lisinopril/HCTZ, and Altace

Tasigna nilotinib Heme/Onc Other Oncologics Tier 2-Step therapy 200 Step Therapy: trial and intolerance to 
imatinib (Gleevec), per FDA approved 
indication.

No

Tasmar tolcapone Neurologic Anti-Parkinsonians Tier 3; High Copay 100,200 No
Tavist Allergy clemastine fumarate Allergy/Cold/ENT Antihistamines, 

sedating
Not Covered 1.34 OTC products are NOT covered. No

Taxol paclitaxel Heme/Onc Other Oncologics May be Covered under Medical 
Benefits

IV No

Taxotere docetaxel Heme/Onc Other Oncologics May be Covered under Medical 
Benefits

IV No

Tazicef ceftazidime sodium Antimicrobials Cephalosporins, 3rd 
gen.

May be Covered under Medical 
Benefits

IM; IV No

Tazorac tazarotene topical Dermatologic Acne Tier 2-Age restriction 0.05,0.1% gel PA required for age > 39. Call 866-715-
0874 for PA.

No

Tazorac tazarotene topical Dermatologic Psoriasis Tier 2-Age restriction 0.05,0.1% gel PA required for age > 39. Call 866-715-
0874 for PA.

No

Taztia XT diltiazem Cardiovascular CCB, others Tier 1; Low Copay 120,180,240,300,360 ER Yes

Tegretol carbamazepine Neurologic Anti-Convulsants Tier 3; High Copay 100 CH; 200; 100/5 mL Consider generic equivalent. No
Tegretol carbamazepine Neurologic Other Neurologics Tier 3; High Copay 100 CH; 200; 100/5 mL Consider generic equivalent. No
Tegretol carbamazepine Psychiatric Mania/Bipolar Tier 3; High Copay 100 CH; 200; 100/5 mL Consider generic equivalent. No
Tegretol XR carbamazepine Neurologic Anti-Convulsants Tier 2; Intermediate Copay 100,200,400 ER No
Tegretol XR carbamazepine Neurologic Other Neurologics Tier 2; Intermediate Copay 100,200,400 ER No
Tekturna aliskiren Cardiovascular Other Anti-HTN Tier 3; High Copay 150,300 Yes
temazepam temazepam Psychiatric BZD 2, mid-acting Tier 1; Low Copay 7.5,15,30 Maximum payable dosing is 30mg/day. No
Temodar temozolomide Heme/Onc Alkylating Agents Tier 2; Intermediate Copay 5,20,100,140,180,250 No
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Temovate clobetasol topical Dermatologic Steroids I, Highest Pot. Tier 3; High Copay 0.05% crm,gel,oint,sol Consider generic equivalent.  High 
potency-betamethasone dipro., 
desoximetasone oint, diflorasone diact., 
fluocinonide acet. 0.5%; Very High 
potency-clobetasol propionate

No

Tenex guanfacine Cardiovascular Other Anti-HTN, 
adrenergic

Tier 3; High Copay 1,2 Consider generic equivalent. Yes

Tenoretic atenolol/chlorthalidone Cardiovascular Beta-Blockers, 
combos

Tier 3; High Copay 50/25,100/25 Consider generic equivalent. Yes

Tenormin atenolol Cardiovascular Beta-Blockers Tier 3; High Copay 25,50,100 Non-Preferred. Preferred alternative(s): 
carvedilol, labetalol, atenolol, metoprolol, 
metoprolol ext-rel, propranolol, nadolol, 
and pindolol

Yes

Tenuate diethylpropion Psychiatric Anorexiant/Stimulants Not Covered -- Plan exclusion. No
Tequin gatifloxacin Antimicrobials Quinolones Tier 3; High Copay -- Non-Preferred brand. Preferred 

alternative(s): Ciprofloxacin, Cipro XR, 
Levaquin, and Avelox

No

Terazol 3 terconazole vaginal OB/Gyn Vaginals Tier 3; High Copay 80 supp; 0.8% crm Consider generic equivalent. No
Terazol 7 terconazole vaginal OB/Gyn Vaginals Tier 3; High Copay 0.4% crm Consider generic equivalent. No
terazosin terazosin Cardiovascular Other Anti-HTN, 

adrenergic
Tier 1; Low Copay 1,2,5,10 Yes

terazosin terazosin Genitourinary BPH Tier 1; Low Copay 1,2,5,10 Yes
terbinafine terbinafine Antimicrobials Anti-Fungals Tier 1-Quantity limit 250 Quantity limit of 12-week therapy per 

year.
No

terbinafine terbinafine Dermatologic Anti-
Fungal/Dermatophyte

Tier 1-Quantity limit 250 Quantity limit of 12-week therapy per 
year.

No

terbinafine topical terbinafine topical Dermatologic Anti Not Covered 1% crm OTC products or Rx products with OTC Noterbinafine topical terbinafine topical Dermatologic Anti-
Fungal/Dermatophyte

Not Covered 1% crm OTC products or Rx products with OTC 
eqiuvalents are not covered.

No

terbutaline terbutaline Asthma/COPD/Pulm Bronchodilators Tier 1; Low Copay 2.5,5; SC; IV Injectables are excluded, but may be 
covered under the medical benefit when 
administered in the physician's office.

No

terbutaline terbutaline OB/Gyn Tocolytics Tier 1; Low Copay 2.5,5; SC; IV Injectables are excluded, but may be 
covered under the medical benefit when 
administered in the physician's office.

No

terconazole vaginal terconazole vaginal OB/Gyn Vaginals Tier 1; Low Copay 0.4%, 0.8% crm; 80 supp No

Tessalon Perles benzonatate Allergy/Cold/ENT Antitussives/Expectora
nts

Tier 3; High Copay 100,200 Consider generic equivalent. No

Testim testosterone topical Endocrine/Metabolism Androgens Tier 3; High Copay 1% gel No
testosterone cypionate testosterone cypionate Endocrine/Metabolism Androgens May be Covered under Medical 

Benefits
IM No

Testred methyltestosterone Endocrine/Metabolism Androgens Tier 3; High Copay 10 No
Tetanus Toxoid, Adsorbed tetanus toxoid Immunizations Vaccines Not Covered IM No
Tetanus Toxoid, Booster Use tetanus toxoid Immunizations Vaccines Not Covered IM No

tetracaine ophthalmic tetracaine ophthalmic Ophthalmic Topical/Local 
Anesthetics, ophthal.

Tier 1; Low Copay 0.5% sol No

tetracycline tetracycline Antimicrobials Tetracyclines Tier 1; Low Copay 250,500; PED 125/5 mL No

Teveten eprosartan Cardiovascular A2RB Tier 3; High Copay 400,600 Non-Preferred. Preferred alternative(s): 
Avapro, Avalide, Cozaar, Hyzaar

Yes

Teveten HCT eprosartan/hydrochlorothiazi
de

Cardiovascular A2RB Tier 3; High Copay 600/12.5,600/25 Non-Preferred. Preferred alternative(s): 
Avapro, Avalide, Cozaar, Hyzaar

Yes

Teveten HCT eprosartan/hydrochlorothiazi
de

Cardiovascular Diuretics 2, Thiazide Tier 3; High Copay 600/12.5,600/25 Non-Preferred. Preferred alternative(s): 
Avapro, Avalide, Cozaar, Hyzaar

Yes

Tev-Tropin somatropin (recombinant) Endocrine/Metabolism Growth Hormone Tier 3; High Copay PED SC Call 866-715-0874 for PA. No
Thalomid thalidomide Dermatologic Other Dermatologics Tier 3; High Copay 50,100,200 No
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Thalomid thalidomide Heme/Onc Other Oncologics Tier 3; High Copay 50,100,200 No
Theo-24 theophylline Asthma/COPD/Pulm Other Asthma Tier 2; Intermediate Copay 100,200,300,400 ER No
theophylline theophylline Asthma/COPD/Pulm Other Asthma Tier 1; Low Copay 100,200,300,400,450,60

0 ER; 80/15 mL; IV
No

thiopental thiopental Anesthesia Induction/Maintenance May be Covered under Medical 
Benefits

IV No

thioridazine thioridazine Psychiatric Antipsychotics, typical Tier 1; Low Copay 10,15,25,50,100,150,200
; 30;100/mL

No

thiothixene thiothixene Psychiatric Antipsychotics, typical Tier 1; Low Copay 1,2,5,10,20 No
Thorazine chlorpromazine Psychiatric Antipsychotics, typical Tier 3; High Copay -- Consider generic equivalent. No
Thrive nicotine gum Psychiatric Smoking Cessation Not Covered 2,4 gum OTC products are NOT covered No
Thrombate III antithrombin III Cardiovascular Anticoag/Thrombolytic

s
May be Covered under Medical 
Benefits

IV No

Thrombate III antithrombin III Heme/Onc Anticoag/Thrombolytic
s

May be Covered under Medical 
Benefits

IV No

Thymoglobulin antithymocyte globulin 
(rabbit)

Immunologics Immunoglobulins May be Covered under Medical 
Benefits

IV No

Thymoglobulin antithymocyte globulin 
(rabbit)

Immunologics Immunosuppressants May be Covered under Medical 
Benefits

IV No

thyroid desiccated thyroid desiccated Endocrine/Metabolism Thyroid Tier 1; Low Copay 15,30,60,90,120,180,240
,300

No

Thyrolar liotrix Endocrine/Metabolism Thyroid Tier 3; High Copay 1/4,1/2,1,2,3 grain No
ThyroSafe potassium iodide Emergency Toxicology Not Covered 65 OTC products are NOT covered No
ThyroSafe potassium iodide Endocrine/Metabolism Thyroid Not Covered 65 OTC products are NOT covered No
ThyroShield potassium iodide Emergency Toxicology Not Covered 65/mL OTC products are NOT covered No
ThyroShield potassium iodide Endocrine/Metabolism Thyroid Not Covered 65/mL OTC products are NOT covered No
Tiazac diltiazem Cardiovascular CCB others Tier 3; High Copay 120 180 240 300 360 42 Non Preferred Preferred alternative(s): YesTiazac diltiazem Cardiovascular CCB, others Tier 3; High Copay 120,180,240,300,360,42

0 ER
Non-Preferred. Preferred alternative(s): 
amlodipine, diltiazem extended release, 
nifedipine extended release, verapamil 
extended release

Yes

Ticlid ticlopidine Cardiovascular Anti-Platelets Tier 3; High Copay 250 Consider generic equivalent, other 
generics, or other brand products in this 
class.

No

Ticlid ticlopidine Neurologic Stroke Tier 3; High Copay 250 Consider generic equivalent, other 
generics, or other brand products in this 
class.

No

ticlopidine ticlopidine Cardiovascular Anti-Platelets Tier 1; Low Copay 250 No
ticlopidine ticlopidine Neurologic Stroke Tier 1; Low Copay 250 No
Tigan trimethobenzamide Gastrointestinal Nausea/Vomiting Tier 3; High Copay 300; IM Consider generic equivalent for oral and 

suppository products. Injectables are 
excluded but may be covered under the 
medical benefit.

No

Tikosyn dofetilide Cardiovascular Anti-Arrhythmics Tier 2; Intermediate Copay 125,250,500 mcg No
Tilade nedocromil inhaled Asthma/COPD/Pulm Other Asthma Tier 2-Quantity limit -- Non-Preferred brand. Preferred 

alternative(s): Atrovent and Combivent. 
Quantity limit of 2 per month OR 6 per 
90 days supply.

No

Tilia Fe ethinyl 
estradiol/norethindrone

OB/Gyn OCPs 5, other Tier 1; Low Copay 20-30-35 mcg/1 mg/75 
mg Fe

No

Timentin ticarcillin/clavulanate Antimicrobials Penicillins May be Covered under Medical 
Benefits

IV No

Timolide 10-25 hydrochlorothiazide/timolol Cardiovascular Beta-Blockers, 
combos

Tier 3; High Copay 25/10 Yes

timolol timolol Cardiovascular Beta-Blockers Tier 1; Low Copay 5,10,20 Yes
timolol ophthalmic timolol ophthalmic Ophthalmic Glaucoma Tier 1; Low Copay 0.25,0.5% gel,sol No
Timoptic timolol ophthalmic Ophthalmic Glaucoma Tier 3; High Copay 0.25,0.5% sol Non-Preferred. Preferred alternative(s): 

brimonidine 0.2%, timolol maleate, 
Alphagan P, Betimol, Lumigan, and 
Xalatan

No
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Timoptic XE timolol ophthalmic Ophthalmic Glaucoma Tier 3; High Copay 0.25,0.5% gel Non-Preferred. Preferred alternative(s): 
brimonidine 0.2%, timolol maleate, 
timolol maleate gel, Alphagan P, Betimol, 
Lumigan, and Xalatan

No

Tinactin tolnaftate topical Dermatologic Anti-
Fungal/Dermatophyte

Not Covered 1% cream, powder, 
solution

OTC products are NOT covered. No

Tindamax tinidazole Antimicrobials Other Antimicrobials Tier 3; High Copay 250,500 No
tizanidine tizanidine Analgesics Muscle Relaxants Tier 1; Low Copay 2,4 tab No
TNKase tenecteplase Cardiovascular Anticoag/Thrombolytic

s
May be Covered under Medical 
Benefits

IV No

TNKase tenecteplase Heme/Onc Anticoag/Thrombolytic
s

May be Covered under Medical 
Benefits

IV No

TOBI tobramycin inhaled Antimicrobials Aminoglycosides Tier 2; Intermediate Copay 300 mg/5 mL INH No
Tobradex dexamethasone/tobramycin 

ophthalmic
Ophthalmic Anti-Bacterials 

w/Steroids
Tier 2; Intermediate Copay 0.1%/0.3% oint, susp Preferred alternative(s): dexamethasone 

sodium phosphate, fluoromethalone, 
neomycin/polymyxin B/dexamethasone, 
prednisolone acetate, prednisolone 
phosphate, sulfacetamide 
10%/prednisolone phosphate 0.25%

No

tobramycin tobramycin Antimicrobials Aminoglycosides May be Covered under Medical 
Benefits

IM; IV No

tobramycin ophthalmic tobramycin ophthalmic Ophthalmic Anti-Bacterials, 
ophthal.

Tier 1; Low Copay 0.3% drops No

Tobrex tobramycin ophthalmic Ophthalmic Anti-Bacterials, 
ophthal.

Tier 3; High Copay 0.3% drops, oint Non-Preferred. Preferred alternative(s): 
polymyxin B/trimethoprim, tobramycin, 
and Ocuflox

No

Tofranil imipramine Psychiatric TCA Tier 3; High Copay 10 25 50 Consider generic equivalent YesTofranil imipramine Psychiatric TCA Tier 3; High Copay 10,25,50 Consider generic equivalent. Yes
Tofranil-PM imipramine Psychiatric TCA Tier 3; High Copay 75,100,125,150 Yes
tolazamide tolazamide Endocrine/Metabolism Diabetes Mellitus Tier 1; Low Copay 100,250,500 Yes
tolbutamide tolbutamide Endocrine/Metabolism Diabetes Mellitus Tier 1; Low Copay 500 Yes
tolmetin tolmetin Analgesics NSAIDs Tier 1; Low Copay 200,400,600 No
tolnaftate topical tolnaftate topical Dermatologic Anti-

Fungal/Dermatophyte
Not Covered 1% cream, powder, 

solution
OTC products are NOT covered. No

Topamax topiramate Analgesics Migraine Tier 2; Intermediate Copay 25,50,100,200; 15,25 
sprinkles

No

Topamax topiramate Neurologic Anti-Convulsants Tier 2; Intermediate Copay 25,50,100,200; 15,25 
sprinkles

No

Topamax topiramate Neurologic Migraine Tier 2; Intermediate Copay 25,50,100,200; 15,25 
sprinkles

No

Topicort desoximetasone topical Dermatologic Steroids II, High Pot. Tier 3; High Copay 0.05,0.25% crm; 0.05% 
gel; 0.25% oint

Consider Generic equ. Pref alt(s):Med 
potency-betamethasone 
val.,desoximetasone, flucinolone acet. 
0.25 & 0.01%,HC val, mometasone 
furoate,triamcinolone acet;High potency-
betamethasone dipro.,desoximetasone 
oint,diflorasone diact.,fluocinonide acet 
0 5%

No

Topicort desoximetasone topical Dermatologic Steroids III, 
High/Medium Pot.

Tier 3; High Copay 0.05,0.25% crm; 0.05% 
gel; 0.25% oint

Consider Generic equ. Pref alt(s):Med 
potency-betamethasone 
val.,desoximetasone, flucinolone acet. 
0.25 & 0.01%,HC val, mometasone 
furoate,triamcinolone acet;High potency-
betamethasone dipro.,desoximetasone 
oint,diflorasone diact.,fluocinonide acet 
0 5%

No
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Toprol-XL metoprolol Cardiovascular Beta-Blockers Tier 3; High Copay 25,50,100,200 ER Consider generic equivalent. Preferred 
alternative(s): metoprolol ext-rel, 
carvedilol, labetalol, atenolol, metoprolol, 
propranolol, nadolol, or pindolol

Yes

Toradol ketorolac Analgesics NSAIDs Tier 3-Quantity limit -- Consider generic equivalent. Quantity 
limit of 20 per month OR 60 per 90 days.

No

Torisel temsirolimus Heme/Onc Other Oncologics May be Covered under Medical 
Benefits

IV No

torsemide torsemide Cardiovascular Diuretics 1, Loop Tier 1; Low Copay 5,10,20,100 Yes
Totect dexrazoxane Heme/Onc Anti-Toxicity May be Covered under Medical 

Benefits
IV No

Tracleer bosentan Asthma/COPD/Pulm Other Pulmonary Tier 2; Intermediate Copay 62.5,125 No
Tracleer bosentan Cardiovascular Other Cardiovascular Tier 2; Intermediate Copay 62.5,125 No
Tracrium atracurium Anesthesia Neuromuscular 

Blockers
May be Covered under Medical 
Benefits

-- No

tramadol tramadol Analgesics Other Analgesics Tier 1; Low Copay 50 No
Trandate labetalol Cardiovascular Beta-Blockers Tier 3; High Copay 100,200,300; IV Non-Preferred. Preferred alternative(s): 

carvedilol, labetalol, atenolol, metoprolol, 
metoprolol ext-rel, propranolol, nadolol, 
and pindolol

Yes

trandolapril trandolapril Cardiovascular ACEI Tier 1; Low Copay 1,2,4 Yes
Transderm Scop scopolamine transdermal Allergy/Cold/ENT Vertigo/Motion 

Sickness
Tier 3; High Copay 1.5 mg patch No

Transderm Scop scopolamine transdermal Gastrointestinal Nausea/Vomiting Tier 3; High Copay 1.5 mg patch No
Tranxene SD clorazepate Psychiatric BZD 3 long acting Tier 3; High Copay 11 25 22 5 ER Consider generic cloazepate other NoTranxene SD clorazepate Psychiatric BZD 3, long-acting Tier 3; High Copay 11.25,22.5 ER Consider generic cloazepate, other 

generics, or other brand products in this 
class.

No

Tranxene T-Tab clorazepate Psychiatric BZD 3, long-acting Tier 3; High Copay 3.75,7.5,15 Consider generic equivalent, other 
generics, or other brand products in this 
class.

No

tranylcypromine tranylcypromine Psychiatric MAOI Tier 1; Low Copay 10 Yes
Trasylol aprotinin Cardiovascular Other Cardiovascular May be Covered under Medical 

Benefits
IV No

Trasylol aprotinin Heme/Onc Bleeding Disorders May be Covered under Medical 
Benefits

IV No

Travatan travoprost ophthalmic Ophthalmic Glaucoma Tier 3; High Copay 0.004% solution Non-Preferred. Preferred alternative(s): 
brimonidine 0.2%, timolol maleate, 
Alphagan P, Betimol, Lumigan, and 
Xalatan

No

Travatan Z travoprost ophthalmic Ophthalmic Glaucoma Tier 3; High Copay 0.004% solution Non-Preferred brand. Preferred 
alternative(s): brimonidine 0.2%, timolol 
maleate, Alphagan P, Betimol, Lumigan, 
and Xalatan

No

trazodone trazodone Psychiatric Antidepressants, other Tier 1; Low Copay 50,100,150,300 Yes
Treanda bendamustine Heme/Onc Alkylating Agents May be Covered under Medical 

Benefits
IV No

Trecator ethionamide Antimicrobials Anti-Tuberculars Tier 3; High Copay 250 No
Trental pentoxifylline Heme/Onc Other Hematologics Tier 3; High Copay 400 Consider generic equivalent. No
tretinoin tretinoin Heme/Onc Other Oncologics Tier 1; Low Copay 10 No
tretinoin topical tretinoin topical Dermatologic Acne Tier 1; Low Copay 0.025,0.05,0.1% crm; 

0.01,0.025% gel
No

tretinoin topical tretinoin topical Dermatologic Other Dermatologics Tier 1; Low Copay 0.025,0.05,0.1% crm; 
0.01,0.025% gel

No

Trexall methotrexate Dermatologic Psoriasis Tier 2; Intermediate Copay 5,7.5,10,15 No
Trexall methotrexate Heme/Onc Antimetabolites Tier 2; Intermediate Copay 5,7.5,10,15 No
Trexall methotrexate Rheumatologic Anti-Rheumatics Tier 2; Intermediate Copay 5,7.5,10,15 No
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Treximet sumatriptan/naproxen 
sodium

Analgesics Migraine Tier 3-Quantity limit 85/500 Non-Preferred. Preferred alternative(s): 
Imitrex, Maxalt, Maxalt-MLT, RelPax. 
Quantity limit of 9 per month OR 27 per 
90 days. Higher quantities require PA.  
Call 866-715-0874 for PA.

No

Treximet sumatriptan/naproxen 
sodium

Analgesics NSAIDs Tier 3-Quantity limit 85/500 Non-Preferred. Preferred alternative(s): 
Imitrex, Maxalt, Maxalt-MLT, RelPax. 
Quantity limit of 9 per month OR 27 per 
90 days. Higher quantities require PA.  
Call 866-715-0874 for PA.

No

Treximet sumatriptan/naproxen 
sodium

Neurologic Migraine Tier 3-Quantity limit 85/500 Non-Preferred. Preferred alternative(s): 
Imitrex, Maxalt, Maxalt-MLT, RelPax. 
Quantity limit of 9 per month OR 27 per 
90 days. Higher quantities require PA.  
Call 866-715-0874 for PA.

No

triamcinolone triamcinolone Endocrine/Metabolism Corticosteroids Tier 1; Low Copay 4 No
triamcinolone topical triamcinolone topical Dermatologic Steroids III, 

High/Medium Pot.
Tier 1; Low Copay 0.025%,0.1%,0.5% crm, 

oint; 0.025%,0.1% lot
No

triamcinolone topical triamcinolone topical Dermatologic Steroids IV, Medium 
Pot.

Tier 1; Low Copay 0.025%,0.1%,0.5% crm, 
oint; 0.025%,0.1% lot

No

triamcinolone topical triamcinolone topical Dermatologic Steroids V, 
Medium/Low Pot.

Tier 1; Low Copay 0.025%,0.1%,0.5% crm, 
oint; 0.025%,0.1% lot

No

triamcinolone topical triamcinolone topical Dermatologic Steroids VI, Low Pot. Tier 1; Low Copay 0.025%,0.1%,0.5% crm, 
oint; 0.025%,0.1% lot

No

Triaz benzoyl peroxide topical Dermatologic Acne Not Covered 3,6,9% gel,pads,wash Non-covered product.  Consider OTC 
benzoyl peroxide products.  Most are 

i d b l th Ti 1 i

No

priced below the Tier 1, generic 
copayment cost.

triazolam triazolam Psychiatric BZD 1, short-acting Tier 1; Low Copay 0.125,0.25 Preferred Tier 1 alternatives are chloral 
hydrate, flurazepam, or temazepam.  
Maximum payable dosing is 0.25mg/day.

No

Tri-Chlor trichloroacetic acid topical Dermatologic Other Dermatologics Tier 3; High Copay 80% sol No
Tricor fenofibrate Cardiovascular Cholesterol Lowering Tier 2; Intermediate Copay 48,145 Yes
trifluoperazine trifluoperazine Psychiatric Antipsychotics, typical Tier 1; Low Copay 1,2,5,10 No
trifluridine ophthalmic trifluridine ophthalmic Ophthalmic Anti-Virals, ophthal. Tier 1; Low Copay 1% sol No
Triglide fenofibrate Cardiovascular Cholesterol Lowering Tier 3; High Copay 50,160 Yes
trihexyphenidyl trihexyphenidyl Neurologic Anti-Parkinsonians Tier 1; Low Copay 2,5; 2/5 mL elix No
TriHIBit diphtheria/tetanus toxoids 

and acellular 
pertussis/Haemophilus b 
vaccine

Immunizations Vaccines May be Covered under Medical 
Benefits

PED IM No

Trilafon perphenazine Psychiatric Antipsychotics, typical Tier 3; High Copay -- Consider generic equivalent, other 
generics, or other brand products in this 
class.

No

TriLegest Fe ethinyl 
estradiol/norethindrone

OB/Gyn OCPs 5, other Tier 1; Low Copay 20-30-35 mcg/1 mg/75 
mg Fe

No

Trileptal oxcarbazepine Neurologic Anti-Convulsants Tier 3; High Copay 150,300,600; 300/5 mL Consider generic equivalent No
Trileptal oxcarbazepine Neurologic Other Neurologics Tier 3; High Copay 150,300,600; 300/5 mL Consider generic equivalent No
Trileptal oxcarbazepine Psychiatric Mania/Bipolar Tier 3; High Copay 150,300,600; 300/5 mL Consider generic equivalent No
Tri-Levlen ethinyl 

estradiol/levonorgestrel
OB/Gyn OCPs 3, triphasic Tier 3; High Copay -- Consider generic equivalent Trivora, 

other generics, or other brand products 
in this class.

No

Tri-Luma fluocinolone/hydroquinone/tr
etinoin topical

Dermatologic Other Dermatologics Not Covered 0.01%/4%/0.05% crm OTC products are NOT covered. No

TriLyte polyethylene 
glycol/electrolytes

Gastrointestinal Other Gastrointestinals Tier 1; Low Copay pwdr No

trimethobenzamide trimethobenzamide Gastrointestinal Nausea/Vomiting Tier 1; Low Copay 250,300; IM No
trimethoprim trimethoprim Antimicrobials Other Antimicrobials Tier 1; Low Copay 100,200 No
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trimethoprim/sulfamethoxazol
e

trimethoprim/sulfamethoxaz
ole

Antimicrobials Sulfonamides Tier 1; Low Copay 80/400,160/800; 
40/200/5 mL; IV

No

trimipramine trimipramine Psychiatric TCA Tier 1; Low Copay 25,50,100 Yes
Trimox amoxicillin Antimicrobials Penicillins Tier 1; Low Copay 250,500; 125,250 CH; 

125,250/5 mL
No

TriNessa ethinyl 
estradiol/norgestimate

OB/Gyn OCPs 3, triphasic Tier 1; Low Copay 35 mcg/0.18,0.215,0.25 
mg

Generic equivalent of Tri-Cyclen. No

Tri-Norinyl ethinyl 
estradiol/norethindrone

OB/Gyn OCPs 3, triphasic Tier 2; Intermediate Copay 35 mcg/0.5,1,0.5 mg Preferred brand. Consider generic 
equivalent Aranelle(r).  Preferred 
alternative(s): Trivora, and Necon 777

No

Triostat liothyronine Endocrine/Metabolism Thyroid May be Covered under Medical 
Benefits

IV No

Tripedia diphtheria/tetanus toxoids 
and acellular pertussis 
vaccine

Immunizations Vaccines May be Covered under Medical 
Benefits

PED IM No

Triphasil ethinyl 
estradiol/levonorgestrel

OB/Gyn OCPs 3, triphasic Tier 3; High Copay 30/0.05,40/0.075,30/0.12
5

Consider generic equivalent Trivora 
which is covered at tier 1 copay.

No

Triple Antibiotic Ointment bacitracin/neomycin/polymy
xin B topical

Dermatologic Anti-Bacterials, derm. Not Covered 400 units/1%/3.5 
mg/10,000 units/g oint

OTC products are NOT covered. No

Tri-Previfem ethinyl 
estradiol/norgestimate

OB/Gyn OCPs 3, triphasic Tier 1; Low Copay 35 mcg/0.18,0.215,0.25 
mg

Generic equivalent of Tri-Cyclen. No

Tri-Sprintec ethinyl 
estradiol/norgestimate

OB/Gyn OCPs 3, triphasic Tier 1; Low Copay 35 mcg/0.18,0.215,0.25 
mg

Generic equivalent to Ortho Tri-Cyclen. No

Trivora ethinyl 
estradiol/levonorgestrel

OB/Gyn OCPs 3, triphasic Tier 1; Low Copay 30/0.05,40/0.075,30/0.12
5

Generic equivalent of Tri-Levlen. No

Trizivir abacavir/lamivudine/zidovud
ine

Antimicrobials Anti-Virals, HIV Tier 2; Intermediate Copay 300/150/300 No
ine

Tronolane Cream pramoxine topical Anesthesia Topical Anesthetics Not Covered 1% crm OTC products are NOT covered. No
Tronolane Cream pramoxine topical Gastrointestinal Other Gastrointestinals Not Covered 1% crm OTC products are NOT covered. No
Tronolane Suppository zinc oxide rectal Gastrointestinal Other Gastrointestinals Not Covered 5% supp OTC products are NOT covered. No
Trusopt dorzolamide ophthalmic Ophthalmic Glaucoma Tier 2; Intermediate Copay 2% sol Non-Preferred brand. Preferred 

alternative(s): brimonidine 0.2%, timolol 
maleate, Alphagan P, Betimol, Lumigan, 
and Xalatan

No

Truvada emtricitabine/tenofovir Antimicrobials Anti-Virals, HIV Tier 2; Intermediate Copay 200/300 No
Tucks Anti-Itch Ointment hydrocortisone topical Dermatologic Steroids VII, Lowest 

Pot.
Tier 3; High Copay 1% oint No

Tucks Anti-Itch Ointment hydrocortisone topical Gastrointestinal Other Gastrointestinals Tier 3; High Copay 1% oint No
Tucks Hemorrhoidal 
Ointment

mineral oil/pramoxine/zinc 
oxide topical

Anesthesia Topical/Local 
Anesthetics

Not Covered 46.6%/1%/12.5% oint OTC products are NOT covered. No

Tucks Hemorrhoidal 
Ointment

mineral oil/pramoxine/zinc 
oxide topical

Dermatologic Topical/Local 
Anesthetics

Not Covered 46.6%/1%/12.5% oint OTC products are NOT covered. No

Tucks Hemorrhoidal 
Ointment

mineral oil/pramoxine/zinc 
oxide topical

Gastrointestinal Other Gastrointestinals Not Covered 46.6%/1%/12.5% oint OTC products are NOT covered. No

Tucks Hemorrhoidal 
Suppository

starch rectal Gastrointestinal Other Gastrointestinals Not Covered 51% supp OTC products are NOT covered. No

Tums calcium carbonate Endocrine/Metabolism Calcium Metabolism Not Covered 500,750,1000 OTC products are NOT covered. No
Tums calcium carbonate Endocrine/Metabolism Osteoporosis Not Covered 500,750,1000 OTC products are NOT covered. No
Tums calcium carbonate Gastrointestinal Antacids Not Covered 500,750,1000 OTC products are NOT covered. No
Tums calcium carbonate Lytes/Minerals/Nutrit. Minerals Not Covered 500,750,1000 OTC products are NOT covered. No
Tussionex PennKinetic chlorpheniramine/hydrocodo

ne
Allergy/Cold/ENT Antitussives/Expectora

nts
Tier 3; High Copay 8/10/5 mL ER susp No

Twinrix hepatitis A, 
inactivated/hepatitis B 
(recombinant) vaccine

Immunizations Vaccines May be Covered under Medical 
Benefits

IM No

Tygacil tigecycline Antimicrobials Other Antimicrobials Not Covered IV No
Tykerb lapatinib Heme/Onc Other Oncologics Tier 2; Intermediate Copay 250 No
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Tylenol acetaminophen Analgesics Other Analgesics Not Covered 325,500; 160/5 mL; PED 
80,160 CH; 100/mL

OTC products are NOT covered. No

Tylenol #3 acetaminophen/codeine Analgesics Narcotics, combos Tier 3; High Copay 300/30 Consider generic alternatives. No
Tylox acetaminophen/oxycodone Analgesics Narcotics, combos Tier 3; High Copay 500/5 Consider generic equivalent, other 

generics, or other brand products in this 
class.

No

Typhim Vi typhoid vi polysaccharide 
vaccine

Immunizations Vaccines May be Covered under Medical 
Benefits

IM No

Tysabri natalizumab Gastrointestinal Inflammatory Bowel May be Covered under Medical 
Benefits

IV No

Tysabri natalizumab Neurologic Neuromuscular 
Disorders

May be Covered under Medical 
Benefits

IV No

Tyzeka telbivudine Antimicrobials Anti-Virals, hepatitis Tier 3; High Copay 600 No
Ultane sevoflurane Anesthesia Induction/Maintenance Not Covered volatile liquid No

Ultiva remifentanil Analgesics Narcotics May be Covered under Medical 
Benefits

IV No

Ultiva remifentanil Anesthesia Induction/Maintenance May be Covered under Medical 
Benefits

IV No

Ultracet acetaminophen/tramadol Analgesics Other Analgesics Tier 3; High Copay 325/37.5 No
Ultram tramadol Analgesics Other Analgesics Tier 3; High Copay 50 Consider generic equivalent, other 

generics, or other brand products in this 
class.

No

Ultram ER tramadol Analgesics Other Analgesics Tier 3; High Copay 100,200,300 ER Consider generic tramadol. No
Ultrase pancrelipase Gastrointestinal Digestive Enzymes Tier 2; Intermediate Copay lipase 4.5K/amylase 

20K/protease 25K units
Consider generic alternatives in class. No

20K/protease 25K units
Ultrase MT 12 pancrelipase Gastrointestinal Digestive Enzymes Tier 2; Intermediate Copay lipase 12K/amylase 

39K/protease 39K units
Consider generic alternatives in class. No

Ultrase MT 18 pancrelipase Gastrointestinal Digestive Enzymes Tier 2; Intermediate Copay lipase 18K/amylase 
58.5K/protease 58.5K 
units

Consider generic alternatives in class. No

Ultrase MT 20 pancrelipase Gastrointestinal Digestive Enzymes Tier 2; Intermediate Copay lipase 20K/amylase 
65K/protease 65K units

Consider generic alternatives in class. No

Ultravate halobetasol topical Dermatologic Steroids I, Highest Pot. Tier 3; High Copay 0.05% crm,oint Consider generic equivalent.  High 
potency-betamethasone dipro., 
desoximetasone oint, diflorasone diact., 
fluocinonide acet. 0.5%; Very High 
potency-clobetasol propionate

No

Unasyn ampicillin/sulbactam Antimicrobials Penicillins May be Covered under Medical 
Benefits

IM; IV No

Uniphyl theophylline Asthma/COPD/Pulm Other Asthma Tier 3; High Copay 400,600 ER Consider generic equivalent. No
Uniretic hydrochlorothiazide/moexipri

l
Cardiovascular ACEI Tier 3; High Copay 12.5/7.5,12.5/15,25/15 Consider generic equivalent Yes

Uniretic hydrochlorothiazide/moexipri
l

Cardiovascular Diuretics 2, Thiazide Tier 3; High Copay 12.5/7.5,12.5/15,25/15 Consider generic equivalent Yes

Unithroid levothyroxine Endocrine/Metabolism Thyroid Tier 1; Low Copay 25,50,75,88,100,112,125
,150,175,200,300 mcg

No

Univasc moexipril Cardiovascular ACEI Tier 3; High Copay 7.5,15 Consider generic equivalent.  Preferred 
alternative(s): captopril, captopril/HCTZ, 
enalapril, enalapril/HCTZ, lisinopril, 
lisinopril/HCTZ, moexipril, and Altace

Yes

urea topical urea topical Dermatologic Other Dermatologics Tier 1; Low Copay 40% crm,lot,paste No
Urecholine bethanechol Genitourinary Other Genitourinary Tier 3; High Copay 5,10,25,50 Consider generic equivalent. No
Urex methenamine hippurate Antimicrobials Other Antimicrobials Tier 3; High Copay 1 g Consider generic equivalent. No
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Urised atropine/benzoic 
acid/hyoscyamine/methena
mine/methylene blue/phenyl 
salicylate

Genitourinary Anti-Spasmodics, GU Tier 3; High Copay 0.03/4.5/0.03/40.8/5.4/18
.1

Consider generic equivalent, other 
generics, or other brand products in this 
class.

No

Urispas flavoxate Genitourinary Anti-Spasmodics, GU Tier 3; High Copay 100 Consider generic equivalent, other 
generics, or other brand products in this 
class.

No

Urocit-K potassium citrate Genitourinary Nephrolithiasis Tier 3; High Copay 5,10 mEq ER Consider generic equivalent No
Uro-KP Neutral potassium 

phosphate/sodium 
phosphate

Lytes/Minerals/Nutrit. Electrolytes/Acid-Base Tier 3; High Copay 1.3 mEq/10.8 mEq No

Uroxatral alfuzosin Genitourinary BPH Tier 3; High Copay 10 ER Preferred alternative(s): doxazosin, 
terazosin, Advodart, and Proscar

No

URSO 250 ursodiol Gastrointestinal Other Gastrointestinals Tier 3; High Copay 250 Consider generic equivalent. No
URSO Forte ursodiol Gastrointestinal Other Gastrointestinals Tier 3; High Copay 500 No
ursodiol ursodiol Gastrointestinal Other Gastrointestinals Tier 1; Low Copay 300 No
Vagifem estradiol vaginal Endocrine/Metabolism Estrogens Tier 2; Intermediate Copay 0.025 tab No
Vagifem estradiol vaginal OB/Gyn Hormone Replacement Tier 2; Intermediate Copay 0.025 tab No

Vagifem estradiol vaginal OB/Gyn Vaginals Tier 2; Intermediate Copay 0.025 tab No
Valcyte valganciclovir Antimicrobials Anti-Virals, CMV Tier 2; Intermediate Copay 450 No
Valium diazepam Psychiatric BZD 3, long-acting Tier 3; High Copay 2,5,10; IM; IV Consider generic equivalent, other 

generics, or other brand products in this 
class.

No

valproate sodium valproate sodium Neurologic Anti-Convulsants Tier 1; Low Copay IV No
valproic acid valproic acid Analgesics Migraine Tier 1; Low Copay 250; 250/5 mL No
valproic acid valproic acid Neurologic Anti Convulsants Tier 1; Low Copay 250; 250/5 mL Novalproic acid valproic acid Neurologic Anti-Convulsants Tier 1; Low Copay 250; 250/5 mL No
valproic acid valproic acid Neurologic Migraine Tier 1; Low Copay 250; 250/5 mL No
valproic acid valproic acid Psychiatric Mania/Bipolar Tier 1; Low Copay 250; 250/5 mL No
Valtrex valacyclovir Antimicrobials Anti-Virals, others Tier 2; Intermediate Copay 500,1000 Consider generic alternatives acyclovir 

and famciclovir.
No

Vanamide urea topical Dermatologic Other Dermatologics Tier 3; High Copay 40% crm Consider generic equivalent. No
Vancocin Pulvules vancomycin HCl Antimicrobials Other Antimicrobials Tier 2; Intermediate Copay 125,250 Injectables are excluded but may be 

covered under the medical benefit when 
administered in the physicians office.

No

vancomycin HCl vancomycin HCl Antimicrobials Other Antimicrobials May be Covered under Medical 
Benefits

IV No

Vandazole metronidazole vaginal OB/Gyn Vaginals Tier 1; Low Copay 0.75% gel No
Vaniqa eflornithine topical Dermatologic Other Dermatologics Not Covered 13.9% cream No
Vanos fluocinonide topical Dermatologic Psoriasis Tier 3; High Copay 0.1% crm No
Vanos fluocinonide topical Dermatologic Steroids I, Highest Pot. Tier 3; High Copay 0.1% crm No

Vantas histrelin subcutaneous 
implant

Heme/Onc Hormonal Oncologics May be Covered under Medical 
Benefits

50 mg implant No

Vantin cefpodoxime Antimicrobials Cephalosporins, 3rd 
gen.

Tier 3; High Copay 100,200; 50,100/5 mL 
susp

Non-Preferred. Preferred alternative(s): 
cephalexin, cefaclor, cefprozil, and 
Omnicef.

No

Vaprisol conivaptan Lytes/Minerals/Nutrit. Electrolytes/Acid-Base May be Covered under Medical 
Benefits

IV No

Vaqta hepatitis A vaccine, 
inactivated

Immunizations Vaccines Not Covered IM No

Varivax varicella vaccine, live Immunizations Vaccines May be Covered under Medical 
Benefits

SC No

Vaseretic enalapril/hydrochlorothiazide Cardiovascular ACEI Tier 3; High Copay 5/12.5,10/25 Non-Preferred. Preferred alternative(s): 
captopril, captopril/HCTZ, enalapril, 
enalapril/HCTZ, lisinopril, 
lisinopril/HCTZ, and Altace

Yes

U-M Formulary August 4, 2008 116



Drug Name Generic Name Class Sub-Class FSC Description Strength/ Dose/ Form Message
Diabetes 
Program

Vaseretic enalapril/hydrochlorothiazide Cardiovascular Diuretics 2, Thiazide Tier 3; High Copay 5/12.5,10/25 Non-Preferred. Preferred alternative(s): 
captopril, captopril/HCTZ, enalapril, 
enalapril/HCTZ, lisinopril, 
lisinopril/HCTZ, and Altace

Yes

vasopressin vasopressin Emergency ACLS May be Covered under Medical 
Benefits

SC; IM; IV; INJ No

vasopressin vasopressin Endocrine/Metabolism Other 
Endocrine/Metab.

May be Covered under Medical 
Benefits

SC; IM; IV; INJ No

Vasotec enalapril Cardiovascular ACEI Tier 3; High Copay 2.5,5,10,20 Non-Preferred. Preferred alternative(s): 
captopril, captopril/HCTZ, enalapril, 
enalapril/HCTZ, lisinopril, 
lisinopril/HCTZ, and Altace

Yes

Vasotec IV enalaprilat Cardiovascular ACEI May be Covered under Medical 
Benefits

-- No

Vectibix panitumumab Heme/Onc Other Oncologics May be Covered under Medical 
Benefits

IV No

vecuronium vecuronium Anesthesia Neuromuscular 
Blockers

May be Covered under Medical 
Benefits

IV No

Veetids penicillin VK Antimicrobials Penicillins Tier 1; Low Copay -- No
Velcade bortezomib Heme/Onc Other Oncologics May be Covered under Medical 

Benefits
IV No

venlafaxine venlafaxine Psychiatric Antidepressants, other Tier 1; Low Copay 25,37.5,50,75,100 Yes
Venofer iron sucrose Heme/Onc Other Hematologics May be Covered under Medical 

Benefits
IV No

Venofer iron sucrose Lytes/Minerals/Nutrit. Minerals May be Covered under Medical 
Benefits

IV No

Ventavis iloprost inhaled Asthma/COPD/Pulm Other Pulmonary Tier 2 Prior authorization 20 mcg/2 mL neb NoVentavis iloprost inhaled Asthma/COPD/Pulm Other Pulmonary Tier 2-Prior authorization 20 mcg/2 mL neb No
Ventavis iloprost inhaled Cardiovascular Other Cardiovascular Tier 2-Prior authorization 20 mcg/2 mL neb No
Ventolin HFA albuterol inhaled Asthma/COPD/Pulm Bronchodilators Tier 3; High Copay 90 mcg/spray MDI Consider generic equivalent. Preferred 

alternative(s): albuterol and Serevent 
Diskus. Quantity limit of 2 per month OR 
6 per 90 days supply.

No

Veramyst fluticasone furoate nasal Allergy/Cold/ENT Nasal Steroids Tier 3; High Copay 27.5 mcg/spray Non-Preferred. Preferred alternative(s): 
flunisolide 0.025%, fluticasone 
50mcg/spray, Nasonex. Quantity limit of 
1 per month OR 3 inhalers per 90 days 
supply.

No

verapamil verapamil Cardiovascular CCB, others Tier 1; Low Copay 40,80,120; 120,180,240 
ER (12h); 
120,180,240,360 ER 
(24h AM); 100,200,300 
ER (24h PM); IV

Injectables are excluded but may be 
covered under the medical benefit when 
administered in the physicians office.

Yes

verapamil verapamil Emergency ACLS Tier 1; Low Copay 40,80,120; 120,180,240 
ER (12h); 
120,180,240,360 ER 
(24h AM); 100,200,300 
ER (24h PM); IV

Injectables are excluded but may be 
covered under the medical benefit when 
administered in the physicians office.

Yes

Verdeso desonide topical Dermatologic Steroids VI, Low Pot. Tier 3; High Copay 0.05% foam Consider generic equiv. Pref alt(s):low 
potency-desonide, 
hydrocortisone,alclometasone; Medium 
potency-betamethasone val., 
desoximetasone, flucinolone acet., 
hydrocortisone val., mometasone, 
triamcinolone acet.

No

Veregen sinecatechins Dermatologic Other Dermatologics Tier 3; High Copay 15% oint No
Veregen sinecatechins Genitourinary Other Genitourinary Tier 3; High Copay 15% oint No
Verelan verapamil Cardiovascular CCB, others Tier 3; High Copay 120,180,240,360 ER Consider generic equivalent, other 

generics, or other brand products in this 
class.

Yes

U-M Formulary August 4, 2008 117



Drug Name Generic Name Class Sub-Class FSC Description Strength/ Dose/ Form Message
Diabetes 
Program

Verelan PM verapamil Cardiovascular CCB, others Tier 3; High Copay 100,200,300 ER Yes
Versed midazolam Psychiatric BZD 1, short-acting Tier 3; High Copay -- Injectables are excluded but may be 

covered under the medical benefit when 
administered in the physicians office.

No

Vesanoid tretinoin Heme/Onc Other Oncologics Tier 3; High Copay 10 Consider generic equivalent No
Vesicare solifenacin Genitourinary Anti-Spasmodics, GU Tier 3; High Copay 5,10 Non-Preferred brand. Preferred 

alternative(s): oxybutynin, oxybutynin ext-
rel, Detrol, and Detrol LA

No

Vexol rimexolone ophthalmic Ophthalmic Corticosteroids, 
ophthal.

Tier 3; High Copay 1% susp No

Vfend voriconazole Antimicrobials Anti-Fungals Tier 2; Intermediate Copay 50,200; 40/mL susp; IV Injectables are excluded but may be 
covered under the medical benefit when 
administered in the physicians office.

No

Viagra sildenafil Genitourinary Erectile Dysfunction Tier 3-Age restriction 25,50,100 Males - PA required for age < 35. Call 
866-715-0874 for PA. Quantity limit of 6 
at retail OR 18 at mail order, maximum 
of 72 units per calendar year. Females - 
PA required all ages.

No

Vibramycin doxycycline Antimicrobials Tetracyclines Tier 3; High Copay 50,100; 25,50/5 mL Consider generic equivalent, other 
generics, or other brand products in this 
class.

No

Vicodin acetaminophen/hydrocodon
e

Analgesics Narcotics, combos Tier 3; High Copay 500/5 Consider generic equivalent. No

Vicodin ES acetaminophen/hydrocodon Analgesics Narcotics, combos Tier 3; High Copay 750/7.5 Consider generic alternatives. No
e

Vicodin HP acetaminophen/hydrocodon
e

Analgesics Narcotics, combos Tier 3; High Copay 660/10 Consider generic equivalent. No

Vicoprofen hydrocodone/ibuprofen Analgesics Narcotics, combos Tier 3; High Copay 7.5/200 Consider generic equivalent, other 
generics, or other brand products in this 
class.

No

Vidaza azacitidine Heme/Onc Antimetabolites Tier 3; High Copay SC; IV Injectables are excluded, but may be 
covered under the medical benefit when 
administered in the physician's office.

No

Videx didanosine Antimicrobials Anti-Virals, HIV Tier 2; Intermediate Copay 2,4 g pwdr No
Videx EC didanosine Antimicrobials Anti-Virals, HIV Tier 3; High Copay 125,200,250,400 Consider generic equivalent No
Vigamox moxifloxacin ophthalmic Ophthalmic Anti-Bacterials, 

ophthal.
Tier 2; Intermediate Copay 0.5% sol Non-Preferred brand. Preferred 

alternative(s): polymyxin B/trimethoprim, 
tobramycin, and Ocuflox

No

vinblastine vinblastine Heme/Onc Mitosis Inhibitors May be Covered under Medical 
Benefits

IV No

vincristine vincristine Heme/Onc Mitosis Inhibitors May be Covered under Medical 
Benefits

IV No

Viracept nelfinavir Antimicrobials Anti-Virals, HIV Tier 2; Intermediate Copay 250,625; 50/g pwdr No
Viramune nevirapine Antimicrobials Anti-Virals, HIV Tier 2; Intermediate Copay 200; 50/5 mL susp No
Viread tenofovir Antimicrobials Anti-Virals, HIV Tier 2; Intermediate Copay 300 No
Viroptic trifluridine ophthalmic Ophthalmic Anti-Virals, ophthal. Tier 3; High Copay 1% sol Consider generic equivalent. No
Visicol sodium phosphate Gastrointestinal Other Gastrointestinals Tier 3; High Copay 1.5 g No
Vistaril hydroxyzine Allergy/Cold/ENT Antihistamines, 

sedating
Tier 3; High Copay 25,50 Consider generic equivalent for oral 

products. Vistaril Suspension is Tier 2.  
Injectables are excluded but may be 
covered under the medical benefit.

No

Vistaril hydroxyzine Psychiatric Anxiolytic/Hypnot, Non-
BZD

Tier 3; High Copay 25,50 Consider generic equivalent for oral 
products. Vistaril Suspension is Tier 2.  
Injectables are excluded but may be 
covered under the medical benefit.

No
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Vistide cidofovir Antimicrobials Anti-Virals, CMV May be Covered under Medical 
Benefits

IV No

Visudyne verteporfin Ophthalmic Other Ophthalmics Not Covered IV No
vitamin A vitamin A Lytes/Minerals/Nutrit. Vitamins/Nutritionals Not Covered 5000, 10,000, 15,000, 

25,000 units
Vitamins are a plan exclusion, except for 
prenatal vitamins.

No

vitamin B1 (common name) thiamine Lytes/Minerals/Nutrit. Vitamins/Nutritionals Not Covered 50,100,250,500; IM; IV Vitamins are a plan exclusion, except for 
prenatal vitamins.

No

vitamin B12 (common name) cyanocobalamin Lytes/Minerals/Nutrit. Vitamins/Nutritionals Tier 1; Low Copay 100,500,1000 mcg; SC; 
IM

Consider generic equivalent.  Covered 
injectable.

No

vitamin B2 (common name) riboflavin Lytes/Minerals/Nutrit. Vitamins/Nutritionals Not Covered 25,50,100 OTC products are NOT covered. No
vitamin B3 (common name) niacin Cardiovascular Cholesterol Lowering Not Covered 50,100,250,500; 

125,250,400,500,750,10
00 ER

OTC products are NOT covered No

vitamin B6 (common name) pyridoxine Antimicrobials Anti-Tuberculars Not Covered 25,50,100; IM; IV Vitamins are a plan exclusion, except for 
prenatal vitamins.

No

vitamin B6 (common name) pyridoxine Lytes/Minerals/Nutrit. Vitamins/Nutritionals Not Covered 25,50,100; IM; IV Vitamins are a plan exclusion, except for 
prenatal vitamins.

No

vitamin B9 (common name) folic acid Lytes/Minerals/Nutrit. Vitamins/Nutritionals Not Covered 0.4,0.8,1; SC; IM Vitamins are a plan exclusion, except for 
prenatal vitamins.

No

vitamin C (common name) ascorbic acid Lytes/Minerals/Nutrit. Vitamins/Nutritionals Not Covered 25,50,100,250,500,1000; 
IM; IV

Vitamins are a plan exclusion, except for 
prenatal vitamins.

No

vitamin D2 (common name) ergocalciferol Endocrine/Metabolism Calcium Metabolism Tier 2; Intermediate Copay 50,000 units OTC products are NOT covered. No
vitamin D2 (common name) ergocalciferol Lytes/Minerals/Nutrit. Vitamins/Nutritionals Tier 2; Intermediate Copay 50,000 units OTC products are NOT covered. No
vitamin E (common name) alpha-tocopherol Lytes/Minerals/Nutrit. Vitamins/Nutritionals Not Covered 100,200,400,500,800,10

00 units; 15 units/0.3 mL; 
15 units/30 mL

OTC products are NOT covered. No

vitamin K (common name) phytonadione Heme/Onc Bleeding Disorders Tier 2; Intermediate Copay 5; SC; IM; IV Covered injectable Novitamin K (common name) phytonadione Heme/Onc Bleeding Disorders Tier 2; Intermediate Copay 5; SC; IM; IV Covered injectable. No
Vivactil protriptyline Psychiatric TCA Tier 3; High Copay 5,10 Yes
Vivelle estradiol transdermal Endocrine/Metabolism Estrogens Tier 2; Intermediate Copay -- Preferred brand. No
Vivelle estradiol transdermal OB/Gyn Hormone Replacement Tier 2; Intermediate Copay -- Preferred brand. No

Vivelle-Dot estradiol transdermal Endocrine/Metabolism Estrogens Tier 2; Intermediate Copay 0.025,0.0375,0.05,0.075,
0.1/day patch

Preferred brand. Generic alternative(s): 
estradiol patch 0.05 & 0.1mg at tier 1 
copay.

No

Vivelle-Dot estradiol transdermal OB/Gyn Hormone Replacement Tier 2; Intermediate Copay 0.025,0.0375,0.05,0.075,
0.1/day patch

Preferred brand. Generic alternative(s): 
estradiol patch 0.05 & 0.1mg at tier 1 
copay.

No

Vivitrol naltrexone Psychiatric Alcohol/Drug 
Cessation

May be Covered under Medical 
Benefits

IM No

Vivotif typhoid vaccine, live oral Immunizations Vaccines Tier 3; High Copay cap No
Voltaren diclofenac sodium Analgesics NSAIDs Tier 3; High Copay 25,50,75 Non-Preferred. Preferred alternative(s): 

diclofenac sodium, ibuprofen, 
indomethacin, naproxen, and sulindac

No

Voltaren Gel diclofenac topical Analgesics NSAIDs Tier 3; High Copay 1% gel No
Voltaren Ophthalmic diclofenac ophthalmic Ophthalmic NSAIDs, ophthal. Tier 2; Intermediate Copay 0.1% sol No
Voltaren-XR diclofenac sodium Analgesics NSAIDs Tier 3; High Copay 100 ER Consider generic equivalent, other 

generics, or other brand products in this 
class.

No

VoSpire ER albuterol Asthma/COPD/Pulm Bronchodilators Tier 3; High Copay 4,8 ER Consider generic equivalent No
Vusion miconazole/petrolatum/zinc 

oxide topical
Dermatologic Anti-

Fungal/Dermatophyte
Tier 3; High Copay PED 0.25%/81.35%/15% 

oint
Preferred alternative(s):  consider OTC 
miconazole, clotrimazole, or Rx 
nystatin/triamcinolone

No

Vytorin ezetimibe/simvastatin Cardiovascular Cholesterol Lowering Tier 3-Step therapy 10/10, 10/20, 10/40, 
10/80

Pref:lovastatin,pravastatin,simvastatin & 
Lipitor 80mg(Tier 2). New Starts require 
'generics first', except Lipitor 80mg.  
Dose Opt. 50%copay with vol. pill-
splitting program,see 
www.umich.edu/~benefits/forms/Pill-
Splitting-Instructions.pdf

Yes
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Vyvanse lisdexamfetamine Psychiatric ADHD Tier 3-Age restriction 20,30,40,50,60,70 PA required for age > 17. Continuation 
of therapy to age 25 does not require 
PA. Call 866-715-0874 for PA. Preferred 
alt(s): methylphenidate, methylphenidate 
Ext-Rel, amphetamine salt combo, 
Metadate ER, Concerta.

No

Vyvanse lisdexamfetamine Psychiatric Anorexiant/Stimulants Tier 3-Age restriction 20,30,40,50,60,70 PA required for age > 17. Continuation 
of therapy to age 25 does not require 
PA. Call 866-715-0874 for PA. Preferred 
alt(s): methylphenidate, methylphenidate 
Ext-Rel, amphetamine salt combo, 
Metadate ER, Concerta.

No

warfarin warfarin Cardiovascular Anticoag/Thrombolytic
s

Tier 1; Low Copay 1,2,2.5,3,4,5,6,7.5,10 No

warfarin warfarin Heme/Onc Anticoag/Thrombolytic
s

Tier 1; Low Copay 1,2,2.5,3,4,5,6,7.5,10 No

WelChol colesevelam Cardiovascular Cholesterol Lowering Tier 2; Intermediate Copay 625 Yes
Wellbutrin bupropion Psychiatric Antidepressants, other Tier 3; High Copay 75,100 Non-Preferred. Preferred alternative(s): 

bupropion, mirtazapine, trazodone, 
Effexor/Effexor XR, Remeron Soltab, 
Wellbutrin SR

Yes

Wellbutrin SR bupropion Psychiatric Antidepressants, other Tier 3; High Copay 100,150,200 ER Consider generic equivalent. Yes - No if for 
Smoking 

Cessation
Wellbutrin SR bupropion Psychiatric Smoking Cessation Tier 3; High Copay 100,150,200 ER Consider generic equivalent. Yes - No if for 

Smoking 
C tiCessation

Wellbutrin XL bupropion Psychiatric Antidepressants, other Tier 3; High Copay 150,300 ER Consider generic equivalent on 
buproprion 300mg ext-rel.

Yes

Westcort hydrocortisone valerate 
topical

Dermatologic Steroids IV, Medium 
Pot.

Tier 3; High Copay 0.2% crm; 0.2% oint Consider generic equiv. Pref alt(s):low 
potency-desonide, 
hydrocortisone,alclometasone; Medium 
potency-betamethasone val., 
desoximetasone, flucinolone acet., 
hydrocortisone val., mometasone, 
triamcinolone acet.

No

Westcort hydrocortisone valerate 
topical

Dermatologic Steroids V, 
Medium/Low Pot.

Tier 3; High Copay 0.2% crm; 0.2% oint Consider generic equiv. Pref alt(s):low 
potency-desonide, 
hydrocortisone,alclometasone; Medium 
potency-betamethasone val., 
desoximetasone, flucinolone acet., 
hydrocortisone val., mometasone, 
triamcinolone acet.

No

Xalatan latanoprost ophthalmic Ophthalmic Glaucoma Tier 2; Intermediate Copay 0.005% sol Preferred brand. No
Xanax alprazolam Psychiatric BZD 1, short-acting Tier 3; High Copay 0.25,0.5,1,2 Consider generic equivalent, other 

generics, or other brand products in this 
class.

No

Xanax XR alprazolam Psychiatric BZD 1, short-acting Tier 3; High Copay 0.5,1,2,3 ER Consider generic equivalent, other 
generics or other brand products in this 
class.

No

Xeloda capecitabine Heme/Onc Antimetabolites Tier 2; Intermediate Copay 150,500 No
Xenical orlistat Endocrine/Metabolism Other 

Endocrine/Metab.
Tier 2-Prior authorization 120 Call 816-715-0874 for PA.  Benefit is 

limited to a lifetime maximum of 180 
days supply.

No

Xerac AC aluminum chloride topical Dermatologic Other Dermatologics Tier 3; High Copay 6.25% sol No
Xibrom bromfenac ophthalmic Ophthalmic NSAIDs, ophthal. Tier 2; Intermediate Copay 0.09% sol No
Xifaxan rifaximin Antimicrobials Other Antimicrobials Tier 3; High Copay 200 Quantity limit of 9 tablets. No
Xigris drotrecogin alfa Other Miscellaneous May be Covered under Medical 

Benefits
IV No
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Xolair omalizumab Asthma/COPD/Pulm Other Asthma Tier 3-Prior authorization SC Call 866-715-0874 for PA. Continuation 
of therapy does not require PA. 
Injectable plan inclusion. Quantity limit 
maximum - 34 days supply per fill (90 
day fills not allowed)

No

Xolegel ketoconazole topical Dermatologic Anti-
Fungal/Dermatophyte

Tier 3; High Copay 2% gel Consider generic alternative, 
ketoconazole 2% cream.

No

Xopenex levalbuterol inhaled Asthma/COPD/Pulm Bronchodilators Tier 2-Quantity limit 0.31,0.63,1.25/3 mL neb Preferred tier 1 alternative is albuterol.  
Quantity limit for 0.3, 0.63, or 
1.25mg/3ml is 4 pkgs/mth or 12 pkgs/90 
days supply; 1.25mg/0.5ml is 3 pkgs/mth 
or 9 pkgs/90 days supply.

No

Xopenex HFA levalbuterol inhaled Asthma/COPD/Pulm Bronchodilators Tier 2-Quantity limit 45 mcg/spray MDI Non-Preferred brand. Preferred 
alternative: albuterol. Quantity limit of 2 
per month OR 6 per 90 days supply.

No

Xylocaine lidocaine Anesthesia Topical/Local 
Anesthetics

May be Covered under Medical 
Benefits

SC; IM; IV; INJ No

Xylocaine lidocaine Cardiovascular Anti-Arrhythmics May be Covered under Medical 
Benefits

SC; IM; IV; INJ No

Xylocaine lidocaine Dermatologic Topical/Local 
Anesthetics

May be Covered under Medical 
Benefits

SC; IM; IV; INJ No

Xylocaine lidocaine Emergency ACLS May be Covered under Medical 
Benefits

SC; IM; IV; INJ No

Xylocaine topical lidocaine topical Anesthesia Topical Anesthetics Tier 3; High Copay 2% jelly; 2,4% sol Consider generic equivalent No
Xyrem sodium oxybate Neurologic Other Neurologics Tier 2; Intermediate Copay 0.5 g/mL sol No
Xyzal levocetirizine Allergy/Cold/ENT Antihistamines, 

sedating
Not Covered 5 Non-Preferred. Pref. alternative: 

fexofenadine OTC loratidine or Zyrtec
No

sedating fexofenadine.  OTC loratidine or Zyrtec 
OTC are NOT covered but are cost 
effective alternatives. Maximum daily 
dosing of 1tab/day.  Clarinex will not be 
covered 4-1-2008.

Yasmin drospirenone/ethinyl 
estradiol

OB/Gyn OCPs 1, monophasic Tier 2; Intermediate Copay 3 mg/30 mcg No

Yaz drospirenone/ethinyl 
estradiol

OB/Gyn OCPs 1, monophasic Tier 2; Intermediate Copay 3 mg/20 mcg No

YF-Vax yellow fever vaccine, live Immunizations Vaccines May be Covered under Medical 
Benefits

SC No

Yocon yohimbine Genitourinary Erectile Dysfunction Not Covered 5.4 No
Yodoxin iodoquinol Antimicrobials Other Antimicrobials Tier 3; High Copay 210,650 No
yohimbine yohimbine Genitourinary Erectile Dysfunction Not Covered 5.4 No
Zaditor ketotifen ophthalmic Ophthalmic Allergy, ophthal. Not Covered 0.025% sol OTC equivalents available: Both 

ZaditorOTC (5ml) and Alaway (10ml) are 
available for under $14/bottle

No

Zanaflex tizanidine Analgesics Muscle Relaxants Tier 3; High Copay 2,4 tab; 2,4,6 cap No
Zantac ranitidine Gastrointestinal H2 Blockers Tier 3; High Copay 75,150,300; 25 efferv 

tab; 15/mL; IM; IV
Consider generic equivalent, other 
generics, or other brand products in this 
class. OTC strengths are not covered.

No

Zarontin ethosuximide Neurologic Anti-Convulsants Tier 3; High Copay 250; 250/5 mL Consider generic equivalent. No
Zaroxolyn metolazone Cardiovascular Diuretics 2, Thiazide Tier 3; High Copay 2.5,5,10 Consider generic equivalent. Yes
Zebeta bisoprolol Cardiovascular Beta-Blockers Tier 3; High Copay 5,10 Non-Preferred. Preferred alternative(s): 

carvedilol, labetalol, atenolol, metoprolol, 
metoprolol ext-rel, propranolol, nadolol, 
and pindolol

Yes
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Zegerid omeprazole/sodium 
bicarbonate

Gastrointestinal PPI Tier 3-Step therapy 20/1100,40/1100; 
20/1680,40/1680 pwdr 
packet

Prefer generic omeprazole. Step 
Therapy: for patients just starting PPI 
therapy, a trial of omeprazole 20mg is 
required before coverage of a brand PPI 
is payable. PA is required for dosing > 1 
unit/day(except omeprazole 20mg). Call 
866-715-0874 for PA.

No

Zelapar selegiline Neurologic Anti-Parkinsonians Tier 3; High Copay 1.25 ODT No
Zelnorm tegaserod Gastrointestinal Constipation Tier 2-Prior authorization 2,6 Call 866-715-0874 for PA.  PA is 

required for continued use after 12 
weeks of therapy.

No

Zelnorm tegaserod Gastrointestinal Other Gastrointestinals Tier 2-Prior authorization 2,6 Call 866-715-0874 for PA.  PA is 
required for continued use after 12 
weeks of therapy.

No

Zemaira alpha1-proteinase inhibitor Asthma/COPD/Pulm Other Pulmonary May be Covered under Medical 
Benefits

IV No

Zemplar paricalcitol Endocrine/Metabolism Calcium Metabolism Tier 2; Intermediate Copay 1,2,4 mcg; IV Injectables are excluded but may be 
covered under the medical benefit when 
administered in the physicians office.

No

Zemplar paricalcitol Lytes/Minerals/Nutrit. Vitamins/Nutritionals Tier 2; Intermediate Copay 1,2,4 mcg; IV Injectables are excluded but may be 
covered under the medical benefit when 
administered in the physicians office.

No

Zemuron rocuronium Anesthesia Neuromuscular 
Blockers

May be Covered under Medical 
Benefits

IV No

Zenapax daclizumab Immunologics Immunosuppressants May be Covered under Medical IV NoZenapax daclizumab Immunologics Immunosuppressants May be Covered under Medical 
Benefits

IV No

Zerit stavudine Antimicrobials Anti-Virals, HIV Tier 2; Intermediate Copay 15,20,30,40; 1/mL No
Zerlor acetaminophen/caffeine/dihy

drocodeine
Analgesics Narcotics, combos Tier 3; High Copay 712.8/60/32 No

Zestoretic hydrochlorothiazide/lisinopril Cardiovascular ACEI Tier 3; High Copay 12.5/20,25/20,12.5/10 Non-Preferred. Preferred alternative(s): 
captopril, captopril/HCTZ, enalapril, 
enalapril/HCTZ, lisinopril, 
lisinopril/HCTZ, and Altace

Yes

Zestoretic hydrochlorothiazide/lisinopril Cardiovascular Diuretics 2, Thiazide Tier 3; High Copay 12.5/20,25/20,12.5/10 Non-Preferred. Preferred alternative(s): 
captopril, captopril/HCTZ, enalapril, 
enalapril/HCTZ, lisinopril, 
lisinopril/HCTZ, and Altace

Yes

Zestril lisinopril Cardiovascular ACEI Tier 3; High Copay 2.5,5,10,20,30,40 Non-Preferred. Preferred alternative(s): 
captopril, captopril/HCTZ, enalapril, 
enalapril/HCTZ, lisinopril, 
lisinopril/HCTZ, and Altace

Yes

Zetar coal tar topical Dermatologic Psoriasis Not Covered 1% shmp OTC products are NOT covered. No
Zetia ezetimibe Cardiovascular Cholesterol Lowering Tier 2; Intermediate Copay 10 Yes
Zevalin ibritumomab tiuxetan Heme/Onc Other Oncologics May be Covered under Medical 

Benefits
IV No

Ziac bisoprolol/hydrochlorothiazid
e

Cardiovascular Beta-Blockers, 
combos

Tier 3; High Copay 2.5/6.25,5/6.25,10/6.25 Consider generic equivalent. Yes

Ziagen abacavir Antimicrobials Anti-Virals, HIV Tier 2; Intermediate Copay 300; 20/mL No
Ziana clindamycin/tretinoin topical Dermatologic Acne Tier 3; High Copay 1.2/0.025% gel No
zidovudine zidovudine Antimicrobials Anti-Virals, HIV Tier 1; Low Copay 100,300; 50/5 mL No
Zinacef cefuroxime sodium Antimicrobials Cephalosporins, 2nd 

gen.
May be Covered under Medical 
Benefits

IM; IV No

zinc oxide topical zinc oxide topical Dermatologic Other Dermatologics Not Covered 20%, 40% oint OTC products are NOT covered. No
Zinecard dexrazoxane Heme/Onc Anti-Toxicity May be Covered under Medical 

Benefits
IV No
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Zithromax azithromycin Antimicrobials Macrolides Tier 3; High Copay 250,500,600; 100,200/5 
mL; 1 g pwdr pkt; IV

Consider generic equivalents.  
Injectables are excluded but may be 
covered under the medical benefit when 
administered in the physicians office.

No

Zmax azithromycin Antimicrobials Macrolides Tier 3; High Copay 2 g/60 mL ER No
Zocor simvastatin Cardiovascular Cholesterol Lowering Tier 3; High Copay 5,10,20,40,80 Non-Preferred, preferred 

alts:lovastatin,pravastatin,simvastatin & 
Lipitor. 50% copay/coins with voluntary 
pill-splitting program,see 
www.umich.edu/~benefits/forms/Pill-
Splitting-Instructions.pdf

Yes

ZoDerm benzoyl peroxide topical Dermatologic Acne Not Covered 4.5,6.5,8.5% 
crm,gel,pads,wash

Non-covered product.  Consider OTC 
benzoyl peroxide products.  Most are 
priced below the Tier 1, generic 
copayment cost.

No

Zofran ondansetron Gastrointestinal Nausea/Vomiting Tier 3-Quantity limit 4,8; 4/5 mL; IM; IV Consider generic equivalent 
ondansetron

No

Zofran ODT ondansetron Gastrointestinal Nausea/Vomiting Tier 3-Quantity limit 4,8 ODT Consider generic equivalent 
ondansetron

No

Zoladex goserelin Heme/Onc Hormonal Oncologics Not Covered 3.6, 10.8 implants No
Zolinza vorinostat Heme/Onc Other Oncologics Tier 2; Intermediate Copay 100 No
Zoloft sertraline Psychiatric SSRI Tier 3; High Copay 25,50,100; 20 mg/mL Consider generic equivalent. Preferred 

alternative(s) citalopram, fluoxetine, 
paroxetine & sertraline. Dose 
Optimization: Two times a day dosing is 
NOT ll d 25 & 50 t b

Yes

NOT allowed on 25 & 50mg tabs, use 
higher strength tabs once daily.

zolpidem zolpidem Psychiatric Anxiolytic/Hypnot, Non-
BZD

Tier 1; Low Copay 5,10 Maximum daily dose allowed is 1 tablet 
per day.

No

Zometa zoledronic acid Endocrine/Metabolism Calcium Metabolism May be Covered under Medical 
Benefits

IV No

Zomig zolmitriptan Analgesics Migraine Tier 3-Quantity limit 2.5,5 Quantity limits of 12tabs(2.5mg)/mth, 
6tabs(5mg)/mth OR 36tabs(2.5mg)/90 
days, 18tabs(5mg)/90 days. Higher 
quantities require PA. Call 866-715-0874 
for PA. Pref Alt(s): Imitrex, Maxalt, 
RelPax

No

Zomig zolmitriptan Neurologic Migraine Tier 3-Quantity limit 2.5,5 Quantity limits of 12tabs(2.5mg)/mth, 
6tabs(5mg)/mth OR 36tabs(2.5mg)/90 
days, 18tabs(5mg)/90 days. Higher 
quantities require PA. Call 866-715-0874 
for PA. Pref Alt(s): Imitrex, Maxalt, 
RelPax

No

Zomig Nasal zolmitriptan nasal Analgesics Migraine Tier 3-Quantity limit 5 mg/spray Quantity limit of 1 box(6 units)/mth OR 3 
boxes(18 units)/90 days. Higher 
quantities require PA. Call 866-715-0874 
for PA.  Pref Alt(s): Imitrex, Maxalt, 
RelPax

No

Zomig Nasal zolmitriptan nasal Neurologic Migraine Tier 3-Quantity limit 5 mg/spray Quantity limit of 1 box(6 units)/mth OR 3 
boxes(18 units)/90 days. Higher 
quantities require PA. Call 866-715-0874 
for PA.  Pref Alt(s): Imitrex, Maxalt, 
RelPax

No
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Zomig-ZMT zolmitriptan Analgesics Migraine Tier 3-Quantity limit 2.5,5 ODT Quantity limits of 12tabs(2.5mg)/mth, 
6tabs(5mg)/mth OR 36tabs(2.5mg)/90 
days, 18tabs(5mg)/90 days. Higher 
quantities require PA. Call 866-715-0874 
for PA. Pref Alt(s): Imitrex, Maxalt, 
RelPax

No

Zomig-ZMT zolmitriptan Neurologic Migraine Tier 3-Quantity limit 2.5,5 ODT Quantity limits of 12tabs(2.5mg)/mth, 
6tabs(5mg)/mth OR 36tabs(2.5mg)/90 
days, 18tabs(5mg)/90 days. Higher 
quantities require PA. Call 866-715-0874 
for PA. Pref Alt(s): Imitrex, Maxalt, 
RelPax

No

Zonalon doxepin topical Dermatologic Other Dermatologics Tier 3; High Copay 5% crm No
Zonegran zonisamide Neurologic Anti-Convulsants Tier 3; High Copay 25,50,100 Consider generic equivalent No
zonisamide zonisamide Neurologic Anti-Convulsants Tier 1; Low Copay 25,50,100 No
Zostavax zoster vaccine, live Immunizations Vaccines Not Covered SC No
Zostrix capsaicin topical Analgesics Other Analgesics Not Covered 0.025% crm OTC products are NOT covered. No
Zostrix capsaicin topical Dermatologic Other Dermatologics Not Covered 0.025% crm OTC products are NOT covered. No
Zostrix-HP capsaicin topical Analgesics Other Analgesics Not Covered 0.075% crm OTC products or Rx products with OTC 

eqiuvalents are not covered.
No

Zostrix-HP capsaicin topical Dermatologic Other Dermatologics Not Covered 0.075% crm OTC products or Rx products with OTC 
eqiuvalents are not covered.

No

Zosyn piperacillin/tazobactam Antimicrobials Penicillins May be Covered under Medical 
Benefits

IV No

Zovia 1/35 ethinyl estradiol/ethynodiol OB/Gyn OCPs 1, monophasic Tier 1; Low Copay 35 mcg/1 mg Generic equivalent of Demulen. No
Zovia 1/50 ethinyl estradiol/ethynodiol OB/Gyn OCPs 1, monophasic Tier 1; Low Copay 50 mcg/1 mg Generic equivalent of Demulen. No
Zovirax acyclovir Antimicrobials Anti Virals others Tier 3; High Copay 200 400 800; 200/5 mL; Non Preferred Preferred alternative(s): NoZovirax acyclovir Antimicrobials Anti-Virals, others Tier 3; High Copay 200,400,800; 200/5 mL; 

IV
Non-Preferred. Preferred alternative(s): 
acyclovir, and Valtrex

No

Zovirax Cream acyclovir topical Dermatologic Anti-Virals, derm. Tier 2; Intermediate Copay 5% crm No
Zovirax Ointment acyclovir topical Dermatologic Anti-Virals, derm. Tier 2; Intermediate Copay 5% oint No
Zyban bupropion Psychiatric Smoking Cessation Tier 3-Quantity limit 150 ER Consider generic bupropion SR.  

Smoking cessation products are limited 
to 90 days supply every calendar year.

No

Zydone 10/400 acetaminophen/hydrocodon
e

Analgesics Narcotics, combos Tier 3; High Copay 400/10 Consider generic equivalent, other 
generics, or other brand products in this 
class.

No

Zydone 5/400 acetaminophen/hydrocodon
e

Analgesics Narcotics, combos Tier 3; High Copay 400/5 Consider generic equivalent, other 
generics, or other brand products in this 
class.

No

Zydone 7.5/400 acetaminophen/hydrocodon
e

Analgesics Narcotics, combos Tier 3; High Copay 400/7.5 Consider generic equivalent, other 
generics, or other brand products in this 
class.

No

Zyflo zileuton Asthma/COPD/Pulm Other Asthma Tier 3; High Copay -- Non-Preferred, Preferred Alt: Singulair. 
Step Therapy - Prior claim for inhaled 
corticosteroid or combination product 
AND one short acting beta-agonist; OR 
prior claim for Accolate or Zyflo

No

Zyflo CR zileuton Asthma/COPD/Pulm Other Asthma Tier 3; High Copay 600 ER Non-Preferred, Preferred Alt: Singulair. 
Step Therapy - Prior claim for inhaled 
corticosteroid or combination product 
AND one short acting beta-agonist; OR 
prior claim for Accolate or Zyflo

No

Zylet loteprednol/tobramycin 
ophthalmic

Ophthalmic Anti-Bacterials 
w/Steroids

Tier 3; High Copay 0.5%/0.3% susp No

Zylet loteprednol/tobramycin 
ophthalmic

Ophthalmic Anti-Bacterials, 
ophthal.

Tier 3; High Copay 0.5%/0.3% susp No

Zylet loteprednol/tobramycin 
ophthalmic

Ophthalmic Corticosteroids, 
ophthal.

Tier 3; High Copay 0.5%/0.3% susp No
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Drug Name Generic Name Class Sub-Class FSC Description Strength/ Dose/ Form Message
Diabetes 
Program

Zyloprim allopurinol Genitourinary Nephrolithiasis Tier 3; High Copay 100,300 Consider generic equivalent, other 
generics, or other brand products in this 
class.

No

Zyloprim allopurinol Rheumatologic Gout Tier 3; High Copay 100,300 Consider generic equivalent, other 
generics, or other brand products in this 
class.

No

Zymar gatifloxacin ophthalmic Ophthalmic Anti-Bacterials, 
ophthal.

Tier 3; High Copay 0.3% sol Non-Preferred. Preferred alternative(s): 
polymyxin B/trimethoprim, tobramycin, 
and Ocuflox

No

Zyprexa olanzapine Psychiatric Antipsychotics, 
atypical

Tier 3; High Copay 2.5,5,7.5,10,15,20; IM Tier 2 alternative(s): Risperdal, 
Seroquel.  Dose Optimization: Two times 
a day dosing is NOT allowed on 2.5 or 
5mg tabs, use higher strength tabs once 
daily.

No

Zyprexa olanzapine Psychiatric Mania/Bipolar Tier 3; High Copay 2.5,5,7.5,10,15,20; IM Tier 2 alternative(s): Risperdal, 
Seroquel.  Dose Optimization: Two times 
a day dosing is NOT allowed on 2.5 or 
5mg tabs, use higher strength tabs once 
daily.

No

Zyprexa Zydis olanzapine Psychiatric Antipsychotics, 
atypical

Tier 3; High Copay 5,10,15,20 ODT Tier 2 alternative(s): Risperdal, 
Seroquel.  Dose Optimization: Two times 
a day dosing is NOT allowed on 2.5 or 
5mg tabs, use higher strength tabs once 
daily.

No

Zyprexa Zydis olanzapine Psychiatric Mania/Bipolar Tier 3; High Copay 5,10,15,20 ODT Tier 2 alternative(s): Risperdal, 
Seroquel.  Dose Optimization: Two times 

d d i i NOT ll d 2 5

No

a day dosing is NOT allowed on 2.5 or 
5mg tabs, use higher strength tabs once 
daily.

Zyrtec cetirizine Allergy/Cold/ENT Antihistamines, 
sedating

Not Covered 5,10; 5,10 CH; 1/mL 
syrup

OTC products are not covered. OTC 
loratadine or cetirizine(Zyrtec OTC) are 
NOT covered but may be a cost 
effective alternatives. Pref. alternative: 
fexofenadine.

No

Zyrtec-D 12 Hour cetirizine/pseudoephedrine Allergy/Cold/ENT Decongestants/Combo
s

Not Covered 5/120 ER Non-covered. OTC loratadine-D or 
cetirizine-D (Zyrtec-D OTC) are NOT 
covered but may be a cost effective 
alternatives.

No

Zyvox linezolid Antimicrobials Other Antimicrobials Tier 2; Intermediate Copay 600; 100/5 mL; IV No
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