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Changes to CareFirst BlueCross BlueShield Group Advantage (PPO) Formulary

CareFirst BlueCross BlueShield Group Advantage (PPO) may immediately remove a brand name drug on our Drug List if we are replacing it with
a new generic drug that will appear on the same or lower cost sharing tier and with the same or fewer restrictions. Or, when adding the new generic
drug, we may decide to keep the brand name drug on our Drug List, but immediately move it to a different cost-sharing tier or add new restrictions.
We may not tell you in advance before we make that change, but we will later provide you with information about the specific change(s) we have
made. Also, if the Food and Drug Administration deems a drug on our formulary to be unsafe or the drug’s manufacturer removes the drug from
the market, we may immediately remove the drug from our formulary and provide notice to members who take the drug.

Before we make other changes during the year to our Drug List that affect members currently taking a drug and that require us to provide advance
notice, we will notify affected members of the change at least 30 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 one-month supply of the drug.

If you are affected by a change in drug coverage or restriction, depending on the type of change, there may be different options to
consider. For example:

You may be able to use another drug on our Drug List to treat your medical condition. Alternative drug(s) are provided below to help
your prescriber to find a covered drug that might work for you. Ask your prescriber if one of the possible alternative drug(s) is right for
you.

You, your prescriber, or your authorized representative may also ask for an exception. The notice we provide you will also include
information on the steps to request an exception. To learn more about coverage decisions and how to ask for an exception, see your
Evidence of Coverage, or call Customer Care at 855-290-5744 (TTY: 711), 12 hours a day, 7 days a week.

CareFirst BlueCross BlueShield Medicare Advantage is the business name of CareFirst Advantage PPO, Inc., an independent licensee of
the Blue Cross and Blue Shield Association. BLUE CROSS®, BLUE SHIELD® and the Cross and Shield Symbols are registered service
marks of the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans.
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The table below outlines changes to our formulary that may impact you.

Alternative
Drug(s .
Name of Affected Drug Description of Change Reason for Change Alternative Drug(s) * Cogi-) Effective
Sharing Date
Tier
ACIPHEX TAB 20MG Deletion Of Drug From Formulary | Medicare Will No Longer Cover RABEPRAZOLE TAB 20MG Tier 1 01/01/2025
AEMCOLO TAB 194MG Deletion Of Drug From Formulary | Manufacturer Discontinuation XIFAXAN TAB 200MG Tier 3 02/01/2025
ALTABAX OIN 1% Deletion Of Drug From Formulary | Manufacturer Discontinuation MUPIROCIN OIN 2% Tier 1 02/01/2025
ALTACE CAP 1.25MG Deletion Of Drug From Formulary | Manufacturer Discontinuation RAMIPRIL CAP 1.25MG Tier 1 03/01/2025
ALTACE CAP 10MG Deletion Of Drug From Formulary | Manufacturer Discontinuation RAMIPRIL CAP 10MG Tier 1 10/01/2025
ALTACE CAP 2.5MG Deletion Of Drug From Formulary | Manufacturer Discontinuation RAMIPRIL CAP 2.5MG Tier 1 04/01/2025
ALTACE CAP 5MG Deletion Of Drug From Formulary | Manufacturer Discontinuation RAMIPRIL CAP 5MG Tier 1 03/01/2025
ALTOPREV TAB Deletion Of Drug From Formulary | Manufacturer Discontinuation LOVASTATIN TAB Tier 1 08/01/2025
éll\_/IAo\;(LIJfklil_J-\'\'ll'g gHEW TAB Deletion Of Drug From Formulary | Manufacturer Discontinuation AMOXICILLIN & K CLAVULANATE FOR Tier 1 01/01/2025
200-28.5 MG SUSP 200-28.5 MG/5ML
éll\_AAo\;(LlJfklil_flA'\'ll'z EHEW TAB Deletion Of Drug From Formulary | Manufacturer Discontinuation AMOXICILLIN & K CLAVULANATE FOR Tier 1 05/01/2025
400-57 MG SUSP 400-57 MG/5ML
AMZEEQ AER 4% Deletion Of Drug From Formulary | Medicare Will No Longer Cover CLINDAMYCIN AER 1% Tier 1 01/01/2025
ANDROGEL GEL 1.62% Deletion Of Drug From Formulary | Medicare Will No Longer Cover TESTOSTERONE GEL 1.62% Tier 1 05/01/2025
giZELé(Z);,\C;gPRINKLE Deletion Of Drug From Formulary | Manufacturer Discontinuation RANOLAZINE TAB ER Tier 1 04/01/2025
AVAPRO TAB 75MG Deletion Of Drug From Formulary | Manufacturer Discontinuation IRBESARTAN TAB 75MG Tier 1 06/01/2025
AVODART CAP 0.5MG Deletion Of Drug From Formulary | Medicare Will No Longer Cover DUTASTERIDE CAP 0.5MG Tier 1 01/01/2025
BENTYL INJ 10MG/ML Deletion Of Drug From Formulary | Manufacturer Discontinuation DICYCLOMINE INJ 10MG/ML Tier 3 05/01/2025
BETIMOL SOL 0.25% OP Deletion Of Drug From Formulary | Manufacturer Discontinuation TIMOLOL MALEATE OPHTH SOLN 0.25% Tier 1 09/01/2025
BRONCHITOL CAP 40MG Deletion Of Drug From Formulary | Medicare Will No Longer Cover Consult Your Health Care Provider 10/01/2025
CALQUENCE CAP 100MG Deletion Of Drug From Formulary | Manufacturer Discontinuation CALQUENCE TAB 100MG Tier 4 10/01/2025
CETRAXAL SOL 0.2% Deletion Of Drug From Formulary | Medicare Will No Longer Cover OFLOXACIN OTIC SOL 0.3% Tier 1 01/01/2025
CLEMASZ TAB 2.68MG Deletion Of Drug From Formulary | Manufacturer Discontinuation CLEMASTINE TAB 2.68MG Tier 2 08/01/2025
CLOZARIL TAB 200MG Deletion Of Drug From Formulary | Manufacturer Discontinuation CLOZAPINE TAB 200MG Tier 1 02/01/2025
CLOZARIL TAB 50MG Deletion Of Drug From Formulary | Manufacturer Discontinuation CLOZAPINE TAB 50MG Tier 1 02/01/2025
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Drug(s) .
Name of Affected Drug Description of Change Reason for Change Alternative Drug(s) * Cost- Efgaactt;ve

Sharing

Tier

COREG CR CAP Deletion Of Drug From Formulary | Medicare Will No Longer Cover CARVEDILOL CAP ER Tier 1 01/01/2025
COREG TAB Deletion Of Drug From Formulary | Medicare Will No Longer Cover CARVEDILOL TAB Tier 1 01/01/2025
CORLANOR TAB Tier Increase Generic Available IVABRADINE TAB Tier 1 01/01/2025
CUBICIN RF INJ 500MG Deletion Of Drug From Formulary | Manufacturer Discontinuation DAPTOMYCIN INJ 500MG Tier 4 05/01/2025
DELZICOL CAP 400MG Deletion Of Drug From Formulary | Manufacturer Discontinuation MESALAMINE CAP 400MG DR Tier 1 04/01/2025
DESOGESTREL-ETHINYL
ESTRADIOL TAB 0.15- Deletion Of Drug From Formulary | Manufacturer Discontinuation KARIVA TAB 0.15-0.02/0.01 MG (21/5) Tier 1 08/01/2025
0.02/0.01 MG (21/5)
DETROL LA CAP 4MG Deletion Of Drug From Formulary | Manufacturer Discontinuation TOLTERODINE CAP 4MG ER Tier 1 05/01/2025
DIFLUCAN TAB 100MG Deletion Of Drug From Formulary | Manufacturer Discontinuation FLUCONAZOLE TAB 100MG Tier 1 10/01/2025
DIFLUCAN TAB 200MG Deletion Of Drug From Formulary | Manufacturer Discontinuation FLUCONAZOLE TAB 200MG Tier 1 03/01/2025
DROXIA CAP Deletion Of Drug From Formulary | Manufacturer Discontinuation Consult Your Health Care Provider 03/01/2025
?(%PI\/II)C(%E(;\IQI\'\/ILE Deletion Of Drug From Formulary | Manufacturer Discontinuation DUPIXENT INJ 200MG/1.14ML Tier 4 02/01/2025
EFUDEX CRE 5% Deletion Of Drug From Formulary | Manufacturer Discontinuation FLUOROURACIL CRE 5% Tier 1 02/01/2025
ENTRESTO TAB Tier Increase Generic Available SACUBITRIL-VALSARTAN TAB Tier 1 10/01/2025
ERYGEL GEL 2% Deletion Of Drug From Formulary | Manufacturer Discontinuation ERYTHROMYCIN GEL 2% Tier 1 05/01/2025
ERYTHROCIN TAB 250MG Deletion Of Drug From Formulary | Manufacturer Discontinuation ERYTHROMYCIN TAB 250MG BS Tier 1 01/01/2025
ESTROGEL GEL 0.06% Deletion Of Drug From Formulary | Medicare Will No Longer Cover ESTRADIOL GEL 0.06% Tier 3 01/01/2025
EUTHYROX TAB Deletion Of Drug From Formulary | Manufacturer Discontinuation IL_JEIE\I\I/'I(')J:(\)(IRDQI')XEE SODIUM TASB; Tier 1 09/01/2025
EXSERVAN MIS 50MG Deletion Of Drug From Formulary | Manufacturer Discontinuation RILUZOLE TAB 50MG Tier 1 01/01/2025
FENTANYL CITRATE TAB Deletion Of Drug From Formulary | Manufacturer Discontinuation MORPHINE SULFATE TAB Tier 1 02/01/2025
FENTANYL OT LOZ Deletion Of Drug From Formulary | Manufacturer Discontinuation MORPHINE SULFATE TAB Tier 1 02/01/2025
FENTORA TAB Deletion Of Drug From Formulary | Manufacturer Discontinuation MORPHINE SULFATE TAB Tier 1 02/01/2025
FERRIPROX TAB 500MG Deletion Of Drug From Formulary | Manufacturer Discontinuation DEFERIPRONE TAB 500MG Tier 4 06/01/2025
FLAGYL CAP 375MG Deletion Of Drug From Formulary | Manufacturer Discontinuation METRONIDAZOLE CAP 375 MG Tier 1 03/01/2025
FLOMAX CAP 0.4MG Deletion Of Drug From Formulary | Manufacturer Discontinuation TAMSULOSIN CAP 0.4MG Tier 1 06/01/2025
GELNIQUE GEL 10% Deletion Of Drug From Formulary | Manufacturer Discontinuation OXYBUTYNIN TAB ER Tier 1 03/01/2025
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Alternative

Drug(s) .
_r . N Effective
Name of Affected Drug Description of Change Reason for Change Alternative Drug(s) Cost- Date
Sharing
Tier
AMOXICILLIN-CLARITHROMYCIN-
HELIDAC MIS THERAPY Deletion Of Drug From Formulary | Manufacturer Discontinuation LANSOPRAZOLE ORAL THERAPY PACK Tier 1 10/01/2025
500 &500 &30MG
ISOSORBIDE Deletion Of Drug From Formula Manufacturer Discontinuation ISOSORB MONONITRATE TAB ER Tier 1 05/01/2025
MONONITRATE TAB 9 v
IXCHIQ INJ Deletion Of Drug From Formulary | Market Removal VIMKUNYA INJ 40MCG/0.8ML Tier 1 10/01/2025
LACRISERT MIS 5MG OP Deletion Of Drug From Formulary | Manufacturer Discontinuation MIEBO; RESTASIS; XIDRA; EYSUVIS 1::: ; ; 1::: g/ 01/01/2025
LEENA TAB Deletion Of Drug From Formulary | Manufacturer Discontinuation ARANELLE TAB Tier 1 05/01/2025
LEUKERAN TAB 2MG Deletion Of Drug From Formulary | Medicare Will No Longer Cover Consult Your Health Care Provider 01/01/2025
LEVONORGESTREL-
ETHINYL ESTRADIOL (91- Deletion Of Drug From Formulary | Manufacturer Discontinuation RIVELSA TAB; ROSYRAH TAB Tier 1 09/01/2025
DAY)
LIBERVANT FILM Deletion Of Drug From Formulary | Manufacturer Discontinuation VALTOCO LIQD Tier 3 07/01/2025
LUNESTA TAB Deletion Of Drug From Formulary | Medicare Will No Longer Cover ESZOPICLONE TAB Tier 3 01/01/2025
MICARDIS TAB Deletion Of Drug From Formulary | Manufacturer Discontinuation TELMISARTAN TAB Tier 1 03/01/2025
gﬂ(;CMRCSEEZTIN 24 FETAB1- Deletion Of Drug From Formulary | Manufacturer Discontinuation HAILEY 24 FE TAB 1-20 MG-MCG Tier 1 02/01/2025
MORPHINE SUL INJ 8MG/ML | Deletion Of Drug From Formulary | Manufacturer Discontinuation MORPHINE SUL INJ 4MG/ML Tier 3 10/01/2025
MS CONTIN TAB 100MG ER Deletion Of Drug From Formulary | Manufacturer Discontinuation MORPHINE SULFATE TAB 100MG ER Tier 1 05/01/2025
MS CONTIN TAB 200MG ER Deletion Of Drug From Formulary | Manufacturer Discontinuation MORPHINE SULFATE TAB ER 200 MG Tier 1 06/01/2025
MYAMBUTOL TAB 400MG Deletion Of Drug From Formulary | Manufacturer Discontinuation ETHAMBUTOL TAB 400MG Tier 1 01/01/2025
MYCOBUTIN CAP 150MG Deletion Of Drug From Formulary | Manufacturer Discontinuation RIFABUTIN CAP 150MG Tier 1 08/01/2025
NAFTIN GEL 1% Deletion Of Drug From Formulary | Manufacturer Discontinuation NAFTIFINE CRE HCL 1% Tier 1 02/01/2025
NAMENDA XR CAP Deletion Of Drug From Formulary | Manufacturer Discontinuation MEMANTINE HCL CAP ER Tier 1 01/01/2025
NATACYN SUS 5% OP Deletion Of Drug From Formulary | Medicare Will No Longer Cover Consult Your Health Care Provider 01/01/2025
NATESTO GEL 5.5MG Deletion Of Drug From Formulary | Medicare Will No Longer Cover TESTOSTERONE TD GEL Tier 1 01/01/2025
NORETHINDRONE &
ETHINYL ESTRADIOL-FE Deletion Of Drug From Formulary | Manufacturer Discontinuation KAITLIB FE TAB CHEWABLE 0.8 MG-25MCG | Tier 1 05/01/2025

TAB CHEWABLE 0.8 MG-
25MCG
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e aces | e Ao |
EZ:I;\I\I\(ALGIZSJI\RA@%IOL-FE Deletion Of Drug From Formulary | Manufacturer Discontinuation TAB 1/20: TARINA FE TAB 1/20 EQ: FEIRZA Tier 1 10/01/2025
TAB 1/20; JUNEL FE TAB 1/20
NORETHINDRONE
ég?;ﬁg?o%_ I'EI';:IT.\;LMG-SO Deletion Of Drug From Formulary | Manufacturer Discontinuation MICROGESTIN TAB 1.5MG/30MCG Tier 1 07/01/2025
MCG
g’?l—?ﬁLTESESE&?ECTAB 1- | Deletion Of Drug From Formulary | Manufacturer Discontinuation iﬁiﬁ: EE Iﬁg TRI-LEGEST FE TAB; Tier 1 10/01/2025
20/1-30/1-35 MG-MCG
NUVESSA GEL 1.3% Deletion Of Drug From Formulary | Medicare Will No Longer Cover METRONIDAZOLE VAG GEL 0.75% Tier 1 01/01/2025
NYMYO TAB 0.25MG-35MCG | Deletion Of Drug From Formulary | Manufacturer Discontinuation E_SESEEEMQQE_ETHINYL ESTRADIOL TAB Tier 1 02/01/2025
ORALAIR SUB 300 IR Deletion Of Drug From Formulary | Medicare Will No Longer Cover Consult Your Health Care Provider 01/01/2025
OXACILLIN INJ 1GM Deletion Of Drug From Formulary | Manufacturer Discontinuation OXACILLIN INJ 2GM Tier 3 02/01/2025
OXBRYTA TAB Deletion Of Drug From Formulary | Market Removal L-GLUTAMINE ORAL POWDER 5GM Tier 4 01/01/2025
PANDEL CRE 0.1% Deletion Of Drug From Formulary | Manufacturer Discontinuation HYDROCORTISONE VALERATE CRE 0.2% Tier 1 02/01/2025
PAXIL SUSP 10MG/5ML Deletion Of Drug From Formulary | Manufacturer Discontinuation PAROXETINE SUSP 10MG/5ML Tier 3 03/01/2025
PEMETREXED INJ 100MG Deletion Of Drug From Formulary | Manufacturer Discontinuation PEMETREXED SOL 100MG/4ML Tier 4 10/01/2025
PEMETREXED INJ 500MG Deletion Of Drug From Formulary | Manufacturer Discontinuation PEMETREXED SOL 500MG/20ML Tier 4 10/01/2025
PLASMA-LYTE INJ -148 Deletion Of Drug From Formulary | Manufacturer Discontinuation MULTIPLE ELECTRO INJ PH 5.5 Tier 1 09/01/2025
Tgﬁgé)ﬁflo SUS Deletion Of Drug From Formulary | Manufacturer Discontinuation EESEEAE{\?A)TﬁQFNﬁJLISAV-B INJ; Tier 1 03/01/2025
QUALAQUIN CAP 324MG Deletion Of Drug From Formulary | Manufacturer Discontinuation QUININE SULFATE CAP 324 MG Tier 1 03/01/2025
RAPAMUNE SOL 1MG/ML Deletion Of Drug From Formulary | Manufacturer Discontinuation SIROLIMUS SOL 1MG/ML Tier 4 02/01/2025
RAPAMUNE TAB Deletion Of Drug From Formulary | Manufacturer Discontinuation SIROLIMUS TAB Tier 1 08/01/2025
REGRANEX GEL 0.01% Deletion Of Drug From Formulary | Manufacturer Discontinuation Consult Your Health Care Provider 10/01/2025
REVATIO SUS 10MG/ML Deletion Of Drug From Formulary | Manufacturer Discontinuation SILDENAFIL SUS 10MG/ML Tier 4 01/01/2025
18(/;\(;\1“;3GI|>/I'\;/ILUNE SOL Deletion Of Drug From Formulary | Manufacturer Discontinuation CYCLOSPORINE CAP Tier 1 01/01/2025
SEGLENTIS TAB 56-44MG Deletion Of Drug From Formulary | Manufacturer Discontinuation TRAMADOL-ACETAMINOPHEN TAB 37.5- Tier 1 02/01/2025

325MG
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Drug(s) .
Name of Affected Drug Description of Change Reason for Change Alternative Drug(s) * Cost- Efgaactt;ve
Sharing
Tier
SELZENTRY TAB 25MG Deletion Of Drug From Formulary | Manufacturer Discontinuation SELZENTRY SOL 20MG/ML Tier 4 02/01/2025
SELZENTRY TAB 75MG Deletion Of Drug From Formulary | Manufacturer Discontinuation SELZENTRY SOL 20MG/ML Tier 4 02/01/2025
SLYND TAB 4MG Deletion Of Drug From Formulary | Medicare Will No Longer Cover NORETHINDRONE TAB 0.35MG Tier 1 01/01/2025
SPORANOX SOL 10MG/ML Deletion Of Drug From Formulary | Manufacturer Discontinuation ITRACONAZOLE SOL 10MG/ML Tier 4 05/01/2025
SYNDROS SOL 5MG/ML Deletion Of Drug From Formulary | Manufacturer Discontinuation DRONABINOL CAP Tier 1 01/01/2025
TABLOID TAB 40MG Deletion Of Drug From Formulary | Medicare Will No Longer Cover Consult Your Health Care Provider 01/01/2025
TDVAX INJ 2-2 LF Deletion Of Drug From Formulary | Manufacturer Discontinuation TENIVAC INJ 5-2LF Tier 1 03/01/2025
E%E(ZADEX STSUS 0.3- Deletion Of Drug From Formulary | Medicare Will No Longer Cover g??;ORAMYCIN_DEXAMETHASONE SUS 0.3- Tier 1 01/01/2025
TOLAK CRE 4% Deletion Of Drug From Formulary | Medicare Will No Longer Cover FLUOROURACIL CRE 5% Tier 1 01/01/2025
TRECATOR TAB 250MG Deletion Of Drug From Formulary | Manufacturer Discontinuation Consult Your Health Care Provider 10/01/2025
TRILIPIX CAP 135MG Deletion Of Drug From Formulary | Manufacturer Discontinuation CHOLINE FENOFIBRATE CAP DR 135 MG Tier 1 03/01/2025
TRILIPIX CAP 45MG Deletion Of Drug From Formulary | Manufacturer Discontinuation FENOFIBRIC ACID CAP DR 45MG Tier 1 05/01/2025
LEVONORGESTREL-ETHINYL ESTRADIOL
TRIVORA-28 TAB Deletion Of Drug From Formulary | Manufacturer Discontinuation TAB 0.05-30/0.075-40/0.125-30MG-MCG; Tier 1 09/01/2025
ENPRESSE-28 TAB; LEVONEST TAB

-l\l;lYCBC;'UME CHW 0.1-20 MG- Deletion Of Drug From Formulary | Medicare Will No Longer Cover _Il'_i\é%’.\ﬁ(_)Z%GNIIEgTMRggETHINYL ESTRADIOL Tier 1 01/01/2025
VALIUM TAB Deletion Of Drug From Formulary | Medicare Will No Longer Cover DIAZEPAM TAB Tier 1 01/01/2025
VERELAN CAP 120MG SR Deletion Of Drug From Formulary | Manufacturer Discontinuation VERAPAMIL CAP 120MG ER Tier 1 10/01/2025
VERELAN CAP 180MG SR Deletion Of Drug From Formulary | Manufacturer Discontinuation VERAPAMIL CAP 180MG ER Tier 1 10/01/2025
VERELAN CAP 240MG SR Deletion Of Drug From Formulary | Manufacturer Discontinuation VERAPAMIL CAP 240MG ER Tier 1 10/01/2025
VERELAN CAP 360MG SR Deletion Of Drug From Formulary | Manufacturer Discontinuation VERAPAMIL CAP 360MG SR Tier 1 10/01/2025
VFEND TAB 200MG Deletion Of Drug From Formulary | Manufacturer Discontinuation VORICONAZOLE TAB 200MG Tier 1 02/01/2025
VISTARIL CAP 25MG Deletion Of Drug From Formulary | Manufacturer Discontinuation HYDROXYZINE PAMOATE CAP 25 MG Tier 2 02/01/2025
VRAYLAR CAP 1.5-3MG Deletion Of Drug From Formulary | Manufacturer Discontinuation VRAYLAR CAP Tier 4 02/01/2025
ZANAFLEX CAP Deletion Of Drug From Formulary | Manufacturer Discontinuation TIZANIDINE CAP Tier 1 04/01/2025
ZERVIATE DRO 0.24% Deletion Of Drug From Formulary | Medicare Will No Longer Cover AZELASTINE DRO 0.05% Tier 1 01/01/2025
ZETONNA AER 37MCG Deletion Of Drug From Formulary | Manufacturer Discontinuation OMNARIS SPR Tier 3 01/01/2025
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ZIAC TAB Deletion Of Drug From Formulary | Manufacturer Discontinuation ?fBOPROLOL_HYDROCHLOROTHIAZ'DE Tier 1 01/01/2025
ZILXI AER 1.5% Deletion Of Drug From Formulary | Medicare Will No Longer Cover mg1igs:gﬁigtg gEE 87755:/{:’ Tier 1 01/01/2025
ZONTIVITY TAB 2.08MG Deletion Of Drug From Formulary | Manufacturer Discontinuation %;Pé[;ﬁ_?ﬁﬂ‘: :BB 75MG; PRASUGREL 1:2: ; [Tier 171 6110112025
ZYPREXA RELPREVV INJ Deletion Of Drug From Formulary | Manufacturer Discontinuation RISPERIDONE ER INJ Tier 1/ Tier 4 02/01/2025
ZYPREXA TAB 10MG Deletion Of Drug From Formulary | Manufacturer Discontinuation OLANZAPINE TAB 10MG Tier 1 02/01/2025
ZYPREXA TAB 15MG Deletion Of Drug From Formulary | Manufacturer Discontinuation OLANZAPINE TAB 15MG Tier 1 02/01/2025
ZYPREXA TAB 2.5MG Deletion Of Drug From Formulary | Manufacturer Discontinuation OLANZAPINE TAB 2.5MG Tier 1 02/01/2025
ZYPREXA TAB 5MG Deletion Of Drug From Formulary | Manufacturer Discontinuation OLANZAPINE TAB 5MG Tier 1 02/01/2025
ZYPREXA TAB 7.5MG Deletion Of Drug From Formulary | Manufacturer Discontinuation OLANZAPINE TAB 7.5MG Tier 1 02/01/2025
ZYPREXA ZYDIS TAB Deletion Of Drug From Formulary | Manufacturer Discontinuation OLANZAPINE TAB ODT Tier 1 02/01/2025

*Alternative drug(s) are drugs that you could consider with your prescriber. Only your prescriber can determine alternative drugs that are
appropriate for you given the individualized nature of drug therapy. Please consult your prescriber to confirm if this is an appropriate drug for

you.
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