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How do I use the formulary?  
There are two ways to find your drug in the formulary: 

Medical condition 

that they're used to treat. For example, drugs that treat a heart condition are listed under the category 
"Cardiovascular Drugs." If you know what medical condition your drug is used for, look for the category name in  

Management Requirements). 

Alphabetical listing 
If you're not sure about your drug's category or group , you should look for your drug in the Index that begins on  

generic drugs are listed. Look in the Index to search for your drug. Next to each drug, you'll see the page number 
where you can find coverage information. Turn to the page listed in the Index and find the name of the drug in the 
first column of the list.   

The formulary starts on page 10. We've put the drugs into groups depending on the type of medical conditions  

the list that begins on page 10. Then look under the category name for your drug. The formulary also lists the Tier  
and Utilization Management Requirements for each drug (see page 5 for more information on Utilization  

page 33. The Index is an alphabetical list of all of the drugs included in this document. Both brand-name drugs and  

Prescription drugs are grouped into one of five tiers.   
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 cost less than brand-name drugs. 
� Tier 1 - Preferred Generic: Generic or brand drugs that are available at the lowest cost share for the plan 
� Tier 2 - Generic: Generic or brand drugs that the plan offers at a higher cost to you than Tier 1 Preferred Generic 

drugs 
� Tier 3 - Preferred Brand: Generic or brand drugs that the plan offers at a lower cost to you than Tier 4 

Non-Preferred Drugs  
� Tier 4 - Non-Preferred Drug : Generic or brand drugs that the plan offers at a higher cost to you than Tier 3 

Preferred Brand drugs 
� Tier 5 - Specialty Tier : Some injectables and other high-cost drugs 

How much will I pay for covered drugs?  
Humana 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 drug is 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 Customer Care to find out what your costs are. 
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Are there any restrictions on my coverage?  
Some covered drugs may have additional requirements or limits on coverage. These are called Utilization 
Management Requirements. These requirements and limits may include:  
� Prior Authorization (PA):  Humana requires you to get prior authorization for certain drugs to be covered under 

your plan. This means that you'll need to get approval from Humana before you fill your prescriptions. If you 
don't get approval, Humana may not cover the drug.  

� Quantity Limits (QL): For some drugs, Humana limits the amount of the drug that is covered. Humana 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's 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. Specialty drugs are limited to a 30-day supply regardless 
of tier placement.  

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

� Part B versus Part D (B vs D):  Some drugs may be covered under Medicare Part B or Part D depending upon the 
circumstances. Information may need to be submitted to Humana 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 Humana at  1-877-486-2621 . 
Representatives are available Monday - Friday, 8 a.m. - 8 p.m. 

You can find out if your drug has any additional requirements or limits by looking in the formulary that begins on  
page 10.  

You can also visit  Humana.com/medicaredruglist  to get more information about the restrictions applied to 
specific covered drugs. 

You can ask Humana to make an exception to these restrictions or limits. See the section "How do I request an  
exception to the formulary? " on page 6 for information about how to request an exception.  

Does healthcare reform impact my coverage? 
Since 2011, Medicare has made changes to help with the cost of drugs while members are in the Prescription Drug 
Plan coverage gap, which is often called the "donut hole." The Centers for Medicare & Medicaid Services (CMS) work 
with the companies that make prescription drugs and health plans so you receive nearly 60 percent off the cost of 
many covered, brand-name drugs while you're in the coverage gap. Medicare members who receive the 
low-income subsidy ("Extra Help") or are covered by a qualified, commercial prescription plan through an 
employer won't get this discount.  

What if my drug isn't on the formulary?  
If your drug isn't included in this list of covered drugs, visit  Humana.com/medicaredruglist to see if your plan 
covers your drug. You can also call Customer Care and ask if your drug is covered.  

If Humana doesn't cover your drug, you have two options:  
� You can ask Customer Care for a list of similar drugs that Humana covers. Show the list to your doctor and ask 

him or her to prescribe a similar drug that is covered by Humana.   
� You can ask Humana to make an exception and cover your drug. See below for information about how to 

request an exception. 

Talk to your health care provider to decide if you should switch to another drug that is covered or if you should 
request a formulary exception so that it can be considered for coverage. 
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How do I request an exception to the formulary?  
You can ask Humana to make an exception to the coverage rules. There are several types of exceptions that you 
can ask to be made.  
� Formulary exception: You can request that your drug be covered if it's not on the formulary.  
� Utilization restriction exception: You can request coverage restrictions or limits not be applied to your drug. 

For example, if your drug has a quantity limit, you can ask for the limit not to be applied and to cover more doses 
of the drug. 

� Tier exception: You can request a higher level of coverage for your drug. For example, if your drug is usually 
considered a non-preferred drug, you can request it to be covered as a preferred drug instead. This would lower 
how much money you must pay for your drug. Please remember a higher level of coverage cannot be requested 
for the drug if approval was not made to cover a drug that was not on the formulary.  

Generally, Humana will only approve your request for an exception if the alternative drugs included on the plan's 
formulary, the lower cost-sharing drug, or other restrictions wouldn't be as effective in treating your health 
condition and/or would cause adverse medical effects.  

You should contact us to ask for an initial coverage decision for a formulary, tier, or utilization restriction exception. 
When you ask for an exception, you should submit a statement from your health care provider that supports your 
request. This is called a supporting statement.  

Generally, we must make the decision within 72 hours of receiving your health care provider's supporting 
statement. You can request a quicker, or expedited, exception if you or your health care provider thinks your health 
would seriously suffer if you wait as long as 72 hours for a decision. Once an expedited request is received, we must 
give you a decision no later than 24 hours after we get your health care provider's supporting statement. 

Will my plan cover my drugs if they are not on the formulary?  
You may take drugs that your plan doesn't cover. Or, you may talk to your provider about taking a different drug  
that your plan covers, but that drug might have a Utilization Management Requirement, such as a Prior  
Authorization or Step Therapy, that keeps you from getting the drug right away. In certain cases, we may cover as  
much as a 30-day supply of your drug during the first 90 days you're a member of the plan.   

Here is what we'll do for each of your current Part D drugs that aren't on the formulary, or if you have limited ability  
to get your drugs: 
� We'll temporarily cover up to a 30-day supply of your drug when you go to a pharmacy.  
� There will be no coverage for the drugs after your first 30-day supply, even if you've been a member of the plan  

for less than 90 days, unless a formulary exception has been approved. 

If you're a resident of a long-term care facility and you take Part D drugs that aren't on the formulary, we'll cover  
up to a 31-day supply, plus refills for a maximum of a 91-98 day supply of your current drug therapy (unless you  
have a prescription written for fewer days). We'll cover more than one refill of these drugs for the first 90 days  
you're a member of our plan. We'll cover a 31-day emergency supply of your drug (unless you have a prescription  
for fewer days) while you request a formulary exception if: 

� You need a drug that's not on the formulary  or
� You have limited ability to get your drugs  and
� You're past the first 90 days of membership in the plan   

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 
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DRUG NAME TIER UTILIZATION 
MANAGEMENT 

REQUIREMENTS 

ST - Step Therapy � QL - Quantity Limit � PA - Prior Authorization � B vs D - Part B versus Part D

Need more information about the indicators displayed by the drug names? Please go to page 9. 

sulfamethoxazole-tmp ds tablet; sulfamethoxazole-tmp inj vial;  
sulfamethoxazole-tmp ss tablet MO 

1

SUSTIV A 200 MG CAP SULE  SP 5 QL (120 per 30 da ys) 
SUSTIV A 50 MG CAP SULE  SP 4 QL (480 per 30 da ys) 
SUSTIV A 600 MG TABLET  SP 5 QL (30 per 30 da ys) 
tinidazole 250 mg, 500 mg tablet MO 3
TOBI PODHALER 28 MG, 28 MG CAP SULE WITH INHALA TION DEVICE; TOBI 
PODHALER 28 MG, 28 MG CAP SULE S FOR INHALA TION  SP 

5 PA,QL (224 per 28 da ys) 

VIREAD 150 MG, 200 MG, 250 MG, 300 MG TABLET  SP 5 QL (30 per 30 da ys) 
VIREAD 40 MG/SCOOP (40 MG/GRAM) ORAL POWDER  SP 5 QL (240 per 30 da ys) 
XIF AXAN 200 MG TABLET  MO 5 PA,QL (9 per 30 da ys) 
XIF AXAN 550 MG TABLET  MO 5 PA,QL (84 per 28 da ys) 
ANTIHISTAMINE DRUGS 
desloratadine 5 mg tablet MO 4 QL (30 per 30 da ys) 
levocetirizine 5 mg tablet MO 2 QL (30 per 30 da ys) 
promethazine 12.5 mg, 25 mg, 50 mg suppos; promethazine 12.5 mg, 25 mg,  
50 mg suppository MO 

4

ANTINEOPLASTIC AGENTS 
anastrozole 1 mg tablet MO 1 QL (30 per 30 da ys) 
bicalutamide 50 mg tablet MO 3 QL (30 per 30 da ys) 
GIL OTRIF 20 MG, 30 MG, 40 MG TABLET  SP 5 PA,QL (30 per 30 da ys) 
GLEEVEC 100 MG TABLET  SP 5 PA,QL (180 per 30 da ys) 
GLEEVEC 400 MG TABLET  SP 5 PA,QL (60 per 30 da ys) 
ICL USIG 15 MG TABLET  SP 5 PA,QL (60 per 30 da ys) 
ICL USIG 45 MG TABLET  SP 5 PA,QL (30 per 30 da ys) 
IMBRUVICA 140 MG CAP SULE  SP 5 PA,QL (120 per 30 da ys) 
INL YTA 1 MG TABLET  SP 5 PA,QL (180 per 30 da ys) 
INL YTA 5 MG TABLET  SP 5 PA,QL (60 per 30 da ys) 
letrozole 2.5 mg tablet MO 2 QL (30 per 30 da ys) 
MEKINI ST 0.5 MG TABLET  SP 5 PA,QL (120 per 30 da ys) 
MEKINI ST 2 MG TABLET  SP 5 PA,QL (30 per 30 da ys) 
methotrexate 2.5 mg tablet MO 1 B vs D
REVLIMID 10 MG, 15 MG, 2.5 MG, 20 MG, 25 MG, 5 MG CAP SULE  SP 5 PA,QL (28 per 28 da ys) 
SPR YCEL 100 MG, 50 MG, 70 MG, 80 MG TABLET  SP 5 PA,QL (60 per 30 da ys) 
SPR YCEL 140 MG TABLET  SP 5 PA,QL (30 per 30 da ys) 
SPR YCEL 20 MG TABLET  SP 5 PA,QL (90 per 30 da ys) 
SUTENT 12.5 MG, 25 MG, 37.5 MG, 50 MG CAP SULE  SP 5 PA,QL (28 per 28 da ys) 
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DRUG NAME TIER UTILIZATION 
MANAGEMENT 

REQUIREMENTS 

ST - Step Therapy � QL - Quantity Limit � PA - Prior Authorization � B vs D - Part B versus Part D

Need more information about the indicators displayed by the drug names? Please go to page 9. 

TAFINLA R 50 MG CAP SULE  SP 5 PA,QL (180 per 30 da ys) 
TAFINLA R 75 MG CAP SULE  SP 5 PA,QL (120 per 30 da ys) 
tamoxifen 10 mg, 20 mg tablet MO 2
TARCEV A 100 MG, 150 MG TABLET  SP 5 PA,QL (30 per 30 da ys) 
TARCEV A 25 MG TABLET  SP 5 PA,QL (90 per 30 da ys) 
TARGRETIN 75 MG CAP SULE  SP 5 PA,QL (300 per 30 da ys) 
TASIGNA 150 MG, 200 MG CAP SULE  SP 5 PA,QL (120 per 30 da ys) 
TREL ST AR 11.25 MG, 22.5 MG INT RAMUSCULA R SUSPENSION; TREL ST AR 
11.25 MG/2 ML, 22.5 MG/2 ML INT RAMUSCULA R SY RINGE  MO 

4 PA

TREXALL 10 MG, 15 MG, 5 MG, 7.5 MG TABLET  MO 4 B vs D
VOTRIENT 200 MG TABLET  SP 5 PA,QL (120 per 30 da ys) 
XALK ORI 200 MG, 250 MG CAP SULE  SP 5 PA,QL (60 per 30 da ys) 
XT ANDI 40 MG CAP SULE  SP 5 PA,QL (120 per 30 da ys) 
ZYDELIG 100 MG, 150 MG TABLET  SP 5 PA,QL (60 per 30 da ys) 
ZYKADIA 150 MG CAP SULE  SP 5 PA,QL (150 per 30 da ys) 
ZY TIGA 250 MG TABLET  SP 5 PA,QL (120 per 30 da ys) 
ANTITOXINS,IMMUNE GLOB,TOXOIDS,VACCINES 
ZOST AVAX (PF ) 19,400 UNIT/0.65 ML SUBCUT ANEOUS SUSPENSION  MO 3 QL (1 per 365 da ys) 
AUTONOMIC DRUGS 
albuterol 0.63 mg/3 ml, 1.25 mg/3 ml, 2.5 mg /3 ml (0.083 %), 2.5 mg/0.5 ml, 5  
mg/ml sol; albuterol 0.63 mg/3 ml, 1.25 mg/3 ml, 2.5 mg /3 ml (0.083 %), 2.5  
mg/0.5 ml, 5 mg/ml solution; albuterol sul 0.63 mg/3 ml, 1.25 mg/3 ml, 2.5 mg  
/3 ml (0.083 %), 2.5 mg/0.5 ml, 5 mg/ml sol; albuterol sul 2.5 mg/3 ml soln MO 

2 B vs D

albuterol sulf 2 mg/5 ml syrup MO 2
albuterol sulfate 2 mg, 4 mg tab; albuterol sulfate er 4 mg, 8 mg tab MO 4
alfuzosin hcl er 10 mg tablet MO 2 QL (30 per 30 da ys) 
ANOR O ELLIPT A 62.5 MCG-25 MCG/A CTU ATION POWDER FOR INHALA TION  
MO 

3 QL (60 per 30 da ys) 

baclofen 10 mg, 20 mg tablet MO 2
bethanechol 10 mg, 25 mg, 5 mg tablet MO 3
bethanechol 50 mg tablet MO 4
CHANTIX 0.5 MG, 1 MG TABLET  MO 4 QL (56 per 28 da ys) 
COMBIVENT RE SPIMA T 20 MCG-100 MCG/A CTU ATION SOL UTION FOR 
INHALA TION  MO 

4 QL (4 per 20 da ys) 

donepezil hcl 10 mg tablet MO 1 QL (60 per 30 da ys) 
donepezil hcl 10 mg, 5 mg, 5 mg tablet; donepezil hcl odt 10 mg, 5 mg, 5 mg  
tablet MO 

1 QL (30 per 30 da ys) 

EPIPEN 2-P AK 0.3 MG/0.3 ML INJECTION, AUT O-INJECT OR  MO 3
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DRUG NAME TIER UTILIZATION 
MANAGEMENT 

REQUIREMENTS 

ST - Step Therapy � QL - Quantity Limit � PA - Prior Authorization � B vs D - Part B versus Part D

Need more information about the indicators displayed by the drug names? Please go to page 9. 

EPIPEN JR 2-P AK 0.15 MG/0.3 ML INJECTION,A UT O-INJECT OR  MO 3
EXEL ON PATCH 13.3 MG/24 HOUR, 4.6 MG/24 HR, 9.5 MG/24 HR 
TRANSDERMAL  MO 

4 QL (30 per 30 da ys) 

FORADIL AER OLIZER 12 MCG CAP SULE WITH INHALA TION DEVICE  MO 4 QL (60 per 30 da ys) 
galantamine er 16 mg, 24 mg, 8 mg capsule MO 4 QL (30 per 30 da ys) 
galantamine hbr 12 mg, 4 mg, 8 mg tablet MO 4 QL (60 per 30 da ys) 
INCRUSE ELLIPT A 62.5 MCG/A CTU ATION POWDER FOR INHALA TION  MO 3 QL (30 per 30 da ys) 
ME STINON TIME SP AN 180 MG TABLET ,EXTENDED RELEA SE  MO 5
RAP AFL O 4 MG, 8 MG CAP SULE  MO 3 QL (30 per 30 da ys) 
rivastigmine 1.5 mg, 3 mg capsule MO 4 QL (90 per 30 da ys) 
rivastigmine 4.5 mg, 6 mg capsule MO 4 QL (60 per 30 da ys) 
SEREVENT DI SKUS 50 MCG/DOSE POWDER FOR INHALA TION  MO 3 QL (60 per 30 da ys) 
SPIRIV A RE SPIMA T 1.25 MCG/A CTU ATION, 2.5 MCG/A CTU ATION SOL UTION 
FOR INHALA TION  MO 

3 QL (4 per 28 da ys) 

SPIRIV A WITH HANDIHALER 18 MCG AND INHALA TION CAP SULE S MO 3 QL (30 per 30 da ys) 
STIOL TO RE SPIMA T 2.5 MCG-2.5 MCG/A CTU ATION SOL UTION FOR 
INHALA TION  MO 

3 QL (4 per 28 da ys) 

ST RIVERDI RE SPIMA T 2.5 MCG/A CTU ATION SOL UTION FOR INHALA TION  MO 3 QL (4 per 30 da ys) 
tamsulosin hcl 0.4 mg capsule MO 2 QL (60 per 30 da ys) 
TUDORZA PRE SSAIR 400 MCG/A CTU ATION BREA TH ACTIV ATED  MO 4 QL (1 per 30 da ys) 
VENT OLIN HF A 90 MCG/A CTU ATION AER OSOL INHALER  MO 3 QL (36 per 30 da ys) 
BLOOD FORMATION, COAGULATION, THROMBOSIS 
BRILINT A 60 MG TABLET  MO 3 QL (60 per 30 da ys) 
BRILINT A 90 MG TABLET  MO 3 QL (60 per 30 da ys) 
cilostazol 100 mg tablet MO 2
cilostazol 50 mg tablet MO 2
clopidogrel 300 mg tablet MO 2
clopidogrel 75 mg tablet MO 1 QL (30 per 30 da ys) 
EFFIENT 10 MG TABLET  MO 3 QL (30 per 30 da ys) 
EFFIENT 5 MG TABLET  MO 3 QL (30 per 30 da ys) 
ELIQUI S 2.5 MG TABLET  MO 3 QL (60 per 30 da ys) 
ELIQUI S 5 MG TABLET  MO 3 QL (74 per 30 da ys) 
enoxaparin 100 mg/ml syringe HI ,MO 4 QL (28 per 28 da ys) 
enoxaparin 120 mg/0.8 ml syr HI ,MO 4 QL (22.4 per 28 da ys) 
enoxaparin 150 mg/ml syringe HI ,MO 4 QL (28 per 28 da ys) 
enoxaparin 30 mg/0.3 ml syr HI ,MO 4 QL (16.8 per 28 da ys) 
enoxaparin 300 mg/3 ml vial MO 4 QL (84 per 28 da ys) 
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DRUG NAME TIER UTILIZATION 
MANAGEMENT 

REQUIREMENTS 

ST - Step Therapy � QL - Quantity Limit � PA - Prior Authorization � B vs D - Part B versus Part D

Need more information about the indicators displayed by the drug names? Please go to page 9. 

enoxaparin 40 mg/0.4 ml syr HI ,MO 4 QL (11.2 per 28 da ys) 
enoxaparin 60 mg/0.6 ml syr HI ,MO 4 QL (16.8 per 28 da ys) 
enoxaparin 80 mg/0.8 ml syr HI ,MO 4 QL (22.4 per 28 da ys) 
fondaparinux 2.5 mg/0.5 ml syr HI ,MO 4 QL (15 per 30 da ys) 
fondaparinux 5 mg/0.4 ml syr HI ,MO 5 QL (12 per 30 da ys) 
fondaparinux 7.5 mg/0.6 ml syr HI ,MO 5 QL (18 per 30 da ys) 
PRAD AXA 110 MG CAP SULE  MO 4 QL (60 per 30 da ys) 
PRAD AXA 150 MG CAP SULE  MO 4 QL (60 per 30 da ys) 
PRAD AXA 75 MG CAP SULE  MO 4 QL (60 per 30 da ys) 
PR OCRIT 10,000 UNIT/ML INJECTION SOL UTION  SP 4 PA,QL (14 per 30 da ys) 
PR OCRIT 2,000 UNIT/ML INJECTION SOL UTION  SP 4 PA,QL (14 per 30 da ys) 
PR OCRIT 20,000 UNIT/ML INJECTION SOL UTION  SP 5 PA,QL (14 per 30 da ys) 
PR OCRIT 3,000 UNIT/ML INJECTION SOL UTION  SP 4 PA,QL (14 per 30 da ys) 
PR OCRIT 4,000 UNIT/ML INJECTION SOL UTION  SP 4 PA,QL (14 per 30 da ys) 
PR OCRIT 40,000 UNIT/ML INJECTION SOL UTION  SP 5 PA,QL (14 per 30 da ys) 
warfarin sodium 1 mg tablet MO 1
warfarin sodium 2 mg tablet MO 1
warfarin sodium 2.5 mg tablet MO 1
warfarin sodium 3 mg tablet MO 1
warfarin sodium 4 mg tablet MO 1
warfarin sodium 5 mg tablet MO 1
warfarin sodium 6 mg tablet MO 1
warfarin sodium 7.5 mg tablet MO 1
XA REL TO 10 MG TABLET  MO 3 QL (35 per 60 da ys) 
XA REL TO 15 MG (42)-20 MG (9) TABLET S IN A DOSE PACK  MO 3 QL (51 per 30 da ys) 
XA REL TO 15 MG TABLET  MO 3 QL (60 per 30 da ys) 
XA REL TO 20 MG TABLET  MO 3 QL (30 per 30 da ys) 
CARDIOVASCULAR DRUGS 
acebutolol 200 mg, 400 mg capsule MO 2
amiodarone 150 mg/3 ml syringe; amiodarone 900 mg/18 ml vial; amiodarone  
hcl 200 mg tablet MO 

2

amiodarone hcl 100 mg, 400 mg tablet MO 4
amlodipine besylate 10 mg, 2.5 mg, 5 mg tab MO 1
amlodipine-atorvast 10-10 mg, 10-20 mg, 10-40 mg, 10-80 mg, 2.5-10 mg,  
2.5-20 mg, 2.5-40 mg, 5-10 mg, 5-20 mg, 5-40 mg, 5-80 mg MO 

4 QL (30 per 30 da ys) 

amlodipine-benazepril 10-20 mg, 2.5-10 mg, 5-10 mg, 5-20 mg;  
amlodipine-benazepril 2.5-10 MO 

2 QL (60 per 30 da ys) 
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DRUG NAME TIER UTILIZATION 
MANAGEMENT 

REQUIREMENTS 

ST - Step Therapy � QL - Quantity Limit � PA - Prior Authorization � B vs D - Part B versus Part D

Need more information about the indicators displayed by the drug names? Please go to page 9. 

fluoxetine hcl 60 mg tablet MO 3 QL (30 per 30 da ys) 
gabapentin 100 mg, 300 mg, 400 mg capsule MO 2 QL (270 per 30 da ys) 
gabapentin 600 mg, 800 mg tablet MO 2 QL (180 per 30 da ys) 
haloperidol 0.5 mg, 1 mg, 10 mg, 2 mg, 20 mg, 5 mg tablet MO 2
hydrocodon-acetaminoph 2.5-325; hydrocodon-acetaminoph 7.5-325;  
hydrocodon-acetaminophen 5-325; hydrocodon-acetaminophn 10-325 MO 

3 QL (360 per 30 da ys) 

hydroxyzine 10 mg/5 ml soln; hydroxyzine hcl 10 mg, 25 mg, 50 mg tablet MO 3
ibuprofen 100 mg/5 ml susp; ibuprofen 400 mg, 600 mg, 800 mg tablet MO 1
INVEGA SUSTENNA 117 MG/0.75 ML, 234 MG/1.5 ML INT RAMUSCULA R 
SY RINGE  MO 

5 PA,QL (1.5 per 28 da ys) 

INVEGA SUSTENNA 156 MG/ML INT RAMUSCULA R SY RINGE  MO 5 PA,QL (1 per 28 da ys) 
INVEGA SUSTENNA 39 MG/0.25 ML, 78 MG/0.5 ML INT RAMUSCULA R 
SY RINGE  MO 

4 PA,QL (1.5 per 28 da ys) 

INVEGA TRINZA 273 MG/0.875 ML INT RAMUSCULA R SY RINGE  MO 5 PA,QL (0.87 per 90 da ys) 
INVEGA TRINZA 410 MG/1.315 ML INT RAMUSCULA R SY RINGE  MO 5 PA,QL (1.31 per 90 da ys) 
INVEGA TRINZA 546 MG/1.75 ML INT RAMUSCULA R SY RINGE  MO 5 PA,QL (1.75 per 90 da ys) 
INVEGA TRINZA 819 MG/2.625 ML INT RAMUSCULA R SY RINGE  MO 5 PA,QL (2.62 per 90 da ys) 
lamotrigine 100 mg, 150 mg, 200 mg, 25 mg, 25 mg (35) tablet; lamotrigine  
25 mg tb start kit; lamotrigine 25 mg, 5 mg disper tab; lamotrigine 25 mg, 5  
mg disper tablet MO 

2

lamotrigine er 100 mg, 200 mg, 25 mg, 250 mg, 300 mg, 50 mg tablet;  
lamotrigine odt 100 mg, 200 mg, 25 mg, 25 mg (21) -50 mg (7), 25 mg(14)-50  
mg (14)-100 mg (7), 50 mg, 50 mg (42) -100 mg (14) tablet; lamotrigine odt kit  
(blue); lamotrigine odt kit (green); lamotrigine odt kit (orange) MO 

4

LA TUD A 120 MG, 20 MG, 40 MG, 60 MG TABLET  MO 5 PA,QL (30 per 30 da ys) 
LA TUD A 80 MG TABLET  MO 5 PA,QL (60 per 30 da ys) 
levetiracetam 1,000 mg, 250 mg, 500 mg, 750 mg tablet; levetiracetam 100  
mg/ml soln MO 

2

lithium carbonate 150 mg, 300 mg, 600 mg cap; lithium carbonate 300 mg  
tab; lithium carbonate er 300 mg, 450 mg tb MO 

2

lorazepam 0.5 mg, 1 mg tablet MO 2 QL (90 per 30 da ys) 
lorazepam 2 mg tablet MO 2 QL (150 per 30 da ys) 
LYRICA 100 MG, 150 MG, 200 MG, 25 MG, 50 MG, 75 MG CAP SULE  MO 3 QL (90 per 30 da ys) 
LYRICA 20 MG/ML ORAL SOL UTION  MO 3 QL (900 per 30 da ys) 
LYRICA 225 MG, 300 MG CAP SULE  MO 3 QL (60 per 30 da ys) 
meloxicam 15 mg tablet MO 1 QL (30 per 30 da ys) 
meloxicam 7.5 mg tablet MO 1 QL (60 per 30 da ys) 
mirtazapine 15 mg, 30 mg, 45 mg odt MO 4 QL (30 per 30 da ys) 
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MANAGEMENT 

REQUIREMENTS 

ST - Step Therapy � QL - Quantity Limit � PA - Prior Authorization � B vs D - Part B versus Part D
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SKIN AND MUCOUS MEMBRANE AGENTS 
adapalene 0.1% gel MO 4
betamethasone dp aug 0.05% gel; betamethasone dp aug 0.05% lot;  
betamethasone dp aug 0.05% oin MO 

3

calcipotriene 0.005% cream MO 4 QL (120 per 30 da ys) 
COSENT YX 150 MG/ML SUBCUT ANEOUS SY RINGE  SP 5 PA,QL (32 per 365 da ys) 
COSENT YX PEN 150 MG/ML SUBCUT ANEOUS  SP 5 PA,QL (32 per 365 da ys) 
desonide 0.05% cream; desonide 0.05% lotion; desonide 0.05% ointment MO 4
desoximetasone 0.05% cream; desoximetasone 0.05% gel; desoximetasone  
0.05% ointment; desoximetasone 0.25% cream; desoximetasone 0.25%  
ointment MO 

4

fluorouracil 0.5% cream; fluorouracil 2% topical soln; fluorouracil 5% cream;  
fluorouracil 5% top solution MO 

4

fluticasone prop 0.005% oint; fluticasone prop 0.05% cream MO 2
hydrocortisone buty 0.1% cream; hydrocortisone butyr 0.1% oint;  
hydrocortisone butyr 0.1% soln MO 

4

lidocaine 5% patch MO 4 PA,QL (90 per 30 da ys) 
mupirocin 2% cream MO 4
PICA TO 0.015 % TOPICAL GEL  MO 4 QL (3 per 30 da ys) 
PICA TO 0.05 % TOPICAL GEL  MO 4 QL (2 per 30 da ys) 
RECTIV 0.4 % (W/W) OINTMENT  MO 4 QL (30 per 30 da ys) 
SORIA TANE 10 MG, 17.5 MG, 25 MG CAP SULE  MO 5
TACL ONEX 0.005 %-0.064 % TOPICAL SUSPENSION  MO 3 QL (420 per 30 da ys) 
TARGRETIN 1 % TOPICAL GEL  SP 5 PA
triamcinolone 0.025% cream; triamcinolone 0.025% oint; triamcinolone 0.1%  
cream; triamcinolone 0.1% ointment; triamcinolone 0.5% cream;  
triamcinolone 0.5% ointment MO 

2

ZY CLA RA 2.5 %, 3.75 % TOPICAL CREAM PUMP  MO 4 QL (15 per 30 da ys) 
ZY CLA RA 3.75 % TOPICAL CREAM PACKET  MO 4
SMOOTH MUSCLE RELAXANTS 
flavoxate hcl 100 mg tablet MO 3
MY RBET RIQ 25 MG, 50 MG TABLET ,EXTENDED RELEA SE  MO 3 QL (30 per 30 da ys) 
oxybutynin 5 mg tablet; oxybutynin 5 mg/5 ml syrup MO 2
oxybutynin cl er 10 mg, 15 mg, 5 mg tablet MO 3 QL (60 per 30 da ys) 
tolterodine tartrate 1 mg, 2 mg tab MO 3 QL (60 per 30 da ys) 
TOVIAZ 4 MG, 8 MG TABLET ,EXTENDED RELEA SE  MO 3 QL (30 per 30 da ys) 
trospium chloride 20 mg tablet MO 4
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trospium chloride er 60 mg cap MO 4 QL (30 per 30 da ys) 
VE SICA RE 10 MG, 5 MG TABLET  MO 4 QL (30 per 30 da ys) 
VITAMINS 
calcitriol 0.25 mcg, 0.5 mcg capsule; calcitriol 1 mcg/ml ampul MO 2
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 (Gujarati):   
1-800-457-4708 (TTY: 711).

Hmoob (Hmong): LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb 
rau koj. Hu rau 1-800-457-4708 (TTY: 711).

 (Urdu): 

  
 (TTY: 711) 1-800-457-4708

 (Cambodian)  
 1-800-457-4708 (TTY: 711)

 (Punjabi):   
1-800-457-4708 (TTY: 711) 

 (Bengali):  
 1-800-457-4708 (TTY: 711)

 (Yiddish): 
  

.(TTY: 711) 1-800-457-4708
 (Amharic):  

 1-800-457-4708  711).

 (Thai):  
1-800-457-4708 (TTY: 711).

Oroomiffa (Oromo): XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, 
kanfaltiidhaan ala, ni argama. Bilbilaa 1-800-457-4708 (TTY: 711).

Ilokano (Ilocano): PAKDAAR: Nu saritaem ti Ilocano, ti serbisyo para ti baddang ti lengguahe nga 
awanan bayadna, ket sidadaan para kenyam. Awagan ti 1-800-457-4708 (TTY: 711).

  
 1-800-457-4708 (TTY: 711).

Shqip (Albanian): KUJDES: Nëse flitni shqip, për ju ka në dispozicion shërbime të asistencës 
gjuhësore, pa pagesë. Telefononi në 1-800-457-4708 (TTY: 711).

Srpsko-hrvatski (Serbo-Croatian): OBAVJE—TENJE: Ako govorite srpsko-hrvatski, usluge jezi�ke 
pomo�i dostupne su vam besplatno. Nazovite 1-800-457-4708 (TTY- Telefon za osobe sa o•te�enim 
govorom ili sluhom: 711).

 (Ukrainian):  
  

1-800-457-4708  711).

 (Nepali):  
 1-800-457-4708  711) 

Nederlands (Dutch): AANDACHT: Als u nederlands spreekt, kunt u gratis gebruikmaken van de 
taalkundige diensten. Bel 1-800-457-4708 (TTY: 711).







Notes 
� � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � �  



Notes 
� � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � �  



Notes 
� � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � �  



Blank Page 



H
6

6
2

2
0

1
3

0
0

0
P

D
G

1
7

2
1

9
1

7
 _v

 6

Y0040_PDG17_FINAL_350 Approved H6622013000PDG1721917_v6 

Humana.com 

This abridged formulary was updated on 12/14/2016 and is not a complete list of drugs covered by our 
plan . For a complete listing, more recent information or other questions, please contact Humana at 
1-800-457-4708 or, for TTY users, 711, 7 days a week, from 8 a.m. - 8 p.m. However, please note that the 
automated phone system may answer your call during weekends and holidays from Feb. 15 - Sept. 30. 
Please leave your name and telephone number, and we'll call you back by the end of the next business 
day, or visit Humana.com. 

 
Humana is a Medicare Advantage HMO plan with a Medicare contract. Enrollment in this Humana plan 
depends on contract renewal.  

This information is not a complete description of benefits. Contact the plan for more information. 
Limitations, copayments and restrictions may apply. Benefits, premiums and/or co-payments/co-insurance 
may change on January 1 of each year. The Formulary may change at any time. You will receive notice when 
necessary. 

This information is available for free in other languages. Please call our customer service number at  
1-800-457-4708 (TTY: 711) .  

Esta información está disponible sin costo en otros idiomas. Llame a nuestro departamento de Servicio al 
Cliente al  1-800-457-4708 (TTY: 711) .  
 
  
 


