
Updates to your  
prescription benefits
Effective Jan. 1, 2020

Within the Prescription Drug List (PDL), prescription drugs are 
grouped by tier. The tier indicates the amount you pay when you 
fill a prescription. Please reference the chart to the right as you 
review the following updates to the PDL.

Prescription drugs with new benefit coverage
The following drugs were previously not covered under most benefit plans and are now eligible for coverage.

Therapeutic Use Medication Name Tier Placement

Acne Altreno 3

Allergies dexchlorpheniramine maleate (generic Ryclora) 1

COPD Yupelri 3

Eye Inflammation Lotemax SM 3

Infections
Nuzyra

3
Xepi

Malaria Arakoda 3

Neuropathic Pain ZTLido 3

Parkinson's Disease Inbrija 3

Skin Conditions
Bryhali

3
Cordran 0.025% cream

Testosterone Replacement Xyosted 3
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Prescription drugs moving to a lower tier
The following drugs are moving to a lower tier, making them a lower cost.

Therapeutic Use Medication Name Tier Placement

Hereditary Polyneuropathy Tegsedi 3 u 2

Infertility1 Follistim AQ 3 u 2

Inflammatory Conditions

Olumiant

3 u 2Rinvoq

Xeljanz, Xeljanx XR

Severe Allergic Reactions Symjepi 3 u 2

Prescription drugs moving to a higher tier
The following medications are moving to a higher tier. Medications may move from a lower tier to a higher tier when they are 
more costly and have available lower-cost options.

Therapeutic Use Medication Name Tier 
Placement Lower-Cost Options

Eye Inflammation

FML

2 u 3 prednisolone (generic Pred Forte)FML Forte

Pred Mild

Infertility1

Cetrotide

2 u 3

ganirelix acetate (Merck/Organon)

Gonal-F
Follistim AQ

Gonal-F RFF

Prescription drugs excluded from benefit coverage
We evaluate prescription drugs based on their total value, including how a drug works and how much it costs. When several 
drugs work in the same way, we may choose to exclude the higher-cost option. Effective Jan. 1, 2020, the drugs listed below may 
be excluded from coverage or you may need to get a prior authorization. Sign into your online account to check which drugs 
your plan covers and if there are any actions you need to take.

Therapeutic Use Medication Name Alternative Treatment Option(s)

Acne

Minolira minocycline immediate-release capsules (generic Minocin)

Seysara
doxycycline hyclate (generic Vibramycin), doxycycline 
monohydrate 50 mg and 100 mg (generic Monodox), 
minocycline immediate-release capsules (generic Minocin)

ADHD Dexedrine (Brand Only)2 dextroamphetamine extended-release (generic Dexedrine)

Allergies Ryclora (Brand Only)2 OTC chlorpheniramine (generic Chlor-Trimeton)

Anemia
Epogen

Retacrit
Procrit

Angina Ranexa (Brand Only)2 ranolazine (generic Ranexa)

Asthma Pulmicort inhalation suspension 
(Brand Only)2 budesonide inhalation  suspension (generic Pulmicort)
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Therapeutic Use Medication Name Alternative Treatment Option(s)

Blood Clots Lovenox (Brand Only)2 enoxaparin (generic Lovenox)

Constipation lactulose (generic Kristalose)3 lactulose oral solution

COPD
Lonhala Magnair Incruse Ellipta, Spiriva Handihaler/Resipmat, Yupelri

Tudorza Pressair Incruse Ellipta, Spiriva Handihaler/Resipmat

Cough and Cold Hydrocodone/Guaifenesin  
2.5 mg/200 mg/5 mL Solution guaifenesin/codeine solution (Cheratussin AC)

Diabetes Levemir Basaglar, Tresiba

Glaucoma Xalatan (Brand Only)2 latanoprost (generic Xalatan)

High Blood Pressure Norvasc (Brand Only)2 amlodipine (generic Norvasc)  

Hormone 
Replacement

Minivelle (Brand Only)2 estradiol patch (generic Minivelle), Vivelle-Dot

Prometrium (Brand Only)2 progesterone (generic Prometrium)

Infections Tolsura itraconazole capsule (generic Sporanox)

Inflammatory 
Conditions

Ilumya Cimzia, Cosentyx, Humira, Skyrizi, Stelara, Tremfya

Plaquenil (Brand Only)2 hydroxychloroquine (generic Plaquenil)

Siliq
Cimzia, Cosentyx, Humira, Skyrizi, Stelara, Tremfya

Taltz

Iron Overload Exjade (Brand Only)2 desferasirox (generic Exjade)

Mental Health Abilify MyCite aripiprazole (generic Abilify)

Neutropenia

Fulphila Neulasta

Nivestym Zarxio

Udenyca Neulasta

Parkinson's Disease Osmolex ER amantadine immediate-release

Pulmonary 
Hypertension Letairis (Brand Only)2 ambrisentan (generic Letairis)

Rosacea Oracea

doxycycline hyclate 50 mg, 100 mg (generic Morgidox, 
Vibramycin), doxycycline hyclate 20 mg (generic Periostat), 
doxycycline monohydrate 50 mg and 100 mg (generic 
Monodox)

Seizures
Klonopin (Brand Only)2 clonazepam (generic Klonopin)

Sympazan clobazam (generic Onfi), clonazepam (generic Klonopin), 
lamotrigine (generic Lamictal), topiramate (generic Topamax)

Skin Conditions

Halobetasol 0.05% (Lexette) foam
betamethasone 0.05% augmented gel (generic Diprolene), 
clobetasol propionate 0.05% gel/solution (generic Temovate)Lexette

Ultravate 0.05% lotion

Thyroid Replacement Cytomel (Brand Only)2 liothyronine (generic Cytomel)

1 Coverage is determined by the consumer’s prescription drug benefit plan. Please consult plan documents regarding benefit coverage 
and cost-share. Infertility coverage is determined by the consumer’s prescription drug benefit plan. For those who qualify, all infertility 
medications are required to be either fully excluded or fully covered. Prior authorization (sometimes referred to as precertification) may be 
required for Oxford plans.

2 Multi-Source Brand may be excluded based on plan design.
3 May be covered at tier 1 based on plan’s brand for generic strategy design.
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Updates to your  
prescription benefits
Effective Jan. 1, 2020

Some prescription drugs may have programs or limits that apply. Below are the changes that will be effective Jan. 1, 2020.

N   Prior Authorization – Notification
Prior Authorization – Notification requires additional clinical information to verify members benefit coverage. 

Therapeutic Use Medication Name

Electrolyte Imbalance Samsca Tablet

MN   Medical Necessity
Medical Necessity is a type of Prior Authorization that evaluates the clinical appropriateness of a medication, such as condition 
being treated, type of medication, frequency of use, and duration of therapy. The following medications will now require 
Medical Necessity for coverage. 

Therapeutic Use Medication Name

Infertility1 Cetrotide

ST   Step Therapy2

The below medications will be added to the Step Therapy program. You must try one or more other medications before the 
medication below may be covered.

Therapeutic Use Medication Name Step 1 Medication

Infertility1

Gonal-F

Follistim AQGonal-F RFF

Gonal-F RFF Rediject

Cetrotide ganirelix acetate (Merck/
Organon)
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Call the toll-free phone number on your 
ID card to speak with a Customer Service 
representative.

Visit the member website listed on your health plan ID card 
to look up the price of drugs covered by your plan, find 
lower-cost options and more.

For additional information:

SL   Supply Limits
Supply Limits establish the maximum quantity of a drug that is covered per copay or in a specified time frame. The drugs 
below will now be part of the Supply Limits program.

Therapeutic Use Medication Name New Supply Limit Revised Supply Limit

Anemia

Retacrit - 2,000 units/1 ml vials
12 mL (12 vials) per 
monthRetacrit - 3,000 units/1 ml vials

Retacrit - 4,000 units/1 ml vials

Retacrit - 10,000 units/1 ml vials 8 mL (8 vials) per month

Retacrit - 40,000 units/1 ml vials 4 mL (4 vials) per month

Cancer

Bosulif 400 mg tablets 31 tablets per month

Imbruvica 70 mg capsules 31 capsules per month

Imbruvica 140 mg capsules 31 capsules per month

Imbruvica 140 mg tablets; 280 mg tablets;  
420 mg tablets; 560 mg tablets 31 tablets per month

Rubraca 250 mg tablets 124 tablets per month

Sprycel 80 mg tablets 31 tablets per month

Tasigna 50 mg capsules 124 capsules per month

Cystic Fibrosis Kalydeco 25 mg oral granules 62 packets per month

Diabetes Ozempic 2 mg/1.5 ml (0.5 mg injection) pen 1 pen per month

Electrolyte 
Imbalance

Samsca 15 mg tablets 90 tablets per year

Samsca 30 mg tablets 60 tablets per year

Infertility1
Cetrotide 0.25 mg solution for injection 14 cartons per 21 days

ganirelix acetate 250 mg prefilled syringe 14 syringes per 21 days

Inflammatory 
Conditions Actemra ACTpen 162 mg/0.9 mL autoinjector 4 autoinjectors per 

month

Severe Allergic 
Reactions

Symjepi 0.15 mg prefilled syringe
2 pens per copay

Symjepi 0.3 mg prefilled syringe

Skin Conditions Triderm (triamcinolone) 0.5% cream 15 grams per copay

1 Coverage is determined by the consumer’s prescription drug benefit plan. Please consult plan documents regarding benefit coverage and 
cost-share. Prior authorization (sometimes referred to as precertification) may be required for Oxford plans.

2 Referred to as First Start in New Jersey.
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Nondiscrimination notice and  
access to communication services
UnitedHealthcare® and its subsidiaries do not discriminate on the basis of race, color, national origin, age, disability or sex in its 
health programs or activities.  

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can send a 
complaint to the Civil Rights Coordinator.

 Online: UHC_Civil_Rights@uhc.com

 Mail: Civil Rights Coordinator
  UnitedHealthcare Civil Rights Grievance
  P.O. Box 30608
  Salt Lake City, UT 84130

You must send the complaint within 60 days of your experience. A decision will be sent to you within 30 days. If you disagree 
with the decision, you have 15 days to ask us to look at it again. If you need help with your complaint, please call the toll-free 
phone number listed on your ID card, TTY 711, Monday through Friday, 8 a.m. to 8 p.m., or at the times listed in your health 
plan documents.

You can also file a complaint with the U.S. Dept. of Health and Human Services. 

 Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf 
  Complaint forms are available at  
  http://www.hhs.gov/ocr/office/file/index.html

 Phone: Toll free 1-800-368-1019, 1-800-537-7697 (TDD)

 Mail:  U.S. Dept. of Health and Human Services
  200 Independence Avenue
  SW Room 509F, HHH Building 
  Washington, D.C. 20201 

We provide free services to help you communicate with us, including letters in other languages or large print. Or, you can ask 
for an interpreter. To ask for help, please call the toll-free phone number listed on your ID card, TTY 711, Monday through 
Friday, 8 a.m. to 8 p.m., or at the times listed in your health plan documents.
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This document applies to commercial group members of UnitedHealthcare and Oxford New York and New Jersey plans 
with a pharmacy benefit subject to the Access 3-Tier PDL. 

UnitedHealthcare® is a registered trademark owned by UnitedHealth Group, Inc. All branded medications are 
trademarks or registered trademarks of their respective owners. Please note not all PDL updates apply to all groups 
depending on state regulation, riders and SPDs.

Insurance coverage provided by or through UnitedHealthcare Insurance Company, UnitedHealthcare Insurance 
Company of New York, or Oxford Health Insurance, Inc. Oxford HMO products are underwritten by Oxford Health Plans 
(NJ), Inc. Administrative services provided by United HealthCare Services, Inc., UnitedHealthcare Service LLC, Oxford 
Health Plans LLC, or their affiliates.


