Pennsylvania Department of Human Services

Family Planning Covered Drugs and Devices
Effective January 28, 2019

AMINOGLYCOSIDE ANTIBIOTICS

Preferred Agents Non-Preferred Agents Prior Authorization

Gentamicin Tobramycin

ANTIBIOTICS, GI AND RELATED AGENTS

Preferred Agents Non-Preferred Agents Prior Authorization
Metronidazole Tablet Flagyl Tinidazole®" Link to PA Guidelines
Metronidazole Capsule Tindamax®- Lo EUEay Uit L
ANTIBIOTICS, VAGINAL
Preferred Agents Non-Preferred Agents Prior Authorization
Cleocin Ovules Metronidazole Vaginal Cleocin Cream MetroGel-Vaginal Link to PA Guidelines
Clindesse Vandazole Clindamycin Vaginal Nuvessa

ANTIFUNGALS, ORAL

Preferred Agents Non-Preferred Agents Prior Authorization
Fluconazole®" Diflucan® Link to PA Guidelines
Terbinafine Link to Quantity Limits List

ANTIFUNGALS, VAGINAL

Preferred Agents Non-Preferred Agents Prior Authorization
Clotrimazole OTC Terconazole
Miconazole OTC Tioconazole

ANTIPARASITICS, TOPICAL

Preferred Agents Non-Preferred Agents Prior Authorization
Eurax Cream Sklice Elimite Lindane Link to PA Guidelines
Permethrin Stromectol Eurax Lotion

ANTIVIRALS, ORAL

Preferred Agents Non-Preferred Agents Prior Authorization
ACYC|0\1” o Sit?vig‘(?;L Link to PA Guidelines
Famciclovir Valtrex . o
Valacyclovire- Zovirax Link to Quantity Limits List

CEPHALOSPORINS AND RELATED ANTIBIOTICS

Preferred Agents Non-Preferred Agents Prior Authorization
Cefadroxil Capsule Cephalexin 250 mg, Cefaclor Capsule, Cephalexin 750 mg Link to PA Guidelines
Cefpodoxime Tablet 500 mg Capsule Suspension Capsule
Cefuroxime Cephalexin Suspension Cefadroxil Suspension,  Cephalexin Tablet
Suprax Capsule Tablet Keflex
Cefixime Suspension Suprax Chewable Tablet,

Cefpodoxime Suspension Suspension

Non-preferred medications require prior authorization
QL = Quantity Limit Applies


http://dhs.pa.gov/cs/groups/webcontent/documents/bulletin_admin/c_283798.pdf
http://dhs.pa.gov/cs/groups/webcontent/documents/bulletin_admin/c_283798.pdf
http://www.dhs.pa.gov/cs/groups/webcontent/documents/document/s_002077.pdf
http://www.dhs.pa.gov/cs/groups/webcontent/documents/document/s_002077.pdf
http://www.dhs.pa.gov/cs/groups/webcontent/documents/bulletin_admin/d_005604.pdf
http://www.dhs.pa.gov/cs/groups/webcontent/documents/bulletin_admin/d_005604.pdf
http://www.dhs.pa.gov/cs/groups/webcontent/documents/bulletin_admin/d_005608.pdfhttp:/www.dhs.pa.gov/cs/groups/webcontent/documents/bulletin_admin/d_005608.pdf
http://www.dhs.pa.gov/cs/groups/webcontent/documents/bulletin_admin/d_005608.pdfhttp:/www.dhs.pa.gov/cs/groups/webcontent/documents/bulletin_admin/d_005608.pdf
http://www.dhs.pa.gov/cs/groups/webcontent/documents/document/s_002077.pdf
http://www.dhs.pa.gov/cs/groups/webcontent/documents/document/s_002077.pdf
http://www.dhs.pa.gov/cs/groups/webcontent/documents/bulletin_admin/c_092248.pdf
http://www.dhs.pa.gov/cs/groups/webcontent/documents/bulletin_admin/c_092248.pdf
http://www.dhs.pa.gov/cs/groups/webcontent/documents/bulletin_admin/d_006342.pdf
http://www.dhs.pa.gov/cs/groups/webcontent/documents/bulletin_admin/d_006342.pdf
http://www.dhs.pa.gov/cs/groups/webcontent/documents/document/s_002077.pdf
http://www.dhs.pa.gov/cs/groups/webcontent/documents/document/s_002077.pdf
http://www.dhs.pa.gov/cs/groups/webcontent/documents/bulletin_admin/c_232200.pdf
http://www.dhs.pa.gov/cs/groups/webcontent/documents/bulletin_admin/c_232200.pdf
http://www.dhs.pa.gov/cs/groups/webcontent/documents/bulletin_admin/c_232200.pdf
http://www.dhs.pa.gov/cs/groups/webcontent/documents/bulletin_admin/c_232200.pdf

Pennsylvania Department of Human Services

Family Planning Covered Drugs and Devices
Effective January 28, 2019

CONTRACEPTIVES, ORAL

Prior Authorization

Preferred Agents

Non-Preferred Agents

MONOPHASIC MONOPHASIC Link to PA Guidelines
Altavera Levora Balziva

Alyacen-28 1-35 Lillow Brevicon

Apri Lutera Briellyn

Aubra Marlissa Drospirenone-Ethinyl

Aviane Estradiol

Blisovi Fe-28 1-20
Blisovi Fe-28 1.5-30
Chateal

Cryselle
Cyclafem-28 1-35
Cyred

Dasetta-28 1-35

Desogestrel-Ethinyl
Estradiol-28 0.15-30
(generic Desogen)

Elinest

Emoquette
Enskyce

Estarylla

Falmina
Femynor-28
Isibloom

Juleber

Junel-21 1-20
Junel-21 1.5-30
Junel Fe-28 1-20
Junel Fe-28 1.5-30
Kurvelo

Larin-21 1-20
Larin-21 1.5.30
Larin Fe-28 1-20
Larin Fe-28 1.5-30
Larissia-28
Lessina

Levonorgestrel-Ethinyl
Estradiol-28 0.1-20
(generic Alesse,
Levlite)

Levonorgestrel-Ethinyl

Estradiol-28 0.15-30

(generic Nordette,

Levlen)

Microgestin-21
Microgestin Fe-28 1-20

Microgestin Fe-28 1.5-
30

Mono-Linyah
MonoNessa
Necon-28 0.5-35
Necon-28 1-35
Necon-28 1-50

Norethindrone-Ethinyl
Estradiol-21 1-20
(generic Loestrin-21 1-
20)

Norethindrone-Ethinyl
Estradiol Fe-28 1-20

Drospirenone-Ethinyl
Estradiol-Levomefolate

Ethynodiol-ethinyl
estradiol

Femcon Fe chewable
Gildagia

Kelnor

Loestrin

Loestrin FE-28
Low-Ogestrel

Norethindrone-Ethinyl
Estradiol Fe 0.4-
0.035(21)-75

Norinyl-28 1-35

(generic Loestrin Fe-28 Nortrel-28 0.5-35

1-20)
Norethindrone-Ethinyl
Estradiol Fe-28 1.5-30

(generic Loestrin Fe-28

1.5-30)

Norgestimate-Ethinyl
Estradiol-28 (generic
Ortho-Cyclen)

Nortrel-28 1-35
Orsythia
Ortho-Cyclen
Philith
Pirmella-28 1-35
Portia
Previfem
Reclipsen
Sprintec
Sronyx

Tarina Fe 1-20
Vienva
Vyfemla

Ocella

Ogestrel
Ortho-Novum-28 1-35
Safyral

Syeda

Taytulla-28

Tydemy

Vylibra

Wera

Wymzya FE chewable
Yasmin

Zarah

Zenchent

Zovia 1-35

Non-preferred medications require prior authorization
QL = Quantity Limit Applies


http://www.dhs.pa.gov/cs/groups/webcontent/documents/bulletin_admin/d_006152.pdf
http://www.dhs.pa.gov/cs/groups/webcontent/documents/bulletin_admin/d_006152.pdf

Pennsylvania Department of Human Services

Family Planning Covered Drugs and Devices
Effective January 28, 2019

CONTRACEPTIVES, ORAL

Preferred Agents Non-Preferred Agents Prior Authorization
BIPHASIC Kariva BIPHASIC
Azurette Kimidess Mircette
Bekyree Pimtrea
Desogestrel-Ethinyl Viorele

Estradiol 21-2-5
(generic Mircette)

TRIPHASIC f . TRIPHASIC
TN Norgestimate-Ethinyl _—
Alyacen-28 7-7-7 Estradiol-28 (generic Cyclessa
Aranelle Ortho Tri-Cyclen) Estrostep Fe-28
Caziant Nortrel-28 7-7-7 Ortho-Novum-28 7-7-7
Cyclafem-28 7-7-7 Pirmella-28 7-7-7 Ortho Tri-Cyclen
Dasetta-28 7-7-7 Tri-Estarylla Ortho Tri-Cyclen Lo
Enpresse Tri-Femynor Necon-28 7-7-7
Levonest Tri-Lo-Estarylla Tri-Legest Fe
Levonorgestrel-Ethinyl  Tyi-Lo-Marzia Tri-Norinyl
Estradiol (generic 0] e et Tri-Vvlibra
TriPhasil, Tri-Levien) | --0-Sprintec oYy
. TriNessa Trivora
Myzilra ey 1%
Norgestimate-Ethinyl rf essg
Estradiol l0-28 (generic 11-Previfem
Ortho Tri-Cyclen Lo)  Tri-Sprintec
Velivet
FOUR-PHASIC FOUR-PHASIC
Natazia
28-DAY EXTENDED 28-DAY EXTENDED
CYCLE CYCLE Loryna
Generess Fe chewable Beyaz Melodetta 24 EE Chew
Blisovi2a Fe Mibelas 24 FE Chew
Drospirenone-Ethinyl Microgestin 24 Fe 1-20
Estradiol M oaF
Drospirenone-Ethinyl éﬂiﬁ\gggle €
Estradiol-Levomefolate _
L Nikki
Glanvi Noethindrone-Ethinyl
Jur-1e.l 24 Fe Estradiol-Fe
KaIF|Ib Fe chewable Rajani-28
Larin .24 Fe Vestura
Layolis Fg chewable Yaz
Lo Loestrin Fe-28
3-MONTH EXTENDED g‘yccl’_’\ém EXTENDED
CYCLE Levonorgestrel-Ethinyl

Quasense (3 month)  Amethia (3 month)

Introvale (3 month) Estradiol (3 month)

Non-preferred medications require prior authorization
QL = Quantity Limit Applies



Pennsylvania Department of Human Services

Family Planning Covered Drugs and Devices
Effective January 28, 2019

CONTRACEPTIVES, ORAL

Preferred Agents Non-Preferred Agents Prior Authorization
Jolessa (3 month) Seasonique (3 month) Amethia Lo (3 month) Levonorgestrel-Ethinyl
Loseasonique (3 month) Setlakin (3 month) Ashlyna (3 month) Estradiol + EE (3 month
Camrese (3 month) Quartette (3 month)

Camrese Lo (3 month)  Rivelsa (3 month)
Daysee (3 month)
Fayosim (3 month)

PROGESTIN ONLY PROGESTIN ONLY
Camila Lyza Micronor

Deblitane Nora-Be

Errin Norethindrone-28 0.35

Heather Norlyda

Jencycla Sharobel

Jolivette

CONTINUOUS CYCLE CONTINUQUS CYCLE

Amethyst-28

Levonorgestrel-Ethinyl
Estradiol 0.09-0.02

CONTRACEPTIVES, OTHER

Preferred Agents Non-Preferred Agents Prior Authorization
Depo-SubQ Provera 104 Injection®@- Depo-Provera Injection Syringe®@t Link to PA Guidelines
Kyleena®- Depo-Provera Injection Vial®- Link to Quantity Limits List

Liletta Intrauterine®-

Medroxyprogesterone Acetate Injection Syringe®-
Medroxyprogesterone Acetate Injection Vial®-
Mirena Intrauterine®-

Nexplanon Implant®@-

Nuvaring®-

Paragard T 380-A Intrauterine®

Skyla Intrauterine®@-

Xulane Patch®"

EMERGENCY CONTRACEPTIVES

Preferred Agents Non-Preferred Agents Prior Authorization

Ella
Levonorgestrel

Non-preferred medications require prior authorization
QL = Quantity Limit Applies


http://www.dhs.pa.gov/cs/groups/webcontent/documents/bulletin_admin/c_193246.pdf
http://www.dhs.pa.gov/cs/groups/webcontent/documents/bulletin_admin/c_193246.pdf
http://www.dhs.pa.gov/provider/pharmacyservices/quantitylimitslist/
http://www.dhs.pa.gov/provider/pharmacyservices/quantitylimitslist/

Pennsylvania Department of Human Services

Family Planning Covered Drugs and Devices
Effective January 28, 2019

FLUOROQUINOLONES, ORAL

Preferred Agents Non-Preferred Agents Prior Authorization
Cipro Suspension Ciprofloxacin IR Cipro Tablet Levaquin Link to PA Guidelines
Ciprofloxacin Levofloxacin Tablet Ciprofloxacin ER Levofloxacin
Solution

LINCOSAMIDE ANTIBIOTICS

Preferred Agents Non-Preferred Agents Prior Authorization
Cleocin
Clindamycin
MACROLIDES

Preferred Agents Non-Preferred Agents Prior Authorization
Azithromycin Clarithromycin Erythromycin Base Link to PA Guidelines
E.E.S. 200 Suspension E.E.S. 400 Tablet Tablet
EryPed Suspension Erythrocin Ery-Tab
Erythromycin Ethylsuccinate Susp Erythromycin Base Zithromax

DR Capsule

MISCELLANEOUS PRODUCTS

Preferred Agents Non-Preferred Agents Prior Authorization
Gardasil 9 Probenecid
Phenazopyridine Veregen
Podocon-25

NITROFURAN DERIVATIVES

Preferred Agents Non-Preferred Agents Prior Authorization
Nitrofurantoin Macrocrystal Capsule®- Furadantin Suspension®- Link to PA Guidelines
Nitrofurantoin Monohydrate-Macro Capsule®- Nitrofurantoin Suspension®-

Link to Quantity Limits List

PENICILLIN ANTIBIOTICS

Preferred Agents Non-Preferred Agents Prior Authorization

Amoxicillin Penicillin G
Amoxicillin- Penicillin G

Clavulanate Sodium
Ampicillin Penicillin VK
Bicillin C-R Piperacillin
Bicillin LA Unasyn
Penicillin G Zosyn

Potassium

Non-preferred medications require prior authorization
QL = Quantity Limit Applies


http://www.dhs.pa.gov/cs/groups/webcontent/documents/bulletin_admin/d_006352.pdf
http://www.dhs.pa.gov/cs/groups/webcontent/documents/bulletin_admin/d_006352.pdf
http://www.dhs.pa.gov/cs/groups/webcontent/documents/bulletin_admin/d_006358.pdf
http://www.dhs.pa.gov/cs/groups/webcontent/documents/bulletin_admin/d_006358.pdf
http://www.dhs.pa.gov/cs/groups/webcontent/documents/bulletin_admin/c_092275.pdf
http://www.dhs.pa.gov/cs/groups/webcontent/documents/bulletin_admin/c_092275.pdf
http://www.dhs.pa.gov/cs/groups/webcontent/documents/document/s_002077.pdf
http://www.dhs.pa.gov/cs/groups/webcontent/documents/document/s_002077.pdf

Pennsylvania Department of Human Services

Family Planning Covered Drugs and Devices
Effective January 28, 2019

SULFONAMIDES

Preferred Agents Non-Preferred Agents Prior Authorization

Sulfadiazine

TETRACYCLINES

Preferred Agents Non-Preferred Agents Prior Authorization
Doxycycline Hyclate Capsule Demeclocycline Link to PA Guidelines
Doxycycline Hyclate 20 mg, 100 mg Tablet Doryx DR®?- . L
Doxycycline Monohydrate 50 mg, 100 mg Doxycycline Hyclate 75 mg, 150 mg Tablet Link to Quantity Limits List
Capsule Doxycycline Hyclate DR?"
Doxycycline Monohydate Suspension, Doxycycline Monohydate 75 mg, 150 mg
Tablet Capsule
Morgidox Capsule, Kit?-
Oracea®"

Tetracycline
Vibramycin Capsule, Suspension, Syrup
Ximino ER®*

Non-preferred medications require prior authorization
QL = Quantity Limit Applies


http://www.dhs.pa.gov/cs/groups/webcontent/documents/bulletin_admin/c_232193.pdf
http://www.dhs.pa.gov/cs/groups/webcontent/documents/bulletin_admin/c_232193.pdf
http://www.dhs.pa.gov/cs/groups/webcontent/documents/document/s_002077.pdf
http://www.dhs.pa.gov/cs/groups/webcontent/documents/document/s_002077.pdf

