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We’re here for you

Humana Group Medicare Customer Care
800-585-7417 (TTY: 711)
Monday - Friday, 7 a.m. - 8 p.m., Central time

Humana is a stand-alone prescription drug plan with a Medicare contract. Enrollment

in this Humana plan depends on contract renewal. Call 800-585-7417 (TTY: 711) for
more information.

All product names, logos, brands and trademarks are property of their respective
owners, and any use does not imply endorsement.
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Humana.

Welcome to a more human way to healthcare

Dear North Dakota Public Employees Retirement System (NDPERS) Member,

We’re excited to let you know that North Dakota Public Employees Retirement System (NDPERS)
has partnered with Humana to offer you a prescription drug plan that provides prescription drug
coverage to add to your Original Medicare plan.

Understanding your Medicare plan and how it works is important. Humana believes everyone should
have access to the tools and support needed to have a fair and just opportunity to be as healthy as
possible. During our over 30 years of experience with Medicare, we’ve learned how to be a better
partner in health.

Review the enclosed materials
This packet includes information on your Group Medicare prescription drug coverage along with extra
services Humana provides.

« If you have questions about your premium, please call North Dakota Public Employees Retirement
System (NDPERS) at 800-803-7377 or 701-328-3900 (TTY: 711).

« Please see your enclosed prescription drug guide (PDG) to determine if your medications have
quantity limits, require a prior authorization or step therapy. You can also visit Humana.com/
Pharmacy or call Group Medicare Customer Care for assistance at the number on the back of your
ID card.

We look forward to serving you now and for many years to come.

Sincerely,
Group Medicare Operations



Your benefits include:

@
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A network of pharmacies

There are more than 61,000 participating pharmacies in our network.

Almost no claims paperwork

The plan works with your pharmacist to handle claims for you.

Pharmacy finder

An online tool that helps you find in-network pharmacies. It also tells you how far
they are from you, the hours they’re open, if they have a drive-through available,
if they offer emergency Rx, delivery options and if they have bilingual employees.

Details you need to know

North Dakota Public Employees Retirement System (NDPERS) partners with
Humana Group Medicare for your prescription drug plan (PDP). If you have already
enrolled, no further action is needed as your enrollment has been processed. If
you would like to enroll in this plan, please contact the NDPERS office to verify
eligibility and to request application materials. Enrollment in this plan will end
your enrollment in any Medicare prescription drug plan or Medicare Advantage
prescription drug plan that you are currently enrolled in.



Frequently asked questions

When does my coverage begin?

NDPERS decides how and when you enroll. Check with your benefits administrator for the proposed
effective date of your enrollment. Be sure to keep your current pharmacy coverage until your Humana
Group Medicare PDP plan enrollment is confirmed.

What does insurance cover?
« Every pharmacy plan is different. Check coverage details before you visit a pharmacy.

« See if your prescription medication is covered and if you have any open transfers that
need to occur.

Do I need to show my red, white and blue Medicare card when I visit the pharmacy?
No. You'll get a Humana member ID card that will take its place. Keep your Medicare ID card in a safe
place—or use it only when it’s needed for discounts and other offers from retailers.

What should I do if I need prescriptions filled before I receive my Humana member ID card?
If you need to fill a prescription after your coverage begins but before you receive your Humana
member ID card, take a copy of your temporary proof of membership to any in-network pharmacy.

How can I get help with my drug plan costs?

People with limited incomes may qualify for assistance from the Extra Help program to pay for their
prescription drug costs. To see if you qualify for Extra Help, call 800-MEDICARE (800-633-4227), 24
hours a day, seven days a week. If you use a TTY, call 877-486-2048. You can also call the Social
Security Administration at 800-772-1213. If you use a TTY, call 800-325-0778. Your state’s Medical
Assistance (Medicaid) Office may also be able to help, or you can apply for Extra Help online at
WWW.SSA.goV.

What should I do if I have to file a claim?

To request reimbursement for a charge you paid for a prescription drug, send the pharmacy’s itemized
receipt and the Prescription Drug Claim Form (available at Humana.com or by calling Customer Care)
to the claims address on the back of your Humana member ID card. Make sure the receipt includes
your name and Humana member ID number. Call Humana Group Medicare Customer Care for more
information and assistance.



What to expect after you enroll

» Enrollment confirmation
You'll receive a letter frorn Humana once the Centers for Medicare & Medicaid Services (CMS)
confirms your enrollment.

* Humana member ID card
Your Humana member ID card will arrive in the mail shortly after you enroll.

+ Evidence of Coverage (EOC)
You will receive information on how to view or request a copy of an Evidence of Coverage
document (also known as a member contract or subscriber agreement). Please read the document
to learn about the plan’s coverage and services. This will also include your privacy notice.

* Your personalized benefits statement
Humana’s SmartSummary® provides a comprehensive overview of your Part D benefits
and prescription drug spending. You'll receive this statement after each month you’ve
had a prescription claim processed. You can also sign-in to MyHumana and see your past
SmartSummary statements anytime.

We’re here for you

If you have questions or need help, call Humana Group Medicare Customer Care,
800-585-7417 (TTY: 711),
Monday - Friday, 7 a.m. - 8 p.m., Central time



Manage your Humana plan online

MyHumana on the go

Get the most out of your plan with a MyHumana account and take your Humana essentials
wherever you go with the MyHumana mobile app.

Depending on your plan, you can use the MyHumana mobile app to:

« Explore coverage and benefit details the moment you need them

* Get Humana member ID cards and add them to your phone’s wallet
Find care close to you and get directions on your phone’s map app

* Review claims status

* Access your exclusive member discounts

Once your Humana plan coverage begins, go to
MyHumana.com to activate your account or download and
register on the MyHumana app for iOS and Android.* Learn

more at Humana.com/member/manage-your-account.
Ui Download on the ANDROID APP ON
[ App Store » Google play

Getting started is easy— just have your Humana
member ID card and follow these three steps:

Create your account.
1 Visit Humana.com/registration and select the “Start activation now” button.

Choose your preferences.

2 The first time you sign into your MyHumana account, be sure to choose how you want
to receive information from us—online or mailed to your home. You can update your
communication preferences at any time.

View your plan benefits.

3 After you set up your account, be sure to view your plan documents so you understand
your benefits and costs. You can also update your member profile if your contact
information has changed.

Scan this QR code *App Store and Google Play app store are
registered trademarks of Apple Inc. and

Google. All rights reserved. Apple and
Google are not participants in or sponsors
of this promotion.

Scan this QR code with your mobile
device to create your account.



Use Humana’s Find a Pharmacy tool to search for an
in-network pharmacy near you

Choosing a pharmacy is an important decision. You can use Humana’s Find a Pharmacy tool
to search for an in-network pharmacy near you.

Find a pharmacy that fits your needs

Filter your search 1 = Go to Humana.com/FindaPharmacy

2 Enter a location. Enter an address, ZIP code
Location or city in the “Location” field so we can display
your search results. You can also select the
arrow icon next to the location field to allow us
to access your current location.

‘ City, state, ZIP or street addr 4 ‘

Network @

3 Select a network. Select your network to
‘ see what pharmacies match your plan. To
help narrow the search, choose the employer
Refine your search network that represents your plan: Humana
‘ Medicare Employer Plan (Medicare Group).*

‘ Humana Medicare Employer...

‘ Search by Pharmacy

4 Results. Have you found the pharmacy that
you are looking for? If you need to revise your
search, you can search again without leaving
the results page.

Services Offered \

Once you find a pharmacy that seems like a
good fit for your needs, you can:

* View participation status
Pharmacy Type v * View services and features
Click on the link for the pharmacy website
Get directions to the pharmacy

Languages spoken v

Participation Status v
+ Send the pharmacy’s contact information
to your email
Accessibility v
*Required

can provide information by phone or send a printed directory. Call our Customer Care
team at 800-585-7417 (TTY: 711), Monday - Friday, 7 a.m. - 8 p.m., Central time.

@ If you need help choosing a pharmacy or selecting a network, or have questions, we




Know your numbers
Find important numbers anytime you need them*

Humana Group Medicare Customer Care
800-585-7417 (TTY: 711),
Monday - Friday, 7 a.m. - 8 p.m., Central time

MyHumana
Sign in to or register for MyHumana to access your personal and secure plan
information at Humana.com.

MyHumana mobile app
Humana.com/mobile-apps

Pharmacies in your network
Humana.com/FindaPharmacy

CenterWell Pharmacy™
800-379-0092 (TTY: 711),
Monday - Friday, 7 a.m. - 10 p.m., and Saturday, 7 a.m. - 5:30 p.m., Central time
CenterWellPharmacy.com

CenterWell Specialty Pharmacy™

800-486-2668 (TTY: 711),

Monday - Friday, 7 a.m. - 10 p.m., and Saturday, 7 a.m. - 5:30 p.m., Central time
CenterWellSpecialtyPharmacy.com

Humana Clinical Pharmacy Review Team
800-555-2546 (TTY: 711),
Monday - Friday, 7 a.m. - 7 p.m., Central time

State health insurance program offices
800-633-4227 (TTY: 711), daily
www.cms.gov/apps/contacts/#

*You must be a Humana member to use these services.
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é Let's talk about the Humana Group

Medicare PDP.

Find out more about the Humana Group Medicare PDP - including the services it covers -
in this easy-to-use guide.

The benefit information provided is a summary of what we cover and what you pay. It doesn’t
list every service that we cover or list every limitation or exclusion. For a complete list of
services we cover, refer to the "Evidence of Coverage."

To be eligible

To join the Humana Group Medicare
PDP, you must be entitled to Medicare
Part A, be enrolled in Medicare Part B,
and live in our service area.

Plan name:
Humana Group Medicare PDP

How to reach us:

Members should call toll-free
1-800-585-7417 for questions
(TTY/TDD: 711)

Call Monday - Friday, 7 a.m. - 8 p.m.,
Central time.

Or visit our website: Humana.com

3 Summary of Benefits 2026
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Deductible

Pharmacy (Part D) deductible This plan does not have a deductible.

@ Prescription Drug Benefits

Initial coverage (after you pay your deductible, if applicable)
You pay the following until your total out-of-pocket drug costs reach $2,100. Once you reach this amount,
you will enter the Catastrophic Stage.

Tier

30-day supply
1 (Generic or Preferred Generic)

Standard
Retail Pharmacy

$5 copay and you pay 15% of
the remaining cost share

Standard
Mail Order

$5 copay and you pay 15% of
the remaining cost share

2 (Preferred Brand)

$15 copay and you pay 25% of
the remaining cost share

$15 copay and you pay 25% of
the remaining cost share

3 (Non-Preferred Drug)

$25 copay and you pay 50% of
the remaining cost share

$25 copay and you pay 50% of
the remaining cost share

4 (Specialty Tier)

$25 copay and you pay 50% of
the remaining cost share

$25 copay and you pay 50% of
the remaining cost share

90-day supply
1 (Generic or Preferred Generic)

$5 copay and you pay 15% of
the remaining cost share

$5 copay and you pay 15% of
the remaining cost share

2 (Preferred Brand)

$15 copay and you pay 25% of
the remaining cost share

$15 copay and you pay 25% of
the remaining cost share

3 (Non-Preferred Drug)

$25 copay and you pay 50% of
the remaining cost share

$25 copay and you pay 50% of
the remaining cost share

4 (Specialty Tier)

N/A

N/A

There may be generic and brand-name drugs, as well as Medicare-covered drugs, in each of the tiers. To
identify commonly prescribed drugs in each tier, see the Prescription Drug Guide/Formulary. To view the
most complete and current Drug Guide information online, visit www.humana.com/SearchResources,
locate Prescription Drug section, select www.humana.com/MedicareDrugList link; under Printable drug
lists, click Printable Drug lists, select future plan year, select Group Medicare under Plan Type and search

for GRP50.

Important Message About What You Pay for Vaccines - This plan covers most Part D vaccines at no cost

to you (even if you haven't paid your deductible, if applicable). Call Humana Group Medicare Customer

Care for more information.

Important Message About What You Pay for Insulin - You won't pay more than $35 for a one-month
supply of each insulin product covered by this plan, no matter what cost-sharing tier it's on. Note: Not all
tiers may include insulin. Please refer to your Prescription Drug Guide to confirm insulin coverage.

=~

Summary of Benefits
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ADDITIONAL DRUG COVERAGE

Original Medicare Certain drugs excluded by Original Medicare are covered under this plan. You
excluded drugs pay the cost share associated with the tier level for certain Cough/Cold, Erectile
Dysfunction drugs. The amount you pay when you fill a prescription for these
drugs does not count towards qualifying you for the Catastrophic Coverage
stage.
Contact Humana Group Medicare Customer Care at the phone number on the
back of your membership card for more details.

Catastrophic Coverage

After your total out-of-pocket costs reach $2,100, you pay $0 for plan-covered Part D and plan-covered
excluded drugs.

5 Summary of Benefits 2026



Notice of Availability - Auxiliary Aids and Services Notice

English: Free language, auxiliary aid, and alternate format services are available. Call 877-320-1235
(TTY: 711).

877-320-1235 ai )l e Joail Ulaa Jaaad) Gl g L 8lay) Sae Lisal) 5 Aall) cilend 3 453 :[Arabic] du al

(711 :paill iilgll)

SwyjtpEU [Armenian]: Iwuwlbh B wuyswn |Ggwywl, wowygdwl W wjpunpwlpwihu dlwswhh
SwnwynLpynLuutp: 2wiuqwhwnb'p* 877-320-1235 (TTY: 711):

J1$eT [Bengali]: RTINS N1, W35 S2rwel, (32 [RFg R ARTIA TN | (PN S
877-320-1235 (TTY: 711) V(S|

fB{AHS [Simplified Chinese]: FA TR MM R BB S  SHBNS & UM EH R AR AR S . 1B 2B
877-320-1235 (RFEEL:711),

LREP [Traditional Chinese]: IRl iR L R B MUE = BB R A U R E MR R4S ARFE AN E
877-320-1235 (BEpEE4R:711)¢

Kreyol Ayisyen [Haitian Creole]: Lang gratis, €d oksilye, ak lot foma sévis disponib. Rele 877-320-1235
(TTY: 711).

Hrvatski [Croatian]: Dostupni su besplatni jezik, dodatna pomo¢ i usluge alternativnog formata. Nazovite
877-320-1235 (TTY: 711).

877-320-1235 L sl s s 5o 0 Bila (6l Cae i g il (gl SaS (I8 )by cladd :[Farsi] e
2,80 ol (TTY: 711)

Francgais [French] : Des services gratuits linguistiques, d’aide auxiliaire et de mise au format sont
disponibles. Appeler le 877-320-1235 (TTY: 711).

Deutsch [German]: Es stehen kostenlose unterstiitzende Hilfs- und Sprachdienste sowie alternative
Dokumentformate zur Verfigung. Telefon: 877-320-1235 (TTY: 711).

EMnvikd [Greek]: AwatiBevtal dwpedv YAWOOLKEG UTINPECIEC, fONOMAHATA KAL UTINPEGIEC OE EVAANAKTIKEG
nipooBdotpec popdéc. Karéote oto 877-320-1235 (TTY: 711).

oAl [Gujarati]: (:9es @Ml UslaUs Ul Ul ds(AAs iz Aaull Gucsd . 877-320-1235
(TTY: 711) UR sle $3L.

.0"917N D'UNNID] D'VORVINTY IT'AN,DIANN 'NN'Y :D1'NA DMT NIR D'NIN'Y :[Hebrew] nay
(TTY: 711) 877-320-1235 190n7 "wjpnin N2

f@=el [Hindi]: fo:3[eeh ST, W #Heg 3R depfedsh WEW HaIU 3l & 877-320-1235
(TTY: 711) R Hiel H|

Hmoob [Hmong]: Muaj kev pab txhais lus, pab kom hnov suab, thiab lwm tus gauv pab cuam.
Hu 877-320-1235 (TTY: 711).

Italiano [Italian]: Sono disponibili servizi gratuiti di supporto linguistico, assistenza ausiliaria e formati
alternativi. Chiama il numero 877-320-1235 (TTY: 711).

This notice is available at https://www.humana.com/legal/multi-language-support.
GHHNOA2025HUM_0425



BZAEE [Japanese: S B ET —EXHZERT—EXAKBEA Y —EXZERTIRIBWEITE
9,877-320-1235 (TTY: 711) £THEFEEELL,

Meanigi[Khmer]: UNAYIZAMan SSW 83 ihAYMS[HIINHSSuMGIRTNSY giunis]
e 877-320-1235 (TTY: 711)4

ot=0f [Korean]: #& 210], 22 X[ Sl CHA| 4] MH|AZ 0|83t = ASLIC.
877-320-1235 (TTY: 711)HO 2 EO[SIH AL,

WIF9290 [Lao] TNIVINIVGIVWIFI, BULNOVFOBCHS CCOT FVCCLLNIYCS NSV Vi lGLsS.
un 877-320-1235 (TTY: 711).

Diné [Navajo]: Saad t’44 jiik’eh, t’aadoole’é binahji’ bee adahodooniligii diné bich’t’ anidahazt’1’1, d66 tahgo
at’éego bee hada’dilyaaigii bee bika’aanida’awo’i dah6l9. Kohji’ hodiilnih 877-320-1235 (TTY: 711).

Polski [Polish]: Dostepne sg bezptatne ustugi jezykowe, pomocnicze i alternatywne formaty. Zadzwon pod
numer 877-320-1235 (TTY: 711).

Portugués [Portuguese]: Estao disponiveis servicos gratuitos de ajuda linguistica auxiliar e outros
formatos alternativos. Ligue 877-320-1235 (TTY: 711).

UATST [Punjabi]: HE3 37, AJed AIesT, w3 feasfus 2gne Re< Qusyy J61 877-320-1235
(TTY: 711) ‘3 IS 3|

Pycckni [Russian]: MpeaocTaBnarotcsa 6ecnnaTtHble yCayrm A3bIKoBOM Noaaep KKy, BCrioMoratenbHble
cpeacTBa 1 MaTepuarbl B anbTepHaTMBHbIX popMaTax. 3BoHUTe no HoMepy 877-320-1235 (TTY: 711).

Espanol [Spanish]: Los servicios gratuitos de asistencia linglistica, ayuda auxiliary servicios en otro
formato estan disponibles. Llame al 877-320-1235 (TTY: 711).

Tagalog [Tagalog]: Magagamit ang mga libreng serbisyong pangwika, serbisyo o device na pantulong, at
kapalit na format. Tumawag sa 877-320-1235 (TTY: 711).

S0P [Tamil]: @eveus Qomg), sieneset 2 gall HMID WIHMI eupel Caemeussit 2 6itemesr. 877-320-1235
(TTY: 711) &3 Si601p586)LD.

S0t [Teluég & 2773, DIFONE DREB), OO (DEB§IT®) O °T2E] WdeN
002N’ (1©a). 877-320-1235 (TTY 711) 8 2O TONOK.

-877-320-1235 (TTY: 711) JS G iy Cladd S Cupe Jla Jalie 5l calaal (g lae ¢l 3 e [Urdu]: 52

Tiéng Viét [Vietnamese]: C6 san cac dich vu mién phi vé ngén ngif, hd trg bd sung va dinh dang thay thé.
Hay goi 877-320-1235 (TTY: 711).

ATOCE [Amharic]- £3%T AJH 998006k, AT AT9L60 PLOT PATD: A1 ATTID L7164 N
877-320-1235 (TTY: 711) AL 22

B&so3 ‘[Bassa]: Wudu-xwiniin-mu-za-za kiia, Hwodd-forio-nyo, ké nyoa-balin-po-ka bé bé nyuee se widi
pé&-pée do ko 877-320-1235 (TTY: 711) da.

Bekee [Igbo]: Asusu n’efu, enyemaka nkwaru, na oru usoro ndj 0zo di. Kpoo 877-320-1235 (TTY: 711).

Oyinbd [Yoruba]: Awon isé atilehin iranldowo &de, ati ona kika miran wa larowétd. Pe 877-320-1235
(TTY: 711).

9Tl [Nepali]: STNRHFaET 1:¢csh, TS AU T dehfeush Bre (S/Taedn) Yag® 3Tcisy
S | 877-320-1235 (TTY: 711) AT &l B |




@ Find out more

You can see this plan's pharmacy directory at
https://www.Humana.com/finder/pharmacy/ or call us at the number listed at
the beginning of this booklet and we will send you one.

or call us at the number listed at the beginning of this booklet and we will send

@ You can see this plan's drug formulary at www.Humana.com/medicaredruglist
you one.

Humana is a stand-alone prescription drug plan with a Medicare contract. Enrollment in this Humana plan
depends on contract renewal.

If you want to compare this plan with other Medicare health plans, you can call your employer or union
sponsoring this plan to find out if you have other options through them.

If you want to know more about the coverage and costs of Original Medicare, look in your current "Medicare
& You" handbook. View it online at http://www.medicare.gov or get a copy by calling 1-800-MEDICARE
(1-800-633-4227), 24 hours a day, 7 days a week. TTY users should call 1-877-486-2048.

All product names, logos, brands and trademarks are property of their respective owners, and any use does
not imply endorsement.

Humanq® Humana.com
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Prescription Drug Guide

Humana Medicare Employer Plan Abbreviated
Formulary

Partial List of covered drugs or "Drug List"

PLEASE READ: THIS DOCUMENT CONTAINS INFORMATION
ABOUT SOME OF THE DRUGS WE COVER IN THIS PLAN.

50

Formulary 26800

This abridged formulary was updated on 09/29/2025 and is not a complete list of drugs covered by our plan.
For a complete listing, or other questions, please contact the Humana Medicare Employer Plan Customer
Care Team with any questions at the number on the back of your membership card, or for TTY users, 711,
Monday through Friday, from 8 a.m. - 9 p.m., Eastern time. Our automated phone system is available after
hours, weekends, and holidays. Our website is also available 24 hours a day, 7 days a week, by visiting
Humana.com.

Instructions for getting information about all covered drugs are inside.

Humana.

Updated 09/29/2025



Welcome to The Humana Medicare Employer Plan!

Note to existing members: This Formulary has changed since last year. Please review this document to make sure
that it still contains the drugs you take. When this Drug List (Formulary) refers to “we,” “us”, or “our,” it means
Humana. When it refers to “plan” or “our plan”, it means the Humana Medicare Employer Plan. This document
includes a partial Drug List (formulary) for our plan whichis current as of January 1, 2026. For a complete, updated
Drug List (formulary), please contact us. Our contact information, along with the date we last updated the Drug List
(formulary), appears on the front and back cover pages.

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

What is the Humana Medicare Employer abridged formulary?

In this document, we use the terms Drug List and formulary to mean the same thing. A formulary is the entire list
of covered drugs or medicines selected by the Humana Medicare Employer Plan. The terms formulary and Drug List
may be used interchangeably throughout communications regarding changes to your pharmacy benefits. The
Humana Medicare Employer Plan worked with a team of doctors and pharmacists to make a formulary that
represents the prescription drugs we think you need for a quality treatment program. The Humana Medicare
Employer Plan will generally cover the drugs listed in the formulary as long as the drug is medically necessary, the
prescriptionis filled at a Humana Medicare Employer Plan network pharmacy, and other plan rules are followed.
For more information on how to fill your medicines, please review your Evidence of Coverage.

This document is a partial formulary and includes only some of the drugs covered by Humana Medicare Employer
Plan. For a complete listing of all prescription drugs covered by Humana Medicare Employer Plan, please visit our
website or call us. Our contact information, along with the date we last updated the formulary, appears on the
front and back cover pages.

If you are thinking about enrolling in a Humana Medicare Employer Plan and need help or a complete list of
covered drugs, please contact Group Medicare Customer Care number listed in your enrollment materials. If you
are a current member, call the number or visit the website listed in your Annual Notice of Change (ANOC) or
Evidence of Coverage (EOC), or call the number on the back of your Humana member identification card. Our live
representatives are available Monday through Friday from 8 a.m. - 9 p.m., Eastern time. Our automated phone
system is available after hours, weekends, and holidays.

Can the formulary change?

Most changes in drug coverage happen on January 1, but we may add or remove drugs on the formulary during the
year, move them to different cost sharing tiers, or add new restrictions. We must follow Medicare rules in making
these changes. Updates to the formulary are posted monthly to our website here:
Humana.com/medicaredruglist.

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

« Immediate substitutions of certain new versions of brand name drugs and original biological products.
We may immediately remove a drug on our formulary if we are replacing it with a certain new version of that
drug that will appear on the same or lower cost-sharing tier and with the same or fewer restrictions. When we
add a new version of a drug to our formulary, we may decide to keep the brand name drug or biological product
on our formulary, butimmediately move it to a different cost-sharing tier or add new restrictions.

We can make these immediate changes only if we are adding a new generic version of a brand name drug, or
adding certain new biosimilar versions of an original biological product, that was already on the formulary (for
example, adding an interchangeable biosimilar that can be substituted for an original biological product by a
pharmacy without a new prescription).
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If you are currently taking the brand name drug or biological product, we may not tell you in advance before we
make animmediate change, but we will later provide you with information about the specific change(s) we
have made.

If we make such a change, you or your prescriber can ask us to make an exception and continue to cover for you
the drug that is being changed. For more information, see the section below titled “How do I request an
exception to the Humana Formulary?”

Some of these drug types may be new to you. For more information, see the section below titled “What are
original biological products and how are they related to biosimilars?”

* Drugs removed from the market. If a drugis withdrawn from sale by the manufacturer or the Food and Drug
Administration (FDA) determines to be withdrawn for safety or effectiveness reasons, we may immediately
remove the drug from our formulary and later provide notice to members who take the drug.

« Other changes. We may make other changes that affect members currently taking a drug. For instance, we
may remove a brand name drug from the formulary when adding a generic equivalent or remove an original
biological product when adding a biosimilar. We may also apply new restrictions to the brand name drug or
original biological product, or move it to a different cost-sharing tier, or both. We may make changes based on
new clinical guidelines. If we remove drugs from our formulary, or add prior authorization, quantity limits and/or
step therapy restrictions on a drug, or move a drug to a higher cost-sharing tier, we must notify affected
members of the change at least 30 days before the change becomes effective. Alternatively, when a member
requests a refill of the drug, they may receive a 30-day supply of the drug and a notice of the change.

We will notify members who are affected by the following changes to the formulary:
When a drug is removed from the formulary.

« When prior authorization, quantity limits, or step-therapy restrictions are added to a drug or made more
restrictive.

« When adrugis moved to a higher cost sharing tier.

If we make these other changes, you or your prescriber can ask us to make an exception and continue to cover the
drug you have been taking. The notice we provide you will also include information on how to request an exception,
and you can also find information in the section below titled “How do I request an exception to the Humana
Formulary?"

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

What if you are affected by a Drug List change?

We will notify you by mail at least 30 days before one of these changes happen or we will provide a 30-day refill of
the affected medicine with notice of the change.

The enclosed formulary is current as of January 1, 2026. To get updated information about the drugs covered by
Humana please contact us. Our contact information appears on the front and back cover pages.
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How do I use the Formulary?
There are two ways to find your drug in the formulary:

Medical condition

The formulary starts on page 11. We have put the drugs into groups depending on the type of medical conditions
that they are used to treat. For example, drugs that treat a heart condition are listed under the category
"Cardiovascular Agents." If you know what medical condition your drug is used for, look for the category name in
the list that begins on page 11. Then look under the category name for your drug. The formulary also lists the Tier
and Utilization Management Requirements for each drug (see page 6 for more information on Utilization
Management Requirements).

Alphabetical listing

If you are not sure what category to look under, you should look for your drug in the Index that begins on page 31.
The Index provides an alphabetical list of all of the drugs included in this document. Both brand name drugs and
generic drugs are listed in the Index. Look in the Index and find your drug. Next to each drug, you will see the page
number where you can find coverage information. Turn to the page listed in the Index and find the name of the
drugin the first column of the list.

What are generic drugs?

Humana covers both brand name drugs and generic drugs. A generic drug is approved by the FDA as having the
same active ingredient as the brand name drug. Generally, generic drugs work just as well as and usually cost less
than brand name drugs. There are generic drug substitutes available for many brand name drugs. Generic drugs
usually can be substituted for the brand name drug at the pharmacy without needing a new prescription,
depending on state laws.

What are original biological products and how are they related to biosimilars?

On the formulary, when we refer to drugs, this could mean a drug or a biological product. Biological products are
drugs that are more complex than typical drugs. Since biological products are more complex than typical drugs,
instead of having a generic form, they have alternatives that are called biosimilars. Generally, biosimilars work just
as well as the original biological product and may cost less. There are biosimilar alternatives for some original
biological products. Some biosimilars are interchangeable biosimilars and, depending on state laws, may be
substituted for the original biological product at the pharmacy without needing a new prescription, just like generic
drugs can be substituted for brand name drugs.

« Fordiscussion of drug types, please see the Evidence of Coverage, Chapter 5, Section 3.1, “The ‘Drug List’ tells
which Part D drugs are covered” if you have a Medicare Advantage plan. If you have a Prescription Drug Plan
(PDP), please see the Evidence of Coverage, Chapter 3, Section 3.1, "The 'Drug List" tells which Part D drugs are
covered". The type of plan can be found at the top of your Evidence of Coverage.

Prescription drugs are grouped into one of four tiers.

The Humana Medicare Employer Plan covers both brand-name drugs and generic drugs. A generic drug is approved
by the FDA as having the same active ingredient as the brand-name drug. Generally, generic drugs cost less than
brand-name drugs.

« Tier 1 - Generic or Preferred Generic: Generic or brand drugs that are available at the lowest cost share for the
plan

« Tier 2 - Preferred Brand: Generic or brand drugs that the plan offers at a higher cost to you than Tier 1 Generic
or Preferred Generic, and at a lower cost to you than Tier 3 Non-Preferred Drug

« Tier 3 - Non-Preferred Drug: Generic or brand drugs that the plan offers at a higher cost to you than Tier 2
Preferred Brand drug

« Tier 4 - Specialty Tier: Some injectables and other high-cost drugs
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How much will I pay for covered drugs?

The Humana Medicare Employer Plan pays part of the costs for your covered drugs and you pay part of the costs,
too.

The amount of money you pay depends on:

+ Which tier your drugis on
« Whether you fill your prescription at a network pharmacy
* Your current drug payment stage - please read your Evidence of Coverage (EOC) for more information

If you qualified for extra help with your drug costs, your costs may be different from those described above.
Please refer to your Evidence of Coverage (EOC) or call Group Medicare Customer Care to find out what your
costs are.

Are there any restrictions on my coverage?

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

include:

« Prior Authorization (PA): The Humana Medicare Employer Plan requires you to get prior authorization for
certain drugs. This means that you will need to get approval from the Humana Medicare Employer Plan before
you fill your prescriptions. If you do not get approval, the Humana Medicare Employer Plan may not cover the
drug.

* Quantity Limits (QL): For certain drugs, the Humana Medicare Employer Plan limits the amount of the drug that
is covered. The Humana Medicare Employer Plan might limit how many refills you can get or how much of a
drug you can get each time you fill your prescription. For example, if it is normally considered safe to take only
one pill per day for a certain drug, we may limit coverage for your prescription to no more than one pill per day.
Some drugs are limited to a 30-day supply regardless of tier placement.

« Step Therapy (ST): In some cases, the Humana Medicare Employer Plan requires that you first try certain drugs
to treat your medical condition before we will cover another drug for that condition. For example, if Drug A and
Drug B both treat your medical condition, the Humana Medicare Employer Plan may not cover Drug B unless
you try Drug A first. If Drug A does not work for you, the Humana Medicare Employer Plan will then cover Drug B.

* Part B versus Part D (BvsD): Some drugs may be covered under Medicare Part B or Part D, depending upon the
circumstances. Information may need to be submitted to the Humana Medicare Employer Plan that describes
the use and the place where you receive and take the drug so a determination can be made.

For drugs that need prior authorization or step therapy, or drugs that fall outside of quantity limits, your health care
provider can fax information about your condition and need for those drugs to the Humana Medicare Employer
Plan at 1-877-486-2621. Representatives are available Monday - Friday, 8 a.m. - 8 p.m. (EST).

You can find out if your drug has any additional requirements or limits by looking in the formulary that begins on
page 11.

You can also get more information about the restrictions applied to specific covered drugs by visiting
Humana.com/medicaredruglist. We have posted online documents that explain our prior authorization and step
therapy restrictions. You may also ask us to send you a copy. Our contact information, along with the date we last
updated the formulary, appears on the front and back cover pages.

You can ask the Humana Medicare Employer Plan to make an exception to these restrictions, limits or for a list of
other, similar drugs that may treat your health condition. See the section "How do I request an exception to the
Humana Formulary?" on page 7 for information about how to request an exception.
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What if my drug is not on the Formulary?

If your drugis not included in this formulary (list of covered drugs), you should first contact Humana Medicare
Employer Plan Customer Care and ask if your drug is covered. This document includes only a partial list of covered
drugs, so Humana Group Medicare Plan may cover your drug. For more information, please contact us. Our contact
information, along with the date we last updated the formulary, appears on the front and back cover pages.

If you learn that Humana Medicare Employer Plan does not cover your drug, you have two options:

* You can ask Group Medicare Customer Care for alist of similar drugs that are covered by Humana Medicare
Employer Plan. When you receive the list, show it to your doctor and ask them to prescribe a similar drug that is
covered by the Humana Medicare Employer Plan.

* You can ask the Humana Medicare Employer Plan to make an exception and cover your drug. See below for
information about how to request an exception.

How do I request an exception to the Humana Formulary?

You can ask the Humana Medicare Employer Plan to make an exception to the coverage rules. There are several
types of exceptions that you can ask us to make.

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

« Utilization restriction exception: You can ask us to waive a coverage restriction including prior authorization,
step therapy, or a quantity limit on your drug. For example, for certain drugs, Humana Group Medicare Plan
limits the amount of the drug that we will cover. If your drug has a quantity limit, you can ask us to waive the
limit and cover a greater amount.

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

Generally, the Humana Medicare Employer Plan will only approve your request for an exception if the alternative
drugs included on the plan's formulary, the lower cost sharing drug, or applying the restriction would not be as
effective for you and/or would cause you to have adverse effects.

You or your prescriber should contact us to ask for a tiering or formulary exception, including an exception to a
coverage restriction. When you request an exception, your prescriber will need to explain the medical
reasons why you need the exception. Generally, we must make our decision within 72 hours of getting your
prescriber’s supporting statement. You can ask for an expedited (fast) decision if you believe, and we agree, that
your health could be seriously harmed by waiting up to 72 hours for a decision. If we agree, or if your prescriber
asks for a fast decision, we must give you a decision no later than 24 hours after we get your prescriber’s
supporting statement.

What can I do if my drug is not on the formulary or has a restriction?

As a new or continuing member in our plan you may be taking drugs that are not on our formulary. Or, you may be
taking a drug that is on our formulary but has a coverage restriction, such as prior authorization. You should talk to
your prescriber about requesting a coverage decision to show that you meet the criteria for approval, switching to
an alternative drug that we cover, or requesting a formulary exception so that we will cover the drug you take.
While you and your doctor determine the right course of action for you, we may cover your drug in certain cases
during the first 90 days you are a member of our plan.

For each of your drugs that is not on our formulary or has a coverage restriction, we will cover a temporary 30-day
supply. If your prescription is written for fewer days, we’ll allow refills to provide up to a maximum 30 day supply of
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medication. If coverage is not approved, after your first 30-day supply, we will not pay for these drugs, even if you
have been a member of the plan less than 90 days.

If you are a resident of a long-term care facility and you need a drug that is not on our formulary or if your ability to
get your drugs is limited, but you are past the first 90 days of membership in our plan, we will cover a 31-day
emergency supply of that drug unless you have a prescription written for fewer days. (in which case we will allow
multiple fills to provide up to a total of 31 days of a drug) while you pursue a formulary exception.

Throughout the plan year, your treatment setting (the place where you receive and take your medicine) may

change These changes include:
Members who are discharged from a hospital or skilled-nursing facility to a home setting

« Members who are admitted to a hospital or skilled-nursing facility from a home setting

« Members who transfer from one skilled-nursing facility to another and use a different pharmacy

« Members who end their skilled-nursing facility Medicare Part A stay (where payments include all pharmacy
charges) and who now need to use their Part D plan benefit

« Members who give up Hospice Status and go back to standard Medicare Part A and B coverage

« Members discharged from chronic psychiatric hospitals with highly individualized drug regimens

For these changes in treatment settings, the Humana Medicare Employer Plan will cover as much as a 31-day
temporary supply of a Part D-covered drug when you fill your prescription at a pharmacy. If you change treatment
settings multiple times within the same month, you may have to request an exception or prior authorization and
receive approval for continued coverage of your drug. The Humana Medicare Employer Plan will review requests for
continuation of therapy on a case-by-case basis understanding when you are on a stabilized drug regimen that, if
changed, is known to have risks.

Transition extension

The Humana Medicare Employer Plan will consider on a case-by-case basis an extension of the transition period if
your exception request or appeal has not been processed by the end of your initial transition period. We will
continue to provide necessary drugs to you if your transition period is extended.

A Transition Policy is available on Humana's Medicare website, Humana.com, in the same area where the
Prescription Drug Guides are displayed.

CenterWell Pharmacy™

You may fill your medicines at any network pharmacy. CenterWell Pharmacy - Humana's mail-delivery pharmacy
is one option. To get started or learn more, visit CenterWellPharmacy.com. You can also call CenterWell Pharmacy
at 1-844-222-2151 (TTY: 711) Monday - Friday, 8 a.m. to 11 p.m. (EST), and Saturday, 8 a.m. to 6:30 p.m. (EST).

Other pharmacies are available in our network.
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For More Information

For more detailed information about your Humana Medicare Employer Plan prescription drug coverage, please
review your Evidence of Coverage and other plan materials.

If you have questions about Humana Group Medicare Plan, please contact us. Our contact information, along with
the date we last updated the formulary, appears on the front and back cover pages.

If you have general questions about Medicare prescription drug coverage, please call Medicare at
1-800-MEDICARE (1-800-633-4227) 24 hours a day, seven days a week. TTY users should call 1-877-486-2048.
You can also visit www.medicare.gov.
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Humana Medicare Employer Plan Formulary

The abridged formulary that begins on the next page provides coverage information about some of the drugs
covered by the Humana Medicare Employer Plan. If you have trouble finding your drug in the list, turn to the Index
that begins on page 31.

Remember: This is only a partial list of drugs covered by Humana. If your prescription drugis not listed in this
partial formulary, please contact us. Our contact information, along with the date we last updated the formulary,
appears on the front and back cover pages.

Your plan has additional coverage of some drugs. These drugs are not normally covered under Medicare Part D and
are not subject to the Medicare appeals process. These drugs are listed separately on page 29.

How to read your formulary

The first column of the chart lists categories of medical conditions in alphabetical order. The drug names are then
listed in alphabetical order within each category. Brand-name drugs are CAPITALIZED and generic drugs are listed
in lower-case italics. Next to the drug name or Utilization Management column, you may see an indicator to tell
you about additional coverage information for that drug. You might see the following indicators:

DL - Dispensing Limit; Drugs that may be limited to a 30 day supply, regardless of tier placement.

MO - Drugs that are typically available through mail-order. Please contact your mail-order pharmacy to make sure
your drugis available.

LA - Limited Access; The health plan has authorized certain pharmacies to dispense this medicine, as it requires
extra handling, doctor coordination or patient education. Please call the number on the back of your ID card for
additional information.

CI - Covered insulin products; Part D insulin products covered by your plan. For more information on cost sharing
for your covered insulin products, please refer to your Evidence of Coverage.

AV - Advisory Committee on Immunization Practices (ACIP) Covered Part D vaccines; Part D vaccines
recommended by ACIP for adults that may be available at no cost to you; additional restrictions may apply. For
more information, please refer to your Evidence of Coverage.

PDS - Preferred Diabetic Supplies; BD and HTL-Droplet are the preferred diabetic syringe and pen needle brands for
the plan.

The second column lists the tier of the drug. See page 5 for more details on the drug tiers in your plan.

The third column shows the Utilization Management Requirements for the drug. The Humana Medicare Employer
Plan may have special requirements for covering that drug. If the columniis blank, then there are no utilization
requirements for that drug. The supply for each drug is based on benefits and whether your health care provider
prescribes a supply for 30, 60, or 90 days. The amount of any quantity limits will also be in this column (Example:
"QL - 30 for 30 days" means you can only get 30 doses every 30 days). See page 6 for more information about
these requirements.
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DRUG NAME TIER UTILIZATION

MANAGEMENT

REQUIREMENTS
ANALGESICS
celecoxib 100 mg, 200 mg CAPSULE M© 1
diclofenac sodium 75 mg TABLET, DR/EC MO 1
hydrocodone-acetaminophen 10-325 mg, 5-325 mg, 7.5-325 mg TABLET Pt 1 QL(360 per 30 days)
ibuprofen 600 mg, 800 mg TABLET MO 1
meloxicam 15 mg TABLET MO 1 QL(30 per 30 days)
meloxicam 7.5 mg TABLET MO 1 QL(60 per 30 days)
naproxen 500 mg TABLET MO 1
oxycodone 10 mg, 5 mg TABLET Pt 1 QL(360 per 30 days)
oxycodone-acetaminophen 10-325 mg, 5-325 mg, 7.5-325 mg TABLET Pt 1 QL(360 per 30 days)
tramadol 50 mq TABLET Pt 1 QL(240 per 30 days)
ANESTHETICS
lidocaine 5 % ADHESIVE PATCH, MEDICATED MO | 1 | PA,QL(90 per 30 days)
ANTI-ADDICTION/SUBSTANCE ABUSE TREATMENT AGENTS
KLOXXADO 8 MG/ACTUATION SPRAY, NON-AERQSQOL Mo 2

OPVEE 2.7 MG/ACTUATION SPRAY, NON-AERQSOQL MO
ZUBSOLV 0.7-0.18 MG, 1.4-0.36 MG, 11.4-2.9 MG, 2.9-0.71 MG, 5.7-1.4 MG, 1
8.6-2.1 MG SUBLINGUAL TABLET MO

ANTIBACTERIALS

amoxicillin 500 mg CAPSULE MO

amoxicillin 500 mg TABLET MO

amoxicillin-pot clavulanate 875-125 mg TABLET MO
azithromycin 250 mg TABLET MO

cefdinir 300 mg CAPSULE MO

cephalexin 500 mg CAPSULE MO

ciprofloxacin hcl 500 mg TABLET MO

DIFICID 200 MG TABLET Pt

DIFICID 40 MG/ML SUSPENSION FOR RECONSTITUTION Pt
doxycycline hyclate 100 mg CAPSULE MO

doxycycline hyclate 100 mg TABLET MO

levofloxacin 500 mg TABLET MO

nitrofurantoin monohyd/m-cryst 100 mg CAPSULE MO
sulfamethoxazole-trimethoprim 800-160 mg TABLET MO

Y N [ [N

Need more information about the indicators displayed by the drug names? Please go to page 10. Need more
information about the utilization management requirements? Please go to page 6.

AV - ACIP Covered Part D vaccines * BvsD - Part B vs Part D « CI - Covered Insulin Products « DL - Dispensing Limit « LA
- Limited Access « MO - Mail Order « PA - Prior Authorization « PDS - BD/HTL-Droplet are the Preferred Diabetic
Supplies « QL - Quantity Limit « ST - Step Therapy

2026 HUMANA MEDICARE EMPLOYER PLAN ABBREVIATED FORMULARY UPDATED 09/29/2025 - 11



DRUG NAME

UTILIZATION
MANAGEMENT

REQUIREMENTS

ANTICONVULSANTS

EPIDIOLEX 100 MG/ML SOLUTION Pt 4 PA
gabapentin 100 mg, 300 mg, 400 mg CAPSULE MO 1 QL(270 per 30 days)
gabapentin 600 mg, 800 mg TABLET MO 1 QL(180 per 30 days)
levetiracetam 500 mg TABLET MO 1

NAYZILAM 5 MG/SPRAY (0.1 ML) SPRAY, NON-AEROSOL Pt 3 QL(10 per 30 days)
ANTIDEMENTIA AGENTS

donepezil 10 mg, 5 mg TABLET MO 1

memantine 10 mg, 5 mg TABLET MO 1 PA
NAMZARIC 14-10 MG, 21-10 MG, 28-10 MG, 7-10 MG CAPSULE ER SPRINKLE PA,QL(30 per 30 days)
24 HR.

NAMZARIC 7/14/21/28 MG-10 MG CAPSULE ER SPRINKLE 24 HR. MO 3 PA,QL(28 per 28 days)
ANTIDEPRESSANTS

amitriptyline 25 mg TABLET MO 1

AUVELITY 45-105 MG TABLET, IR/ER, BIPHASIC MO 3 ST,QL(60 per 30 days)
bupropion hcl 150 mg TABLET, ER 24 HR. MO 1 QL(90 per 30 days)
bupropion hcl 300 mg TABLET, ER 24 HR. MO 1 QL(60 per 30 days)
citalopram 10 mg, 20 mg, 40 mg TABLET MO 1

escitalopram oxalate 10 mg, 20 mg, 5 mg TABLET MO 1

fluoxetine 20 mg CAPSULE MO 1 QL(120 per 30 days)
fluoxetine 40 mg CAPSULE MO 1 QL(60 per 30 days)
mirtazapine 15 mg, 30 mg, 7.5 mg TABLET MO 1

sertraline 100 mg TABLET MO 1 QL(60 per 30 days)
sertraline 25 mg, 50 mq TABLET MO 1 QL(90 per 30 days)
trazodone 100 mg, 150 mg, 50 mg TABLET MO 1

TRINTELLIX 10 MG, 20 MG, 5 MG TABLET MO 3 ST,QL(30 per 30 days)
venlafaxine 150 mg CAPSULE, ER 24 HR. MO 1 QL(60 per 30 days)
venlafaxine 75 mag CAPSULE, ER 24 HR. MO 1 QL(90 per 30 days)
ANTIEMETICS

meclizine 25 mg TABLET MO 1

ondansetron 4 mg, 8 mg TABLET, DISINTEGRATING MO 1 BvsD
ondansetron hcl 4 mq TABLET MO 1 BvsD
ANTIFUNGALS

clotrimazole-betamethasone 1-0.05 % CREAM MO 1 QL(180 per 30 days)
fluconazole 150 mg TABLET MO 1

Need more information about the indicators displayed by the drug names? Please go to page 10. Need more

information about the utilization management requirements? Please go to page 6.

AV - ACIP Covered Part D vaccines * BvsD - Part B vs Part D « CI - Covered Insulin Products « DL - Dispensing Limit « LA
- Limited Access « MO - Mail Order « PA - Prior Authorization « PDS - BD/HTL-Droplet are the Preferred Diabetic

Supplies * QL - Quantity Limit « ST - Step Therapy
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DRUG NAME

UTILIZATION
MANAGEMENT

REQUIREMENTS

ketoconazole 2 % CREAM MO 1 QL(60 per 30 days)
ketoconazole 2 % SHAMPOO MO 1 QL(120 per 30 days)
ANTIGOUT AGENTS

allopurinol 100 mg, 300 mg TABLET MO 1

colchicine 0.6 mq TABLET MO 1 QL(120 per 30 days)
ANTIMIGRAINE AGENTS

EMGALITY PEN 120 MG/ML PEN INJECTOR MO 3 PA,QL(2 per 30 days)
EMGALITY SYRINGE 120 MG/ML SYRINGE MO 3 PA,QL(2 per 30 days)
EMGALITY SYRINGE 300 MG/3 ML (100 MG/ML X 3) SYRINGE MO 3 PA,QL(3 per 30 days)
QULIPTA 10 MG, 30 MG, 60 MG TABLET MO 3 PA,QL(30 per 30 days)
UBRELVY 100 MG, 50 MG TABLET MO 2 PA,QL(16 per 30 days)
ANTIMYASTHENIC AGENTS

VYVGART 20 MG/ML SOLUTION Pt 4 PA

VYVGART HYTRULO 1,000 MG-10,000 UNIT/5 ML SYRINGE Pt b PA,QL(20 per 28 days)
VYVGART HYTRULO 1,008 MG-11,200 UNIT/5.6 ML SOLUTION Pt b PA,QL(22.4 per 28 days)
ANTINEOPLASTICS

ALECENSA 150 MG CAPSULE bt b PA,QL(240 per 30 days)
ALUNBRIG 180 MG, 90 MG TABLET Pt b PA,QL(30 per 30 days)
ALUNBRIG 30 MG TABLET Pt b PA,QL(180 per 30 days)
ALUNBRIG 90 MG (7)- 180 MG (23) TABLET, DOSE PACK Pt 4 PA,QL(30 per 30 days)
anastrozole 1 mg TABLET MO 1 QL(30 per 30 days)
BRUKINSA 80 MG CAPSULE Pt b PA,QL(120 per 30 days)
CABOMETYX 20 MG, 40 MG, 60 MG TABLET Pt b PA,QL(30 per 30 days)
CALQUENCE (ACALABRUTINIB MAL) 100 MG TABLET Pt 4 PA,QL(60 per 30 days)
ERIVEDGE 150 MG CAPSULE Pt b PA,QL(28 per 28 days)
ERLEADA 240 MG TABLET Pt b PA,QL(30 per 30 days)
ERLEADA 60 MG TABLET Pt b PA,QL(120 per 30 days)
IBRANCE 100 MG, 125 MG, 75 MG CAPSULE Pt b PA,QL(21 per 28 days)
IBRANCE 100 MG, 125 MG, 75 MG TABLET Pt b PA,QL(21 per 28 days)
IMBRUVICA 140 MG CAPSULE Pt b PA,QL(120 per 30 days)
IMBRUVICA 140 MG, 280 MG TABLET Pt 4 PA
IMBRUVICA 420 MG TABLET Pt b PA,QL(28 per 28 days)
IMBRUVICA 70 MG CAPSULE Pt b PA,QL(28 per 28 days)
IMBRUVICA 70 MG/ML SUSPENSION Pt 4 PA

KISQALI 200 MG/DAY (200 MG X 1) TABLET Pt 4 PA,QL(21 per 28 days)

Need more information about the indicators displayed by the drug names? Please go to page 10. Need more

information about the utilization management requirements? Please go to page 6.

AV - ACIP Covered Part D vaccines * BvsD - Part B vs Part D « CI - Covered Insulin Products « DL - Dispensing Limit « LA
- Limited Access « MO - Mail Order « PA - Prior Authorization « PDS - BD/HTL-Droplet are the Preferred Diabetic

Supplies * QL - Quantity Limit « ST - Step Therapy
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DRUG NAME

TIER

UTILIZATION
MANAGEMENT

REQUIREMENTS

KISQALI 400 MG/DAY (200 MG X 2) TABLET Pt 4 PA,QL(42 per 28 days)
KISQALI 600 MG/DAY (200 MG X 3) TABLET Pt 4 PA,QL(63 per 28 days)
KISQALI FEMARA CO-PACK 200 MG/DAY(200 MG X 1)-2.5 MG TABLET Pt 4 PA,QL(49 per 28 days)
KISQALI FEMARA CO-PACK 400 MG/DAY(200 MG X 2)-2.5 MG TABLET Pt 4 PA,QL(70 per 28 days)
KISQALI FEMARA CO-PACK 600 MG/DAY(200 MG X 3)-2.5 MG TABLET Pt 4 PA,QL(91 per 28 days)
LUMAKRAS 120 MG TABLET Pt 4 PA,QL(240 per 30 days)
LUMAKRAS 240 MG TABLET Pt 4 PA,QL(120 per 30 days)
LUMAKRAS 320 MG TABLET Pt 4 PA,QL(90 per 30 days)
LYNPARZA 100 MG, 150 MG TABLET Pt 4 PA,QL(120 per 30 days)
NUBEQA 300 MG TABLET Pt b4 PA,QL(120 per 30 days)
ORGOVYX 120 MG TABLET Pt 4 PA,QL(32 per 30 days)
RUXIENCE 10 MG/ML SOLUTION Pt b4 PA
TRAZIMERA 150 MG, 420 MG RECON SOLUTION Pt b4 PA
VERZENIO 100 MG, 150 MG, 200 MG, 50 MG TABLET Pt 4 PA,QL(60 per 30 days)
XTANDI 40 MG CAPSULE Bt 4 PA,QL(120 per 30 days)
XTANDI 40 MG TABLET Pt 4 PA,QL(120 per 30 days)
XTANDI 80 MG TABLET Pt 4 PA,QL(60 per 30 days)
ZEJULA 100 MG, 200 MG, 300 MG TABLET Pt 4 PA,QL(30 per 30 days)
ZIRABEV 25 MG/ML SOLUTION Pt 4 PA
ANTIPARASITICS

hydroxychloroguine 200 mq TABLET MO 1

ANTIPARKINSON AGENTS

carbidopa-levodopa 25-100 mg TABLET MO 1

CREXONT 35-140 MG, 52.5-210 MG, 70-280 MG, 87.5-350 MG CAPSULE, 3 ST,QL(180 per 30 days)
IR/ER, BIPHASIC MO

RYTARY 23.75-95 MG, 48.75-195 MG CAPSULE, ER MO 3 ST.QL(360 per 30 days)
RYTARY 36.25-145 MG CAPSULE, ER MO 3 ST.QL(270 per 30 days)
RYTARY 61.25-245 MG CAPSULE, ER MO 3 ST,QL(300 per 30 days)
ANTIPSYCHOTICS

ABILIFY 10 MG, 15 MG, 2 MG, 20 MG, 30 MG, 5 MG TABLET MO 3 PA

ABILIFY ASIMTUFII 720 MG/2.4 ML SUSPENSION, ER, SYRINGE 4 QL(2.4 per 56 days)
ABILIFY ASIMTUFIT 960 MG/3.2 ML SUSPENSION, ER, SYRINGE 4 QL(3.2 per 56 days)
ABILIFY MAINTENA 300 MG, 400 MG SUSPENSION, ER, RECON Pt 4 QL(1 per 28 days)
ABILIFY MAINTENA 300 MG, 400 MG SUSPENSION, ER, SYRINGE Pt 4 QL(1 per 28 days)
ARISTADA 1,064 MG/3.9 ML SUSPENSION, ER, SYRINGE 4 QL(3.9 per 56 days)
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ARISTADA 441 MG/1.6 ML SUSPENSION, ER, SYRINGE Pt 4 QL(1.6 per 28 days)
ARISTADA 662 MG/2.4 ML SUSPENSION, ER, SYRINGE Pt 4 QL(2.4 per 28 days)
ARISTADA 882 MG/3.2 ML SUSPENSION, ER, SYRINGE Pt 4 QL(3.2 per 28 days)
ARISTADA INITIO 675 MG/2.4 ML SUSPENSION, ER, SYRINGE Pt 4 QL(2.4 per 42 days)
INVEGA 3 MG, 9 MG TABLET, ER 24 HR. MO 3 PA,QL(30 per 30 days)
INVEGA 6 MG TABLET, ER 24 HR. MO 3 PA,QL(60 per 30 days)
INVEGA HAFYERA 1,092 MG/3.5 ML SYRINGE 4 QL(3.5 per 180 days)
INVEGA HAFYERA 1,560 MG/5 ML SYRINGE 4 QL(5 per 180 days)
INVEGA SUSTENNA 117 MG/0.75 ML, 234 MG/1.5 ML, 78 MG/0.5 ML 4 QL(1.5 per 28 days)
SYRINGE Pt

INVEGA SUSTENNA 156 MG/ML SYRINGE Pt b QL(1 per 28 days)
INVEGA SUSTENNA 39 MG/0.25 ML SYRINGE MO 3 QL(1.5 per 28 days)
INVEGA TRINZA 273 MG/0.88 ML SYRINGE b QL(0.88 per 90 days)
INVEGA TRINZA 410 MG/1.32 ML SYRINGE b QL(1.32 per 90 days)
INVEGA TRINZA 546 MG/1.75 ML SYRINGE b QL(1.75 per 90 days)
INVEGA TRINZA 819 MG/2.63 ML SYRINGE b QL(2.63 per 90 days)
LYBALVI 10-10 MG, 15-10 MG, 20-10 MG, 5-10 MG TABLET Pt 4 PA,QL(30 per 30 days)
quetiapine 100 mg TABLET MO 1 QL(90 per 30 days)
quetiapine 25 mg, 50 mqg TABLET MO 1 QL(120 per 30 days)
REXULTI 0.25 MG, 0.5 MG, 1 MG, 2 MG, 3 MG, 4 MG TABLET Pt 4 PA,QL(30 per 30 days)
RISPERDAL 0.5 MG TABLET MO 3 QL(120 per 30 days)
RISPERDAL 1 MG, 2 MG, 3 MG, 4 MG TABLET MO 3 QL(60 per 30 days)
RISPERDAL 1 MG/ML SOLUTION Mo 3

RISPERDAL CONSTA 12.5 MG/2 ML, 25 MG/2 ML SUSPENSION, ER, RECON Mo 3 QL(2 per 28 days)
RISPERDAL CONSTA 37.5 MG/2 ML, 50 MG/2 ML SUSPENSION, ER, RECON Pt 4 QL(2 per 28 days)
ANTISPASTICITY AGENTS

baclofen 10 mg TABLETM©

tizanidine 4 mq TABLET MO

ANTIVIRALS

BIKTARVY 30-120-15 MG, 50-200-25 MG TABLET Pt 4 QL(30 per 30 days)
DESCOVY 120-15 MG, 200-25 MG TABLET Bt 4 QL(30 per 30 days)
EPCLUSA 150-37.5 MG PELLETS IN PACKET Pt 4 PA,QL(28 per 28 days)
EPCLUSA 200-50 MG PELLETS IN PACKET Pt 4 PA,QL(56 per 28 days)
EPCLUSA 200-50 MG, 400-100 MG TABLET Pt 4 PA,QL(28 per 28 days)
GENVOYA 150-150-200-10 MG TABLET Pt b QL(30 per 30 days)
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ODEFSEY 200-25-25 MG TABLET Pt 4 QL(30 per 30 days)
oseltamivir 75 mg CAPSULE MO 1 QL(112 per 365 days)
PAXLOVID 150 MG (10)- 100 MG (10) TABLET, DOSE PACK MO 2 QL(40 per 10 days)
PAXLOVID 150 MG (6)- 100 MG (5) TABLET, DOSE PACK M0 2 QL(22 per 10 days)
PAXLOVID 300 MG (150 MG X 2)-100 MG TABLET, DOSE PACK MO 2 QL(60 per 10 days)
valacyclovir 1 gram, 500 mg TABLET MO 1
VEMLIDY 25 MG TABLET Pt 4 QL(30 per 30 days)
VOSEVI 400-100-100 MG TABLET Pt 4 PA,QL(28 per 28 days)
ANXIOLYTICS
alprazolam 0.25 mg, 0.5 mg, 1 mg TABLET Pt 1 QL(120 per 30 days)
buspirone 10 mg, 5 mg TABLET MO 1
clonazepam 0.5 mg, 1 mg TABLET Pt 1
diazepam 5 mg TABLET Pt 1 QL(90 per 30 days)
hydroxyzine hcl 25 mg TABLET MO 1
lorazepam 0.5 mq, 1 mq TABLET Pt 1 QL(90 per 30 days)
BLOOD GLUCOSE REGULATORS
BAQSIMI 3 MG/ACTUATION SPRAY, NON-AERQSOL Mo 2
FARXIGA 10 MG, 5 MG TABLET MO 2 QL(30 per 30 days)
FIASP FLEXTOUCH U-100 INSULIN 100 UNIT/ML (3 ML) INSULIN PEN ¢€LMo 2
FIASP PENFILL U-100 INSULIN 100 UNIT/ML (3 ML) CARTRIDGE €LMo 2
FIASP U-100 INSULIN 100 UNIT/ML SOLUTION €LMo 2
glimepiride 2 mg, 4 mq TABLET MO 1
glipizide 10 mg, 5 mg TABLET MO 1
GLYXAMBI 10-5 MG, 25-5 MG TABLET MO 2 QL(30 per 30 days)
IC-II%%MALOG JUNIOR KWIKPEN U-100 100 UNIT/ML INSULIN PEN, HALF-UNIT 3 ST
HUMALOG KWIKPEN INSULIN 100 UNIT/ML, 200 UNIT/ML (3 ML) INSULIN 3 ST
PEN LMo
HUMALOG MIX 50-50 KWIKPEN 100 UNIT/ML (50-50) INSULIN PEN €tMO 3 ST
HUMALOG MIX 75-25 KWIKPEN 100 UNIT/ML (75-25) INSULIN PEN €tMO 3 ST
IC-II%%MALOG MIX 75-25(U-100)INSULN 100 UNIT/ML (75-25) SUSPENSION 3 ST
IC-II%%MALOG TEMPO PEN(U-100)INSULN 100 UNIT/ML INSULIN PEN, SENSOR 3 ST
HUMALOG U-100 INSULIN 100 UNIT/ML CARTRIDGE €LMO 3 ST
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HUMALOG U-100 INSULIN 100 UNIT/ML SOLUTION €LMo 3 ST
HUMULIN 70/30 U-100 INSULIN 100 UNIT/ML (70-30) SUSPENSION ¢1,MO 3 ST
HUMULIN 70/30 U-100 KWIKPEN 100 UNIT/ML (70-30) INSULIN PEN €L:MO 3 ST
HUMULIN N NPH INSULIN KWIKPEN 100 UNIT/ML (3 ML) INSULIN PEN €L:Mo 3 ST
HUMULIN N NPH U-100 INSULIN 100 UNIT/ML SUSPENSION ¢1,Mo 3 ST
HUMULIN R REGULAR U-100 INSULN 100 UNIT/ML SOLUTION ¢1,Mo 3 ST
HUMULIN R U-500 (CONC) KWIKPEN 500 UNIT/ML (3 ML) INSULIN PEN €LbL 4
H\(I)VOKAMET 150-1,000 MG, 150-500 MG, 50-1,000 MG, 50-500 MG TABLET 3 PA,QL(60 per 30 days)
INVOKAMET XR 150-1,000 MG, 150-500 MG, 50-1,000 MG, 50-500 MG 3 PA,QL(60 per 30 days)
TABLET, IR/ER 24 HR., BIPHASIC MO
INVOKANA 100 MG, 300 MG TABLET Mo 3 PA,QL(30 per 30 days)
JANUMET 50-1,000 MG, 50-500 MG TABLET MO 2 QL(60 per 30 days)
JANUMET XR 100-1,000 MG TABLET, ER 24 HR., MULTIPHASE MO 2 QL(30 per 30 days)
JANUMET XR 50-1,000 MG, 50-500 MG TABLET, ER 24 HR., MULTIPHASE MO 2 QL(60 per 30 days)
JANUVIA 100 MG, 25 MG, 50 MG TABLET MO 2 QL(30 per 30 days)
JARDIANCE 10 MG, 25 MG TABLET MO 2 QL(30 per 30 days)
JENTADUETO 2.5-1,000 MG, 2.5-500 MG TABLET MO 2 QL(60 per 30 days)
JENTADUETO XR 2.5-1,000 MG TABLET, IR/ER 24 HR., BIPHASIC MO 2 QL(60 per 30 days)
JENTADUETO XR 5-1,000 MG TABLET, IR/ER 24 HR., BIPHASIC MO 2 QL(30 per 30 days)
LANTUS SOLOSTAR U-100 INSULIN 100 UNIT/ML (3 ML) INSULIN PEN €LMO 2
LANTUS U-100 INSULIN 100 UNIT/ML SOLUTION €LMo 2
LYUMJEV KWIKPEN U-100 INSULIN 100 UNIT/ML INSULIN PEN €LMO 3 ST
LYUMJEV KWIKPEN U-200 INSULIN 200 UNIT/ML (3 ML) INSULIN PEN ¢1,MO 3 ST
IC_\I(,H(I\)/UEV TEMPO PEN(U-100)INSULN 100 UNIT/ML INSULIN PEN, SENSOR 3 ST
LYUMJEV U-100 INSULIN 100 UNIT/ML SOLUTION €LMo 3 ST
metformin 1,000 mg, 500 mg TABLET MO 1
metformin 500 mg TABLET, ER 24 HR. MO 1 QL(120 per 30 days)
MOUNJARO 10 MG/0.5 ML, 12.5 MG/0.5 ML, 15 MG/0.5 ML, 2.5 MG/0.5 ML, 5 2 PA,QL(2 per 28 days)
MG/0.5 ML, 7.5 MG/0.5 ML PEN INJECTOR MO
NOVOLIN 70-30 FLEXPEN U-100 100 UNIT/ML (70-30) INSULIN PEN €LMO 2
NOVOLIN 70/30 U-100 INSULIN 100 UNIT/ML (70-30) SUSPENSION ¢1,MO 2
NOVOLIN N FLEXPEN 100 UNIT/ML (3 ML) INSULIN PEN €1,MO 2
NOVOLIN N NPH U-100 INSULIN 100 UNIT/ML SUSPENSION ¢1,Mo 2
NOVOLIN R FLEXPEN 100 UNIT/ML (3 ML) INSULIN PEN ¢1,Mo 2
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NOVOLIN R REGULAR U100 INSULIN 100 UNIT/ML SOLUTION ¢1,Mo 2
NOVOLOG FLEXPEN U-100 INSULIN 100 UNIT/ML (3 ML) INSULIN PEN ¢LMo 2
NOVOLOG MIX 70-30 U-100 INSULN 100 UNIT/ML (70-30) SOLUTION €t:Mo 2
CNIERII\{)OLOG MIX 70-30FLEXPEN U-100 100 UNIT/ML (70-30) INSULIN PEN 2
NOVOLOG PENFILL U-100 INSULIN 100 UNIT/ML CARTRIDGE €L.MO 2
NOVOLOG U-100 INSULIN ASPART 100 UNIT/ML SOLUTION €t:Mo 2
0ZEMPIC 0.25 MG OR 0.5 MG (2 MG/3 ML), 1 MG/DOSE (4 MG/3 ML), 2 2 PA,QL(3 per 28 days)
MG/DOSE (8 MG/3 ML) PEN INJECTOR MO
pioglitazone 30 mg TABLET MO 1 QL(30 per 30 days)
RYBELSUS 14 MG, 3 MG, 7 MG TABLET MO 2 PA,QL(30 per 30 days)
SOLIQUA 100/33 100 UNIT-33 MCG/ML INSULIN PEN €LMO 2 QL(15 per 24 days)
SYNJARDY 12.5-1,000 MG, 12.5-500 MG, 5-1,000 MG, 5-500 MG TABLET MO 2 QL(60 per 30 days)
SYNJARDY XR 10-1,000 MG, 25-1,000 MG TABLET, IR/ER 24 HR., BIPHASIC MO 2 QL(30 per 30 days)
l%I\(()NJARDY XR 12.5-1,000 MG, 5-1,000 MG TABLET, IR/ER 24 HR., BIPHASIC 2 QL(60 per 30 days)
TOUJEO MAX U-300 SOLOSTAR 300 UNIT/ML (3 ML) INSULIN PEN ¢1,MO 2
I%JOJEO SOLOSTAR U-300 INSULIN 300 UNIT/ML (1.5 ML) INSULIN PEN 2
TRADJENTA 5 MG TABLET MO 2 QL(30 per 30 days)
TRESIBA FLEXTOUCH U-100 100 UNIT/ML (3 ML) INSULIN PEN €LMO 2
TRESIBA FLEXTOUCH U-200 200 UNIT/ML (3 ML) INSULIN PEN ¢LMO 2
TRESIBA U-100 INSULIN 100 UNIT/ML SOLUTION €LMo 2
TRIJARDY XR 10-5-1,000 MG, 25-5-1,000 MG TABLET, IR/ER 24 HR., 2 QL(30 per 30 days)
BIPHASIC MO
TRIJARDY XR 12.5-2.5-1,000 MG, 5-2.5-1,000 MG TABLET, IR/ER 24 HR,, 2 QL(60 per 30 days)
BIPHASIC MO
TRULICITY 0.75 MG/0.5 ML, 1.5 MG/0.5 ML, 3 MG/0.5 ML, 4.5 MG/0.5 ML PEN 2 PA,QL(2 per 28 days)
INJECTOR Mo
XIGDUO XR 10-1,000 MG, 10-500 MG, 5-500 MG TABLET, IR/ER 24 HR., 2 QL(30 per 30 days)
BIPHASIC MO
XIGDUO XR 2.5-1,000 MG, 5-1,000 MG TABLET, IR/ER 24 HR., BIPHASIC MO 2 QL(60 per 30 days)
ZEGALOGUE AUTOINJECTOR 0.6 MG/0.6 ML AUTO-INJECTOR Mo 2
ZEGALOGUE SYRINGE 0.6 MG/0.6 ML SYRINGE MO 2
BLOOD PRODUCTS AND MODIFIERS
clopidogrel 75 mg TABLET MO | 1 | QL(30 per 30 days)
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ELIQUIS 2.5 MG TABLET Mo 2 QL(60 per 30 days)
ELIQUIS 5 MG TABLET Mo 2 QL(74 per 30 days)
ELIQUIS DVT-PE TREAT 30D START 5 MG (74 TABS) TABLET, DOSE PACK Mo 2 QL(74 per 30 days)
NIVESTYM 300 MCG/0.5 ML, 480 MCG/0.8 ML SYRINGE Pt 4 PA
NIVESTYM 300 MCG/ML, 480 MCG/1.6 ML SOLUTION bt 4 PA
PROMACTA 12.5 MG POWDER IN PACKET bt 4 PA,QL(360 per 30 days)
PROMACTA 12.5 MG, 25 MG TABLET Pt 4 PA,QL(30 per 30 days)
PROMACTA 25 MG POWDER IN PACKET bt 4 PA,QL(180 per 30 days)
PROMACTA 50 MG TABLET bt 4 PA,QL(90 per 30 days)
PROMACTA 75 MG TABLET bt 4 PA,QL(60 per 30 days)
RETACRIT 10,000 UNIT/ML, 2,000 UNIT/ML, 20,000 UNIT/2 ML, 20,000 3 PA,QL(14 per 30 days)
UNIT/ML, 3,000 UNIT/ML, 4,000 UNIT/ML SOLUTION Mo
RETACRIT 40,000 UNIT/ML SOLUTION bt 4 PA,QL(14 per 30 days)
UDENYCA 6 MG/0.6 ML SYRINGE Pt 4 PA,QL(1.2 per 28 days)
UDENYCA AUTOINJECTOR 6 MG/0.6 ML AUTO-INJECTOR bt 4 PA,QL(1.2 per 28 days)
warfarin 5 mg TABLET MO 1
XARELTO 1 MG/ML SUSPENSION FOR RECONSTITUTION Mo 2 ST,QL(600 per 30 days)
XARELTO 10 MG, 20 MG TABLET Mo 2 QL(30 per 30 days)
XARELTO 15 MG, 2.5 MG TABLET Mo 2 QL(60 per 30 days)
XARELJ(()) DVT-PE TREAT 30D START 15 MG (42)- 20 MG (9) TABLET, DOSE 2 QL(51 per 30 days)
PACK
ZARXIO 300 MCG/0.5 ML, 480 MCG/0.8 ML SYRINGE Pt 4 PA
CARDIOVASCULAR AGENTS
amiodarone 200 mg TABLET MO 1
amlodipine 10 mg, 2.5 mg, 5 mg TABLET MO 1
atenolol 25 mg, 50 mq TABLET MO 1
atorvastatin 10 mg, 20 mg, 40 mg, 80 mg TABLET MO 1
bumetanide 1 mg TABLET MO 1
carvedilol 12.5 mg, 25 mq, 3.125 mq, 6.25 mq TABLET M@ 1
chlorthalidone 25 mg TABLET MO 1
clonidine hcl 0.1 mq TABLET MO 1
diltiazem hcl 120 mg CAPSULE, ER 24 HR. MO 1
ENTRESTO 24-26 MG, 49-51 MG, 97-103 MG TABLET Mo 3 PA,QL(60 per 30 days)
ENTRESTO SPRINKLE 15-16 MG, 6-6 MG PELLET Mo 2 QL(240 per 30 days)
ezetimibe 10 mg TABLET MO 1 QL(30 per 30 days)
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fenofibrate 160 mg TABLET MO

fenofibrate nanocrystallized 145 mg TABLET MO

furosemide 20 mg, 40 mg TABLET MO

hydralazine 25 mg, 50 mg TABLET MO

hydrochlorothiazide 12.5 mg CAPSULE MO

hydrochlorothiazide 12.5 mg, 25 mg TABLET MO

isosorbide mononitrate 30 mg, 60 mg TABLET, ER 24 HR. MO
KERENDIA 10 MG, 20 MG TABLET Mo

lisinopril 10 mg, 2.5 mg, 20 mg, 40 mg, 5 mg TABLET MO
lisinopril-hydrochlorothiazide 20-12.5 mg, 20-25 mg TABLET MO
losartan 100 mg, 25 mg, 50 mg TABLET MO
losartan-hydrochlorothiazide 100-12.5 mg, 100-25 mg, 50-12.5 mg TABLET MO
metoprolol succinate 100 mg, 25 mg, 50 mg TABLET, ER 24 HR. MO
metoprolol tartrate 100 mg, 25 mg, 50 mg TABLET MO

QL(30 per 30 days)
QL(30 per 30 days)

PA,QL(30 per 30 days)

QL(60 per 30 days)
QL(60 per 30 days)

MULTAQ 400 MG TABLET MO QL(60 per 30 days)
nitroglycerin 0.4 mg SUBLINGUAL TABLET MO
olmesartan 20 mg, 40 mg TABLET MO QL(30 per 30 days)

pravastatin 20 mg, 40 mg TABLET MO

REPATHA PUSHTRONEX 420 MG/3.5 ML WEARABLE INJECTOR MO PA,QL(3.5 per 28 days)

NN NN R PR R R NNNNERFRRERRERNE R R R R RN RFE R

REPATHA SURECLICK 140 MG/ML PEN INJECTOR Mo PA,QL(3 per 28 days)
REPATHA SYRINGE 140 MG/ML SYRINGE Mo PA,QL(3 per 28 days)
rosuvastatin 10 mg, 20 mg, 40 mg, 5 mg TABLET MO

simvastatin 10 mg, 20 mg, 40 mqg TABLET MO

spironolactone 25 mg, 50 mg TABLET MO

torsemide 20 mg TABLET MO

triamterene-hydrochlorothiazid 37.5-25 mq TABLET MO

valsartan 160 mg, 320 mg TABLET MO QL(60 per 30 days)
VASCEPA 0.5 GRAM CAPSULE Mo QL(240 per 30 days)
VASCEPA 1 GRAM CAPSULE Mo QL(120 per 30 days)
VERQUVO 10 MG, 2.5 MG, 5 MG TABLET Mo PA,QL(30 per 30 days)
ZYPITAMAG 2 MG, 4 MG TABLET Mo ST.QL(30 per 30 days)
CENTRAL NERVOUS SYSTEM AGENTS

AUSTEDO 12 MG, 9 MG TABLET bt 4 PA,QL(120 per 30 days)
AUSTEDO 6 MG TABLET bt 4 PA,QL(60 per 30 days)
AUSTEDO XR 12 MG, 6 MG TABLET, ER 24 HR. Pt 4 PA,QL(90 per 30 days)

Need more information about the indicators displayed by the drug names? Please go to page 10. Need more
information about the utilization management requirements? Please go to page 6.

AV - ACIP Covered Part D vaccines * BvsD - Part B vs Part D « CI - Covered Insulin Products « DL - Dispensing Limit « LA
- Limited Access « MO - Mail Order « PA - Prior Authorization « PDS - BD/HTL-Droplet are the Preferred Diabetic
Supplies * QL - Quantity Limit « ST - Step Therapy

20 - 2026 HUMANA MEDICARE EMPLOYER PLAN ABBREVIATED FORMULARY UPDATED 09/29/2025



DRUG NAME TIER UTILIZATION

MANAGEMENT
REQUIREMENTS
AUSTEDO XR 18 MG, 30 MG, 36 MG, 42 MG, 48 MG TABLET, ER 24 HR. Pt b PA,QL(30 per 30 days)
AUSTEDO XR 24 MG TABLET, ER 24 HR. Pt b PA,QL(60 per 30 days)
AUSTEDO XR TITRATION KT(WK1-4) 12-18-24-30 MG TABLET, ER 24 HR., 4 PA,QL(28 per 28 days)
DOSE PACK Pt
AUSTEDO XR TITRATION KT(WK1-4) 6 MG (14)-12 MG (14)-24 MG (14) 4 PA,QL(42 per 28 days)
TABLET, ER 24 HR., DOSE PACK Pt
BETASERON 0.3 MG KIT Pt b PA,QL(15 per 30 days)
COPAXONE 20 MG/ML SYRINGE Pt b PA,QL(30 per 30 days)
COPAXONE 40 MG/ML SYRINGE Pt b PA,QL(12 per 28 days)
duloxetine 20 mg CAPSULE, DR/EC MO 1 QL(120 per 30 days)
duloxetine 30 mg CAPSULE, DR/EC MO 1 QL(90 per 30 days)
duloxetine 60 mg CAPSULE, DR/EC MO 1 QL(60 per 30 days)
KESIMPTA PEN 20 MG/0.4 ML PEN INJECTOR Pt b PA,QL(1.2 per 28 days)
pregabalin 100 mg, 150 mg, 50 mg, 75 mg CAPSULE M© 1 QL(90 per 30 days)
RADICAVA ORS STARTER KIT SUSP 105 MG/5 ML SUSPENSION Pt b PA,QL(70 per 28 days)
VUMERITY 231 MG CAPSULE, DR/EC Pt 4 PA,QL(120 per 30 days)
DENTAL & ORAL AGENTS
chlorhexidine gluconate 0.12 % MOUTHWASH MO | 1 |
DERMATOLOGICAL AGENTS
mupirocin 2 % OINTMENT MO | 1 |
ELECTROLYTES/MINERALS/METALS/VITAMINS
CARBAGLU 200 MG TABLET, DISPERSIBLE Pt 4 PA
LOKELMA 10 GRAM, 5 GRAM POWDER IN PACKET MO 2 QL(30 per 30 days)
potassium chloride 10 meq CAPSULE, ER MO 1
potassium chloride 10 meg, 20 meq TABLET ER MO 1
potassium chloride 10 meg, 20 meq TABLET, ER PARTICLES/CRYSTALS MO 1
GASTROINTESTINAL AGENTS
dicyclomine 10 mg CAPSULE MO 1
esomeprazole magnesium 40 mg CAPSULE, DR/EC™MO 1 QL(60 per 30 days)
famotidine 20 mg, 40 mg TABLET MO 1
LINZESS 145 MCG, 290 MCG, 72 MCG CAPSULE Mo 2 QL(30 per 30 days)
MOVANTIK 12.5 MG, 25 MG TABLET MO 2 QL(30 per 30 days)
omeprazole 20 mg, 40 mg CAPSULE, DR/EC MO 1
pantoprazole 20 mg, 40 mq TABLET, DR/EC MO 1 QL(60 per 30 days)
sucralfate 1 gram TABLET MO 1
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SUFLAVE 178.7-7.3-0.5 GRAM RECON SOLUTION Mo 3
SUTAB 1.479-0.188- 0.225 GRAM TABLET MO 2
TALICIA 10-250-12.5 MG CAPSULE, IR/DR, BIPHASIC MO 3
VOWST CAPSULE Pt 4 PA
XIFAXAN 200 MG TABLET Mo 3 PA,QL(9 per 30 days)
XIFAXAN 550 MG TABLET Pt 4 PA,QL(84 per 28 days)
GENETIC/ENZYME/PROTEIN DISORDER: REPLACEMENT, MODIFIERS, TREATMENT
AMVUTTRA 25 MG/0.5 ML SYRINGE Pt 4 PA,QL(0.5 per 90 days)
ATTRUBY 356 MG TABLET Pt 4 PA,QL(120 per 30 days)
CREON 12,000-38,000 -60,000 UNIT, 24,000-76,000 -120,000 UNIT, 2
3,000-9,500- 15,000 UNIT, 36,000-114,000- 180,000 UNIT, 6,000-19,000
-30,000 UNIT CAPSULE, DR/EC MO
ELELYSO 200 UNIT RECON SOLUTION Pt 4 PA
ONPATTRO 2 MG/ML SOLUTION Pt 4 PA
STRENSIQ 18 MG/0.45 ML, 28 MG/0.7 ML, 40 MG/ML, 80 MG/0.8 ML 4 PA
SOLUTION Pt
VYNDAMAX 61 MG CAPSULE Pt 4 PA,QL(30 per 30 days)
ZEMAIRA 1,000 MG RECON SOLUTION Pt 4 PA
ZENPEP 10,000-32,000 -42,000 UNIT, 15,000-47,000 -63,000 UNIT, 3
20,000-63,000- 84,000 UNIT, 25,000-79,000- 105,000 UNIT, 3,000-10,000
~14,000-UNIT, 40,000-126,000- 168,000 UNIT, 5,000-17,000- 24,000
UNIT, 60,000-189,600- 252,600 UNIT CAPSULE, DR/EC MO
GENITOURINARY AGENTS
finasteride 5 mg TABLET MO 1 QL(30 per 30 days)
GEMTESA 75 MG TABLET MO 3 QL(30 per 30 days)
MYRBETRIQ 25 MG, 50 MG TABLET, ER 24 HR. MO 2 QL(30 per 30 days)
MYRBETRIQ 8 MG/ML SUSPENSION, ER, RECON Mo 2 QL(300 per 30 days)
oxybutynin chloride 10 mg TABLET, ER 24 HR. MO 1 QL(60 per 30 days)
oxybutynin chloride 5 mg TABLET MO 1
tamsulosin 0.4 mg CAPSULE MO 1
HORMONAL AGENTS, STIMULANT/REPLACEMENT/MODIFYING (ADRENAL)
ACTHAR 80 UNIT/ML GEL Pt 4 PA,QL(30 per 30 days)
ACTHAR SELFJECT 40 UNIT/0.5 ML, 80 UNIT/ML PEN INJECTOR Pt 4 PA,QL(45 per 30 days)
methylprednisolone 4 mg TABLET, DOSE PACK MO 1
prednisone 10 mg, 20 mg, 5 mg TABLET MO 1 BvsD
triamcinolone acetonide 0.1 % CREAM MO 1

Need more information about the indicators displayed by the drug names? Please go to page 10. Need more
information about the utilization management requirements? Please go to page 6.

AV - ACIP Covered Part D vaccines * BvsD - Part B vs Part D « CI - Covered Insulin Products « DL - Dispensing Limit « LA
- Limited Access « MO - Mail Order « PA - Prior Authorization « PDS - BD/HTL-Droplet are the Preferred Diabetic
Supplies * QL - Quantity Limit « ST - Step Therapy

22 - 2026 HUMANA MEDICARE EMPLOYER PLAN ABBREVIATED FORMULARY UPDATED 09/29/2025



DRUG NAME TIER UTILIZATION
MANAGEMENT

REQUIREMENTS

HORMONAL AGENTS, STIMULANT/REPLACEMENT/MODIFYING (PITUITARY)

OMNITROPE 10 MG/1.5 ML (6.7 MG/ML), 5 MG/1.5 ML (3.3 MG/ML) 4 PA
CARTRIDGE bt

OMNITROPE 5.8 MG RECON SOLUTION bt 4 PA
HORMONAL AGENTS, STIMULANT/REPLACEMENT/MODIFYING (SEX HORMONES/MODIFIERS)
estradiol 0.01 % (0.1 mg/gram) CREAM MO 1

OSPHENA 60 MG TABLET Mo 2 PA
PREMARIN 0.3 MG, 0.45 MG, 0.625 MG, 0.9 MG, 1.25 MG TABLET Mo 3

PREMARIN 0.625 MG/GRAM CREAM Mo 2

HORMONAL AGENTS, STIMULANT/REPLACEMENT/MODIFYING (THYROID)

levothyroxine 100 mcg, 112 mcg, 125 mcg, 137 mcg, 150 mcg, 25 mcg, 50 1

mcg, 75 mcg, 88 mcg TABLET MO

TIROSINT 100 MCG, 112 MCG, 125 MCG, 13 MCG, 137 MCG, 150 MCG, 175 3

MCG, 200 MCG, 25 MCG, 37.5 MCG, 44 MCG, 50 MCG, 62.5 MCG, 75 MCG, 88

MCG CAPSULE Mo

TIROSINT-SOL 100 MCG/ML, 112 MCG/ML, 125 MCG/ML, 13 MCG/ML, 137 3 PA

MCG/ML, 150 MCG/ML, 175 MCG/ML, 200 MCG/ML, 25 MCG/ML, 37.5
MCG/ML, 44 MCG/ML, 50 MCG/ML, 62.5 MCG/ML, 75 MCG/ML, 88 MCG/ML

SOLUTION Mo

HORMONAL AGENTS, SUPPRESSANT (ADRENAL OR PITUITARY)

SOMATULINE DEPOT 90 MG/0.3 ML SYRINGE Pt | 4 | PA,QL(0.3 per 28 days)
IMMUNOLOGICAL AGENTS

ACTHIB (PF) 10 MCG/0.5 ML RECON SOLUTION Pt 1

ADALIMUMAB-ADAZ 10 MG/0.1 ML SYRINGE Pt 4 PA,QL(0.2 per 28 days)
ADALIMUMAB-ADAZ 20 MG/0.2 ML SYRINGE Pt 4 PA,QL(1.2 per 28 days)
ADALIMUMAB-ADAZ 40 MG/0.4 ML PEN INJECTOR Pt 4 PA,QL(2.4 per 28 days)
ADALIMUMAB-ADAZ 40 MG/0.4 ML SYRINGE Pt 4 PA,QL(2.4 per 28 days)
ADALIMUMAB-ADAZ 80 MG/0.8 ML PEN INJECTOR Pt 4 PA,QL(4.8 per 28 days)
ADALIMUMAB-ADBM 10 MG/0.2 ML, 20 MG/0.4 ML SYRINGE KIT Pt 4 PA,QL(2 per 28 days)
ADALIMUMAB-ADBM 40 MG/0.4 ML, 40 MG/0.8 ML PEN INJECTORKIT Pt 4 PA,QL(6 per 28 days)
ADALIMUMAB-ADBM 40 MG/0.4 ML, 40 MG/0.8 ML SYRINGE KIT Pt 4 PA,QL(6 per 28 days)
ADALIMUMAB-ADBM(CF) PEN CROHNS 40 MG/0.4 ML, 40 MG/0.8 ML PEN 4 PA,QL(6 per 28 days)
INJECTOR KIT Pt

ADALIMUMAB-ADBM(CF) PEN PS-UV 40 MG/0.4 ML, 40 MG/0.8 ML PEN 4 PA,QL(6 per 28 days)
INJECTOR KIT Pt

COSENTYX 75 MG/0.5 ML SYRINGE Pt 4 PA,QL(2 per 28 days)
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COSENTYX (2 SYRINGES) 150 MG/ML SYRINGE bt 4 PA,QL(8 per 28 days)
COSENTYXPEN (2 PENS) 150 MG/ML PEN INJECTOR Pt 4 PA,QL(8 per 28 days)
COSENTYX UNOREADY PEN 300 MG/2 ML PEN INJECTOR bt 4 PA,QL(8 per 28 days)
DUPIXENT PEN 200 MG/1.14 ML PEN INJECTOR Pt 4 PA,QL(3.42 per 28 days)
DUPIXENT PEN 300 MG/2 ML PEN INJECTOR bt 4 PA,QL(8 per 28 days)
DUPIXENT SYRINGE 100 MG/0.67 ML SYRINGE Pt 4 PA,QL(1.34 per 28 days)
DUPIXENT SYRINGE 200 MG/1.14 ML SYRINGE Pt 4 PA,QL(3.42 per 28 days)
DUPIXENT SYRINGE 300 MG/2 ML SYRINGE bt 4 PA,QL(8 per 28 days)
ENTYVIO PEN 108 MG/0.68 ML PEN INJECTOR bt 4 PA,QL(1.36 per 28 days)
ENVARSUS XR 0.75 MG, 1 MG, 4 MG TABLET, ER 24 HR. MO 3 PA
GAMUNEX-C 1 GRAM/10 ML (10 %) SOLUTION bt 4 PA
HAEGARDA 2,000 UNIT, 3,000 UNIT RECON SOLUTION bt 4 PA,QL(24 per 28 days)
HUMIRA 40 MG/0.8 ML SYRINGE KIT bt 4 PA,QL(6 per 28 days)
HUMIRA PEN 40 MG/0.8 ML PEN INJECTOR KIT Pt 4 PA,QL(6 per 28 days)
HUMIRA(CF) 10 MG/0.1 ML SYRINGE KIT bt 4 PA,QL(2 per 28 days)
HUMIRA(CF) 20 MG/0.2 ML, 40 MG/0.4 ML SYRINGE KIT bt 4 PA,QL(6 per 28 days)
HUMIRA(CF) PEDI CROHNS STARTER 80 MG/0.8 ML, 80 MG/0.8 ML-40 MG/0.4 4 PA,QL(6 per 28 days)
ML SYRINGE KIT Pt
HUMIRA(CF) PEN 40 MG/0.4 ML, 80 MG/0.8 ML PEN INJECTOR KIT Pt 4 PA,QL(6 per 28 days)
HUMIRA(CF) PEN CROHNS-UC-HS 80 MG/0.8 ML PEN INJECTOR KIT bt 4 PA,QL(6 per 28 days)
HUMIRA(CF) PEN PEDIATRIC UC 80 MG/0.8 ML PEN INJECTOR KIT Pt 4 PA,QL(6 per 28 days)
HUMIRA(CF) PEN PSOR-UV-ADOL HS 80 MG/0.8 ML-40 MG/0.4 ML PEN 4 PA,QL(6 per 28 days)
INJECTORKIT bt
methotrexate sodium 2.5 mg TABLET MO 1 BvsD
OTULFI 45 MG/0.5 ML SYRINGE Mo 2 PA,QL(1.5 per 84 days)
OTULFI 90 MG/ML SYRINGE bt 4 PA,QL(3 per 84 days)
RINVOQ 15 MG, 30 MG TABLET, ER 24 HR. Bt 4 PA,QL(30 per 30 days)
RINVOQ 45 MG TABLET, ER 24 HR. Bt 4 PA,QL(168 per 365 days)
RINVOQ LQ 1 MG/ML SOLUTION bt 4 PA,QL(360 per 30 days)
SHINGRIX (PF) 50 MCG/0.5 ML SUSPENSION FOR RECONSTITUTION Av.bL 1
SKYRIZI 150 MG/ML PEN INJECTOR 4 PA,QL(2 per 84 days)
SKYRIZI 150 MG/ML SYRINGE 4 PA,QL(2 per 84 days)
SKYRIZI 180 MG/1.2 ML (150 MG/ML) WEARABLE INJECTOR Pt 4 PA,QL(8.4 per 365 days)
SKYRIZI 360 MG/2.4 ML (150 MG/ML) WEARABLE INJECTOR bt 4 PA,QL(16.8 per 365 days)
STELARA 45 MG/0.5 ML SOLUTION bt 4 PA,QL(1.5 per 84 days)
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STELARA 45 MG/0.5 ML SYRINGE Pt b PA,QL(1.5 per 84 days)
STELARA 90 MG/ML SYRINGE Pt b PA,QL(3 per 84 days)
TREMFYA 100 MG/ML SYRINGE b PA,QL(3 per 84 days)
TREMFYA 200 MG/2 ML SYRINGE Pt b PA,QL (4 per 28 days)
TREMFYA PEN 200 MG/2 ML PEN INJECTOR Pt b PA,QL (4 per 28 days)
YESINTEK 45 MG/0.5 ML SOLUTION Mo 2 PA,QL(1.5 per 84 days)
YESINTEK 45 MG/0.5 ML SYRINGE MO 2 PA,QL(1.5 per 84 days)
YESINTEK 90 MG/ML SYRINGE Pt 4 PA,QL(3 per 84 days)
METABOLIC BONE DISEASE AGENTS
alendronate 70 mg TABLET MO 1 QL(4 per 28 days)
FORTEQ 20 MCG/DOSE (560MCG/2.24ML) PEN INJECTOR Pt 4 PA,QL(2.24 per 28 days)
PROLIA 60 MG/ML SYRINGE MO 3 QL(1 per 180 days)
TYMLOS 80 MCG (3,120 MCG/1.56 ML) PEN INJECTOR Pt 4 PA,QL(1.56 per 30 days)
MISCELLANEOUS THERAPEUTIC AGENTS
BD ALCOHOL SWABS PADS, MEDICATED MO 1
BD AUTOSHIELD DUQ PEN NEEDLE 30 GAUGE X 3/16" NEEDLE PPS:MO 1
BD INSULIN SYRINGE (HALF UNIT) 0.3 ML 31 GAUGE X 5/16" SYRINGE PPS:MO 1
BD INSULIN SYRINGE U-500 1/2 ML 31 GAUGE X 15/64" SYRINGE PPS,MO 1
BD INSULIN SYRINGE ULTRA-FINE 0.3 ML 30 GAUGE X 1/2",0.3 ML 31 1
GAUGE X 5/16",0.5 ML 30 GAUGE X 1/2",0.5 ML 31 GAUGE X 5/16", 1 ML 30
GAUGE X1/2", 1 ML 31 GAUGE X 5/16 SYRINGE PPS:MO
BD NANO 2ND GEN PEN NEEDLE 32 GAUGE X 5/32" NEEDLE PPs;MO 1
BD ULTRA-FINE MICRO PEN NEEDLE 32 GAUGE X 1/4" NEEDLE PPS:MO 1
BD ULTRA-FINE MINI PEN NEEDLE 31 GAUGE X 3/16" NEEDLE PPS,MO 1
BD ULTRA-FINE NANO PEN NEEDLE 32 GAUGE X 5/32" NEEDLE PPS,M0 1
BD ULTRA-FINE ORIG PEN NEEDLE 29 GAUGE X 1/2" NEEDLE PPS:MO 1
BD ULTRA-FINE SHORT PEN NEEDLE 31 GAUGE X 5/16" NEEDLE PPs;MO 1
?95,\»/4%0 INSULIN SYR (HALF UNIT) 0.3 ML 31 GAUGE X 15/64" SYRINGE 1
BD VEO INSULIN SYRINGE UF 0.3 ML 31 GAUGE X 15/64", 1 ML 31 GAUGE X 1
15/64",1/2 ML 31 GAUGE X 15/64" SYRINGE PPS:MO
CEQUR SIMPLICITY INSERTER MISCELLANEQUS Mo 2
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DROPLET INSULIN SYRINGE 0.3 ML 29 GAUGE X 1/2", 0.3 ML 30 GAUGE X 1

1/2",0.3 ML 30 GAUGE X 15/64", 0.3 ML 30 GAUGE X 5/16", 0.3 ML 31 GAUGE

X15/64",0.3 ML 31 GAUGE X5/16", 1 ML 29 GAUGE X 1/2",1 ML 30 GAUGE X

1/2",1 ML 30 GAUGE X 15/64", 1 ML 30 GAUGE X5/16, 1 ML 31 GAUGE X

15/64", 1 ML 31 GAUGE X 5/16 SYRINGE PPs:MO

DROPLET PEN NEEDLE 29 GAUGE X 1/2", 29 GAUGE X 3/8", 30 GAUGE X 1

5/16",31 GAUGE X 1/4", 31 GAUGE X 3/16", 31 GAUGE X 5/16", 32 GAUGE X

;éétboﬂ GAUGE X3/16", 32 GAUGE X5/16", 32 GAUGE X 5/32" NEEDLE

DROPSAFE ALCOHOL PREP PADS PADS, MEDICATED Mo 1

GIVLAARI 189 MG/ML SOLUTION Pt 4 PA

OXLUMO 94.5 MG/0.5 ML SOLUTION 4 PA

XDEMVY 0.25 % DROPS MO 3 PA,QL(10 per 42 days)
OPHTHALMIC AGENTS

brimonidine 0.2 % DROPS MO 1

CEQUA 0.09 % DROPPERETTE MO 3 PA,QL(60 per 30 days)
COMBIGAN 0.2-0.5 % DROPS Mo 2

dorzolamide-timolol 22.3-6.8 mg/ml DROPS M9 1

EYSUVIS 0.25 % DROPS, SUSPENSION Mo 2 QL(16.6 per 30 days)
ILEVRO 0.3 % DROPS, SUSPENSION Mo 2 QL(3 per 30 days)
latanoprost 0.005 % DROPS MO 1 QL(5 per 25 days)
LOTEMAX 0.5 % DROPS, GEL MO 3 ST
LOTEMAX 0.5 % DROPS, SUSPENSION Mo 3 ST
LOTEMAX 0.5 % OINTMENT MO 3 ST
LOTEMAX SM 0.38 % DROPS, GEL MO 3

LUMIGAN 0.01 % DROPS MO 2 QL(2.5 per 25 days)
prednisolone acetate 1 % DROPS, SUSPENSION MO 1

RHOPRESSA 0.02 % DROPS Mo 2 ST,QL(2.5 per 25 days)
ROCKLATAN 0.02-0.005 % DROPS Mo 2 ST
SIMBRINZA 1-0.2 % DROPS, SUSPENSION MO 3

timolol maleate 0.5 % DROPS MO 1

VYZULTA 0.024 % DROPS Mo 3 QL(2.5 per 25 days)
ZERVIATE 0.24 % DROPPERETTE MO 3 ST,QL(60 per 30 days)
RESPIRATORY TRACT/PULMONARY AGENTS

ADEMPAS 0.5 MG, 1 MG, 1.5 MG, 2 MG, 2.5 MG TABLET Pt b | PA,QL(90 per 30 days)
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AEROSOL INHALER MO

ADVAIR HFA 115-21 MCG/ACTUATION, 230-21 MCG/ACTUATION, 45-21 2 QL(12 per 30 days)
MCG/ACTUATION HFA AEROSOL INHALER Mo

AIRSUPRA 90-80 MCG/ACTUATION HFA AEROSOL INHALER MO 2 QL(32.1 per 30 days)
albuterol sulfate 2.5 mg /3 ml (0.083 %) SOLUTION FOR NEBULIZATION MO 1 BvsD
albuterol sulfate 90 mcg/actuation HFA AEROSOL INHALER MO 1 QL(36 per 30 days)
ARNUITY ELLIPTA 100 MCG/ACTUATION, 200 MCG/ACTUATION, 50 2 QL(30 per 30 days)
MCG/ACTUATION BLISTER WITH DEVICE Mo

AUVI-Q 0.1 MG/0.1 ML, 0.15 MG/0.15 ML, 0.3 MG/0.3 ML AUTO-INJECTOR MO 2 QL(4 per 30 days)
azelastine 137 mcg (0.1 %) SPRAY, NON-AEROSOL MO 1 QL(30 per 25 days)
BREO ELLIPTA 100-25 MCG/DOSE, 200-25 MCG/DOSE, 50-25 MCG/DOSE 2 QL(60 per 30 days)
BLISTER WITH DEVICE MO

%EZTRI AEROSPHERE 160-9-4.8 MCG/ACTUATION HFA AEROSOL INHALER 2 QL(10.7 per 30 days)
COMBIVENT RESPIMAT 20-100 MCG/ACTUATION MIST Mo 3 QL(4 per 20 days)
FASENRA 10 MG/0.5 ML SYRINGE Pt b PA,QL(0.5 per 28 days)
FASENRA 30 MG/ML SYRINGE Pt 4 PA,QL(1 per 28 days)
FASENRA PEN 30 MG/ML AUTO-INJECTOR Pt 4 PA,QL(1 per 28 days)
fluticasone propionate 50 mcg/actuation SPRAY, SUSPENSION MO 1 QL(16 per 30 days)
ipratropium bromide 42 mcq (0.06 %) SPRAY, NON-AEROSOL MO 1 QL(45 per 30 days)
ipratropium-albuterol 0.5 mg-3 mg(2.5 mg base)/3 ml SOLUTION FOR 1 BvsD
NEBULIZATION MO

levocetirizine 5 mg TABLET MO 1 QL(30 per 30 days)
montelukast 10 mg TABLET MO 1 QL(30 per 30 days)
NUCALA 100 MG RECON SOLUTION Pt 4 PA,QL(3 per 28 days)
NUCALA 100 MG/ML AUTO-INJECTOR Pt 4 PA,QL(3 per 28 days)
NUCALA 100 MG/ML SYRINGE Pt 4 PA,QL(3 per 28 days)
NUCALA 40 MG/0.4 ML SYRINGE Pt 4 PA,QL(0.4 per 28 days)
OFEV 100 MG, 150 MG CAPSULE PLLA 4 PA,QL(60 per 30 days)
OPSUMIT 10 MG TABLET Pt 4 PA,QL(30 per 30 days)
OPSYNVI 10-20 MG, 10-40 MG TABLET Pt 4 PA,QL(30 per 30 days)
SPIRIVA RESPIMAT 1.25 MCG/ACTUATION, 2.5 MCG/ACTUATION MIST Mo 2 QL(4 per 28 days)
SPIRIVA WITH HANDIHALER 18 MCG CAPSULE, W/INHALATION DEVICE MO 2 QL(30 per 30 days)
STIOLTO RESPIMAT 2.5-2.5 MCG/ACTUATION MIST Mo 2 QL(4 per 28 days)
STRIVERDI RESPIMAT 2.5 MCG/ACTUATION MIST Mo 2 QL(4 per 30 days)
SYMBICORT 160-4.5 MCG/ACTUATION, 80-4.5 MCG/ACTUATION HFA 2 QL(30.6 per 30 days)
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TRELEGY ELLIPTA 100-62.5-25 MCG, 200-62.5-25 MCG BLISTER WITH 2 QL(60 per 30 days)
DEVICE Mo
TYVASO DPI 16 MCG, 32 MCG, 48 MCG, 64 MCG CARTRIDGE WITH INHALER Pt b PA,QL(112 per 28 days)
TYVASODPI 16(112)-32(112) -48(28) MCG CARTRIDGE WITH INHALER Pt 4 PA,QL(252 per 28 days)
UPTRAVI 1,000 MCG, 1,200 MCG, 1,400 MCG, 1,600 MCG, 200 MCG, 400 4 PA,QL(60 per 30 days)
MCG, 600 MCG, 800 MCG TABLET Pt
UPTRAVI 200 MCG (140)- 800 MCG (60) TABLET, DOSE PACK Pt 4 PA,QL(200 per 30 days)
VENTOLIN HFA 90 MCG/ACTUATION HFA AEROSOL INHALER MO 2 QL(36 per 30 days)
SKELETAL MUSCLE RELAXANTS
cyclobenzaprine 10 mg, 5 mg TABLET MO 1
methocarbamol 500 mq, 750 mq TABLET MO 1
SLEEP DISORDER AGENTS
BELSOMRA 10 MG TABLET MO 2 QL(60 per 30 days)
BELSOMRA 15 MG, 20 MG TABLET Mo 2 QL(30 per 30 days)
BELSOMRA 5 MG TABLET MO 2 QL(120 per 30 days)
sodium oxybate 500 mg/ml SOLUTION Pt 4 PA,QL(540 per 30 days)
temazepam 30 mg CAPSULE Pt 1 QL(30 per 30 days)
zolpidem 10 mg, 5 mg TABLET MO 1 QL(30 per 30 days)
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Humana Medicare Employer Plan Coverage of Additional Prescription Drugs
DRUG NAME TIER UTILIZATION

MANAGEMENT
REQUIREMENTS

Cough/Cold - Mail Order Available

benzonatate 100 mg, 150 mg, 200 mg CAPSULE

bromfed dm 2-30-10 mg/5 ml SYRUP
brompheniramine-pseudoeph-dm 2-30-10 mg/5 ml SYRUP
HYCODAN 5-1.5 MG/5 ML (5 ML) SOLUTION

HYCODAN (WITH HOMATROPINE) 5-1.5 MG TABLET

HYCODAN (WITH HOMATROPINE) 5-1.5 MG/5 ML SOLUTION
hydrocodone-chlorpheniramine 10-8 mg/5 ml SUSPENSION, ER 12 HR.
hydrocodone-homatropine 5-1.5 mg TABLET
hydrocodone-homatropine 5-1.5 mg/5 ml, 5-1.5 mg/5 ml (5 ml) SOLUTION
hydromet 5-1.5 mg/5 ml SOLUTION

promethazine vc-codeine 6.25-5-10 mg/5 ml SYRUP
promethazine-codeine 6.25-10 mg/5 ml SYRUP

promethazine-dm 6.25-15 mg/5 ml SYRUP

RESPA-AR 8-90-0.24 MG TABLET, ER 12 HR.

TUXARIN ER 8-54.3 MG TABLET, ER 12 HR.

TUZISTRA XR 14.7-2.8 MG/5 ML SUSPENSION, ER 12 HR.
Erectile Dysfunction - Mail Order Available

ADDYI 100 MG TABLET

avandfil 100 mg, 200 mg, 50 mg TABLET
CIALIS 10 MG, 20 MG TABLET

sildendfil 100 mg, 25 mg, 50 mg TABLET
STENDRA 100 MG, 200 MG, 50 MG TABLET
tadalafil 10 mg, 20 mg TABLET
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Your Humana Group Medicare Plan has additional coverage for some drugs that are not normally covered under
Medicare Part D. Guidelines that apply to these drugs include: they are not subject to the Medicare appeals process
and your member cost share does not apply to your annual maximum out-of-pocket (MOOP) spend.

AV - ACIP Covered Part D vaccines * BvsD - Part B vs Part D « CI - Covered Insulin Products « DL - Dispensing Limit « LA
- Limited Access « MO - Mail Order « PA - Prior Authorization « PDS - BD/HTL-Droplet are the Preferred Diabetic
Supplies * QL - Quantity Limit « ST - Step Therapy
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DRUG NAME TIER UTILIZATION
MANAGEMENT

REQUIREMENTS

Erectile Dysfunction - Mail Order Available

vardendfil 10 mg TABLET, DISINTEGRATING 1 QL(6 per 30 days)
vardendfil 10 mg, 2.5 mg, 20 mg, 5 mg TABLET 1 QL(6 per 30 days)
VIAGRA 100 MG, 25 MG, 50 MG TABLET 3 QL(6 per 30 days)
VYLEESI 1.75 MG/0.3 ML AUTO-INJECTOR 3

Your Humana Group Medicare Plan has additional coverage for some drugs that are not normally covered under
Medicare Part D. Guidelines that apply to these drugs include: they are not subject to the Medicare appeals process
and your member cost share does not apply to your annual maximum out-of-pocket (MOOP) spend.

AV - ACIP Covered Part D vaccines * BvsD - Part B vs Part D « CI - Covered Insulin Products « DL - Dispensing Limit « LA
- Limited Access « MO - Mail Order « PA - Prior Authorization « PDS - BD/HTL-Droplet are the Preferred Diabetic
Supplies * QL - Quantity Limit « ST - Step Therapy
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A
ABILIFY ASIMTUFIL... 14
ABILIFY MAINTENA... 14
ABILIFY... 14
ACTHAR SELFJECT... 22
ACTHAR... 22
ACTHIB (PF)... 23
ADALIMUMAB-ADAZ... 23

ADALIMUMAB-ADBM(CF) PEN
CROHNS... 23

ADALIMUMAB-ADBM(CF) PEN
PS-UV...23

ADALIMUMAB-ADBM... 23
ADDYI... 29
ADEMPAS... 26
ADVAIR HFA... 27
AIRSUPRA... 27
albuterol sulfate... 27
ALECENSA... 13
alendronate... 25
allopurinol... 13
alprazolam... 16
ALUNBRIG... 13
amiodarone... 19
amitriptyline... 12
amlodipine... 19

amoxicillin-pot clavulanate... 11

amoxicillin... 11
AMVUTTRA... 22
anastrozole... 13
ARISTADA INITIO... 15
ARISTADA... 14,15
ARNUITY ELLIPTA... 27

atenolol... 19
atorvastatin... 19
ATTRUBY... 22

AUSTEDO XR TITRATION
KT(WK1-4)... 21

AUSTEDO XR... 20, 21
AUSTEDO... 20
AUVELITY...12
AUVI-Q... 27
avanafil... 29
azelastine... 27

azithromycin... 11
B

baclofen... 15
BAQSIML... 16
BD ALCOHOL SWABS... 25

BD AUTOSHIELD DUO PEN NEEDLE...

25

BD INSULIN SYRINGE (HALF UNIT)...

25
BD INSULIN SYRINGE U-500... 25

BD INSULIN SYRINGE ULTRA-FINE...

25

BD NANO 2ND GEN PEN NEEDLE...
25

BD ULTRA-FINE MICRO PEN
NEEDLE... 25

BD ULTRA-FINE MINI PEN NEEDLE...

25

BD ULTRA-FINE NANO PEN
NEEDLE... 25

BD ULTRA-FINE ORIG PEN NEEDLE...

25

BD ULTRA-FINE SHORT PEN
NEEDLE... 25

BD VEO INSULIN SYR (HALF UNIT)...
25

BD VEO INSULIN SYRINGE UF... 25
BELSOMRA... 28

benzonatate... 29

BETASERON... 21

BIKTARVY... 15

BREO ELLIPTA... 27

BREZTRI AEROSPHERE... 27
brimonidine... 26

bromfed dm... 29

brompheniramine-pseudoeph-dm...
29

BRUKINSA... 13
bumetanide... 19
bupropion hcl... 12

buspirone... 16
C

CABOMETYX... 13

CALQUENCE (ACALABRUTINIB
MAL)... 13

CARBAGLU... 21
carbidopa-levodopa... 14
carvedilol... 19

cefdinir... 11

celecoxib... 11

cephalexin... 11

CEQUA... 26

CEQUR SIMPLICITY INSERTER... 25
chlorhexidine gluconate... 21
chlorthalidone... 19
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CIALIS... 29

ciprofloxacin hcl... 11
citalopram... 12

clonazepam... 16

clonidine hcl... 19

clopidogrel... 18
clotrimazole-betamethasone... 12
colchicine... 13

COMBIGAN... 26

COMBIVENT RESPIMAT... 27
COPAXONE... 21

COSENTYX (2 SYRINGES)... 24
COSENTYXPEN (2 PENS)... 24
COSENTYXUNOREADY PEN... 24
COSENTYX... 23

CREON... 22
CREXONT... 14
cyclobenzaprine... 28
D
DESCOVY... 15
diazepam... 16

diclofenac sodium... 11
dicyclomine... 21

DIFICID... 11

diltiazem hcl... 19

donepezil... 12
dorzolamide-timolol... 26
doxycycline hyclate... 11
DROPLET INSULIN SYRINGE... 26
DROPLET PEN NEEDLE... 26

DROPSAFE ALCOHOL PREP PADS...
26

duloxetine... 21
DUPIXENT PEN... 24
DUPIXENT SYRINGE... 24

ELELYSO... 22

ELIQUIS DVT-PE TREAT 30D START...

19

ELIQUIS... 19

EMGALITY PEN... 13
EMGALITY SYRINGE... 13
ENTRESTO SPRINKLE... 19
ENTRESTO... 19

ENTYVIO PEN... 24
ENVARSUS XR... 24
EPCLUSA... 15
EPIDIOLEX... 12
ERIVEDGE... 13
ERLEADA... 13
escitalopram oxalate... 12
esomeprazole magnesium... 21
estradiol... 23

EYSUVIS... 26

ezetimibe... 19

famotidine... 21

FARXIGA... 16

FASENRA PEN... 27

FASENRA... 27

fenofibrate nanocrystallized... 20
fenofibrate... 20

FIASP FLEXTOUCH U-100 INSULIN...

16

FIASP PENFILL U-100 INSULIN... 16
FIASP U-100 INSULIN... 16
finasteride... 22

fluconazole... 12

fluoxetine... 12

fluticasone propionate... 27

FORTEO... 25

furosemide... 20
G

gabapentin... 12
GAMUNEX-C... 24
GEMTESA... 22
GENVOYA... 15
GIVLAARL... 26
glimepiride... 16
glipizide... 16
GLYXAMBL... 16

HAEGARDA... 24

HUMALOG JUNIOR KWIKPEN
U-100...16

HUMALOG KWIKPEN INSULIN... 16
HUMALOG MIX 50-50 KWIKPEN... 16
HUMALOG MIX 75-25 KWIKPEN... 16

HUMALOG MIX
75-25(U-100)INSULN... 16

HUMALOG TEMPO
PEN(U-100)INSULN... 16

HUMALOG U-100 INSULIN... 16, 17
HUMIRA PEN... 24

HUMIRA(CF) PEDI CROHNS
STARTER... 24

HUMIRA(CF) PEN CROHNS-UC-HS...
24

HUMIRA(CF) PEN PEDIATRICUC... 24

HUMIRA(CF) PEN PSOR-UV-ADOL
HS... 24

HUMIRA(CF) PEN... 24
HUMIRA(CF)... 24
HUMIRA... 24

HUMULIN 70/30 U-100 INSULIN...
17
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HUMULIN 70/30 U-100 KWIKPEN...

17

HUMULIN N NPH INSULIN
KWIKPEN... 17

HUMULIN N NPH U-100 INSULIN...
17

HUMULIN R REGULAR U-100
INSULN... 17

HUMULIN R U-500 (CONC)
KWIKPEN... 17

HYCODAN (WITH HOMATROPINE)...

29

HYCODAN... 29

hydralazine... 20
hydrochlorothiazide... 20
hydrocodone-acetaminophen... 11

hydrocodone-chlorpheniramine...
29

hydrocodone-homatropine... 29
hydromet... 29
hydroxychloroquine... 14

hydroxyzine hcl... 16
I

IBRANCE... 13
ibuprofen... 11

ILEVRO... 26
IMBRUVICA... 13
INVEGA HAFYERA... 15
INVEGA SUSTENNA... 15
INVEGA TRINZA... 15
INVEGA... 15
INVOKAMET XR... 17
INVOKAMET... 17
INVOKANA... 17
ipratropium bromide... 27

ipratropium-albuterol... 27

isosorbide mononitrate... 20
J

JANUMET XR... 17
JANUMET... 17
JANUVIA... 17
JARDIANCE... 17
JENTADUETO XR... 17

JENTADUETO... 17
K

KERENDIA... 20

KESIMPTA PEN... 21
ketoconazole... 13

KISQALI FEMARA CO-PACK... 14
KISQALL... 13,14

KLOXXADO... 11
L

LANTUS SOLOSTAR U-100
INSULIN... 17

LANTUS U-100 INSULIN... 17
latanoprost... 26

levetiracetam... 12
levocetirizine... 27

levofloxacin... 11

levothyroxine... 23

lidocaine... 11

LINZESS... 21
lisinopril-hydrochlorothiazide... 20
lisinopril... 20

LOKELMA... 21

lorazepam... 16
losartan-hydrochlorothiazide... 20
losartan... 20

LOTEMAX SM... 26

LOTEMAX... 26

LUMAKRAS... 14
LUMIGAN... 26
LYBALVI... 15
LYNPARZA... 14

LYUMJEV KWIKPEN U-100
INSULIN... 17

LYUMJEV KWIKPEN U-200
INSULIN... 17

LYUMJEV TEMPO
PEN(U-100)INSULN... 17

LYUMJEV U-100 INSULIN... 17
M

meclizine... 12
meloxicam... 11
memantine... 12
metformin... 17
methocarbamol... 28
methotrexate sodium... 24
methylprednisolone... 22
metoprolol succinate... 20
metoprolol tartrate... 20
mirtazapine... 12
montelukast... 27
MOUNJARO... 17
MOVANTIK... 21
MULTAQ... 20

mupirocin... 21

MYRBETRIQ... 22
N

NAMZARIC... 12
naproxen... 11
NAYZILAM... 12

nitrofurantoin monohyd/m-cryst...
11

nitroglycerin... 20

2026 HUMANA MEDICARE EMPLOYER PLAN ABBREVIATED FORMULARY UPDATED 09/29/2025 - 33



NIVESTYM... 19

NOVOLIN 70-30 FLEXPEN U-100...

17

NOVOLIN 70/30 U-100 INSULIN...

17
NOVOLIN N FLEXPEN... 17

NOVOLIN N NPH U-100 INSULIN...

17

NOVOLIN R FLEXPEN... 17
NOVOLIN R REGULAR U100
INSULIN... 18

NOVOLOG FLEXPEN U-100
INSULIN... 18

NOVOLOG MIX70-30 U-100
INSULN... 18

NOVOLOG MIX 70-30FLEXPEN
U-100...18

NOVOLOG PENFILL U-100
INSULIN... 18

NOVOLOG U-100 INSULIN ASPART...

18
NUBEQA... 14
NUCALA... 27

ODEFSEY... 16
OFEV...27
olmesartan... 20
omeprazole... 21
OMNITROPE... 23
ondansetron hcl... 12
ondansetron... 12
ONPATTRO... 22
OPSUMIT... 27
OPSYNVI... 27
OPVEE... 11
ORGOVYX... 14

oseltamivir... 16

OSPHENA... 23

OTULFL... 24

OXLUMO... 26

oxybutynin chloride... 22
oxycodone-acetaminophen... 11
oxycodone... 11

OZEMPIC... 18
P

pantoprazole... 21
PAXLOVID... 16
pioglitazone... 18
potassium chloride... 21
pravastatin... 20
prednisolone acetate... 26
prednisone... 22
pregabalin... 21
PREMARIN... 23

PROLIA... 25

PROMACTA... 19
promethazine vc-codeine... 29
promethazine-codeine... 29

promethazine-dm... 29
Q
quetiapine... 15

QULIPTA... 13
R

RADICAVA ORS STARTER KIT SUSP...

21

REPATHA PUSHTRONEX... 20
REPATHA SURECLICK... 20
REPATHA SYRINGE... 20
RESPA-AR... 29

RETACRIT... 19

REXULTI... 15

RHOPRESSA... 26
RINVOQ LQ... 24
RINVOQ... 24
RISPERDAL CONSTA... 15
RISPERDAL... 15
ROCKLATAN... 26
rosuvastatin... 20
RUXIENCE... 14
RYBELSUS... 18
RYTARY... 14

sertraline... 12

SHINGRIX (PF)... 24
sildenafil... 29
SIMBRINZA... 26
simvastatin... 20
SKYRIZI... 24

sodium oxybate... 28
SOLIQUA 100/33...18
SOMATULINE DEPQT... 23
SPIRIVA RESPIMAT... 27
SPIRIVA WITH HANDIHALER... 27
spironolactone... 20
STELARA... 24,25
STENDRA... 29

STIOLTO RESPIMAT... 27
STRENSIQ... 22

STRIVERDI RESPIMAT... 27
sucralfate... 21

SUFLAVE... 22

sulfamethoxazole-trimethoprim...
11

SUTAB... 22
SYMBICORT... 27
SYNJARDY XR... 18
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SYNJARDY... 18 UBRELVY... 13 ZARXIO... 19

T UDENYCA AUTOINJECTOR... 19 ZEGALOGUE AUTOINJECTOR... 18
tadalafil... 29 UDENYCA... 19 ZEGALOGUE SYRINGE... 18
TALICIA... 22 UPTRAVI... 28 ZEJULA... 14
tamsulosin... 22 v ZEMAIRA... 22
temazepam... 28 valacyclovir... 16 ZENPEP... 22
timolol maleate... 26 valsartan... 20 ZERVIATE... 26
TIROSINT-SOL... 23 vardenafil... 30 ZIRABEV... 14
TIROSINT... 23 VASCEPA... 20 zolpidem... 28
tizanidine... 15 VEMLIDY... 16 ZUBSOLV... 11
torsemide... 20 venlafaxine... 12 ZYPITAMAG... 20
TOUJEO MAX U-300 SOLOSTAR... 18  VENTOLIN HFA... 28
TOUJEO SOLOSTAR U-300 VERQUVO... 20
INSULIN... 18 VERZENIO... 14
TRADJENTA... 18 VIAGRA... 30
tramadol... 11 VOSEVI... 16
TRAZIMERA... 14 VOWST... 22
trazodone... 12 VUMERITY... 21
TRELEGY ELLIPTA... 28 VYLEESI... 30
TREMFYA PEN... 25 VYNDAMAX... 22
TREMFYA... 25 VYVGART HYTRULO... 13

TRESIBA FLEXTOUCH U-100...18 VYVGART... 13
TRESIBA FLEXTOUCH U-200... 18 VYZULTA... 26

TRESIBA U-100 INSULIN... 18 w
triamcinolone acetonide... 22 warfarin... 19
triamterene-hydrochlorothiazid... X
50 XARELTO DVT-PE TREAT 30D
TRIJARDY XR... 18 START...19
TRINTELLIX... 12 XARELTO...19
TRULICITY... 18 XDEMVY... 26
TUXARIN ER... 29 KIFAXAN... 22
TUZISTRA XR... 29 XIGDUOAR...18
TYMLOS... 25 XTANDL.. 14
TYVASO DPI... 28 Y

U YESINTEK... 25

i
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Notice of Availability - Auxiliary Aids and Services Notice

English: Free language, auxiliary aid, and alternate format services are available.
Call 877-320-1235 (TTY: 711).

877-320-1235 &M (o Juadh, Blavs Joaulf Bansiill g 4 dlia) e Lusall s Axll oo 53 6% :[Arabic] Ae sl
(711 :aill lght)

Fwjbptl [Armenian]: Iwuwlbh GU wudswn [Gguywl, wowlygdwl W wjpuinpwupwjhl
alLwswithh Swnwjnupynluubn: 2wuquhwptp* 877-320-1235 (TTY: 711):
T [Bengali]: RATYTET ©FI, W5 S2wel, 432 [eg [T {031 Toeal
CPIN PP 877-320-1235 (TTY: 711) V(|
B3 [Simplified Chinese]: IR H % BHINE = FEENL & U R EME TRAARS
JEENEH 877-320-1235 (FfEE££:711)

%ga FA3Z [Traditional Chinese]: M Al IR BME = - HBhER B LA S A& LR 45 AR #5 0
E 877-320-1235 (%B”‘E;ﬁ 711) -

KreyolAwsyen [Haitian Creole]: Lang gratis, ed oksilyg, ak Lot foma sévis disponib. Rele
877-320-1235 (TTY: 711).

Hrvatski[Croatian]: Dostupni su besplatni jezik, dodatna pomo¢ i usluge alternativnog
formata. Nazovite 877-320-1235 (TTY: 711).
877-320-1235 L ol a siwd 50 0 Bla sl a5 g ilal gl Sl o801 ol 3 leak [Farsi] e lé
28 sl (TTY: 711)
Francgais [French] : Des services gratuits linguistiques, d’aide auxiliaire et de mise au format
sont disponibles. Appeler le 877-320-1235 (TTY: 711).

Deutsch [German]: Es stehen kostenlose unterstutzende Hilfs- und Sprachdienste sowie
alternative Dokumentformate zur Verfligung. Telefon: 877-320-1235 (TTY: 711).

EAANvika [Greek]: AlatiBevtal dwpedv YAWOOIKEG UTINPEOCieg, fonBrjuata kal uttnpecieg oe
eVAAAQKTIKEG TpooBaotpeg popdéc. Kardote oto 877-320-1235 (TTY: 711).

%l [Gujarati]: [R5 @M, UslAs U UA dsEhs Hilz Aadl Guacd B,
877-320-1235 (TTY: 711) U2 Sled 53\,
.D"ol7N D'uANIoA 0! VORLITY 'T'AX,0IAN 'NIN'Y :01'NA 0'Y'Aar N7 DMIN'Y :[Hebrew] nMay
(TTY: 711) 877-320-1235 "o0n7 Wpnn Xa

R [Hindi]: fel:3eh 19T, WeIS Fee IR Ahfeush THT AW 39eY E|
877-320-1235 (ITY: 711) ) Hiel Ll

Hmoob [Hmong]: Muaj kev pab txhais lus, pab kom hnov suab, thiab lwm tus gauv pab
cuam. Hu 877-320-1235 (TTY: 711).

Italiano [ltalian]: Sono disponibili servizi gratuiti di supporto linguistico, assistenza
ausiliaria e formati alternativi. Chiama il numero 877-320-1235 (TTY: 711).

HAEE [Japanese: i xiE —E X MEIEEY—E X, ﬁ%ﬂfﬁ"ﬂ‘ ER =R TIH
AWt £9,.877-320-1235 (TTY: 711) £ THERALIET

This notice is available at https://www.humana.com/legal/multi-language-support.
GHHNOA2025HUM 0425



FMENTEI [Khmer]? ituNMgIgMmMan 8w S8 My thsHMNgESSums

Imtn 8y grunisiiue 877-320-1235 (TTY: 711)4

e50] [Korean]: & S0, H& X[ 3 CHA| 4] MH|AE 0| 851 £ AELICL
877-320-1235 (TTY: 711)HO 2 RIS A 2.

wnsvmo%Lao] DNO3NIVEIWWIZI, BUNBVFOBCHS CCT FLCLLNIYCIBNSD
oilgws. 2 877-320-1235 (TTY: 711).

Diné [Navajo]: Saad t’aa jiik’eh, t"aadoole’é binahji” bee adahodoonitigii diné bich’y’
anidahazt’1’i, do6 lahgo at’éego bee hada’dilyaaigii bee bika’aanida’awo’l dahold. Kohji®
hodiilnih 877-320-1235 (TTY: 711).

Polski [Polish]: Dostepne sg bezptatne ustugi jezykowe, pomocnicze i alternatywne formaty.
Zadzwon pod numer 877-320-1235 (TTY: 711).

Portugués [Portuguese]: Estao disponiveis servigos gratuitos de ajuda linguistica auxiliar e
outros formatos alternativos. Ligue 877-320-1235 (TTY: 711).

Ut [Punjabi]: HE3 37", AJfed AgResT, 73 feasfia oone e Quasy Is|
877-320-1235 (TTY: 711) ‘3 'S a3l

Pyccknii [Russian]: Npeaoctaenatotca 6ecnnatHble YCAyrv A3bIKOBOW NOAASPXKKNA,

BCMOMOraresibHble CpeAcTBa U MaTeprarbl B afibTepHaTUBHbIX popmaTax. 3BOHMUTE NG HOMEpPY
877-320-1235 (TTY: 711).

Espafiol [Spanish]: Los servicios gratuitos de asistencia linglistica, ayuda auxiliary
servicios en otro formato estan disponibles. Llame al 877-320-1235 (TTY: 711).

Tagalog [Tagalog]: Magagamit ang mga libreng serbisyong pangwika, serbisyo o device na
pantulong, at kapalit na format. Tumawag sa 877-320-1235 (TTY: 711).

SIP [Tamil]: Geveus Comgl, giemnesor 2 gall wHMID WIHD) euigeu BFemeussiT 2 sitemesrt.
877-320-1235 (TTY: 711) 53 ismipssayLb.

Senih [Telu%.g & 27, DIFODHE PR, DB a@sérlm PO AT
@0erendS fiexs). 877- 320-1235 (TTY: 711) § 575

-877-320-1235 (TTY: 711) 0 Lo ol Silaxd S Sua U di—.m 08 ealal ¢y glaa ¢ L s e [Urdu]s 520
Tiéng Viét [Vietnamese]: C6 san cac dich vu mién phi vé ngdn ngi, hd trg b sung va dinh
dang thay thé. Hay goi 877-320-1235 (TTY: 711).

AAICT [Amharic]:- 32T A2 T38006k, AT A094-6be LOTF PATFD ATAARTID £75k:
877-320-1235 (TTY: 711) AL 22m-A:

Basos ‘[Bassa]: Wudu-xwiniin-mu-za-za k{ia, Hwodo-forno-nyo, ké nya-bolin-po-ka bé bé
nyuee se widi p&-pse do ko 877-320-1235 (TTY: 711) da.

Bekee [Igbo]: Asusu n’efu, enyemaka nkwaru, na gru uscro ndj 0zo di. Kpoo 877-320-1235
(TTY: 711).

Oy‘mbé [Yorubal: Awon isé atilehin iranlowo ede, ati ona kika miran wa larowotd. Pe
877-320-1235 (TTY: 711).

siqrell [Nepali]: #rSTEFa=t f:q[cs, Were AU I dsfevs Bl (Slar/eaasan)
UAE® 39sY S | 877-320- 1235 (TTY: 711) AT el T |






This abridged formulary was updated on 09/29/2025 and is not a complete list of drugs covered by our
plan. For a complete listing, or other questions, please contact the Humana Medicare Employer Plan
Customer Care Team with any questions at the number on the back of your membership card or, for TTY
users, 711, Monday through Friday, from 8 a.m. - 9 p.m., Eastern time. Our automated phone system is
available after hours, weekends, and holidays. Our website is also available 24 hours a day, 7 days a week,
by visiting Humana.com.
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