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What is the New West Medicare Formulary? 
 

A formulary is a list of covered drugs selected by New West Medicare in consultation with a 
team of health care providers, which represents the prescription therapies believed to be a 
necessary part of a quali ty treatment program.   New West Medicare will generally cover the 
drugs listed in our formulary as long as the drug is medically necessary, the prescription is fill ed 
at a New West Medicare network pharmacy, and other plan rules are followed.  For more 
information on how to fill  your prescriptions, please review your Evidence of Coverage. 

 

 

Can the Formulary change? 
 

Generally, if you are taking a drug on our 2008 formulary that was covered at the beginning of 
the year, we will not discontinue or reduce coverage of the drug during the 2008 coverage year 
except when a new, less expensive generic drug becomes available or when new adverse 
information about the safety or effectiveness of a drug is released. Other types of formulary 
changes, such as removing a drug from our formulary, will not affect members who are currently 
taking the drug. It will remain available at the same cost-sharing for those members taking it for 
the remainder of the coverage year. We feel it is important that you have continued access for the 
remainder of the coverage year to the formulary drugs that were available when you chose our 
plan, except for cases in which you can save additional money or improve the safety of your 
drugs. 

 

If we remove drugs from our formulary, or add prior authorization, quantity limits and/or 

step therapy restrictions on a drug or move a drug to a higher cost-sharing tier, we must notify 

affected members of the change at least 60 days before the change becomes effective, or at the 

time the member requests a refill of  the drug, at which time the member will  receive a 60-day 

supply of the drug.  If the Food and Drug Administration deems a drug on our formulary to be 

unsafe or the drugôs manufacturer removes the drug from the market, we will immediately remove 

the drug from our formulary and provide notice to members who take the drug.  The enclosed 

formulary is current as of August 1, 2008 To get updated information about the drugs covered by 

New West Medicare, please visit our Web site at www.newwesthealth.com or call our Medicare 

Customer Service Department at 1-888-873-8049. TTY/TDD users please call 1-888-290-3658. 

One of our representatives will be happy to assist you. 

 

Á November 15, 2007 until March 1, 2008, 8:00 a.m. until 8:00 p.m. seven days per week. 
 

Á March 2, 2008 until November 14, 2008, 8:00 a.m. until 8:00 p.m. MondayïFriday. 
 

Á After 8:00 p.m. you are welcome to leave a message for a customer service representative. 
 

Á Alternative technologies may be used for weekends, holidays and evenings. 
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How do I use the Formulary? 
 

There are two ways to find your drug within the formulary: 
 

Medical Condition 
 

The formulary begins on page 7. The drugs in this formulary are grouped into 

categories depending on the type of medical conditions that they are used to treat.  

For example, drugs used to treat a heart condition are listed under the category, 

ñCardiovascular Agentsò.  If you know what your drug is used for, look for the 

category name in the list that begins on page 7. Then look under the category name 

for your drug. 
 

Alphabetical L isting 
 

If you are not sure what category to look under, you should look for your drug in the 
Index that begins on page 51. The Index provides an alphabetical list of all  of the 

drugs included in this document. Both brand-name drugs and generic drugs are listed 

in the Index. Look in the Index and find your drug. Next to your drug, you will see 

the page number where you can find coverage information. Turn to the page listed in the 

Index and find the name of your drug in the first column of the list. 

 

What are generic drugs? 
 

New West Medicare covers both brand-name drugs and generic drugs. A generic drug has the 
same active-ingredient as the brand name drug. Generic drugs usually cost less than brand 
name drugs and are approved by the Food and Drug Administration (FDA). 

 

Are there any restrictions on my coverage? 
 

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

requirements and limits may include: 
 

 Pr ior  Author ization: New West Medicare requires you or your physician to get prior 

authorization for certain drugs. This means that you will need to get approval from New 

West Medicare before you fill  your prescriptions. If you donôt get approval, New West 

Medicare may not cover the drug. 
 

 Quantity L imits: For certain drugs, New West Medicare limits the amount of the drug 

that we will cover. For example, New West Medicare provides 5 Imitrex injections per 25 

days.  
 

 Step Therapy: In some cases, New West Medicare requires you to first try certain 

drugs to treat your medical condition before we will cover another drug for that 

condition. For example, if Drug A and Drug B both treat your medical condition, New 

West Medicare may not cover drug B unless you try Drug A first. If Drug A does not 

work for you, New West Medicare will then cover Drug B. 

 
You can find out if your drug has any additional requirements or limits by looking in the 

formulary that begins on page 7.  
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You can ask New West Medicare to make an exception to these restrictions or limits. See the 

section, ñHow do I request an exception to New West Medicareôs formulary?ò below for 

information about how to request an exception. 

 

What if my drug is not on the Formulary? 
 

If your drug is not included in this formulary, you should first contact Customer Service and ask 
if  your drug is covered. If you learn that New West Medicare does not cover your drug, you have 
two options: 

 

Á You can ask Customer Service for a list of similar drugs that are covered by New West 

Medicare. When you receive the list, show it to your doctor and ask him or her to 

consider prescribing a similar drug that is covered by New West Medicare. 
 

Á You can ask New West Medicare to make an exception and cover your drug. See below 

for information about how to request an exception. 
 

NOTE: Due to a change in Medicare, most Medicare Drug Plans will no longer cover erectile 

dysfunction (ED) drugs like Viagra, Cilais, Levitra, and Caverject.  For more information, 

contact Customer Service. 

 

How do I request an exception to the New West Medicare Formulary? 
 

You can ask New West Medicare to make an exception to our coverage rules. There are 
several types of exceptions that you can ask us to make. 

 

Á You can ask us to cover your drug even if it is not on our formulary. 
 

Á You can ask us to waive coverage restrictions or limits on your drug. For example, for 

certain drugs, New West Medicare limits the amount of the drug that we will cover. If 

your drug has a quantity limit, you can ask us to waive the limit and cover more. 
 

Á You can ask us to provide a higher level of coverage for your drug.  If your drug is    
contained in our non-preferred brand tier, you can ask us to cover it at the cost-sharing 
amount that applies to drugs in the preferred brand tier instead.  This would lower the 
amount you must pay for your drug.  

 

Please note, if we grant your request to cover a drug that is not on our formulary, you may not 
ask us to provide a higher level of coverage for the drug.  Also, you may not ask us to provide a 
higher level of coverage for drugs that are in the specialty tier. 

    

Generally, New West Medicare will  only approve your request for an exception if  the 

alternative drugs included on our formulary, the lower-tiered drug, or additional utili zation 

restrictions would not be as effective in treating your condition and/or would cause you to 

have adverse medical effects. 

 

You should contact us to ask us for an initial coverage decision for a formulary, tiering or 

utili zation restriction exception. When you are requesting a formulary, tiering or utilization 

restriction exception, you should submit a statement from your physician supporting your request. 

Generally, we must make our decision within 72 hours of receiving your prescribing physicianôs 

supporting statement. You can request an expedited (fast) exception if you or your doctor 

believes that your health could be seriously harmed by waiting up to 72 hours for a decision.  If 
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your request to expedite is granted, we must give you a decision no later than 24 hours after we 

receive your prescribing physicianôs supporting statement. 

 

  What do I do before I can talk to my doctor about changing my drugs or   

requesting an exception? 
 

As a new member in our plan you may be taking drugs that are not on our formulary. Or, you 

may be taking a drug that is on our formulary but your abili ty to get it is limited. For example, 

you may need a prior authorization from us before you can fill your prescription. You should talk 

to your doctor to decide if  you should switch to an appropriate drug that we cover or request a 

formulary exception so that we will cover the drug you take. While you talk to your doctor to 

determine the right course of action for you, we may cover your drug in certain cases during the 

first 90 days you are a member of our plan. 

 

For each of your drugs that is not on our formulary or if  your abili ty to get your drugs is 

limited, we will  cover a temporary 30 day supply (unless you have a prescription written for 

fewer days or the non-formulary drug is a Medicare Part D excluded drug) when you go to a 

network pharmacy. After your first 30 day supply, we will not pay for these drugs, even if 

you have been a member of the plan less than 90 days.  

 

If you are a resident of a long-term care facili ty, we will cover a temporary 31 day transition 

supply (unless you have a prescription written for fewer days or the non-formulary drug is a 

Medicare Part D excluded drug). We will cover more than one refill of  these drugs for the first 

90 days you are a member of our plan. If you need a drug that is not on our formulary or if  your 

abili ty to get your drugs is limited, but you are past the first 90 days of membership in our plan, 

we will cover a 31 day emergency supply of that drug (unless you have a prescription for fewer 

days or the drug is a Medicare part D excluded drug) while you pursue a formulary exception. 

 

Current enrollees with a change in treatment setting or level of care, will receive a 30 day 

transition supply (unless you have a prescription written for fewer days or the non-formulary 

drug is a Medicare Part D excluded drug ) when you go to a network pharmacy. After your first 

30 day supply, we will not pay for these drugs. 
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For more information 
 

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

 
If you have questions about New West Medicare, please call Customer Service at 1-888-873-

8049.  TTY/TDD users please call 1-888-290-3658. One of our representatives will be happy to 

assist you. Or visit our website at www.newwesthealth.com. 
 

Á November 15, 2007 until March 1, 2008, 8:00 a.m. until 8:00 p.m. seven days per week. 

Á March 2, 2008 until November 14, 2008, 8:00 a.m. until 8:00 p.m. MondayïFriday. 

Á After 8:00 p.m. you are welcome to leave a message for a customer service representative. 

Á Alternative technologies may be used for weekends, holidays and evenings. 

 

 

If you have general questions about Medicare prescription drug coverage, please call 

Medicare at 1-800-MEDICARE (1-800-633-4227) 24 hours a day/7 days a week.  

TTY/TDD users should call 1-877-486-2048. Or, visit www.medicare.gov. 

 

Formulary Key  
 

The New West Medicare Formulary begins on the next page. 
   

Á The first column of the chart lists the drug name.  

o Brand-name drugs are capitalized (e.g., CELEBREX)  

o Generic drugs are listed in lower-case italics (e.g., lidocaine). 

 

Á The second column of the chart lists the co-payment tier level. 

o Tier 1* indicates a Formulary Generic drug 

o Tier 2 indicates a Formulary Preferred Brand drug 

o Tier 3 indicates a Formulary Non-Preferred Brand drug 

o Tier 4 indicates a Formulary Specialty drug 

 

 Note: A tier level marked with an asterisk (* ) means we provide coverage of the 

 prescription drug in the coverage gap. Please refer to the Summary of Benefits for more 

 information about this coverage. 

 
 

 

Á The information in the Requirements/Limits column tells you if New West Medicare has 

any special requirements for coverage of your drug.    

o PA:   Prior Authorization required 

o QL :   Quantity Limited 

o ST:   Drug is subject to Step Therapy requirements 

o B/D: Drug may be covered under Medicare Part B or D depending on the 

 medical use of the drug, dosage form, and/or the context in which the  drug is 

provided. 
 

Á Therapeutic Categories are listed in bold 

Á Therapeutic Classes are listed in bold italics below each therapeutic category.

http://www.newwesthealth.com/
http://www.medicare.gov/
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ANALGESICS  

NSAIDs  

diclofenac sodium delayed - rel  Tier 1    

diclofenac sodium ext - rel  Tier 1    

diflunisal  Tier 1    

etodolac  Tier 1    

etodolac ext - rel  Tier 1    

ibuprofen  Tier 1    

INDOCIN susp  Tier 2    

indomethacin  Tier 1    

indomethacin ext - rel  Tier 1    

indomethacin supp  Tier 1    

meloxicam  Tier  1   

nabumetone  Tier 1    

naproxen  Tier 1    

naproxen delayed - rel  Tier 1    

naproxen sodium  Tier 1    

oxaprozin  Tier 1    

sulindac  Tier 1    

 
COX - 2 Inhibitors  

CELEBREX Tier 2    

 
Gout  

allopurinol  Tier 1    

allopurinol inj  Tier 1    

colchicine  Tier 1    

colchicine inj  Tier 1    

proben ecid  Tier 1    

 

Narcotic Analgesics  

codeine/acetaminophen  Tier 1    

hydrocodone/acetaminophen  Tier 1    

 

Narcotic Analgesics, CII  

AVINZA  Tier 3    

DILAUDID -5 oral soln 1 mg/mL  Tier 2    

fentanyl transdermal  Tier 1    

hydromorphone inj  Tier 1    

hydromorphone tabs  Tier 1    

morphine ext - rel  Tier 1    

MORPHINE inj  Tier 2    

MORPHINE soln  Tier 2    

morphine sulfate immediate release  Tier 1    



  Drug  Tier    Requirements/  

                                             Limits  

NW#128-09-07 H2701 
 

8 

morphine supp  Tier 1    

OPANA ER Tier 2    

oxycodone  Tier 1    

oxycodone/acetaminophen  Tier 1    

OXYCONTIN  Tier 2    

Oxyfast  Tier 1    

OXYIR  Tier 3    

RMS Tier 2    

ROXICET oral soln  Tier 2    

ROXICODONE concentrate 20 mg/mL  Tier 2    

ROXICODONE oral soln 5 mg/5 mL  Tier 2    

ROXICODONE tabs 5 mg  Tier 2    

 
Non - narcotic Analgesics  

tramadol  Tier 1    

tramadol/acetaminophen  Tier 1    

 

ANESTHETICS  

Local Anesthetics  

lidocaine inj  Tier 1    

lidocaine/prilocaine  Tier 1    

LIDODERM  Tier 2    

 
ANTI - INFECTIVES  

Antibacterials  

Cephalosporins  

First Generation  

cefadroxil  Tier 1    

cefadroxil susp  Tier 1    

CEFAZOLIN inj  Tier 2    

cephalexin  Tier 1    

 

Second Generation  

cefaclor  Tier 1    

cefoxitin inj  Tier 1    

cefprozil  Tier 1    

cefuroxime axetil  Tier 1    

cefuro xime inj  Tier 1    

CEFUROXIME SODIUM/DEXTROSE inj 750 

mg  

Tier 2    

 

Third Generation  

CEDAX Tier 3    

cefdinir  Tier 1    
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cefpodoxime proxetil  Tier 1    

ceftriaxone inj  Tier 1    

 
Fourth Generation  

cefepime inj  Tier 1    

MAXIPIME inj 500 mg  Tier 2    

 

Erythromycins/Macrolides  

azithromycin inj  Tier 1    

azithromycin susp, tabs  Tier 1    

clarithromycin  Tier 1    

clarithromycin ext - rel  Tier 1    

ERYPED DROPS Tier 2    

ERYTHROCIN inj  Tier 2    

erythromycin delayed - rel  Tier 1    

erythromycin ethylsuccinate  Tier 1    

erythromycin stearate  Tier 1    

erythromycin/sulfisox azole  Tier 1    

 
Fluoroquinolones  

AVELOX Tier 2    

AVELOX inj  Tier 2    

CIPRO susp  Tier 2    

ciprofloxacin  Tier 1    

ciprofloxacin ext - rel  Tier 1    

ciprofloxacin inj  Tier 1    

LEVAQUIN  Tier 2    

LEVAQUIN inj  Tier 2    

 
Penicillins  

amoxicillin  Tier 1    

amoxicillin/clavulanate  Tier 1    

AMOXIL PEDIATRIC DROPS  Tier 2    

ampicillin  Tier 1    

ampicillin inj  Tier 1    

AUGMENTIN chewable tabs 125 mg, 250 

mg  

Tier 3    

AUGMENTIN susp 125 mg/5 mL, 250 mg/5 

mL  

Tier 3    

AUGMENTIN XR  Tier 3    

BICILLIN C -R Tier 2    

BICILLIN L -A Tier 2    

dicloxacillin  Tier 1    

nafcillin inj  Tier 1    
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penicillin inj  Tier 1    

penicillin VK  Tier 1    

ZOSYN Tier 2    

 
Sulfonamides  

GANTRISIN  Tier 3    

sulfadiazine  Tier 1    

 

Tetracyclines  

doxycycline hyclate caps, tabs  Tier 1    

doxycycline inj  Tier 1    

minocycline  Tier 1    

SUMYCIN susp 12 5 mg/5 mL  Tier 3    

tetracycline caps  Tier 1    

VIBRAMYCIN susp, syrup  Tier 2    

Antifungals  

amphotericin B  Tier 1    

ANCOBON  Tier 2    

clotrimazole troches  Tier 1    

fluconazole  Tier 1    

fluconazole inj  Tier 1    

GRIS-PEG Tier 2    

griseofulvin microsize susp  Tier 1    

itraconazole caps  Tier 1   PA 

ketoconazole  Tier 1    

nystatin  Tier 1    

SPORANOX inj  Tier 3    

SPORANOX oral soln  Tier 3    

terbi nafine tabs  Tier 1   PA 

VFEND Tier 4    

VFEND inj  Tier 4    

 
Antimalarials  

chloroquine  Tier 1    

DARAPRIM  Tier 2    

MALARONE Tier 2    

mefloquine  Tier 1    

QUALAQUIN  Tier 2    

 

Antiretroviral Agents  
Antiretroviral Combinations  

ATRIPLA Tier 4    

COMBIVIR  Tier 2    

EPZICOM Tier 2    
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TRIZIVIR  Tier 2    

TRUVADA Tier 2    

 
Chemokine Receptor Antagonists  

SELZENTRY Tier 4    

 

Fusion Inhibitors  

FUZEON Tier 4    

 

Integrase Inhibitors  

ISENTRESS Tier 4    

 
Non -nucleoside Reverse Transcriptase Inhibitors  

INTELENCE Tier 2    

RESCRIPTOR Tier 2    

SUSTIVA  Tier 2    

VIRAMUNE  Tier 2    

 

Nucleoside Reverse Transcriptase Inhibitors  

didanosine delayed - rel  Tier 1    

EMTRIVA  Tier 2    

EPIVIR  Tier 2    

RETROVIR inj  Tier 2    

VIDEX  Tier 2    

VIDEX EC 125 mg  Tier 2    

ZERIT  Tier 2    

ZIAGEN  Tier 2    

zidovudine  Tier 1    

 

Nucleotide Reverse Transcriptase Inhibitors  

VIREAD  Tier 2    

 
Protease Inhibitors  

APTIVUS  Tier 2    

CRIXIVAN  Tier 2    

INVIRASE  Tier 2    

KALETRA Tier 2    

LEXIVA  Tier 2    

NORVIR  Tier 2    

PREZISTA Tier 4    

REYATAZ Tier 2    

VIRACEPT Tier 2    
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Antitubercular Agents  

ethambutol  Tier 1    

isoniazid  Tier 1    

isoniazid inj 100 mg/mL  Tier 1    

MYCOBUTIN  Tier 2    

pyrazinamide  Tier 1    

rifampin  Tier 1    

rifampin inj  Tier 1    

 

Antivirals  

Cytomegalovirus Agents  

CYTOVENE inj  Tier 2    

ganciclovir  Tier 1    

VALCYTE Tier 4    

 
Hepatitis Agents  

BARACLUDE Tier 2    

EPIVIR -HBV Tier 2    

HEPSERA Tier 2    

REBETOL oral soln  Tier 4   PA 

RIBASPHERE Tier 4   PA 

RIBAVIRIN  Tier 4   PA 

TYZEKA Tier 2    

 

Herpes Agents  

acyclovir  Tier 1    

acyclovir inj  Tier 1    

famciclovir  Tier 1    

VALTREX Tier 2    

 

Influenza Agents  

amantadine  Tier 1    

TAMIFLU  Tier 2   QL 

QL:  Tamiflu caps (30 mg) -  20 caps per 180 days  
 Tamiflu caps (45 mg, 75 mg) -  10 caps per 180 days  

 Tamiflu susp -  75 mL per 180 days  

 

Miscellaneous  

ALBENZA Tier 2    

ALINIA  Tier 2   QL 

CLEOCIN caps 75 mg  Tier 2    

CLEOCIN PEDIATRIC  Tier 2    

clindamycin  Tier 1    

clindamycin inj  Tier 1    
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CUBICIN  Tier 4    

dapsone  Tier 1    

FURADANTIN  Tier 3    

INVANZ  Tier 2    

MACRODANTIN 25 mg  Tier 2    

mebendazole  Tier 1    

metronidazole  Tier 1    

metronidazole inj  Tier 1    

nitrofurantoin ext - rel  Tier 1    

nitrofurantoin macrocrystals  Tier 1    

PRIMAXIN inj  Tier 2    

sulfamethoxazole/trimethoprim  Tier 1    

sulfamethoxazole/trimethoprim inj  Tier 1    

TINDAMAX  Tier 2    

trimethoprim  Tier 1    

TYGACIL  Tier 4    

VANCOCIN  Tier 2    

vancomycin inj  Tier 1    

ZYVOX Tier 4    

ZYVOX inj  Tier 4    

QL:  Alinia tabs -  6 tabs per 25 days  

      Alinia susp -  60 mL per 25 days  
 

ANTINEOPLASTIC AGENT S 
Hormonal Antineoplastic Agents  

Antiandrogens  

CASODEX Tier 2    

flutamide  Tier 1    

NILANDRON  Tier 2    

 

Antiestrogens  

FARESTON Tier 2    

FASLODEX Tier 2    

SOLTAMOX oral soln  Tier 2    

tamoxifen  Tier 1    

 

Aromatase Inhi bitors  

ARIMIDEX  Tier 2    

AROMASIN  Tier 2    

FEMARA Tier 2    

TESLAC Tier 2    

 

Luteinizing Hormone - releasing Hormone (LHRH) Agonists  

leuprolide acetate  Tier 1    
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LUPRON DEPOT Tier 4    

TRELSTAR Tier 2    

ZOLADEX Tier 2    

 
Progestins  

DEPO-PROVERA inj 400 mg/mL  Tier 2    

MEGACE ES Tier 2    

megestrol acetate  Tier 1    

 

Injectable Agents  

Alkylating Agents  

ALKERAN Tier 2    

BICNU  Tier 2    

BUSULFEX Tier 2    

cyclophosphamide  Tier 1    

dacarbazine  Tier 1    

IFEX 3 g  Tier 2    

ifosfamide  Tier 1    

MUSTARGEN Tier 2    

thiotepa  Tier 1    

 

Anthracyclines  

daunorubicin 20 mg  Tier 1    

DAUNORUBICIN 50 mg  Tier 2    

DAUNOXOME Tier 2    

DOXIL  Tier 2    

doxorubicin  Tier 1    

ELLENCE Tier 2    

epirubicin  Tier 1    

idarubicin  Tier 1    

 

Antibiotics  

bleomycin  Tier 1    

COSMEGEN Tier 2    

mitomycin  Tier 1    

 

Antimetabolites  

ALIMTA  Tier 2    

cytarabine  Tier 1    

floxuridine  Tier 1    

flu orouracil  Tier 1    

GEMZAR Tier 2    

methotrexate  Tier 1    

pentostatin  Tier 1    
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VIDAZA  Tier 2    

 

Antimitotic, Taxoids  

paclitaxel  Tier 1    

TAXOTERE Tier 2    

 

Antimitotic, Vinca Alkaloids  

vinblastine 1 mg/mL  Tier 1    

VINBLASTINE 10 mg  Tier 2    

vincristine  Tier 1    

vinorelbine  Tier 1    

 

Biologic Response Modifiers  

AVASTIN  Tier 2    

CAMPATH Tier 2    

HERCEPTIN Tier 2    

ONTAK Tier 2    

PROLEUKIN Tier 2    

RITUXAN  Tier 4    

THERACYS Tier 2    

 

Molecular Target Inhibitors  

VELCADE Tier 2    

 

Nucleoside Analogs  

cladribine  Tier 1    

fludarabine phosphate  Tier 1    

 

Platinum Coordination Complex  

carboplatin  Tier 1    

cisplatin  Tier 1    

ELOXATIN  Tier 2    

 

Topoisomerase Inhibitors  

CAMPTOSAR Tier 2    

etoposide  Tier 1    

HYCAMTIN  Tier 2    

irinotecan  Tier 1    

VUMON Tier 2    

 
Miscellaneous  

ELSPAR Tier 2    

mitoxantrone inj  Tier 1    

ONCASPAR Tier 2    
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PHOTOFRIN Tier 2    

TRISENOX  Tier 2    

 
Oral Agents  

Alkylating Agents  

CEENU Tier 2    

cyclophosphamide  Tier 1   B/D  

EMCYT Tier 2    

LEUKERAN Tier 2    

 

Antimetabolites  

mercaptopurine  Tier 1    

methotre xate 2.5 mg  Tier 1    

THIOGUANINE  Tier 2    

 
Multikinase Inhibitors  

NEXAVAR Tier 4    

SUTENT Tier 4    

 
Tyrosine Kinase Inhibitors  

GLEEVEC Tier 4    

SPRYCEL Tier 4    

TARCEVA Tier 4    

TASIGNA  Tier 4    

TYKERB Tier 4    

 
Miscellaneous  

DROXIA caps 200 mg, 300 mg, 400 mg  Tier 2    

HEXALEN Tier 4    

hydroxyurea caps 500 mg  Tier 1    

LYSODREN Tier 2    

MATULANE Tier 2    

TARGRETIN caps  Tier 4    

tretinoin caps 10 mg  Tier 4    

VESANOI D Tier 4    

ZOLINZA  Tier 4    

 

Protective Agents  

amifostine  Tier 1    

dexrazoxane  Tier 1    

ETHYOL Tier 2    

leucovorin  Tier 1    

leucovorin inj  Tier 1    

mesna inj  Tier 1    




