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For the most current list of covered medications or if you have questions:

Call Member Services:

N
« 1-916-563-2250 or 1-888-563-2250, toll free

+ TDD/TYY, 1-888-877-5378

. Visit optumrx.com to:

+ Find a participating retail pharmacy by ZIP code.

» Look up possible lower-cost medication alternatives.

« Compare medication pricing and options.

« Find an electronic copy of the formulary.

« Get plan coverage information.

This PDL includes a list of
medications covered by
Western Health Advantage
(WHA). This list is updated at
least monthly and is subject
to change. All previous
versions are no longer

in effect.

Health Plan Products:
« Advantage WHA Bronze 6900
HDHP HMO

« Advantage WHA Silver 4100
HDHP HMO

« Capital 15 Platinum 90 HMO

« Capital 2000 Silver 70 HMO

« Capital 2250 Silver 70 HMO

« Capital 250 Gold 80 HMO

» Capital 2500 Silver 70 HDHP HMO
- Capital 30 Gold 80 HMO

« Capital 6000 Bronze 60 HDHP HMO

« Capital 6300 Bronze 60 HMO

+ Gateway 1500 Silver 70 HDHP HMO

«  Gateway 20 Platinum 90 HMO

+  Gateway 2000 Gold 80 HDHP HMO
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Gateway 30 Platinum 90 HMO
Gateway 4010 Gold 80 HMO
Gateway 4020 Gold 80 HMO
Gateway 5020 Silver 70 HMO

Gateway 5200 Bronze 60
HDHP HMO

Gateway 6500 Bronze 60
HDHP HMO

Gateway 6900 Bronze 60
HDHP HMO

Gateway 70 Platinum 90 HMO
Sierra 2000 Gold 80 HDHP HMO
Sierra 25 Platinum 90 HMO
Sierra 40 Gold 80 HMO

Sierra 4010 Gold 80 HMO

Sierra 50 Silver 70 HMO

Sierra 6500 Bronze 60 HDHP HMO
Sierra 6900 Bronze 60 HDHP HMO
WHA $0 Cost Share HMO AI-AN
WHA Bronze 60 HDHP HMO

WHA Bronze 60 HMO

WHA Gold 80 HMO

WHA Minimum Coverage HMO
WHA Off Exchange Silver 70 HMO
WHA Platinum 90 HMO

WHA Silver 70 HMO

WHA Silver 73 HMO

WHA Silver 87 HMO

WHA Silver 94 HMO

4-Tier PDL
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Understanding your PDL

What if I have questions about my
prescription drug benefit?

You can contact Member Services at the phone number
listed on your Western Health Advantage (WHA) ID card or
located on the cover of this booklet. Member Services can
help you with these and other questions:

» Submitting prior authorization and step therapy
exception requests

« Providing your cost share amount under your pharmacy
benefit for drugs subject to a copayment or coinsurance

« Answering questions about medications that may be
a part of your medical benefit, or you can also contact
your doctor for more information.

Whatis a PDL?

APDL is a list of prescribed medications chosen by your
plan for their safety, cost, and effectiveness. Medications
are listed by categories or classes and are placed into cost
levels known as tiers. It includes both brand and generic
prescription medications approved by the U.S. Food and
Drug Administration (FDA). The drug list in this PDL is
organized by the American Hospital Formulary Service
(AHFS) Pharmacologic-Therapeutic Classification system.

Western Health Advantage is guided by the Pharmacy
and Therapeutics Committee (a group of doctors, nurses,
and pharmacists) who reviews which medications will be
covered, how well the drugs work, and overall value. They
also make sure there are safe and covered options.

How doIuse myPDL?

You and your doctor can use the PDL to help you choose
the most cost-effective prescription medications. This PDL
booklet tells you if a medication is generic or brand, and if
special rules apply. Bring this PDL with you when you see
your doctor or use the website link located on the cover
page. If your medication is not listed here, please visit the
plan website or call the number on your member ID card.

You can find out if your medication is listed in the PDL and
if itis covered by the plan by using the alphabetical index
by its brand or generic name, or by using the Category list.

The index at the end of the PDL lists the names of drugs by
both generic and brand name, in alphabetical order. Once
you find the drug name, go to the page number listed to
locate the coverage information.

Category List: Drugs are grouped into AHFS therapeutic
categories, which are listed under the Table of Contentsin
the PDL. If you know what category your medicationisin,
refer to the Table of Contents to find the page.

If a generic equivalent for a brand name is not available on
the market, the generic drug will not be listed separately.
The presence of a drug on the PDL does not guarantee
that your doctor will prescribe the drug for a particular
medical condition.

About this PDL

Where differences between this PDL and your
benefit plan exist, the benefit plan documents rule.
This may not be a complete list of medications that
are covered by your plan. Please review your benefit
plan for full details. The presence of a prescription
medication on the PDL does not guarantee an
enrollee will be prescribed that drug by a provider
for a particular medical condition.

What are tiers?

Tiers are the different cost levels you pay for a medication.
Each tier is assigned a cost, set by your employer or

plan sponsor. This is how much you will pay when you

fill a prescription.

When does the PDL change?

« WHA will update the printed PDL formulary with changes
on a monthly basis. All previous versions are no longer
in effect.

« Medications may move to a lower tier at any time.

» Medications may move to a higher tier when a generic
equal becomes available.

+ Medications may move to a higher tier or be excluded
from coverage immediately if new information about
drug safety or effectiveness is released or if the drug is
removed from the market.

When a medication changes tiers, you may have to pay a
different amount for that medication if:

« We add prior authorization, quantity limits and/or step
therapy requirements.

» The medication moves to a higher tier.

Please note: We will notify you 60 days before the
negative change becomes effective if you currently
take the medication or at the time you request a refill
(you will receive a 30-day supply). This notice will include
(A) change in drug or dosage form; (B) changes in tier
placement of a drug that results in an increase in cost
sharing; and (C) any changes of utilization management
restrictions, including any additions of these restrictions.



Understanding your PDL continued

Why are some medications excluded What is the copay amount for oral

from coverage? anti-cancer drugs”?

A medication may be excluded from coverage under Oral anti-cancer drugs are subject to a maximum

your pharmacy benefit when it works the same as or copayment for each 1-month supply, after any deductible
similar to another prescription or over-the-counter has been met.

(OTC) medication.

What if I don’t agree with a decision about
an excluded medication?

You or your authorized representative and your doctor can
ask for a coverage request by calling the number on your
member ID card. WHA member services representatives
can help guide you further.

Medication tips

What is the difference between brand-name and generic medications?

You can contact Member Services at the phone number listed on your Western Health Advantage (WHA) ID card or
located on the cover of this booklet. Member Services can help you with these and other questions:

What if my doctor writes a brand-name prescription?

If your doctor gives you a prescription for a brand-name medication, .
ask if a generic or lower-cost option could be right for you. Generic
medications are usually your lowest-cost option.

Over-the-counter
medications
An over-the-counter (OTC)

medication may be the right
treatment for some conditions. Talk

What are my pharmacy options for filling
a prescription?
WHA uses the Optum Rx pharmacy network, which allows you to fill your

prescription at one of the participating retail pharmacies. This includes
most U.S. chain pharmacies and many independent pharmacies. To find

a participating pharmacy near you, visit mywha.org and select pharmacy, to your doctor about OTC options.
or call WHA at the number on your member ID card or listed on the front Even though OTC medications may
cover of this booklet. not be covered by your pharmacy

benefit, they may cost less than a

Can I use a mail order pharmacy? s e redies e
For certain types of medications, you can save time and money by

receiving a 90-day supply through Optum® Home Delivery or by using

the Select90 program at Walgreens or CVS Pharmacy. The medications available through home delivery or Select90 are

drugs that you may be taking on a regular basis for a chronic or long-term medical condition.

What if I am taking a specialty medication?

Specialty medications are for rare or complex medical conditions. They are oral or injectable medications that can cost
more than $600 for a 30-day supply. Please note, not all specialty medications are listed in this PDL. Most specialty
medications require PA for coverage and all are limited to up to a 30-day supply through WHA's exclusive specialty
pharmacy network.

Optum® Specialty Pharmacy can provide most of your specialty medications along with helpful programs and services.
Call Optum Specialty Pharmacy at 1-855-427-4682 and have your prescriptions delivered right to your home. You

may also contact NorthBay healthcare, UC Davis onsite pharmacies, or St. Joseph’s McAuley pharmacy of Dignity
Health. WHA will allow up to 2 initial fills at local retail pharmacies to make sure you get started on your medications in

a timely manner. All other fills will be limited to WHA's exclusive specialty network, unless otherwise restricted by the
manufacturer or FDA. Please refer to your Copayment Summary for specific copayment amounts.


http://mywha.org

Definitions

Brand-name drug is a drug that is marketed under a
proprietary, trademark protected name. The brand name
drug shall be listed in all CAPITAL letters.

Coinsurance is a percentage of the cost of a covered
health care benefit that an enrollee pays after the enrollee
has paid the deductible, if a deductible applies to the
health care benefit, such as the prescription drug benefit.

Copayment is a fixed dollar amount that an enrollee pays
for a covered health care benefit after the enrollee has
paid the deductible, if a deductible applies to the health
care benefit, such as the prescription drug benefit.

Deductible is the amount an enrollee pays for covered
health care benefits before the enrollee’s health plan
begins payment for all or part of the cost of the health
care benefit under the terms of the policy.

Drug Tier is a group of prescription drugs that
corresponds to a specified cost sharing tier in the health
plan’s prescription drug coverage. The tier in which a
prescription drug is placed determines the enrollee’s
portion of the cost for the drug.

Enrollee is a person enrolled in a health plan who is
entitled to receive services from the plan. All references
to enrollees in this formulary template shall also include
subscribers as defined in this section below.

Exception request is a request for coverage of a
prescription drug. If an enrollee, his or her designee, or
prescribing health care provider submits an exception
request for coverage of a prescription drug, the health
plan must cover the prescription drug when the drug
is determined to be medically necessary to treat the
enrollee’s condition.

Exigent circumstances are when an enrollee is suffering
from a health condition that may seriously jeopardize
the enrollee’s life, health, or ability to regain maximum
function, or when an enrollee is undergoing a current
course of treatment using a nonformulary drug.

Formulary is the complete list of drugs preferred for use
and eligible for coverage under a health plan product,
and includes all drugs covered under the outpatient
prescription drug benefit of the health plan product.
Formulary is also known as a prescription drug list.

Generic drug is the same drug as its brand name
equivalent in dosage, safety, strength, how it is taken,
quality, performance, and intended use. A generic drug is
listed in bold and italicized lowercase letters.

Nonformulary drug is a prescription drug that is not listed
on the health plan’s formulary.

Out-of-pocket cost are copayments, coinsurance, and
the applicable deductible, plus all costs for health care
services that are not covered by the health plan.

Prescribing provider is a health care provider authorized
to write a prescription to treat a medical condition for a
health plan enrollee.

Prescription is an oral, written, or electronic order by a
prescribing provider for a specific enrollee that contains
the name of the prescription drug, the quantity of the
prescribed drug, the date of issue, the name and contact
information of the prescribing provider, the signature of
the prescribing provider if the prescription is in writing,
and if requested by the enrollee, the medical condition or
purpose for which the drug is being prescribed.

Prescription drug is a drug that is prescribed by the
enrollee’s prescribing provider and requires a prescription
under applicable law.

Prior Authorization is a health plan’s requirement that the
enrollee or the enrollee’s prescribing provider obtain the
health plan’s authorization for a prescription drug before
the health plan will cover the drug. The health plan shall
grant a prior authorization when it is medically necessary
for the enrollee to obtain the drug.

Step therapy is a process specifying the sequence in
which different prescription drugs for a given medical
condition and medically appropriate for a particular
patient are prescribed. The health plan may require the
enrollee to try one or more drugs to treat the enrollee’s
medical condition before the health plan will cover a
particular drug for the condition pursuant to a step
therapy request. If the enrollee’s prescribing provider
submits a request for step therapy exception, the health
plans shall make exceptions to step therapy when the
criteria is met.

Subscriber means the person who is responsible for
payment to a plan or whose employment or other status,
except for family dependency, is the basis for eligibility for
membership in the plan.



Reading your formulary

The formulary gives you choices so you and your doctor can decide your best course of treatment. In this PDL, a drug is
listed alphabetically by its brand and generic name in its therapeutic category and class to which it belongs.

The generic drug name for a brand name drug is included after the brand name in parenthesis. If a generic equal for a
brand name is both available and covered, the generic drug will be listed separately from the brand name in all bold and
italicized lowercase letters.

Brand example:

sovaldi oral tablet 400 mg (sofosbuvir) 3 PA; SP; QL (30 day supply per 1 fill)

If a generic drug is marketed under a proprietary, trademark-protected brand name, the brand name will be listed after
the generic name in parentheses and regular typeface in all CAPITAL letters.

Generic drug example:

triamterene-hctz oral tablet 37.5-25 mg, 75-50 mg 1

Generic drug marketed under a proprietary brand name example:

levothyroxine sodium (LEVOXYL) TABS 1

Tier information

Using lower tier or preferred medications can help you pay your lowest out-of-pocket cost. Your plan may have multiple
or no tiers. Please note: If you have a high-deductible plan, the tier cost levels will apply once you meet your deductible.

Drug tier Includes Helpful tips

Tierl Preferred generic and certain Use tier1 drugs for the lowest out-of-pocket costs.
preferred brand-name medications

Tier2 Preferred brand name and certain Use tier 2 drugs instead of tier 3 to help reduce your
non-preferred generic medications out-of-pocket costs.

Tier3 Non-preferred (generic or brand) Many tier 3 drugs have lower-cost options in tier 1L or 2.
medications Ask your doctor if they could work for you.

Tier4 Specialty medications

INF Infertility medications

OA Office administered medications May be considered under the medical benefit of the

enrollee’s contract. Contact your doctor for more
information and refer to your Evidence of Coverage (EOC)
for coverage information and exceptions.




Reading your formulary continued

Drug list information

In this drug list, some medications are noted with letters next to them to help you see which ones may have coverage
requirements or limits. Your benefit plan decides how these medications may be covered.

AL Age limit — These medications may require prior authorization if your age does not fall within the drug
manufacturer, Food and Drug Administration (FDA) or treatment guideline recommendations.

AC Anti-cancer — These oral anti-cancer drugs are subject to a maximum copayment for up to each 30-day
supply, after any deductible has been met (per California State Law). This amount s listed in your WHA
Copayment Summary.

PA Prior authorization — Your doctor is required to give Western Health Advantage more information to

determine coverage.

QL Quantity limit — Medication may be limited to a certain number of doses or other limit on the amount that
will be covered. Your doctor must request PA approval from WHA for a higher quantity of the drug.

ST Step therapy — Must try lower-cost medication(s) before a higher-cost medication can be covered.

PV Preventive health benefit — Due to Health Care Reform this product may be available at zero copay through
your pharmacy benefit.

SP Specialty medication — May require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail
pharmacies. Exceptions may be allowed when manufacturer or FDA limits supply to select specialty
pharmacies only.

* Copayments waived for this medication; any plan deductible still applies.
n Copayments waived for this medication; skip deductible.

How do I request a prior authorization?

If your medication requires prior authorization (PA), your doctor can fax a completed PA form (available at
westernhealth.com/provider) to Western Health Advantage at 1-916-568-5280. Should you or your doctor need
additional information on how to request PA, please call the number on your member ID card. Once your doctor’s
request is received, we will notify your doctor of our decision within 72 hours. If WHA fails to respond to a completed
PA or step therapy exception request within 72 hours of receiving a non-urgent request and 24 hours of receiving a
request based on exigent circumstances, the request is deemed approved, and the health insurer may not deny the
request thereafter.

If your doctor believes that waiting 72 hours for a standard decision could be harmful to your health, your doctor can
ask for a fast decision. This applies only to requests for medications that you have not already received. We must make
expedited decisions within 24 hours after we get your doctor’s supporting statement.

In some cases, our plan requires you to first try certain medications to treat your medical condition before we will cover
another drug for that condition. This is called step therapy. The required first step medication or preferred drugis a
proven, cost-effective medication. Unless an exception is made, one or more preferred medications must be tried before
progressing to a drug that is subject to step therapy.

A request for an exception to a step therapy requirement may be submitted by your doctor in the same manner as a
request for PA. If a request for step therapy exception is denied, you or your doctor may appeal the denial. The denial
documents provide more information on the appeal rights and procedures. If you have already tried and failed the
preferred drug(s), or if you are already taking a drug that is subject to step therapy when you are enrolled in your WHA
plan, step therapy won’t be required. Also, the medication will be approved for coverage when guidelines are met for
being medically necessary.

If we approve your medication PA or step exception, the approval continues for the date range noted on the exception,
which may be for a specified number of prescription fills and for a period up to a maximum of 1 year. To keep the
exception in place, you must remain enrolled in our plan, your doctor must continue to prescribe your medication at the
same dosage and frequency of use, and your drug must be safe for treating your condition.


http://westernhealth.com/provider

Reading your formulary continued

Are all contraceptives covered?

Contraceptive benefits include coverage for all FDA-approved prescription and OTC contraceptive methods at $0
cost-share. If a therapeutic equivalent of a particular brand name drug or device exists, members must use the generic
product to be eligible for $0 cost share. Contraceptive devices (including IUDs) and implantable contraceptives are
not covered under the pharmacy benefit. They are covered under the medical benefit as described in your Evidence of
Coverage (EOC). Refer to your EOC and Copay Summary for coverage information and limitations.

What blood glucose supplies are covered?

Specific brands of blood glucose testing strips, lancets, and insulin syringes are covered by your pharmacy plan. You will
need a prescription to use the pharmacy benefit for covered items.

Other diabetes supplies, equipment, and services may be covered under your medical benefit. These include:
 blood glucose monitors

* insulin pumps and supplies

« ketone urine testing strips and

« insulin pen delivery systems

Please refer to your EOC and Copay Summary for coverage information specifics and exceptions.

Are HIV medications covered?

All HIV medications are covered under your pharmacy benefit if filled at a retail or specialty pharmacy. If administered
by a health care professional, medications are covered under the medical benefit.

WHA covers antiretroviral drugs that are medically necessary for the prevention of HIV at $0 cost share if delivered
by a network health care provider and filled through a network pharmacy. These items include pre- or postexposure
prophylaxis (PrEP or PEP). If there is a therapeutic equivalent of a brand-name drug, only the generic product will be
eligible for $0 cost share. WHA also covers services for initial HIV PrEP and follow-up care as recommended by the
USPSTF and the CDC. HIV testing is covered, even if it is unrelated to a primary diagnosis.

Are COVID-19 Products Covered?

WHA members are covered for COVID-19 vaccines and prescription therapeutics at $0 cost-share when obtained at a
network pharmacy or at their primary care provider (PCP). WHA will reimburse the cost of up to eight (8) FDA-approved
at-home COVID-19 test kits per month at a maximum reimbursement of $12 per kit (including tax and shipping if
applicable) when obtained at a network pharmacy. Standard cost-shares apply when filled at a pharmacy outside of
Optum Rx’s standard network. Claim reimbursement can be submitted through WHA Pharmacy partner Optum Rx

at https://optumrx.akamaized.net/content/dam/rxmember/pdfs/dmr-forms/Claim-Form-Commercial-PPO-
And-Union.pdf. All receipts dated on or after January 15,2022 will be accepted. A printed claims form may also be
submitted. WHA will also cover the cost of general COVID-19 testing. If you believe you have been exposed and want to
get tested, contact your doctor.


https://optumrx.akamaized.net/content/dam/rxmember/pdfs/dmr-forms/Claim-Form-Commercial-PPO-And-Union.pdf
https://optumrx.akamaized.net/content/dam/rxmember/pdfs/dmr-forms/Claim-Form-Commercial-PPO-And-Union.pdf

Coverage Requirements &

Prescription Drug Name Drug Tier Limits

ANTIHISTAMINE DRUGS - Drugs for Allergy
ANTIHISTAMINE DRUGS - Drugs for Allergy
promethazine hcl oral tablet 25 mg 1
ETHANOLAMINE DERIVATIVES - Drugs for Allergy
carbinoxamine maleate oral solution 4 mgl5ml

carbinoxamine maleate oral tablet 4 mg

clemastine fumarate oral syrup 0.67 mg/5ml

clemastine fumarate oral tablet 2.68 mg

diphenhydramine hcl injection solution 50 mg/ml PA

P N e N = B Y . N B N

diphenhydramine hcl oral elixir 12.5 mg/5ml

KARBINAL ER ORAL SUSPENSION EXTENDED RELEASE 4
MG/5ML (carbinoxamine maleate)

ryvent oral tablet 6 mg 1

FIRST GEN. ANTIHIST. DERIVATIVES, MISC. - Drugs for
Allergy

cyproheptadine hcl oral syrup 2 mgl5ml 1

BN

cyproheptadine hcl oral tablet 4 mg

FIRST GENERATION ANTIHISTAMINES - Drugs for Allergy
ANTIVERT ORAL TABLET 50 MG (meclizine hcl)

ANTIVERT ORAL TABLET CHEWABLE 25 MG (meclizine hcl)
carbinoxamine maleate oral solution 4 mg/5ml

carbinoxamine maleate oral tablet 4 mg

clemastine fumarate oral syrup 0.67 mg/5ml

clemastine fumarate oral tablet 2.68 mg

cyproheptadine hcl oral syrup 2 mg/5ml

Al Al Al Al Al Al W W

cyproheptadine hcl oral tablet 4 mg

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

dimenhydrinate injection solution 50 mg/ml OA

diphenhydramine hcl injection solution 50 mg/ml 1 PA

diphenhydramine hcl oral elixir 12.5 mg/5ml 1

hydroxyzine hcl intramuscular solution 25 mgiml, 50 mg/iml OA

hydroxyzine hcl oral syrup 10 mg/5ml 1

hydroxyzine hcl oral tablet 10 mg, 25 mg, 50 mg 1

hydroxyzine pamoate oral capsule 100 mg, 25 mg, 50 mg 1

KARBINAL ER ORAL SUSPENSION EXTENDED RELEASE 4
MG/5ML (carbinoxamine maleate)

3

meclizine hcl oral tablet 12.5 mg, 25 mg, 50 mg 1

PHENERGAN INJECTION SOLUTION 25 MG/ML, 50 MG/ML
(promethazine hcl)

o
>

PA

o
>

promethazine hcl injection solution 25 mgiml, 50 mg/ml PA

promethazine hcl oral solution 6.25 mgl/5ml

promethazine hcl oral tablet 12.5 mg, 25 mg, 50 mg

promethazine hcl rectal suppository 12.5 mg, 25 mg

promethazine vc oral syrup 6.25-5 mgl/5ml

promethazine vclcodeine oral syrup 6.25-5-10 mgl/5ml

promethazine-codeine oral solution 6.25-10 mg/5ml

promethazine-dm oral syrup 6.25-15 mg/5ml

promethegan rectal suppository 12.5 mg, 25 mg, 50 mg

ryvent oral tablet 6 mg

VISTARIL ORAL CAPSULE 25 MG (hydroxyzine pamoate)
OTHER ANTIHISTAMINES - Drugs for Allergy

cimetidine oral tablet 200 mg, 300 mg, 400 mg, 800 mg 1

W = A Al Al Al Al A A A

famotidine (pf) intravenous solution 20 mg/2ml OA

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024

10



Coverage Requirements &

Prescription Drug Name Drug Tier Limits

famotidine intravenous solution 200 mg/20ml, 40 mgl4ml OA

famotidine oral suspension reconstituted 40 mgl/5ml 1

famotidine oral tablet 20 mg, 40 mg 1

famotidine premixed intravenous solution 20-0.9 mg/50mi-
%

hydroxyzine hcl intramuscular solution 25 mgiml, 50 mg/ml OA

OA

hydroxyzine hcl oral syrup 10 mg/5mli

hydroxyzine hcl oral tablet 10 mg, 25 mg, 50 mg

hydroxyzine pamoate oral capsule 100 mg, 25 mg, 50 mg

nizatidine oral capsule 150 mg, 300 mg

olopatadine hcl nasal solution 0.6 %

olopatadine hcl ophthalmic solution 0.2 %
PEPCID ORAL TABLET 20 MG, 40 MG (famotidine)

RYALTRIS NASAL SUSPENSION 665-25 MCG/ACT
(olopatadine-mometasone)

VISTARIL ORAL CAPSULE 25 MG (hydroxyzine pamoate) 3
PHENOTHIAZINE DERIVATIVES - Drugs for Allergy

PHENERGAN INJECTION SOLUTION 25 MG/ML, 50 MG/ML
(promethazine hcl)

W = A A A A

OA PA

promethazine hcl injection solution 25 mg/ml, 50 mg/ml OA PA

promethazine hcl oral solution 6.25 mgl/5ml

promethazine hcl oral tablet 12.5 mg, 25 mg, 50 mg

promethazine hcl rectal suppository 12.5 mg, 25 mg

promethazine vc oral syrup 6.25-5 mgl/5ml

promethazine vclcodeine oral syrup 6.25-5-10 mg/5ml

promethazine-codeine oral solution 6.25-10 mg/5ml

PN N R N . N . N L N BN

promethazine-dm oral syrup 6.25-15 mg/5ml

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

promethegan rectal suppository 12.5 mg, 25 mg, 50 mg 1
PROPYLAMINE DERIVATIVES - Drugs for Allergy
BROMFED DM ORAL SYRUP 2-30-10 MG/5ML (pseudoeph- 3
bromphen-dm)
hydrocod poli-chlorphe poli er oral suspension extended 1
release 10-8 mg/5ml
pseudoephedrine-bromphen-dm oral syrup 30-2-10 mg/5ml 1
RYCLORA ORAL SOLUTION 2 MG/5ML

. . 3 PA
(dexchlorpheniramine maleate)
TUXARIN ER ORAL TABLET EXTENDED RELEASE 12 HOUR 3
54.3-8 MG (chlorpheniramine-codeine)
SECOND GENERATION ANTIHISTAMINES - Drugs for
Allergy
ALOMIDE OPHTHALMIC SOLUTION 0.1 % (lodoxamide 5
tromethamine)

cetirizine hcl oral solution 1 mgiml, 5 mgl5mli
CLARINEX ORAL TABLET 5 MG (desloratadine) 3

CLARINEX-D 12 HOUR ORAL TABLET EXTENDED RELEASE
12 HOUR 2.5-120 MG (desloratadine-pseudoephedrine)

desloratadine oral tablet 5 mg

desloratadine oral tablet dispersible 2.5 mg, 5 mg

levocetirizine dihydrochloride oral solution 2.5 mgl5ml

N N . N B N

levocetirizine dihydrochloride oral tablet 5 mg

QUZYTTIR INTRAVENOUS SOLUTION 10 MG/ML (cetirizine
hcl)

OA

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

ANTI-INFECTIVE AGENTS - Drugs for Infections
1ST GENERATION CEPHALOSPORIN ANTIBIOTICS -

Antibiotics

cefadroxil oral capsule 500 mg 1
cefadroxil oral suspension reconstituted 250 mg/5ml, 500 1
mgl/5ml

cefadroxil oral tablet 1 gm 1
CEFAZOLIN IN SODIUM CHLORIDE INTRAVENOUS OA
SOLUTION 2-0.9 GM/100ML-%, 3-0.9 GM/100ML-%

cefazolin sodium injection solution reconstituted 1 gm, 10 OA
gm, 100 gm, 2 gm, 3 gm, 300 gm, 500 mg

CEFAZOLIN SODIUM INTRAVENOUS SOLUTION OA
PREFILLED SYRINGE 1 GM/10ML, 2 GM/20ML

cefazolin sodium intravenous solution reconstituted 1 gm, OA
2gm, 3gm

cefazolin sodium-dextrose intravenous solution 1-4 OA
gmi50ml-%, 2-4 gmI/100mi-%

CEFAZOLIN SODIUM-DEXTROSE INTRAVENOUS OA
SOLUTION 2-5 GM/100ML-%

cefazolin sodium-dextrose intravenous solution OA
reconstituted 1-4 gm-%(50ml), 2-3 gm-%(50ml)

cephalexin oral capsule 250 mg, 500 mg, 750 mg 1
cephalexin oral suspension reconstituted 125 mgl/5ml, 250 1
mgl/5ml

cephalexin oral tablet 250 mg, 500 mg 1
2ND GENERATION CEPHALOSPORIN ANTIBIOTICS -

Antibiotics

cefaclor er oral tablet extended release 12 hour 500 mg 1
cefaclor oral capsule 250 mg, 500 mg 1

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

cefaclor oral suspension reconstituted 250 mg/5ml 1

CEFOTAN INJECTION SOLUTION RECONSTITUTED 1 GM, 2 OA

GM (cefotetan disodium)

cefotetan disodium injection solution reconstituted 1 gm, 2 OA

gm

cefoxitin sodium intravenous solution reconstituted 1 gm, OA

10 gm, 2 gm

CEFOXITIN SODIUM-DEXTROSE INTRAVENOUS SOLUTION OA

RECONSTITUTED 1-4 GM-%(50ML), 2-2.2 GM-%(50ML)

cefprozil oral suspension reconstituted 125 mg/5ml, 250 1

mgl/5ml

cefprozil oral tablet 250 mg, 500 mg 1

cefuroxime axetil oral tablet 250 mg, 500 mg 1

cefuroxime sodium injection solution reconstituted 750 mg OA

cefuroxime sodium intravenous solution reconstituted 1.5 OA

gm

3RD GENERATION CEPHALOSPORIN ANTIBIOTICS -

Antibiotics

AVYCAZ INTRAVENOUS SOLUTION RECONSTITUTED 2.5 OA

(2-0.5) GM (ceftazidime-avibactam)

cefdinir oral capsule 300 mg 1

cefdinir oral suspension reconstituted 125 mg/5ml, 250 1

mgl/5ml

cefixime oral capsule 400 mg 1

cefixime oral suspension reconstituted 100 mg/5ml, 200 1

mgl/5ml

CEFOTAXIME SODIUM INJECTION SOLUTION OA

RECONSTITUTED 1 GM, 2 GM

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

cefpodoxime proxetil oral suspension reconstituted 100
mgl5ml, 50 mg/5ml

cefpodoxime proxetil oral tablet 100 mg, 200 mg 1
ceftazidime injection solution reconstituted 1 gm, 6 gm OA
ceftazidime intravenous solution reconstituted 2 gm OA

ceftriaxone sodium in dextrose intravenous solution 20

mg/ml, 40 mg/ml OA
ceftriaxone sodium injection solution reconstituted 1 gm, OA
100 gm, 2 gm, 250 mg, 500 mg

ceftriaxone sodium intravenous solution reconstituted 1 OA
gm, 10 gm, 2 gm

ceftriaxone sodium-dextrose intravenous solution OA

reconstituted 1-3.74 gm-%(50ml), 2-2.22 gm-%(50ml)
tazicef injection solution reconstituted 1 gm OA
TAZICEF INTRAVENOUS SOLUTION 1 GM/50ML

(ceftazidime sodium in dextrose) OA
tazicef intravenous solution reconstituted 1 gm, 2 gm, 6 gm OA
ZERBAXA INTRAVENOUS SOLUTION RECONSTITUTED 1.5 OA
(1-0.5) GM (ceftolozane-tazobactam)

4TH GENERATION CEPHALOSPORIN ANTIBIOTICS -

Antibiotics

cefepime hcl injection solution reconstituted 1 gm OA
cefepime hcl intravenous solution 1 gm/50ml, 2 gm/100ml| OA
cefepime hcl intravenous solution reconstituted 100 gm, 2 OA
gm

cefepime-dextrose intravenous solution reconstituted 1-5 OA

gm-%(50ml), 2-5 gm-%(50ml)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier (L:;:;/it:;age OGS &
5TH GENERATION CEPHALOSPORIN ANTIBIOTICS -

Antibiotics

TEFLARO INTRAVENQUS SOLL_JTION RECONSTITUTED 400 OA

MG, 600 MG (ceftaroline fosamil)

ZERBAXA INTRAVENOUS SOLUTION RECONSTITUTED 1.5 OA

(1-0.5) GM (ceftolozane-tazobactam)

ADAMANTANE ANTIVIRALS - Drugs for Viral Infections

amantadine hcl oral capsule 100 mg 1

amantadine hcl oral solution 50 mg/5ml 1

amantadine hcl oral tablet 100 mg 1

GOCOVRI ORAL CAPSULE EXTENDED RELEASE 24 HOUR 4 PA; SP; QL (30 day supply
137 MG, 68.5 MG (amantadine hcl) per 1 fill)
OSMOLEX ER ORAL TABLET EXTENDED RELEASE 24 3 PA
HOUR 129 MG, 193 MG (amantadine hcl)

rimantadine hcl oral tablet 100 mg 1

ALLYLAMINE ANTIFUNGALS - Drugs for Fungus

terbinafine hcl oral tablet 250 mg 1

AMEBICIDES - Drugs for the Mouth and Throat

FLAGYL ORAL CAPSULE 375 MG (metronidazole) 3

HUMATIN ORAL CAPSULE 250 MG (paromomycin sulfate) 3

LIKMEZ ORAL SUSPENSION 500 MG/5ML (metronidazole) 3
metronidazole intravenous solution 500 mg/100ml OA
metronidazole oral capsule 375 mg 1
metronidazole oral tablet 250 mg, 500 mg 1
metronidazole vaginal gel 0.75 % 1

NUVESSA VAGINAL GEL 1.3 % (metronidazole) 2

VANDAZOLE VAGINAL GEL 0.75 % (metronidazole) 3

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

AMINOGLYCOSIDE ANTIBIOTICS - Antibiotics

amikacin sulfate injection solution 1 gm/4ml, 500 mg/2ml OA

ARIKAYCE INHALATION SUSPENSION 590 MG/8.4ML 4 PA; SP; QL (30 day supply
(amikacin sulfate liposome) per 1 fill)

BETHKIS INHALATION NEBULIZATION SOLUTION 300 4 ST,; SP; QL (56 day supply
MG/4ML (tobramycin) per 1 fill)

gentamicin in saline intravenous solution 0.8-0.9 mgiml-%,

1-0.9 mgiml-%, 1.2-0.9 mgiml-%, 1.6-0.9 mgiml-%, 2-0.9 OA

mglml-%

gentamicin sulfate injection solution 10 mg/ml, 40 mg/iml OA

HUMATIN ORAL CAPSULE 250 MG (paromomycin sulfate) 3

neomyecin sulfate oral tablet 500 mg
SODIUM CITRATE-GENTAMICIN SULF INTRAVENOUS

SOLUTION 4-320 %-MCG/ML OA

streptomycin sulfate intramuscular solution reconstituted 1 OA

gm

TOBI NEBULIZER INHALATION NEBULIZATION SOLUTION 4 ST; SP; QL (56 day supply
300 MG/5ML (tobramycin) per 1 fill)

TOBI PODHALER INHALATION CAPSULE 28 MG 4 SP; QL (56 day supply per 1
(tobramycin) fill)

tobramycin inhalation nebulization solution 300 mgl/4ml 4 EIII:)) QL (56 day supply per 1
tobramycin nebulization solution 300 mg/5ml inhalation 4 EIII:)) QL (56 day supply per 1
TOBRAMYCIN NEBULIZATION SOLUTION 300 MG/5ML 4 PA; SP; QL (56 day supply
INHALATION per 1 fill)

tobramycin sulfate injection solution 1.2 gm/30ml, 10 OA

mgiml, 2 gm/50ml, 80 mg/2ml

tobramycin sulfate injection solution reconstituted 1.2 gm OA

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits
ZEMDRI_II\_ITRAVENOUS SOLUTION 500 MG/10ML OA
(plazomicin sulfate)

AMINOMETHYLCYCLINES - Antibiotics

NUZYRA INTRAVENOUS SOLUTION RECONSTITUTED 100 OA PA

MG (omadacycline tosylate)
NUZYRA ORAL TABLET 150 MG (omadacycline tosylate) 3 PA
SEYSARA ORAL TABLET 100 MG, 150 MG, 60 MG

(sarecycline hcl) 3 PA
AMINOPENICILLIN ANTIBIOTICS - Antibiotics

amoxicillin oral capsule 250 mg, 500 mg 1
amoxicillin oral suspension reconstituted 125 mg/5ml, 200 1

mgl/5ml, 250 mg/5ml, 400 mg/5ml

amoxicillin oral tablet 500 mg, 875 mg 1
amoxicillin oral tablet chewable 125 mg, 250 mg 1

amoxicillin-potassium clavulanate er oral tablet extended
release 12 hour 1000-62.5 mg

amoxicillin-potassium clavulanate oral suspension
reconstituted 200-28.5 mg/5ml, 250-62.5 mg/5ml, 400-57 1
mgl5ml, 600-42.9 mg/5ml

amoxicillin-potassium clavulanate oral tablet 250-125 mg,
500-125 mg, 875-125 mg

amoxicillin-potassium clavulanate oral tablet chewable 200-
28.5 mg, 400-57 mg

ampicillin oral capsule 500 mg 1
ampicillin sodium injection solution reconstituted 1 gm, OA
125 mg, 2 gm, 250 mg, 500 mg

ampicillin sodium intravenous solution reconstituted 1 gm, OA

10 gm, 2 gm

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

ampicillin-sulbactam sodium injection solution OA
reconstituted 1.5 (1-0.5) gm, 3 (2-1) gm
ampicillin-sulbactam sodium intravenous solution OA
reconstituted 1.5 (1-0.5) gm, 15 (10-5) gm, 3 (2-1) gm
AUGMENTIN ES-600 ORAL SUSPENSION RECONSTITUTED 3
600-42.9 MG/5ML (amoxicillin-pot clavulanate)
AUGMENTIN ORAL SUSPENSION RECONSTITUTED 125- 5
31.25 MG/5ML (amoxicillin-pot clavulanate)
AUGMENTIN ORAL TABLET 500-125 MG (amoxicillin-pot 3
clavulanate)
OMECLAMOX-PAK ORAL 500-500-20 MG (amoxicill- 3
clarithro-omeprazole)
UNASYN INJECTION SOLUTION RECONSTITUTED 1.5 (1- OA
0.5) GM, 3 (2-1) GM (ampicillin-sulbactam sodium)
UNASYN INTRAVENOUS SOLUTION RECONSTITUTED 15 OA
(10-5) GM (ampicillin-sulbactam sodium)
VOQUEZNA DUAL PAK ORAL THERAPY PACK 500-20 MG 3 PA
(amoxicillin-vonoprazan)
VOQUEZNA TRIPLE PAK ORAL THERAPY PACK 500-500-20

. . . 3 PA
MG (amoxicill-clarithro-vonoprazan)
ANTHELMINTICS - Drugs for Parasites
albendazole oral tablet 200 mg
BILTRICIDE ORAL TABLET 600 MG (praziquantel) 3
EGATEN ORAL TABLET 250 MG (triclabendazole) 3
EMVERM ORAL TABLET CHEWABLE 100 MG 3
(mebendazole)
ivermectin oral tablet 3 mg 1 PA
praziquantel oral tablet 600 mg
STROMECTOL ORAL TABLET 3 MG (ivermectin) 3 PA

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits
ANTIBACTERIALS, MISCELLANEOUS - Antibiotics
DEFENCATH IN VITRO SOLUTION 1000-13.5 UNIT-MG/ML
. . ) OA
(heparin (porcine)-taurolidine)
ANTIFUNGALS, MISCELLANEOUS - Drugs for Fungus
BREXAFEMME ORAL TABLET 150 MG (ibrexafungerp 3 ST
citrate)
griseofulvin microsize oral suspension 125 mg/5ml 1
griseofulvin microsize oral tablet 500 mg 1
griseofulvin ultramicrosize oral tablet 125 mg, 250 mg 1
ANTI-INFECTIVES (SYSTEMIC), MISC. - Drugs for
Infections
bis subcit-metronid-tetracyc oral capsule 140-125-125 mg 1
bismuthlmetronidaz/tetracyclin oral capsule 140-125-125 1
mg
DEFENCATH IN VITRO SOLUTION 1000-13.5 UNIT-MG/ML OA

(heparin (porcine)-taurolidine)
HELIDAC THERAPY ORAL (metronid-tetracyc-bis subsal) 3 PA
PYLERA ORAL CAPSULE 140-125-125 MG (bis subcit-

metronid-tetracyc) 3
ANTIMALARIALS - Drugs for the Mouth and Throat
ARAKODA ORAL TABLET 100 MG (tafenoquine succinate) 3 PA
ARTESUNATE INTRAVENOUS SOLUTION RECONSTITUTED

OA
110 MG
atovaquone-proguanil hcl oral tablet 250-100 mg, 62.5-25 1
mg
avidoxy oral tablet 100 mg 1
chloroquine phosphate oral tablet 250 mg, 500 mg 1

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

COARTEM ORAL TABLET 20-120 MG (artemether- 3
lumefantrine)
DARAPRIM ORAL TABLET 25 MG (pyrimethamine) 4 EIF;; QL (30 day supply per 1
DORYX MPC ORAL TABLET DELAYED RELEASE 120 MG, 5 PA
60 MG (doxycycline hyclate)
doxy 100 intravenous solution reconstituted 100 mg OA
doxycycline hyclate intravenous solution reconstituted 100 OA
mg
doxycycline hyclate oral capsule 100 mg, 50 mg 1
doxycycline hyclate oral tablet 100 mg, 150 mg, 50 mg, 75 1
mg
doxycycline hyclate oral tablet delayed release 100 mg, 150

1 PA
mg, 200 mg, 50 mg, 75 mg
DOXYCYCLINE HYCLATE ORAL TABLET DELAYED 3 PA
RELEASE 80 MG
doxycycline monohydrate oral capsule 100 mg, 50 mg 1
doxycycline monohydrate oral capsule 150 mg, 75 mg 1 PA
doxycycline monohydrate oral suspension reconstituted 25 1
mgl5ml
doxycycline monohydrate oral tablet 100 mg, 150 mg, 50 1
mg, 75 mg
hydroxychloroquine sulfate oral tablet 100 mg, 200 mg, 300 1
mg, 400 mg
KRINTAFEL ORAL TABLET 150 MG (tafenoquine succinate) 3 PA
MALARONE ORAL TABLET 250-100 MG, 62.5-25 MG 3
(atovaquone-proguanil hcl)
mefloquine hcl oral tablet 250 mg 1

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier (L:;:;/ic:;age RIS
MINOCIN INTRAVENOUS SOLUTION RECONSTITUTED 100

MG (minocycline hcl) OA
minocycline hcl oral capsule 100 mg, 50 mg, 75 mg 1
minocycline hcl oral tablet 100 mg, 50 mg, 75 mg 1 PA
mondoxyne nl oral capsule 100 mg 1
PLAQUENIL ORAL TABLET 200 MG (hydroxychloroquine 3

sulfate)

primaquine phosphate oral tablet 26.3 (15 base) mg 1
pyrimethamine oral tablet 25 mg 4 ﬁlllz)) QL (30 day supply per 1
QUALAQUIN ORAL CAPSULE 324 MG (quinine sulfate) 3
quinidine gluconate er oral tablet extended release 324 mg 1
quinidine sulfate oral tablet 200 mg, 300 mg 1

quinine sulfate oral capsule 324 mg 1

SOVUNA ORAL TA.BLET 200 MG, 300 MG 3 PA
(hydroxychloroquine sulfate)

TARGADOX ORAL TABLET 50 MG (doxycycline hyclate) 3
tetracycline hcl oral capsule 250 mg, 500 mg 1
TETRACYCLINE HCL ORAL TABLET 250 MG, 500 MG 3
VIBRAMYCIN ORAL CAPSULE 100 MG (doxycycline hyclate) 3
VIBRAMYCIN ORAL SUSPENSION RECONSTITUTED 25 3

MG/SML (doxycycline monohydrate)

ANTIMYCOBACTERIALS, MISCELLANEOUS - Antibiotics

dapsone oral tablet 100 mg, 25 mg 1

ANTIPROTOZOALS, MISCELLANEOUS - Drugs for the
Mouth and Throat

ALINIA ORAL SUSPENSION RECONSTITUTED 100 MG/5ML
(nitazoxanide)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024

22



Coverage Requirements &

Prescription Drug Name Drug Tier Limits

ALINIA ORAL TABLET 500 MG (nitazoxanide) 3

atovaquone oral suspension 750 mg/5ml 1

BACTRIM DS ORAL TABLET 800-160 MG (sulfamethoxazole- 3

trimethoprim)

BACTRIM ORAL TABLET 400-80 MG (sulfamethoxazole- 3

trimethoprim)

BENZNIDAZOLE ORAL TABLET 100 MG, 12.5 MG 2 QL (60 EA per 365 days)

bis subcit-metronid-tetracyc oral capsule 140-125-125 mg

bismuth/metronidaz/tetracyclin oral capsule 140-125-125
mg

dapsone oral tablet 100 mg, 25 mg 1
FLAGYL ORAL CAPSULE 375 MG (metronidazole) 3
HELIDAC THERAPY ORAL (metronid-tetracyc-bis subsal) 3 PA
IMPAVIDO ORAL CAPSULE 50 MG (miltefosine) 2

PA; QL (30 EA per 1 fill); AL

LAMPIT ORAL TABLET 120 MG, 30 MG (nifurtimox) 3 (Min 18 Years)
LIKMEZ ORAL SUSPENSION 500 MG/5ML (metronidazole) 3

MEPRON ORAL SUSPENSION 750 MG/5ML (atovaquone) 3

metronidazole intravenous solution 500 mg/100ml OA

metronidazole oral capsule 375 mg 1

metronidazole oral tablet 250 mg, 500 mg 1

NEBUPENT INHALATION SOLUTION RECONSTITUTED 300

MG (pentamidine isethionate) 3 PA
nitazoxanide oral tablet 500 mg 1
PENTAM INJECTION SOLUTION RECONSTITUTED 300 MG

e . OA PA
(pentamidine isethionate)
pentamidine isethionate inhalation solution reconstituted 1 PA

300 mg

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

pentamidine isethionate injection solution reconstituted
300 mg

PYLERA ORAL CAPSULE 140-125-125 MG (bis subcit-
metronid-tetracyc)

SOLOSEC ORAL PACKET 2 GM (secnidazole) 2 PA

sulfamethoxazole-trimethoprim intravenous solution 400-80
mgl/5ml

OA PA

sulfamethoxazole-trimethoprim oral suspension 200-40
mgl/5ml

sulfamethoxazole-trimethoprim oral tablet 400-80 mg, 800-
160 mg

sulfatrim pediatric oral suspension 200-40 mg/5ml 1

tinidazole oral tablet 250 mg, 500 mg 1

ANTIRETROVIRALS, MISCELLANEOUS - Drugs for Viral
Infections

SUNLENCA ORAL TABLET THERAPY PACK 4 X 300 MG, 5 X
300 MG (lenacapavir sodium)

SUNLENCA SUBCUTANEOUS SOLUTION 463.5 MG/1.5ML
(lenacapavir sodium)

ANTITUBERCULOSIS AGENTS - Antibiotics

CIPRO ORAL SUSPENSION RECONSTITUTED 250 MG/5ML
(5%), 500 MG/5ML (10%) (ciprofloxacin)

CIPRO ORAL TABLET 250 MG, 500 MG (ciprofloxacin hcl) 3
ciprofloxacin hcl oral tablet 250 mg, 500 mg, 750 mg 1

OA PA

ciprofloxacin in d5w intravenous solution 200 mg/100ml,
400 mgl/200ml|

clarithromycin er oral tablet extended release 24 hour 500
mg

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

clarithromycin oral suspension reconstituted 125 mg/5ml, 1
250 mg/5ml
clarithromycin oral tablet 250 mg, 500 mg 1
cycloserine oral capsule 250 mg 1
DEXAMETHASONE-MOXIFLOXACIN INTRAOCULAR OA
SOLUTION 1-5 MG/ML
DEXAMETH-MOXIFLOX-KETOROLAC INTRAOCULAR OA
SOLUTION 1-0.5-0.4 MG/ML
ethambutol hcl oral tablet 100 mg, 400 mg 1
isoniazid injection solution 100 mg/ml OA
isoniazid oral syrup 50 mg/5ml 1
isoniazid oral tablet 100 mg, 300 mg 1
levofloxacin in d5w intravenous solution 250 mg/50ml, 500 OA
mgl/100ml, 750 mg/150ml
levofloxacin intravenous solution 25 mg/ml OA
levofloxacin oral solution 25 mg/ml 1
levofloxacin oral tablet 250 mg, 500 mg, 750 mg 1
moxifloxacin hcl in nacl intravenous solution 400 mg/250ml OA
MOXIFLOXACIN HCL INTRAOCULAR SOLUTION 1 MG/ML, 5

OA
MG/ML
MOXIFLOXACIN HCL INTRAVENOUS SOLUTION 400 OA
MG/250ML
moxifloxacin hcl oral tablet 400 mg
MYAMBUTOL ORAL TABLET 400 MG (ethambutol hcl) 3
MYCOBUTIN ORAL CAPSULE 150 MG (rifabutin) 3

PA; QL (182 EA per 365

PRETOMANID ORAL TABLET 200 MG 3 days): AL (Min 18 Years)
PRIFTIN ORAL TABLET 150 MG (rifapentine) 3

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits
pyrazinamide oral tablet 500 mg 1
rifabutin oral capsule 150 mg 1
RIFADIN INTRAVENOUS SOLUTION RECONSTITUTED 600
g . OA
MG (rifampin)
rifampin intravenous solution reconstituted 600 mg OA
rifampin oral capsule 150 mg, 300 mg 1
SIRTURO ORAL TABLET 100 MG, 20 MG (bedaquiline 5 PA
fumarate)
streptomycin sulfate intramuscular solution reconstituted 1 OA
gm
TRECATOR ORAL TABLET 250 MG (ethionamide) 3
TRIAMCINOLONE-MOXIFLOXACIN INTRAOCULAR OA
SUSPENSION 15-1 MG/ML
ANTIVIRALS, MISCELLANEOUS - Drugs for Viral Infections
foscarnet sodium intravenous solution 6000 mg/250ml OA
FOSCAVIR INTRAVENOUS SOLUTION 6000 MG/250ML OA
(foscarnet sodium)
LIVTENCITY ORAL TABLET 200 MG (maribavir) 4 EeAr; 1SfFi’I;I)QL (30 day supply
PAXLOVID (150/100) ORAL TABLET THERAPY PACK 10 X 5 A, QL (4 EA per 1 day); AL
150 MG & 10 X 100MG (nirmatrelvir-ritonavir) (Min 12 Years)
PAXLOVID (300/100) ORAL TABLET THERAPY PACK 20 X 2 A, QL (6 EA per 1 day); AL
150 MG & 10 X 100MG (nirmatrelvir-ritonavir) (Min 12 Years)
PREVYMIS INTRAVENOUS SOLUTION 240 MG/12ML, 480 OA
MG/24ML (letermovir)
PREVYMIS ORAL TABLET 240 MG, 480 MG (letermovir) 3 PA
TPOXX INTRAVENOUS SOLUTION 200 MG/20ML
.. OA PA
(tecovirimat)
TPOXX ORAL CAPSULE 200 MG (tecovirimat) 3 PA

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits
XOFLUZA (40 MG DOSE) ORAL TABLET THERAPY PACK 1 2 QL (1 fill per 180 days); AL
X 40 MG (baloxavir marboxil) (Min 5 Years)
XOFLUZA (80 MG DOSE) ORAL TABLET THERAPY PACK 1 2 QL (1 fill per 180 days); AL
X 80 MG (baloxavir marboxil) (Min 5 Years)
AZOLE ANTIFUNGALS - Drugs for Fungus
CRESEMBA INTRAVENOUS SOLUTION RECONSTITUTED
. . OA PA
372 MG (isavuconazonium sulfate)
CRESEMBA ORAL CAPSULE 186 MG, 74.5 MG 3 PA
(isavuconazonium sulfate)
DIFLUCAN ORAL SUSPENSION RECONSTITUTED 10 3
MG/ML, 40 MG/ML (fluconazole)
DIFLUCAN ORAL TABLET 100 MG, 200 MG (fluconazole) 3
fluconazole in sodium chloride intravenous solution 100- OA
0.9 mg/50ml-%, 200-0.9 mg/100mI-%, 400-0.9 mg/200ml-%
fluconazole oral suspension reconstituted 10 mgiml, 40 1
mg/ml
fluconazole oral tablet 100 mg, 150 mg, 200 mg, 50 mg 1
itraconazole oral capsule 100 mg 1
itraconazole oral solution 10 mg/ml 1
ketoconazole oral tablet 200 mg 1
NOXAFIL INTRAVENOUS SOLUTION 300 MG/16.7ML OA
(posaconazole)
NOXAFIL ORAL PACKET 300 MG (posaconazole) 3 PA
NOXAFIL ORAL SUSPENSION 40 MG/ML (posaconazole)
NOXAFIL ORAL TABLET DELAYED RELEASE 100 MG 3
(posaconazole)
posaconazole intravenous solution 300 mg/16.7ml OA
posaconazole oral suspension 40 mgiml 1

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits
posaconazole oral tablet delayed release 100 mg 1
SPORANOX ORAL CAPSULE 100 MG (itraconazole) 3
SPORANOX ORAL SOLUTION 10 MG/ML (itraconazole) 3
TOLSURA ORAL CAPSULE 65 MG 3
VFEND IV INTRAVENOUS SOLUTION RECONSTITUTED 200
. OA PA

MG (voriconazole)
VFEND ORAL SUSPENSION RECONSTITUTED 40 MG/ML 3 PA
(voriconazole)
VFEND ORAL TABLET 200 MG, 50 MG (voriconazole) 3 PA
VIVJOA ORAL CAPSULE THERAPY PACK 150 MG 3 PA
(oteseconazole)
voriconazole intravenous solution reconstituted 200 mg OA PA
voriconazole oral suspension reconstituted 40 mg/ml 1 PA
voriconazole oral tablet 200 mg, 50 mg 1 PA
CARBAPENEM ANTIBIOTICS - Antibiotics
ertapenem sodium injection solution reconstituted 1 gm OA
imipenem-cilastatin intravenous solution reconstituted 250 OA
mg, 500 mg
meropenem intravenous solution reconstituted 1 gm, 2 gm,

OA
500 mg
MEROPENEM-SODIUM CHLORIDE INTRAVENOUS OA
SOLUTION RECONSTITUTED 1 GM/50ML, 500 MG/50ML
PRIMAXIN IV INTRAVENOUS SOLUTION RECONSTITUTED OA
500-500 MG (imipenem-cilastatin)
RECARBRIO INTRAVENOUS SOLUTION RECONSTITUTED OA
1.25 GM (imipenem-cilastatin-relebactam)
VABOMERE INTRAVENOUS SOLUTION RECONSTITUTED 2

OA
(1-1) GM (meropenem-vaborbactam)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024

28




Coverage Requirements &

Prescription Drug Name Drug Tier Limits

CEPHAMYCIN ANTIBIOTICS - Antibiotics

CEFOTAN INJECTION SOLUTION RECONSTITUTED 1 GM, 2
GM (cefotetan disodium)

OA

cefotetan disodium injection solution reconstituted 1 gm, 2
gm

cefoxitin sodium intravenous solution reconstituted 1 gm,
10 gm, 2 gm

CEFOXITIN SODIUM-DEXTROSE INTRAVENOUS SOLUTION
RECONSTITUTED 1-4 GM-%(50ML), 2-2.2 GM-%(50ML)
CHLORAMPHENICOL ANTIBIOTICS - Antibiotics

chloramphenicol sod succinate intravenous solution
reconstituted 1 gm

CYCLIC LIPOPEPTIDE ANTIBIOTICS - Antibiotics

CUBICIN RF INTRAVENOUS SOLUTION RECONSTITUTED
500 MG (daptomycin)

daptomycin intravenous solution reconstituted 350 mg, 500
mg

DAPTOMYCIN-SODIUM CHLORIDE INTRAVENOUS
SOLUTION 1000-0.9 MG/100ML-%, 350-0.9 MG/50ML-%, 500- OA
0.9 MG/50ML-%, 700-0.9 MG/100ML-%

ECHINOCANDIN ANTIFUNGALS - Drugs for Fungus

CANCIDAS INTRAVENOUS SOLUTION RECONSTITUTED 50
MG, 70 MG (caspofungin acetate)

OA

OA

OA

OA

OA

OA

OA

caspofungin acetate intravenous solution reconstituted 50
mg, 70 mg

ERAXIS INTRAVENOUS SOLUTION RECONSTITUTED 100
MG, 50 MG (anidulafungin)

micafungin sodium intravenous solution reconstituted 100
mg, 50 mg

OA

OA

OA

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

MYCAMINE INTRAVENOUS SOLUTION RECONSTITUTED
100 MG, 50 MG (micafungin sodium)

REZZAYO INTRAVENOUS SOLUTION RECONSTITUTED 200
MG (rezafungin acetate)

ERYTHROMYCIN ANTIBIOTICS - Antibiotics

E.E.S. 400 ORAL TABLET 400 MG (erythromycin
ethylsuccinate)

E.E.S. GRANULES ORAL SUSPENSION RECONSTITUTED
200 MG/5ML (erythromycin ethylsuccinate)

ERYPED 200 ORAL SUSPENSION RECONSTITUTED 200
MG/5ML (erythromycin ethylsuccinate)

ERYPED 400 ORAL SUSPENSION RECONSTITUTED 400
MG/5ML (erythromycin ethylsuccinate)

ERY-TAB ORAL TABLET DELAYED RELEASE 250 MG, 333
MG, 500 MG (erythromycin base)

ERYTHROCIN LACTOBIONATE INTRAVENOUS SOLUTION
RECONSTITUTED 500 MG (erythromycin lactobionate)

ERYTHROCIN STEARATE ORAL TABLET 250 MG
(erythromycin stearate)

OA

OA PA

erythromycin base oral capsule delayed release particles
250 mg

erythromycin base oral tablet 250 mg, 500 mg 1

erythromycin base oral tablet delayed release 250 mg, 333
mg, 500 mg

erythromycin ethylsuccinate oral suspension reconstituted
200 mgl/5ml, 400 mg/5ml

erythromycin ethylsuccinate oral tablet 400 mg 1

erythromycin lactobionate intravenous solution

reconstituted 500 mg OA

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024

30



Coverage Requirements &

Prescription Drug Name Drug Tier Limits

erythromycin oral tablet delayed release 250 mg, 333 mg,
500 mg

EXTENDED-SPECTRUM PENICILLINS - Antibiotics

piperacillin sod-tazobactam so intravenous solution
reconstituted 13.5 (12-1.5) gm, 2.25 (2-0.25) gm, 3-0.375 gm, OA
3.375 (3-0.375) gm, 4-0.5 gm, 4.5 (4-0.5) gm, 40.5 (36-4.5) gm

ZOSYN INTRAVENOUS SOLUTION 2-0.25 GM/50ML, 3-0.375

GM/50ML, 4-0.5 GM/100ML (piperacillin-tazobactam in dex) OA
FLUOROCYCLINES - Antibiotics

XERAVA INTRAVENOUS SOLUTION RECONSTITUTED 100 OA
MG, 50 MG (eravacycline dihydrochloride)

GLYCOPEPTIDE ANTIBIOTICS - Antibiotics

DALVANCE INTRAVENOUS SOLUTION RECONSTITUTED OA
500 MG (dalbavancin hcl)

FIRVANQ ORAL SOLUTION RECONSTITUTED 25 MG/ML, 50 3
MG/ML (vancomyecin hcl)

KIMYRSA INTRAVENOUS SOLUTION RECONSTITUTED OA
1200 MG (oritavancin diphosphate)

ORBACTIV INTRAVENOUS SOLUTION RECONSTITUTED OA
400 MG (oritavancin diphosphate)

VANCOCIN ORAL CAPSULE 125 MG, 250 MG (vancomycin 3
hcl)

VANCOMYCIN HCL IN DEXTROSE INTRAVENOUS OA

SOLUTION 1.5-5 GM/250ML-%

vancomyecin hcl in dextrose intravenous solution 1-5
gmi200mI-%, 1.5-5 gm/300mI-%, 500-5 mg/100ml-%, 750-5 OA
mgl150mli-%

vancomyecin hcl in dextrose solution 1.25-5 gm/250mli-%
intravenous

OA

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits
VANCOMYCIN HCL IN DEXTROSE SOLUTION 1.25-5 OA
GM/250ML-% INTRAVENOUS

vancomycin hcl in nacl intravenous solution 1-0.9 OA
gm/200ml-%, 500-0.9 mg/100mli-%

VANCOMYCIN HCL IN NACL INTRAVENOUS SOLUTION 1-

0.9 GM/250ML-%, 1.25-0.9 GM/250ML-%, 1.5-0.9 GM/250ML- OA
%, 1.5-0.9 GM/500ML-%, 1.75-0.9 GM/250ML-%, 2-0.9

GM/500ML-%

VANCOMYCIN HCL IN NACL SOLUTION 750-0.9 MG/150ML- OA
% INTRAVENOUS

vancomyecin hcl in nacl solution 750-0.9 mg/150mI-% OA

intravenous

vancomycin hcl intravenous solution 1000 mg/200ml, 1250
mgl/250ml, 1500 mg/300ml, 1750 mg/350ml, 2000 mg/400ml, OA
500 mg/100ml, 750 mgl/150ml|

vancomyecin hcl intravenous solution reconstituted 1 gm,

1.25gm, 1.5 gm, 10 gm, 100 gm, 5 gm, 500 mg, 750 mg OA
vancomyecin hcl oral capsule 125 mg, 250 mg 1
vancomyecin hcl oral solution reconstituted 25 mgiml, 250 1
mgl5ml, 50 mgiml

VIBATIV INTRAVENOUS SOLUTION RECONSTITUTED 750 OA

MG (telavancin hcl)

GLYCYLCYCLINE ANTIBIOTICS - Antibiotics
tigecycline intravenous solution reconstituted 50 mg OA
TYGACIL INTRAVENOUS SOLUTION RECONSTITUTED 50

MG (tigecycline) OA

HCV POLYMERASE INHIBITOR ANTIVIRALS - Drugs for

Viral Infections

EPCLUSA ORAL PACKET 150-37.5 MG, 200-50 MG 5 PA; SP; QL (30 day supply
(sofosbuvir-velpatasvir) per 1 fill)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

(sofosbuvir-velpatasvir)

Prescription Drug Name Drug Tier Limits

EPCLUSA ORAL TABLET 200-50 MG, 400-100 MG 2 PA; SP; QL (30 day supply
(sofosbuvir-velpatasvir) per 1 fill)

HARVONI ORAL PACKET 33.75-150 MG, 45-200 MG 2 PA; SP; QL (30 day supply
(ledipasvir-sofosbuvir) per 1 fill)

HARVONI ORAL TABLET 45-200 MG, 90-400 MG (ledipasvir- > PA; SP; QL (30 day supply
sofosbuvir) per 1 fill)
LEDIPASVIR-SOFOSBUVIR ORAL TABLET 90-400 MG 4 EeAr; 131':';')(3" (30 day supply
SOFOSBUVIR-VELPATASVIR ORAL TABLET 400-100 MG 4 E:r; 131':';')@‘ (30 day supply
SOVALDI ORAL PACKET 150 MG, 200 MG (sofosbuvir) 4 Eé\r; 181':';')@" (30 day supply
SOVALDI ORAL TABLET 200 MG, 400 MG (sofosbuvir) 4 Eﬁr; f;’l;l)QL (30 day supply
VOSEVI ORAL TABLET 400-100-100 MG (sofosbuv- 2 PA; SP; QL (30 day supply
velpatasv-voxilaprev) per 1 fill)

HCV PROTEASE INHIBITOR ANTIVIRALS - Drugs for Viral

Infections

MAVYRET ORAL PACKET 50-20 MG (glecaprevir- 5 PA; SP; QL (30 day supply
pibrentasvir) per 1 fill)

MAVYRET ORAL TABLET 100-40 MG (glecaprevir- 5 PA; SP; QL (30 day supply
pibrentasvir) per 1 fill)

VOSEVI ORAL TABLET 400-100-100 MG (sofosbuv- 5 PA; SP; QL (30 day supply
velpatasv-voxilaprev) per 1 fill)

ZEPATIER ORAL TABLET 50-100 MG (elbasvir-grazoprevir) 4 E:r; f;i)QL (30 day supply
HCV REPLICATION COMPLEX INHIBITORS - Drugs for

Viral Infections

EPCLUSA ORAL PACKET 150-37.5 MG, 200-50 MG 2 PA; SP; QL (30 day supply

per 1 fill)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible

Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

EPCLUSA ORAL TABLET 200-50 MG, 400-100 MG 5 PA; SP; QL (30 day supply
(sofosbuvir-velpatasvir) per 1 fill)
HARVONI ORAL PACKET 33.75-150 MG, 45-200 MG 5 PA; SP; QL (30 day supply
(ledipasvir-sofosbuvir) per 1 fill)
HARVONI ORAL TABLET 45-200 MG, 90-400 MG (ledipasvir- 5 PA; SP; QL (30 day supply
sofosbuvir) per 1 fill)
LEDIPASVIR-SOFOSBUVIR ORAL TABLET 90-400 MG 4 EeAr; 131':';')(3" (30 day supply
MAVYRET ORAL PACKET 50-20 MG (glecaprevir- 5 PA; SP; QL (30 day supply
pibrentasvir) per 1 fill)
MAVYRET ORAL TABLET 100-40 MG (glecaprevir- 5 PA; SP; QL (30 day supply
pibrentasvir) per 1 fill)
SOFOSBUVIR-VELPATASVIR ORAL TABLET 400-100 MG 4 Eﬁr; f;’l;l)QL (30 day supply
VOSEVI ORAL TABLET 400-100-100 MG (sofosbuv- 5 PA; SP; QL (30 day supply
velpatasv-voxilaprev) per 1 fill)
ZEPATIER ORAL TABLET 50-100 MG (elbasvir-grazoprevir) 4 EeAr; f’;;l)Q" (30 day supply
HIV CAPSID INHIBITORS - Drugs for Viral Infections
SUNLENCA ORAL TABLET THERAPY PACK 4 X 300 MG, 5 X 3 PA
300 MG (lenacapavir sodium)
SUNLENCA SUBCUTANEOUS SOLUTION 463.5 MG/1.5ML

. . OA PA
(lenacapavir sodium)
HIV ENTRY AND FUSION INHIBITORS - Drugs for Viral
Infections
FUZEON SUBCUTANEOUS SOLUTION RECONSTITUTED 90 3 PA; QL (30 day supply per 1
MG (enfuvirtide) fill)
maraviroc oral tablet 150 mg, 300 mg 1
RUKOBIA ORAL TABLET EXTENDED RELEASE 12 HOUR 3 PA
600 MG (fostemsavir tromethamine)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits
SELZENTRY ORAL SOLUTION 20 MG/ML (maraviroc) 3
SELZENTRY ORAL TABLET 150 MG, 300 MG (maraviroc) 3
TROGARZO INTRAVENOUS SOLUTION 200 MG/1.33ML

s , OA
(ibalizumab-uiyk)

HIV INTEGRASE INHIBITOR ANTIRETROVIRALS - Drugs

for Viral Infections
APRETUDE INTRAMUSCULAR SUSPENSION EXTENDED OA
RELEASE 600 MG/3ML (cabotegravir)
BIKTARVY ORAL TABLET 30-120-15 MG, 50-200-25 MG 5

(bictegravir-emtricitab-tenofov)

CABENUVA INTRAMUSCULAR SUSPENSION EXTENDED
RELEASE 400 & 600 MG/2ML, 600 & 900 MG/3ML OA
(cabotegravir & rilpivirine)

DOVATO ORAL TABLET 50-300 MG (dolutegravir-

lamivudine) 2 AL (Min 18 Years)
GENVOYA ORAL TABLET 150-150-200-10 MG (elviteg-cobic- 5

emtricit-tenofaf)

ISENTRESS HD ORAL TABLET 600 MG (raltegravir 5 PV

potassium)

ISENTRESS ORAL PACKET 100 MG (raltegravir potassium) 3 PV

ISENTRESS ORAL TABLET 400 MG (raltegravir potassium) 2 PV

ISENTRESS ORAL TABLET CHEWABLE 100 MG, 25 MG 3 PV

(raltegravir potassium)
JULUCA ORAL TABLET 50-25 MG (dolutegravir-rilpivirine) 3 PA
STRIBILD ORAL TABLET 150-150-200-300 MG (elviteg-

cobic-emtricit-tenofdf) 3
TIVICAY ORAL TABLET 50 MG (dolutegravir sodium) 2
TIVICAY PD ORAL TABLET SOLUBLE 5 MG (dolutegravir 5
sodium)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits
TRIUMEQ ORAL TABLET 600-50-300 MG (abacavir- 5
dolutegravir-lamivud)

TRIUMEQ PD ORAL TABLET SOLUBLE 60-5-30 MG 5

(abacavir-dolutegravir-lamivud)
VOCABRIA ORAL TABLET 30 MG (cabotegravir sodium) 3

HIV NONNUCLEOSIDE REV.TRANSCRIP. INHIB. - Drugs for
Viral Infections

BIKTARVY ORAL TABLET 30-120-15 MG, 50-200-25 MG
(bictegravir-emtricitab-tenofov)

CABENUVA INTRAMUSCULAR SUSPENSION EXTENDED
RELEASE 400 & 600 MG/2ML, 600 & 900 MG/3ML OA
(cabotegravir & rilpivirine)

COMPLERA ORAL TABLET 200-25-300 MG (emtricitab-
rilpivir-tenofovir)

DELSTRIGO ORAL TABLET 100-300-300 MG (doravirin-
lamivudin-tenofov df)

EDURANT ORAL TABLET 25 MG (rilpivirine hcl)

efavirenz oral capsule 200 mg, 50 mg

efavirenz oral tablet 600 mg

Sl Al AN

efavirenz-emtricitab-tenofo df oral tablet 600-200-300 mg

efavirenz-lamivudine-tenofovir oral tablet 400-300-300 mg,
600-300-300 mg

etravirine oral tablet 100 mg, 200 mg

INTELENCE ORAL TABLET 100 MG, 200 MG (etravirine)
INTELENCE ORAL TABLET 25 MG (etravirine)

JULUCA ORAL TABLET 50-25 MG (dolutegravir-rilpivirine)
methocarbamol oral tablet 500 mg

PA

Sl WIN W -

nevirapine er oral tablet extended release 24 hour 400 mg

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits
nevirapine oral suspension 50 mg/5ml 1
nevirapine oral tablet 200 mg 1
ODEFSEY ORAL TABLET 200-25-25 MG (emtricitab-rilpivir- 2
tenofov af)
PIFELTRO ORAL TABLET 100 MG (doravirine) 3 PA
SYMFI LO ORAL TABLET 400-300-300 MG (efavirenz- 3
lamivudine-tenofovir)
SYMFI ORAL TABLET 600-300-300 MG (efavirenz- 3
lamivudine-tenofovir)
HIV NUCLEOSIDE, NUCLEOTIDE RT INHIBITORS - Drugs
for Viral Infections
abacavir sulfate oral solution 20 mg/ml 1
abacavir sulfate oral tablet 300 mg 1
abacavir sulfate-lamivudine oral tablet 600-300 mg 1
BIKTARVY ORAL TABLET 30-120-15 MG, 50-200-25 MG 5
(bictegravir-emtricitab-tenofov)
CIMDUO ORAL TABLET 300-300 MG (lamivudine-tenofovir) 2
COMPLERA ORAL TABLET 200-25-300 MG (emtricitab- 5
rilpivir-tenofovir)
DELSTRIGO ORAL TABLET 100-300-300 MG (doravirin-

A 3 PA
lamivudin-tenofov df)
DESCOVY ORAL TABLET 120-15 MG, 200-25 MG

. . 2 PV

(emtricitabine-tenofovir af)
DO\{ATO_ ORAL TABLET 50-300 MG (dolutegravir- 5 AL (Min 18 Years)
lamivudine)
efavirenz-emtricitab-tenofo df oral tablet 600-200-300 mg 1
efavirenz-lamivudine-tenofovir oral tablet 400-300-300 mg, 1
600-300-300 mg
emtricitabine oral capsule 200 mg 1

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits
emtricitabine-tenofovir df oral tablet 100-150 mg, 133-200 1 PV
mg, 167-250 mg, 200-300 mg
EMTRIVA ORAL CAPSULE 200 MG (emtricitabine) 3
EMTRIVA ORAL SOLUTION 10 MG/ML (emtricitabine) 2
EPIVIR ORAL SOLUTION 10 MG/ML (lamivudine) 3
EPIVIR ORAL TABLET 150 MG, 300 MG (lamivudine) 3
GENVOYA ORAL TABLET 150-150-200-10 MG (elviteg-cobic- 5
emtricit-tenofaf)
lamivudine oral solution 10 mgiml 1 PV
lamivudine oral tablet 100 mg 1
lamivudine oral tablet 150 mg, 300 mg 1 PV
lamivudine-zidovudine oral tablet 150-300 mg 1 PV
ODEFSEY ORAL TABLET 200-25-25 MG (emtricitab-rilpivir- 5
tenofov af)
RETROVIR INTRAVENOUS SOLUTION 10 MG/ML
. . OA

(zidovudine)
RETROVIR ORAL CAPSULE 100 MG (zidovudine) 3
RETROVIR ORAL SYRUP 50 MG/5ML (zidovudine) 3
STRIBILD ORAL TABLET 150-150-200-300 MG (elviteg-

. . . 3
cobic-emtricit-tenofdf)
SYMFI LO ORAL TABLET 400-300-300 MG (efavirenz- 3
lamivudine-tenofovir)
SYMFI ORAL TABLET 600-300-300 MG (efavirenz- 3
lamivudine-tenofovir)
SYMTUZA ORAL TABLET 800-150-200-10 MG (darun-cobic-

. 2 ST

emtricit-tenofaf)
tenofovir disoproxil fumarate oral tablet 300 mg 1 PV

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

TRIUMEQ ORAL TABLET 600-50-300 MG (abacavir-
dolutegravir-lamivud)

TRIUMEQ PD ORAL TABLET SOLUBLE 60-5-30 MG
(abacavir-dolutegravir-lamivud)

TRUVADA ORAL TABLET 100-150 MG, 133-200 MG, 167-250
MG, 200-300 MG (emtricitabine-tenofovir df)

VIREAD ORAL POWDER 40 MG/GM (tenofovir disoproxil
fumarate)

VIREAD ORAL TABLET 150 MG, 200 MG, 250 MG (tenofovir
disoproxil fumarate)

VIREAD ORAL TABLET 300 MG (tenofovir disoproxil
fumarate)

ZIAGEN ORAL SOLUTION 20 MG/ML (abacavir sulfate)
Zidovudine oral capsule 100 mg

2

PV
PV
PV

zidovudine oral syrup 50 mgl5mli

S Al Al W

Zidovudine oral tablet 300 mg

HIV PROTEASE INHIBITOR ANTIRETROVIRALS - Drugs for
Viral Infections

APTIVUS ORAL CAPSULE 250 MG (tipranavir)
atazanavir sulfate oral capsule 150 mg, 200 mg, 300 mg

darunavir oral tablet 600 mg, 800 mg
EVOTAZ ORAL TABLET 300-150 MG (atazanavir-cobicistat)
fosamprenavir calcium oral tablet 700 mg

KALETRA ORAL SOLUTION 400-100 MG/5ML (lopinavir-
ritonavir)

KALETRA ORAL TABLET 100-25 MG, 200-50 MG (lopinavir-
ritonavir)

PA

Al WA

lopinavir-ritonavir oral solution 400-100 mg/5ml 1 PV

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits
lopinavir-ritonavir oral tablet 100-25 mg, 200-50 mg 1 PV
NORVIR ORAL PACKET 100 MG (ritonavir)
NORVIR ORAL TABLET 100 MG (ritonavir)
PREZCOBIX ORAL TABLET 800-150 MG (darunavir- 2
cobicistat)
PREZISTA ORAL SUSPENSION 100 MG/ML (darunavir) 3
PREZISTA ORAL TABLET 150 MG, 75 MG (darunavir)
PREZISTA ORAL TABLET 600 MG, 800 MG (darunavir) 3
REYATAZ ORAL CAPSULE 200 MG, 300 MG (atazanavir 3
sulfate)
REYATAZ ORAL PACKET 50 MG (atazanavir sulfate) 3
ritonavir oral tablet 100 mg
SYMTUZA ORAL TABLET 800-150-200-10 MG (darun-cobic-
. 2 ST
emtricit-tenofaf)
VIRACEPT ORAL TABLET 250 MG, 625 MG (nelfinavir 5
mesylate)
INTERFERON ANTIVIRALS - Drugs for Viral Infections
ALFERON N INJECTION SOLUTION 5000000 UNIT/ML
. OA
(interferon alfa-n3)
BESREMI SUBCUTANEOUS SOLUTION PREFILLED 4 PA; SP; QL (30 day supply
SYRINGE 500 MCG/ML (ropeginterferon alfa-2b-njft) per 1 fill)
PEGASYS SUBCUTANEOUS SOLUTION 180 MCG/ML 4 PA; SP; QL (30 day supply
(peginterferon alfa-2a) per 1 fill)
PEGASYS SUBCUTANEOUS SOLUTION PREFILLED 4 PA; SP; QL (30 day supply
SYRINGE 180 MCG/0.5ML (peginterferon alfa-2a) per 1 fill)
LINCOMYCIN ANTIBIOTICS - Antibiotics
CLEOCIN ORAL CAPSULE 150 MG, 300 MG, 75 MG 3
(clindamycin hcl)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits
CLEOCIN ORAL SOLUTION RECONSTITUTED 75 MG/5ML 3
(clindamycin palmitate hcl)

CLEOCIN PHOSPHATE INJECTION SOLUTION 300 MG/2ML,

600 MG/4ML, 9 GM/60ML, 900 MG/6ML (clindamycin OA
phosphate)

clindamycin hcl oral capsule 150 mg, 300 mg, 75 mg 1

clindamycin palmitate hcl oral solution reconstituted 75 1

mgl/5ml

clindamycin phosphate in d5w intravenous solution 300 OA

mg/50ml, 600 mg/50ml, 900 mg/50ml

CLINDAMYCIN PHOSPHATE IN NACL INTRAVENOUS
SOLUTION 300-0.9 MG/50ML-%, 600-0.9 MG/50ML-%, 900- OA
0.9 MG/50ML-%

clindamycin phosphate injection solution 900 mg/6ml, 9000

mgl60ml OA

LINCOCIN INJECTION SOLUTION 300 MG/ML (lincomycin OA

hcl)

lincomycin hcl injection solution 300 mg/ml OA
MONOBACTAM ANTIBIOTICS - Antibiotics

AZACTAM INJECTION SOLUTION RECONSTITUTED 1 GM, 2 OA

GM (aztreonam)

aztreonam injection solution reconstituted 1 gm, 2 gm OA

CAYSTON INHALATION SOLUTION RECONSTITUTED 75 4 PA; SP; QL (56 day supply
MG (aztreonam lysine) per 1 fill)
MONOCLONAL ANTIBODY ANTIVIRALS - Drugs for Viral

Infections

BEYFORTUS INTRAMUSCULAR SOLUTION PREFILLED OA

SYRINGE 100 MG/ML, 50 MG/0.5ML (nirsevimab-alip)

GOHIBIC INTRAVENOUS SOLUTION 200 MG/20ML OA

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier TR RGNS &

Limits
PEMGARDA INTRAVENOUS SOLUTION 500 MG/4ML OA
(pemivibart)
SYNAGIS INTRAMUSCULAR SOLUTION 100 MG/ML, 50 OA
MG/0.5ML (palivizumab)
NATURAL PENICILLIN ANTIBIOTICS - Antibiotics
BICILLIN C-R 900/300 INTRAMUSCULAR SUSPENSION OA
900000-300000 UNIT/2ML (penicillin g benzathine & proc)
BICILLIN C-R INTRAMUSCULAR SUSPENSION 1200000 OA

UNIT/2ML (penicillin g benzathine & proc)

BICILLIN L-A INTRAMUSCULAR SUSPENSION PREFILLED
SYRINGE 1200000 UNIT/2ML, 2400000 UNIT/4ML, 600000 OA
UNIT/ML (penicillin g benzathine)

PENICILLIN G POT IN DEXTROSE INTRAVENOUS

SOLUTION 20000 UNIT/ML, 40000 UNIT/ML, 60000 UNIT/ML OA

penicillin g potassium injection solution reconstituted OA

20000000 unit, 5000000 unit

penicillin g sodium injection solution reconstituted 5000000 OA

unit

penicillin v potassium oral solution reconstituted 125 1

mgl/5ml, 250 mgl/5ml

penicillin v potassium oral tablet 250 mg, 500 mg 1

PFIZERPEN INJECTION SOLUTION RECONSTITUTED OA

20000000 UNIT, 5000000 UNIT (penicillin g potassium)

NEURAMINIDASE INHIBITOR ANTIVIRALS - Drugs for Viral

Infections

oseltamivir phosphate oral capsule 30 mg 1 QL (20 EA per 180 days)
oseltamivir phosphate oral capsule 45 mg, 75 mg 1 QL (10 EA per 180 days)
;s;ﬁmlwr phosphate oral suspension reconstituted 6 1 QL (180 ML per 180 days)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

RAPIVAB INTRAVENOUS SOLUTION 200 MG/20ML OA

(peramivir)

RELENZA DISKHALER INHALATION AEROSOL POWDER

BREATH ACTIVATED 5 MG/ACT (zanamivir) 3 QL (20 EA per 180 days)

TAMIFLU ORAL CAPSULE 30 MG (oseltamivir phosphate) 3 QL (20 EA per 180 days)

TAMIFLU ORAL CAPSULE 45 MG, 75 MG (oseltamivir 3 QL (10 EA per 180 days)

phosphate)

TAMIFLU.O_RAL SUSPENSION RECONSTITUTED 6 MG/ML 3 QL (180 ML per 180 days)

(oseltamivir phosphate)

NUCLEOSIDE AND NUCLEOTIDE ANTIVIRALS - Drugs for

Viral Infections

acyclovir oral capsule 200 mg 1

acyclovir oral suspension 200 mg/5ml 1

acyclovir oral tablet 400 mg, 800 mg 1

acyclovir sodium intravenous solution 50 mg/iml OA

adefovir dipivoxil oral tablet 10 mg

BARACLUDE ORAL SOLUTION 0.05 MG/ML (entecavir) 2

BARACLUDE ORAL TABLET 0.5 MG, 1 MG (entecavir) 3

cidofovir intravenous solution 75 mgiml OA

entecavir oral tablet 0.5 mg, 1 mg 1

famciclovir oral tablet 125 mg, 250 mg, 500 mg 1

GANCICLOVIR INTRAVENOUS SOLUTION 500 MG/250ML OA

ganciclovir sodium intravenous solution 500 mg/10ml OA

ganciclovir sodium intravenous solution reconstituted 500 OA

mg
A- .

LAGEVRIO ORAL CAPSULE 200 MG (molnupiravir) 3 ; QL (8 BA per 1 day); AL
(Min 18 Years)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

ribavirin inhalation solution reconstituted 6 gm 1 EeAr 18 ]IciDI;I)QL (30 day supply

ribavirin oral capsule 200 mg 1 PA; SF.); QL (30 day supply
per 1 fill)

ribavirin oral tablet 200 mg 1 PA; SP; QL (30 day supply
per 1 fill)

SITAVIG BUCCAL TABLET 50 MG (acyclovir) 3

TEMBEXA ORAL SUSPENSION 10 MG/ML (brincidofovir) 3

TEMBEXA ORAL TABLET 100 MG (brincidofovir) 3

valacyclovir hcl oral tablet 1 gm, 500 mg 1

VALCYTE ORAL SOLUTION RECONSTITUTED 50 MG/ML 3

(valganciclovir hcl)

VALCYTE ORAL TABLET 450 MG (valganciclovir hcl) 3

valganciclovir hcl oral solution reconstituted 50 mg/ml 1

valganciclovir hcl oral tablet 450 mg 1

VALTREX ORAL TABLET 1 GM, 500 MG (valacyclovir hcl) 3

VEKLURY INTRAVENOUS SOLUTION RECONSTITUTED 100

. OA

MG (remdesivir)

VEMLIDY ORAL TABLET 25 MG (tenofovir alafenamide 5 PA

fumarate)

VIRAZOLE INHALATION SOLUTION RECONSTITUTED 6 GM 3 PA; SP; QL (30 day supply

(ribavirin) per 1 fill)

OTHER MACROLIDE ANTIBIOTICS - Antibiotics

azithromycin intravenous solution reconstituted 500 mg OA

azithromycin oral packet 1 gm 1

azithromycin oral suspension reconstituted 100 mgl/5ml, 1

200 mgl/5ml

azithromycin oral tablet 250 mg, 500 mg, 600 mg 1

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

clarithromycin er oral tablet extended release 24 hour 500

mg
clarithromycin oral suspension reconstituted 125 mg/5ml, 1
250 mgl/5ml
clarithromycin oral tablet 250 mg, 500 mg 1
DIFICID ORAL SUSPENSION RECONSTITUTED 40 MG/ML 3 PA
(fidaxomicin)
DIFICID ORAL TABLET 200 MG (fidaxomicin) 2
OMECLAMOX-PAK ORAL 500-500-20 MG (amoxicill- 3
clarithro-omeprazole)
VOQUEZNA TRIPLE PAK ORAL THERAPY PACK 500-500-20

. . . 3 PA
MG (amoxicill-clarithro-vonoprazan)
ZITHROMAX INTRAVENOUS SOLUTION RECONSTITUTED OA

500 MG (azithromycin)
ZITHROMAX ORAL PACKET 1 GM (azithromycin) 3

ZITHROMAX ORAL SUSPENSION RECONSTITUTED 100
MG/5ML, 200 MG/5ML (azithromycin)

ZITHROMAX ORAL TABLET 250 MG, 500 MG (azithromycin)
ZITHROMAX TRI-PAK ORAL TABLET 500 MG (azithromycin)
ZITHROMAX Z-PAK ORAL TABLET 250 MG (azithromycin)
OTHER MISC. ANTIBACTERIAL AGENTS - Antibiotics

XACDURO INTRAVENOUS SOLUTION RECONSTITUTED 1-1
GM (sulbactam sod-durlobactam sod)

OXAZOLIDINONE ANTIBIOTICS - Antibiotics

linezolid in sodium chloride intravenous solution 600-0.9
mg/300ml-%

linezolid intravenous solution 600 mg/300ml OA

OA

OA

linezolid oral suspension reconstituted 100 mg/5ml 1

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier (L:;:;/ic:;age OGS &
linezolid oral tablet 600 mg 1
SIVEXTRO INTRAVENOUS SOLUTION RECONSTITUTED OA
200 MG (tedizolid phosphate)
SIVEXTRO ORAL TABLET 200 MG (tedizolid phosphate) 3
ZYVOX INTRAVENOUS SOLUTION 200 MG/100ML, 600 OA
MG/300ML (linezolid)
ZYVOX ORAL SUSPENSION RECONSTITUTED 100 MG/5ML 3
(linezolid)
ZYVOX ORAL TABLET 600 MG (linezolid) 3
PENICILLINASE-RESISTANT PENICILLINS - Antibiotics
dicloxacillin sodium oral capsule 250 mg, 500 mg 1
NAFCILLIN SODIUM IN DEXTROSE INTRAVENOUS OA
SOLUTION 1 GM/50ML, 2 GM/100ML
nafcillin sodium injection solution reconstituted 1 gm, 2 gm OA
nafcillin sodium intravenous solution reconstituted 10 gm OA
OXACILLIN SODIUM IN DEXTROSE INTRAVENOUS OA
SOLUTION 1 GM/50ML, 2 GM/50ML
oxacillin sodium injection solution reconstituted 1 gm, 2 OA
gm
oxacillin sodium intravenous solution reconstituted 10 gm OA
POLYENE ANTIFUNGALS - Drugs for Fungus
ABELCET INTRAVENOUS SUSPENSION 5 MG/ML

" . OA
(amphotericin b lipid)
AMBISOME INTRAVENOUS SUSPENSION OA
RECONSTITUTED 50 MG (amphotericin b liposome)
amphotericin b intravenous solution reconstituted 50 mg OA
amphotericin b liposome intravenous suspension OA
reconstituted 50 mg

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits
nystatin mouth/throat suspension 100000 unitiml 1
nystatin oral tablet 500000 unit 1

POLYMYXIN ANTIBIOTICS - Antibiotics
colistimethate sodium (cba) injection solution reconstituted

150 mg OA
COLY-MYCII_\I M INJECTION.SOLUTION RECONSTITUTED OA

150 MG (colistimethate sodium)

pol_ymyxin b sulfate injection solution reconstituted 500000 OA

unit

PYRIMIDINE ANTIFUNGALS - Drugs for Fungus

ANCOBON ORAL CAPSULE 250 MG, 500 MG (flucytosine) 3
flucytosine oral capsule 250 mg, 500 mg

QUINOLONE ANTIBIOTICS - Antibiotics

BAXDELA INTRAVENOUS SOLUTION RECONSTITUTED 300 OA PA

MG (delafloxacin meglumine)
BAXDELA ORAL TABLET 450 MG (delafloxacin meglumine) 3 PA

CIPRO ORAL SUSPENSION RECONSTITUTED 250 MG/5ML
(5%), 500 MG/5ML (10%) (ciprofloxacin)

CIPRO ORAL TABLET 250 MG, 500 MG (ciprofloxacin hcl) 3
ciprofloxacin hcl oral tablet 250 mg, 500 mg, 750 mg

ciprofloxacin in d5w intravenous solution 200 mg/100ml,

400 mg/200ml OA
DEXAMETHASONE-MOXIFLOXACIN INTRAOCULAR OA
SOLUTION 1-5 MG/ML

DEXAMETH-MOXIFLOX-KETOROLAC INTRAOCULAR OA
SOLUTION 1-0.5-0.4 MG/ML

levofloxacin in d5w intravenous solution 250 mg/50ml, 500 OA

mg/100ml, 750 mgl/150m|

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits
levofloxacin intravenous solution 25 mgiml OA
levofloxacin oral solution 25 mgiml 1
levofloxacin oral tablet 250 mg, 500 mg, 750 mg 1
moxifloxacin hcl in nacl intravenous solution 400 mg/250ml| OA
MOXIFLOXACIN HCL INTRAOCULAR SOLUTION 1 MG/ML, 5

OA
MG/ML
MOXIFLOXACIN HCL INTRAVENOUS SOLUTION 400 OA
MG/250ML
moxifloxacin hcl oral tablet 400 mg 1
ofloxacin oral tablet 300 mg, 400 mg 1
TRIAMCINOLONE-MOXIFLOXACIN INTRAOCULAR OA
SUSPENSION 15-1 MG/ML
RIFAMYCIN ANTIBIOTICS - Antibiotics
AEMCOLO ORAL TABLET DELAYED RELEASE 194 MG 3 PA

(rifamycin sodium)
MYCOBUTIN ORAL CAPSULE 150 MG (rifabutin) 3
PRIFTIN ORAL TABLET 150 MG (rifapentine)
rifabutin oral capsule 150 mg

RIFADIN INTRAVENOUS SOLUTION RECONSTITUTED 600
MG (rifampin)

OA

rifampin intravenous solution reconstituted 600 mg OA

rifampin oral capsule 150 mg, 300 mg
XIFAXAN ORAL TABLET 200 MG, 550 MG (rifaximin) 3 PA
SIDEROPHORE CEPHALOSPORINS - Antibiotics

FETROJA INTRAVENOUS SOLUTION RECONSTITUTED 1
GM (cefiderocol sulfate tosylate)

OA

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024

48



Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

SULFONAMIDE ANTIBIOTICS (SYSTEMIC) - Antibiotics

AZULFIDINE EN-TABS ORAL TABLET DELAYED RELEASE 3

500 MG (sulfasalazine)

AZULFIDINE ORAL TABLET 500 MG (sulfasalazine) 3

BACTRIM DS ORAL TABLET 800-160 MG (sulfamethoxazole- 3

trimethoprim)

BACTRIM ORAL TABLET 400-80 MG (sulfamethoxazole- 3

trimethoprim)

sulfadiazine oral tablet 500 mg 1

sulfamethoxazole-trimethoprim intravenous solution 400-80 OA

mgl/5ml

sulfamethoxazole-trimethoprim oral suspension 200-40 1

mgl/5ml

sulfamethoxazole-trimethoprim oral tablet 400-80 mg, 800- 1

160 mg

sulfasalazine oral tablet 500 mg 1

sulfasalazine oral tablet delayed release 500 mg 1

sulfatrim pediatric oral suspension 200-40 mg/5ml 1

TETRACYCLINE ANTIBIOTICS - Antibiotics

avidoxy oral tablet 100 mg 1

bis subcit-metronid-tetracyc oral capsule 140-125-125 mg 1

bismuthlmetronidaz/tetracyclin oral capsule 140-125-125 1

mg

demeclocycline hcl oral tablet 150 mg, 300 mg 1

DORYX MPC ORAL TABLET DELAYED RELEASE 120 MG, 5 PA

60 MG (doxycycline hyclate)

doxy 100 intravenous solution reconstituted 100 mg OA

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

doxycycline hyclate intravenous solution reconstituted 100 OA
mg
doxycycline hyclate oral capsule 100 mg, 50 mg 1
doxycycline hyclate oral tablet 100 mg, 150 mg, 20 mg, 50 1
mg, 75 mg
doxycycline hyclate oral tablet delayed release 100 mg, 150

1 PA
mg, 200 mg, 50 mg, 75 mg
DOXYCYCLINE HYCLATE ORAL TABLET DELAYED 3 PA
RELEASE 80 MG
doxycycline monohydrate oral capsule 100 mg, 50 mg 1
doxycycline monohydrate oral capsule 150 mg, 75 mg 1 PA
doxycycline monohydrate oral suspension reconstituted 25 1
mgl/5ml
doxycycline monohydrate oral tablet 100 mg, 150 mg, 50 1
mg, 75 mg
doxycycline oral capsule delayed release 40 mg 1 PA
HELIDAC THERAPY ORAL (metronid-tetracyc-bis subsal) 3 PA
MINOCIN INTRAVENOUS SOLUTION RECONSTITUTED 100

. . OA

MG (minocycline hcl)
minocycline hcl er oral tablet extended release 24 hour 105 1 PA
mg, 115 mg, 135 mg, 45 mg, 55 mg, 65 mg, 80 mg, 90 mg
minocycline hcl oral capsule 100 mg, 50 mg, 75 mg 1
minocycline hcl oral tablet 100 mg, 50 mg, 75 mg 1 PA
MINOLIRA ORAL TABLET EXTENDED RELEASE 24 HOUR 3 PA
105 MG, 135 MG (minocycline hcl)
mondoxyne nl oral capsule 100 mg 1
ORACEA ORAL CAPSULE DELAYED RELEASE 40 MG 3 PA
(doxycycline)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

PYLERA ORAL CAPSULE 140-125-125 MG (bis subcit-
metronid-tetracyc)

SOLODYN ORAL TABLET EXTENDED RELEASE 24 HOUR
105 MG, 115 MG, 55 MG, 65 MG, 80 MG (minocycline hcl)

TARGADOX ORAL TABLET 50 MG (doxycycline hyclate)
tetracycline hcl oral capsule 250 mg, 500 mg
TETRACYCLINE HCL ORAL TABLET 250 MG, 500 MG
VIBRAMYCIN ORAL CAPSULE 100 MG (doxycycline hyclate)

VIBRAMYCIN ORAL SUSPENSION RECONSTITUTED 25
MG/SML (doxycycline monohydrate)

URINARY ANTI-INFECTIVES - Drugs for the Urinary System

BACTRIM DS ORAL TABLET 800-160 MG (sulfamethoxazole-
trimethoprim)

BACTRIM ORAL TABLET 400-80 MG (sulfamethoxazole-
trimethoprim)

W W[ =] W

fosfomycin tromethamine oral packet 3 gm
HIPREX ORAL TABLET 1 GM (methenamine hippurate) 3

MACROBID ORAL CAPSULE 100 MG (nitrofurantoin
monohyd macro)

MACRODANTIN ORAL CAPSULE 100 MG, 25 MG, 50 MG
(nitrofurantoin macrocrystal)

melnaphos/imblhyo1 oral tablet 81.6 mg 1

methenamine hippurate oral tablet 1 gm 1

nitrofurantoin macrocrystal oral capsule 100 mg, 25 mg, 50
mg

nitrofurantoin monohydrate macrocrystals oral capsule 100
mg

nitrofurantoin oral suspension 25 mgl5ml 1

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier TR RGNS &

Limits
NITROFURANTOIN ORAL SUSPENSION 50 MG/5ML 3
sulfamethoxazole-trimethoprim intravenous solution 400-80 OA
mgl5ml
sulfamethoxazole-trimethoprim oral suspension 200-40 1
mgl/5ml
sulfamethoxazole-trimethoprim oral tablet 400-80 mg, 800- 1
160 mg
sulfatrim pediatric oral suspension 200-40 mg/5ml 1
trimethoprim oral tablet 100 mg 1
UROGESIC-BLUE ORAL TABLET 81.6 MG (methen-hyosc- 3
meth blue-na phos)
ANTINEOPLASTIC AGENTS - Drugs for Cancer
ANTINEOPLASTIC AGENTS - Drugs for Cancer
ABECMA INTRAVENOUS SUSPENSION 460000000 CELLS OA
(idecabtagene vicleucel)
abiraterone acetate oral tablet 250 mg, 500 mg 4 PA; SP; AC QL (30 day

supply per 1 fill)
ABRAXANE INTRAVENOUS SUSPENSION OA
RECONSTITUTED 100 MG (paclitaxel protein-bound part)
ADCETRIS INTRAVENOUS SOLUTION RECONSTITUTED 50 OA
MG (brentuximab vedotin)
adriamycin intravenous solution reconstituted 50 mg OA
ADSTILADRIN INTRAVESICAL SUSPENSION 300000000000

OA PA

VP/ML
AFINITOR DISPERZ ORAL TABLET SOLUBLE 2 MG, 3 MG, 5 4 PA; SP; AC; QL (30 day
MG (everolimus) supply per 1 fill)
AFINITOR ORAL TABLET 10 MG, 2.5 MG, 5 MG, 7.5 MG 4 PA; SP; AC; QL (30 day
(everolimus) supply per 1 fill)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits
AKEEGA ORAL TABLET 100-500 MG, 50-500 MG (niraparib- 4 PA; SP; AC; QL (30 day
abiraterone acetate) supply per 1 fill)
ALECENSA ORAL CAPSULE 150 MG (alectinib hcl) 4 PA; SP; AC; QL (30 day
supply per 1 fill)
ALFERON N INJECTION SOLUTION 5000000 UNIT/ML
. OA
(interferon alfa-n3)
ALIMTA INTRAVENOUS SOLUTION RECONSTITUTED 100 OA
MG, 500 MG (pemetrexed disodium)
ALIQOPA INTRAVENOUS SOLUTION RECONSTITUTED 60
. . OA
MG (copanlisib hcl)
ALUNBRIG ORAL TABLET 180 MG, 30 MG, 90 MG 4 PA; SP; AC; QL (30 day
(brigatinib) supply per 1 fill)
ALUNBRIG ORAL TABLET THERAPY PACK 90 & 180 MG 4 PA; SP; AC; QL (30 day
(brigatinib) supply per 1 fill)
ALYMSYS INTRAVENOUS SOLUTION 100 MG/4ML, 400 OA PA
MG/16ML (bevacizumab-maly)
anastrozole oral tablet 1 mg 1 AC
ARIMIDEX ORAL TABLET 1 MG (anastrozole) 3 AC
AROMASIN ORAL TABLET 25 MG (exemestane) 3 AC
ARRANON INTRAVENOUS SOLUTION 5 MG/ML (nelarabine) OA
arsenic trioxide intravenous solution 10 mg/10ml, 12 OA
mgl/6éml
ARZERRA INTRAVENOUS CONCENTRATE 100 MG/5ML, OA
1000 MG/50ML (ofatumumab)
ASPARLAS INTRAVENOUS SOLUTION 3750 UNIT/5ML OA
(calaspargase pegol-mknl)
AUGTYRO ORAL CAPSULE 40 MG (repotrectinib) 4 PA; SP; AC; QL (30 day
supply per 1 fill)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits
AVASTIN INTRAVENOUS SOLUTION 100 MG/4ML, 400 OA PA
MG/16ML (bevacizumab)
AYVAKIT ORAL TABLET 100 MG, 200 MG, 25 MG, 300 MG, 4 PA; SP; AC; QL (1 EA per 1
50 MG (avapritinib) day); AL (Min 18 Years)
azacitidine injection suspension reconstituted 100 mg OA
BALVERSA ORAL TABLET 3 MG, 4 MG, 5 MG (erdafitinib) 4 PA; SP; AC; QL (30 day
supply per 1 fill)
BAVENCIO INTRAVENOUS SOLUTION 200 MG/10ML OA
(avelumab)
BELEODAQ INTRAVENOUS SOLUTION RECONSTITUTED OA
500 MG (belinostat)
BELRAPZO INTRAVENOUS SOLUTION 100 MG/4ML
. OA
(bendamustine hcl)
BENDAMUSTINE HCL INTRAVENOUS SOLUTION 100 OA
MG/4ML
bendamustine hcl intravenous solution reconstituted 100 OA
mg, 25 mg
BENDEKA INTRAVENOUS SOLUTION 100 MG/4ML
. OA
(bendamustine hcl)
BESPONSA INTRAVENOUS SOLUTION RECONSTITUTED
. . . OA
0.9 MG (inotuzumab ozogamicin)
BESREMI SUBCUTANEOUS SOLUTION PREFILLED 4 PA; SP; QL (30 day supply
SYRINGE 500 MCG/ML (ropeginterferon alfa-2b-njft) per 1 fill)
BEVACIZUMAB INTRAOCULAR SOLUTION PREFILLED OA
SYRINGE 2.75 MG/0.11ML
BEVACIZUMAB INTRAVITREAL SOLUTION PREFILLED
SYRINGE 1.25 MG/0.05ML, 2.5 MG/0.1ML, 3 MG/0.12ML, 3.25 OA
MG/0.13ML
bexarotene oral capsule 75 mg 4 PA; SP; AC, C.’)L (30 day
supply per 1 fill)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits
bicalutamide oral tablet 50 mg 1 AC
bleomyecin sulfate injection solution reconstituted 15 unit, OA

30 unit

BLINCYTO INTRAVENOUS SOLUTION RECONSTITUTED 35

MCG (blinatumomab) OA
bortezomib injection solution reconstituted 1 mg, 2.5 mg,
OA PA
3.5mg
bortezomib intravenous solution 3.5 mgl/1.4ml OA PA
BOSULIF ORAL CAPSULE 100 MG, 50 MG (bosutinib) 4 PA; SP; AC; QL (30 day

supply per 1 fill)
BOSULIF ORAL TABLET 100 MG, 400 MG, 500 MG PA; SP; AC; QL (30 day
(bosutinib) supply per 1 fill)
PA; SP; AC; QL (30 day
supply per 1 fill)

BRAFTOVI ORAL CAPSULE 75 MG (encorafenib) 4

BREYANZI INTRAVENOUS SUSPENSION 70000000

CELLS/ML (lisocabtagene maraleucel) OA
.. PA; AC; QL (4 EA per 1 day);

BRUKINSA ORAL CAPSULE 80 MG (zanubrutinib) 3 AL (Min 18 Years)
busulfan intravenous solution 6 mg/ml OA
BUSULFEX INTRAVENOUS SOLUTION 6 MG/ML (busulfan) OA
CABOMETYX ORAL TABLET 20 MG, 40 MG, 60 MG 4 PA; SP; AC; QL (30 day
(cabozantinib s-malate) supply per 1 fill)
CALQUENCE ORAL TABLET 100 MG (acalabrutinib maleate) 4 PA; SP; AC; QL (30 day

supply per 1 fill)
CAMCEVI SUBCUTANEOUS PREFILLED SYRINGE 42 MG

. OA PA

(leuprolide mesylate (6 month))
CAMPTOSAR INTRAVENOUS SOLUTION 100 MG/5ML, 300 OA

MG/15ML, 40 MG/2ML (irinotecan hcl)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

capecitabine oral tablet 150 mg, 500 mg 4 PA; SP; AC, QL (30 day
supply per 1 fill)

CAPRELSA ORAL TABLET 100 MG, 300 MG (vandetanib) 4 PA; SP; AC; QL (30 day

supply per 1 fill)

carboplatin intravenous solution 150 mgl/15ml, 450

mgl45ml, 50 mgl5ml, 600 mgl60mi OA
carmustine intravenous solution reconstituted 100 mg, 300 OA
mg
CARVYKTI INTRAVENOUS SUSPENSION 100000000 CELLS

. OA PA
(ciltacabtagene autoleucel)
CASODEX ORAL TABLET 50 MG (bicalutamide) 3 AC
cisplatin intravenous solution 100 mg/100ml, 200 mg/200ml,

OA

50 mg/50ml|
CISPLATIN INTRAVENOUS SOLUTION RECONSTITUTED 50 OA
MG
cladribine intravenous solution 10 mg/10ml OA
clofarabine intravenous solution 1 mgiml OA
CLOLAR INTRAVENOUS SOLUTION 1 MG/ML (clofarabine) OA
COLUMVI INTRAVENOUS SOLUTION 10 MG/10ML, 2.5 OA PA
MG/2.5ML (glofitamab-gxbm)
COMETRIQ ORAL KIT 20 MG, 3 X 20 MG & 80 MG, 80 & 20 4 PA; SP; AC; QL (30 day

MG (cabozantinib s-malate) supply per 1 fill)
PA; SP; AC; QL (30 day
supply per 1 fill)
PA; SP; AC; QL (30 day
supply per 1 fill)

COPIKTRA ORAL CAPSULE 15 MG, 25 MG (duvelisib) 4

COTELLIC ORAL TABLET 20 MG (cobimetinib fumarate) 4

cyclophosphamide injection solution reconstituted 1 gm, 2

gm, 500 mg OA

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024

56



Prescription Drug Name Drug Tier C_ov_erage RIS
Limits
CYCLOPHOSPHAMIDE INTRAVENOUS SOLUTION 1 OA
GM/5ML, 2 GM/10ML, 500 MG/2.5ML, 500 MG/ML
cyclophosphamide oral capsule 25 mg, 50 mg 1 AC
CYCLOPHOSPHAMIDE ORAL TABLET 25 MG, 50 MG 3 AC
CYRAMZA INTRAVENOUS SOLUTION 100 MG/10ML, 500 OA
MG/50ML (ramucirumab)
cytarabine (pf) injection solution 100 mg/ml, 20 mg/ml OA
cytarabine injection solution 20 mg/ml OA
dacarbazine intravenous solution reconstituted 100 mg,
OA
200 mg
dactinomycin intravenous solution reconstituted 0.5 mg OA
DANYELZA INTRAVENOUS SOLUTION 40 MG/10ML OA
(naxitamab-gqgk)
DARZALEX FASPRO SUBCUTANEOUS SOLUTION 1800- OA
30000 MG-UT/15ML (daratumumab-hyaluronidase-fihj)
DARZALEX INTRAVENOUS SOLUTION 100 MG/5ML, 400 OA
MG/20ML (daratumumab)
daunorubicin hcl intravenous solution 20 mgl/4ml, 50
OA
mgl10ml
DAURISMO ORAL TABLET 100 MG, 25 MG (glasdegib 4 PA; SP; AC; QL (30 day
maleate) supply per 1 fill)
decitabine intravenous solution reconstituted 50 mg OA
docetaxel intravenous concentrate 160 mgl/8ml, 20 mg/ml,
OA
80 mgl4mli
docetaxel intravenous solution 160 mg/16ml, 20 mg/2ml, 80 OA
mg/8ml
DOXIL INTRAVENOUS INJECTABLE 2 MG/ML (doxorubicin OA
hcl liposomal)
doxorubicin hcl intravenous solution 2 mg/ml OA

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

doxorubicin hcl intravenous solution reconstituted 10 mg, OA
50 mg
doxorubicin hcl liposomal intravenous injectable 2 mgiml OA
DROXIA ORAL CAPSULE 200 MG, 300 MG, 400 MG 5
(hydroxyurea)
ELAHERE INTRAVENOUS SOLUTION 100 MG/20ML

. . . OA PA
(mirvetuximab soravtansine-gynx)
ELIGARD SUBCUTANEOUS KIT 22.5 MG (leuprolide acetate

OA

(3 month))
ELIGARD SUBCUTANEOUS KIT 30 MG (leuprolide acetate (4 OA
month))
ELIGARD SUBCUTANEOUS KIT 45 MG (leuprolide acetate (6 OA
month))
ELIGARD SUBCUTANEOUS KIT 7.5 MG (leuprolide acetate) OA PA
ELLENCE INTRAVENOUS SOLUTION 200 MG/100ML, 50 OA
MG/25ML (epirubicin hcl)
ELREXFIO SUBCUTANEOUS SOLUTION 44 MG/1.1ML, 76 OA PA
MG/1.9ML (elranatamab-bcmm)
ELZONRIS INTRAVENOUS SOLUTION 1000 MCG/ML OA
(tagraxofusp-erzs)
EMCYT ORAL CAPSULE 140 MG (estramustine phosphate 5 AC
sodium)
EMPLICITI INTRAVENOUS SOLUTION RECONSTITUTED OA
300 MG, 400 MG (elotuzumab)
ENHERTU INTRAVENOUS SOLUTION RECONSTITUTED OA
100 MG (fam-trastuzumab deruxtec-nxki)
EPKINLY SUBCUTANEOUS SOLUTION 4 MG/0.8ML, 48 OA PA
MG/0.8ML (epcoritamab-bysp)
ERBITUX INTRAVENOUS SOLUTION 100 MG/50ML, 200 OA
MG/100ML (cetuximab)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

ERIVEDGE ORAL CAPSULE 150 MG (vismodegib) 4 PA; SP; AC; Q'— (30 day
supply per 1 fill)

ERLEADA ORAL TABLET 240 MG, 60 MG (apalutamide) 4 PA; SP; AC; QL (30 day
supply per 1 fill)

erlotinib hcl oral tablet 100 mg, 150 mg, 25 mg 4 PA; SP; AC; QL (30 day

supply per 1 fill)

ETOPOPHOS INTRAVENOUS SOLUTION RECONSTITUTED

100 MG (etoposide phosphate) OA
etoposide intravenous solution 1 gm/50ml, 100 mg/5ml, 500 OA
mgl/25ml
etoposide oral capsule 50 mg 1 AC
EULEXIN ORAL CAPSULE 125 MG (flutamide) 3 AC

. PA; SP; AC; QL (30 day
everolimus oral tablet 10 mg, 2.5 mg, 5 mg, 7.5 mg 4 supply per 1 fill
everolimus oral tablet soluble 2 mg, 3 mg, 5 mg 4 PA; SP; AC, QL (30 day

supply per 1 fill)

EVOMELA INTRAVENOUS SOLUTION RECONSTITUTED 50 OA

MG (melphalan hcl)
exemestane oral tablet 25 mg 1 AC

PA; SP; AC; QL (30 day
supply per 1 fill)
FARESTON ORAL TABLET 60 MG (toremifene citrate) 3 AC

FASLODEX INTRAMUSCULAR SOLUTION PREFILLED
SYRINGE 250 MG/5ML (fulvestrant)

FEMARA ORAL TABLET 2.5 MG (letrozole) 3 AC

FIRMAGON (240 MG DOSE) SUBCUTANEOUS SOLUTION
RECONSTITUTED 120 MG/VIAL (degarelix acetate)

FIRMAGON SUBCUTANEOUS SOLUTION RECONSTITUTED
80 MG (degarelix acetate)

EXKIVITY ORAL CAPSULE 40 MG (mobocertinib succinate) 4

OA

OA

OA

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier Limits

floxuridine injection solution reconstituted 0.5 gm OA

fludarabine phosphate intravenous solution 50 mg/2ml OA

fludarabine phosphate intravenous solution reconstituted OA

50 mg

fluorouracil intravenous solution 1 gm/20ml, 2.5 gm/50ml, 5 OA

gm/100ml, 500 mg/10mli

FOLOTYN INTRAVENOUS SOLUTION 20 MG/ML, 40 MG/2ML OA

(pralatrexate)

FOTIVDA ORAL CAPSULE 0.89 MG, 1.34 MG (tivozanib hcl) 4 PA; SP; AC; QL (30 day
supply per 1 fill)

FRUZAQLA ORAL CAPSULE 1 MG, 5 MG (frugquintinib) 4 PA; SP; AC; QL (30 day
supply per 1 fill)

fulvestrant intramuscular solution prefilled syringe 250 OA

mgl/5ml

FYARRO INTRAVENOUS SUSPENSION RECONSTITUTED OA PA

100 MG (sirolimus protein-bound part)

GAVRETO ORAL CAPSULE 100 MG (pralsetinib) 4 PA; SP; AC; QL (30 day
supply per 1 day)

GAZYVA INTRAVENOUS SOLUTION 1000 MG/40ML OA

(obinutuzumab)

gefitinib oral tablet 250 mg 4 PA; SP; AC; QL (30 day

supply per 1 fill)

gemcitabine hcl intravenous solution 1 gm/10ml, 1
gm/26.3ml, 1.5 gm/15ml, 2 gm/20ml, 2 gm/52.6ml, 200 OA
mgl/2ml, 200 mg/5.26ml

gemcitabine hcl intravenous solution reconstituted 1 gm, 2

gm, 200 mg OA
GILOTRIF ORAL TABLET 20 MG, 30 MG, 40 MG (afatinib 4 PA; SP; AC; QL (30 day
dimaleate) supply per 1 fill)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits
GLEEVEC ORAL TABLET 100 MG, 400 MG (imatinib 4 PA; SP; AC; QL (30 day
mesylate) supply per 1 fill)
GLEOSTINE ORAL CAPSULE 10 MG, 100 MG, 40 MG 5 AC
(lomustine)
GLIADEL WAFER IMPLANT WAFER 7.7 MG (carmustine in OA
polifeprosan)
HALAVEN INTRAVENOUS SOLUTION 1 MG/2ML (eribulin OA
mesylate)
HERCEPTIN HYLECTA SUBCUTANEOUS SOLUTION 600- OA
10000 MG-UNT/5ML (trastuzumab-hyaluronidase-oysk)
HERCEPTIN INTRAVENOUS SOLUTION RECONSTITUTED OA
150 MG (trastuzumab)
HERZUMA INTRAVENOUS SOLUTION RECONSTITUTED OA
150 MG, 420 MG (trastuzumab-pkrb)
HYCAMTIN INTRAVENOUS SOLUTION RECONSTITUTED 4
OA
MG (topotecan hcl)
HYCAMTIN ORAL CAPSULE 0.25 MG, 1 MG (topotecan hcl) 4 i;; f]fi"li)QL (30 day supply
HYDREA ORAL CAPSULE 500 MG (hydroxyurea) 3 AC
hydroxyurea oral capsule 500 mg 1 AC
IBRANCE ORAL CAPSULE 100 MG, 125 MG, 75 MG 4 PA; SP; AC; QL (30 day
(palbociclib) supply per 1 fill)
IBRANCE ORAL TABLET 100 MG, 125 MG, 75 MG 4 PA; SP; AC; QL (30 day
(palbociclib) supply per 1 fill)
ICLUSIG ORAL TABLET 10 MG, 15 MG, 30 MG, 45 MG 4 PA; SP; AC; QL (30 day
(ponatinib hcl) supply per 1 fill)
IDAMYCIN PFS INTRAVENOUS SOLUTION 10 MG/10ML, 20 OA
MG/20ML, 5 MG/5ML (idarubicin hcl)
idarubicin hcl intravenous solution 10 mg/10ml, 20 OA
mgl/20ml, 5 mg/5ml

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

IDHIFA ORAL TABLET 100 MG, 50 MG (enasidenib 4 PA; SP; AC; QL (30 day

mesylate) supply per 1 fill)

IFEX INTRAVENOUS SOLUTION RECONSTITUTED 1 GM, 3

. . OA

GM (ifosfamide)

ifosfamide intravenous solution 1 gm/20ml, 3 gm/60ml| OA

ifosfamide intravenous solution reconstituted 1 gm, 3 gm OA

imatinib mesylate oral tablet 100 mg, 400 mg 1 PA; SP; AC, C.’)L (30 day
supply per 1 fill)

IMBRUVICA ORAL CAPSULE 140 MG, 70 MG (ibrutinib) 4 PA; SP; AC; QL (30 day
supply per 1 fill)

IMBRUVICA ORAL SUSPENSION 70 MG/ML (ibrutinib) 4 PA; SP; AC; QL (30 day
supply per 1 fill)

IMBRUVICA ORAL TABLET 140 MG, 280 MG, 420 MG 4 PA; SP; AC; QL (30 day

(ibrutinib) supply per 1 fill)

IMFINZI INTRAVENOUS SOLUTION 120 MG/2.4ML, 500 OA

MG/10ML (durvalumab)

IMJUDO INTRAVENOUS SOLUTION 25 MG/1.25ML, 300 OA PA

MG/15ML (tremelimumab-actl)

IMLYGIC INTRALESIONAL SUSPENSION 1000000 UNIT/ML, OA

100000000 UNIT/ML (talimogene laherparepvec)

INLYTA ORAL TABLET 1 MG, 5 MG (axitinib) 4 PA; SP; AC; QL (30 day
supply per 1 fill)

INQOVI ORAL TABLET 35-100 MG (decitabine-cedazuridine) 4 PA; SP; AC; QL (30 day
supply per 1 fill)

INREBIC ORAL CAPSULE 100 MG (fedratinib hcl) 4 PA; SP; AC; QL (30 day
supply per 1 fill)

IRESSA ORAL TABLET 250 MG (gefitinib) 4 PA; SP; AC; QL (30 day
supply per 1 fill)

irinotecan hcl intravenous solution 100 mg/5ml, 300 OA

mgl15ml, 40 mg/2ml, 500 mg/25ml

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits
ISTODAX INTRAVENOUS SOLUTION RECONSTITUTED 10
. . OA
MG (romidepsin)
IWILFIN ORAL TABLET 192 MG (eflornithine hcl) 4 PA; SP; AC; QL (30 day
supply per 1 fill)
IXEMPRA KIT INTRAVENOUS SOLUTION RECONSTITUTED OA
15 MG, 45 MG (ixabepilone)
JAKAFI ORAL TABLET 10 MG, 15 MG, 20 MG, 25 MG, 5 MG 4 PA; SP; AC; QL (30 day

(ruxolitinib phosphate) supply per 1 fill)
PA; SP; AC; QL (30 day
supply per 1 fill)

JAYPIRCA ORAL TABLET 100 MG, 50 MG (pirtobrutinib) 4

JELMYTO SOLUTION RECONSTITUTED 80 (2 X 40) MG

. . OA
(mitomycin)
JEMPERLI INTRAVENOUS SOLUTION 500 MG/10ML

. OA PA
(dostarlimab-gxly)
JEVTANA INTRAVENOUS SOLUTION 60 MG/1.5ML OA
(cabazitaxel)
JYLAMVO ORAL SOLUTION 2 MG/ML (methotrexate) 3 PA; AC
KADCYLA INTRAVENOUS SOLUTION RECONSTITUTED 100 OA
MG, 160 MG (ado-trastuzumab emtansine)
KANJINTI INTRAVENOUS SOLUTION RECONSTITUTED 150 OA
MG, 420 MG (trastuzumab-anns)
KEYTRUDA INTRAVENOUS SOLUTION 100 MG/4ML OA
(pembrolizumab)
KIMMTRAK INTRAVENOUS SOLUTION 100 MCG/0.5ML
OA
(tebentafusp-tebn)
KISQALI FEMARA ORAL TABLET THERAPY PACK 200 & 2.5 PA; SP; AC; QL (30 day
L 4 .

MG (ribociclib-letrozole) supply per 1 fill)
KISQALI ORAL TABLET THERAPY PACK 200 MG (ribociclib 4 PA; SP; AC; QL (30 day
succinate) supply per 1 fill)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &
Limits

KOSELUGO ORAL CAPSULE 10 MG, 25 MG (selumetinib 4 PA; SP; AC; QL (30 day
sulfate) supply per 1 fill)

PA; SP; AC; QL (30 day
supply per 1 fill)

Prescription Drug Name Drug Tier

KRAZATI ORAL TABLET 200 MG (adagrasib) 4

KYPROLIS INTRAVENOUS SOLUTION RECONSTITUTED 10

MG, 30 MG, 60 MG (carfilzomib) OA

lapatinib ditosylate oral tablet 250 mg 4 PA; SP; AC; QL (30 day
supply per 1 fill)

lenalidomide oral capsule 10 mg, 15 mg, 2.5 mg, 20 mg, 25 4 PA; SP; AC; QL (30 day

mg, 5 mg supply per 1 fill)

LENVIMA ORAL CAPSULE THERAPY PACK 10 & 4 MG, 10 ] ) .

MG, 10 MG & 2 X 4 MG, 2 X 10 MG, 2 X 10 MG & 4 MG, 2 X 4 4 Ef'slp’eAﬁﬁQltmday

MG, 3 X 4 MG, 4 MG (lenvatinib mesylate) PRIy P

letrozole oral tablet 2.5 mg 1 AC

LEUKERAN ORAL TABLET 2 MG (chlorambucil) 2 AC

LEUPROLIDE ACETATE (3 MONTH) INTRAMUSCULAR OA PA

INJECTABLE 22.5 MG
leuprolide acetate injection kit 1 mgl0.2ml OA PA
LIBTAYO INTRAVENOUS SOLUTION 350 MG/7ML
(cemiplimab-rwic)

LONSURF ORAL TABLET 15-6.14 MG, 20-8.19 MG PA; SP; AC; QL (30 day
(trifluridine-tipiracil) supply per 1 fill)

LOQTORZI INTRAVENOUS SOLUTION 240 MG/6ML
(toripalimab-tpzi)

OA

OA PA

PA; SP; AC; QL (30 day
supply per 1 fill)
PA; SP; AC; QL (30 day
supply per 1 fill)

LORBRENA ORAL TABLET 100 MG, 25 MG (lorlatinib) 4

LUMAKRAS ORAL TABLET 120 MG, 320 MG (sotorasib) 4

LUNSUMIO INTRAVENOUS SOLUTION 1 MG/ML, 30

MG/30ML (mosunetuzumab-axgb) OA PA

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits
LUPRON DEPOT (1-MONTH) INTRAMUSCULAR KIT 3.75 OA PA
MG, 7.5 MG (leuprolide acetate)
LUPRON DEPOT (3-MONTH) INTRAMUSCULAR KIT 11.25 OA
MG, 22.5 MG (leuprolide acetate (3 month))
LUPRON DEPOT (4-MONTH) INTRAMUSCULAR KIT 30MG OA
INTRAMUSCULAR KIT 30 MG (leuprolide acetate (4 month))
LUPRON DEPOT (6-MONTH) INTRAMUSCULAR KIT 45MG OA
INTRAMUSCULAR KIT 45 MG (leuprolide acetate (6 month))
LUTATHERA INTRAVENOUS SOLUTION 370 MBQ/ML OA
(lutetium Ilu 177 dotatate)
LYNPARZA ORAL TABLET 100 MG, 150 MG (olaparib) 4 PA; SP; AC; QL (30 day
supply per 1 fill)
LYSODREN ORAL TABLET 500 MG (mitotane) 2 AC
LYTGOBI (12 MG DAILY DOSE) ORAL TABLET THERAPY 4 PA; SP; AC; QL (30 day
PACK 4 MG (futibatinib) supply per 1 fill)
LYTGOBI (16 MG DAILY DOSE) ORAL TABLET THERAPY 4 PA; SP; AC; QL (30 day
PACK 4 MG (futibatinib) supply per 1 fill)
LYTGOBI (20 MG DAILY DOSE) ORAL TABLET THERAPY 4 PA; SP; AC; QL (30 day
PACK 4 MG (futibatinib) supply per 1 fill)
MARGENZA INTRAVENOUS SOLUTION 250 MG/10ML
. OA PA
(margetuximab-cmkb)
MATULANE ORAL CAPSULE 50 MG (procarbazine hcl) 4 §epr; fgi)Q" (30 day supply
megestrol acetate oral suspension 40 mg/ml, 400 mg/10ml,
1 AC
800 mg/20ml|
megestrol acetate oral suspension 625 mg/5ml 1
megestrol acetate oral tablet 20 mg, 40 mg 1 AC
MEKINIST ORAL SOLUTION RECONSTITUTED 0.05 MG/ML 4 PA; SP; AC; QL (30 day
(trametinib dimethyl sulfoxide) supply per 1 fill)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits
MEKINIST ORAL TABLET 0.5 MG, 2 MG (trametinib dimethyl 4 PA; SP; AC; QL (30 day
sulfoxide) supply per 1 fill)
MEKTOVI ORAL TABLET 15 MG (binimetinib) 4 PA; SP; AC; QL (30 day
supply per 1 fill)

melphalan hcl intravenous solution reconstituted 50 mg OA
melphalan oral tablet 2 mg 1 AC
mercaptopurine oral tablet 50 mg 1 AC
methotrexate sodium (pf) injection solution 1 gm/40ml, 250 ,
mgl10ml, 50 mgi2mi 1 QL (30 day supply per 1 fill)
methotrexate sodium injection solution 1000 mg/40ml, 250 ,
mgl10ml, 50 mgi2mi 1 QL (30 day supply per 1 fill)
methotrexate sodium injection solution reconstituted 1 gm OA
methotrexate sodium oral tablet 2.5 mg 1 AC
mitomycin intravenous solution reconstituted 20 mg, 40 OA
mg, 5 mg
mitoxantrone hcl intravenous concentrate 20 mg/10ml, 25 OA
mgl/12.5ml, 30 mg/15ml
MONJUVI INTRAVENOUS SOLUTION RECONSTITUTED 200

. . OA PA
MG (tafasitamab-cxix)
mutamycin intravenous solution reconstituted 20 mg, 40 OA
mg, 5 mg
MVASI INTRAVENOUS SOLUTION 100 MG/4ML, 400 OA PA
MG/16ML (bevacizumab-awwb)
MYLERAN ORAL TABLET 2 MG (busulfan) 2 AC
MYLOTARG INTRAVENOUS SOLUTION RECONSTITUTED

" OA

4.5 MG (gemtuzumab ozogamicin)
nelarabine intravenous solution 5 mg/ml OA
NERLYNX ORAL TABLET 40 MG (neratinib maleate) 4 PA; SP; AC; QL (30 day

supply per 1 fill)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible

Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits
NEXAVAR ORAL TABLET 200 MG (sorafenib tosylate) 4 PA; SP; AC; QL (30 day
supply per 1 fill)
NILANDRON ORAL TABLET 150 MG (nilutamide) 3 AC
nilutamide oral tablet 150 mg 1 AC
NINLARO ORAL CAPSULE 2.3 MG, 3 MG, 4 MG (ixazomib 4 PA; SP; AC; QL (30 day
citrate) supply per 1 fill)
NIPENT INTRAVENOUS SOLUTION RECONSTITUTED 10
. OA
MG (pentostatin)
NUBEQA ORAL TABLET 300 MG (darolutamide) 4 PA; SP; AC; QL (30 day
supply per 1 fill)
ODOMZO ORAL CAPSULE 200 MG (sonidegib phosphate) 4 PA; SP; AC; QL (30 day
supply per 1 fill)
OGIVRI INTRAVENOUS SOLUTION RECONSTITUTED 150 OA
MG, 420 MG (trastuzumab-dkst)
OGSIVEO ORAL TABLET 50 MG (nirogacestat 4 PA; SP; AC; QL (30 day
hydrobromide) supply per 1 fill)
OJJAARA ORAL TABLET 100 MG, 150 MG, 200 MG 4 PA; SP; AC; QL (30 day
(momelotinib dihydrochloride) supply per 1 fill)
ONCASPAR INJECTION SOLUTION 750 UNIT/ML OA
(pegaspargase)
ONIVYDE INTRAVENOUS INJECTABLE 43 MG/10ML OA
(irinotecan hcl liposome)
ONTRUZANT INTRAVENOUS SOLUTION RECONSTITUTED OA
150 MG, 420 MG (trastuzumab-ditb)
ONUREG ORAL TABLET 200 MG, 300 MG (azacitidine) 4 PA; SP; AC; QL (30 day
supply per 1 fill)
OPDIVO INTRAVENOUS SOLUTION 100 MG/10ML, 120 OA
MG/12ML, 240 MG/24ML, 40 MG/4ML (nivolumab)
OPDUALAG INTRAVENOUS SOLUTION 240-80 MG/20ML
. . OA PA
(nivolumab-relatlimab-rmbw)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits
ORGOVYX ORAL TABLET 120 MG (relugolix) 4 PA; SP; AC; QL (30 day
supply per 1 fill)
ORSERDU ORAL TABLET 345 MG, 86 MG (elacestrant 4 PA; SP; AC; QL (30 day
hydrochloride) supply per 1 fill)
oxaliplatin intravenous solution 100 mg/20ml, 200 mg/40ml,
OA
50 mgl/10ml
oxaliplatin intravenous solution reconstituted 100 mg, 50 OA
mg
paclitaxel intravenous concentrate 100 mgl/16.7ml, 150 OA PA
mgl25ml, 30 mg/5ml, 300 mg/50ml
PACLITAXEL PROTEIN-BOUND PART INTRAVENOUS OA
SUSPENSION RECONSTITUTED 100 MG
PADCEV INTRAVENOUS SOLUTION RECONSTITUTED 20 OA
MG, 30 MG (enfortumab vedotin-ejfv)
PARAPLATIN INTRAVENOUS SOLUTION 1000 MG/100ML OA
(carboplatin)
pazopanib hcl oral tablet 200 mg 4 PA; SP; AC; QL (30 day
supply per 1 fill)
PEMAZYRE ORAL TABLET 13.5 MG, 4.5 MG, 9 MG 4 PA; SP; AC; QL (0.667 EA
(pemigatinib) per 1 day)
PEMETREXED DISODIUM INTRAVENOUS SOLUTION 1 OA PA
GM/40ML, 100 MG/4ML, 500 MG/20ML, 850 MG/34ML
pemetrexed disodium intravenous solution reconstituted OA
100 mg, 1000 mg, 500 mg, 750 mg
PEMETREXED DITROMETHAMINE INTRAVENOUS OA PA
SOLUTION RECONSTITUTED 100 MG, 500 MG
PEMETREXED INTRAVENOUS SOLUTION 1 GM/40ML, 100 OA PA
MG/4ML, 500 MG/20ML
PEMFEXY INTRAVENOUS SOLUTION 500 MG/20ML
OA PA
(pemetrexed)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits
PEMRYDI RTU INTRAVENOUS SOLUTION 100 MG/10ML, OA PA
500 MG/50ML (pemetrexed disodium)

PERJETA INTRAVENOUS SOLUTION 420 MG/14ML OA
(pertuzumab)

PHESGO SUBCUTANEOUS SOLUTION 60-60-2000 MG-MG-

U/ML, 80-40-2000 MG-MG-U/ML (pertuz-trastuz-hyaluron- OA PA
zzxf)

PHOTOFRIN INTRAVENOUS SOLUTION RECONSTITUTED OA

75 MG (porfimer sodium)

PIQRAY ORAL TABLET THERAPY PACK 2 X 150 MG, 200 & 4 PA; SP; AC; QL (30 day

50 MG, 200 MG (alpelisib) supply per 1 fill)
PLUVICTO INTRAVENOUS SOLUTION 1000 MBQ/ML

(lutetium lu 177 vipivotide tef) OA
POLIVY INTRAVENOUS SOLUTION RECONSTITUTED 140 OA PA
MG, 30 MG (polatuzumab vedotin-piiq)
POMALYST ORAL CAPSULE 1 MG, 2 MG, 3 MG, 4 MG 4 PA; SP; AC; QL (30 day
(pomalidomide) supply per 1 fill)
PORTRAZZA INTRAVENOUS SOLUTION 800 MG/50ML OA
(necitumumab)
POTELIGEO INTRAVENOUS SOLUTION 20 MG/5ML

. OA
(mogamulizumab-kpkc)
PRALATREXATE INTRAVENOUS SOLUTION 20 MG/ML, 40

OA

MG/2ML
PROLEUKIN INTRAVENOUS SOLUTION RECONSTITUTED OA
22000000 UNIT (aldesleukin)
PROVENGE INTRAVENOUS SUSPENSION 50000000 CELLS OA
(sipuleucel-t)
PURIXAN ORAL SUSPENSION 2000 MG/100ML 4 SP; AC; QL (30 day supply
(mercaptopurine) per 1 fill)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

QINLOCK ORAL TABLET 50 MG (ripretinib) 4 PA; SP; AC; QL (30 day
supply per 1 fill)

RETEVMO ORAL CAPSULE 40 MG, 80 MG (selpercatinib) 4 PA; SP; AC; QL (30 day

supply per 1 fill)
REVLIMID ORAL CAPSULE 10 MG, 15 MG, 2.5 MG, 20 MG, PA; SP; AC; QL (30 day
25 MG, 5 MG (lenalidomide) supply per 1 fill)
PA; SP; AC; QL (30 day
supply per 1 fill)

REZLIDHIA ORAL CAPSULE 150 MG (olutasidenib) 4

RIABNI INTRAVENOUS SOLUTION 100 MG/10ML, 500
MG/50ML (rituximab-arrx)

RITUXAN HYCELA SUBCUTANEOUS SOLUTION 1400-23400
MG -UT/11.7ML, 1600-26800 MG -UT/13.4ML (rituximab- OA PA
hyaluronidase human)

RITUXAN INTRAVENOUS SOLUTION 100 MG/10ML, 500

OA

MG/50ML (rituximab) OA

romidepsin intravenous solution reconstituted 10 mg OA

ROZLYTREK ORAL CAPSULE 100 MG, 200 MG (entrectinib) 4 PA; SP; AC; QL (30 day
supply per 1 fill)

ROZLYTREK ORAL PACKET 50 MG (entrectinib) 4 PA; SP; AC; QL (30 day
supply per 1 fill)

RUBRACA ORAL TABLET 200 MG, 250 MG, 300 MG 4 PA; SP; AC; QL (30 day

(rucaparib camsylate) supply per 1 fill)
RUXIENCE INTRAVENOUS SOLUTION 100 MG/10ML, 500

MG/50ML (rituximab-pvvr) OA
RYBREVANT INTRAVENOUS SOLUTION 350 MG/7ML
. . OA PA
(amivantamab-vmjw)
RYDAPT ORAL CAPSULE 25 MG (midostaurin) 4 PA; SP; AC; QL (30 day
supply per 1 fill)
RYLAZE INTRAMUSCULAR SOLUTION 10 MG/0.5ML OA PA; SP; QL (30 day supply
(asparaginase erwinia chry-rywn) per 1 fill)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

SARCLISA INTRAVENOUS SOLUTION 100 MG/5ML, 500 OA

MG/25ML (isatuximab-irfc)

SCEMBLIX ORAL TABLET 20 MG, 40 MG (asciminib hcl) 4 PA; SP; AC; QL (30 day
supply per 1 fill)

SIKLOS ORAL TABLET 100 MG, 1000 MG (hydroxyurea) 3

SOLTAMOX ORAL SOLUTION 10 MG/5ML (tamoxifen citrate) 3 PV; AC

sorafenib tosylate oral tablet 200 mg 4 PA; SP; AC; QL (30 day

supply per 1 fill)

SPRYCEL ORAL TABLET 100 MG, 140 MG, 20 MG, 50 MG, PA; SP; AC; QL (30 day
70 MG, 80 MG (dasatinib) supply per 1 fill)

PA; SP; AC; QL (30 day

STIVARGA ORAL TABLET 40 MG (regorafenib) 4 .
supply per 1 fill)

STRONTIUM CHLORIDE SR-89 INTRAVENOUS SOLUTION 1

OA
MCI/ML
sunitinib malate oral capsule 12.5 mg, 25 mg, 37.5 mg, 50 4 PA; SP; AC; QL (42 day
mg supply per 1 fill)
SUTENT ORAL CAPSULE 12.5 MG, 25 MG, 37.5 MG, 50 MG 4 PA; SP; AC; QL (42 day
(sunitinib malate) supply per 1 fill)
SYLVANT INTRAVENOUS SOLUTION RECONSTITUTED 100 OA
MG, 400 MG (siltuximab)
TABLOID ORAL TABLET 40 MG (thioguanine) 2 AC
TABRECTA ORAL TABLET 150 MG, 200 MG (capmatinib hcl) 4 gg;)sp; AC; QL (4 EA per 1
TAFINLAR ORAL CAPSULE 50 MG, 75 MG (dabrafenib 4 PA; SP; AC; QL (30 day
mesylate) supply per 1 fill)
TAFINLAR ORAL TABLET SOLUBLE 10 MG (dabrafenib 4 PA; SP; AC; QL (30 day
mesylate) supply per 1 fill)
TAGRISSO ORAL TABLET 40 MG, 80 MG (osimertinib 4 PA; SP; AC; QL (30 day
mesylate) supply per 1 fill)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

TALVEY SUBCUTANEOUS SOLUTION 3 MG/1.5ML, 40 OA PA

MG/ML (talquetamab-tgvs)

TALZENNA ORAL CAPSULE 0.1 MG, 0.25 MG, 0.35 MG, 0.5 4 PA; SP; AC; QL (30 day

MG, 0.75 MG, 1 MG (talazoparib tosylate) supply per 1 fill)

tamoxifen citrate oral tablet 10 mg, 20 mg 1 PV; AC

TARCEVA ORAL TABLET 100 MG, 150 MG, 25 MG (erlotinib 4 PA; SP; AC; QL (30 day

hcl) supply per 1 fill)

TARGRETIN ORAL CAPSULE 75 MG (bexarotene) 4 PA; SP; AC; QL (30 day
supply per 1 fill)

TASIGNA ORAL CAPSULE 150 MG, 200 MG, 50 MG (nilotinib 4 PA; SP; AC; QL (30 day

hcl) supply per 1 fill)

TAZVERIK ORAL TABLET 200 MG (tazemetostat hbr) 4 g:;)sp; AC; QL (8 EA per 1

TECARTUS INTRAVENOUS SUSPENSION 100000000 OA PA

CELLS, 200000000 CELLS (brexucabtagene autoleucel)

TECENTRIQ INTRAVENOUS SOLUTION 1200 MG/20ML, 840 OA

MG/14ML (atezolizumab)

TECVAYLI SUBCUTANEOUS SOLUTION 153 MG/1.7ML, 30 OA PA

MG/3ML (teclistamab-cqyv)

TEMODAR INTRAVENOUS SOLUTION RECONSTITUTED OA PA

100 MG (temozolomide)

temozolomide oral capsule 100 mg, 140 mg, 180 mg, 20 mg, 4 PA; SP; AC; QL (30 day

250 mg, 5 mg supply per 1 fill)

temsirolimus intravenous solution 25 mgiml OA

TEPADINA INJECTION SOLUTION RECONSTITUTED 100 OA

MG, 15 MG (thiotepa)

TEPMETKO ORAL TABLET 225 MG (tepotinib hcl) 4 PA; SP; AC; QL (30 day
supply per 1 fill)

thiotepa injection solution reconstituted 100 mg, 15 mg OA

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits
TIBSOVO ORAL TABLET 250 MG (ivosidenib) 4 PA; SP; AC; QL (30 day
supply per 1 fill)
TICE BCG INTRAVESICAL SUSPENSION RECONSTITUTED OA
50 MG (bcg live)
TIVDAK INTRAVENOUS SOLUTION RECONSTITUTED 40 OA PA
MG (tisotumab vedotin-tftv)
topotecan hcl intravenous solution 4 mgl4ml OA
topotecan hcl intravenous solution reconstituted 4 mg OA
toremifene citrate oral tablet 60 mg 1 AC
TORISEL INTRAVENOUS SOLUTION 25 MG/ML OA
(temsirolimus)
TRAZIMERA INTRAVENOUS SOLUTION RECONSTITUTED
OA PA
150 MG (trastuzumab-qyyp)
TRAZIMERA INTRAVENOUS SOLUTION RECONSTITUTED OA
420 MG (trastuzumab-qyyp)
TREANDA INTRAVENOUS SOLUTION RECONSTITUTED 100 OA
MG, 25 MG (bendamustine hcl)
TRELSTAR MIXJECT INTRAMUSCULAR SUSPENSION
RECONSTITUTED 11.25 MG, 22.5 MG, 3.75 MG (triptorelin OA
pamoate)
tretinoin oral capsule 10 mg 1 AC
TREXALL ORAL TABLET 10 MG, 15 MG, 5 MG, 7.5 MG
. 2 AC
(methotrexate sodium)
TRISENOX INTRAVENOUS SOLUTION 12 MG/6ML (arsenic OA
trioxide)
TRODELVY INTRAVENOUS SOLUTION RECONSTITUTED OA PA
180 MG (sacituzumab govitecan-hziy)
TRUQAP ORAL TABLET 160 MG, 200 MG (capivasertib) 4 PA; SP; AC; QL (30 day
supply per 1 fill)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits
TRUXIMA INTRAVENOUS SOLUTION 100 MG/10ML, 500 OA
MG/50ML (rituximab-abbs)
TUKYSA ORAL TABLET 150 MG (tucatinib) 4 zaA;)SP; AC; QL (4 EA per 1
TUKYSA ORAL TABLET 50 MG (tucatinib) 4 gg;)sp; AC; QL (8 EA per 1
TURALIO ORAL CAPSULE 125 MG (pexidartinib hcl) 4 PA; SP; AC; QL (30 day
supply per 1 fill)
TYKERB ORAL TABLET 250 MG (lapatinib ditosylate) 4 PA; SP; AC; QL (30 day
supply per 1 fill)
UNITUXIN INTRAVENOUS SOLUTION 17.5 MG/5ML
. . OA
(dinutuximab)
valrubicin intravesical solution 40 mg/ml OA
VALSTAR INTRAVESICAL SOLUTION 40 MG/ML (valrubicin) OA
VANFLYTA ORAL TABLET 17.7 MG, 26.5 MG (quizartinib PA; SP; AC; QL (30 day
. . 4 :
dihydrochloride) supply per 1 fill)
VECTIBIX INTRAVENOUS SOLUTION 100 MG/5ML, 400 OA
MG/20ML (panitumumab)
VEGZELMA INTRAVENOUS SOLUTION 100 MG/4ML, 400 OA PA
MG/16ML (bevacizumab-adcd)
VELCADE INJECTION SOLUTION RECONSTITUTED 3.5 MG
. OA PA
(bortezomib)
VENCLEXTA ORAL TABLET 10 MG, 100 MG, 50 MG 4 PA; SP; AC; QL (30 day
(venetoclax) supply per 1 fill)
VENCLEXTA STARTING PACK ORAL TABLET THERAPY 4 PA; SP; AC; QL (30 day
PACK 10 & 50 & 100 MG (venetoclax) supply per 1 fill)
VERZENIO ORAL TABLET 100 MG, 150 MG, 200 MG, 50 MG 4 PA; SP; AC; QL (30 day
(abemaciclib) supply per 1 fill)
VIDAZA INJECTION SUSPENSION RECONSTITUTED 100
pee s OA
MG (azacitidine)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

vinblastine sulfate intravenous solution 1 mgiml OA

vincristine sulfate intravenous solution 1 mgiml OA

vinorelbine tartrate intravenous solution 10 mg/ml, 50 OA

mgl5ml

VITRAKVI ORAL CAPSULE 100 MG, 25 MG (larotrectinib 4 PA; SP; AC; QL (30 day

sulfate) supply per 1 fill)

VITRAKVI ORAL SOLUTION 20 MG/ML (larotrectinib sulfate) 4 PA; SP; AC; QL (30 day
supply per 1 fill)

VIZIMPRO ORAL TABLET 15 MG, 30 MG, 45 MG 4 PA; SP; AC; QL (30 day

(dacomitinib) supply per 1 fill)

VONJO ORAL CAPSULE 100 MG (pacritinib citrate) 4 PA; SP; AC; QL (30 day
supply per 1 fill)

VOTRIENT ORAL TABLET 200 MG (pazopanib hcl) 4 PA; SP; AC; QL (30 day
supply per 1 fill)

VYXEOS INTRAVENOUS SUSPENSION RECONSTITUTED OA

44-100 MG (daunorubicin-cytarabine lipo)

WELIREG ORAL TABLET 40 MG (belzutifan) 4 PA; SP; AC; QL (30 day
supply per 1 fill)

XALKORI ORAL CAPSULE 200 MG, 250 MG (crizotinib) 4 PA; SP; AC; QL (30 day
supply per 1 fill)

XALKORI ORAL CAPSULE SPRINKLE 150 MG (crizotinib) 3 PA; AC

XALKORI ORAL CAPSULE SPRINKLE 20 MG, 50 MG 4 PA; SP; AC; QL (30 day

(crizotinib) supply per 1 fill)

XATMEP ORAL SOLUTION 2.5 MG/ML (methotrexate) 3 AC

XELODA ORAL TABLET 150 MG, 500 MG (capecitabine) 4 PA; SP; AC; QL (30 day
supply per 1 fill)

XOSPATA ORAL TABLET 40 MG (gilteritinib fumarate) 4 PA; SP; AC; QL (56 day
supply per 1 fill)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —

These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

XPOVIO (100 MG ONCE WEEKLY) ORAL TABLET THERAPY 4 PA; SP; AC; QL (30 day

PACK 50 MG (selinexor) supply per 1 fill)

XPOVIO (40 MG ONCE WEEKLY) ORAL TABLET THERAPY 4 PA; SP; AC; QL (30 day

PACK 40 MG (selinexor) supply per 1 fill)

XPOVIO (40 MG TWICE WEEKLY) ORAL TABLET THERAPY 4 PA; SP; AC; QL (30 day

PACK 40 MG (selinexor) supply per 1 fill)

XPOVIO (60 MG ONCE WEEKLY) ORAL TABLET THERAPY 4 PA; SP; AC; QL (30 day

PACK 60 MG (selinexor) supply per 1 fill)

XPOVIO (60 MG TWICE WEEKLY) ORAL TABLET THERAPY 4 PA; SP; AC; QL (30 day

PACK 20 MG (selinexor) supply per 1 fill)

XPOVIO (80 MG ONCE WEEKLY) ORAL TABLET THERAPY 4 PA; SP; AC; QL (30 day

PACK 40 MG (selinexor) supply per 1 fill)

XPOVIO (80 MG TWICE WEEKLY) ORAL TABLET THERAPY 4 PA; SP; AC; QL (30 day

PACK 20 MG (selinexor) supply per 1 fill)

XTANDI ORAL CAPSULE 40 MG (enzalutamide) 4 PA; SP; AC; QL (30 day
supply per 1 fill)

XTANDI ORAL TABLET 40 MG, 80 MG (enzalutamide) 4 PA; SP; AC; QL (30 day
supply per 1 fill)

YERVOY INTRAVENOUS SOLUTION 200 MG/40ML, 50 OA

MG/10ML (ipilimumab)

YESCARTA INTRAVENOUS SUSPENSION 200000000 OA

CELLS (axicabtagene ciloleucel)

YONDELIS INTRAVENOUS SOLUTION RECONSTITUTED 1 OA

MG (trabectedin)

YONSA ORAL TABLET 125 MG (abiraterone acetate 4 PA; SP; AC; QL (30 day

micronized) supply per 1 fill)

ZALTRAP INTRAVENOUS SOLUTION 100 MG/4ML, 200 OA

MG/8ML (ziv-aflibercept)

ZANOSAR INTRAVENOUS SOLUTION RECONSTITUTED 1

. OA
GM (streptozocin)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024

76



Coverage Requirements &
Limits

ZEJULA ORAL TABLET 100 MG, 200 MG, 300 MG (niraparib 4 PA; SP; AC; QL (30 day
tosylate) supply per 1 fill)

PA; SP; AC; QL (30 day
supply per 1 fill)

Prescription Drug Name Drug Tier

ZELBORAF ORAL TABLET 240 MG (vemurafenib) 4

ZEPZELCA INTRAVENOUS SOLUTION RECONSTITUTED 4

MG (lurbinectedin) OA PA
ZEVALIN Y-90 INTRAVENOUS KIT 3.2 MG/2ML (ibritumomab
. OA
tiuxetan for y-90)
ZIRABEV INTRAVENOUS SOLUTION 100 MG/4ML, 400 OA PA
MG/16ML (bevacizumab-bvzr)
ZOLADEX SUBCUTANEOUS IMPLANT 10.8 MG, 3.6 MG OA
(goserelin acetate)
ZOLINZA ORAL CAPSULE 100 MG (vorinostat) 4 PA; SP; AC; QL (30 day

supply per 1 fill)
PA; SP; AC; QL (30 day

ZYDELIG ORAL TABLET 100 MG, 150 MG (idelalisib) 4 .
supply per 1 fill)
ZYKADIA ORAL TABLET 150 MG (ceritinib) 3 PA; SP; AC; QL (30 day
supply per 1 fill)
ZYNLONTA INTRAVENOUS SOLUTION RECONSTITUTED 10
. . . OA PA
MG (loncastuximab tesirine-Ipyl)
ZYNYZ INTRAVENOUS SOLUTION 500 MG/20ML
X , OA PA
(retifanlimab-diwr)
ZYTIGA ORAL TABLET 250 MG, 500 MG (abiraterone 4 PA; SP; AC; QL (30 day

acetate) supply per 1 fill)

ANTITOXINS,IMMUNE GLOB,TOXOIDS,VACCINES - DRUGS
FOR THE IMMUNE SYSTEM

ALLERGENIC EXTRACTS (THERAPEUTIC) - DRUGS FOR
THE IMMUNE SYSTEM

ALDER SUBCUTANEOUS SOLUTION 1:20 OA

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier (L:i(::i“:;age RIS
,1°\|\2/I(I)ERICAN BEECH POLLEN SUBCUTANEOUS SOLUTION OA
AMERICAN BEECH SUBCUTANEOUS SOLUTION 1:20 OA
AMERICAN COCKROACH SUBCUTANEOUS SOLUTION 1:20 OA
AMERICAN ELM SUBCUTANEOUS SOLUTION 1:20 OA
ARIZONA CYPRESS SUBCUTANEOUS SOLUTION 1:20 OA
BAHIA SUBCUTANEOUS SOLUTION 1:20 OA
BALD CYPRESS SUBCUTANEOUS SOLUTION 1:20 OA
BERMUDA GRASS INJECTION SOLUTION 10000 BAU/ML OA
BERMUDA GRASS SUBCUTANEOUS SOLUTION 10000 OA
BAU/ML

BROME SUBCUTANEOUS SOLUTION 1:20 OA
?glc_)lFORNIA PEPPER TREE SUBCUTANEOUS SOLUTION OA
CAT HAIR EXTRACT INJECTION SOLUTION 10000 BAU/ML, OA
5000 BAU/ML

CAT HAIR EXTRACT SUBCUTANEOUS SOLUTION 10000

BAU/ML OA
CATTLE EPITHELIUM SUBCUTANEOUS SOLUTION 1:20 OA
CEDAR ELM SUBCUTANEOUS SOLUTION 1:20 OA
CLADOSPORIUM CLADOSPORIOIDES INTRADERMAL OA
SOLUTION 1:20

COCKLEBUR SUBCUTANEOUS SOLUTION 1:20 OA
CORN POLLEN SUBCUTANEOUS SOLUTION 1:20 OA
DOG EPITHELIUM SUBCUTANEOUS SOLUTION 1:10 OA
DOG FENNEL SUBCUTANEOUS SOLUTION 1:20 OA
DUST MITE MIXED ALLERGEN EXT INJECTION SOLUTION OA PA
10000 AU/ML, 30000 AU/ML

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits
DUST MITE MIXED ALLERGEN EXT SUBCUTANEOUS OA PA
SOLUTION 10000 AU/ML

EASTERN COTTONWOOD SUBCUTANEOUS SOLUTION OA

1:20

FIRE ANT SUBCUTANEOUS SOLUTION 1:10, 1:20 OA

GERMAN COCKROACH SUBCUTANEOUS SOLUTION 1:20 OA
GOLDENROD SUBCUTANEOUS SOLUTION 1:20 OA

GRASS POLLEN MIXTURE OF 6 INJECTION SOLUTION OA

100000 BAU/ML

GRASS POLLEN(K-O-R-T-SWT VERN) INJECTION OA

SOLUTION 100000 BAU/ML

GRASTEK SUBLINGUAL TABLET SUBLINGUAL 2800 BAU 3 PA: QL (1 EA per 1 day)

(timothy grass pollen allergen)
HACKBERRY SUBCUTANEOUS SOLUTION 1:20 OA
HONEY BEE VENOM PROTEIN INJECTION SOLUTION

RECONSTITUTED 550 MCG (honey bee venom) OA
HORSE EPITHELIUM SUBCUTANEOUS SOLUTION 1:10 OA
JOHNSON GRASS SUBCUTANEOUS SOLUTION 1:20 OA
JUNE GRASS POLLEN STANDARDIZED SUBCUTANEOUS OA

SOLUTION 100000 BAU/ML
KOCHIA SUBCUTANEOUS SOLUTION 1:20 OA
MEADOW FESCUE GRASS POLLEN SUBCUTANEOUS

SOLUTION 100000 BAU/ML OA
MELALEUCA SUBCUTANEOUS SOLUTION 1:20 OA
MESQUITE SUBCUTANEOUS SOLUTION 1:20 OA
MITE (D. FARINAE) SUBCUTANEOUS SOLUTION 10000

OA
AU/ML
MITE (D. PTERONYSSINUS) SUBCUTANEOUS SOLUTION OA
10000 AU/ML

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

MIXED FEATHERS SUBCUTANEOUS SOLUTION 1:20 OA

MIXED RAGWEED SUBCUTANEOUS SOLUTION 1:20 OA

MIXED VESPID VENOM PROTEIN INJECTION SOLUTION OA

RECONSTITUTED 550-550-550 MCG

MUCOR INTRADERMAL SOLUTION 1:20 OA

MUGWORT SUBCUTANEOUS SOLUTION 1:20 OA

ODACTRA SUBLINGUAL TABLET SUBLINGUAL 12 SQ-HDM 3 PA: QL (1 EA per 1 day)

(dust mite mixed allergen ext)
OLIVE TREE SUBCUTANEOUS SOLUTION 1:20 OA
ORALAIR ADULT STARTER PACK SUBLINGUAL TABLET

SUBLINGUAL 300 IR (grass mix pollens allergen ext) 3 PA; QL (1 EA per 1 day)
ORALAIR CHILDRENS STARTER PACK SUBLINGUAL PA: 2 packs per year: QL (6
TABLET SUBLINGUAL 100 IR (grass mix pollens allergen 3 € P peryear,
ext) EA per 365 days)
OI_?ALAIR SUBLINGUAL TABLET SUBLINGUAL 300 IR (grass 3 PA: QL (1 EA per 1 day)
mix pollens allergen ext)
ORCHARD GRASS POLLEN SUBCUTANEOUS SOLUTION OA
100000 BAU/ML
PALFORZIA ORAL0.5& 1 & 1.5 & 3 & 6 MG (peanut powder-
OA PA
dnfp)
PALFORZIA ORAL 2 X 1 MG & 10 MG, 2 X 100 MG, 2 X 20
MG, 2 X 20 MG & 2 X 100 MG, 20 MG, 20 MG & 100 MG, 3 X 1 3 PA
MG, 3 X 20 MG & 100 MG, 4 X 20 MG, 6 X 1 MG (peanut
powder-dnfp)
PALFORZIA ORAL PACKET 300 MG (peanut powder-dnfp) 3 PA
PERENNIAL RYE GRASS POLLEN INJECTION SOLUTION OA
100000 BAU/ML
PRIVET SUBCUTANEOUS SOLUTION 1:20 OA
QUEEN PALM SUBCUTANEOUS SOLUTION 1:20 OA

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

RABBIT EPITHELIUM SUBCUTANEOUS SOLUTION 1:10, OA

1:20

RAGWITEK SUBLINGUAL TABLET SUBLINGUAL 12 AMB A .

1-U (short ragweed pollen ext) 3 PA; QL (1 EA per 1 day)

RED MAPLE SUBCUTANEOUS SOLUTION 1:20 OA

RED MULBERRY SUBCUTANEOUS SOLUTION 1:20 OA

RED TOP GRASS POLLEN SUBCUTANEOUS SOLUTION OA

100000 BAU/ML

ROUGH MARSH ELDER SUBCUTANEOUS SOLUTION 1:20 OA

RUSSIAN THISTLE SUBCUTANEOUS SOLUTION 1:20 OA

SHAGBARK HICKORY SUBCUTANEOUS SOLUTION 1:20 OA

SHEEP SORREL SUBCUTANEOUS SOLUTION 1:20 OA

SHORT RAGWEED POLLEN EXT SUBCUTANEOUS OA

SOLUTION 1:20

SHORT-GIANT RAGWEED (DIAGNOST) INJECTION 3

SOLUTION 1:20

SPINY PIGWEED SUBCUTANEOUS SOLUTION 1:20 OA

SWEET GUM SUBCUTANEOUS SOLUTION 1:20 OA

SWEET VERNAL GRASS POLLEN SUBCUTANEOUS OA

SOLUTION 100000 BAU/ML

TALL RAGWEED SUBCUTANEOUS SOLUTION 1:20 OA

TIMOTHY GRASS POLLEN ALLERGEN INJECTION OA

SOLUTION 10000 BAU/ML, 100000 BAU/ML

TIMOTHY GRASS POLLEN ALLERGEN SUBCUTANEOUS OA

SOLUTION 100000 BAU/ML

VENOMIL MIXED VESPID VENOM INJECTION SOLUTION OA

RECONSTITUTED 550-550-550 MCG (mixed vespid venom)

WASP VENOM PROTEIN INJECTION SOLUTION OA

RECONSTITUTED 550 MCG

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits
WESTERN JUNIPER SUBCUTANEOUS SOLUTION 1:20 OA
WHITE BIRCH SUBCUTANEOUS SOLUTION 1:20 OA
WHITE MULBERRY SUBCUTANEOUS SOLUTION 1:20 OA
WHITE OAK SUBCUTANEOUS SOLUTION 1:20 OA
WHITE PINE SUBCUTANEOUS SOLUTION 1:20 OA
WHITE-FACED HORNET VENOM INJECTION SOLUTION OA
RECONSTITUTED 550 MCG (white faced hornet venom)
YELLOW DOCK SUBCUTANEOUS SOLUTION 1:20 OA
YELLOW HORNET VENOM PROTEIN INJECTION SOLUTION OA
RECONSTITUTED 550 MCG
YELLOW JACKET VENOM PROTEIN INJECTION SOLUTION OA
RECONSTITUTED 550 MCG
ANTITOXINS AND IMMUNE GLOBULINS - Organ Transplant
ALYGLO INTRAVENOUS SOLUTION 10 GM/100ML, 20 OA PA
GM/200ML, 5 GM/50ML (immune globulin (human)-stwk)
ANASCORP INTRAVENOUS SOLUTION RECONSTITUTED
. Y OA

(centruroides (scorpion) im fab)
ANAVIP INTRAVENOUS SOLUTION RECONSTITUTED

. . . OA
(crotalidae immune fab (equine))
ANTIVENIN LATRODECTUS MACTANS INJECTION KIT OA
ANTIVENIN MICRURUS FULVIUS INTRAVENOUS SOLUTION OA
RECONSTITUTED
ASCENIV INTRAVENOUS SOLUTION 5 GM/50ML (immune

. OA
globulin (human)-sira)
BABYBIG INTRAVENOUS SOLUTION RECONSTITUTED 100 OA
MG (botulism immune globulin human)
BIVIGAM INTRAVENOUS SOLUTION 10 GM/100ML, 5 OA
GM/50ML (immune globulin (human))

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits
CNJ-016 INTRAVENOUS SOLUTION 50000 UNIT/VIAL OA

(vaccinia immune globulin human)

CROFAB INTRAVENOUS SOLUTION RECONSTITUTED OA

(crotalidae polyval immune fab)

CUTAQUIG SUBCUTANEOUS SOLUTION 1 GM/6ML, 1.65
GM/10ML, 2 GM/12ML, 3.3 GM/20ML, 4 GM/24ML, 8 GM/48ML 3
(immune globulin (human)-hipp)

CYTOGAM INTRAVENOUS INJECTABLE 50 MG/ML
(cytomegalovirus immune glob)

DIGIFAB INTRAVENOUS SOLUTION RECONSTITUTED 40
MG (digoxin immune fab)

FLEBOGAMMA DIF INTRAVENOUS SOLUTION 10
GM/200ML, 20 GM/400ML, 5 GM/100ML (immune globulin OA
(human))

GAMASTAN INTRAMUSCULAR INJECTABLE (immune PA; QL (30 day supply per 1
globulin (human)) fill)

GAMMAGARD INJECTION SOLUTION 1 GM/10ML, 10
GM/100ML, 2.5 GM/25ML, 20 GM/200ML, 30 GM/300ML, 5 OA
GM/50ML (immune globulin (human))

GAMMAGARD S/D LESS IGA INTRAVENOUS SOLUTION
RECONSTITUTED 10 GM, 5 GM (immune globulin (human))

GAMMAKED INJECTION SOLUTION 1 GM/10ML, 10
GM/100ML, 20 GM/200ML, 5 GM/50ML (immune globulin OA
(human))

GAMMAPLEX INTRAVENOUS SOLUTION 10 GM/100ML, 10
GM/200ML, 20 GM/200ML, 20 GM/400ML, 5 GM/100ML, 5 OA
GM/50ML (immune globulin (human))

GAMUNEX-C INJECTION SOLUTION 1 GM/10ML, 10
GM/100ML, 2.5 GM/25ML, 20 GM/200ML, 40 GM/400ML, 5 OA
GM/50ML (immune globulin (human))

OA

OA

OA

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits
HEPAGAM B INJECTION SOLUTION 312 UNIT/ML (hepatitis OA
b immune globulin)
HIZENTRA SUBCUTANEOUS SOLUTION 1 GM/5ML, 10 eD.
GM/50ML, 2 GM/1OML, 4 GM/20ML (immune globulin 4 PA; SP; QL (30 day supply
per 1 fill)
(human))
HIZENTRA SUBCUTANEOUS SOLUTION PREFILLED oD,
SYRINGE 1 GM/5ML, 2 GM/10ML, 4 GM/20ML (immune 4 PA; SP; QL (30 day supply
. per 1 fill)
globulin (human))
HYPERHEP B INTRAMUSCULAR SOLUTION 220 UNIT/ML
e - OA
(hepatitis b immune globulin)
HYPERHEP B INTRAMUSCULAR SOLUTION PREFILLED OA
SYRINGE 110 UNIT/0.5ML (hepatitis b immune globulin)
HYPERRAB INJECTION SOLUTION 1500 UNIT/5ML, 300 OA
UNIT/ML (rabies immune globulin)
HYPERRHO S/D INTRAMUSCULAR SOLUTION PREFILLED OA
SYRINGE 1500 UNIT, 250 UNIT (rho d immune globulin)
HYPERTET INTRAMUSCULAR SOLUTION PREFILLED OA
SYRINGE 250 UNIT/ML (tetanus immune globulin)
HYQVIA SUBCUTANEOUS KIT 10 GM/100ML, 2.5 GM/25ML, PA: SP: QL (30 day suppl
20 GM/200ML, 30 GM/300ML, 5 GM/50ML (immune globulin- 4 D y supply
. per 1 fill)
hyaluronidase)
IMOGAM RABIES-HT INJECTION SOLUTION 300 UNIT/2ML OA
(rabies immune globulin)
KEDRAB INJECTION SOLUTION 1500 UNIT/10ML, 300 OA
UNIT/2ML
MICRHOGAM ULTRA-FILTERED PLUS INTRAMUSCULAR
SOLUTION PREFILLED SYRINGE 250 UNIT (rho d immune OA
globulin)
NABI-HB INTRAMUSCULAR SOLUTION 312 UNIT/ML
e . OA
(hepatitis b immune globulin)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

OCTAGAM INTRAVENOUS SOLUTION 1 GM/20ML, 10
GM/100ML, 10 GM/200ML, 2 GM/20ML, 2.5 GM/50ML, 20
GM/200ML, 30 GM/300ML, 5 GM/100ML, 5 GM/50ML (immune
globulin (human))

PANZYGA INTRAVENOUS SOLUTION 1 GM/10ML, 10
GM/100ML, 2.5 GM/25ML, 20 GM/200ML, 30 GM/300ML, 5 OA
GM/50ML (immune globulin (human)-ifas)

PRIVIGEN INTRAVENOUS SOLUTION 10 GM/100ML, 20

OA

GM/200ML, 40 GM/400ML, 5 GM/50ML (immune globulin OA
(human))

RHOGAM ULTRA-FILTERED PLUS INTRAMUSCULAR

SOLUTION PREFILLED SYRINGE 1500 UNIT (rho d immune OA
globulin)

RHOPHYLAC INJECTION SOLUTION PREFILLED SYRINGE
1500 UNIT/2ML (rho d immune globulin)

VARIZIG INTRAMUSCULAR SOLUTION 125 UNIT/1.2ML
(varicella-zoster immune glob)

WINRHO SDF INJECTION SOLUTION 1500 UNIT/1.3ML,
15000 UNIT/13ML, 2500 UNIT/2.2ML, 5000 UNIT/4.4ML (rho d OA
immune globulin)

XEMBIFY SUBCUTANEOUS SOLUTION 1 GM/5ML, 10
GM/50ML, 2 GM/10ML, 4 GM/20ML (immune globulin 4
(human)-kihw)

ZINPLAVA INTRAVENOUS SOLUTION 1000 MG/40ML

OA

OA

PA; SP; QL (30 day supply
per 1 fill)

(bezlotoxumab) OA
TOXOIDS - Vaccines

ADACEL INTRAMUS_CULAR SUSPENSI_ON 5-2-15.5 LF- OA
MCG/0.5 (tetanus-diphth-acell pertussis)

BOOSTRIX INTRAMUSCULAR SUSPENSION 5-2.5-18.5 LF- OA

MCG/0.5 (tetanus-diphth-acell pertussis)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

BOOSTRIX INTRAMUSCULAR SUSPENSION PREFILLED

SYRINGE 5-2.5-18.5 LF-MCG/0.5 (tetanus-diphth-acell OA

pertussis)

DAPTACEL INTRAMUSCULAR SUSPENSION 23-15-5 OA

(diphth-acell pertussis-tetanus)

INFANRIX INTRAMUSCULAR SUSPENSION 25-58-10 OA

(diphth-acell pertussis-tetanus)

KINRIX INTRAMUSCULAR SUSPENSION PREFILLED OA

SYRINGE 0.5 ML (dtap-ipv vaccine)

PEDIARIX INTRAMUSCULAR SUSPENSION PREFILLED OA

SYRINGE (dtap-hepatitis b recomb-ipv)

PENTACEL INTRAMUSCULAR SUSPENSION OA

RECONSTITUTED (dtap-ipv-hib vaccine)

QUADRACEL INTRAMUSCULAR SUSPENSION (dtap-ipv OA

vaccine)

QUADRACEL INTRAMUSCULAR SUSPENSION PREFILLED OA

SYRINGE 0.5 ML (dtap-ipv vaccine)

TDVAX INTRAMUSCULAR SUSPENSION 2-2 LF/0.5ML OA

(tetanus-diphtheria toxoids td)

TENIVAC INTRAMUSCULAR INJECTABLE 5-2 LFU (tetanus- OA

diphtheria toxoids td)

TETANUS-DIPHTHERIA TOXOIDS TD INTRAMUSCULAR OA

SUSPENSION 2-2 LF/0.5ML

VACCINES - Vaccines

ACAM2000 INJECTION SOLUTION RECONSTITUTED OA

(smallpox vaccine)

ACTHIB INTRAMUSCULAR SOLUTION RECONSTITUTED OA

(haemophilus b polysac conj vac)

ADACEL INTRAMUSCULAR SUSPENSION 5-2-15.5 LF- OA

MCG/0.5 (tetanus-diphth-acell pertussis)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

A:FLURIA QUADRIYALENT INTRAMUSCULAR SUSPENSION OA PV: AL (Min 3 Years)

(influenza vac split quad)

AFLURIA QUADRIVALENT INTRAMUSCULAR SUSPENSION . ,

PREFILLED SYRINGE 0.5 ML (influenza vac split quad) OA PV; AL (Min 3 Years)

BCG VACCINE INJECTION SOLUTION RECONSTITUTED 50 OA

MG

BEXSERO INTRAMUSCULAR SUSPENSION PREFILLED OA

SYRINGE (meningococcal b recomb omv ad)

BIOTHRAX INTRAMUSCULAR SUSPENSION (anthrax OA

vaccine adsorbed)

BOOSTRIX INTRAMUSCULAR SUSPENSION 5-2.5-18.5 LF- OA

MCG/0.5 (tetanus-diphth-acell pertussis)

BOOSTRIX INTRAMUSCULAR SUSPENSION PREFILLED

SYRINGE 5-2.5-18.5 LF-MCG/0.5 (tetanus-diphth-acell OA

pertussis)

COMIRNATY INTRAMUSCULAR SUSPENSION 30 1 PV

MCG/0.3ML (covid-19 mrna virus vaccine)

COMIRNATY INTRAMUSCULAR SUSPENSION PREFILLED 1 PV

SYRINGE 30 MCG/0.3ML (covid-19 mrna virus vaccine)

DAPTACEL INTRAMUSCULAR SUSPENSION 23-15-5 OA

(diphth-acell pertussis-tetanus)

DENGVAXIA SUBCUTANEOUS SUSPENSION OA

RECONSTITUTED (dengue virus vaccine live tetr)

ENGERIX-B INJECTION SUSPENSION 20 MCG/ML (hepatitis OA

b vac recombinant)

ENGERIX-B INJECTION SUSPENSION PREFILLED SYRINGE OA

10 MCG/0.5ML, 20 MCG/ML (hepatitis b vac recombinant)

FLUAD QUADRIVALENT INTRAMUSCULAR PREFILLED ) ,

SYRINGE 0.5 ML (influenza vac a&b sa adj quad) OA  [PV; AL (Min 3 Years)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

FLUARIX QUADRIVALENT INTRAMUSCULAR SUSPENSION
PREFILLED SYRINGE 0.5 ML (influenza vac split quad)

FLUBLOK QUADRIVALENT INTRAMUSCULAR SOLUTION
PREFILLED SYRINGE 0.5 ML (influenza vac recomb ha OA PV; AL (Min 3 Years)
quad)

FLUCELVAX QUADRIVALENT INTRAMUSCULAR
SUSPENSION (influenza vac subunit quad)

FLUCELVAX QUADRIVALENT INTRAMUSCULAR
SUSPENSION PREFILLED SYRINGE 0.5 ML (influenza vac OA PV; AL (Min 3 Years)
subunit quad)

FLULAVAL QUADRIVALENT INTRAMUSCULAR
SUSPENSION PREFILLED SYRINGE 0.5 ML (influenza vac OA PV; AL (Min 3 Years)
split quad)

FLUMIST QUADRIVALENT NASAL SUSPENSION (influenza
virus vac live quad)

FLUZONE HIGH-DOSE QUADRIVALENT INTRAMUSCULAR
SUSPENSION PREFILLED SYRINGE 0.7 ML (influenza vac OA PV; AL (Min 3 Years)
high-dose quad)

FLUZONE QUADRIVALENT INTRAMUSCULAR
SUSPENSION (influenza vac split quad)

FLUZONE QUADRIVALENT INTRAMUSCULAR

OA PV; AL (Min 3 Years)

OA PV; AL (Min 3 Years)

OA PV; AL (Min 3 Years)

OA PV; AL (Min 3 Years)

SUSPENSION PREFILLED SYRINGE 0.5 ML (influenza vac OA PV; AL (Min 3 Years)
split quad)

GARDASIL 9 INTRAMUSCULAR SUSPENSION (hpv 9-valent OA

recomb vaccine)

GARDASIL 9 INTRAMUSCULAR SUSPENSION PREFILLED OA

SYRINGE (hpv 9-valent recomb vaccine)

HAVRIX INTRAMUSCULAR SUSPENSION 1440 EL U/ML, 720 OA

EL U/0.5ML (hepatitis a vaccine)

HEPLISAV-B INTRAMUSCULAR SOLUTION PREFILLED OA

SYRINGE 20 MCG/0.5ML (hepatitis b vac recomb adj)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits
HIBERIX INJECTION SOLUTION RECONSTITUTED 10 MCG OA
(haemophilus b polysac conj vac)
IMOVAX RABIES INTRAMUSCULAR SUSPENSION OA
RECONSTITUTED 2.5 UNIT/ML (rabies virus vaccine, hdc)
INFANRIX INTRAMUSCULAR SUSPENSION 25-58-10 OA
(diphth-acell pertussis-tetanus)
IPOL INJECTION INJECTABLE (poliovirus vaccine
. . OA
inactivated)
IXIARO INTRAMUSCULAR SUSPENSION (japanese OA
encephalitis vac inac)
KINRIX INTRAMUSCULAR SUSPENSION PREFILLED OA
SYRINGE 0.5 ML (dtap-ipv vaccine)
MENQUADFI INTRAMUSCULAR SOLUTION (mening acy&w-
OA
135 tetanus conj)
MENVEO INTRAMUSCULAR SOLUTION (meningococcal a ¢
. OA
y&w-135 olig)
MENVEO INTRAMUSCULAR SOLUTION RECONSTITUTED
. . OA
(meningococcal a ¢ y&w-135 olig)
M-M-R Il INJECTION SOLUTION RECONSTITUTED
OA
(measles, mumps & rubella vac)
MODERNA COVID-19 VAC 6M-11Y INTRAMUSCULAR
SUSPENSION 25 MCG/0.25ML (covid-19 mrna virus 1 PV
vaccine)
NOVAVAX COVID-19 VACCINE INTRAMUSCULAR . ,
SUSPENSION 5 MCG/0.5ML 1 PV: QL (3fill per 300 days)
PEDIARIX INTRAMUSCULAR SUSPENSION PREFILLED OA
SYRINGE (dtap-hepatitis b recomb-ipv)
PEDVAX HIB INTRAMUSCULAR SUSPENSION 7.5 OA
MCG/0.5ML (haemophilus b polysac conj vac)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

PENBRAYA INTRAMUSCULAR SUSPENSION OA
RECONSTITUTED (mening acyw(tet conj)-b(rcmb))
PENTACEL INTRAMUSCULAR SUSPENSION OA
RECONSTITUTED (dtap-ipv-hib vaccine)
PFIZER COVID-19 VAC-TRIS 5-11Y INTRAMUSCULAR 1 PV
SUSPENSION 10 MCG/0.3ML (covid-19 mrna virus vaccine)
PFIZER COVID-19 VAC-TRIS 6M-4Y INTRAMUSCULAR 1 PV
SUSPENSION 3 MCG/0.3ML
PNEUMOVAX 23 INJECTION INJECTABLE 25 MCG/0.5ML OA
(pneumococcal vac polyvalent)
PREHEVBRIO INTRAMUSCULAR SUSPENSION 10 MCG/ML

iy . OA
(hepatitis b vac 3-antigen rcmb)
PREVNAR 20 INTRAMUSCULAR SUSPENSION PREFILLED OA
SYRINGE 0.5 ML (pneumococcal 20-val conj vacc)
PRIORIX SUBCUTANEOUS SUSPENSION RECONSTITUTED OA
(measles, mumps & rubella vac)
PROQUAD SUBCUTANEOUS SUSPENSION OA
RECONSTITUTED (measles-mumps-rubella-varicell)
QUADRACEL INTRAMUSCULAR SUSPENSION (dtap-ipv OA
vaccine)
QUADRACEL INTRAMUSCULAR SUSPENSION PREFILLED OA
SYRINGE 0.5 ML (dtap-ipv vaccine)
RABAVERT INTRAMUSCULAR SUSPENSION OA
RECONSTITUTED (rabies vaccine, pcec)
RECOMBIVAX HB INJECTION SUSPENSION 10 MCG/ML, 40 OA
MCG/ML, 5 MCG/0.5ML (hepatitis b vac recombinant)
RECOMBIVAX HB INJECTION SUSPENSION PREFILLED
SYRINGE 10 MCG/ML, 5 MCG/0.5ML (hepatitis b vac OA
recombinant)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

SHINGRIX INTRAMUSCULAR SUSPENSION

RECONSTITUTED 50 MCG/0.5ML (zoster vac recomb OA
adjuvanted)

SPIKEVAX INTRAMUSCULAR SUSPENSION 50 MCG/0.5ML 1 PV
(covid-19 mrna virus vaccine)

SPIKEVAX INTRAMUSCULAR SUSPENSION PREFILLED 1 PV

SYRINGE 50 MCG/0.5ML (covid-19 mrna virus vaccine)
STAMARIL INJECTION SUSPENSION RECONSTITUTED OA

TICE BCG INTRAVESICAL SUSPENSION RECONSTITUTED
50 MG (bcg live)

TICOVAC INTRAMUSCULAR SUSPENSION PREFILLED
SYRINGE 1.2 MCG/0.25ML, 2.4 MCG/0.5ML (tick-borne OA
encephalitis vacc)

TRUMENBA INTRAMUSCULAR SUSPENSION PREFILLED

OA

SYRINGE (meningococcal b vac (recomb)) OA
TWINRIX INTRAMUSCULAR SUSPENSION PREFILLED
SYRINGE 720-20 ELU-MCG/ML (hepatitis a-hep b recomb OA
vac)
TYPHIM VI INTRAMUSCULAR SOLUTION 25 MCG/0.5ML

o . OA
(typhoid vi polysaccharide vacc)
TYPHIM VI INTRAMUSCULAR SOLUTION PREFILLED OA
SYRINGE 25 MCG/0.5ML (typhoid vi polysaccharide vacc)
VAQTA INTRAMUSCULAR SUSPENSION 25 UNIT/0.5ML, 50 OA
UNIT/ML (hepatitis a vaccine)
VARIVAX SUBCUTANEOUS INJECTABLE 1350 PFU/0.5ML OA
(varicella virus vaccine live)
VAXNEUVANCE INTRAMUSCULAR SUSPENSION
PREFILLED SYRINGE 0.5 ML (pneumococcal 15-val conj OA

vacc)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

(nicotine polacrilex)

Prescription Drug Name Drug Tier Limits

VIVOTIF ORAL CAPSULE DELAYED RELEASE (typhoid 3

vaccine)

YF-VAX SUBCUTANEOUS INJECTABLE (yellow fever OA

vaccine)

AUTONOMIC DRUGS

SMOKING CESSATION AGENTS

bupropion hcl er (smoking det) oral tablet extended release .

12 hour 150 mg 1 PV; QL (2 EA per 1 day)

ft nicotine mini mouthl/throat lozenge 2 mg, 4 mg 1 SX;S?L (180 EA per 365

ft nicotine mouth/throat lozenge 2 mg, 4 mg 1 Z;/;SC)QL (180 EA per 365
o PV; QL (180 day supply per

goodsense nicotine mouth/throat gum 2 mg 1 365 days)

goodsense nicotine mouthlthroat lozenge 4 mg 1 g;/;s?l' (180 EA per 365

habitrol transdermal patch 24 hour 21 mgl/24hr 1 PV, QL (180 day supply per

365 days)

NICORETTE MINI MOUTH/THROAT LOZENGE 2 MG 3 PV; QL (180 EA per 365

(nicotine polacrilex) days)

NICORETTE MOUTH/THROAT GUM 2 MG (nicotine 3 PV; QL (180 day supply per

polacrilex) 365 days)

NICORETTE MOUTH/THROAT LOZENGE 2 MG, 4 MG 3 PV; QL (180 EA per 365

days)

nicotine mini mouthithroat lozenge 2 mg, 4 mg

PV; QL (180 EA per 365
days)

nicotine polacrilex mini mouthlthroat lozenge 2 mg

PV; QL (180 EA per 365
days)

nicotine polacrilex mouth/throat gum 2 mg, 4 mg

PV; QL (180 day supply per
365 days)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2:

Preferred brand name and

certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible

Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

nicotine polacrilex mouth/throat lozenge 2 mg, 4 mg 1 g;/;s?l‘ (180 EA per 365

nicotine step 1 transdermal patch 24 hour 21 mgl/24hr 1 PV; QL (180 day supply per
365 days)

nicotine step 2 transdermal patch 24 hour 14 mgl/24hr 1 PV; QL (180 day supply per
365 days)

nicotine step 3 transdermal patch 24 hour 7 mgl/24hr 1 PV; QL (180 day supply per
365 days)

nicotine transdermal kit 21-14-7 mgl24hr 1 PV; QL (180 day supply per
365 days)

nicotine transdermal patch 24 hour 21 mgl24hr 1 PV; QL (180 day supply per
365 days)

NICOTROL INHALATION INHALER 10 MG (nicotine) 3 PV, QL (180 day supply per
365 days)

NICOTROL NS NASAL SOLUTION 10 MG/ML (nicotine) 3 PV; QL (180 day supply per
365 days)

varenicline tartrate (starter) oral tablet therapy pack 0.5 mg 1 PV; QL (180 day supply per

x11 & 1mg x 42 365 days)

- PV; QL (180 day supply per
varenicline tartrate oral tablet 0.5 mg, 1 mg 1 365 days)
. , PV; QL (180 day supply per
varenicline tartrate(continue) oral tablet 1 mg 1 365 days)

AUTONOMIC DRUGS - Drugs for the Nervous System

ALPHA- AND BETA-ADRENERGIC AGONISTS - Drugs for
Heart and Lungs

ADRENALIN INJECTION SOLUTION 1 MG/ML, 30 MG/30ML OA
(epinephrine)

AKOVAZ INTRAVENOUS SOLUTION 50 MG/ML (ephedrine OA
sulfate (pressors))

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

AKOVAZ INTRAVENOUS SOLUTION PREFILLED SYRINGE OA

25 MG/5ML (ephedrine sulfate (pressors))

ARTICADENT DENTAL INJECTION SOLUTION CARTRIDGE OA

4 %-1:100000 (articaine-epinephrine)

AUVI-Q INJECTION SOLUTION AUTO-INJECTOR 0.1 3 PA; QL (30 day supply per 1

MG/0.1ML, 0.15 MG/0.15ML, 0.3 MG/0.3ML (epinephrine) fill)

BROMFED DM ORAL SYRUP 2-30-10 MG/5ML (pseudoeph- 3

bromphen-dm)

bupivacaine-epinephrine (pf) injection solution 0.25% - OA

1:200000, 0.5% -1:200000

bupivacaine-epinephrine injection solution 0.25% - OA

1:200000, 0.5% -1:200000

CLARINEX-D 12 HOUR ORAL TABLET EXTENDED RELEASE 3

12 HOUR 2.5-120 MG (desloratadine-pseudoephedrine)

DEXAMETH SOD PHOS-BUPIV-EPIN INJECTION SOLUTION 3

PREFILLED SYRINGE 0.01-0.375 %-1:200000

droxidopa oral capsule 100 mg, 200 mg, 300 mg 4 Eg‘r 18 E;I)QL (30 day supply

EMERPHED INTRAVENOUS SOLUTION 5 MG/ML (ephedrine OA

sulfate (pressors))

EMERPHED INTRAVENOUS SOLUTION PREFILLED

SYRINGE 25 MG/5ML, 50 MG/10ML (ephedrine sulfate OA

(pressors))

EPHEDRINE SULFATE (PRESSORS) INJECTION SOLUTION 3

PREFILLED SYRINGE 25 MG/5ML, 50 MG/10ML, 50 MG/5ML

ephedrine sulfate (pressors) intravenous solution 5 mgiml, OA

50 mg/ml

EPHEDRINE SULFATE (PRESSORS) INTRAVENOUS OA

SOLUTION PREFILLED SYRINGE 25 MG/5ML

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

EPHEDRINE SULFATE-NACL INTRAVENOUS SOLUTION
PREFILLED SYRINGE 10-0.9 MG/ML-%, 100-0.9 MG/10ML-%, OA
25-0.9 MG/5ML-%, 50-0.9 MG/10ML-%, 50-0.9 MG/5ML-%

epinephrine (anaphylaxis) injection solution 1 mgiml, 30

mg/30ml OA

epinephrine hcl (nasal) nasal solution 0.1 % 1

EPINEPHRINE HCL-DEXTROSE INTRAVENOUS SOLUTION OA

4-5 MG/250ML-%

EPINEPHRINE HCL-NACL INTRAVENOUS SOLUTION 8-0.9 OA

MG/250ML-%

epinephrine injection solution 1 mgiml, 10 mg/10ml OA

epinephrine injection solution auto-injector 0.15 mgl0.15ml, 1 QL (30 day supply per 1 fill

0.15 mgl/0.3ml, 0.3 mgl/0.3ml
EPINEPHRINE INTRAVENOUS SOLUTION 1 MG/10ML OA
EPINEPHRINE INTRAVENOUS SOLUTION PREFILLED

SYRINGE 0.1 MG/10ML OA
epinephrine intravenous solution prefilled syringe 1

OA
mgl/10ml
epinephrine pf injection solution 1 mgiml OA
epinephrine solution prefilled syringe 1 mg/10ml injection OA
EPINEPHRINE SOLUTION PREFILLED SYRINGE 1 MG/10ML OA
INJECTION
EPINEPHRINE-DEXTROSE INTRAVENOUS SOLUTION 2-5 OA
MG/250ML-%
EPINEPHRINE-DEXTROSE INTRAVENOUS SOLUTION OA
PREFILLED SYRINGE 100-5 MCG/10ML-%
EPINEPHRINE-NACL INTRAVENOUS SOLUTION 4-0.9 OA

MG/250ML-%, 5-0.9 MG/250ML-%, 8-0.9 MG/250ML-%

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage OGS &
Limits
EPINEPHRINE-NACL INTRAVENOUS SOLUTION PREFILLED OA
SYRINGE 1-0.9 MG/10ML-%
EPIPEN 2-PAK INJECTION SOLUTION AUTO-INJECTOR 0.3 ,
MG/0.3ML (epinephrine) 3 QL (30 day supply per 1 fill)
EPIPEN JR 2-PAK INJECTION SOLUTION AUTO-INJECTOR 3 QL (30 day supply per 1 fill
0.15 MG/0.3ML (epinephrine) y SUpPy P
LEVOPHED INTRAVENOUS SOLUTION 1 MG/ML
. . . OA
(norepinephrine bitartrate)
lidocaine-epinephrine injection solution 0.5 %-1:200000, 1.5 OA
%-1:200000, 2 %-1:100000
lidocaine-epinephrine solution 1 %-1:100000 injection OA
LIDOCAINE-EPINEPHRINE SOLUTION 1 %-1:100000 OA
INJECTION
lidocaine-epinephrine solution 2 %-1:200000 injection OA
LIDOCAINE-EPINEPHRINE SOLUTION 2 %-1:200000 OA
INJECTION
MARCAINE/EPINEPHRINE INJECTION SOLUTION 0.25% -
1:200000, 0.25-1:200000 %, 0.5% -1:200000 (bupivacaine- OA
epinephrine)
MARCAINE/EPINEPHRINE PF INJECTION SOLUTION 0.25%
-1:200000, 0.25-1:200000 %, 0.5% -1:200000 (bupivacaine- OA
epinephrine)
norepinephrine bitartrate intravenous solution 1 mgiml OA
NOREPINEPHRINE-DEXTROSE INTRAVENOUS SOLUTION
16-5 MG/250ML-%, 4-5 MG/250ML-%, 8-5 MG/250ML-%, 8-5 OA
MG/500ML-%
NOREPINEPHRINE-SODIUM CHLORIDE INTRAVENOUS
SOLUTION 16-0.9 MG/250ML-%, 4-0.9 MG/250ML-%, 8-0.9 OA
MG/250ML-%, 8-0.9 MG/500ML-%

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

NORTHERA ORAL CAPSULE 100 MG, 200 MG, 300 MG 4 PA; SP; QL (30 day supply
(droxidopa) per 1 fill)
ORABLOC INJECTION SOLUTION CARTRIDGE 4 %- OA
1:100000, 4 %-1:200000 (articaine-epinephrine)
pseudoephedrine-bromphen-dm oral syrup 30-2-10 mg/5ml 1
REZIPRES INTRAVENOUS SOLUTION 47 MG/10ML

. OA
(ephedrine hcl)
SENSORCAINE/EPINEPHRINE INJECTION SOLUTION 0.25% OA
-1:200000, 0.5% -1:200000 (bupivacaine-epinephrine)
SENSORCAINE-MPF/EPINEPHRINE INJECTION SOLUTION OA
0.25% -1:200000, 0.5% -1:200000 (bupivacaine-epinephrine)
SENSORCAINE-MPF/EPINEPHRINE INJECTION SOLUTION 3
0.75-1:200000 % (bupivacaine-epinephrine)
XYLOCAINE/EPINEPHRINE INJECTION SOLUTION 0.5 %-
1:200000, 1 %-1:100000, 2 %-1:100000 (lidocaine- OA
epinephrine)
XYLOCAINE-MPF/EPINEPHRINE INJECTION SOLUTION 1
%-1:200000, 1.5 %-1:200000, 2 %-1:200000 (/idocaine- OA
epinephrine)
ALPHA-ADRENERGIC AGONISTS - Drugs for Heart and
Lungs
BIORPHEN INTRAVENOUS SOLUTION 0.5 MG/5ML

. OA

(phenylephrine hcl (pressors))
CATAPRES-TTS-1 TRANSDERMAL PATCH WEEKLY 0.1 3
MG/24HR (clonidine)
CATAPRES-TTS-2 TRANSDERMAL PATCH WEEKLY 0.2 3
MG/24HR (clonidine)
CATAPRES-TTS-3 TRANSDERMAL PATCH WEEKLY 0.3 3
MG/24HR (clonidine)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits
clonidine hcl (analgesia) epidural solution 100 mcg/ml, 500 OA
mcg/ml

clonidine hcl er oral tablet extended release 12 hour 0.1 mg 1
CLONIDINE HCL ER ORAL TABLET EXTENDED RELEASE 3
24 HOUR 0.17 MG

clonidine hcl oral tablet 0.1 mg, 0.2 mg, 0.3 mg 1
clonidine transdermal patch weekly 0.1 mgl/24hr, 0.2 1
mgl24hr, 0.3 mgl24hr

dexmedetomidine hcl in nacl intravenous solution 200

mcgl/50ml, 200-0.9 mcg/50ml-%, 400 mcg/100ml, 80 OA
mcgl/20ml

DEXMEDETOMIDINE HCL IN NACL INTRAVENOUS OA
SOLUTION PREFILLED SYRINGE 20-0.9 MCG/5ML-%
DEXMEDETOMIDINE HCL INTRAVENOUS SOLUTION 1000 OA

MCG/10ML, 400 MCG/4ML
dexmedetomidine hcl intravenous solution 200 mcg/2ml OA
DEXMEDETOMIDINE HCL-DEXTROSE INTRAVENOUS

SOLUTION 200MCG/50ML -5%, 400MCG/100ML -5% OA
DURACLON EPIDURAL SOLUTION 100 MCG/ML (clonidine OA

hcl (analgesia))

IGALMI SUBLINGUAL FILM 120 MCG, 180 MCG OA PA
(dexmedetomidine hcl)

IMMPHENTIV INTRAVENOUS SOLUTION 0.5 MG/5ML, 1 OA

MG/10ML (phenylephrine hcl (pressors))
LUCEMYRA ORAL TABLET 0.18 MG (lofexidine hcl) 3 PA
METHYLDOPA ORAL TABLET 250 MG, 500 MG
midodrine hcl oral tablet 10 mg, 2.5 mg, 5 mg

NEXICLON XR ORAL TABLET EXTENDED RELEASE 24
HOUR 0.17 MG (clonidine hcl)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits
PHENYLEPHRINE HCL (PRESSORS) INTRAVENOUS OA
SOLUTION 0.4 MG/10ML, 0.8 MG/10ML

phenylephrine hcl (pressors) intravenous solution 10 OA
mgiml

PHENYLEPHRINE HCL (PRESSORS) INTRAVENOUS

SOLUTION PREFILLED SYRINGE 0.4 MG/10ML, 0.5 MG/5ML, OA
1 MG/10ML

PHENYLEPHRINE HCL INTRACAVERNOSAL SOLUTION 2 3
MG/2ML

PHENYLEPHRINE HCL INTRAVENOUS SOLUTION 1 OA
MG/10ML

PHENYLEPHRINE HCL INTRAVENOUS SOLUTION OA
PREFILLED SYRINGE 0.8 MG/10ML, 1 MG/10ML

PHENYLEPHRINE HCL-NACL INTRAVENOUS SOLUTION 10-

0.9 MG/250ML-%, 100-0.9 MG/250ML-%, 20-0.9 MG/250ML-%, OA
25-0.9 MG/250ML-%, 40-0.9 MG/250ML-%, 50-0.9 MG/250ML-

%, 80-0.9 MG/250ML-%

PHENYLEPHRINE HCL-NACL INTRAVENOUS SOLUTION

PREFILLED SYRINGE 0.4-0.9 MG/10ML-%, 0.5-0.9 MG/5ML- OA

%, 0.8-0.9 MG/10ML-%, 1-0.9 MG/10ML-%, 100-0.9
MCG/10ML-%, 20-0.9 MG/50ML-%, 5-0.9 MG/50ML-%

PRECEDEX INTRAVENOUS SOLUTION 1000 MCG/250ML,
200 MCG/50ML, 400 MCG/100ML, 80 MCG/20ML OA
(dexmedetomidine hcl in nacl)

PRECEDEX INTRAVENOUS SOLUTION 200 MCG/2ML

(dexmedetomidine hcl) OA
promethazine vc oral syrup 6.25-5 mg/5ml 1
promethazine vclcodeine oral syrup 6.25-5-10 mgl/5mli 1
VAZCULEP INTRAVENOUS SOLUTION 10 MG/ML OA

(phenylephrine hcl (pressors))

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

ANTIMUSCARINICS/ANTISPASMODICS - Drugs for
Parkinson
ANASPAZ ORAL TABLET DISPERSIBLE 0.125 MG 3
(hyoscyamine sulfate)
ANORO ELLIPTA INHALATION AEROSOL POWDER
BREATH ACTIVATED 62.5-25 MCG/ACT (umeclidinium- 2
vilanterol)
atropine sulfate injection solution 8 mg/20ml OA
atropine sulfate injection solution prefilled syringe 0.25 OA
mgl/5ml, 0.5 mg/5ml, 1 mg/10ml
atropine sulfate intravenous solution 0.4 mgiml, 1 mgiml OA
ATROPINE SULFATE INTRAVENOUS SOLUTION OA
PREFILLED SYRINGE 0.8 MG/2ML, 1 MG/2.5ML, 1.2 MG/3ML
ATROVENT HFA INHALATION AEROSOL SOLUTION 17 5
MCG/ACT (ipratropium bromide hfa)
BENTYL INTRAMUSCULAR SOLUTION 10 MG/ML

. , OA
(dicyclomine hcl)
BEVESPI AEROSPHERE INHALATION AEROSOL 9-4.8 3 ST
MCG/ACT (glycopyrrolate-formoterol)
BREZTRI AEROSPHERE INHALATION AEROSOL 160-9-4.8 5
MCG/ACT (budeson-glycopyrrol-formoterol)
chlordiazepoxide-clidinium oral capsule 5-2.5 mg 1
COMBIVENT RESPIMAT INHALATION AEROSOL SOLUTION 3
20-100 MCG/ACT (ipratropium-albuterol)
CUVPOSA ORAL SOLUTION 1 MG/5ML (glycopyrrolate) 3
dicyclomine hcl intramuscular solution 10 mgiml OA
dicyclomine hcl oral capsule 10 mg 1
dicyclomine hcl oral solution 10 mg/5ml 1
dicyclomine hcl oral tablet 20 mg 1

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

diphenoxylate-atropine oral liquid 2.5-0.025 mg/5ml 1
diphenoxylate-atropine oral tablet 2.5-0.025 mg 1
DUAKLIR PRESSAIR INHALATION AEROSOL POWDER
BREATH ACTIVATED 400-12 MCG/ACT (aclidinium br- 3 ST
formoterol fum)
GLYCATE ORAL TABLET 1.5 MG (glycopyrrolate) 1
glycopyrrolate injection solution 0.2 mgiml, 0.4 mg/2ml, 1 OA
mgl/5ml, 4 mg/20ml
GLYCOPYRROLATE INJECTION SOLUTION PREFILLED OA
SYRINGE 0.6 MG/3ML, 1 MG/5ML
GLYCOPYRROLATE INTRAVENOUS SOLUTION PREFILLED OA
SYRINGE 0.6 MG/3ML, 1 MG/5ML
glycopyrrolate oral solution 1 mg/5ml 1
glycopyrrolate oral tablet 1 mg, 2 mg 1
GLYCOPYRROLATE ORAL TABLET 1.5 MG 1
glycopyrrolate pf injection solution prefilled syringe 0.2

OA
mgiml, 0.4 mg/2ml
GLYCOPYRROLATE PF INJECTION SOLUTION PREFILLED OA
SYRINGE 0.6 MG/3ML
GLYRX-PF INJECTION SOLUTION 0.2 MG/ML, 0.4 MG/2ML OA
(glycopyrrolate)
GLYRX-PF INJECTION SOLUTION PREFILLED SYRINGE 0.6 OA
MG/3ML, 1 MG/5ML (glycopyrrolate)
HYCODAN ORAL SOLUTION 5-1.5 MG/5ML (hydrocodone 3
bit-homatrop mbr)
HYCODAN ORAL TABLET 5-1.5 MG (hydrocodone bit- 3
homatrop mbr)
hydrocodone bit-homatrop mbr oral solution 5-1.5 mgl5ml 1
hydrocodone bit-homatrop mbr oral tablet 5-1.5 mg 1

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

hydromet oral solution 5-1.5 mg/5ml

hyoscyamine sulfate oral elixir 0.125 mg/5ml

hyoscyamine sulfate oral tablet 0.125 mg

hyoscyamine sulfate oral tablet dispersible 0.125 mg

hyoscyamine sulfate sublingual tablet sublingual 0.125 mg

hyosyne oral elixir 0.125 mg/5ml

P N N B N . N . N . N B N

hyosyne oral solution 0.125 mgiml

INCRUSE ELLIPTA INHALATION AEROSOL POWDER
BREATH ACTIVATED 62.5 MCG/ACT (umeclidinium 3 ST
bromide)

ipratropium bromide inhalation solution 0.02 %

ipratropium bromide nasal solution 0.03 %, 0.06 %

ipratropium-albuterol inhalation solution 0.5-2.5 (3) mg/3ml
LEVSIN ORAL TABLET 0.125 MG (hyoscyamine sulfate)
LEVSIN/SL SUBLINGUAL TABLET SUBLINGUAL 0.125 MG

W = a2

(hyoscyamine sulfate) 3
LIBRAX ORAL CAPSULE 5-2.5 MG (chlordiazepoxide- 3
clidinium)

LOMOTIL ORAL TABLET 2.5-0.025 MG (diphenoxylate- 3
atropine)

melnaphosimbl/hyo1 oral tablet 81.6 mg 1
methscopolamine bromide oral tablet 2.5 mg, 5 mg 1
MOTOFEN ORAL TABLET 1-0.025 MG (difenoxin-atropine) 3
OSCIMIN ORAL TABLET 0.125 MG 3
OSCIMIN SUBLINGUAL TABLET SUBLINGUAL 0.125 MG 3
PREVDUO INTRAVENOUS SOLUTION PREFILLED SYRINGE OA

3-0.6 MG/3ML (neostigmine-glycopyrrolate)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

QBREXZA EXTERNAL PAD 2.4 % (glycopyrronium tosylate) 3 PA

QUAD-MIX INTRACAVERNOSAL SOLUTION

RECONSTITUTED 150-10-0.1-1 MG 3

ROBINUL ORAL TABLET 1 MG (glycopyrrolate)

ROBINUL-FORTE ORAL TABLET 2 MG (glycopyrrolate)
scopolamine transdermal patch 72 hour 1 mg/3days

SPIRIVA HANDIHALER INHALATION CAPSULE 18 MCG
(tiotropium bromide monohydrate)

SPIRIVA RESPIMAT INHALATION AEROSOL SOLUTION 1.25
MCG/ACT, 2.5 MCG/ACT (tiotropium bromide monohydrate)
STIOLTO RESPIMAT INHALATION AEROSOL SOLUTION
2.5-2.5 MCG/ACT (tiotropium bromide-olodaterol)

SUPER QUAD-MIX INTRACAVERNOSAL SOLUTION
RECONSTITUTED 150-20-0.2-2 MG

tiotropium bromide monohydrate inhalation capsule 18
mcg

TRANSDERM-SCOP TRANSDERMAL PATCH 72 HOUR 1
MG/3DAYS (scopolamine base)

TRELEGY ELLIPTA INHALATION AEROSOL POWDER
BREATH ACTIVATED 100-62.5-25 MCG/ACT, 200-62.5-25 2
MCG/ACT (fluticasone-umeclidin-vilant)

TUDORZA PRESSAIR INHALATION AEROSOL POWDER

BREATH ACTIVATED 400 MCG/ACT (aclidinium bromide) 3 ST
UROGESIC-BLUE ORAL TABLET 81.6 MG (methen-hyosc- 3

meth blue-na phos)

YUPELRI INHALATION SOLUTION 175 MCG/3ML 5
(revefenacin)

ANTIPARKINSONIAN AGENTS - Drugs for Parkinson

benztropine mesylate injection solution 1 mg/ml OA

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

(nicotine polacrilex)

Prescription Drug Name Drug Tier Limits

benztropine mesylate oral tablet 0.5 mg, 1 mg, 2 mg 1

diphenhydramine hcl injection solution 50 mg/ml 1 PA

diphenhydramine hcl oral elixir 12.5 mg/5ml 1

trihexyphenidyl hcl oral solution 0.4 mgiml 1

trihnexyphenidyl hcl oral tablet 2 mg, 5 mg 1

AUTONOMIC DRUGS, MISCELLANEOUS - Drugs for the

Nervous System

ft nicotine mini mouthl/throat lozenge 2 mg, 4 mg 1 (F;;/;S?L (180 EA per 365

ft nicotine mouthlithroat lozenge 2 mg, 4 mg 1 z;/;s?l_ (180 EA per 365
o PV; QL (180 day supply per

goodsense nicotine mouth/throat gum 2 mg 1 365 days)

goodsense nicotine mouth/throat lozenge 4 mg 1 g;/;s?l‘ (180 EA per 365

habitrol transdermal patch 24 hour 21 mgl24hr 1 PV; QL (180 day supply per

365 days)

NICORETTE MINI MOUTH/THROAT LOZENGE 2 MG 3 PV; QL (180 EA per 365

(nicotine polacrilex) days)

NICORETTE MOUTH/THROAT GUM 2 MG (nicotine 3 PV; QL (180 day supply per

polacrilex) 365 days)

NICORETTE MOUTH/THROAT LOZENGE 2 MG, 4 MG 3 PV; QL (180 EA per 365

days)

nicotine mini mouthithroat lozenge 2 mg, 4 mg

PV; QL (180 EA per 365
days)

nicotine polacrilex mini mouthlthroat lozenge 2 mg

PV; QL (180 EA per 365
days)

nicotine polacrilex mouthl/throat gum 2 mg, 4 mg

PV; QL (180 day supply per
365 days)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible

Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

nicotine polacrilex mouth/throat lozenge 2 mg, 4 mg 1 g;/;s?l‘ (180 EA per 365

nicotine step 1 transdermal patch 24 hour 21 mgl/24hr 1 PV; QL (180 day supply per
365 days)

nicotine step 2 transdermal patch 24 hour 14 mgl/24hr 1 PV; QL (180 day supply per
365 days)

nicotine step 3 transdermal patch 24 hour 7 mgl/24hr 1 PV; QL (180 day supply per
365 days)

nicotine transdermal kit 21-14-7 mgl24hr 1 PV; QL (180 day supply per
365 days)

nicotine transdermal patch 24 hour 21 mgl24hr 1 PV; QL (180 day supply per
365 days)

NICOTROL INHALATION INHALER 10 MG (nicotine) 3 PV, QL (180 day supply per
365 days)

NICOTROL NS NASAL SOLUTION 10 MG/ML (nicotine) 3 PV; QL (180 day supply per
365 days)

varenicline tartrate (starter) oral tablet therapy pack 0.5 mg 1 PV; QL (180 day supply per

x11 & 1mg x 42 365 days)

- PV; QL (180 day supply per
varenicline tartrate oral tablet 0.5 mg, 1 mg 1 365 days)
. , PV; QL (180 day supply per
varenicline tartrate(continue) oral tablet 1 mg 1 365 days)

BOTULINUM TOXINS - Drugs for Relaxing Muscles

BOTOX COSMETIC INTRAMUSCULAR SOLUTION
RECONSTITUTED 100 UNIT, 50 UNIT (onabotulinumtoxina OA PA
(cosmetic))

BOTOX INJECTION SOLUTION RECONSTITUTED 100 UNIT,
200 UNIT (onabotulinumtoxina)

DAXXIFY INTRAMUSCULAR SOLUTION RECONSTITUTED
100 UNIT (daxibotulinumtoxina-lanm)

OA PA

OA PA

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier TR RGNS &

Limits
DYSPORT INTRAMUSCULAR SOLUTION RECONSTITUTED OA PA
300 UNIT, 500 UNIT (abobotulinumtoxina)
MYOBLOC INTRAMUSCULAR SOLUTION 10000 UNIT/2ML, OA PA
2500 UNIT/0.5ML, 5000 UNIT/ML (rimabotulinumtoxinb)
XEOMIN INTRAMUSCULAR SOLUTION RECONSTITUTED OA PA
100 UNIT, 200 UNIT, 50 UNIT (incobotulinumtoxina)
CENTRALLY ACTING SKELETAL MUSCLE RELAXNT -
Drugs for Relaxing Muscles
AMRIX ORAL CAPSULE EXTENDED RELEASE 24 HOUR 15 3
MG, 30 MG (cyclobenzaprine hcl)
carisoprodol oral tablet 250 mg, 350 mg 1
chlorzoxazone oral tablet 250 mg, 375 mg, 500 mg, 750 mg 1

cyclobenzaprine hcl er oral capsule extended release 24
hour 15 mg, 30 mg

cyclobenzaprine hcl oral tablet 10 mg, 5 mg, 7.5 mg 1
FEXMID ORAL TABLET 7.5 MG (cyclobenzaprine hcl) 3
LORZONE ORAL TABLET 375 MG, 750 MG (chlorzoxazone) 3
metaxalone oral tablet 400 mg, 800 mg 1

methocarbamol injection solution 1000 mg/10ml OA
methocarbamol oral tablet 500 mg, 750 mg 1
ROBAXIN INJECTION SOLUTION 1000 MG/10ML

OA
(methocarbamol)
SOMA ORAL TABLET 250 MG, 350 MG (carisoprodol) 3
tizanidine hcl oral capsule 2 mg, 4 mg, 6 mg
tizanidine hcl oral tablet 2 mg, 4 mg 1
ZANAFLEX ORAL CAPSULE 2 MG, 4 MG, 6 MG (tizanidine 3
hcl)
ZANAFLEX ORAL TABLET 4 MG (tizanidine hcl) 3

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits
DIRECT-ACTING SKELETAL MUSCLE RELAXANTS - Drugs
for Relaxing Muscles
DANTRIUM INTRAVENOUS SOLUTION RECONSTITUTED 20
- OA
MG (dantrolene sodium)
DANTRIUM ORAL CAPSULE 25 MG (dantrolene sodium) 3
dantrolene sodium intravenous solution reconstituted 20 OA
mg
dantrolene sodium oral capsule 100 mg, 25 mg, 50 mg 1
revonto intravenous solution reconstituted 20 mg OA
RYANODEX INTRAVENOUS SUSPENSION OA
RECONSTITUTED 250 MG (dantrolene sodium)
GABA-DERIVATIVE SKELETAL MUSCLE RELAXANT -
Drugs for Relaxing Muscles
baclofen intrathecal solution 10 mg/20ml, 20000 mcg/20ml, OA

40 mg/20ml, 40000 mcg/20mli
baclofen intrathecal solution prefilled syringe 50 mcgiml OA

BACLOFEN ORAL SOLUTION 10 MG/5ML, 5 MG/5ML 3 PA; QL (80 ML per 1 day)
baclofen oral suspension 25 mg/5ml 1 PA; QL (16 ML per 1 day)
baclofen oral tablet 10 mg, 15 mg, 20 mg, 5 mg 1

FLEQSUVY ORAL SUSPENSION 25 MG/5ML (baclofen) 3 PA; QL (16 ML per 1 day)
GABLOFEN INTRATHECAL SOLUTION 10000 MCG/20ML, OA

20000 MCG/20ML, 40000 MCG/20ML (baclofen)

GABLOFEN INTRATHECAL SOLUTION PREFILLED
SYRINGE 10000 MCG/20ML, 20000 MCG/20ML, 40000 OA
MCG/20ML, 50 MCG/ML (baclofen)

LIORESAL INTRATHECAL SOLUTION 0.05 MG/ML, 10

MG/20ML, 10 MG/5ML, 40 MG/20ML (baclofen) OA
LYVISPAH ORAL PACKET 10 MG (baclofen) 3 PA; QL (3 EA per 1 day)
LYVISPAH ORAL PACKET 20 MG (baclofen) 3 PA; QL (4 EA per 1 day)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024

107




Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

LYVISPAH ORAL PACKET 5 MG (baclofen) 3 PA; QL (9 EA per 1 day)
OZOBAX DS ORAL SOLUTION 10 MG/5ML (baclofen) 3 PA; QL (80 ML per 1 day)
INDIRECT-ACTING SKELETAL MUSCLE RELAXANT -
Drugs for Relaxing Muscles
NORGESIC FORTE ORAL TABLET 50-770-60 MG 3 PA
NORGESIC ORAL TABLET 25-385-30 MG (orphenadrine- 3 PA
aspirin-caffeine)
orphenadrine citrate er oral tablet extended release 12 hour 1
100 mg
orphenadrine citrate injection solution 30 mg/iml OA
orphenadrine-aspirin-caffeine oral tablet 25-385-30 mg 1 PA
ORPHENGESIC FORTE ORAL TABLET 50-770-60 MG

. . . 3 PA
(orphenadrine-aspirin-caffeine)
NEUROMUSCULAR BLOCKING AGENTS - Drugs for
Relaxing Muscles
atracurium besylate intravenous solution 100 mg/10ml, 50 OA
mgl/5ml
cisatracurium besylate (pf) intravenous solution 10 mg/5ml,

OA

200 mg/20ml|
cisatracurium besylate intravenous solution 20 mg/10ml OA
rocuronium bromide intravenous solution 100 mg/10ml, 50 OA
mgl/5ml
ROCURONIUM BROMIDE INTRAVENOUS SOLUTION
PREFILLED SYRINGE 100 MG/10ML, 50 MG/5ML, 75 OA
MG/7.5ML
SUCCINYLCHOLINE CHLORIDE INJECTION SOLUTION 3
PREFILLED SYRINGE 100 MG/5ML

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024

108



Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

SUCCINYLCHOLINE CHLORIDE INTRAVENOUS SOLUTION

PREFILLED SYRINGE 100 MG/5ML, 140 MG/7ML, 200 OA

MG/10ML

VECURONIUM BROMIDE INTRAVENOUS SOLUTION OA

PREFILLED SYRINGE 10 MG/10ML

vecuronium bromide intravenous solution reconstituted 10 OA

mg, 20 mg

NON-SEL. BETA-ADRENERGIC BLOCKING AGENTS -

Drugs for the Heart

BETAPACE AF ORAL TABLET 120 MG, 160 MG, 80 MG 3

(sotalol hcl af)

BETAPACE ORAL TABLET 120 MG, 160 MG, 80 MG (sotalol 3

hcl)

BYSTOLIC ORAL TABLET 10 MG, 2.5 MG, 20 MG, 5 MG 3

(nebivolol hcl)

carvedilol oral tablet 12.5 mg, 25 mg, 3.125 mg, 6.25 mg 1

carvedilol phosphate er oral capsule extended release 24 1

hour 10 mg, 20 mg, 40 mg, 80 mg

COREG CR ORAL CAPSULE EXTENDED RELEASE 24 3

HOUR 10 MG, 20 MG, 40 MG, 80 MG (carvedilol phosphate)

COREG ORAL TABLET 12.5 MG, 25 MG, 3.125 MG, 6.25 MG 3

(carvedilol)

CORGARD ORAL TABLET 20 MG, 40 MG (nadolol) 3

HEMANGEOL ORAL SOLUTION 4.28 MG/ML (propranolol 4 SP; QL (30 day supply per 1

hcl) fill)

INDERAL LA ORAL CAPSULE EXTENDED RELEASE 24 3

HOUR 120 MG, 160 MG, 60 MG, 80 MG (propranolol hcl)

INDERAL XL ORAL CAPSULE EXTENDED RELEASE 24 3 PA

HOUR 120 MG, 80 MG (propranolol hcl sr beads)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

INNOPRAN XL ORAL CAPSULE EXTENDED RELEASE 24 3 PA

HOUR 120 MG, 80 MG (propranolol hcl sr beads)

LABETALOL HCL INTRAVENOUS SOLUTION PREFILLED OA

SYRINGE 10 MG/2ML, 20 MG/4ML

labetalol hcl oral tablet 100 mg, 200 mg, 300 mg 1

labetalol hcl solution 5 mg/ml intravenous OA

LABETALOL HCL SOLUTION 5 MG/ML INTRAVENOUS OA

LABETALOL HCL-DEXTROSE INTRAVENOUS SOLUTION OA

200-5 MG/200ML-%

LABETALOL HCL-SODIUM CHLORIDE INTRAVENOUS

SOLUTION 100-0.72 MG/100ML-%, 200-0.72 MG/200ML-%, OA

300-0.72 MG/300ML-%

nadolol oral tablet 20 mg, 40 mg, 80 mg 1

nebivolol hcl oral tablet 10 mg, 2.5 mg, 20 mg, 5 mg 1

pindolol oral tablet 10 mg, 5§ mg 1

propranolol hcl er oral capsule extended release 24 hour 1

120 mg, 160 mg, 60 mg, 80 mg

propranolol hcl intravenous solution 1 mgiml OA

propranolol hcl oral solution 20 mg/5ml, 40 mgl5ml 1

propranolol hcl oral tablet 10 mg, 20 mg, 40 mg, 60 mg, 80 1

mg

sotalol hcl (af) oral tablet 120 mg, 160 mg, 80 mg 1

SOTALOL HCL INTRAVENOUS SOLUTION 150 MG/10ML OA

sotalol hcl oral tablet 120 mg, 160 mg, 240 mg, 80 mg

SOTYLIZE ORAL SOLUTION 5 MG/ML (sotalol hcl) 3

timolol maleate oral tablet 10 mg, 20 mg, 5 mg

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024

110



Prescription Drug Name Drug Tier C_ov_erage RIS
Limits
NON-SEL.ALPHA-1-ADRENERGIC BLOCKING AGTS -
Drugs for the Heart
CARDURA ORAL TABLET 1 MG, 2 MG, 4 MG, 8 MG 3
(doxazosin mesylate)
CARDURA XL ORAL TABLET EXTENDED RELEASE 24 5
HOUR 4 MG, 8 MG (doxazosin mesylate)
doxazosin mesylate oral tablet 1 mg, 2 mg, 4 mg, 8 mg 1
MINIPRESS ORAL CAPSULE 1 MG, 2 MG, 5 MG (prazosin 3
hcl)
prazosin hcl oral capsule 1 mg, 2 mg, 5 mg 1
terazosin hcl oral capsule 1 mg, 10 mg, 2 mg, 5 mg 1
NON-SEL.ALPHA-ADRENERGIC BLOCKING AGENTS -
Drugs for the Heart
BI-MIX INTRACAVERNOSAL SOLUTION RECONSTITUTED
3 PA
150-5 MG
DIBENZYLINE ORAL CAPSULE 10 MG (phenoxybenzamine 3
hcl)
dihydroergotamine mesylate injection solution 1 mgiml 1 :I'S QL (30 day supply per 1
dihydroergotamine mesylate nasal solution 4 mgiml 1 QL (0.27 ML per 1 day)
ergoloid mesylates oral tablet 1 mg 1
ERGOMAR SUBLINGUAL TABLET SUBLINGUAL 2 MG 5
(ergotamine tartrate)
ergotamine-caffeine oral tablet 1-100 mg 1
MIGERGOT RECTAL SUPPOSITORY 2-100 MG (ergotamine- 3
caffeine)
MIGRANAL NASAL SOLUTION 4 MG/ML (dihydroergotamine 3 QL (0.27 ML per 1 day)
mesylate)
phenoxybenzamine hcl oral capsule 10 mg 1

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier (L:;:;/it:;age RIS
phentolamine mesylate injection solution reconstituted 5 OA

mg

QUAD-MIX INTRACAVERNOSAL SOLUTION 3

RECONSTITUTED 150-10-0.1-1 MG

SUPER BI-MIX INTRACAVERNOSAL SOLUTION 3 PA

RECONSTITUTED 150-10 MG

SUPER QUAD-MIX INTRACAVERNOSAL SOLUTION 3

RECONSTITUTED 150-20-0.2-2 MG

SUPER TRI-MIX INTRACAVERNOSAL SOLUTION 3 PA

RECONSTITUTED 150-10-100 MG-MG-MCG

TRI-MIX INTRACAVERNOSAL SOLUTION RECONSTITUTED 3 PA

150-5-50 MG-MG-MCG

TRUDHESA NASAL AEROSOL SOLUTION 0.725 MG/ACT .

(dihydroergotamine mesylate hfa) 3 PA; QL (0.43 ML per 1 day)
NON-SELECTIVE BETA-ADRENERGIC AGONISTS - Drugs

for Heart and Lungs

isoproterenol hcl injection solution 0.2 mg/ml OA

ISOPROTERENOL-SODIUM CHLORIDE INTRAVENOUS OA

SOLUTION 200-0.9 MCG/50ML-%

PARASYMPATHOMIMETIC (CHOLINERGIC AGENTS) -

Drugs for Bladder Incontinence

ADLARITY TRANSDERMAL PATCH WEEKLY 10 MG/DAY, 5 .

MG/DAY (donepezil hel) 3 PA; QL (0.15 EA per 1 day)
ARICEPT ORAL TABLET 10 MG, 23 MG, 5 MG (donepezil 3

hcl)

bethanechol chloride oral tablet 10 mg, 25 mg, 5 mg, 50 mg 1

BLOXIVERZ INTRAVENOUS SOLUTION 10 MG/10ML, 5 OA

MG/10ML (neostigmine methylsulfate)

cevimeline hcl oral capsule 30 mg 1

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

donepezil hcl oral tablet 10 mg, 23 mg, 5 mg 1

donepezil hcl oral tablet dispersible 10 mg, 5§ mg

EVOXAC ORAL CAPSULE 30 MG (cevimeline hcl) 3

EXELON TRANSDERMAL PATCH 24 HOUR 13.3 MG/24HR, 3

4.6 MG/24HR, 9.5 MG/24HR (rivastigmine)

FIRDAPSE ORAL TABLET 10 MG (amifampridine 4 PA; SP; QL (30 day supply

phosphate) per 1 fill)

galantamine hydrobromide er oral capsule extended 1

release 24 hour 16 mg, 24 mg, 8 mg

galantamine hydrobromide oral solution 4 mg/ml 1

galantamine hydrobromide oral tablet 12 mg, 4 mg, 8 mg 1

MESTINON ORAL SOLUTION 60 MG/5ML (pyridostigmine 3

bromide)

MESTINON ORAL TABLET 60 MG (pyridostigmine bromide) 3

MESTINON ORAL TABLET EXTENDED RELEASE 180 MG 3

(pyridostigmine bromide)

NAMZARIC ORAL CAPSULE ER 24 HOUR THERAPY PACK 7 3 PA

& 14 & 21 &28 -10 MG (memantine hcl-donepezil hcl)

NAMZARIC ORAL CAPSULE EXTENDED RELEASE 24 HOUR

14-10 MG, 21-10 MG, 28-10 MG, 7-10 MG (memantine hcl- 3 PA

donepezil hcl)

neostigmine methylsulfate intravenous solution 10 OA

mg/10ml, 5 mg/10ml

NEOSTIGMINE METHYLSULFATE INTRAVENOUS OA

SOLUTION 3 MG/3ML, 5 MG/5ML

NEOSTIGMINE METHYLSULFATE INTRAVENOUS

SOLUTION PREFILLED SYRINGE 2 MG/2ML, 4 MG/4ML, 5 OA

MG/5ML

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier Limits
neostigmine methylsulfate solution prefilled syringe 3 OA

mg/3ml intravenous

NEOSTIGMINE METHYLSULFATE SOLUTION PREFILLED OA

SYRINGE 3 MG/3ML INTRAVENOUS
pilocarpine hcl oral tablet 5 mg, 7.5 mg 1
PREVDUO INTRAVENOUS SOLUTION PREFILLED SYRINGE

3-0.6 MG/3ML (neostigmine-glycopyrrolate) OA
pyridostigmine bromide er oral tablet extended release 180 1
mg

pyridostigmine bromide oral solution 60 mg/5ml 1
pyridostigmine bromide oral tablet 30 mg, 60 mg 1
REGONOL INTRAVENOUS SOLUTION 10 MG/2ML OA

(pyridostigmine bromide)

rivastigmine tartrate oral capsule 1.5 mg, 3 mg, 4.5 mg, 6
mg

rivastigmine transdermal patch 24 hour 13.3 mgl/24hr, 4.6
mgl24hr, 9.5 mgl24hr

SALAGEN ORAL TABLET 5 MG, 7.5 MG (pilocarpine hcl) 3

SELECTIVE ALPHA-1-ADRENERGIC BLOCK.AGENT -
Drugs for the Heart

alfuzosin hcl er oral tablet extended release 24 hour 10 mg 1

carvedilol oral tablet 12.5 mg, 25 mg, 3.125 mg, 6.25 mg 1

carvedilol phosphate er oral capsule extended release 24
hour 10 mg, 20 mg, 40 mg, 80 mg

COREG CR ORAL CAPSULE EXTENDED RELEASE 24

HOUR 10 MG, 20 MG, 40 MG, 80 MG (carvedilol phosphate) 3
COREG ORAL TABLET 12.5 MG, 25 MG, 3.125 MG, 6.25 MG 3
(carvedilol)

dutasteride-tamsulosin hcl oral capsule 0.5-0.4 mg 1

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
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FLOMAX ORAL CAPSULE 0.4 MG (tamsulosin hcl) 3
JALYN ORAL CAPSULE 0.5-0.4 MG (dutasteride-tamsulosin 3
hcl)
LABETALOL HCL INTRAVENOUS SOLUTION PREFILLED OA
SYRINGE 10 MG/2ML, 20 MG/4ML
labetalol hcl oral tablet 100 mg, 200 mg, 300 mg 1
labetalol hcl solution 5 mg/ml intravenous OA
LABETALOL HCL SOLUTION 5 MG/ML INTRAVENOUS OA
LABETALOL HCL-DEXTROSE INTRAVENOUS SOLUTION OA
200-5 MG/200ML-%
LABETALOL HCL-SODIUM CHLORIDE INTRAVENOUS
SOLUTION 100-0.72 MG/100ML-%, 200-0.72 MG/200ML-%, OA
300-0.72 MG/300ML-%
RAPAFLO ORAL CAPSULE 4 MG, 8 MG (silodosin) 3 PA
silodosin oral capsule 4 mg, 8 mg 1 PA
tamsulosin hcl oral capsule 0.4 mg 1
UROXATRAL ORAL TABLET EXTENDED RELEASE 24 HOUR 3
10 MG (alfuzosin hcl)
SELECTIVE BETA-1-ADRENERGIC AGONISTS - Drugs for
Heart and Lungs
dobutamine hcl intravenous solution 12.5 mgiml, 250

OA
mg/20ml
dobutamine-dextrose intravenous solution 1-5 mgiml-%, 2- OA
5 mgiml-%, 4-5 mgiml-%
dopamine hcl intravenous solution 40 mg/ml OA
dopamine-dextrose intravenous solution 0.8-5 mg/ml-%, OA
1.6-5 mgiml-%, 3.2-5 mgiml-%

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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SELECTIVE BETA-2-ADRENERGIC AGONISTS - Drugs for
Heart and Lungs

ADVAIR DISKUS INHALATION AEROSOL POWDER BREATH
ACTIVATED 100-50 MCG/ACT, 250-50 MCG/ACT, 500-50 3 QL (2 EA per 1 day)
MCG/ACT (fluticasone-salmeterol)

ADVAIR HFA INHALATION AEROSOL 115-21 MCG/ACT, 230-
21 MCG/ACT, 45-21 MCG/ACT (fluticasone-salmeterol)

AIRDUO DIGIHALER INHALATION AEROSOL POWDER
BREATH ACTIVATED 113-14 MCG/ACT, 232-14 MCG/ACT, 3 QL (2 EA per 1 day)
55-14 MCG/ACT (fluticasone-salmeterol(sensor))

AIRDUO RESPICLICK 113/14 INHALATION AEROSOL
POWDER BREATH ACTIVATED 113-14 MCG/ACT 3 QL (2 EA per 1 day)
(fluticasone-salmeterol)

AIRDUO RESPICLICK 232/14 INHALATION AEROSOL
POWDER BREATH ACTIVATED 232-14 MCG/ACT 3 QL (2 EA per 1 day)
(fluticasone-salmeterol)

AIRDUO RESPICLICK 55/14 INHALATION AEROSOL
POWDER BREATH ACTIVATED 55-14 MCG/ACT 3 QL (2 EA per 1 day)
(fluticasone-salmeterol)

AIRSUPRA INHALATION AEROSOL 90-80 MCG/ACT

2 QL (0.4 GM per 1 day)

(albuterol-budesonide) 3 ST. QL (1.07 GM per 1 day)
albuterol sulfate hfa aerosol solution 108 (90 base) mcglact 1

inhalation

?Ibuter.ol sulfate hfa aerosol solution 108 (90 base) mcglact 1 QL (1.2 GM per 1 day)
inhalation

ALBUTEROL SULFATE HFA AEROSOL SOLUTION 108 (90

BASE) MCG/ACT INHALATION 2 QL (1.2 GM per 1 day)
albuterol sulfate inhalation nebulization solution (2.5

mgl/3ml) 0.083%, (5 mgiml) 0.5%, 0.63 mg/3ml, 1.25 mg/3ml, 1

2.5 mgl0.5ml

albuterol sulfate oral syrup 2 mg/5ml 1

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

albuterol sulfate oral tablet 2 mg, 4 mg 1

ANORO ELLIPTA INHALATION AEROSOL POWDER

BREATH ACTIVATED 62.5-25 MCG/ACT (umeclidinium- 2

vilanterol)

arformoterol tartrate inhalation nebulization solution 15 1 QL (4 ML per 1 day)
mcg/2ml

BEVESPI AEROSPHERE INHALATION AEROSOL 9-4.8 3 ST

MCG/ACT (glycopyrrolate-formoterol)

BREO ELLIPTA INHALATION AEROSOL POWDER BREATH

ACTIVATED 100-25 MCG/ACT, 200-25 MCG/ACT, 50-25 2

MCG/INH (fluticasone furoate-vilanterol)

breyna inhalation aerosol 160-4.5 mcglact, 80-4.5 mcglact 1 QL (0.35 GM per 1 day)
BREZTRI AEROSPHERE INHALATION AEROSOL 160-9-4.8 5

MCG/ACT (budeson-glycopyrrol-formoterol)

BROVANA INHALATION NEBULIZATION SOLUTION 15

MCG/2ML (arformoterol tartrate) 3 QL (4 ML per 1 day)
budesonide-formoterol fumarate inhalation aerosol 160-4.5

mcglact, 80-4.5 mcglact 1 QL (0.35 GM per 1 day)
COMBIVENT RESPIMAT INHALATION AEROSOL SOLUTION 3

20-100 MCG/ACT (ipratropium-albuterol)

DUAKLIR PRESSAIR INHALATION AEROSOL POWDER
BREATH ACTIVATED 400-12 MCG/ACT (aclidinium br- 3 ST
formoterol fum)

DULERA INHALATION AEROSOL 100-5 MCG/ACT, 200-5

MCG/ACT, 50-5 MCG/ACT (mometasone furo-formoterol 3 QL (0.44 GM per 1 day)
fum)

FLUTICASONE FUROATE-VILANTEROL INHALATION

AEROSOL POWDER BREATH ACTIVATED 100-25 MCG/ACT, 3

200-25 MCG/ACT

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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FLUTICASONE-SALMETEROL INHALATION AEROSOL 115-

21 MCG/ACT, 230-21 MCG/ACT, 45-21 MCG/ACT 2 QL (0.4 GM per 1 day)
fluticasone-salmeterol inhalation aerosol powder breath 1 QL (2 EA per 1 day)

activated 100-50 mcglact, 250-50 mcglact, 500-50 mcglact

FLUTICASONE-SALMETEROL INHALATION AEROSOL
POWDER BREATH ACTIVATED 113-14 MCG/ACT, 232-14 3 QL (2 EA per 1 day)
MCG/ACT, 55-14 MCG/ACT

formoterol fumarate inhalation nebulization solution 20
mcgl/2ml

1 QL (4 ML per 1 day)

ipratropium-albuterol inhalation solution 0.5-2.5 (3) mg/3ml 1

levalbuterol hcl inhalation nebulization solution 0.31
mg/3ml, 0.63 mg/3ml, 1.25 mgl0.5ml, 1.25 mg/3ml

LEVALBUTEROL HFA INHALATION AEROSOL 45 MCG/ACT 3

PERFOROMIST INHALATION NEBULIZATION SOLUTION 20
MCG/2ML (formoterol fumarate)

PROAIR DIGIHALER INHALATION AEROSOL POWDER
BREATH ACTIVATED 108 (90 BASE) MCG/ACT (albuterol 3
sulfate (sensor))

PROAIR RESPICLICK INHALATION AEROSOL POWDER
BREATH ACTIVATED 108 (90 BASE) MCG/ACT (albuterol 2 QL (2 EA per 25 days)
sulfate)

PROVENTIL HFA INHALATION AEROSOL SOLUTION 108 (90

3 QL (4 ML per 1 day)

PA; QL (2 EA per 30 days);
AL (Min 4 Years)

BASE) MCG/ACT (albuterol sulfate) 3

SEREVENT DISKUS INHALATION AEROSOL POWDER 5 QL (2 EA per 1 day)
BREATH ACTIVATED 50 MCG/ACT (salmeterol xinafoate) P y
STIOLTO RESPIMAT INHALATION AEROSOL SOLUTION 5

2.5-2.5 MCG/ACT (tiotropium bromide-olodaterol)

STRIVERDI RESPIMAT INHALATION AEROSOL SOLUTION 3

2.5 MCG/ACT (olodaterol hcl)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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SYMBICORT INHALATION AEROSOL 160-4.5 MCG/ACT, 80-
4.5 MCG/ACT (budesonide-formoterol fumarate)

terbutaline sulfate injection solution 1 mgiml OA

3 QL (0.35 GM per 1 day)

terbutaline sulfate oral tablet 2.5 mg, 5 mg 1

TRELEGY ELLIPTA INHALATION AEROSOL POWDER
BREATH ACTIVATED 100-62.5-25 MCG/ACT, 200-62.5-25 2
MCG/ACT (fluticasone-umeclidin-vilant)

VENTOLIN HFA INHALATION AEROSOL SOLUTION 108 (90
BASE) MCG/ACT (albuterol sulfate)

wixela inhub inhalation aerosol powder breath activated
100-50 mcglact, 250-50 mcglact, 500-50 mcglact

XOPENEX HFA INHALATION AEROSOL 45 MCG/ACT
(levalbuterol tartrate)

SELECTIVE BETA-ADRENERGIC BLOCKING AGENT -
Drugs for the Heart

2 QL (1.2 GM per 1 day)

1 QL (2 EA per 1 day)

acebutolol hcl oral capsule 200 mg, 400 mg

atenolol oral tablet 100 mg, 25 mg, 50 mg

betaxolol hcl oral tablet 10 mg, 20 mg

B N = N B N

bisoprolol fumarate oral tablet 10 mg, 5 mg

BREVIBLOC IN NACL INTRAVENOUS SOLUTION 2000
MG/100ML, 2500 MG/250ML (esmolol hcl-sodium chloride)

BREVIBLOC INTRAVENOUS SOLUTION 100 MG/10ML
(esmolol hcl)

BREVIBLOC PREMIXED DS INTRAVENOUS SOLUTION 2000
MG/100ML (esmolol hcl-sodium chloride)

BREVIBLOC PREMIXED INTRAVENOUS SOLUTION 2500
MG/250ML (esmolol hcl-sodium chloride)

esmolol hcl intravenous solution 100 mg/10ml OA

OA

OA

OA

OA

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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ESMOLOL HCL INTRAVENOUS SOLUTION 2000 MG/100ML,
2500 MG/250ML

ESMOLOL HCL INTRAVENOUS SOLUTION PREFILLED
SYRINGE 100 MG/10ML

esmolol hcl-sodium chloride intravenous solution 2000
mg/100ml, 2500 mg/250ml|

KAPSPARGO SPRINKLE ORAL CAPSULE ER 24 HOUR
SPRINKLE 100 MG, 200 MG, 25 MG, 50 MG (metoprolol 3
succinate)

LOPRESSOR ORAL TABLET 100 MG, 50 MG (metoprolol
tartrate)

metoprolol succinate er oral tablet extended release 24
hour 100 mg, 200 mg, 25 mg, 50 mg

OA

OA

OA

metoprolol tartrate intravenous solution 5 mg/5ml OA

metoprolol tartrate oral tablet 100 mg, 25 mg, 37.5 mg, 50
mg, 75 mg

TENORMIN ORAL TABLET 100 MG, 25 MG, 50 MG (atenolol) 3

TOPROL XL ORAL TABLET EXTENDED RELEASE 24 HOUR
100 MG, 200 MG, 25 MG, 50 MG (metoprolol succinate)

SKELETAL MUSCLE RELAXANTS, MISCELLANEOUS -
Drugs for Relaxing Muscles

BOTOX COSMETIC INTRAMUSCULAR SOLUTION
RECONSTITUTED 100 UNIT, 50 UNIT (onabotulinumtoxina OA PA
(cosmetic))

BOTOX INJECTION SOLUTION RECONSTITUTED 100 UNIT,
200 UNIT (onabotulinumtoxina)

DAXXIFY INTRAMUSCULAR SOLUTION RECONSTITUTED
100 UNIT (daxibotulinumtoxina-lanm)

DYSPORT INTRAMUSCULAR SOLUTION RECONSTITUTED
300 UNIT, 500 UNIT (abobotulinumtoxina)

OA PA

OA PA

OA PA

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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MYOBLOC INTRAMUSCULAR SOLUTION 10000 UNIT/2ML, OA PA
2500 UNIT/0.5ML, 5000 UNIT/ML (rimabotulinumtoxinb)
NORGESIC FORTE ORAL TABLET 50-770-60 MG 3 PA
NORGESIC ORAL TABLET 25-385-30 MG (orphenadrine- 3 PA
aspirin-caffeine)
orphenadrine citrate er oral tablet extended release 12 hour 1
100 mg
orphenadrine citrate injection solution 30 mg/iml OA
orphenadrine-aspirin-caffeine oral tablet 25-385-30 mg 1 PA
ORPHENGESIC FORTE ORAL TABLET 50-770-60 MG

. . . 3 PA
(orphenadrine-aspirin-caffeine)
XEOMIN INTRAMUSCULAR SOLUTION RECONSTITUTED OA PA
100 UNIT, 200 UNIT, 50 UNIT (incobotulinumtoxina)
BLOOD DERIVATIVES - Drugs for the Blood
BLOOD DERIVATIVES - Drugs for the Blood
ALBUKED 25 INTRAVENOUS SOLUTION 25 % (albumin OA
human)
ALBUKED 5 INTRAVENOUS SOLUTION 5 % (albumin OA
human)
ALBUMIN HUMAN INTRAVENOUS SOLUTION 25 %, 5 % OA
ALBUMINEX INTRAVENOUS SOLUTION 25 %, 5 % (albumin OA
human-kjda)
ALBUMIN-ZLB INTRAVENOUS SOLUTION 25 %, 5 % OA
ALBURX INTRAVENOUS SOLUTION 5 % OA
ALBUTEIN INTRAVENOUS SOLUTION 25 %, 5 % (albumin OA
human)
ARALAST NP INTRAVENOUS SOLUTION RECONSTITUTED OA
1000 MG, 500 MG (alpha1-proteinase inhibitor)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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FLEXBUMIN INTRAVENOUS SOLUTION 25 %, 5 % (albumin OA
human)
GLASSIA INTRAVENOUS SOLUTION 1000 MG/50ML
, s OA
(alpha1-proteinase inhibitor)
KEDBUMIN INTRAVENOUS SOLUTION 25 % OA
OCTAPLAS BLOOD GROUP A INTRAVENOUS SOLUTION OA
(plasma human)
OCTAPLAS BLOOD GROUP AB INTRAVENOUS SOLUTION OA
(plasma human)
OCTAPLAS BLOOD GROUP B INTRAVENOUS SOLUTION OA
(plasma human)
OCTAPLAS BLOOD GROUP O INTRAVENOUS SOLUTION OA
(plasma human)
PANHEMATIN INTRAVENOUS SOLUTION RECONSTITUTED OA
350 MG (hemin)
PROLASTIN-C INTRAVENOUS SOLUTION 1000 MG/20ML
, . s OA
(alpha1-proteinase inhibitor)
RYPLAZIM INTRAVENOUS SOLUTION RECONSTITUTED OA PA
68.8 MG (plasminogen human-tvmh)
ZEMAIRA INTRAVENOUS SOLUTION RECONSTITUTED OA
1000 MG, 4000 MG, 5000 MG (alpha1-proteinase inhibitor)
BLOOD FORMATION, COAGULATION, THROMBOSIS -
Drugs for the Blood
ANTIANEMIA DRUGS - Vitamins and Minerals
ARANESP (ALBUMIN FREE) INJECTION SOLUTION 100 oD,
MCG/ML, 200 MCG/ML, 25 MCG/ML, 40 MCG/ML, 60 MCG/ML 4  |PASP: QL (30 day supply
. per 1 fill)
(darbepoetin alfa)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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ARANESP (ALBUMIN FREE) INJECTION SOLUTION

PREFILLED SYRINGE 10 MCG/0.4ML, 100 MCG/0.5ML, 150 PA: SP: QL (30 day supply

MCG/0.3ML, 200 MCG/0.4ML, 25 MCG/0.42ML, 300 4 or 1 il
MCG/0.6ML, 40 MCG/0.4ML. 500 MCG/ML, 60 MCG/0.3ML P
(darbepoetin alfa)
EPOGEN INJECTION SOLUTION 10000 UNIT/ML, 2000 o
UNIT/ML, 20000 UNIT/ML, 3000 UNIT/ML, 4000 UNIT/ML 4 PA; SP; QL (30 day supply
. per 1 fill)
(epoetin alfa)
JESDUVROQ ORAL TABLET 1 MG, 2 MG, 4 MG, 6 MG, 8 MG
3 PA
(daprodustat)
PROCRIT INJECTION SOLUTION 10000 UNIT/ML, 2000 o
UNIT/ML, 20000 UNIT/ML, 3000 UNIT/ML, 4000 UNIT/ML, 4 PA; SP; QL (30 day supply

40000 UNIT/ML (epoetin alfa) per 1 fill)

RETACRIT INJECTION SOLUTION 10000 UNIT/ML, 2000
UNIT/ML, 20000 UNIT/ML, 3000 UNIT/ML, 4000 UNIT/ML, 4
40000 UNIT/ML (epoetin alfa-epbx)

ANTICOAGULANTS, MISCELLANEOUS - Drugs to Prevent
Blood Clots

ACD FORMULA A IN VITRO SOLUTION 0.73-2.45-2.2
GM/100ML

ACD-A NOCLOT-50 IN VITRO SOLUTION 0.73-2.45-2.2
GM/100ML (anticoagulant cit dext soln a)

ANTICOAGULANT SODIUM CITRATE IN VITRO SOLUTION 4
%, 4 GM/100ML

ARIXTRA SUBCUTANEOUS SOLUTION 10 MG/0.8ML, 2.5
MG/0.5ML, 5 MG/0.4ML, 7.5 MG/0.6ML (fondaparinux 3 QL (35 ML per 180 days)
sodium)

CEPROTIN INTRAVENOUS SOLUTION RECONSTITUTED
1000 UNIT, 500 UNIT (protein c concentrate (human))

fondaparinux sodium subcutaneous solution 10 mgl/0.8ml,
2.5 mgl0.5ml, 5 mgl0.4ml, 7.5 mgl0.6ml

PA; SP; QL (30 day supply
per 1 fill)

OA

1 QL (35 ML per 180 days)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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SODIUM CITRATE IN VITRO SOLUTION PREFILLED
SYRINGE 4 %

SODIUM CITRATE LOCK FLUSH INTRAVENOUS SOLUTION
PREFILLED SYRINGE 120 MG/3ML

SODIUM CITRATE-GENTAMICIN SULF INTRAVENOUS
SOLUTION 4-320 %-MCG/ML

THROMBATE IIl INTRAVENOUS SOLUTION
RECONSTITUTED 500 UNIT (antithrombin iii (human))

TRICITRASOL IN VITRO CONCENTRATE 46.7 %
(anticoagulant sodium citrate)

ANTIHEMORRHAGIC AGENTS, MISCELLANEOUS - Drugs
to Prevent Bleeding

ANDEXXA INTRAVENOUS SOLUTION RECONSTITUTED 200
MG (coag fact xa inactivated-zhzo)

PRAXBIND INTRAVENOUS SOLUTION 2.5 GM/50ML
(idarucizumab)

ANTIHEPARIN AGENTS - Drugs to Prevent Bleeding
protamine sulfate intravenous solution 10 mgiml OA

ANTITHROMBOTIC AGENTS, MISCELLANEOUS - Drugs to
Prevent Blood Clots

OA

OA

OA

OA

OA

PA; SP; QL (30 day supply

CABLIVI INJECTION KIT 11 MG (caplacizumab-yhdp) 4 oer 1 fill

DEFITELIO INTRAVENOUS SOLUTION 200 MG/2.5ML
(defibrotide sodium)

LODOCO ORAL TABLET 0.5 MG (colchicine) 3 PA

BLOOD FORM.,COAG,THROMBOSIS AGENTS MISC. -
Drugs to Prevent Bleeding

ADAKVEO INTRAVENOUS SOLUTION 100 MG/10ML
(crizanlizumab-tmca)

OA

OA

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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ENJAYMO INTRAVENOUS SOLUTION 1100 MG/22ML

(sutimlimab-jome) OA PA

PA; SP; QL (30 day supply
per 1 fill)
PA; SP; QL (30 day supply
per 1 fill)

OXBRYTA ORAL TABLET 300 MG, 500 MG (voxelotor) 4

OXBRYTA ORAL TABLET SOLUBLE 300 MG (voxelotor) 4

PYRUKYND ORAL TABLET 20 MG, 5 MG, 50 MG (mitapivat
sulfate)

PYRUKYND TAPER PACK ORAL TABLET THERAPY PACK 5
MG, 7 X20 MG & 7 X5 MG, 7 X 50 MG & 7 X 20 MG 4 PA; SP; QL (1 EA per 1 day)
(mitapivat sulfate)

TAVALISSE ORAL TABLET 100 MG, 150 MG (fostamatinib PA; SP; QL (30 day supply
disodium) per 1 fill)

COUMARIN DERIVATIVES - Drugs to Prevent Blood Clots

jantoven oral tablet 1 mg, 10 mg, 2 mg, 2.5 mg, 3 mg, 4 mg,
5mg, 6 mg, 7.5 mg

4 PA; SP; QL (2 EA per 1 day)

warfarin sodium oral tablet 1 mg, 10 mg, 2 mg, 2.5 mg, 3
mg, 4 mg, 5 mg, 6 mg, 7.5 mg

DIRECT FACTOR XA INHIBITORS - Drugs to Prevent Blood
Clots

ELIQUIS DVT/PE STARTER PACK ORAL TABLET THERAPY
PACK 5 MG (apixaban)

ELIQUIS ORAL TABLET 2.5 MG, 5 MG (apixaban) 2

SAVAYSA ORAL TABLET 15 MG, 30 MG, 60 MG (edoxaban
tosylate)

XARELTO ORAL SUSPENSION RECONSTITUTED 1 MG/ML
(rivaroxaban)

XARELTO ORAL TABLET 10 MG, 15 MG, 2.5 MG, 20 MG
(rivaroxaban)

2 QL (20 ML per 1 day)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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XARELTO STARTER PACK ORAL TABLET THERAPY PACK 5

15 & 20 MG (rivaroxaban)

DIRECT THROMBIN INHIBITORS - Drugs to Prevent Blood

Clots

ANGIOMAX INTRAVENOUS SOLUTION RECONSTITUTED OA

250 MG (bivalirudin trifluoroacetate)

argatroban in sodium chloride intravenous solution 50-0.9 OA

mgl/50mli-%
argatroban intravenous solution 250 mg/2.5ml, 50 mg/50ml| OA
BIVALIRUDIN TRIFLUOROACETATE INTRAVENOUS

SOLUTION 250 MG/50ML OA
bivalirudin trifluoroacetate intravenous solution OA
reconstituted 250 mg
dabigatran etexilate mesylate oral capsule 110 mg, 150 mg, 1
75 mg
PRADAXA ORAL CAPSULE 110 MG, 150 MG, 75 MG

. , 2
(dabigatran etexilate mesylate)
PRADAXA ORAL PACKET 110 MG, 150 MG, 20 MG, 30 MG, 3 PA

40 MG, 50 MG (dabigatran etexilate mesylate)
HEMATOPOIETIC AGENTS - Drugs for Anemia

ALVAIZ ORAL TABLET 18 MG, 36 MG, 54 MG, 9 MG PA; SP; QL (30 day supply
(eltrombopag choline) per 1 fill)

APHEXDA SUBCUTANEOUS SOLUTION RECONSTITUTED
62 MG (motixafortide acetate)

ARANESP (ALBUMIN FREE) INJECTION SOLUTION 100
MCG/ML, 200 MCG/ML, 25 MCG/ML, 40 MCG/ML, 60 MCG/ML 4
(darbepoetin alfa)

OA PA

PA; SP; QL (30 day supply
per 1 fill)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier Limits

ARANESP (ALBUMIN FREE) INJECTION SOLUTION

PREFILLED SYRINGE 10 MCG/0.4ML, 100 MCG/0.5ML, 150 PA: SP: QL (30 day supply

MCG/0.3ML, 200 MCG/0.4ML, 25 MCG/0.42ML, 300 4 or 1 il
MCG/0.6ML, 40 MCG/0.4ML, 500 MCG/ML, 60 MCG/0.3ML P

(darbepoetin alfa)

DOPTELET ORAL TABLET 20 MG (avatrombopag maleate) 4 PA; SP; QL (30 day supply

per 1 fill)

EPOGEN INJECTION SOLUTION 10000 UNIT/ML, 2000

UNIT/ML, 20000 UNIT/ML, 3000 UNIT/ML, 4000 UNIT/ML 4 PA; SP; QL (30 day supply

(epoetin alfa) per 1 ill
FULPHILA SUBCUTANEOUS SOLUTION PREFILLED 4 PA; SP; QL (30 day supply
SYRINGE 6 MG/0.6ML (pegfilgrastim-jmdb) per 1 fill)
FYLNETRA SUBCUTANEOUS SOLUTION PREFILLED 4 PA; SP; QL (30 day supply
SYRINGE 6 MG/0.6ML (pegfilgrastim-pbbk) per 1 fill)
GRANIX SUBCUTANEOUS SOLUTION 300 MCG/ML, 480 4 PA; SP; QL (30 day supply
MCG/1.6ML (tbo-filgrastim) per 1 fill)
GRANIX SUBCUTANEOUS SOLUTION PREFILLED SYRINGE 4 PA; SP; QL (30 day supply
300 MCG/0.5ML, 480 MCG/0.8ML (tbo-filgrastim) per 1 fill)
JESDUVROQ ORAL TABLET 1 MG, 2 MG, 4 MG, 6 MG, 8 MG

3 PA
(daprodustat)
LEUKINE INJECTION SOLUTION RECONSTITUTED 250 4 PA; SP; QL (30 day supply
MCG (sargramostim) per 1 fill)

MIRCERA INJECTION SOLUTION PREFILLED SYRINGE 100

MCG/0.3ML, 120 MCG/0.3ML, 150 MCG/0.3ML, 200 PA; SP; QL (30 day supply

MCG/0.3ML, 30 MCG/0.3ML, 50 MCG/0.3ML, 75 MCG/0.3ML 4 per 1 fill)

(methoxy peg-epoetin beta)

MOZOBIL SUBCUTANEOUS SOLUTION 24 MG/1.2ML 4 PA; SP; QL (30 day supply
(plerixafor) per 1 fill)

MULPLETA ORAL TABLET 3 MG (lusutrombopag) 4 Eﬁr; f;’l;l)QL (30 day supply

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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NEULASTA ONPRO SUBCUTANEOUS PREFILLED SYRINGE OA PA

KIT 6 MG/0.6ML (pegfilgrastim)

NEULASTA SUBCUTANEOUS SOLUTION PREFILLED 4 PA; SP; QL (30 day supply
SYRINGE 6 MG/0.6ML (pegfilgrastim) per 1 fill)

NEUPOGEN INJECTION SOLUTION 300 MCG/ML, 480 4 PA; SP; QL (30 day supply
MCG/1.6ML (filgrastim) per 1 fill)

NEUPOGEN INJECTION SOLUTION PREFILLED SYRINGE 4 PA; SP; QL (30 day supply
300 MCG/0.5ML, 480 MCG/0.8ML (filgrastim) per 1 fill)

NIVESTYM INJECTION SOLUTION 300 MCG/ML, 480 4 PA; SP; QL (30 day supply
MCG/1.6ML (filgrastim-aafi) per 1 fill)

NIVESTYM INJECTION SOLUTION PREFILLED SYRINGE 4 PA; SP; QL (30 day supply
300 MCG/0.5ML, 480 MCG/0.8ML (filgrastim-aafi) per 1 fill)

NPLATE SUBCUTANEOUS SOLUTION RECONSTITUTED OA

125 MCG, 250 MCG, 500 MCG (romiplostim)

NYVEPRIA SUBCUTANEOUS SOLUTION PREFILLED 4 PA; SP; QL (30 day supply
SYRINGE 6 MG/0.6ML (pegfilgrastim-apgf) per 1 fill)

plerixafor subcutaneous solution 24 mgl1.2ml 4 Eg‘r 18 E;I)QL (30 day supply

PROCRIT INJECTION SOLUTION 10000 UNIT/ML, 2000
UNIT/ML, 20000 UNIT/ML, 3000 UNIT/ML, 4000 UNIT/ML, 4
40000 UNIT/ML (epoetin alfa)

PROMACTA ORAL PACKET 12.5 MG, 25 MG (eltrombopag

PA; SP; QL (30 day supply
per 1 fill)

PA; SP; QL (30 day supply

olamine) per 1 fill)
PROMACTA ORAL TABLET 12.5 MG, 25 MG, 50 MG, 75 MG 4 PA; SP; QL (30 day supply
(eltrombopag olamine) per 1 fill)

REBLOZYL SUBCUTANEOUS SOLUTION RECONSTITUTED

25 MG, 75 MG (luspatercept-aamft) OA
RELEUKO SUBCUTANEOUS SOLUTION PREFILLED 4 PA; SP; QL (30 day supply
SYRINGE 300 MCG/0.5ML, 480 MCG/0.8ML per 1 fill)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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RETACRIT INJECTION SOLUTION 10000 UNIT/ML, 2000
UNIT/ML, 20000 UNIT/ML, 3000 UNIT/ML, 4000 UNIT/ML, 4
40000 UNIT/ML (epoetin alfa-epbx)

ROLVEDON SUBCUTANEOUS SOLUTION PREFILLED
SYRINGE 13.2 MG/0.6ML (eflapegrastim-xnst)

STIMUFEND SUBCUTANEOUS SOLUTION PREFILLED

PA; SP; QL (30 day supply
per 1 fill)

OA PA

PA; SP; QL (30 day supply

SYRINGE 6 MG/0.6ML (pegfilgrastim-fpgk) 4 per 1 fill)

UDENYCA ONBODY SUBCUTANEOUS SOLUTION 4 PA; SP; QL (30 day supply
PREFILLED SYRINGE 6 MG/0.6ML (pegfilgrastim-cbqv) per 1 fill)

UDENYCA SUBCUTANEOUS SOLUTION AUTO-INJECTOR 6 4 PA; SP; QL (30 day supply
MG/0.6ML (pegfilgrastim-cbqv) per 1 fill)

UDENYCA SUBCUTANEOUS SOLUTION PREFILLED 4 PA; SP; QL (30 day supply
SYRINGE 6 MG/0.6ML (pegfilgrastim-cbqv) per 1 fill)

ZARXIO INJECTION SOLUTION PREFILLED SYRINGE 300 4 PA; SP; QL (30 day supply
MCG/0.5ML, 480 MCG/0.8ML (filgrastim-sndz) per 1 fill)

ZIEXTENZO SUBCUTANEOUS SOLUTION PREFILLED 4 PA; SP; QL (30 day supply
SYRINGE 6 MG/0.6ML (pegfilgrastim-bmez) per 1 fill)
HEMORRHEOLOGIC AGENTS - Drugs for Blood Flow

LMD IN D5W INTRAVENOUS SOLUTION 10-5 % (dextran 40 OA

in d5w)

LMD IN NACL INTRAVENOUS SOLUTION 10-0.9 % (dextran OA

40 in saline)

pentoxifylline er oral tablet extended release 400 mg 1

HEMOSTATICS - Drugs to Prevent Bleeding

ADVATE INTRAVENOUS SOLUTION RECONSTITUTED 1000
UNIT, 1500 UNIT, 2000 UNIT, 250 UNIT, 3000 UNIT, 4000 OA
UNIT, 500 UNIT (antihemophil factor (rahf-pfm))

ADYNOVATE INTRAVENOUS SOLUTION RECONSTITUTED
1000 UNIT, 1500 UNIT, 2000 UNIT, 250 UNIT, 3000 UNIT, 500 OA
UNIT, 750 UNIT

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier Limits

AFSTYLA INTRAVENOUS KIT 1000 UNIT, 1500 UNIT, 2000
UNIT, 250 UNIT, 2500 UNIT, 3000 UNIT, 500 UNIT OA
(antihemophil fact single chain)

ALPHANATE INTRAVENOUS SOLUTION RECONSTITUTED
1000 UNIT, 1500 UNIT, 2000 UNIT, 250 UNIT, 500 UNIT OA
(antihemophilic factor-vwf)

ALPHANINE SD INTRAVENOUS SOLUTION
RECONSTITUTED 1000 UNIT, 1500 UNIT, 500 UNIT OA
(coagulation factor ix)

ALPROLIX INTRAVENOUS SOLUTION RECONSTITUTED
1000 UNIT, 2000 UNIT, 250 UNIT, 3000 UNIT, 4000 UNIT, 500 OA
UNIT (coagulation factor ix (rfixfc))

ALTUVIIIO INTRAVENOUS SOLUTION RECONSTITUTED

1000 UNIT, 2000 UNIT, 250 UNIT, 3000 UNIT, 4000 UNIT, 500 OA
UNIT (antihem fact fc-vwf-xten-ehtl)

aminocaproic acid intravenous solution 250 mg/ml OA
aminocaproic acid oral solution 0.25 gm/ml 1
aminocaproic acid oral tablet 1000 mg, 500 mg 1
ASTRINGYN EXTERNAL SOLUTION 259 MG/GM (ferric 3
subsulfate)

BALFAXAR INTRAVENOUS SOLUTION RECONSTITUTED OA
1000 UNIT, 500 UNIT (prothrombin complex human-lans)

BENEFIX INTRAVENOUS KIT 1000 UNIT, 2000 UNIT, 250 OA
UNIT, 3000 UNIT, 500 UNIT (coagulation factor ix (recomb))
COAGADEX INTRAVENOUS SOLUTION RECONSTITUTED OA
250 UNIT, 500 UNIT (coagulation factor x (human))

CORIFACT INTRAVENOUS KIT 1000-1600 UNIT (factor xiii OA
concentrate human)

CYKLOKAPRON INTRAVENOUS SOLUTION 1000 MG/10ML OA

(tranexamic acid)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits
DDAVP INJECTION SOLUTION 4 MCG/ML (desmopressin OA

acetate)

DDAVP ORAL TABLET 0.1 MG, 0.2 MG (desmopressin 3

acetate)

DDAVP PF INJECTION SOLUTION 4 MCG/ML OA
(desmopressin acetate)

desmopressin ace spray refrig nasal solution 0.01 % 1
desmopressin acetate injection solution 4 mcg/ml OA
DESMOPRESSIN ACETATE NASAL SOLUTION 1.5 MG/ML 4 ;IF)’; QL (30 day supply per 1
desmopressin acetate oral tablet 0.1 mg, 0.2 mg 1
desmopressin acetate pf injection solution 4 mcgiml OA
desmopressin acetate spray nasal solution 0.01 % 1

ELOCTATE INTRAVENOUS SOLUTION RECONSTITUTED

1000 UNIT, 1500 UNIT, 2000 UNIT, 250 UNIT, 3000 UNIT, OA

4000 UNIT, 500 UNIT, 5000 UNIT, 6000 UNIT, 750 UNIT
(antihem fact (bdd-rfviiifc))

ESPEROCT INTRAVENOUS SOLUTION RECONSTITUTED
1000 UNIT, 1500 UNIT, 2000 UNIT, 3000 UNIT, 500 UNIT OA
(antihemoph fact rcmb gpeg-exei)

FEIBA INTRAVENOUS SOLUTION RECONSTITUTED 1000

UNIT, 2500 UNIT, 500 UNIT (antiinhibitor coagulant cmplx) OA
FIBRYGA INTRAVENOUS SOLUTION RECONSTITUTED

_ OA
(fibrinogen concentrate (human))
GELFILM OPHTHALMIC FILM (gelatin adsorbable) 3

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier Limits

HEMGENIX INTRAVENOUS SUSPENSION THERAPY PACK
10 X 10 ML, 11 X 10 ML, 12 X 10 ML, 13 X 10 ML, 14 X 10 ML,
15X 10 ML, 16 X 10 ML, 17 X 10 ML, 18 X 10 ML, 19 X 10 ML,
20 X 10 ML, 21 X 10 ML, 22 X 10 ML, 23 X 10 ML, 24 X 10 ML,
25X 10 ML, 26 X 10 ML, 27 X 10 ML, 28 X 10 ML, 29 X 10 ML,
30 X 10 ML, 31 X 10 ML, 32 X 10 ML, 33 X 10 ML, 34 X 10 ML,
35X 10 ML, 36 X 10 ML, 37 X 10 ML, 38 X 10 ML, 39 X 10 ML,
40 X 10 ML, 41 X 10 ML, 42 X 10 ML, 43 X 10 ML, 44 X 10 ML,
45 X 10 ML, 46 X 10 ML, 47 X 10 ML, 48 X 10 ML
(etranacogene dezaparvovec-drib)

HEMLIBRA SUBCUTANEOUS SOLUTION 105 MG/0.7ML, 12
MG/0.4ML, 150 MG/ML, 30 MG/ML, 300 MG/2ML, 60 OA PA
MG/0.4ML (emicizumab-kxwh)

HEMOFIL M INTRAVENOUS SOLUTION RECONSTITUTED

OA PA

1000 UNIT, 1700 UNIT, 250 UNIT, 500 UNIT (antihemophilic OA
factor)

HUMATE-P INTRAVENOUS SOLUTION RECONSTITUTED

1000-2400 UNIT, 250-600 UNIT, 500-1200 UNIT OA

(antihemophilic factor-vwf)

IDELVION INTRAVENOUS SOLUTION RECONSTITUTED
1000 UNIT, 2000 UNIT, 250 UNIT, 3500 UNIT, 500 UNIT OA
(coagulation factor ix (rix-fp))

IXINITY INTRAVENOUS SOLUTION RECONSTITUTED 1000
UNIT, 1500 UNIT, 2000 UNIT, 250 UNIT, 3000 UNIT, 500 UNIT OA
(coagulation factor ix (recomb))

JIVI INTRAVENOUS SOLUTION RECONSTITUTED 1000

UNIT, 2000 UNIT, 3000 UNIT, 500 UNIT (ahf (bdd-rtviii peg- OA
aucl))
KCENTRA INTRAVENOUS KIT 1000 UNIT, 500 UNIT

. OA
(prothrombin complex conc human)
KOATE INTRAVENOUS SOLUTION RECONSTITUTED 1000 OA

UNIT, 250 UNIT, 500 UNIT (antihemophilic factor)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier Limits
KOATE-DVI INTRAVENOUS SOLUTION RECONSTITUTED OA

1000 UNIT, 500 UNIT (antihemophilic factor)

KOGENATE FS INTRAVENOUS KIT 1000 UNIT, 2000 UNIT,

250 UNIT, 3000 UNIT, 500 UNIT (antihem factor recomb OA

(rfviii))

KOVALTRY INTRAVENOUS SOLUTION RECONSTITUTED

1000 UNIT, 2000 UNIT, 250 UNIT, 3000 UNIT, 500 UNIT OA
(antihemophil factor (rahf-pfm))

MONSELS FERRIC SUBSULFATE EXTERNAL SOLUTION 3
NOCDURNA SUBLINGUAL TABLET SUBLINGUAL 27.7 MCG, 3 PA

55.3 MCG (desmopressin acetate)

NOVOEIGHT INTRAVENOUS SOLUTION RECONSTITUTED
1000 UNIT, 1500 UNIT, 2000 UNIT, 250 UNIT, 3000 UNIT, 500 OA
UNIT (antihemophil fact bd truncated)

NOVOSEVEN RT INTRAVENOUS SOLUTION
RECONSTITUTED 1 MG, 2 MG, 5 MG, 8 MG (coagulation OA
factor viia recomb)

NUWIQ INTRAVENOUS KIT 1000 UNIT, 1500 UNIT, 2000
UNIT, 250 UNIT, 2500 UNIT, 3000 UNIT, 4000 UNIT, 500 UNIT OA
(antihem fact (bdd-rfviii,sim))

NUWIQ INTRAVENOUS SOLUTION RECONSTITUTED 1000
UNIT, 1500 UNIT, 2000 UNIT, 250 UNIT, 2500 UNIT, 3000 OA
UNIT, 4000 UNIT, 500 UNIT (antihem fact (bdd-rfviii,sim))

OBIZUR INTRAVENOUS SOLUTION RECONSTITUTED 500

UNIT OA
PROFILNINE INTRAVENOUS SOLUTION RECONSTITUTED OA
1000 UNIT, 1500 UNIT, 500 UNIT (factor ix complex)

REBINYN INTRAVENOUS SOLUTION RECONSTITUTED

1000 UNIT, 2000 UNIT, 3000 UNIT, 500 UNIT (coagulation OA

factor ix glycopeg)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
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RECOMBINATE INTRAVENOUS SOLUTION
RECONSTITUTED 1241-1800 UNIT, 1801-2400 UNIT, 220-400 OA
UNIT, 401-800 UNIT, 801-1240 UNIT (antihem factor recomb
(rfviii))
RECOTHROM EXTERNAL SOLUTION RECONSTITUTED OA
20000 UNIT, 5000 UNIT (thrombin (recombinant))
RECOTHROM SPRAY KIT EXTERNAL SOLUTION OA
RECONSTITUTED 20000 UNIT (thrombin (recombinant))
RIASTAP INTRAVENOUS SOLUTION RECONSTITUTED
i OA
(fibrinogen concentrate (human))
RIXUBIS INTRAVENOUS SOLUTION RECONSTITUTED 1000 OA
UNIT, 2000 UNIT, 250 UNIT, 3000 UNIT, 500 UNIT
ROCTAVIAN INTRAVENOUS SUSPENSION 20000000000000
OA PA
VG/ML (valoctocogene roxaparvov-rvox)
SEVENFACT INTRAVENOUS SOLUTION RECONSTITUTED OA PA
1 MG, 5 MG (coagulation factor viia-jncw)
THROMBIN-JMI EXTERNAL SOLUTION RECONSTITUTED 3
20000 UNIT, 5000 UNIT (thrombin)
THROMBOGEN EXTERNAL SOLUTION RECONSTITUTED 3
1000 UNIT, 10000 UNIT (thrombin)
tranexamic acid intravenous solution 1000 mg/10ml OA
tranexamic acid oral tablet 650 mg 1
tranexamic acid-nacl intravenous solution 1000-0.7 OA
mg/100mli-%
TRETTEN INTRAVENOUS SOLUTION RECONSTITUTED OA
2500 UNIT (coagulation factor xiii a-sub)
VONVENDI INTRAVENOUS SOLUTION RECONSTITUTED OA
1300 UNIT, 650 UNIT (von willebrand factor (recomb))
VYJUVEK EXTERNAL GEL 5000000000 PFU/2.5ML
OA PA
(beremagene geperpavec-svdf)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier Limits
WILATE INTRAVENOUS KIT 1000-1000 UNIT, 500-500 UNIT

. . OA
(antihemophilic factor-vwf)
XYNTHA INTRAVENOUS KIT 1000 UNIT, 2000 UNIT, 250 OA
UNIT, 500 UNIT (antihem fact (bdd-rfviii,mor))
XYNTHA SOLOFUSE INTRAVENOUS KIT 1000 UNIT, 2000
UNIT, 250 UNIT, 3000 UNIT, 500 UNIT (antihem fact (bdd- OA
rfviii,mor))
HEPARINS - Drugs to Prevent Blood Clots
bd heparin posiflush intravenous solution 10 unit/ml, 100 OA
unitiml
DEFENCATH IN VITRO SOLUTION 1000-13.5 UNIT-MG/ML

. . ) OA

(heparin (porcine)-taurolidine)
enoxaparin sodium injection solution 300 mg/3ml 4 SP; QL (35 ML per 180 days)

enoxaparin sodium injection solution prefilled syringe 100
mg/ml, 120 mg/0.8ml, 150 mg/ml, 30 mg/0.3ml, 40 mg/0.4ml, 1 QL (35 ML per 180 days)
60 mg/0.6ml, 80 mgl/0.8ml

FRAGMIN SUBCUTANEOUS SOLUTION 10000 UNIT/4ML,

95000 UNIT/3.8ML (dalteparin sodium) 4 SP; QL (35 ML per 180 days)
FRAGMIN SUBCUTANEOUS SOLUTION PREFILLED
SYRINGE 10000 UNIT/ML, 12500 UNIT/0.5ML, 15000 ; QL (35 ML per 180 days)

UNIT/0.6ML, 18000 UNT/0.72ML, 2500 UNIT/0.2ML, 5000
UNIT/0.2ML, 7500 UNIT/0.3ML (dalteparin sodium)

heparin (porcine) in nacl intravenous solution 1000-0.9
ut/500mi-%, 12500-0.45 ut/250ml-%, 2000-0.9 unitll-%, OA
25000-0.45 ut/500ml-%

HEPARIN (PORCINE) IN NACL INTRAVENOUS SOLUTION
2500-0.9 UT/500ML-%, 30000-0.9 UNIT/L-%, 4000-0.9 UNIT/L-

%, 500-0.9 UT/500ML-%, 5000-0.9 UNIT/L-%, 5000-0.9 OA
UT/500ML-%
heparin (porcine) in nacl intravenous solution 25000-0.45 OA PA

ut/250mi-%

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier Limits

HEPARIN (PORCINE) IN NACL INTRAVENOUS SOLUTION
PREFILLED SYRINGE 20-0.9 UNT/20ML-%, 50-0.9 OA
UNT/50ML-%

heparin na (pork) lock fish pf intravenous solution 1
unitiml, 10 unitiml, 100 unitiml

OA

heparin sod (porcine) in d5w intravenous solution 100
unit/ml, 25000-5 ut/500mli-%, 40-5 unitiml-%

heparin sod (pork) lock flush intravenous solution 10
unitiml, 100 unitiml

OA

OA

heparin sodium (porcine) injection solution 1000 unitiml, PA; QL (30 day supply per 1
10000 unit/iml, 20000 unit/ml, 5000 unitiml fill)

heparin sodium (porcine) injection solution prefilled
syringe 5000 unit/0.5ml

heparin sodium (porcine) pf injection solution 1000 unit/ml, PA; QL (30 day supply per 1
5000 unitl/0.5ml fill)

heparin sodium (porcine) pf injection solution 5000 unit/ml 1 PA

LOVENOX INJECTION SOLUTION 300 MG/3ML (enoxaparin
sodium)

LOVENOX INJECTION SOLUTION PREFILLED SYRINGE 100
MG/ML, 120 MG/0.8ML, 150 MG/ML, 30 MG/0.3ML, 40 3 QL (35 ML per 180 days)
MG/0.4ML, 60 MG/0.6ML, 80 MG/0.8ML (enoxaparin sodium)

IRON PREPARATIONS - Vitamins and Minerals
ACCRUFER ORAL CAPSULE 30 MG (ferric maltol) 3 PA

FERAHEME INTRAVENOUS SOLUTION 510 MG/17ML
(ferumoxytol)

FERRLECIT INTRAVENOUS SOLUTION 12.5 MG/ML (na
ferric gluc cplx in sucrose)

4 SP; QL (35 ML per 180 days)

OA

OA

ferumoxytol intravenous solution 510 mg/17ml OA

hematiniclfolic acid oral tablet 324-1 mg 1

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
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INFED INJECTION SOLUTION 50 MG/ML (iron dextran) OA

INJECTAFER INTRAVENOUS SOLUTION 100 MG/2ML, 750 OA

MG/15ML (ferric carboxymaltose)

JENLIVA PRENATAL/POSTNATAL ORAL CAPSULE 1 MG 3 PV

MASONATAL ORAL TABLET 28-0.8 MG 3 PV

MONOFERRIC INTRAVENOUS SOLUTION 1000 MG/10ML OA

(ferric derisomaltose)

multi-vitaminlfluorideliron oral solution 0.25-10 mg/ml 1

na ferric gluc cplx in sucrose intravenous solution 12.5 OA

mgiml

NEONATAL PRENATAL ORAL TABLET 27-0.8 MG 3 PV

NESTABS ORAL TABLET 32-1 MG (prenat-fe bisgly-fa-wlo 3 PV

vit a)

ONE VITE WOMENS ORAL TABLET 27-0.8 MG 3 PV

ONE-A-DAY WOMENS PRENATAL 1 ORAL CAPSULE 28-0.8- 3 PV

235 MG (prenat-fe carbonyl-fa-omega 3)

prenatal multi +dha oral capsule 27-0.8-200 mg, 27-0.8-228 1 PV

mg, 27-0.8-250 mg

prenatal oral tablet 27-0.8 mg 1 PV

prenatallfolic acid+dha oral capsule 27-0.8-200 mg 1 PV

PRENATVITE RX ORAL TABLET 0.8 MG 3

QUFLORA FE ORAL TABLET CHEWABLE 0.25 MG (multi vit- 3

min-fluoride-fe-fa)

RELNATE DHA ORAL CAPSULE 28-1-200 MG 3 PV

VENOFER INTRAVENOUS SOLUTION 20 MG/ML (iron OA

sucrose)

WESCAP-C DHA ORAL CAPSULE 53.5-38-1 MG 3 PV

WESNATAL DHA COMPLETE ORAL 29-1-200 & 200 MG 3 PV

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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WESNATE DHA ORAL CAPSULE 28-1-200 MG 3 PV

LIVER AND STOMACH PREPARATIONS - Vitamins and
Minerals

cyanocobalamin injection solution 1000 mcg/ml 1 QL (30 day supply per 1 fill)
CYANOCOBALAMIN INJECTION SOLUTION 2000 MCG/ML 3
cyanocobalamin nasal solution 500 mcgl/0.1ml

DODEX INJECTION SOLUTION 1000 MCG/ML
(cyanocobalamin)

3 QL (30 day supply per 1 fill)

hydroxocobalamin acetate intramuscular solution 1000
mcg/ml

METHYLCOBALAMIN INJECTION SOLUTION
RECONSTITUTED 10000 MCG, 50000 MCG

NASCOBAL NASAL SOLUTION 500 MCG/0.1ML
(cyanocobalamin)

PLATELET-AGGREGATION INHIBITORS - Drugs to Prevent
Blood Clots

AGGRASTAT INTRAVENOUS CONCENTRATE 3.75
MG/15ML (tirofiban hcl)

AGGRASTAT INTRAVENOUS SOLUTION 12.5-0.9
MG/250ML-%, 5-0.9 MG/100ML-% (tirofiban hcl in nacl)

aspirin 81 oral tablet delayed release 81 mg

OA

o
>

o
>

PV
PV
PV
PV
PV
PV
PV
PV

aspirin adult low dose oral tablet delayed release 81 mg

aspirin adult low strength oral tablet delayed release 81 mg

aspirin childrens oral tablet chewable 81 mg

aspirin ec low dose oral tablet delayed release 81 mg

aspirin ec low strength oral tablet delayed release 81 mg

aspirin low dose oral tablet chewable 81 mg

N N . N B Y . N . N I N S

aspirin low dose oral tablet delayed release 81 mg

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

aspirin oral tablet 325 mg

aspirin oral tablet chewable 81 mg PV

aspirin oral tablet delayed release 325 mg

PV
PV

aspirin oral tablet delayed release 81 mg

—_— e - - -

aspirin regimen oral tablet delayed release 81 mg

aspirin-dipyridamole er oral capsule extended release 12
hour 25-200 mg

BAYER ASPIRIN ORAL TABLET DELAYED RELEASE 325 MG
(aspirin)

BRILINTA ORAL TABLET 60 MG, 90 MG (ticagrelor) 3
cilostazol oral tablet 100 mg, 50 mg

clopidogrel bisulfate oral tablet 300 mg, 75 mg 1

dipyridamole intravenous solution 5 mgiml OA

dipyridamole oral tablet 25 mg, 50 mg, 75 mg
EFFIENT ORAL TABLET 10 MG, 5 MG (prasugrel hcl) 3

eptifibatide intravenous solution 20 mg/10ml, 200
mg/100ml, 75 mg/100m|

ft aspirin low dose oral tablet delayed release 81 mg

PV

ft aspirin oral tablet 325 mg

genuine aspirin oral tablet 325 mg

1
1
ft enteric coated aspirin oral tablet delayed release 325 mg 1
1
1

goodsense aspirin adults oral tablet 325 mg

goodsense aspirin low dose oral tablet delayed release 81
mg

1 PV

goodsense aspirin oral tablet 325 mg 1

KENGREAL INTRAVENOUS SOLUTION RECONSTITUTED
50 MG (cangrelor tetrasodium)

OA

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

mm aspirin oral tablet delayed release 81 mg 1 PV
PLAVIX ORAL TABLET 75 MG (clopidogrel bisulfate) 3
prasugrel hcl oral tablet 10 mg, 5 mg
ST JOSEPH LOW DOSE ORAL TABLET CHEWABLE 81 MG 3 PV
(aspirin)
ST JOSEPH LOW DOSE ORAL TABLET DELAYED RELEASE

. 3 PV
81 MG (aspirin)
tirofiban hcl in nacl intravenous solution 12.5-0.9 OA
mgl/250ml-%, 5-0.9 mg/100mli-%
YOSPRALA ORAL TABLET DELAYED RELEASE 325-40 MG,

. 3 PA

81-40 MG (aspirin-omeprazole)
ZONTIVITY ORAL TABLET 2.08 MG (vorapaxar sulfate) 3
PLATELET-REDUCING AGENTS - Drugs to Prevent Blood
Clots
AGRYLIN ORAL CAPSULE 0.5 MG (anagrelide hcl) 3
anagrelide hcl oral capsule 0.5 mg, 1 mg
THROMBOLYTIC AGENTS - Drugs to Prevent Blood Clots
ACTIVASE INTRAVENOUS SOLUTION RECONSTITUTED OA
100 MG, 50 MG (alteplase)
aspirin 81 oral tablet delayed release 81 mg 1 PV
aspirin adult low dose oral tablet delayed release 81 mg 1 PV
aspirin adult low strength oral tablet delayed release 81 mg 1 PV
aspirin childrens oral tablet chewable 81 mg 1 PV
aspirin ec low dose oral tablet delayed release 81 mg 1 PV
aspirin ec low strength oral tablet delayed release 81 mg 1 PV
aspirin low dose oral tablet chewable 81 mg 1 PV
aspirin low dose oral tablet delayed release 81 mg 1 PV

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

aspirin oral tablet 325 mg

aspirin oral tablet chewable 81 mg PV

aspirin oral tablet delayed release 325 mg

PV
PV

aspirin oral tablet delayed release 81 mg

—_— e - - -

aspirin regimen oral tablet delayed release 81 mg

BAYER ASPIRIN ORAL TABLET DELAYED RELEASE 325 MG
(aspirin)

CATHFLO ACTIVASE INJECTION SOLUTION
RECONSTITUTED 2 MG (alteplase)

ft aspirin low dose oral tablet delayed release 81 mg

PV

ft aspirin oral tablet 325 mg

genuine aspirin oral tablet 325 mg

1
1
ft enteric coated aspirin oral tablet delayed release 325 mg 1
1
1

goodsense aspirin adults oral tablet 325 mg

goodsense aspirin low dose oral tablet delayed release 81
mg

1 PV

goodsense aspirin oral tablet 325 mg 1

mm aspirin oral tablet delayed release 81 mg 1 PV

RETAVASE HALF-KIT INTRAVENOUS KIT 1 X 10 UNIT
(reteplase)

RETAVASE INTRAVENOUS KIT 2 X 10 UNIT (reteplase) OA

ST JOSEPH LOW DOSE ORAL TABLET CHEWABLE 81 MG
(aspirin)

ST JOSEPH LOW DOSE ORAL TABLET DELAYED RELEASE
81 MG (aspirin)

TNKASE INTRAVENOUS KIT 50 MG (tenecteplase) OA

OA

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

CARDIOVASCULAR DRUGS

SODIUM-GLUC (SGLT) COTRANSPORTER INHIB

INPEFA ORAL TABLET 200 MG, 400 MG (sotagliflozin) 3 ST
CARDIOVASCULAR DRUGS - Drugs for the Heart

ALPHA-ADRENERGIC BLOCKING AGENTS - Drugs for
High Blood Pressure

CARDURA ORAL TABLET 1 MG, 2 MG, 4 MG, 8 MG 3
(doxazosin mesylate)

CARDURA XL ORAL TABLET EXTENDED RELEASE 24 5
HOUR 4 MG, 8 MG (doxazosin mesylate)

carvedilol oral tablet 12.5 mg, 25 mg, 3.125 mg, 6.25 mg 1
carvedilol phosphate er oral capsule extended release 24 1
hour 10 mg, 20 mg, 40 mg, 80 mg

COREG CR ORAL CAPSULE EXTENDED RELEASE 24 3
HOUR 10 MG, 20 MG, 40 MG, 80 MG (carvedilol phosphate)

COREG ORAL TABLET 12.5 MG, 25 MG, 3.125 MG, 6.25 MG 3
(carvedilol)

doxazosin mesylate oral tablet 1 mg, 2 mg, 4 mg, 8 mg 1
LABETALOL HCL INTRAVENOUS SOLUTION PREFILLED OA
SYRINGE 10 MG/2ML, 20 MG/4ML

labetalol hcl oral tablet 100 mg, 200 mg, 300 mg 1
labetalol hcl solution 5 mg/ml intravenous OA
LABETALOL HCL SOLUTION 5 MG/ML INTRAVENOUS OA
LABETALOL HCL-DEXTROSE INTRAVENOUS SOLUTION OA
200-5 MG/200ML-%

LABETALOL HCL-SODIUM CHLORIDE INTRAVENOUS

SOLUTION 100-0.72 MG/100ML-%, 200-0.72 MG/200ML-%, OA
300-0.72 MG/300ML-%

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

MINIPRESS ORAL CAPSULE 1 MG, 2 MG, 5 MG (prazosin 3

hcl)

prazosin hcl oral capsule 1 mg, 2 mg, 5 mg 1

terazosin hcl oral capsule 1 mg, 10 mg, 2 mg, 5 mg 1

ALPHA-ADRENERGIC BLOCKING AGT.(HYPOTEN) - Drugs

for High Blood Pressure & Angina

CARDURA ORAL TABLET 1 MG, 2 MG, 4 MG, 8 MG 3

(doxazosin mesylate)

CARDURA XL ORAL TABLET EXTENDED RELEASE 24 5

HOUR 4 MG, 8 MG (doxazosin mesylate)

carvedilol oral tablet 12.5 mg, 25 mg, 3.125 mg, 6.25 mg 1

carvedilol phosphate er oral capsule extended release 24 1

hour 10 mg, 20 mg, 40 mg, 80 mg

COREG CR ORAL CAPSULE EXTENDED RELEASE 24 3

HOUR 10 MG, 20 MG, 40 MG, 80 MG (carvedilol phosphate)

COREG ORAL TABLET 12.5 MG, 25 MG, 3.125 MG, 6.25 MG 3

(carvedilol)

doxazosin mesylate oral tablet 1 mg, 2 mg, 4 mg, 8 mg 1

LABETALOL HCL INTRAVENOUS SOLUTION PREFILLED OA

SYRINGE 10 MG/2ML, 20 MG/4ML

labetalol hcl oral tablet 100 mg, 200 mg, 300 mg 1

labetalol hcl solution 5 mg/ml intravenous OA

LABETALOL HCL SOLUTION 5 MG/ML INTRAVENOUS OA

LABETALOL HCL-DEXTROSE INTRAVENOUS SOLUTION OA

200-5 MG/200ML-%

LABETALOL HCL-SODIUM CHLORIDE INTRAVENOUS

SOLUTION 100-0.72 MG/100ML-%, 200-0.72 MG/200ML-%, OA

300-0.72 MG/300ML-%

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

MINIPRESS ORAL CAPSULE 1 MG, 2 MG, 5 MG (prazosin 3

hcl)

prazosin hcl oral capsule 1 mg, 2 mg, 5 mg 1

terazosin hcl oral capsule 1 mg, 10 mg, 2 mg, 5 mg 1

ANGIOTENSIN Il RECEPTOR ANTAGON.(HYPOTN) - Drugs

for High Blood Pressure & Angina

ATACAND ORAL TABLET 16 MG, 32 MG, 4 MG, 8 MG 3

(candesartan cilexetil)

AVAPRO ORAL TABLET 150 MG, 300 MG, 75 MG 3

(irbesartan)

BENICAR ORAL TABLET 20 MG, 40 MG, 5 MG (olmesartan 3

medoxomil)

candesartan cilexetil oral tablet 16 mg, 32 mg, 4 mg, 8 mg 1

COZAAR ORAL TABLET 100 MG, 25 MG, 50 MG (losartan 3

potassium)

DIOVAN ORAL TABLET 160 MG, 320 MG, 40 MG, 80 MG 3

(valsartan)

EDARBI ORAL TABLET 40 MG, 80 MG (azilsartan 3 ST

medoxomil)

irbesartan oral tablet 150 mg, 300 mg, 75 mg 1

losartan potassium oral tablet 100 mg, 25 mg, 50 mg 1 *

MICARDIS ORAL TABLET 20 MG, 40 MG, 80 MG 3

(telmisartan)

olmesartan medoxomil oral tablet 20 mg, 40 mg, 5 mg 1

telmisartan oral tablet 20 mg, 40 mg, 80 mg 1

VALSARTAN ORAL SOLUTION 4 MG/ML 3

valsartan oral tablet 160 mg, 320 mg, 40 mg, 80 mg 1

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier (L:;:;/ic:;age RIS
ANGIOTENSIN Il RECEPTOR ANTAGONISTS - Drugs for

the Heart

amlodipine besylate-valsartan oral tablet 10-160 mg, 10-320 1
mg, 5-160 mg, 5-320 mg

amlodipine-olmesartan oral tablet 10-20 mg, 10-40 mg, 5-20 1
mg, 5-40 mg

amlodipine-valsartan-hctz oral tablet 10-160-12.5 mg, 10- 1
160-25 mg, 10-320-25 mg, 5-160-12.5 mg, 5-160-25 mg

ATACAND HCT ORAL TABLET 16-12.5 MG, 32-12.5 MG, 32- 3
25 MG (candesartan cilexetil-hctz)

ATACAND ORAL TABLET 16 MG, 32 MG, 4 MG, 8 MG 3
(candesartan cilexetil)

AVALIDE ORAL TABLET 150-12.5 MG, 300-12.5 MG 3
(irbesartan-hydrochlorothiazide)

AVAPRO ORAL TABLET 150 MG, 300 MG, 75 MG 3
(irbesartan)

AZOR ORAL TABLET 10-20 MG, 10-40 MG, 5-20 MG, 5-40 3
MG (amlodipine-olmesartan)

BENICAR HCT ORAL TABLET 20-12.5 MG, 40-12.5 MG, 40-25 3
MG (olmesartan medoxomil-hctz)

BENICAR ORAL TABLET 20 MG, 40 MG, 5 MG (olmesartan 3
medoxomil)

candesartan cilexetil oral tablet 16 mg, 32 mg, 4 mg, 8 mg 1
candesartan cilexetil-hctz oral tablet 16-12.5 mg, 32-12.5 1
mg, 32-25 mg

COZAAR ORAL TABLET 100 MG, 25 MG, 50 MG (losartan 3
potassium)

DIOVAN HCT ORAL TABLET 160-12.5 MG, 160-25 MG, 320-

12.5 MG, 320-25 MG, 80-12.5 MG (valsartan- 3
hydrochlorothiazide)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

DIOVAN ORAL TABLET 160 MG, 320 MG, 40 MG, 80 MG
(valsartan)

EDARBI ORAL TABLET 40 MG, 80 MG (azilsartan
medoxomil)

EDARBYCLOR ORAL TABLET 40-12.5 MG, 40-25 MG
(azilsartan-chlorthalidone)

ENTRESTO ORAL TABLET 24-26 MG, 49-51 MG, 97-103 MG QL (2 EA per 1 day); AL (Min
(sacubitril-valsartan) 1 Years)

EXFORGE HCT ORAL TABLET 10-160-12.5 MG, 10-160-25
MG, 10-320-25 MG, 5-160-12.5 MG, 5-160-25 MG 3
(amlodipine-valsartan-hctz)

EXFORGE ORAL TABLET 10-160 MG, 10-320 MG, 5-160 MG,
5-320 MG (amlodipine besylate-valsartan)

HYZAAR ORAL TABLET 100-12.5 MG, 100-25 MG, 50-12.5
MG (losartan potassium-hctz)

3 ST

3 ST

irbesartan oral tablet 150 mg, 300 mg, 75 mg 1

irbesartan-hydrochlorothiazide oral tablet 150-12.5 mg, 300-
12.5 mg

losartan potassium oral tablet 100 mg, 25 mg, 50 mg 1

losartan potassium-hctz oral tablet 100-12.5 mg, 100-25 mg,
50-12.5 mg

MICARDIS HCT ORAL TABLET 40-12.5 MG, 80-12.5 MG, 80-
25 MG (telmisartan-hctz)

MICARDIS ORAL TABLET 20 MG, 40 MG, 80 MG
(telmisartan)

olmesartan medoxomil oral tablet 20 mg, 40 mg, 5 mg 1

olmesartan medoxomil-hctz oral tablet 20-12.5 mg, 40-12.5
mg, 40-25 mg

olmesartan-amlodipine-hctz oral tablet 20-5-12.5 mg, 40-10-
12.5 mg, 40-10-25 mg, 40-5-12.5 mg, 40-5-25 mg

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

telmisartan oral tablet 20 mg, 40 mg, 80 mg 1

telmisartan-amlodipine oral tablet 40-10 mg, 40-5 mg, 80-10
mg, 80-5 mg

telmisartan-hctz oral tablet 40-12.5 mg, 80-12.5 mg, 80-25
mg

TRIBENZOR ORAL TABLET 20-5-12.5 MG, 40-10-12.5 MG,
40-10-25 MG, 40-5-12.5 MG, 40-5-25 MG (olmesartan- 3
amlodipine-hctz)

VALSARTAN ORAL SOLUTION 4 MG/ML 3
valsartan oral tablet 160 mg, 320 mg, 40 mg, 80 mg

valsartan-hydrochlorothiazide oral tablet 160-12.5 mg, 160-
25 mg, 320-12.5 mg, 320-25 mg, 80-12.5 mg

ANGIOTENSIN-CONVERT.ENZYME INHIB(HYPOTN) - Drugs
for High Blood Pressure & Angina

ACCUPRIL ORAL TABLET 10 MG, 20 MG, 40 MG, 5 MG
(quinapril hcl)

ALTACE ORAL CAPSULE 1.25 MG, 10 MG, 2.5 MG, 5 MG
(ramipril)

1

benazepril hcl oral tablet 10 mg, 20 mg, 40 mg, 5 mg

captopril oral tablet 100 mg, 12.5 mg, 25 mg, 50 mg

enalapril maleate oral solution 1 mg/iml

enalapril maleate oral tablet 10 mg, 2.5 mg, 20 mg, 5 mg

enalaprilat intravenous injectable 1.25 mg/ml OA
EPANED ORAL SOLUTION 1 MG/ML (enalapril maleate) 3
fosinopril sodium oral tablet 10 mg, 20 mg, 40 mg

lisinopril oral tablet 10 mg, 2.5 mg, 20 mg, 30 mg, 40 mg, 5
mg

LOTENSIN ORAL TABLET 10 MG, 20 MG, 40 MG (benazepril
hcl)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

moexipril hcl oral tablet 15 mg, 7.5 mg 1
perindopril erbumine oral tablet 2 mg, 4 mg, 8 mg 1
PRESTALIA ORAL TABLET 14-10 MG, 3.5-2.5 MG, 7-5 MG

. . - 3 PA
(perindopril arg-amlodipine)
quinapril hcl oral tablet 10 mg, 20 mg, 40 mg, 5 mg 1
ramipril oral capsule 1.25 mg, 10 mg, 2.5 mg, 5 mg 1
trandolapril oral tablet 1 mg, 2 mg, 4 mg 1
VASOTEC ORAL TABLET 10 MG, 2.5 MG, 20 MG, 5 MG 3
(enalapril maleate)
ZESTRIL ORAL TABLET 10 MG, 2.5 MG, 20 MG, 30 MG, 40 3
MG, 5 MG (lisinopril)
ANGIOTENSIN-CONVERTING ENZYME INHIBITORS - Drugs
for the Heart
ACCUPRIL ORAL TABLET 10 MG, 20 MG, 40 MG, 5 MG 3
(quinapril hcl)
ACCURETIC ORAL TABLET 10-12.5 MG, 20-12.5 MG 3
(quinapril-hydrochlorothiazide)
ALTACE ORAL CAPSULE 1.25 MG, 10 MG, 2.5 MG, 5 MG 3
(ramipril)
amlodipine besylate-benazepril hcl oral capsule 10-20 mg, 1
10-40 mg, 2.5-10 mg, 5-10 mg, 5-20 mg, 5-40 mg
benazepril hcl oral tablet 10 mg, 20 mg, 40 mg, 5 mg 1
benazepril-hydrochlorothiazide oral tablet 10-12.5 mg, 20- 1
12.5 mg, 20-25 mg, 5-6.25 mg
captopril oral tablet 100 mg, 12.5 mg, 25 mg, 50 mg 1
captopril-hydrochlorothiazide oral tablet 25-15 mg, 25-25 1
mg, 50-15 mg, 50-25 mg
enalapril maleate oral solution 1 mg/ml 1
enalapril maleate oral tablet 10 mg, 2.5 mg, 20 mg, 5 mg 1

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits
enalaprilat intravenous injectable 1.25 mg/ml OA
enalapril-hydrochlorothiazide oral tablet 10-25 mg, 5-12.5 1

mg

EPANED ORAL SOLUTION 1 MG/ML (enalapril maleate) 3

fosinopril sodium oral tablet 10 mg, 20 mg, 40 mg

fosinopril sodium-hctz oral tablet 10-12.5 mg, 20-12.5 mg 1

lisinopril oral tablet 10 mg, 2.5 mg, 20 mg, 30 mg, 40 mg, 5
mg

lisinopril-hydrochlorothiazide oral tablet 10-12.5 mg, 20-
12.5 mg, 20-25 mg

LOTENSIN HCT ORAL TABLET 10-12.5 MG, 20-12.5 MG, 20-

25 MG (benazepril-hydrochlorothiazide) 3
LOTENSIN ORAL TABLET 10 MG, 20 MG, 40 MG (benazepril 3
hcl)

LOTREL ORAL CAPSULE 10-20 MG, 10-40 MG, 5-10 MG, 5- 3

20 MG (amlodipine besy-benazepril hcl)

moexipril hcl oral tablet 15 mg, 7.5 mg

1
perindopril erbumine oral tablet 2 mg, 4 mg, 8 mg 1
QBRELIS ORAL SOLUTION 1 MG/ML (lisinopril) 3
quinapril hcl oral tablet 10 mg, 20 mg, 40 mg, 5 mg 1

quinapril-hydrochlorothiazide oral tablet 10-12.5 mg, 20-
12.5 mg, 20-25 mg

ramipril oral capsule 1.25 mg, 10 mg, 2.5 mg, 5 mg 1

trandolapril oral tablet 1 mg, 2 mg, 4 mg 1

trandolapril-verapamil hcl er oral tablet extended release 1-
240 mg, 2-180 mg, 2-240 mg, 4-240 mg

VASERETIC ORAL TABLET 10-25 MG (enalapril-
hydrochlorothiazide)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

VASOTEC ORAL TABLET 10 MG, 2.5 MG, 20 MG, 5 MG 3

(enalapril maleate)

ZESTORETIC ORAL TABLET 10-12.5 MG, 20-12.5 MG, 20-25 3

MG (lisinopril-hydrochlorothiazide)

ZESTRIL ORAL TABLET 10 MG, 2.5 MG, 20 MG, 30 MG, 40 3

MG, 5 MG (lisinopril)

ANTIARRHYTHMICS, MISCELLANEOUS - Drugs for Angina

digoxin injection solution 0.25 mg/iml OA

digoxin oral solution 0.05 mg/iml 1

digoxin oral tablet 125 mcg, 250 mcg, 62.5 mcg 1

LANOXIN INJECTION SOLUTION 0.25 MG/ML (digoxin) OA

LANOXIN ORAL TABLET 125 MCG, 250 MCG, 62.5 MCG 3

(digoxin)

LANOXIN PEDIATRIC INJECTION SOLUTION 0.1 MG/ML OA

(digoxin)

magnesium sulfate in d5w intravenous solution 1-5 OA

gm/100mI-%

magnesium sulfate injection solution 50 % OA

magnesium sulfate intravenous solution 2 gm/50ml, 20 OA

gm/500mli, 4 gmI/100mli, 4 gmI/50mli, 40 gmI/1000ml

MAGNESIUM SULFATE-NACL INTRAVENOUS SOLUTION 2- OA

0.9 GM/50ML-%

ANTILIPEMIC AGENTS, MISCELLANEOUS - Drugs for

Cholesterol

EVKEEZA INTRAVENOUS SOLUTION 1200 MG/8ML, 345 OA PA

MG/2.3ML (evinacumab-dgnb)

icosapent ethyl oral capsule 0.5 gm, 1 gm 1

JUXTAPID ORAL CAPSULE 10 MG, 20 MG, 30 MG, 5 MG 4 PA; SP; QL (30 day supply

(lomitapide mesylate) per 1 fill)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier TR RGNS &

Limits
LEQVIO SUBCUTANEOUS SOLUTION PREFILLED SYRINGE OA PA
284 MG/1.5ML (inclisiran sodium)
LOVAZA ORAL CAPSULE 1 GM (omega-3-acid ethyl esters) 3
NEXLETOL ORAL TABLET 180 MG (bempedoic acid) 2 PA; QL (1 EA per 1 day)
NEX!_IZ.ET ORAL TABLET 180-10 MG (bempedoic acid- 5 PA: QL (1 EA per 1 day)
ezetimibe)

niacin er (antihyperlipidemic) oral tablet extended release
1000 mg, 500 mg, 750 mg

omega-3-acid ethyl esters oral capsule 1 gm
VASCEPA ORAL CAPSULE 0.5 GM, 1 GM (icosapent ethyl) 3

BETA-ADRENERGIC BLOCKING AGENTS - Drugs for
Abnormal Heart Rhythms

acebutolol hcl oral capsule 200 mg, 400 mg 1
atenolol oral tablet 100 mg, 25 mg, 50 mg 1
atenolol-chlorthalidone oral tablet 100-25 mg, 50-25 mg 1
BETAPACE AF ORAL TABLET 120 MG, 160 MG, 80 MG 3
(sotalol hcl af)

BETAPACE ORAL TABLET 120 MG, 160 MG, 80 MG (sotalol 3
hcl)

betaxolol hcl oral tablet 10 mg, 20 mg 1
bisoprolol fumarate oral tablet 10 mg, 5 mg 1

bisoprolol-hydrochlorothiazide oral tablet 10-6.25 mg, 2.5-
6.25 mg, 5-6.25 mg

BREVIBLOC IN NACL INTRAVENOUS SOLUTION 2000

MG/100ML, 2500 MG/250ML (esmolol hcl-sodium chloride) OA
BREVIBLOC INTRAVENOUS SOLUTION 100 MG/10ML

OA
(esmolol hcl)
BREVIBLOC PREMIXED DS INTRAVENOUS SOLUTION 2000 OA

MG/100ML (esmolol hcl-sodium chloride)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits
BREVIBLOC PREMIXED INTRAVENOUS SOLUTION 2500 OA
MG/250ML (esmolol hcl-sodium chloride)

BYSTOLIC ORAL TABLET 10 MG, 2.5 MG, 20 MG, 5 MG 3
(nebivolol hcl)

carvedilol oral tablet 12.5 mg, 25 mg, 3.125 mg, 6.25 mg 1
carvedilol phosphate er oral capsule extended release 24 1
hour 10 mg, 20 mg, 40 mg, 80 mg

COREG CR ORAL CAPSULE EXTENDED RELEASE 24 3
HOUR 10 MG, 20 MG, 40 MG, 80 MG (carvedilol phosphate)

COREG ORAL TABLET 12.5 MG, 25 MG, 3.125 MG, 6.25 MG 3
(carvedilol)

CORGARD ORAL TABLET 20 MG, 40 MG (nadolol) 3
esmolol hcl intravenous solution 100 mg/10ml OA
ESMOLOL HCL INTRAVENOUS SOLUTION 2000 MG/100ML, OA
2500 MG/250ML

ESMOLOL HCL INTRAVENOUS SOLUTION PREFILLED OA
SYRINGE 100 MG/10ML

esmolol hcl-sodium chloride intravenous solution 2000 OA

mgl/100ml, 2500 mg/250ml

HEMANGEOL ORAL SOLUTION 4.28 MG/ML (propranolol SP; QL (30 day supply per 1
hcl) fill)

INDERAL LA ORAL CAPSULE EXTENDED RELEASE 24

HOUR 120 MG, 160 MG, 60 MG, 80 MG (propranolol hcl) 3
INDERAL XL ORAL CAPSULE EXTENDED RELEASE 24 3 PA
HOUR 120 MG, 80 MG (propranolol hcl sr beads)

INNOPRAN XL ORAL CAPSULE EXTENDED RELEASE 24 3 PA
HOUR 120 MG, 80 MG (propranolol hcl sr beads)

KAPSPARGO SPRINKLE ORAL CAPSULE ER 24 HOUR

SPRINKLE 100 MG, 200 MG, 25 MG, 50 MG (metoprolol 3

succinate)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier TR RGNS &

Limits
LABETALOL HCL INTRAVENOUS SOLUTION PREFILLED OA
SYRINGE 10 MG/2ML, 20 MG/4ML
labetalol hcl oral tablet 100 mg, 200 mg, 300 mg 1
labetalol hcl solution 5 mg/ml intravenous OA
LABETALOL HCL SOLUTION 5 MG/ML INTRAVENOUS OA
LABETALOL HCL-DEXTROSE INTRAVENOUS SOLUTION OA

200-5 MG/200ML-%

LABETALOL HCL-SODIUM CHLORIDE INTRAVENOUS
SOLUTION 100-0.72 MG/100ML-%, 200-0.72 MG/200ML-%, OA
300-0.72 MG/300ML-%

LOPRESSOR ORAL TABLET 100 MG, 50 MG (metoprolol

tartrate) 3
metoprolol succinate er oral tablet extended release 24 1
hour 100 mg, 200 mg, 25 mg, 50 mg
metoprolol tartrate intravenous solution 5 mg/5ml OA
metoprolol tartrate oral tablet 100 mg, 25 mg, 37.5 mg, 50 1
mg, 75 mg
metoprolol-hydrochlorothiazide oral tablet 100-25 mg, 100-

1
50 mg, 50-25 mg
nadolol oral tablet 20 mg, 40 mg, 80 mg 1
nebivolol hcl oral tablet 10 mg, 2.5 mg, 20 mg, 5 mg 1
pindolol oral tablet 10 mg, 5 mg 1
propranolol hcl er oral capsule extended release 24 hour 1
120 mg, 160 mg, 60 mg, 80 mg
propranolol hcl intravenous solution 1 mgiml OA
propranolol hcl oral solution 20 mg/5ml, 40 mg/5ml 1
propranolol hcl oral tablet 10 mg, 20 mg, 40 mg, 60 mg, 80 1
mg
sotalol hcl (af) oral tablet 120 mg, 160 mg, 80 mg 1

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits
SOTALOL HCL INTRAVENOUS SOLUTION 150 MG/10ML OA

sotalol hcl oral tablet 120 mg, 160 mg, 240 mg, 80 mg

SOTYLIZE ORAL SOLUTION 5 MG/ML (sotalol hcl) 3
TENORETIC 100 ORAL TABLET 100-25 MG (atenolol- 3
chlorthalidone)

TENORETIC 50 ORAL TABLET 50-25 MG (atenolol- 3
chlorthalidone)

TENORMIN ORAL TABLET 100 MG, 25 MG, 50 MG (atenolol) 3

timolol maleate oral tablet 10 mg, 20 mg, 5 mg
TOPROL XL ORAL TABLET EXTENDED RELEASE 24 HOUR

100 MG, 200 MG, 25 MG, 50 MG (metoprolol succinate) 3
BETA-ADRENERGIC BLOCKING AGT.(HYPOTEN) - Drugs
for High Blood Pressure & Angina
acebutolol hcl oral capsule 200 mg, 400 mg 1
atenolol oral tablet 100 mg, 25 mg, 50 mg 1
BETAPACE AF ORAL TABLET 120 MG, 160 MG, 80 MG 3
(sotalol hcl af)
BETAPACE ORAL TABLET 120 MG, 160 MG, 80 MG (sotalol 3
hcl)
betaxolol hcl oral tablet 10 mg, 20 mg 1
bisoprolol fumarate oral tablet 10 mg, 5 mg 1
BREVIBLOC IN NACL INTRAVENOUS SOLUTION 2000 OA
MG/100ML, 2500 MG/250ML (esmolol hcl-sodium chloride)
BREVIBLOC INTRAVENOUS SOLUTION 100 MG/10ML

OA
(esmolol hcl)
BREVIBLOC PREMIXED DS INTRAVENOUS SOLUTION 2000 OA
MG/100ML (esmolol hcl-sodium chloride)
BREVIBLOC PREMIXED INTRAVENOUS SOLUTION 2500 OA

MG/250ML (esmolol hcl-sodium chloride)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier Limits

carvedilol oral tablet 12.5 mg, 25 mg, 3.125 mg, 6.25 mg 1

carvedilol phosphate er oral capsule extended release 24
hour 10 mg, 20 mg, 40 mg, 80 mg

COREG CR ORAL CAPSULE EXTENDED RELEASE 24

1

HOUR 10 MG, 20 MG, 40 MG, 80 MG (carvedilol phosphate) 3
COREG ORAL TABLET 12.5 MG, 25 MG, 3.125 MG, 6.25 MG 3
(carvedilol)

CORGARD ORAL TABLET 20 MG, 40 MG (nadolol) 3
esmolol hcl intravenous solution 100 mg/10ml OA
ESMOLOL HCL INTRAVENOUS SOLUTION 2000 MG/100ML, OA
2500 MG/250ML

ESMOLOL HCL INTRAVENOUS SOLUTION PREFILLED OA
SYRINGE 100 MG/10ML

esmolol hcl-sodium chloride intravenous solution 2000 OA
mgl/100ml, 2500 mg/250ml

HEMANGEOL ORAL SOLUTION 4.28 MG/ML (propranolol 4 SP; QL (30 day supply per 1

hel) fill)
INDERAL LA ORAL CAPSULE EXTENDED RELEASE 24

HOUR 120 MG, 160 MG, 60 MG, 80 MG (propranolol hcl) 3
INDERAL XL ORAL CAPSULE EXTENDED RELEASE 24 3 PA
HOUR 120 MG, 80 MG (propranolol hcl sr beads)

INNOPRAN XL ORAL CAPSULE EXTENDED RELEASE 24 3 PA
HOUR 120 MG, 80 MG (propranolol hcl sr beads)

KAPSPARGO SPRINKLE ORAL CAPSULE ER 24 HOUR

SPRINKLE 100 MG, 200 MG, 25 MG, 50 MG (metoprolol 3
succinate)

LABETALOL HCL INTRAVENOUS SOLUTION PREFILLED OA
SYRINGE 10 MG/2ML, 20 MG/4ML

labetalol hcl oral tablet 100 mg, 200 mg, 300 mg 1

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

labetalol hcl solution 5§ mgiml intravenous OA

LABETALOL HCL SOLUTION 5 MG/ML INTRAVENOUS OA

LABETALOL HCL-DEXTROSE INTRAVENOUS SOLUTION OA

200-5 MG/200ML-%

LABETALOL HCL-SODIUM CHLORIDE INTRAVENOUS

SOLUTION 100-0.72 MG/100ML-%, 200-0.72 MG/200ML-%, OA

300-0.72 MG/300ML-%

LOPRESSOR ORAL TABLET 100 MG, 50 MG (metoprolol 3

tartrate)

metoprolol succinate er oral tablet extended release 24 1

hour 100 mg, 200 mg, 25 mg, 50 mg

metoprolol tartrate intravenous solution 5 mg/5ml OA

metoprolol tartrate oral tablet 100 mg, 25 mg, 37.5 mg, 50 1

mg, 75 mg

nadolol oral tablet 20 mg, 40 mg, 80 mg 1

pindolol oral tablet 10 mg, 5 mg 1

propranolol hcl er oral capsule extended release 24 hour 1

120 mg, 160 mg, 60 mg, 80 mg

propranolol hcl intravenous solution 1 mgiml OA

propranolol hcl oral solution 20 mgl/5ml, 40 mg/5ml 1

propranolol hcl oral tablet 10 mg, 20 mg, 40 mg, 60 mg, 80 1

mg

sotalol hcl (af) oral tablet 120 mg, 160 mg, 80 mg 1

SOTALOL HCL INTRAVENOUS SOLUTION 150 MG/10ML OA

sotalol hcl oral tablet 120 mg, 160 mg, 240 mg, 80 mg 1

SOTYLIZE ORAL SOLUTION 5 MG/ML (sotalol hcl) 3

TENORMIN ORAL TABLET 100 MG, 25 MG, 50 MG (atenolol) 3

timolol maleate oral tablet 10 mg, 20 mg, 5 mg 1

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier Limits

TOPROL XL ORAL TABLET EXTENDED RELEASE 24 HOUR
100 MG, 200 MG, 25 MG, 50 MG (metoprolol succinate)

BILE ACID SEQUESTRANTS - Drugs for Cholesterol
cholestyramine light oral packet 4 gm

cholestyramine light oral powder 4 gm/dose

cholestyramine oral packet 4 gm

cholestyramine oral powder 4 gm/dose

colesevelam hcl oral packet 3.75 gm

colesevelam hcl oral tablet 625 mg

COLESTID FLAVORED ORAL PACKET 5 GM (colestipol hcl)
COLESTID ORAL GRANULES 5 GM (colestipol hcl)
COLESTID ORAL TABLET 1 GM (colestipol hcl)

colestipol hcl oral granules 5 gm

colestipol hcl oral packet 5 gm

colestipol hcl oral tablet 1 gm

prevalite oral packet 4 gm

Al Al Al Al Al W DNN] W Al A A A A &~

prevalite oral powder 4 gml/dose

QUESTRAN LIGHT ORAL POWDER 4 GM/DOSE
(cholestyramine light)

QUESTRAN ORAL PACKET 4 GM (cholestyramine)
QUESTRAN ORAL POWDER 4 GM/DOSE (cholestyramine)
WELCHOL ORAL PACKET 3.75 GM (colesevelam hcl)
WELCHOL ORAL TABLET 625 MG (colesevelam hcl)

w

Wl Wl W W

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier Limits

CALCIUM-CHANNEL BLOCK.AGT,MISC(HYPOTEN) - Drugs
for High Blood Pressure & Angina

CARDIZEM CD ORAL CAPSULE EXTENDED RELEASE 24

HOUR 120 MG, 180 MG, 240 MG, 300 MG, 360 MG (diltiazem 3
hcl coated beads)

CARDIZEM LA ORAL TABLET EXTENDED RELEASE 24

HOUR 120 MG, 180 MG, 240 MG, 300 MG, 360 MG, 420 MG 3
(diltiazem hcl)

CARDIZEM ORAL TABLET 120 MG, 30 MG, 60 MG (diltiazem 3
hcl)

cartia xt oral capsule extended release 24 hour 120 mg, 180
mg, 240 mg, 300 mg

diltiazem hcl er beads oral capsule extended release 24
hour 120 mg, 180 mg, 240 mg, 300 mg, 360 mg, 420 mg

diltiazem hcl er coated beads oral capsule extended release
24 hour 120 mg, 180 mg, 240 mg, 300 mg, 360 mg

diltiazem hcl er oral capsule extended release 12 hour 120
mg, 60 mg, 90 mg

diltiazem hcl er oral capsule extended release 24 hour 120
mg, 180 mg, 240 mg

diltiazem hcl er oral tablet extended release 24 hour 120
mg, 180 mg, 240 mg, 300 mg, 360 mg, 420 mg

diltiazem hcl intravenous solution 125 mgl/25ml, 25 mg/5ml,

50 mg/10ml OA
diltiazem hcl intravenous solution reconstituted 100 mg OA
diltiazem hcl oral tablet 120 mg, 30 mg, 60 mg, 90 mg 1
DILTIAZEM HCL-DEXTROSE INTRAVENOUS SOLUTION OA
125-5 MG/125ML-%

DILTIAZEM HCL-SODIUM CHLORIDE INTRAVENOUS OA

SOLUTION 125-0.7 MG/125ML-%, 125-0.9 MG/125ML-%

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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dilt-xr oral capsule extended release 24 hour 120 mg, 180
mg, 240 mg

matzim la oral tablet extended release 24 hour 180 mg, 240
mg, 300 mg, 360 mg, 420 mg

taztia xt oral capsule extended release 24 hour 120 mg, 180
mg, 240 mg, 300 mg, 360 mg

tiadylt er oral capsule extended release 24 hour 120 mg,
180 mg, 240 mg, 300 mg, 360 mg, 420 mg

TIAZAC ORAL CAPSULE EXTENDED RELEASE 24 HOUR
120 MG, 180 MG, 240 MG, 300 MG, 360 MG, 420 MG 3
(diltiazem hcl er beads)

verapamil hcl er oral capsule extended release 24 hour 100
mg, 120 mg, 180 mg, 200 mg, 240 mg, 300 mg, 360 mg

verapamil hcl er oral tablet extended release 120 mg, 180

mg, 240 mg

verapamil hcl intravenous solution 2.5 mg/ml OA
verapamil hcl oral tablet 120 mg, 40 mg, 80 mg 1
VERELAN ORAL CAPSULE EXTENDED RELEASE 24 HOUR 3
120 MG, 180 MG, 240 MG, 360 MG (verapamil hcl)

VERELAN PM ORAL CAPSULE EXTENDED RELEASE 24 3
HOUR 100 MG, 200 MG, 300 MG (verapamil hcl)
CALCIUM-CHANNEL BLOCKING AGENTS, MISC. - Drugs

for High Blood Pressure & Angina

CARDIZEM CD ORAL CAPSULE EXTENDED RELEASE 24

HOUR 120 MG, 180 MG, 240 MG, 300 MG, 360 MG (diltiazem 3
hcl coated beads)

CARDIZEM LA ORAL TABLET EXTENDED RELEASE 24

HOUR 120 MG, 180 MG, 240 MG, 300 MG, 360 MG, 420 MG 3
(diltiazem hcl)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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CARDIZEM ORAL TABLET 120 MG, 30 MG, 60 MG (diltiazem
hcl)

cartia xt oral capsule extended release 24 hour 120 mg, 180
mg, 240 mg, 300 mg

diltiazem hcl er beads oral capsule extended release 24
hour 120 mg, 180 mg, 240 mg, 300 mg, 360 mg, 420 mg

diltiazem hcl er coated beads oral capsule extended release
24 hour 120 mg, 180 mg, 240 mg, 300 mg, 360 mg

diltiazem hcl er oral capsule extended release 12 hour 120
mg, 60 mg, 90 mg

diltiazem hcl er oral capsule extended release 24 hour 120
mg, 180 mg, 240 mg

diltiazem hcl er oral tablet extended release 24 hour 120
mg, 180 mg, 240 mg, 300 mg, 360 mg, 420 mg

diltiazem hcl intravenous solution 125 mgl/25ml, 25 mgl/5ml,
50 mg/10ml

diltiazem hcl intravenous solution reconstituted 100 mg OA

OA

diltiazem hcl oral tablet 120 mg, 30 mg, 60 mg, 90 mg 1

DILTIAZEM HCL-DEXTROSE INTRAVENOUS SOLUTION
125-5 MG/125ML-%

DILTIAZEM HCL-SODIUM CHLORIDE INTRAVENOUS
SOLUTION 125-0.7 MG/125ML-%, 125-0.9 MG/125ML-%

dilt-xr oral capsule extended release 24 hour 120 mg, 180
mg, 240 mg

OA

OA

matzim la oral tablet extended release 24 hour 180 mg, 240
mg, 300 mg, 360 mg, 420 mg

taztia xt oral capsule extended release 24 hour 120 mg, 180
mg, 240 mg, 300 mg, 360 mg

tiadylt er oral capsule extended release 24 hour 120 mg,
180 mg, 240 mg, 300 mg, 360 mg, 420 mg

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier Limits

TIAZAC ORAL CAPSULE EXTENDED RELEASE 24 HOUR
120 MG, 180 MG, 240 MG, 300 MG, 360 MG, 420 MG 3
(diltiazem hcl er beads)

trandolapril-verapamil hcl er oral tablet extended release 1-
240 mg, 2-180 mg, 2-240 mg, 4-240 mg

verapamil hcl er oral capsule extended release 24 hour 100
mg, 120 mg, 180 mg, 200 mg, 240 mg, 300 mg, 360 mg

verapamil hcl er oral tablet extended release 120 mg, 180

mg, 240 mg
verapamil hcl intravenous solution 2.5 mgiml OA
verapamil hcl oral tablet 120 mg, 40 mg, 80 mg 1

VERELAN ORAL CAPSULE EXTENDED RELEASE 24 HOUR

120 MG, 180 MG, 240 MG, 360 MG (verapamil hcl) 3

VERELAN PM ORAL CAPSULE EXTENDED RELEASE 24 3

HOUR 100 MG, 200 MG, 300 MG (verapamil hcl)

CARBONIC ANHYDRASE INHIBITORS(HYPOTEN) - Drugs

for High Blood Pressure & Angina

acetazolamide er oral capsule extended release 12 hour 500 1

mg

acetazolamide oral tablet 125 mg, 250 mg 1
acetazolamide sodium injection solution reconstituted 500 OA

mg

methazolamide oral tablet 25 mg, 50 mg 1

CARDIAC DRUGS, MISCELLANEOUS - Drugs for Angina

ASPRUZYO SPRINKLE ORAL PACKET 1000 MG, 500 MG 3 PA
(ranolazine)

CAMZYOS ORAL CAPSULE 10 MG, 15 MG, 2.5 MG, 5 MG 4 PA; SP; QL (30 day supply
(mavacamten) per 1 fill)
CORLANOR ORAL SOLUTION 5 MG/5ML (ivabradine hcl) 3

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier Limits
CORLANOR ORAL TABLET 5 MG, 7.5 MG (ivabradine hcl) 2

ranolazine er oral tablet extended release 12 hour 1000 mg, 1

500 mg

PA; SP; QL (30 day supply

VYNDAMAX ORAL CAPSULE 61 MG (tafamidis) 4 oer 1 fill
VYNDAQEL ORAL CAPSULE 20 MG (tafamidis meglumine 4 PA; SP; QL (30 day supply
(cardiac)) per 1 fill)
CARDIOTONIC AGENTS - Drugs for Angina
digoxin injection solution 0.25 mgiml OA
digoxin oral solution 0.05 mg/iml 1
digoxin oral tablet 125 mcg, 250 mcg, 62.5 mcg 1
dobutamine hcl intravenous solution 12.5 mgiml, 250
OA
mg/20ml
dobutamine-dextrose intravenous solution 1-5 mgiml-%, 2- OA
5 mgimi-%, 4-5 mgimI-%
dopamine hcl intravenous solution 40 mg/ml OA
dopamine-dextrose intravenous solution 0.8-5 mgiml-%, OA
1.6-5 mgiml-%, 3.2-5 mgiml-%
LANOXIN INJECTION SOLUTION 0.25 MG/ML (digoxin) OA
LANOXIN ORAL TABLET 125 MCG, 250 MCG, 62.5 MCG 3
(digoxin)
LANOXIN PEDIATRIC INJECTION SOLUTION 0.1 MG/ML OA
(digoxin)
milrinone lactate in dextrose intravenous solution 20-5 OA
mgl/100mli-%, 40-5 mg/200mli-%
milrinone lactate intravenous solution 10 mg/10ml, 20 OA

mgl/20ml, 50 mg/50ml

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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CENTRAL ALPHA-AGONISTS - Drugs for High Blood
Pressure & Angina

CATAPRES-TTS-1 TRANSDERMAL PATCH WEEKLY 0.1

MG/24HR (clonidine) 3
CATAPRES-TTS-2 TRANSDERMAL PATCH WEEKLY 0.2 3
MG/24HR (clonidine)

CATAPRES-TTS-3 TRANSDERMAL PATCH WEEKLY 0.3 3
MG/24HR (clonidine)

clonidine hcl (analgesia) epidural solution 100 mcg/ml, 500 OA
mcg/ml

clonidine hcl er oral tablet extended release 12 hour 0.1 mg 1
CLONIDINE HCL ER ORAL TABLET EXTENDED RELEASE 3
24 HOUR 0.17 MG

clonidine hcl oral tablet 0.1 mg, 0.2 mg, 0.3 mg 1
clonidine transdermal patch weekly 0.1 mgl/24hr, 0.2 1
mgl24hr, 0.3 mgl24hr

DURACLON EPIDURAL SOLUTION 100 MCG/ML (clonidine OA

hcl (analgesia))

guanfacine hcl oral tablet 1 mg, 2 mg
METHYLDOPA ORAL TABLET 250 MG, 500 MG 3

NEXICLON XR ORAL TABLET EXTENDED RELEASE 24
HOUR 0.17 MG (clonidine hcl)

CHOLESTEROL ABSORPTION INHIBITORS - Drugs for
Cholesterol

ezetimibe oral tablet 10 mg 1

ezetimibe-simvastatin oral tablet 10-10 mg, 10-20 mg, 10-40
mg, 10-80 mg

NEXLIZET ORAL TABLET 180-10 MG (bempedoic acid-
ezetimibe)

2 PA; QL (1 EA per 1 day)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits
ROSZET ORAL TABLET 10-10 MG, 10-20 MG, 10-40 MG, 10-5
. . 3

MG (ezetimibe-rosuvastatin)
VYTORIN ORAL TABLET 10-10 MG, 10-20 MG, 10-40 MG, 10- 3
80 MG (ezetimibe-simvastatin)
ZETIA ORAL TABLET 10 MG (ezetimibe) 3
CLASS IA ANTIARRHYTHMICS - Drugs for Angina
disopyramide phosphate oral capsule 100 mg, 150 mg 1
NORPACE CR ORAL CAPSULE EXTENDED RELEASE 12 5
HOUR 100 MG, 150 MG (disopyramide phosphate)
NORPACE ORAL CAPSULE 100 MG, 150 MG (disopyramide 3
phosphate)
procainamide hcl injection solution 100 mg/ml, 500 mg/ml OA
quinidine gluconate er oral tablet extended release 324 mg 1
quinidine sulfate oral tablet 200 mg, 300 mg 1
CLASS IB ANTIARRHYTHMICS - Drugs for Angina
DILANTIN INFATABS ORAL TABLET CHEWABLE 50 MG 3
(phenytoin)
DILANTIN ORAL CAPSULE 100 MG (phenytoin sodium 3
extended)
DILANTIN ORAL CAPSULE 30 MG (phenytoin sodium 5
extended)
DILANTIN ORAL SUSPENSION 125 MG/5ML (phenytoin) 3
LIDOCAINE HCL (CARDIAC) INTRAVENOUS SOLUTION
PREFILLED SYRINGE 100 MG/10ML, 200 MG/10ML, 60 OA
MG/3ML
lidocaine hcl (cardiac) intravenous solution prefilled

. OA
syringe 50 mg/5ml
lidocaine hcl (cardiac) pf intravenous solution 100 mg/5ml OA

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

lidocaine hcl (cardiac) pf intravenous solution prefilled OA
syringe 100 mg/5ml, 50 mg/5ml
lidocaine hcl (cardiac) solution prefilled syringe 100 mg/5ml OA
intravenous
LIDOCAINE HCL (CARDIAC) SOLUTION PREFILLED OA
SYRINGE 100 MG/5ML INTRAVENOUS
LIDOCAINE IN D5W INTRAVENOUS SOLUTION 2-5 MG/ML- OA
%
lidocaine in d5w intravenous solution 4-5 mgiml-%, 8-5

OA
mgiml-%
mexiletine hcl oral capsule 150 mg, 200 mg, 250 mg 1
phenytek oral capsule 200 mg, 300 mg 1
phenytoin infatabs oral tablet chewable 50 mg 1
phenytoin oral suspension 100 mgl4ml, 125 mg/5ml 1
phenytoin oral tablet chewable 50 mg 1
phenytoin sodium extended oral capsule 100 mg, 200 mg, 1
300 mg
phenytoin sodium injection solution 50 mgiml OA
CLASS IC ANTIARRHYTHMICS - Drugs for Angina
flecainide acetate oral tablet 100 mg, 150 mg, 50 mg 1
propafenone hcl er oral capsule extended release 12 hour 1
225 mg, 325 mg, 425 mg
propafenone hcl oral tablet 150 mg, 225 mg, 300 mg 1
CLASS Il ANTIARRHYTHMICS - Drugs for Angina
acebutolol hcl oral capsule 200 mg, 400 mg 1
atenolol oral tablet 100 mg, 25 mg, 50 mg 1
BETAPACE AF ORAL TABLET 120 MG, 160 MG, 80 MG 3
(sotalol hcl af)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

BETAPACE ORAL TABLET 120 MG, 160 MG, 80 MG (sotalol 3
hcl)
betaxolol hcl oral tablet 10 mg, 20 mg 1
bisoprolol fumarate oral tablet 10 mg, 5 mg 1
BREVIBLOC IN NACL INTRAVENOUS SOLUTION 2000 OA
MG/100ML, 2500 MG/250ML (esmolol hcl-sodium chloride)
BREVIBLOC INTRAVENOUS SOLUTION 100 MG/10ML

OA
(esmolol hcl)
BREVIBLOC PREMIXED DS INTRAVENOUS SOLUTION 2000 OA
MG/100ML (esmolol hcl-sodium chloride)
BREVIBLOC PREMIXED INTRAVENOUS SOLUTION 2500 OA
MG/250ML (esmolol hcl-sodium chloride)
carvedilol oral tablet 12.5 mg, 25 mg, 3.125 mg, 6.25 mg 1
carvedilol phosphate er oral capsule extended release 24 1
hour 10 mg, 20 mg, 40 mg, 80 mg
COREG CR ORAL CAPSULE EXTENDED RELEASE 24 3
HOUR 10 MG, 20 MG, 40 MG, 80 MG (carvedilol phosphate)
COREG ORAL TABLET 12.5 MG, 25 MG, 3.125 MG, 6.25 MG 3
(carvedilol)
esmolol hcl intravenous solution 100 mg/10ml OA
ESMOLOL HCL INTRAVENOUS SOLUTION 2000 MG/100ML, OA
2500 MG/250ML
ESMOLOL HCL INTRAVENOUS SOLUTION PREFILLED OA
SYRINGE 100 MG/10ML
esmolol hcl-sodium chloride intravenous solution 2000 OA
mg/100ml, 2500 mg/250ml|
HEMANGEOL ORAL SOLUTION 4.28 MG/ML (propranolol 4 SP; QL (30 day supply per 1
hcl) fill)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier TR RGNS &

Limits
INDERAL LA ORAL CAPSULE EXTENDED RELEASE 24 3
HOUR 120 MG, 160 MG, 60 MG, 80 MG (propranolol hcl)
INDERAL XL ORAL CAPSULE EXTENDED RELEASE 24 3 PA
HOUR 120 MG, 80 MG (propranolol hcl sr beads)
INNOPRAN XL ORAL CAPSULE EXTENDED RELEASE 24 3 PA
HOUR 120 MG, 80 MG (propranolol hcl sr beads)
KAPSPARGO SPRINKLE ORAL CAPSULE ER 24 HOUR
SPRINKLE 100 MG, 200 MG, 25 MG, 50 MG (metoprolol 3
succinate)
LABETALOL HCL INTRAVENOUS SOLUTION PREFILLED OA
SYRINGE 10 MG/2ML, 20 MG/4ML
labetalol hcl oral tablet 100 mg, 200 mg, 300 mg 1
labetalol hcl solution 5 mg/ml intravenous OA
LABETALOL HCL SOLUTION 5 MG/ML INTRAVENOUS OA
LABETALOL HCL-DEXTROSE INTRAVENOUS SOLUTION OA

200-5 MG/200ML-%

LABETALOL HCL-SODIUM CHLORIDE INTRAVENOUS
SOLUTION 100-0.72 MG/100ML-%, 200-0.72 MG/200ML-%, OA
300-0.72 MG/300ML-%

LOPRESSOR ORAL TABLET 100 MG, 50 MG (metoprolol
tartrate)

metoprolol succinate er oral tablet extended release 24
hour 100 mg, 200 mg, 25 mg, 50 mg

metoprolol tartrate intravenous solution 5 mg/5ml OA

metoprolol tartrate oral tablet 100 mg, 25 mg, 37.5 mg, 50
mg, 75 mg

pindolol oral tablet 10 mg, 5 mg 1

propranolol hcl er oral capsule extended release 24 hour
120 mg, 160 mg, 60 mg, 80 mg

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier TR RGNS &

Limits
propranolol hcl intravenous solution 1 mgiml OA
propranolol hcl oral solution 20 mgl/5ml, 40 mg/5ml 1
propranolol hcl oral tablet 10 mg, 20 mg, 40 mg, 60 mg, 80 1
mg
sotalol hcl (af) oral tablet 120 mg, 160 mg, 80 mg 1
SOTALOL HCL INTRAVENOUS SOLUTION 150 MG/10ML OA
sotalol hcl oral tablet 120 mg, 160 mg, 240 mg, 80 mg 1
SOTYLIZE ORAL SOLUTION 5 MG/ML (sotalol hcl) 3
TENORMIN ORAL TABLET 100 MG, 25 MG, 50 MG (atenolol) 3
timolol maleate oral tablet 10 mg, 20 mg, 5 mg 1

TOPROL XL ORAL TABLET EXTENDED RELEASE 24 HOUR

100 MG, 200 MG, 25 MG, 50 MG (metoprolol succinate) 3
CLASS Illl ANTIARRHYTHMICS - Drugs for Angina

AMIODARONE HCL IN DEXTROSE INTRAVENOUS OA
SOLUTION 450-5 MG/250ML-%, 900-5 MG/500ML-%

amiodarone hcl intravenous solution 150 mg/3ml, 450 OA
mgl/9ml, 900 mgl18ml

amiodarone hcl oral tablet 100 mg, 200 mg, 400 mg 1
BETAPACE AF ORAL TABLET 120 MG, 160 MG, 80 MG 3
(sotalol hcl af)

BETAPACE ORAL TABLET 120 MG, 160 MG, 80 MG (sotalol 3
hcl)

CORVERT INTRAVENOUS SOLUTION 1 MG/10ML (ibutilide OA
fumarate)

dofetilide oral capsule 125 mcg, 250 mcg, 500 mcg 1
ibutilide fumarate intravenous solution 1 mgl/10ml OA
MULTAQ ORAL TABLET 400 MG (dronedarone hcl) 3

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

NEXTERONE INTRAVENOUS SOLUTION 150-4.21

MG/100ML-%, 360-4.14 MG/200ML-% (amiodarone hcl in OA
dextrose)
PACERONE ORAL TABLET 100 MG, 200 MG, 400 MG 3
(amiodarone hcl)
sotalol hcl (af) oral tablet 120 mg, 160 mg, 80 mg 1
SOTALOL HCL INTRAVENOUS SOLUTION 150 MG/10ML OA
sotalol hcl oral tablet 120 mg, 160 mg, 240 mg, 80 mg
SOTYLIZE ORAL SOLUTION 5 MG/ML (sotalol hcl) 3
TIKOSYN ORAL CAPSULE 125 MCG, 250 MCG, 500 MCG

- 3
(dofetilide)
CLASS IV ANTIARRHYTHMICS - Drugs for Angina
adenosine intravenous solution 12 mgl4ml, 6 mg/2ml OA
CARDIZEM CD ORAL CAPSULE EXTENDED RELEASE 24
HOUR 120 MG, 180 MG, 240 MG, 300 MG, 360 MG (diltiazem 3
hcl coated beads)
CARDIZEM LA ORAL TABLET EXTENDED RELEASE 24
HOUR 120 MG, 180 MG, 240 MG, 300 MG, 360 MG, 420 MG 3
(diltiazem hcl)
CARDIZEM ORAL TABLET 120 MG, 30 MG, 60 MG (diltiazem 3
hcl)

cartia xt oral capsule extended release 24 hour 120 mg, 180
mg, 240 mg, 300 mg

diltiazem hcl er beads oral capsule extended release 24
hour 120 mg, 180 mg, 240 mg, 300 mg, 360 mg, 420 mg

diltiazem hcl er coated beads oral capsule extended release
24 hour 120 mg, 180 mg, 240 mg, 300 mg, 360 mg

diltiazem hcl er oral capsule extended release 12 hour 120
mg, 60 mg, 90 mg

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024

169



Coverage Requirements &

Prescription Drug Name Drug Tier Limits

diltiazem hcl er oral capsule extended release 24 hour 120
mg, 180 mg, 240 mg

diltiazem hcl er oral tablet extended release 24 hour 120
mg, 180 mg, 240 mg, 300 mg, 360 mg, 420 mg

diltiazem hcl intravenous solution 125 mg/25ml, 25 mg/5ml,

50 mgl/10ml OA
diltiazem hcl intravenous solution reconstituted 100 mg OA
diltiazem hcl oral tablet 120 mg, 30 mg, 60 mg, 90 mg 1
DILTIAZEM HCL-DEXTROSE INTRAVENOUS SOLUTION OA
125-5 MG/125ML-%

DILTIAZEM HCL-SODIUM CHLORIDE INTRAVENOUS OA

SOLUTION 125-0.7 MG/125ML-%, 125-0.9 MG/125ML-%

dilt-xr oral capsule extended release 24 hour 120 mg, 180
mg, 240 mg

matzim la oral tablet extended release 24 hour 180 mg, 240
mg, 300 mg, 360 mg, 420 mg

taztia xt oral capsule extended release 24 hour 120 mg, 180
mg, 240 mg, 300 mg, 360 mg

tiadylt er oral capsule extended release 24 hour 120 mg,
180 mg, 240 mg, 300 mg, 360 mg, 420 mg

TIAZAC ORAL CAPSULE EXTENDED RELEASE 24 HOUR
120 MG, 180 MG, 240 MG, 300 MG, 360 MG, 420 MG 3
(diltiazem hcl er beads)

verapamil hcl er oral capsule extended release 24 hour 100
mg, 120 mg, 180 mg, 200 mg, 240 mg, 300 mg, 360 mg

verapamil hcl er oral tablet extended release 120 mg, 180

mg, 240 mg
verapamil hcl intravenous solution 2.5 mgiml OA
verapamil hcl oral tablet 120 mg, 40 mg, 80 mg 1

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits
VERELAN ORAL CAPSULE EXTENDED RELEASE 24 HOUR 3

120 MG, 180 MG, 240 MG, 360 MG (verapamil hcl)

VERELAN PM ORAL CAPSULE EXTENDED RELEASE 24 3

HOUR 100 MG, 200 MG, 300 MG (verapamil hcl)

DIHYDROPYRIDINES - Drugs for High Blood Pressure &

Angina

amlodipine besylate oral tablet 10 mg, 2.5 mg, 5 mg 1

amlodipine besylate-benazepril hcl oral capsule 10-20 mg,
10-40 mg, 2.5-10 mg, 5-10 mg, 5-20 mg, 5-40 mg

amlodipine besylate-valsartan oral tablet 10-160 mg, 10-320
mg, 5-160 mg, 5-320 mg

amlodipine-atorvastatin oral tablet 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, 1
5-20 mg, 5-40 mg, 5-80 mg

amlodipine-olmesartan oral tablet 10-20 mg, 10-40 mg, 5-20
mg, 5-40 mg

amlodipine-valsartan-hctz oral tablet 10-160-12.5 mg, 10-
160-25 mg, 10-320-25 mg, 5-160-12.5 mg, 5-160-25 mg

AZOR ORAL TABLET 10-20 MG, 10-40 MG, 5-20 MG, 5-40

MG (amlodipine-olmesartan) 3

CADUET ORAL TABLET 10-10 MG, 10-20 MG, 10-40 MG, 10-

80 MG, 5-10 MG, 5-20 MG, 5-40 MG, 5-80 MG (amlodipine- 3
atorvastatin)

CARDENE IV INTRAVENOUS SOLUTION 20-0.86 MG/200ML- OA

%, 40-0.83 MG/200ML-% (nicardipine hcl in nacl)

CLEVIPREX INTRAVENOUS EMULSION 25 MG/50ML, 50 OA
MG/100ML (clevidipine)

CONJUPRI ORAL TABLET 2.5 MG, 5 MG (levamlodipine 3 PA

maleate)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024

171



Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

EXFORGE HCT ORAL TABLET 10-160-12.5 MG, 10-160-25

MG, 10-320-25 MG, 5-160-12.5 MG, 5-160-25 MG 3

(amlodipine-valsartan-hctz)

EXFORGE ORAL TABLET 10-160 MG, 10-320 MG, 5-160 MG, 3

5-320 MG (amlodipine besylate-valsartan)

felodipine er oral tablet extended release 24 hour 10 mg, 2.5 1

mg, 5 mg

isradipine oral capsule 2.5 mg, 5§ mg 1

KATERZIA ORAL SUSPENSION 1 MG/ML (amlodipine 3

benzoate)

LEVAMLODIPINE MALEATE ORAL TABLET 2.5 MG, 5 MG 3 PA

LOTREL ORAL CAPSULE 10-20 MG, 10-40 MG, 5-10 MG, 5- 3

20 MG (amlodipine besy-benazepril hcl)

NICARDIPINE HCL IN NACL INTRAVENOUS SOLUTION 20- OA

0.9 MG/200ML-%, 40-0.9 MG/200ML-%

NICARDIPINE HCL IN NACL INTRAVENOUS SOLUTION OA

PREFILLED SYRINGE 1-0.9 MG/10ML-%

nicardipine hcl intravenous solution 2.5 mgiml OA

nicardipine hcl oral capsule 20 mg, 30 mg 1

nifedipine er oral tablet extended release 24 hour 30 mg, 60 1

mg, 90 mg

nifedipine er osmotic release oral tablet extended release 1

24 hour 30 mg, 60 mg, 90 mg

nifedipine oral capsule 10 mg, 20 mg 1

nimodipine oral capsule 30 mg 1

nisoldipine er oral tablet extended release 24 hour 17 mg, 1

20 mg, 25.5 mg, 30 mg, 34 mg, 40 mg, 8.5 mg

NORLIQVA ORAL SOLUTION 1 MG/ML (amlodipine 3

besylate)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

NORVASC ORAL TABLET 10 MG, 2.5 MG, 5 MG (amlodipine
besylate)

NYMALIZE ORAL SOLUTION 6 MG/ML (nimodipine) 3
olmesartan-amlodipine-hctz oral tablet 20-5-12.5 mg, 40-10-
12.5 mg, 40-10-25 mg, 40-5-12.5 mg, 40-5-25 mg
PRESTALIA ORAL TABLET 14-10 MG, 3.5-2.5 MG, 7-5 MG
(perindopril arg-amlodipine)

PROCARDIA XL ORAL TABLET EXTENDED RELEASE 24
HOUR 30 MG, 60 MG, 90 MG (nifedipine)

SULAR ORAL TABLET EXTENDED RELEASE 24 HOUR 17
MG, 34 MG, 8.5 MG (nisoldipine)

telmisartan-amlodipine oral tablet 40-10 mg, 40-5 mg, 80-10
mg, 80-5 mg

TRIBENZOR ORAL TABLET 20-5-12.5 MG, 40-10-12.5 MG,
40-10-25 MG, 40-5-12.5 MG, 40-5-25 MG (olmesartan- 3
amlodipine-hctz)

DIHYDROPYRIDINES (ANTIHYPERTENSIVE) - Drugs for
High Blood Pressure & Angina

3 PA

amlodipine besylate oral tablet 10 mg, 2.5 mg, 5 mg 1

CARDENE IV INTRAVENOUS SOLUTION 20-0.86 MG/200ML-
%, 40-0.83 MG/200ML-% (nicardipine hcl in nacl)

CLEVIPREX INTRAVENOUS EMULSION 25 MG/50ML, 50
MG/100ML (clevidipine)

CONJUPRI ORAL TABLET 2.5 MG, 5 MG (levamlodipine
maleate)

OA

OA

felodipine er oral tablet extended release 24 hour 10 mg, 2.5
mg, 5 mg

isradipine oral capsule 2.5 mg, 5§ mg 1

KATERZIA ORAL SUSPENSION 1 MG/ML (amlodipine
benzoate)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

LEVAMLODIPINE MALEATE ORAL TABLET 2.5 MG, 5 MG 3 PA

NICARDIPINE HCL IN NACL INTRAVENOUS SOLUTION 20- OA

0.9 MG/200ML-%, 40-0.9 MG/200ML-%

NICARDIPINE HCL IN NACL INTRAVENOUS SOLUTION OA

PREFILLED SYRINGE 1-0.9 MG/10ML-%

nicardipine hcl intravenous solution 2.5 mgiml OA

nicardipine hcl oral capsule 20 mg, 30 mg 1

nifedipine er oral tablet extended release 24 hour 30 mg, 60 1

mg, 90 mg

nifedipine er osmotic release oral tablet extended release 1

24 hour 30 mg, 60 mg, 90 mg

nifedipine oral capsule 10 mg, 20 mg 1

nimodipine oral capsule 30 mg 1

nisoldipine er oral tablet extended release 24 hour 17 mg, 1

20 mg, 25.5 mg, 30 mg, 34 mg, 40 mg, 8.5 mg

NORLIQVA ORAL SOLUTION 1 MG/ML (amlodipine 3

besylate)

NORVASC ORAL TABLET 10 MG, 2.5 MG, 5 MG (amlodipine 3

besylate)

NYMALIZE ORAL SOLUTION 6 MG/ML (nimodipine) 3

PROCARDIA XL ORAL TABLET EXTENDED RELEASE 24 3

HOUR 30 MG, 60 MG, 90 MG (nifedipine)

SULAR ORAL TABLET EXTENDED RELEASE 24 HOUR 17 3

MG, 34 MG, 8.5 MG (nisoldipine)

DIRECT VASODILATORS - Drugs for High Blood Pressure

& Angina

BIDIL ORAL TABLET 20-37.5 MG (isosorb dinitrate- 3

hydralazine)

hydralazine hcl injection solution 20 mg/ml OA

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits
hydralazine hcl oral tablet 10 mg, 100 mg, 25 mg, 50 mg 1
isosorb dinitrate-hydralazine oral tablet 20-37.5 mg 1
minoxidil oral tablet 10 mg, 2.5 mg 1

NIPRIDE RTU INTRAVENOUS SOLUTION 20-0.9 MG/100ML-

%, 50-0.9 MG/100ML-% (nitroprusside sodium-nacl) OA
nitroprusside sodium intravenous solution 25 mg/ml OA
nitroprusside sodium-nacl intravenous solution 20-0.9 OA

mgl/100mli-%, 50-0.9 mg/100mli-%
sodium nitroprusside intravenous solution 25 mgiml OA

DIURETICS, MISCELLANEOUS (HYPOTENSIVE) - Drugs for
High Blood Pressure & Angina

elixophyllin oral elixir 80 mg/15ml 1

THEO-24 ORAL CAPSULE EXTENDED RELEASE 24 HOUR
100 MG, 200 MG, 300 MG, 400 MG (theophylline)

theophylline er oral tablet extended release 12 hour 100
mg, 200 mg, 300 mg, 450 mg

theophylline er oral tablet extended release 24 hour 400
mg, 600 mg

theophylline oral elixir 80 mg/15ml 1

theophylline oral solution 80 mg/15ml 1
FIBRIC ACID DERIVATIVES - Drugs for Cholesterol

fenofibrate micronized oral capsule 130 mg, 134 mg, 200
mg, 43 mg, 67 mg

fenofibrate oral capsule 134 mg, 150 mg, 200 mg, 50 mg, 67
mg

fenofibrate oral tablet 120 mg, 145 mg, 160 mg, 40 mg, 48
mg, 54 mg

fenofibric acid oral capsule delayed release 135 mg, 45 mg 1

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

fenofibric acid oral tablet 105 mg, 35 mg

FENOGLIDE ORAL TABLET 120 MG, 40 MG (fenofibrate)
FIBRICOR ORAL TABLET 105 MG, 35 MG (fenofibric acid)
gemfibrozil oral tablet 600 mg

LIPOFEN ORAL CAPSULE 150 MG, 50 MG (fenofibrate)
LOPID ORAL TABLET 600 MG (gemfibrozil)

TRICOR ORAL TABLET 145 MG, 48 MG (fenofibrate)

TRILIPIX ORAL CAPSULE DELAYED RELEASE 135 MG, 45
MG (choline fenofibrate)

HMG-COA REDUCTASE INHIBITORS - Drugs for
Cholesterol

ALTOPREV ORAL TABLET EXTENDED RELEASE 24 HOUR
20 MG, 40 MG, 60 MG (lovastatin)

amlodipine-atorvastatin oral tablet 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, 1
5-20 mg, 5-40 mg, 5-80 mg

ATORVALIQ ORAL SUSPENSION 20 MG/5ML (atorvastatin

W W[ W | W[W| =

, 3 PA
calcium)
atorvastatin calcium oral tablet 10 mg, 20 mg 1 PV
atorvastatin calcium oral tablet 40 mg, 80 mg 1
CADUET ORAL TABLET 10-10 MG, 10-20 MG, 10-40 MG, 10-
80 MG, 5-10 MG, 5-20 MG, 5-40 MG, 5-80 MG (amlodipine- 3
atorvastatin)
CRESTOR ORAL TABLET 10 MG, 20 MG, 40 MG, 5 MG 3
(rosuvastatin calcium)
EZALLOR SPRINKLE ORAL CAPSULE SPRINKLE 10 MG, 20 3

MG, 40 MG, 5 MG (rosuvastatin calcium)

ezetimibe-simvastatin oral tablet 10-10 mg, 10-20 mg, 10-40
mg, 10-80 mg

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

FLOLIPID ORAL SUSPENSION 20 MG/5ML, 40 MG/5ML 3
fluvastatin sodium er oral tablet extended release 24 hour 1 PV
80 mg
fluvastatin sodium oral capsule 20 mg, 40 mg 1 PV
LESCOL XL ORAL TABLET EXTENDED RELEASE 24 HOUR 3
80 MG (fluvastatin sodium)
LIPITOR ORAL TABLET 10 MG, 20 MG, 40 MG, 80 MG 3
(atorvastatin calcium)
LIVALO ORAL TABLET 1 MG, 2 MG, 4 MG (pitavastatin 3
calcium)
lovastatin oral tablet 10 mg, 20 mg, 40 mg 1 PV
pitavastatin calcium oral tablet 1 mg, 2 mg, 4 mg 1
pravastatin sodium oral tablet 10 mg, 20 mg, 40 mg, 80 mg 1 PV
rosuvastatin calcium oral tablet 10 mg, 5 mg 1 PV
rosuvastatin calcium oral tablet 20 mg, 40 mg 1
ROSZET ORAL TABLET 10-10 MG, 10-20 MG, 10-40 MG, 10-5

. . 3
MG (ezetimibe-rosuvastatin)
simvastatin oral tablet 10 mg, 20 mg, 40 mg, 5 mg 1 PV
simvastatin oral tablet 80 mg 1
VYTORIN ORAL TABLET 10-10 MG, 10-20 MG, 10-40 MG, 10- 3
80 MG (ezetimibe-simvastatin)
ZOCOR ORAL TABLET 10 MG, 20 MG, 40 MG (simvastatin) 3
ZYPITAMAG ORAL TABLET 2 MG, 4 MG (pitavastatin 3 PA
magnesium)
HYPOTENSIVE AGENTS, MISCELLANEOUS - Drugs for
High Blood Pressure & Angina
DIBENZYLINE ORAL CAPSULE 10 MG (phenoxybenzamine 3
hcl)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

phenoxybenzamine hcl oral capsule 10 mg 1

phentolamine mesylate injection solution reconstituted 5 OA

mg

VECAMYL ORAL TABLET 2.5 MG (mecamylamine hcl) 3

LOOP DIURETICS (HYPOTENSIVE AGENTS) - Drugs for

High Blood Pressure & Angina

bumetanide injection solution 0.25 mg/ml OA

bumetanide oral tablet 0.5 mg, 1 mg, 2 mg

BUMEX ORAL TABLET 0.5 MG (bumetanide) 3

EDECRIN ORAL TABLET 25 MG (ethacrynic acid) 3

ethacrynate sodium intravenous solution reconstituted 50 OA

mg

ethacrynic acid oral tablet 25 mg 1

FUROSCIX SUBCUTANEOUS CARTRIDGE KIT 80 MG/10ML 3 PA; QL (30 day supply per 1

(furosemide) fill)

FUROSEMIDE IN SODIUM CHLORIDE INTRAVENOUS OA

SOLUTION 100-0.9 MG/100ML-%

furosemide injection solution 10 mg/ml OA

furosemide oral solution 10 mg/ml, 8 mg/iml 1

furosemide oral tablet 20 mg, 40 mg, 80 mg 1

LASIX ORAL TABLET 20 MG, 40 MG, 80 MG (furosemide) 3

SOAANZ ORAL TABLET 20 MG, 40 MG, 60 MG (torsemide) 3

SODIUM EDECRIN INTRAVENOUS SOLUTION OA

RECONSTITUTED 50 MG (ethacrynate sodium)

torsemide oral tablet 10 mg, 100 mg, 20 mg, 5 mg 1

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

MINERALOCORTICOID (ALDOSTERONE) ANTAGNTS -
Drugs for the Heart

ALDACTONE ORAL TABLET 100 MG, 25 MG, 50 MG
(spironolactone)

CAROSPIR ORAL SUSPENSION 25 MG/5ML
(spironolactone)

eplerenone oral tablet 25 mg, 50 mg

INSPRA ORAL TABLET 25 MG, 50 MG (eplerenone)
KERENDIA ORAL TABLET 10 MG, 20 MG (finerenone)
spironolactone oral suspension 25 mg/5ml

PA

spironolactone oral tablet 100 mg, 25 mg, 50 mg

Al Al Al Wl W -

spironolactone-hctz oral tablet 25-25 mg

MINERALOCORTICOID(ALDOSTER.)ANTAG(HYPOT) -
Drugs for High Blood Pressure & Angina

ALDACTONE ORAL TABLET 100 MG, 25 MG, 50 MG
(spironolactone)

CAROSPIR ORAL SUSPENSION 25 MG/5ML
(spironolactone)

eplerenone oral tablet 25 mg, 50 mg
INSPRA ORAL TABLET 25 MG, 50 MG (eplerenone)
spironolactone oral suspension 25 mg/5ml

B N RSN RN

spironolactone oral tablet 100 mg, 25 mg, 50 mg
NITRATES AND NITRITES - Drugs for the Heart

BIDIL ORAL TABLET 20-37.5 MG (isosorb dinitrate-
hydralazine)

ISORDIL TITRADOSE ORAL TABLET 40 MG, 5 MG
(isosorbide dinitrate)

isosorb dinitrate-hydralazine oral tablet 20-37.5 mg 1

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

isosorbide dinitrate oral tablet 10 mg, 20 mg, 30 mg, 40 mg,
5 mg

isosorbide mononitrate er oral tablet extended release 24
hour 120 mg, 30 mg, 60 mg

isosorbide mononitrate oral tablet 10 mg, 20 mg
NITRO-BID TRANSDERMAL OINTMENT 2 % (nitroglycerin) 3

NITRO-DUR TRANSDERMAL PATCH 24 HOUR 0.1 MG/HR,
0.2 MG/HR, 0.4 MG/HR, 0.6 MG/HR (nitroglycerin)

NITRO-DUR TRANSDERMAL PATCH 24 HOUR 0.3 MG/HR,
0.8 MG/HR (nitroglycerin)

nitroglycerin in d5w intravenous solution 100-5 mcg/ml-%,
200-5 mcg/mi-%, 400-5 mcg/mli-%

nitroglycerin intravenous solution 5 mgiml OA

OA

nitroglycerin sublingual tablet sublingual 0.3 mg, 0.4 mg,
0.6 mg

nitroglycerin transdermal patch 24 hour 0.1 mglhr, 0.2
mglhr, 0.4 mglhr, 0.6 mglhr

nitroglycerin translingual solution 0.4 mgl/spray 1
NITROLINGUAL TRANSLINGUAL SOLUTION 0.4 MG/SPRAY
(nitroglycerin)

NITROSTAT SUBLINGUAL TABLET SUBLINGUAL 0.3 MG,
0.4 MG, 0.6 MG (nitroglycerin)

NITRO-TIME ORAL CAPSULE EXTENDED RELEASE 2.5 MG,
6.5 MG, 9 MG (nitroglycerin)

OSMOTIC DIURETICS (HYPOTENSIVE AGENTS) - Drugs for
High Blood Pressure & Angina

mannitol intravenous solution 20 %, 25 % OA

OSMITROL INTRAVENOUS SOLUTION 10 %, 20 %
(mannitol)

OA

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

PCSKO9 INHIBITORS - Drugs for Cholesterol

LEQVIO SUBCUTANEOUS SOLUTION PREFILLED SYRINGE OA PA

284 MG/1.5ML (inclisiran sodium)

PRALUENT SUBCUTANEOUS SOLUTION AUTO-INJECTOR 5 PA; QL (30 day supply per 1

150 MG/ML, 75 MG/ML (alirocumab) fill)

REPATHA PUSHTRONEX SYSTEM SUBCUTANEOUS 5 PA; QL (30 day supply per 1

SOLUTION CARTRIDGE 420 MG/3.5ML (evolocumab) fill)

REPATHA SUBCUTANEOUS SOLUTION PREFILLED 5 PA; QL (30 day supply per 1

SYRINGE 140 MG/ML (evolocumab) fill)

REPATHA SURECLICK SUBCUTANEOUS SOLUTION AUTO- 5 PA; QL (30 day supply per 1

INJECTOR 140 MG/ML (evolocumab) fill)

PHOSPHODIESTERASE TYPE 5 INHIBITORS - Drugs for

the Heart

ADCIRCA ORAL TABLET 20 MG (tadalafil (pah)) 4 E:r; f;i)QL (30 day supply
PA; SP; QL (30 day supply

alyq oral tablet 20 mg 4 oer 1 fill

CIALIS ORAL TABLET 10 MG, 20 MG, 5 MG (tadalafil) 3 QL (0.27 EA per 1 day)

cilostazol oral tablet 100 mg, 50 mg

ENTADFI ORAL CAPSULE 5-5 MG (finasteride-tadalafil) 3 PA

LIQREV ORAL SUSPENSION 10 MG/ML (sildenafil citrate) 4 EeAr; 181|":i)I;I)QL (30 day supply

REVATIO INTRAVENOUS SOLUTION 10 MG/12.5ML

; . OA

(sildenafil citrate)

REVATIO ORAL SUSPENSION RECONSTITUTED 10 MG/ML 4 PA; SP; QL (30 day supply

(sildenafil citrate) per 1 fill)

REVATIO ORAL TABLET 20 MG (sildenafil citrate) 4 Esr; f;i)Q" (30 day supply

sildenafil citrate intravenous solution 10 mgl/12.5ml OA

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024

181



Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

sildenafil citrate oral suspension reconstituted 10 mg/iml 4 EeAr 18 ]IciDI;I)QL (30 day supply

sildenafil citrate oral tablet 100 mg, 25 mg, 50 mg 1 QL (0.27 EA per 1 day)

sildenafil citrate oral tablet 20 mg 4 PA; SF.); QL (30 day supply
per 1 fill)

STENDRA ORAL TABLET 100 MG, 200 MG, 50 MG (avanafil) 3 QL (0.27 EA per 1 day)

tadalafil (pah) oral tablet 20 mg 4 PA; SP; QL (30 day supply
per 1 fill)

tadalafil oral tablet 10 mg, 2.5 mg, 20 mg, 5 mg 1 QL (0.27 EA per 1 day)

TADLIQ ORAL SUSPENSION 20 MG/5ML (tadalafil (pah)) 4 EeAr; 181':';')("" (30 day supply

vardenafil hcl oral tablet 10 mg, 2.5 mg, 20 mg, 5 mg 1 QL (0.27 EA per 1 day)

vardenafil hcl oral tablet dispersible 10 mg 1 QL (0.27 EA per 1 day)

::/llﬁglz)A ORAL TABLET 100 MG, 25 MG, 50 MG (sildenafil 3 QL (0.27 EA per 1 day)

POTASSIUM-SPARING DIURETICS (HYPOTEN) - Drugs for
High Blood Pressure & Angina

ALDACTONE ORAL TABLET 100 MG, 25 MG, 50 MG

(spironolactone) 3
amiloride hcl oral tablet 5 mg 1
CAROSPIR ORAL SUSPENSION 25 MG/5ML 3
(spironolactone)

DYRENIUM ORAL CAPSULE 100 MG, 50 MG (triamterene)
eplerenone oral tablet 25 mg, 50 mg

INSPRA ORAL TABLET 25 MG, 50 MG (eplerenone)
spironolactone oral suspension 25 mg/5ml

spironolactone oral tablet 100 mg, 25 mg, 50 mg

Al Al Al Wl =l W

triamterene oral capsule 100 mg, 50 mg

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

RENIN INHIBITORS - Drugs for the Heart
aliskiren fumarate oral tablet 150 mg, 300 mg 1

TEKTURNA ORAL TABLET 150 MG, 300 MG (aliskiren
fumarate)

RENIN-ANGIOTEN.-ALDOST. SYS. INHIB, MISC - Drugs for
the Heart

ENTRESTO ORAL TABLET 24-26 MG, 49-51 MG, 97-103 MG QL (2 EA per 1 day); AL (Min
(sacubitril-valsartan) 1 Years)

SCLEROSING AGENTS - Drugs for Varicose Veins
ABLYSINOL INTRA-ARTERIAL SOLUTION (dehydrated

alcohol) OA
ASCLERA INTRAVENOUS SOLUTION 0.5 %, 1 %

. OA
(polidocanol)
ETHAMOLIN INTRAVENOUS SOLUTION 5 % (ethanolamine OA
oleate)
POLIDOCANOL INTRAVENOUS SOLUTION 5 % OA
SCLEROSOL INTRAPLEURAL INTRAPLEURAL AEROSOL 3
POWDER 4 GM (talc)
sodium tetradecyl sulfate intravenous solution 3 % OA
SOTRADECOL INTRAVENOUS SOLUTION 1 %, 3 % (sodium 0

A

tetradecyl sulfate)
STERILE TALC POWDER INTRAPLEURAL SUSPENSION 3
RECONSTITUTED 5 GM (talc)
STERITALC INTRAPLEURAL POWDER 2 GM, 3 GM, 4 GM 3
(talc)
VARITHENA INTRAVENOUS FOAM 180 MG/18ML OA
(polidocanol)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

STEROIDAL MINERALOCORTICOID RECEPTOR ANT -
Drugs for the Heart

ALDACTONE ORAL TABLET 100 MG, 25 MG, 50 MG
(spironolactone)

CAROSPIR ORAL SUSPENSION 25 MG/5ML
(spironolactone)

eplerenone oral tablet 25 mg, 50 mg
INSPRA ORAL TABLET 25 MG, 50 MG (eplerenone)
spironolactone oral suspension 25 mg/5ml

spironolactone oral tablet 100 mg, 25 mg, 50 mg

Al Al Al W -

spironolactone-hctz oral tablet 25-25 mg

THIAZIDE DIURETICS(HYPOTENSIVE AGENTS) - Drugs for
High Blood Pressure & Angina

chlorothiazide sodium intravenous solution reconstituted
500 mg

DIURIL ORAL SUSPENSION 250 MG/5ML (chlorothiazide) 2
hydrochlorothiazide oral capsule 12.5 mg

OA

hydrochlorothiazide oral tablet 12.5 mg, 25 mg, 50 mg 1

THIAZIDE-LIKE DIURETICS(HYPOTENSIVE AGT) - Drugs
for High Blood Pressure & Angina

chlorthalidone oral tablet 25 mg, 50 mg

indapamide oral tablet 1.25 mg, 2.5 mg

metolazone oral tablet 10 mg, 2.5 mg, 5 mg
THALITONE ORAL TABLET 15 MG (chlorthalidone)

VASODILATING AGENTS, MISCELLANEOUS - Drugs for
the Heart

W| = af

PA; SP; QL (30 day supply

ambrisentan oral tablet 10 mg, 5 mg 4 oer 1 fill

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

amlodipine besylate oral tablet 10 mg, 2.5 mg, 5 mg 1

BI-MIX INTRACAVERNOSAL SOLUTION RECONSTITUTED
150-5 MG

3 PA

PA; SP; QL (30 day supply

bosentan oral tablet 125 mg, 62.5 mg 4 oer 1 fill

CARDENE IV INTRAVENOUS SOLUTION 20-0.86 MG/200ML-
%, 40-0.83 MG/200ML-% (nicardipine hcl in nacl)

CARDIZEM CD ORAL CAPSULE EXTENDED RELEASE 24
HOUR 120 MG, 180 MG, 240 MG, 300 MG, 360 MG (diltiazem 3
hcl coated beads)

CARDIZEM LA ORAL TABLET EXTENDED RELEASE 24
HOUR 120 MG, 180 MG, 240 MG, 300 MG, 360 MG, 420 MG 3
(diltiazem hcl)

CARDIZEM ORAL TABLET 120 MG, 30 MG, 60 MG (diltiazem
hcl)

cartia xt oral capsule extended release 24 hour 120 mg, 180
mg, 240 mg, 300 mg

CAVERJECT IMPULSE INTRACAVERNOSAL KIT 10 MCG, 20
MCG (alprostadil (vasodilator))

CAVERJECT INTRACAVERNOSAL SOLUTION
RECONSTITUTED 20 MCG, 40 MCG (alprostadil 3 PA; QL (0.27 EA per 1 day)
(vasodilator))

CONJUPRI ORAL TABLET 2.5 MG, 5 MG (levamlodipine
maleate)

CORLANOR ORAL SOLUTION 5 MG/5ML (ivabradine hcl) 3
CORLANOR ORAL TABLET 5 MG, 7.5 MG (ivabradine hcl) 2

diltiazem hcl er beads oral capsule extended release 24
hour 120 mg, 180 mg, 240 mg, 300 mg, 360 mg, 420 mg

diltiazem hcl er coated beads oral capsule extended release
24 hour 120 mg, 180 mg, 240 mg, 300 mg, 360 mg

OA

3 PA; QL (0.27 EA per 1 day)

3 PA

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits
diltiazem hcl er oral capsule extended release 12 hour 120 1
mg, 60 mg, 90 mg
diltiazem hcl er oral capsule extended release 24 hour 120 1
mg, 180 mg, 240 mg
diltiazem hcl er oral tablet extended release 24 hour 120 1
mg, 180 mg, 240 mg, 300 mg, 360 mg, 420 mg
diltiazem hcl intravenous solution 125 mg/25ml, 25 mg/5ml,
OA
50 mgl/10ml
diltiazem hcl intravenous solution reconstituted 100 mg OA
diltiazem hcl oral tablet 120 mg, 30 mg, 60 mg, 90 mg 1
DILTIAZEM HCL-DEXTROSE INTRAVENOUS SOLUTION OA
125-5 MG/125ML-%
DILTIAZEM HCL-SODIUM CHLORIDE INTRAVENOUS OA
SOLUTION 125-0.7 MG/125ML-%, 125-0.9 MG/125ML-%
dilt-xr oral capsule extended release 24 hour 120 mg, 180 1
mg, 240 mg
dipyridamole intravenous solution 5 mgiml OA
dipyridamole oral tablet 25 mg, 50 mg, 75 mg 1
EDEX INTRACAVERNOSAL KIT 10 MCG, 20 MCG, 40 MCG .
(alprostadil (vasodilator)) 3 PA; QL (0.27 EA per 1 day)
epoprostenol sodium intravenous solution reconstituted
OA
0.5 mg, 1.5 mg
FLOLAN INTRAVENOUS SOLUTION RECONSTITUTED 0.5 OA
MG, 1.5 MG (epoprostenol sodium)
KATERZIA ORAL SUSPENSION 1 MG/ML (amlodipine 3
benzoate)
LETAIRIS ORAL TABLET 10 MG, 5 MG (ambrisentan) 4 Esr; f;i)Q" (30 day supply
LEVAMLODIPINE MALEATE ORAL TABLET 2.5 MG, 5 MG 3 PA

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

matzim la oral tablet extended release 24 hour 180 mg, 240 1

mg, 300 mg, 360 mg, 420 mg

MUSE URETHRAL PELLET 1000 MCG, 250 MCG, 500 MCG

(alprostadil (vasodilator)) 3 QL (0.27 EA per 1 day)

NICARDIPINE HCL IN NACL INTRAVENOUS SOLUTION 20- OA

0.9 MG/200ML-%, 40-0.9 MG/200ML-%

NICARDIPINE HCL IN NACL INTRAVENOUS SOLUTION OA

PREFILLED SYRINGE 1-0.9 MG/10ML-%

nicardipine hcl intravenous solution 2.5 mgiml OA

nicardipine hcl oral capsule 20 mg, 30 mg 1

nifedipine er oral tablet extended release 24 hour 30 mg, 60 1

mg, 90 mg

nifedipine er osmotic release oral tablet extended release 1

24 hour 30 mg, 60 mg, 90 mg

nifedipine oral capsule 10 mg, 20 mg 1

nimodipine oral capsule 30 mg 1

NORLIQVA ORAL SOLUTION 1 MG/ML (amlodipine 3

besylate)

NORVASC ORAL TABLET 10 MG, 2.5 MG, 5 MG (amlodipine 3

besylate)

NYMALIZE ORAL SOLUTION 6 MG/ML (nimodipine) 3

OPSUMIT ORAL TABLET 10 MG (macitentan) 4 EeAr; f;’l;l)QL (30 day supply

ORENITRAM MONTH 1 ORAL TABLET EXTENDED oD,

RELEASE THERAPY PACK 0.125 & 0.25 MG (treprostinil 4 PeAr’ 13]':"')@" (30 day supply

diolamine) p

ORENITRAM MONTH 2 ORAL TABLET EXTENDED oD,

RELEASE THERAPY PACK 0.125 & 0.25 MG (treprostinil 4 PeAr’ 181':"')@‘ (30 day supply

diolamine) P

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

ORENITRAM MONTH 3 ORAL TABLET EXTENDED

RELEASE THERAPY PACK 0.125 & 0.25 &1 MG (treprostinil 4 PA; SP; QL (30 day supply

diolamine) per 1 il
ORENITRAM ORAL TABLET EXTENDED RELEASE 0.125 4 PA; SP; QL (30 day supply
MG, 0.25 MG, 1 MG, 2.5 MG, 5 MG (treprostinil diolamine) per 1 fill)
PROCARDIA XL ORAL TABLET EXTENDED RELEASE 24 3
HOUR 30 MG, 60 MG, 90 MG (nifedipine)
PROSTIN VR INJECTION SOLUTION 500 MCG/ML

. OA
(alprostadil)
QUAD-MIX INTRACAVERNOSAL SOLUTION 3
RECONSTITUTED 150-10-0.1-1 MG
REMODULIN INJECTION SOLUTION 100 MG/20ML, 20 OA
MG/20ML, 200 MG/20ML, 50 MG/20ML (treprostinil)
SUPER BI-MIX INTRACAVERNOSAL SOLUTION 3 PA
RECONSTITUTED 150-10 MG
SUPER QUAD-MIX INTRACAVERNOSAL SOLUTION 3
RECONSTITUTED 150-20-0.2-2 MG
SUPER TRI-MIX INTRACAVERNOSAL SOLUTION 3 PA

RECONSTITUTED 150-10-100 MG-MG-MCG

taztia xt oral capsule extended release 24 hour 120 mg, 180
mg, 240 mg, 300 mg, 360 mg

tiadylt er oral capsule extended release 24 hour 120 mg,
180 mg, 240 mg, 300 mg, 360 mg, 420 mg

TIAZAC ORAL CAPSULE EXTENDED RELEASE 24 HOUR
120 MG, 180 MG, 240 MG, 300 MG, 360 MG, 420 MG 3
(diltiazem hcl er beads)

PA; SP; QL (30 day supply

TRACLEER ORAL TABLET 125 MG, 62.5 MG (bosentan) 4 b
TRACLEER ORAL TABLET SOLUBLE 32 MG (bosentan) 4 EeAr; f;i)Q" (30 day supply

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

treprostinil injection solution 100 mg/20ml, 20 mg/20ml, 200 OA

mgl/20ml, 50 mg/20ml

TRI-MIX INTRACAVERNOSAL SOLUTION RECONSTITUTED 3 PA

150-5-50 MG-MG-MCG

TYVASO DPI INSTITUTIONAL KIT INHALATION POWDER 16 4 PA; SP; QL (30 day supply

MCG, 32 MCG, 48 MCG, 64 MCG (treprostinil) per 1 fill)

TYVASO DPI MAINTENANCE KIT INHALATION POWDER 16 4 PA; SP; QL (30 day supply

MCG, 32 MCG, 48 MCG, 64 MCG (treprostinil) per 1 fill)

TYVASO DPI TITRATION KIT INHALATION POWDER 112 X 4 PA; SP; QL (30 day supply

16MCG & 84 X 32MCG, 16 & 32 & 48 MCG (treprostinil) per 1 fill)

TYVASO INHALATION SOLUTION 0.6 MG/ML (treprostinil) 4 Eé\r; 181':';')@" (30 day supply

TYVASO REFILL INHALATION SOLUTION 0.6 MG/ML 4 PA; SP; QL (30 day supply

(treprostinil) per 1 fill)

TYVASO STARTER INHALATION SOLUTION 0.6 MG/ML 4 PA; SP; QL (30 day supply

(treprostinil) per 1 fill)

VELETRI INTRAVENOUS SOLUTION RECONSTITUTED 0.5 OA

MG, 1.5 MG (epoprostenol sodium)

VENTAVIS INHALATION SOLUTION 10 MCG/ML, 20 MCG/ML 4 PA; SP; QL (30 day supply

(iloprost) per 1 fill)

verapamil hcl er oral capsule extended release 24 hour 100 1

mg, 120 mg, 180 mg, 200 mg, 240 mg, 300 mg, 360 mg

verapamil hcl er oral tablet extended release 120 mg, 180 1

mgq, 240 mg

verapamil hcl intravenous solution 2.5 mgiml OA

verapamil hcl oral tablet 120 mg, 40 mg, 80 mg 1

VERELAN ORAL CAPSULE EXTENDED RELEASE 24 HOUR 3

120 MG, 180 MG, 240 MG, 360 MG (verapamil hcl)

VERELAN PM ORAL CAPSULE EXTENDED RELEASE 24 3

HOUR 100 MG, 200 MG, 300 MG (verapamil hcl)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —

These medications may require prior authorization if your age does not fall within the drug manufacturer, Food

and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine

coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier (L:;:;/ic:;age RIS
VERQUVO ORAL TABLET 10 MG, 2.5 MG, 5 MG (vericiguat) 3 PA
CELLULAR AND GENE THERAPY - Drugs for Cancer

CELLULAR THERAPY - Drugs for Cancer

AMTAGVI INTRAVENOUS SUSPENSION 72000000000 OA PA
CELLS (lifileucel)

LANTIDRA INTRAVENOUS SUSPENSION (donislecel-jujn) OA PA
OMISIRGE INTRAVENOUS SUSPENSION (omidubicel-onlv) OA PA
PROVENGE INTRAVENOUS SUSPENSION 50000000 CELLS OA
(sipuleucel-t)

RETHYMIC INTRAMUSCULAR IMPLANT (allogeneic thymus OA
tissue-agdc)

GENE THERAPY - Drugs for Cancer

ABECMA INTRAVENOUS SUSPENSION 460000000 CELLS OA
(idecabtagene vicleucel)

ADSTILADRIN INTRAVESICAL SUSPENSION 300000000000 OA PA
VP/ML

BREYANZI INTRAVENOUS SUSPENSION 70000000 OA
CELLS/ML (lisocabtagene maraleucel)

CARVYKTI INTRAVENOUS SUSPENSION 100000000 CELLS OA PA
(ciltacabtagene autoleucel)

CASGEVY INTRAVENOUS SUSPENSION (exagamglogene OA PA
autotemcel)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

ELEVIDYS INTRAVENOUS KIT 10 X 10 ML, 11 X 10 ML, 12 X
10 ML, 13 X 10 ML, 14 X 10 ML, 15 X 10 ML, 16 X 10 ML, 17 X
10 ML, 18 X 10 ML, 19 X 10 ML, 20 X 10 ML, 21 X 10 ML, 22 X
10 ML, 23 X 10 ML, 24 X 10 ML, 25 X 10 ML, 26 X 10 ML, 27 X
10 ML, 28 X 10 ML, 29 X 10 ML, 30 X 10 ML, 31 X 10 ML, 32 X
10 ML, 33 X 10 ML, 34 X 10 ML, 35 X 10 ML, 36 X 10 ML, 37 X
10 ML, 38 X 10 ML, 39 X 10 ML, 40 X 10 ML, 41 X 10 ML, 42 X
10 ML, 43 X 10 ML, 44 X 10 ML, 45 X 10 ML, 46 X 10 ML, 47 X
10 ML, 48 X 10 ML, 49 X 10 ML, 50 X 10 ML, 51 X 10 ML, 52 X
10 ML, 53 X 10 ML, 54 X 10 ML, 55 X 10 ML, 56 X 10 ML, 57 X
10 ML, 58 X 10 ML, 59 X 10 ML, 60 X 10 ML, 61 X 10 ML, 62 X
10 ML, 63 X 10 ML, 64 X 10 ML, 65 X 10 ML, 66 X 10 ML, 67 X
10 ML, 68 X 10 ML, 69 X 10 ML, 70 X 10 ML (delandistrogene
moxeparvo-rokl)

HEMGENIX INTRAVENOUS SUSPENSION THERAPY PACK
10 X 10 ML, 11 X 10 ML, 12 X 10 ML, 13 X 10 ML, 14 X 10 ML,
15X 10 ML, 16 X 10 ML, 17 X 10 ML, 18 X 10 ML, 19 X 10 ML,
20 X 10 ML, 21 X 10 ML, 22 X 10 ML, 23 X 10 ML, 24 X 10 ML,
25X 10 ML, 26 X 10 ML, 27 X 10 ML, 28 X 10 ML, 29 X 10 ML,
30 X 10 ML, 31 X 10 ML, 32 X 10 ML, 33 X 10 ML, 34 X 10 ML,
35X 10 ML, 36 X 10 ML, 37 X 10 ML, 38 X 10 ML, 39 X 10 ML,
40 X 10 ML, 41 X 10 ML, 42 X 10 ML, 43 X 10 ML, 44 X 10 ML,
45X 10 ML, 46 X 10 ML, 47 X 10 ML, 48 X 10 ML
(etranacogene dezaparvovec-drib)

IMLYGIC INTRALESIONAL SUSPENSION 1000000 UNIT/ML
(talimogene laherparepvec)

KYMRIAH INTRAVENOUS SUSPENSION 250000000 CELLS,
600000000 CELLS (tisagenlecleucel)

LENMELDY INTRAVENOUS SUSPENSION (atidarsagene
autotemcel)

LUXTURNA INTRAOCULAR SUSPENSION 5000000000000
VG/ML (voretigene neparvovec-rzyl)

OA PA

OA PA

OA

OA

OA PA

OA

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits
LYFGENIA INTRAVENOUS SUSPENSION (lovotibeglogene

OA PA
autotemcel)
ROCTAVIAN INTRAVENOUS SUSPENSION 20000000000000

OA PA
VG/ML (valoctocogene roxaparvov-rvox)
SKYSONA INTRAVENOUS SUSPENSION (elivaldogene

OA PA
autotemcel)
TECARTUS INTRAVENOUS SUSPENSION 100000000 OA PA
CELLS, 200000000 CELLS (brexucabtagene autoleucel)
VYJUVEK EXTERNAL GEL 5000000000 PFU/2.5ML

OA PA
(beremagene geperpavec-svdf)
YESCARTA INTRAVENOUS SUSPENSION 200000000 OA

CELLS (axicabtagene ciloleucel)

ZOLGENSMA INTRAVENOUS KIT 10X8.3 ML, 11X8.3 ML,
12X8.3 ML, 13X8.3 ML, 14X8.3 ML, 1X5.5ML & 10X8.3ML,
1X5.5ML & 11X8.3ML, 1X5.5ML & 12X8.3ML, 1X5.5ML &
13X8.3ML, 1X5.5ML & 2X8.3ML, 1X5.5ML & 3X8.3ML,
1X5.5ML & 4X8.3ML, 1X5.5ML & 5X8.3ML, 1X5.5ML &
6X8.3ML, 1X5.5ML & 7X8.3ML, 1X5.5ML & 8X8.3ML, 1X5.5ML
& 9X8.3ML, 2X5.5ML & 10X8.3ML, 2X5.5ML & 11X8.3ML, OA
2X5.5ML & 12X8.3ML, 2X5.5ML & 1X8.3ML, 2X5.5ML &
2X8.3ML, 2X5.5ML & 3X8.3ML, 2X5.5ML & 4X8.3ML, 2X5.5ML
& 5X8.3ML, 2X5.5ML & 6X8.3ML, 2X5.5ML & 7X8.3ML,
2X5.5ML & 8X8.3ML, 2X5.5ML & 9X8.3ML, 2X8.3 ML, 3X8.3
ML, 4X8.3 ML, 5X8.3 ML, 6X8.3 ML, 7X8.3 ML, 8X8.3 ML,
9X8.3 ML (onasemnogene abeparvovec-xioi)

ZYNTEGLO INTRAVENOUS SUSPENSION (betibeglogene

autotemcel) OA PA
CENTRAL NERVOUS SYSTEM AGENTS - Drugs for the

Nervous System

ADAMANTANES (CNS) - Drugs for Parkinson

amantadine hcl oral capsule 100 mg 1

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

amantadine hcl oral solution 50 mgl/5ml 1

amantadine hcl oral tablet 100 mg 1

GOCOVRI ORAL CAPSULE EXTENDED RELEASE 24 HOUR 4 PA; SP; QL (30 day supply

137 MG, 68.5 MG (amantadine hcl) per 1 fill)

OSMOLEX ER ORAL TABLET EXTENDED RELEASE 24 3 PA

HOUR 129 MG, 193 MG (amantadine hcl)

AMPHETAMINE DERIVATIVES - Drugs for the Nervous

System

ADIPEX-P ORAL TABLET 37.5 MG (phentermine hcl) 3 PA

LOMAIRA ORAL TABLET 8 MG (phentermine hcl) 3 PA

phentermine hcl oral capsule 15 mg, 30 mg, 37.5 mg 1 PA

phentermine hcl oral tablet 37.5 mg 1 PA

AMPHETAMINES - Drugs for the Nervous System

ADDERALL ORAL TABLET 10 MG, 12.5 MG, 15 MG, 20 MG, 3

30 MG, 5 MG, 7.5 MG (amphetamine-dextroamphetamine)

ADDERALL XR ORAL CAPSULE EXTENDED RELEASE 24
HOUR 10 MG, 15 MG, 20 MG, 25 MG, 30 MG, 5 MG 3 ST; AL (Min 6 Years)
(amphetamine-dextroamphetamine)

ADZENYS XR-ODT ORAL TABLET EXTENDED RELEASE
DISPERSIBLE 12.5 MG, 15.7 MG, 18.8 MG, 3.1 MG, 6.3 MG, 3 ST; AL (Min 6 Years)
9.4 MG (amphetamine)

amphetamine sulfate oral tablet 10 mg, 5 mg 1 AL (Min 3 Years)

amphetamine-dextroamphetamine er oral capsule extended

release 24 hour 10 mg, 15 mg, 20 mg, 25 mg, 30 mg, 5 mg 1 AL (Min 6 Years)
amphetamine-dextroamphetamine oral tablet 10 mg, 12.5 1

mg, 15 mg, 20 mg, 30 mg, 5 mg, 7.5 mg

amphet-dextroamphet 3-bead er oral capsule extended .

release 24 hour 12.5 mg, 25 mg, 37.5 mg, 50 mg 1 AL (Min 6 Years)
DESOXYN ORAL TABLET 5 MG (methamphetamine hcl) 3

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

DEXEDRINE ORAL CAPSULE EXTENDED RELEASE 24 , .

HOUR 10 MG (dextroamphetamine sulfate) 3 ST, AL (Min 6 Years)
dextroamphetamine sulfate er oral capsule extended :

release 24 hour 10 mg, 15 mg, 5 mg 1 AL (Min 6 Years)
dextroamphetamine sulfate oral solution 5 mg/5ml 1

dextroamphetamine sulfate oral tablet 10 mg, 15 mg, 2.5 1

mg, 20 mg, 30 mg, 5 mg, 7.5 mg

DYANAVEL XR ORAL SUSPENSION EXTENDED RELEASE . .

2.5 MG/ML (amphetamine) 3 ST AL (Min 6 Years)
DYANAVEL XR ORAL TABLET CHEWABLE EXTENDED 3 ST: AL (Min 6 Years)

RELEASE 10 MG, 15 MG, 20 MG, 5 MG (amphetamine)
EVEKEO ORAL TABLET 10 MG, 5 MG (amphetamine sulfate) 3 AL (Min 3 Years)
lisdexamfetamine dimesylate oral capsule 10 mg, 20 mg, 30

mg, 40 mg, 50 mg, 60 mg, 70 mg 1 AL (Min 6 Years)
lisdexamfetamine dimesylate oral tablet chewable 10 mg, :
20 mg, 30 mg, 40 mg, 50 mg, 60 mg 1 AL (Min 6 Years)
methamphetamine hcl oral tablet 5 mg 1
MYDAYIS ORAL CAPSULE EXTENDED RELEASE 24 HOUR
12.5 MG, 25 MG, 37.5 MG, 50 MG (amphetamine- 3 ST; AL (Min 6 Years)
dextroamphetamine)
PROCENTRA ORAL SOLUTION 5 MG/5ML

. 3
(dextroamphetamine sulfate)
VYVANSE ORAL CAPSULE 10 MG, 20 MG, 30 MG, 40 MG, 50 . .
MG, 60 MG, 70 MG (lisdexamfetamine dimesylate) 3 ST AL (Min 6 Years)
VYVANSE ORAL TABLET CHEWABLE 10 MG, 20 MG, 30 MG, , .
40 MG, 50 MG, 60 MG (lisdexamfetamine dimesylate) 3 ST AL (Min 6 Years)
XELSTRYM TRANSDERMAL PATCH 13.5 MG/9HR, 18 , .
MG/9HR, 4.5 MG/9HR, 9 MG/9HR (dextroamphetamine) 3 ST AL (Min 6 Years)
ZENZEDI ORAL TABLET 10 MG, 15 MG, 2.5 MG, 20 MG, 30 3

MG, 5 MG, 7.5 MG (dextroamphetamine sulfate)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

ANALGESICS AND ANTIPYRETICS, MISC. - Drugs for Pain

acetaminophen intravenous solution 10 mgiml OA

ACETAMINOPHEN INTRAVENOUS SOLUTION PREFILLED OA

SYRINGE 100 MG/10ML

acetaminophen-codeine oral solution 120-12 mg/5ml 1

acetaminophen-codeine oral tablet 300-15 mg, 300-30 mg, 1

300-60 mg

ALLZITAL ORAL TABLET 25-325 MG (butalbital- 3

acetaminophen)

apap-caff-dihydrocodeine oral capsule 320.5-30-16 mg 1

bac oral tablet 50-325-40 mg 1

BUPAP ORAL TABLET 50-300 MG (butalbital- 3

acetaminophen)

butalbital-acetaminophen capsule 50-300 mg oral 1

BUTALBITAL-ACETAMINOPHEN CAPSULE 50-300 MG ORAL 1

butalbital-acetaminophen oral tablet 50-300 mg, 50-325 mg 1

butalbital-apap-caff-cod oral capsule 50-300-40-30 mg, 50- 1

325-40-30 mg

butalbital-apap-caffeine oral capsule 50-300-40 mg, 50-325- 1

40 mg

butalbital-apap-caffeine oral tablet 50-325-40 mg 1

COMBOGESIC INTRAVENOUS SOLUTION 1000-300 OA PA

MG/100ML (ibuprofen-acetaminophen)

endocet oral tablet 10-325 mg, 2.5-325 mg, 5-325 mg, 7.5- 1

325 mg

ESGIC ORAL CAPSULE 50-325-40 MG (butalbital-apap- 3

caffeine)

ESGIC ORAL TABLET 50-325-40 MG (butalbital-apap- 3

caffeine)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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FIORICET ORAL CAPSULE 50-300-40 MG (butalbital-apap-
caffeine)

FIORICET/CODEINE ORAL CAPSULE 50-300-40-30 MG
(butalbital-apap-caff-cod)

gabapentin (once-daily) oral tablet 300 mg, 600 mg

gabapentin oral capsule 100 mg, 300 mg, 400 mg

gabapentin oral solution 250 mg/5ml, 300 mg/6ml

gabapentin oral tablet 600 mg, 800 mg

GRALISE ORAL 300 (9) & 600(24) MG (gabapentin (once-
daily))

GRALISE ORAL TABLET 300 MG, 450 MG, 600 MG, 750 MG,
900 MG (gabapentin (once-daily))

hydrocodone-acetaminophen oral solution 2.5-108 mg/5ml,
5-217 mgl/10ml, 7.5-325 mgl/15ml

hydrocodone-acetaminophen oral tablet 10-300 mg, 10-325
mg, 5-300 mq, 5-325 mq, 7.5-300 mg, 7.5-325 mg

ILARIS SUBCUTANEOUS SOLUTION 150 MG/ML PA; SP; QL (30 day supply
(canakinumab) per 1 fill)

LYRICA CR ORAL TABLET EXTENDED RELEASE 24 HOUR
165 MG, 330 MG, 82.5 MG (pregabalin)

NALOCET ORAL TABLET 2.5-300 MG 2

NEURONTIN ORAL CAPSULE 100 MG, 300 MG, 400 MG
(gabapentin)

NEURONTIN ORAL SOLUTION 250 MG/5ML (gabapentin) 3
NEURONTIN ORAL TABLET 600 MG, 800 MG (gabapentin) 3

OXYCODONE-ACETAMINOPHEN ORAL SOLUTION 10-300
MG/5ML

OXYCODONE-ACETAMINOPHEN ORAL SOLUTION 5-325
MG/5ML

3 PA

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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OXYCODONE-ACETAMINOPHEN ORAL TABLET 10-300 MG, 5

2.5-300 MG, 5-300 MG, 7.5-300 MG

oxycodone-acetaminophen oral tablet 10-325 mg, 2.5-325 1

mg, 5-325 mg, 7.5-325 mg

PERCOCET ORAL TABLET 10-325 MG, 2.5-325 MG, 5-325 3

MG, 7.5-325 MG (oxycodone-acetaminophen)

pregabalin er oral tablet extended release 24 hour 165 mg, 1

330 mg, 82.5 mg

PRIALT INTRATHECAL SOLUTION 100 MCG/ML, 500 OA
MCG/20ML, 500 MCG/5ML (ziconotide acetate)

PROLATE ORAL SOLUTION 10-300 MG/5ML (oxycodone- 3 PA
acetaminophen)

PROLATE ORAL TABLET 10-300 MG, 5-300 MG, 7.5-300 MG 5
(oxycodone-acetaminophen)

TENCON ORAL TABLET 50-325 MG (butalbital- 3
acetaminophen)

tramadol-acetaminophen oral tablet 37.5-325 mg 1

TREZIX ORAL CAPSULE 320.5-30-16 MG (apap-caff- 3
dihydrocodeine)

ANOREXIGENIC AGENTS AND STIMULANTS, MISC - Drugs
for the Nervous System

QSYMIA ORAL CAPSULE EXTENDED RELEASE 24 HOUR
11.25-69 MG, 15-92 MG, 3.75-23 MG, 7.5-46 MG 3 PA; QL (1 EA per 1 day)
(phentermine-topiramate)

ANOREXIGENIC AGENTS, MISCELLANEOUS - Drugs for
the Nervous System

CONTRAVE ORAL TABLET EXTENDED RELEASE 12 HOUR

8-90 MG (naltrexone-bupropion hcl) 3 PA; QL (4 EA per 1 day)
IMCIVREE SUBCUTANEOUS SOLUTION 10 MG/ML 4 PA; SP; QL (30 day supply
(setmelanotide acetate) per 1 fill)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier Limits

ZEPBOUND SUBCUTANEOUS SOLUTION AUTO-INJECTOR
10 MG/0.5ML, 12.5 MG/0.5ML, 15 MG/0.5ML, 2.5 MG/0.5ML, 5 3
MG/0.5ML, 7.5 MG/0.5ML (tirzepatide-weight management)

ANTICHOLINERGIC AGENTS (CNS) - Drugs for Parkinson

PA; QL (30 day supply per 1
fill)

benztropine mesylate injection solution 1 mgiml OA
benztropine mesylate oral tablet 0.5 mg, 1 mg, 2 mg 1
diphenhydramine hcl injection solution 50 mg/ml 1 PA
diphenhydramine hcl oral elixir 12.5 mg/5ml 1
orphenadrine citrate er oral tablet extended release 12 hour 1

100 mg

orphenadrine citrate injection solution 30 mg/ml OA
trihexyphenidyl hcl oral solution 0.4 mgiml 1
trihexyphenidyl hcl oral tablet 2 mg, 5 mg 1
ANTICONVULSANTS, MISCELLANEOUS - Drugs for

Seizures

acetazolamide er oral capsule extended release 12 hour 500 1

mg

acetazolamide oral tablet 125 mg, 250 mg 1
acetazolamide sodium injection solution reconstituted 500 OA

mg

APT_IOM ORAI__ TABLET 200 MG, 400 MG, 600 MG, 800 MG 3 PA: QL (2 EA per 1 day)
(eslicarbazepine acetate)

BANZEL ORAL SUSPENSION 40 MG/ML (rufinamide) 3 PA
BANZEL ORAL TABLET 200 MG, 400 MG (rufinamide) 3 PA
BRIVIACT INTRAVENOUS SOLUTION 50 MG/5ML OA
(brivaracetam)

BRIVIACT ORAL SOLUTION 10 MG/ML (brivaracetam) 3

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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BRIVIACT ORAL TABLET 10 MG, 100 MG, 25 MG, 50 MG, 75
MG (brivaracetam)

carbamazepine er oral capsule extended release 12 hour
100 mg, 200 mg, 300 mg

carbamazepine er oral tablet extended release 12 hour 100
mg, 200 mg, 400 mg

carbamazepine oral suspension 100 mg/5ml 1

carbamazepine oral tablet 200 mg 1

carbamazepine oral tablet chewable 100 mg 1

CARBATROL ORAL CAPSULE EXTENDED RELEASE 12
HOUR 100 MG, 200 MG, 300 MG (carbamazepine)

DEPAKOTE ER ORAL TABLET EXTENDED RELEASE 24
HOUR 250 MG, 500 MG (divalproex sodium)

DEPAKOTE ORAL TABLET DELAYED RELEASE 125 MG, 250
MG, 500 MG (divalproex sodium)

DEPAKOTE SPRINKLES ORAL CAPSULE DELAYED
RELEASE SPRINKLE 125 MG (divalproex sodium)

DIACOMIT ORAL CAPSULE 250 MG, 500 MG (stiripentol) 3 PA
DIACOMIT ORAL PACKET 250 MG, 500 MG (stiripentol) 3 PA

divalproex sodium er oral tablet extended release 24 hour
250 mg, 500 mg

divalproex sodium oral capsule delayed release sprinkle
125 mg

divalproex sodium oral tablet delayed release 125 mg, 250
mg, 500 mg

ELEPSIA XR ORAL TABLET EXTENDED RELEASE 24 HOUR
1000 MG, 1500 MG (levetiracetam)

3 ST; QL (3 EA per 1 day)

PA; SP; QL (30 day supply

EPIDIOLEX ORAL SOLUTION 100 MG/ML (cannabidiol) 4 oer 1 fill

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

epitol oral tablet 200 mg

EPRONTIA ORAL SOLUTION 25 MG/ML (topiramate) 3 PA

EQUETRO ORAL CAPSULE EXTENDED RELEASE 12 HOUR 3

100 MG, 200 MG, 300 MG (carbamazepine (antipsychotic))

felbamate oral suspension 600 mg/5ml 1

felbamate oral tablet 400 mg, 600 mg 1

FELBATOL ORAL TABLET 400 MG, 600 MG (felbamate) 3

FINTEPLA ORAL SOLUTION 2.2 MG/ML (fenfluramine hcl) 4 Eér; f;’l;l)QL (30 day supply

FYCOMPA ORAL SUSPENSION 0.5 MG/ML (perampanel) 3

FYCOMPA ORAL TABLET 10 MG, 12 MG, 2 MG, 4 MG, 6 MG, 5

8 MG (perampanel)

gabapentin (once-daily) oral tablet 300 mg, 600 mg 1

gabapentin oral capsule 100 mg, 300 mg, 400 mg 1

gabapentin oral solution 250 mg/5ml, 300 mg/6ml 1

gabapentin oral tablet 600 mg, 800 mg 1

GRALISE ORAL 300 (9) & 600(24) MG (gabapentin (once- 3

daily))

GRALISE ORAL TABLET 300 MG, 450 MG, 600 MG, 750 MG, 3

900 MG (gabapentin (once-daily))

HORIZANT ORAL TABLET EXTENDED RELEASE 300 MG, 3

600 MG (gabapentin enacarbil)

KEPPRA INTRAVENOUS SOLUTION 500 MG/5ML OA

(levetiracetam)

KEPPRA ORAL SOLUTION 100 MG/ML (levetiracetam) 3

KEPPRA ORAL TABLET 1000 MG, 250 MG, 500 MG, 750 MG 3

(levetiracetam)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
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KEPPRA XR ORAL TABLET EXTENDED RELEASE 24 HOUR 3

500 MG, 750 MG (levetiracetam)

lacosamide intravenous solution 200 mg/20ml OA

lacosamide oral solution 10 mg/ml 1

lacosamide oral tablet 100 mg, 150 mg, 200 mg, 50 mg 1

LAMICTAL ODT ORAL KIT 21 X 25 MG & 7 X 50 MG, 25 & 50 3

& 100 MG, 42 X 50 MG & 14X100 MG (lamotrigine)

LAMICTAL ODT ORAL TABLET DISPERSIBLE 100 MG, 200 3

MG, 25 MG, 50 MG (lamotrigine)

LAMICTAL ORAL TABLET 100 MG, 150 MG, 200 MG, 25 MG 3

(lamotrigine)

LAMICTAL ORAL TABLET CHEWABLE 25 MG, 5 MG 3

(lamotrigine)

LAMICTAL STARTER ORAL KIT 35 X 25 MG, 42 X 25 MG & 7 3

X100 MG, 84 X 25 MG & 14X100 MG (lamotrigine)

LAMICTAL XR ORAL KIT 21 X 25 MG & 7 X 50 MG, 25 & 50 & 3

100 MG, 50 & 100 & 200 MG (lamotrigine)

LAMICTAL XR ORAL TABLET EXTENDED RELEASE 24

HOUR 100 MG, 200 MG, 25 MG, 250 MG, 300 MG, 50 MG 3

(lamotrigine)

lamotrigine er oral tablet extended release 24 hour 100 mg, 1

200 mg, 25 mg, 250 mg, 300 mg, 50 mg

lamotrigine oral kit 21 x 25 mg & 7 x 50 mg, 25 & 50 & 100 1

mg, 42 x 50 mg & 14x100 mg

lamotrigine oral tablet 100 mg, 150 mg, 200 mg, 25 mg 1

lamotrigine oral tablet chewable 25 mg, 5 mg 1

lamotrigine oral tablet dispersible 100 mg, 200 mg, 25 mg, 1

50 mg

lamotrigine starter kit-blue oral kit 35 x 25 mg 1

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
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lamotrigine starter kit-green oral kit 84 x 25 mg & 14x100 1

mg

lamotrigine starter kit-orange oral kit 42 x 25 mg & 7 x 100 1

mg

levetiracetam er oral tablet extended release 24 hour 500 1

mg, 750 mg

levetiracetam in nacl intravenous solution 1000 mg/100ml, OA

1500 mg/100ml, 250 mg/50ml, 500 mg/100ml

levetiracetam intravenous solution 500 mgl/5ml OA

levetiracetam oral solution 100 mg/ml 1

levetiracetam oral tablet 1000 mg, 250 mg, 500 mg, 750 mg 1

LYRICA ORAL CAPSULE 100 MG, 150 MG, 200 MG, 225 MG, 3

25 MG, 300 MG, 50 MG, 75 MG (pregabalin)

LYRICA ORAL SOLUTION 20 MG/ML (pregabalin) 3

magnesium sulfate injection solution 50 % OA

magnesium sulfate intravenous solution 2 gm/50ml, 20 OA

gm/500ml, 4 gmI/100mli, 4 gmI/50mli, 40 gmI/1000ml

MOTPOLY XR ORAL CAPSULE EXTENDED RELEASE 24 3 PA

HOUR 100 MG, 150 MG, 200 MG (lacosamide)

NEURONTIN ORAL CAPSULE 100 MG, 300 MG, 400 MG 3

(gabapentin)

NEURONTIN ORAL SOLUTION 250 MG/5ML (gabapentin) 3

NEURONTIN ORAL TABLET 600 MG, 800 MG (gabapentin) 3

oxcarbazepine oral suspension 300 mg/5ml 1

oxcarbazepine oral tablet 150 mg, 300 mg, 600 mg 1

OXTELLAR XR ORAL TABLET EXTENDED RELEASE 24 3

HOUR 150 MG, 300 MG, 600 MG (oxcarbazepine)

pregabalin oral capsule 100 mg, 150 mg, 200 mg, 225 mg, 1

25 mg, 300 mg, 50 mg, 75 mg

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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pregabalin oral solution 20 mg/ml 1

QUDEXY XR ORAL CAPSULE ER 24 HOUR SPRINKLE 100 3

MG, 150 MG, 200 MG, 25 MG, 50 MG (topiramate)

roweepra oral tablet 500 mg 1

rufinamide oral suspension 40 mg/iml 1 PA

rufinamide oral tablet 200 mg, 400 mg 1 PA

SABRIL ORAL PACKET 500 MG (vigabatrin) 4 Eﬁr; f;’l;l)QL (30 day supply

SABRIL ORAL TABLET 500 MG (vigabatrin) 4 EeAr; f;’li)Q" (30 day supply

SPRITAM ORAL TABLET DISINTEGRATING SOLUBLE 1000 3

MG, 250 MG, 500 MG, 750 MG (levetiracetam)

subvenite oral tablet 100 mg, 150 mg, 200 mg, 25 mg 1

subvenite starter kit-blue oral kit 35 x 25 mg 1

subvenite starter kit-green oral kit 84 x 25 mg & 14x100 mg 1

subvenite starter kit-orange oral kit 42 x 25 mg & 7 x 100 1

mg

TEGRETOL ORAL SUSPENSION 100 MG/5ML 3

(carbamazepine)

TEGRETOL ORAL TABLET 200 MG (carbamazepine) 3

TEGRETOL-XR ORAL TABLET EXTENDED RELEASE 12 3

HOUR 100 MG, 200 MG, 400 MG (carbamazepine)

tiagabine hcl oral tablet 12 mg, 16 mg, 2 mg, 4 mg 1

TOPAMAX ORAL TABLET 100 MG, 200 MG, 25 MG, 50 MG 3

(topiramate)

TOPAMAX SPRINKLE ORAL CAPSULE SPRINKLE 15 MG, 25 3

MG (topiramate)

topiramate er oral capsule er 24 hour sprinkle 100 mg, 150 1

mg, 200 mg, 25 mg, 50 mg

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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topiramate er oral capsule extended release 24 hour 100 1

mg, 200 mg, 25 mg, 50 mg

topiramate oral capsule sprinkle 15 mg, 25 mg 1

topiramate oral tablet 100 mg, 200 mg, 25 mg, 50 mg 1

TRILEPTAL ORAL SUSPENSION 300 MG/5ML 3

(oxcarbazepine)

TRILEPTAL ORAL TABLET 150 MG, 300 MG, 600 MG 3

(oxcarbazepine)

TROKENDI XR ORAL CAPSULE EXTENDED RELEASE 24 3

HOUR 100 MG, 200 MG, 25 MG, 50 MG (topiramate)

valproate sodium intravenous solution 100 mg/ml OA

valproic acid oral capsule 250 mg 1

valproic acid oral solution 250 mg/5ml 1

vigabatrin oral packet 500 mg 4 PA; SP; QL (30 day supply
per 1 fill)

vigabatrin oral tablet 500 mg 4 PA; SP; QL (30 day supply
per 1 fill)

vigadrone oral packet 500 mg 4 PA; SF.,; QL (30 day supply
per 1 fill)

vigadrone oral tablet 500 mg 4 PA; SP; QL (30 day supply
per 1 fill)

vigpoder oral packet 500 mg 4 PA; SF.); QL (30 day supply
per 1 fill)

VIMPAT INTRAVENOUS SOLUTION 200 MG/20ML OA

(lacosamide)

VIMPAT ORAL SOLUTION 10 MG/ML (lacosamide) 3

VIMPAT ORAL TABLET 100 MG, 150 MG, 200 MG, 50 MG 3

(lacosamide)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

XCOPRI ORAL TABLET 100 MG, 150 MG, 200 MG, 50 MG 3 PA; QL (2 EA per 1 day); AL

(cenobamate) (Min 18 Years)

XCOPRI ORAL TABLET THERAPY PACK 100 & 150 MG, 14 X . )

12.5 MG & 14 X 25 MG, 14 X 150 MG & 14 X200 MG, 14 X 50 3 mﬁ'é(feifs)pe” day); AL

MG & 14 X100 MG, 150 & 200 MG (cenobamate)

ZONEGRAN ORAL CAPSULE 100 MG, 25 MG (zonisamide) 3

ZONISADE ORAL SUSPENSION 100 MG/5ML (zonisamide) 3

zonisamide oral capsule 100 mg, 25 mg, 50 mg

ZTALMY ORAL SUSPENSION 50 MG/ML (ganaxolone) 4 EeAr; 181';;')(”" (30 day supply

ANTIDEPRESSANTS, MISCELLANEOUS - Drugs for

Depression & Psychosis

APLENZIN ORAL TABLET EXTENDED RELEASE 24 HOUR 3

174 MG, 348 MG, 522 MG (bupropion hbr)

AUVELITY ORAL TABLET EXTENDED RELEASE 45-105 MG 3 ST; QL (2 EA per 1 day); AL

(dextromethorphan-bupropion) (Min 18 Years)

bupropion hcl er (smoking det) oral tablet extended release .

12 hour 150 mg 1 PV; QL (2 EA per 1 day)

bupropion hcl er (sr) oral tablet extended release 12 hour 1

100 mg, 150 mg, 200 mg

bupropion hcl er (xl) oral tablet extended release 24 hour 1

150 mg, 300 mg

BUPROPION HCL ER (XL) ORAL TABLET EXTENDED 5

RELEASE 24 HOUR 450 MG

bupropion hcl oral tablet 100 mg, 75 mg 1

FORFIVO XL ORAL TABLET EXTENDED RELEASE 24 HOUR 5

450 MG (bupropion hcl)

mirtazapine oral tablet 15 mg, 30 mg, 45 mg, 7.5 mg 1

mirtazapine oral tablet dispersible 15 mg, 30 mg, 45 mg 1

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

REMERON ORAL TABLET 15 MG, 30 MG (mirtazapine) 3

REMERON SOLTAB ORAL TABLET DISPERSIBLE 15 MG, 30 3

MG, 45 MG (mirtazapine)

SPRAVATO (56 MG DOSE) NASAL SOLUTION THERAPY 4 PA; SP; QL (30 day supply

PACK 28 MG/DEVICE (esketamine hcl) per 1 fill)

SPRAVATO (84 MG DOSE) NASAL SOLUTION THERAPY 4 PA; SP; QL (30 day supply

PACK 28 MG/DEVICE (esketamine hcl) per 1 fill)

WELLBUTRIN SR ORAL TABLET EXTENDED RELEASE 12 3

HOUR 100 MG, 150 MG, 200 MG (bupropion hcl)

WELLBUTRIN XL ORAL TABLET EXTENDED RELEASE 24 3

HOUR 150 MG, 300 MG (bupropion hcl)

ZULRESSO INTRAVENOUS SOLUTION 100 MG/20ML OA

(brexanolone)

ZURZUVAE ORAL CAPSULE 20 MG, 25 MG, 30 MG 3 PA

(zuranolone)

ANTIMANIC AGENTS - Drugs for Personality Disorder

ABILIFY ASIMTUFII INTRAMUSCULAR PREFILLED SYRINGE 3 PA; 1 dose per fill; QL (2.4

720 MG/2.4ML (aripiprazole) ML per 1 fill)

ABILIFY ASIMTUFII INTRAMUSCULAR PREFILLED SYRINGE 3 PA; 1 dose per fill; QL (3.2

960 MG/3.2ML (aripiprazole) ML per 1 fill)

ABILIFY MAINTENA INTRAMUSCULAR PREFILLED 3 PA: 1 dose per fil

SYRINGE 300 MG, 400 MG (aripiprazole) : P

ABILIFY MAINTENA INTRAMUSCULAR SUSPENSION 3 PA: 1 dose per il

RECONSTITUTED ER 300 MG, 400 MG (aripiprazole) ’ P

ABILIFY MYCITE MAINTENANCE KIT ORAL TABLET

THERAPY PACK 10 MG, 15 MG, 2 MG, 20 MG, 30 MG, 5 MG 3

(aripiprazole wl sens-strip-pod)

ABILIFY MYCITE STARTER KIT ORAL TABLET THERAPY

PACK 10 MG, 15 MG, 2 MG, 20 MG, 30 MG, 5 MG 3 QL (2 fill per 365 days)

(aripiprazole wl sens-strip-pod)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

ABILIFY ORAL TABLET 10 MG, 15 MG, 2 MG, 20 MG, 30 MG, 3

5 MG (aripiprazole)

aripiprazole oral solution 1 mg/iml 1

aripiprazole oral tablet 10 mg, 15 mg, 2 mg, 20 mg, 30 mg, 5 1

mg

aripiprazole oral tablet dispersible 10 mg, 15 mg 1

ARISTADA INITIO INTRAMUSCULAR PREFILLED SYRINGE ) ,
3 PA; 1 dose per fill

675 MG/2.4ML (aripiprazole lauroxil)

ARISTADA INTRAMUSCULAR PREFILLED SYRINGE 1064
MG/3.9ML, 441 MG/1.6ML, 662 MG/2.4ML, 882 MG/3.2ML 3 PA; 1 dose per fill
(aripiprazole lauroxil)

asenapine maleate sublingual tablet sublingual 10 mg, 2.5
mg, 5 mg

carbamazepine er oral capsule extended release 12 hour
100 mg, 200 mg, 300 mg

carbamazepine er oral tablet extended release 12 hour 100
mg, 200 mg, 400 mg

carbamazepine oral suspension 100 mg/5ml 1
carbamazepine oral tablet 200 mg 1
carbamazepine oral tablet chewable 100 mg 1
CARBATROL ORAL CAPSULE EXTENDED RELEASE 12 3
HOUR 100 MG, 200 MG, 300 MG (carbamazepine)

DEPAKOTE ER ORAL TABLET EXTENDED RELEASE 24 3
HOUR 250 MG, 500 MG (divalproex sodium)

DEPAKOTE ORAL TABLET DELAYED RELEASE 125 MG, 250 3
MG, 500 MG (divalproex sodium)

DEPAKOTE SPRINKLES ORAL CAPSULE DELAYED 3

RELEASE SPRINKLE 125 MG (divalproex sodium)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

divalproex sodium er oral tablet extended release 24 hour
250 mg, 500 mg

divalproex sodium oral capsule delayed release sprinkle
125 mg

divalproex sodium oral tablet delayed release 125 mg, 250
mg, 500 mg

epitol oral tablet 200 mg 1
EQUETRO ORAL CAPSULE EXTENDED RELEASE 12 HOUR

100 MG, 200 MG, 300 MG (carbamazepine (antipsychotic)) 3
GEODON INTRAMUSCULAR SOLUTION RECONSTITUTED 3 PA; QL (30 day supply per 1
20 MG (ziprasidone mesylate) fill)
GEODON ORAL CAPSULE 20 MG, 40 MG, 60 MG, 80 MG 3
(ziprasidone hcl)

LAMICTAL ODT ORAL KIT 21 X 25 MG & 7 X 50 MG, 25 & 50 3

& 100 MG, 42 X 50 MG & 14X100 MG (lamotrigine)

LAMICTAL ODT ORAL TABLET DISPERSIBLE 100 MG, 200 3

MG, 25 MG, 50 MG (lamotrigine)

LAMICTAL ORAL TABLET 100 MG, 150 MG, 200 MG, 25 MG 3
(lamotrigine)

LAMICTAL ORAL TABLET CHEWABLE 25 MG, 5 MG 3
(lamotrigine)

LAMICTAL STARTER ORAL KIT 35 X 25 MG, 42 X 25 MG & 7 3

X 100 MG, 84 X 25 MG & 14X100 MG (lamotrigine)

LAMICTAL XR ORAL KIT 21 X 25 MG & 7 X 50 MG, 25 & 50 & 3

100 MG, 50 & 100 & 200 MG (lamotrigine)

LAMICTAL XR ORAL TABLET EXTENDED RELEASE 24

HOUR 100 MG, 200 MG, 25 MG, 250 MG, 300 MG, 50 MG 3

(lamotrigine)

lamotrigine er oral tablet extended release 24 hour 100 mg,
200 mg, 25 mg, 250 mg, 300 mg, 50 mg

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Coverage Requirements &

Prescription Drug Name Drug Tier Limits

lamotrigine oral kit 21 x 25 mg & 7 x 50 mg, 25 & 50 & 100
mg, 42 x 50 mg & 14x100 mg

lamotrigine oral tablet 100 mg, 150 mg, 200 mg, 25 mg 1

lamotrigine oral tablet chewable 25 mg, 5 mg 1

lamotrigine oral tablet dispersible 100 mg, 200 mg, 25 mg,
50 mg

lamotrigine starter kit-blue oral kit 35 x 25 mg 1

lamotrigine starter kit-green oral kit 84 x 25 mg & 14x100
mg

lamotrigine starter kit-orange oral kit 42 x 25 mg & 7 x 100
mg

lithium carbonate er oral tablet extended release 300 mg,
450 mg

lithium carbonate oral capsule 150 mg, 300 mg, 600 mg 1

lithium carbonate oral tablet 300 mg 1

lithium oral solution 8 meq/5ml 1

LITHOBID ORAL TABLET EXTENDED RELEASE 300 MG
(lithium carbonate)

PA; QL (30 day supply per 1

olanzapine intramuscular solution reconstituted 10 mg 1 fill)

olanzapine oral tablet 10 mg, 15 mg, 2.5 mg, 20 mg, 5 mq,
7.5 mg

olanzapine oral tablet dispersible 10 mg, 15 mg, 20 mg, 5
mg

PERSERIS SUBCUTANEOUS PREFILLED SYRINGE 120 MG,
90 MG (risperidone)

quetiapine fumarate er oral tablet extended release 24 hour
150 mg, 200 mg, 300 mg, 400 mg, 50 mg

3 PA; 1 dose per fill

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier Limits

quetiapine fumarate oral tablet 100 mg, 150 mg, 200 mg, 25
mg, 300 mg, 400 mg, 50 mg

RISPERDAL CONSTA INTRAMUSCULAR SUSPENSION

RECONSTITUTED ER 12.5 MG, 25 MG, 37.5 MG, 50 MG 3 PA; 1 dose per fill
(risperidone microspheres)

RISPERDAL ORAL SOLUTION 1 MG/ML (risperidone) 3

RISPERDAL ORAL TABLET 0.5 MG, 1 MG, 2 MG, 3 MG, 4 MG 3

(risperidone)

risperidone microspheres er intramuscular suspension ] ,
reconstituted er 12.5 mg, 25 mg, 37.5 mg, 50 mg 1 PA; 1 dose per fil
risperidone oral solution 1 mg/ml 1

risperidone oral tablet 0.25 mg, 0.5 mg, 1 mg, 2 mg, 3 mg, 4 1

mg

risperidone oral tablet dispersible 0.25 mg, 0.5 mg, 1 mg, 2 1

mg, 3 mg, 4 mg

RYKINDO INTRAMUSCULAR SUSPENSION 3 PA: QL (1 EA per 1 fill

RECONSTITUTED ER 25 MG, 37.5 MG, 50 MG (risperidone)
SAPHRIS SUBLINGUAL TABLET SUBLINGUAL 10 MG, 2.5

ST; QL (2 EA per 1 day); AL

MG, 5 MG (asenapine maleate) 3 (Min 10 Years)
SECUADO TRANSDERMAL PATCH 24 HOUR 3.8 MG/24HR, 3 ST; QL (1 EA per 1 day); AL
5.7 MG/24HR, 7.6 MG/24HR (asenapine) (Min 18 Years)
SEROQUEL ORAL TABLET 100 MG, 200 MG, 25 MG, 300 3

MG, 400 MG, 50 MG (quetiapine fumarate)

SEROQUEL XR ORAL TABLET EXTENDED RELEASE 24

HOUR 150 MG, 200 MG, 300 MG, 400 MG, 50 MG (quetiapine 3

fumarate)

subvenite oral tablet 100 mg, 150 mg, 200 mg, 25 mg 1

subvenite starter kit-blue oral kit 35 x 25 mg 1

subvenite starter kit-green oral kit 84 x 25 mg & 14x100 mg 1

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
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subvenite starter kit-orange oral kit 42 x 25 mg & 7 x 100 1

mg

TEGRETOL ORAL SUSPENSION 100 MG/5ML 3

(carbamazepine)

TEGRETOL ORAL TABLET 200 MG (carbamazepine) 3

TEGRETOL-XR ORAL TABLET EXTENDED RELEASE 12 3

HOUR 100 MG, 200 MG, 400 MG (carbamazepine)

valproate sodium intravenous solution 100 mg/ml OA

valproic acid oral capsule 250 mg 1

valproic acid oral solution 250 mg/5ml 1

Ziprasidone hcl oral capsule 20 mg, 40 mg, 60 mg, 80 mg 1

ziprasidone mesylate intramuscular solution reconstituted 1 PA; QL (30 day supply per 1

20 mg fill)

ZYPREXA INTRAMUSCULAR SOLUTION RECONSTITUTED 3 PA; QL (30 day supply per 1

10 MG (olanzapine) fill)

ZYPREXA ORAL TABLET 10 MG, 15 MG, 2.5 MG, 20 MG, 5 3

MG, 7.5 MG (olanzapine)

ZYPREXA RELPREVV INTRAMUSCULAR SUSPENSION

RECONSTITUTED 210 MG, 300 MG, 405 MG (olanzapine 3 PA; 1 dose per fill

pamoate)

ZYPREXA ZYDIS ORAL TABLET DISPERSIBLE 10 MG, 15 3

MG, 20 MG, 5 MG (olanzapine)

ANTIMIGRAINE AGENTS, MISCELLANEOUS - Migraine

Treatment

acetaminophen intravenous solution 10 mgiml OA

ACETAMINOPHEN INTRAVENOUS SOLUTION PREFILLED OA

SYRINGE 100 MG/10ML

ANAPROX DS ORAL TABLET 550 MG (naproxen sodium) 3

aspirin 81 oral tablet delayed release 81 mg 1 PV

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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aspirin adult low dose oral tablet delayed release 81 mg 1 PV
aspirin adult low strength oral tablet delayed release 81 mg 1 PV
aspirin childrens oral tablet chewable 81 mg 1 PV
aspirin ec low dose oral tablet delayed release 81 mg 1 PV
aspirin ec low strength oral tablet delayed release 81 mg 1 PV
aspirin low dose oral tablet chewable 81 mg 1 PV
aspirin low dose oral tablet delayed release 81 mg 1 PV
aspirin oral tablet 325 mg 1

aspirin oral tablet chewable 81 mg 1 PV
aspirin oral tablet delayed release 325 mg 1

aspirin oral tablet delayed release 81 mg 1 PV
aspirin regimen oral tablet delayed release 81 mg 1 PV
BAYER ASPIRIN ORAL TABLET DELAYED RELEASE 325 MG 3

(aspirin)

butorphanol tartrate injection solution 1 mgiml, 2 mg/ml OA
butorphanol tartrate nasal solution 10 mg/iml 1 QL (10 ML per 30 days)
caffeine citrate intravenous solution 60 mg/3ml OA
caffeine citrate oral solution 20 mg/ml, 60 mg/3ml 1
CAFFEINE-SODIUM BENZOATE INJECTION SOLUTION 125- OA

125 MG/ML

CAMBIA ORAL PACKET 50 MG (diclofenac 3 PA
potassium(migraine))

COMBOGE§IC INTRAVENOUS_ SOLUTION 1000-300 OA PA
MG/100ML (ibuprofen-acetaminophen)

DEPAKOTE ER ORAL TABLET EXTENDED RELEASE 24 3

HOUR 250 MG, 500 MG (divalproex sodium)

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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DEPAKOTE ORAL TABLET DELAYED RELEASE 125 MG, 250 3

MG, 500 MG (divalproex sodium)

DEPAKOTE SPRINKLES ORAL CAPSULE DELAYED 3

RELEASE SPRINKLE 125 MG (divalproex sodium)
diclofenac potassium(migraine) oral packet 50 mg 1 PA

PA; QL (30 day supply per 1
fill)

dihydroergotamine mesylate nasal solution 4 mgiml 1 QL (0.27 ML per 1 day)

dihydroergotamine mesylate injection solution 1 mg/iml 1

divalproex sodium er oral tablet extended release 24 hour
250 mg, 500 mg

divalproex sodium oral capsule delayed release sprinkle
125 mg

divalproex sodium oral tablet delayed release 125 mg, 250
mg, 500 mg

EC-NAPROSYN ORAL TABLET DELAYED RELEASE 375 MG,

500 MG (naproxen) 3

ec-naproxen oral tablet delayed release 375 mg, 500 mg 1

EmL);)’(‘;(iiS)RAL SOLUTION 120 MG/4.8ML (celecoxib 3 PA: QL (0.96 ML per 1 day)
EPRONTIA ORAL SOLUTION 25 MG/ML (topiramate) 3 PA

ERGOMAR SUBLINGUAL TABLET SUBLINGUAL 2 MG 5

(ergotamine tartrate)

ergotamine-caffeine oral tablet 1-100 mg

ft aspirin low dose oral tablet delayed release 81 mg PV

ft aspirin oral tablet 325 mg

ft enteric coated aspirin oral tablet delayed release 325 mg

genuine aspirin oral tablet 325 mg

B N e Y = B I N B N

goodsense aspirin adults oral tablet 325 mg

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty Medication — May
require PA, limited to 30-day supply. Up to 2 initial fills allowed at local retail pharmacies. Exceptions may be
allowed when manufacturer or FDA limits supply to select specialty pharmacies only; *: Copayments waived
for this medication; any plan deductible still applies: *: Copayments waived for this medication; skip deductible
Effective Date 05/01/2024
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Prescription Drug Name Drug Tier C_ov_erage RIS
Limits

goodsense aspirin low dose oral tablet delayed release 81 1 PV

mg

goodsense aspirin oral tablet 325 mg 1

HEMANGEOL ORAL SOLUTION 4.28 MG/ML (propranolol 4 SP; QL (30 day supply per 1

hcl) fill)

ibuprofen lysine intravenous solution 10 mgiml OA

ibuprofen oral suspension 100 mg/5ml 1

ibuprofen oral tablet 400 mg, 600 mg, 800 mg 1

INDERAL LA ORAL CAPSULE EXTENDED RELEASE 24 3

HOUR 120 MG, 160 MG, 60 MG, 80 MG (propranolol hcl)

INDERAL XL ORAL CAPSULE EXTENDED RELEASE 24 3 PA

HOUR 120 MG, 80 MG (propranolol hcl sr beads)

INNOPRAN XL ORAL CAPSULE EXTENDED RELEASE 24 3 PA

HOUR 120 MG, 80 MG (propranolol hcl sr beads)

ketoprofen er oral capsule extended release 24 hour 200 1

mg

ketoprofen oral capsule 25 mg, 50 mg

KIPROFEN ORAL CAPSULE 25 MG (ketoprofen) 3

MIGERGOT RECTAL SUPPOSITORY 2-100 MG (ergotamine- 3

caffeine)

MIGRANAL NASAL SOLUTION 4 MG/ML (dihydroergotamine 3 QL (0.27 ML per 1 day)

mesylate)

mm aspirin oral tablet delayed release 81 mg 1 PV

NAPRELAN ORAL TABLET EXTENDED RELEASE 24 HOUR 3 PA

375 MG, 500 MG, 750 MG (naproxen sodium)

NAPROSYN ORAL SUSPENSION 125 MG/5ML (naproxen) 3

NAPROSYN ORAL TABLET 500 MG (naproxen) 3

naproxen dr oral tablet delayed release 500 mg

Tier 1: Preferred generic and certain preferred brand-name medications; Tier 2: Preferred brand name and
certain non-preferred generic medications; Tier 3: Non-preferred (generic or brand) medications; Tier 4:
Specialty medications; INF: Infertility medications; OA: Office administered medications; AL: Age Limit —
These medications may require prior authorization if your age does not fall within the drug manufacturer, Food
and Drug Administration (FDA) or treatment guideline recommendations; AC: Anti-Cancer — These oral anti-
cancer drugs are subject to a maximum copayment for up to each 30-day supply, after any deductible has
been met (per California State Law). This amount is listed in your WHA Copayment Summary; PA: Prior
Authorization — Your doctor is required to give Western Health Advantage more information to determine
coverage; QL: Quantity Limit — Medication may be limited to a certain quantity; ST: Step Therapy — Must try
lower-cost medication(s) before a higher-cost medication can be covered; PV: Due to Health Care Reform this
product may be available at zero copay through your pharmacy benefit; SP: Specialty 