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HILLSBOROUGH COUNTY HEALTHCARE PROGRAM I DRUG FORMULARY
Developed By: Clinical Pharmacology Services Phone: 813-914-7656 / Fax: 813-983-1501

INTRODUCTION

The Hillsborough County HealthCare Program/Hillsborough Health Care (HCHCP) drug formulary is a list of
prescription medications reviewed by an independent Drug Review Committee (DRC), consisting of
Chairman of the Medical Sub-Committee, and Network physicians and pharmacists. The DRC was created
in an effort to assist in evaluating and maintaining the Drug Formulary. The Drug Formulary is designed as a
tool to assist prescribers in selecting cost-effective products within the HCHCP prescription drug service.
Providers, participating physicians and pharmacists are requested to refer to the HCHCP Drug Formulary
when selecting prescription drug therapy for eligible plan members. Physicians can submit a request that
drugs be added and/or removed from the Drug Formulary by contacting Clinical Pharmacology Services
(CPS) or complete a Drug Formulary Addition Form.

The HCHCP Drug Formulary is divided into major therapeutic categories for easy use. Products that are
used for more than one therapeutic indication may be included in more than one section. Drugs are listed by
generic names with a corresponding brand name. It should be noted that patients can only receive brand
name drugs when there is no generic drug available. Pharmacies must dispense the generic, except with
negative formulary agents. Any special limitations that apply to a particular drug or therapeutic class are
listed in the comments section. Most dosage forms and strengths of a drug relevant to the prescription drug
service are included in the Drug Formulary. Exceptions to strengths and dosage forms are indicated on the
Formulary.

FORMULARY MEDICATION COVERAGE

All drugs included in the Formulary are subject to change and will be periodically updated. Providers,
participating physicians, and pharmacists will be notified of any changes to the Formulary.

Experimental Indications

Medications used for experimental indications are not covered under the pharmacy service.
Over-the-Counter (OTC) Medications

OTC medications are covered under the pharmacy service design. Currently, providers must write a
prescription for the product to be dispensed. All prescriptions for OTC products are capitated at $10. Any
medication above the $10 cap will not be covered.

Drug Exceptions

A Drug Exception is necessary for coverage of certain medications that are not on the Formulary or require
monitoring by the Pharmacy Advisor. Practitioners should complete all sections of the DERF. Eligibility of
coverage of these drugs can only be determined from the information received on the DERF. If the DERF is
not completed, then the review process will be delayed. The DERFs are designed to provide CPS with the
necessary medical information that is required to review the request.

30-day Supply

The pharmacy service is designed to only cover a thirty-day supply of medications with certain exceptions.
Patients cannot receive more than a thirty-day supply of any medication except as allowed for a three month
supply of select generic equivalent medications. Certain Formulary products are only covered for a limited
course of therapy. Days supply limitations are listed in the comment sections

90-day Supply

HCHCP covers a 90 day supply of select generic equivalent medications. Please refer to the list provided on
page 3 of this document.

November 2007.doc Page 1



HILLSBOROUGH COUNTY HEALTHCARE PROGRAM I DRUG FORMULARY
Developed By: Clinical Pharmacology Services Phone: 813-914-7656 / Fax: 813-983-1501

Special Request for Short Term Drug Exception

Please complete the following information and return this form to HCHCP: 813-983-1501.
Please print LEGIBLY in dark ink.

The following rules apply to this process:

Attach a copy of the patientds medical record fiface sheeto.
Products will only be approved for a short-term duration of four (4) weeks.

Prescribers and patients must apply to the manufacturers Patient Assistance Program (PAP).

One month extensions will only be granted upon proof of manuf
The PAP review process can take up to 6 weeks and timely submission is critical to your patient obtaining the

requested treatment.

agpwbdE

Todaydss Dat e

Patientds Name: DOB:
(Last) (First)

CASE ID#: SSN #;

Physi ®Namen 6 s Phone #: Fax #:

Physiciants Specialty Office Contact Person;

Pharmacy Name Phone #: Fax #:

PHARMACY TO COMPLETE : NDC #:

Diagnosis (REQUIRED):;

Non-Formulary Medication Requested:

Strength: Quantity:

Directions: Refills

Verbal Order:
| authorize Clinical Pharmacology Services to perform the following:
Collect the required supporting records as provided by the patient and evaluate their eligibility for the respectiesgstéme

program. Prepare, sign, and submit a patient agsisfarogram application for this prescription.

PRESCRIBER SIGNATURE:
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List of Medications Available as a 90 Day Supply

NDC Name

60505-2517-02 ALLOPURINOL 300 MG TAB
53489-0531-01 ATENOL/CHLOR 50-25M TAB
00781-1507-01 ATENOLOL 100MG  TAB
00781-1507-10 ATENOLOL 100MG  TAB
00781-1078-01 ATENOLOL 25MG TAB
00781-1078-10 ATENOLOL 25MG TAB
00781-1506-01 ATENOLOL 50MG TAB
00781-1506-10 ATENOLOL 50MG TAB

00832-1080-00
00832-1081-00
00378-0505-01
00378-0501-01
00378-0503-01
00143-1171-10
60505-0004-06
60505-0005-06
00378-0222-01
00228-2127-10
00378-0186-01
00054-4179-25
64679-0925-02
64679-0923-02
64679-0926-02
64679-0924-02
00591-0528-01
00591-0487-01
00591-0488-01
00591-5216-10
00591-0300-01
00591-0300-10
00591-0301-10
00591-0302-01
66993-0162-02
66993-0163-02
66993-0164-02
00378-1110-01
00378-1105-01
00378-1125-01
00143-9920-01
00781-1138-01
00781-1146-01
00093-9433-01
00781-1191-01
00781-1191-10
00378-1160-01
00603-3855-21

BENZTROPINE 0.5MG TAB
BENZTROPINE 1IMG TAB
BISOPRL/HCTZ 10/6.2 TAB
BISOPRL/HCTZ 2.5/6. TAB
BISOPRL/HCTZ 5/6.25 TAB
CAPTOPRIL 12.5MG TAB
CAPTOPRIL 25 MG TAB
CAPTOPRIL50 MG TAB
CHLORTHALID 25MG TAB
CLONIDINE 0.1 MG TAB
CLONIDINE 0.2MG  TAB
DEXAMETHASON 0.5MG TAB
ENALAPRIL 10MG  TAB
ENALAPRIL 2.5MG TAB
ENALAPRIL 20MG  TAB
ENALAPRIL 5MG TAB
ESTRADIOL 0.5MG TAB
ESTRADIOL 1MG TAB
ESTRADIOL 2MG TAB
FOLIC ACID IMG  TAB
FUROSEMIDE 20 MG TAB
FUROSEMIDE 20 MG TAB
FUROSEMIDE 40 MG TAB
FUROSEMIDE 80 MG TAB
GLIMEPIRIDE 1MG TAB
GLIMEPIRIDE 2MG TAB
GLIMEPIRIDE 4MG TAB
GLIPIZIDE 10MG  TAB
GLIPIZIDE 5MG TAB
GLYBURID MCR 3MG TAB
GLYBURID MCR 6MG TAB
GLYBURIDE 1.25MG TAB
GLYBURIDE 2.5MG TAB
GLYBURIDE 2.5MG TAB
GLYBURIDE 5MG TAB
GLYBURIDE 5MG TAB
GUANFACINE 1IMG  TAB
HYDROCHLOROT 12.5MG CAP

NDC

00378-0069-01
00378-0080-01
00143-1771-10
00143-1772-10
00143-1769-10
00378-1809-01
00378-1800-01
00378-1803-01
00378-1805-01
00378-1807-01
00378-1012-01
00378-2012-01
00378-2025-01
00378-2074-01
00378-2072-01
00378-2075-01
00378-2076-01
00378-2073-01
59762-3742-02
59762-3740-01
59762-3741-01
57664-0167-08
57664-0167-18
57664-0506-08
57664-0477-18
00603-4975-21
00378-1101-01
00603-5338-21
00603-5335-21
00054-4742-25
00603-5339-21
00603-5339-28
00603-5337-21
00591-5554-10
00591-5555-10
00591-5556-10
00228-2803-11
00228-2803-50
50111-0433-01
00378-2537-01
00378-2537-10
00378-1352-01
50111-0534-01
00378-1352-02
50111-0534-02

Name

INDAPAMIDE 1.25MG TAB
INDAPAMIDE 2.5MG TAB
ISOSORB DIN 10MG TAB
ISOSORB DIN 20MG TAB
ISOSORB DIN 5MG  TAB
LEVOTHYROXIN 100MCG TAB
LEVOTHYROXIN 25MCG TAB
LEVOTHYROXIN 50MCG TAB
LEVOTHYROXIN 75SMCG TAB
LEVOTHYROXIN 88MCG TAB
LISINOP/HCTZ 10-12. TAB
LISINOP/HCTZ 20-12. TAB
LISINOP/HCTZ 20-25M TAB
LISINOPRIL 10MG TAB
LISINOPRIL 2.5MG TAB
LISINOPRIL 20MG TAB
LISINOPRIL 40MG TAB
LISINOPRIL5MG  TAB
MEDROXYPR AC 10MG TAB
MEDROXYPR AC 2.5MG TAB
MEDROXYPR AC 5MG TAB
METOPROLOL 100MG TAB
METOPROLOL 100MG TAB
METOPROLOL 25MG  TAB
METOPROLOL 50MG  TAB
OXYBUTYNIN 5MG  TAB
PRAZOSIN HCL 1IMG CAP
PREDNISONE 10MG TAB
PREDNISONE 1IMG  TAB
PREDNISONE 2.5MG TAB
PREDNISONE 20MG TAB
PREDNISONE 20MG TAB
PREDNISONE 5MG  TAB
PROPRANOLOL 10MG TAB
PROPRANOLOL 20MG TAB
PROPRANOLOL 40MG TAB
SPIRONOLACT 25 MG TAB
SPIRONOLACT 25 MG TAB
TRAZODONE 50MG  TAB
TRIAM/HCTZ 37.5-25 CAP
TRIAM/HCTZ 37.5-25 CAP
TRIAM/HCTZ 37.5-25 TAB
TRIAMT/HCTZ 37.5-25 TAB
TRIAMT/HCTZ 37.5-25 TAB
TRIAMT/HCTZ 37.5-25 TAB

00378-1355-01 TRIAMT/HCTZ 75-50MG TAB

00603-3856-32 HYDROCHLOROT 25MG TAB
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RESTRICTED DRUG PRODUCT LIST

MEDICATION / CATEGORY

DESCRIPTION

Controlled substances

Total monthly prescription limit #4 / month. Quantity limit of #120 / prescription.

Actos and Avandia (all doses)

Should NOT be administered as monotherapy, but in combination with metformin or
insulin.

Acyclovir

Quantity limit of # 5 day supply. Long term therapy, refer to Health Department.

Advair

Quantity limit of #1 inhaler / month.

Albuterol

Quantity limit of # 1 inhaler / month.

Ambien (all doses)

Quantity limit of #15 / month. Members should be educated to utilize when needed.

Antinfectives

Quantity limit of # 10 day supply, except for HIV/TB anti-infectives which are to be
obtained from the pharmacy at the Hillsborough County Health Department.

Anti-fungals

Require completion of DERF.

ARBs and combinations

Quantity limit of # 30 / month.

Atrovent

Quantity limit of # 2 inhalers / month.

Buspar (buspirone) (all doses)

Quantity limit of # 90 /month.

Cardura (doxazosin) 4mg, 8mg

Members can only receive these doses and should receive % tablet and quantity of
15 per month.

Celebrex and Mobic

Requires completion of DERF & override. Patients must fail treatment with at least 3
first line agents and have two of the ARAMIS risk factors. Will not be approved with
concomitant PPI therapy.

Celexa 40 mg

Celexa 20 mg is not covered. Prefer members to receive Celexa 40mg % daily #15.

Combivent

Quantity limit of # 2 inhalers / month.

Fluconazole 150 mg

Quantity limit of # 2 / month.

Diuretic Combinations

Quantity limit of # 30 / month.

Flovent

Coverage only for 44 mcg and 110 mcg doses, quantity limit of # 1 inhalers / month.

Hypnotics

Quantity limit of # 15 / month.

Insulin Analogs

Require completion of DERF.

Anti-lipidemic (all doses)

Consider using split tablets or every other day dosing. Quantity limit of #15 / month.

Maxalt and MT

Quantity limit of # 9 / month.

Methadone | Shoul d be considered a first | ine agen
administer Senokot S for treatment regimens > 1 week.
Plavix | Requires treatment failure with ASA or ticlopidine.
Pulmicort | Quantity limit of # 1 inhaler / month. Pulmicort is the preferred inhaled steroid.
Rhinocort | Nasal steroids are limited to 90 days of therapy.
Spirivia | Requires completion of DERF.

Ultram (tramadol)

Members can only receive a quantity of # 90 tablets / month.

Wellbutrin SR (all doses)

Treatment time frame limited to 6 weeks only for smoking cessation.

Sertraline | Only cover 25 mg and 100 mg. Use 100 mg Y2 tab daily #15 for a 50 mg dose.

Zyvox (oral) | Available via completion of DERF with documentation of MRSA, MSSA, VRE or
pneumococcus resistant to formulary antibiotics, or patient not a candidate for home
parenteral therapy, or patient has clear documentation of intolerance to formulary
agents.

Ranexa | Ranexa requires completion of a DERF and documentation of refractory angina by a

cardiovascular specialist.
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ANTI-INFECTIVE AGENTS

PENICILLINS
Generic Name Brand Name
Penicillins
Amoxicillin* TRIMOX
Ampicillin OMNIPEN
Dicloxacillin Sodium DYNAPEN
Penicillin G BICILLIN LA

Penicillin V Potassium
Penicillin Combinations

BEEPENVK PENVEEK VEETIDS

Comments

A Only cover al0-day supply.
A Applies to the entire class.

Amoxicillin & Pot Clavulanate | AUGMENTIN
*Preferred agent
CEPHALOSPORINS
Generic Name Brand Name Comments
Cephalosporins - 1st Generation
Cefadroxil* DURICEF A Only cover al0- day supply.
Cephadrine* VELOSEF A Applies to the entire class.
Cephalexin* KEFLEX
Cephalosporins - 2nd Generation
Cefaclor* CECLOR
*Preferred agent
MACROLIDE ANTIBIOTICS
Generic Name Brand Name Comments
Macrolide Antibiotics
Azithromycin ZITHROMAX
Clarithromycin BIAXIN A Only cover al0- day supply.
Erythromycin Base E-MYCIN ERY-TAB A Applies to the entire class.
Erythromycin Ethylsuccinate* E.E.S. E.E.S. GRAN SUS|
Erythromycin Base (Coated) ERYC

Erythromycin Stearate or Estolate
Lincomycins
Clindamycin Phosphate

ERYTHROCIN TAB

CLEOCIN

*Preferred agent

TETRACYCLINES

Generic Name

Brand Name

Comments

Tetracyclines
Doxycycline*
Minocycline HCI
Tetracycline HCI

VIBRAMYCIN
MINOCIN
SUMYCIN

DOXY CAP

A Only cover al0-day supply.
A Applies to the entire class.

*Preferred agent

FLUOROQUINOLONES

Generic Name

Brand Name

Fluoroquinolones

Ciprofloxacin HCF
Moxifloxacin

CIPRO TAB
AVELOX

Comments

A Ciprois reserved for patients that fail first
line treatment (SMZTMP) for UTI or
(Doxycycline) forURI or who have a severe
infection.

*Preferred agent
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OXAZOLIDINONE
Generic Name Brand Name Comments

Oxazolidione A Available via completion of DERF with
documentation of MRSA, MSSA, VRE or
pneumococcusesistant to formulary
antibiotics, or patient not a candidate for
home parenteral therapy, or patient has cle
documentation of intolerance to formulary
agents.

Linezolid ZYVOX Oral Tablets

Symptomatic Therapies for ABRS®

Drug Dose
Decongestants Pseudoephedrine 60 mg g 6 hrs or
(Sudafed) Sustained release 120 mg g 12 hrs
Oxymetazoline 0.05% 2 sprays each nostril g 12 hrs maximum of 3 days

(Afrin Nasal Sprajl)

Anticholinergics*

*Many  preparations  combing Chlorpheniramine 4 mg q 46 hrs or

decongestants and antihistamines_(Chlor-TrimetoriN) Sustained release’® mg q 12 hrs
Diphenhydramine (Benadifi) 2550 mg q 6 hrs
Clemastine (Tavifl) 1.34mg q 12 hrs

The following treatments have no proveraddedbenefit in controlling symptoms:
guaifenesin (except possibly at high doses)seaating antihistamines (i.e. AllegtaClaritinN, Zyrted\, etc.), saline spray, saline, and stea

commende otic Therapy for Adults with ABRS"
. Previous Initial Thera .
Severity ABX* (Al therapies for T014 days) Switch Therapy
Mild No
Amoxicillin 1.5 to 2 g per day divided BID or TID| Amoxicillin/ clavulanate, cefadroxil, cefaclor,
TMP/SMX 160/800 mg (1 DS) tab BID moxifloxacin
Doxycycline 100 mg BID
Erythromycin 250 t&00 mg QID
Clarithromycin 500 mg BID
Mild / Yes / No
Moderate Amoxicillin/ clavulanate 500 mg TID or 875 mg | Amoxicillin/ clavulanate moxifloxacin
BID Reevaluate patient
Amoxicillin 3 g per d:
Cefadroxil
Cefaclor
Moxifloxacin
Moderate Yes
Amoxicillin/ clavulanate 3 to 3.5 g of amoxicillin | Re-evaluate patient
component per day di vi moxifloxacin 400 mg QD
Moxifloxacin 400 mg QD
*Mild or moderate do not refer to the possibil it psclnitaldvauatiorer i al resi st
¥ Prior antibiotic therapy in the past 4 to 6 weeks is a risk factor for infection with a resistansmrgani
VAl t hough high dose amoxicillin has been advocated provedtbhtee FBA. nus and
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ANTI-INFECTIVE AGENTS (CONTINUED)

ANTIMYCOBACTERIAL AGENTS

Generic Name Brand Name Comments

Antimycobacterial Agents

A Refer all TB patients to the Health Department where they can rece A Referall TB & HIV patients to the Health

30 day supply of medications. Dept. where they can receive a-®ay
supply of medications.

ANTIFUNGALS

Generic Name Brand Name Comments
Antifungals A onl al0d ly. Applies to th
Griseofulvin Microsize GRISEOFULVIN er?tifecg‘éﬁlfun A i?’assgpp Y- Applies fo the
Griseofulvin Ultramicrosize GRISEOFULVINTAB ULTR A Eluconazole 350 ma ;Elvailable o treat
Nystatin MYCOSTATIN : o0 mgs _
. . vaginal candidiasis, only Patients can
Imidazole-Related Antifungals receive up to 2 day supply.
Ketoconazole NIZORAL TAB A Treatments for onychomycosis are not
Triazoles covered.
Fluconazole DIFLUCAN 150mg tabletQty limit #2/
30 days
ANTIVIRAL
Generic Name Brand Name Comments

Medications to Treat HIV . i
p . A Refer all HIV patients to the Health
A Refer all HIV patients to the Health Department where they can rece Department where they can receive adag

30day supply of medications. supply of medications.

A Only a5-day supplyof Acyclovir is covered
except at the Health Departmaevttere

ZOVIRAX patients can receive a -8y supply.

Herpes Agents
Acyclovir

ANTIMALARIAL

Generic Name | Brand Name Comments
Antimalarial A Refer all patients to the Health Dept. wher
A Refer allmalariapatients to the Health Department where they can they can receive a afay supply of
receive a 3@lay supply of medications. medications.

November 2007.doc Page 7




HILLSBOROUGH COUNTY HEALTHCARE PROGRAM I DRUG FORMULARY
Developed By: Clinical Pharmacology Services Phone: 813-914-7656 / Fax: 813-983-1501

ANTHELMINTIC

Generic Name Brand Name Comments
Antihelmintic
Mebendazole VERMOX CHW
Pyrantel Pamoate PIN-RID
Thiabendazole MINTEZOL

MISC. ANTI-INFECTIVES

Generic Name Brand Name Comments
Misc. Anti-Infectives
Chloramphenicol CHLORMYCETIN
Dapsone AVLOSULFON
Gentamicin Sulfate GARAMYCIN 11 Only cover al0-day supply.
Metronidazole FLAGYL 1 Applies to the entire miscellaneous class.
Neomycin Sulfate NEO-TABS
Pentamidine Isethionate PENTAM 300
Sulfisoxazole GANTRICIN
Trimethoprim PROLOPRIM

Misc. Anti-infective Combinations

Erythromycin & Sulfisoxazole ERYZOLE PEDIAZOLE
Trimethoprim/Sulfamethoxazole* SMX-TMP DS SULFATRIM

* Preferred Agent
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ENDOCRINE
CORTICOSTEROIDS
Generic Name Brand Name Comments
Glucocorticosteroids
Dexamethasone DECADRON
Hydrocortisone CORTEF HYDROCORTONE
Methylprednisolone MEDROL
Prednisolone
Prednisone DELTASONE
Triamcinolone KENACORT
Mineralocorticoids
Fludrocortisone Acetate | FLORINEF
ANDROGENANABOLIC
Generic Name Brand Name Comments
Androgen-Anabolic A Reserved for HIV patients with wasting
Testosterone syndromeONLY.
Testosterone Cypionate
Testosterone Propionate
ESTROGENS
Generic Name Brand Name Comments
Estrogens < . )
o A Estradiol patcheare reserved for patients
Esterified Estrogens MENEST
Esterified Estrogens &lethyltest ORTHOEST OGEN who develop S/E to oral estrogen therapy.
Estradiol ESTRACE ESTINYL
Estrogen & Progestin PREMPRO PREMPHASE

Estropipate

ESTRATEST ESTRATEST HS

CONTRACEPTIVES

Generic Name

Brand Name

Contraceptives
Norgestrel

Combinati ons OCO6s
Desogestrel & Ethinyl Estrad
Levonorgestrel & Eth Estradiol
Norethindrone & Eth Estradiol
Norethindrone Acet & Eth Estra
Norethindrone &Vestranol
Norgestrel & Ethinyl Estradiol
Norethin Acet & Estradre

Bi phasic OC6s
NorethindroneEth Estradiol

Triphasic OC's
LevonorgestreEth Estradiol
NorethindroneEthinyl Estrad
NorethindroneEthinyl EstradiolFe

Progestins
Medroxyprogesterone Acetate
Norethindrone Acetate

OVRETTE 28

TRI-NORINYL
ESTROSTEP FE

Comments

A Only cover generic oral contraceptives.
A Referpatients to the Health Dept. to obtain
contraceptives.
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ANTI-DIABETIC

ENDOCRINE (CONTINUED)

Generic Name Brand Name Comments
Human Insulin -
Insulin Regular (Human) NOVOLIN R A GLUCQSE MONITORING DEVICES can
Insulin Isophane (Human) NOVOLIN N be obtained free and are not covered. Plea:
Insulin Zinci Lente (Human) NOVOLIN L call 813914-7656 forinformation about
Insulin Zinc Extended (Human) HUMULIN U obtaining free devices.
Insulin Reg & Isophane (Human) [ NOVOLIN INJ 70/30 ; )
Insulin Aspart / Protamine (Human)| NOVOLOG & NOVOLOG MIX 70/30 A Only Prestige Smart System and TrueTrack
2-3 x COSTS OF NOVOLIN 2-3 X COSTS OF NOVOLIN Glucose Monitoring Strips are covered.
INSULINS USE AS LAST LINE INSULINS USE AS LAST LINE MONITORS ARE NOT COVERED.
SUIfoga/rL:J;;f?ﬂZe AMARYL A Insulin Pensare not a covered without a
Glipizide GLUCOTROL XL DERF being completed and approved.
.G.Iy.burlde DIABETA A TZDs should not be used asonotherapy,
Meglitinides but in ®mbination with other products.
Repaglinide PRANDIN
Biguanides A Average Alc reduction with TZD + SU (6.5
Metformin HCI GLUCOPHAGE 1.2%), TZD + metformin (049.8%), and
Glyburide/Metformin GLUCOVANCE TZD + insulin (0.41.2%)
Insulin Sensitizing Agents and Combinations < ) .
Pioglitazone ACTOS A Only cover generic syringes and needles a
. - NO brand duct d.
Pioglitazone/glimeride DUOACT rand name proclucts are covere
Pioglitazone/metformin ACTOPLUS MET A : :
Rosiglitazone AVANDIA A Btétsr;ur,Novolog and Lantus requires
Rosiglitazoneglimeride AVANDARYL '
Rosiglitazonémetformin AVANDAMET
THYROID
Generic Name Brand Name Comments
Thyroid
Levothyroxine Sodium LEVOTABS LEVOTHROID
Liothyronine Sodium LEVOXYL
Thyroid CYTOMEL
Anti-thyroid Agents
Methimazole TAPAZOLE
Propylthiouracil PTU
MISC. ENDOCRINE
Generic Name Brand Name Comments

Bisphosphonates
Alendronate Sodium
Risedronate

FOSAMAX FOSAMAX Plus D
ACTONEL
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HILLSBOROUGH COUNTY HEALTHCARE PROGRAM I DRUG FORMULARY
Developed By: Clinical Pharmacology Services Phone: 813-914-7656 / Fax: 813-983-1501

ANTI-ARRHYTHMIC

CARDIOVASCULAR

Generic Name Brand Name

Anti-arrhythmics Type I-A

Disopyramide Phosphate NORPACE

Procainamide HCI PRONESTYL

Quinidine Gluconate QUINAGLUTE

Quinidine Sulfate QUINIDEX
Anti-arrhythmics Type I-B

Lidocaine HCI (Cardiac) XYLOCAINE

Mexiletine HCI MEXITIL

Tocainide HCI TONOCARD
Anti-arrhythmics Type I-C

Flecainide Acetate TAMBOCOR

Propafenone HCI RYTHMOL
Anti-arrhythmics Type Ill

Amiodarone HCI | PACERONE CORDARONE

Cardiac Glycosides
Digoxin

LANOXICAPS LANOXIN

Comments

A Only cover generics where applicable. '

ANTI-ANGINAL AGENTS

Generic Name

Brand Name

Nitrates

Isosorbide Dinitrate
Isosorbide Mononitrate

ISORDIL
IMDUR ISOSORBIDE ER

Comments

A Only cover generics where applicable.
A Ranexa requires completion of a DERF an

Nitroglycerin NITRO CAP NITROSTAT : .
TRANSDERMNTG docu_mentatlon of refra_ctory angina by a
ARtianginalsGther cardiovascular specialist.
Dipyridamole PERSANTINE
Ranolazine RANEXA
BETA BLOCKERS
Generic Name Brand Name Comments
Beta Blockers Non-Selective
Bisoprolol ZEBETA
Bisoprolol & HCTZ ZIAC P A -
Nadolol CORGARD A Only cover generics where applicable.
Pindolol VISKEN A Coreg is available only as generic
Propranolol HCI INDERAL INDERAL LA equivalent carvedilol.
Sotalol HCI BETAPACE
Timolol Maleate BLOCADREN
Beta Blockers Cardio-Selective
Acebutolol HCI SECTRAL
Atenolol TENORMIN
Metoprolol Succinate TOPROL XL
Metoprolol Tartrate LOPRESSOR
Alpha-Beta Blockers
Carvedilol COREG
Labetalol HCI NORMODYNE
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HILLSBOROUGH COUNTY HEALTHCARE PROGRAM I DRUG FORMULARY
Developed By: Clinical Pharmacology Services Phone: 813-914-7656 / Fax: 813-983-1501

CALCIUM BLOCKERS

CARDIOVASCULAR (CONTINUED)

Generic Name Brand Name Comments
Calcium Blockers A Only covergenerics where applicable.
Diltiazem ER DILTIA XT A Quantity limit of #30 per month
FelodipineER PLENDIL
Nifedipine ER PROCARDIA XL
Verapamil ER CALAN SR
ANTI-HYPERTENSIVE
Generic Name Brand Name Comments
ACE Inhibitors
Captopril CAPOTEN
Enalapril VASOTEC
Fosinopril MONOPRIL
Lisinopril PRINIVIL
Quinapril ACCUPRIL AACEIs havea quantity limit of #30 / month,
Angiotensin |l Receptor Antagonist exceptathigh doses
Olmesartan BENICAR ACIonidinepatches are not covered.
Valsartan DIOVAN ACarduraplan covers 4 & 8 mg tabs (1/2)
Adrenolytics i Central _with a quantity limit of #15 / month.
Clonidine HCI CATAPRES ADiuretic combinations have a quantity limi
Guanfacine HCI TENEX ~of #30 / month
Methyldopa ALDOMET ALotrel has a quantity limit of #30 per month

Adrenolytics 1 Peripheral
Doxazosin Mesylate
Prazosin HCI

Vasodilators
Hydralazine HCI
Minoxidil

Antihypertensive Combinations
Atenolol & Chlorthalidone
Benazepril HGIAmlodipine Besylate
Clonidine & Chlorthalidone
Enalapril & HCTZ
Fosinopril & HCTZ
Lisinopril & HCTZ
Methyldopa & HCTZ
Metoprolol& HCTZ
Olmesartan & HCTZ
Propranolol & HCTZ
Quinapril& HCTZ
Valsartan & HCTZ

CARDURA 4mg & 8mg % tablet #15
MINIPRESS CAP

APRESOLINE
LONITEN

TENORETIC
LOTREL
COMBIPRESS
VASORETIC
MONOPRIL-HCTZ
PRINIZIDE
ALDORIL
LOPRESSORHCT
BENICAR-HCT
INDERIDE
ACCURETIC
DIOVAN-HCT
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HILLSBOROUGH COUNTY HEALTHCARE PROGRAM I DRUG FORMULARY
Developed By: Clinical Pharmacology Services Phone: 813-914-7656 / Fax: 813-983-1501

CARDIOVASCULAR (CONTINUED)

DIURETICS
Generic Name Brand Name

Carbonic Anhydrase Inhibitors

Acetazolamide | DIAMOX
Loop Diuretics

Bumetanide BUMEX

Furosemide LASIX
Potassium Sparing Diuretics

Spironolactone | ALDACTONE
Thiazides

Chlorthalidone HYGROTON

Hydrochlorothiazide ESIDRIX

Indapamide LOZOL

Metolazone ZAROXOLYN
Combination Diuretics

Amiloride & HCTZ MODURETIC

Spironolactone & HCTZ
Triamterene & HCTZ

ALDACTAZIDE
MAXZIDE -25, MAXZIDE, DYAZIDE

Comments

A Diureticsshould be considered first line
agents in the treatment of hypertension

A Generics only coveredhere applicable.

ANTI-HYPERLIPIDEMIC

Generic Name

Brand Name

Anti-hyperlilpidemic
Cholestyramine
Gemfibrozil
Rosuvastatin
Simvastatin
Simvastatin/ Ezetimibe

Nicotinic Acid Derivatives

QUESTRAN
LOPID

CRESTOR Qty limit#15/month
ZOCOR Qty limit #15month
VYTORIN Qty limit #15/month

Comments

A Only cover generics where applicable. '

Niacin (Antihyperlipidemic) | NIASPAN
HEMATOLOGICAL
Generic Name Brand Name Comments
Aspirin ASA -
Clopidogrel Bisulfate PLAVIX A ASA should be considered first line therapy|
Pentoxifylline TRENTAL A Only generic warfarin is covered
Ticlopidine TICLID
Warfarin Sodium COUMADIN
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HILLSBOROUGH COUNTY HEALTHCARE PROGRAM I DRUG FORMULARY
Developed By: Clinical Pharmacology Services Phone: 813-914-7656 / Fax: 813-983-1501

ANTIHISTAMINES

RESPIRATORY

Generic Name Brand Name Comments

Antihistamines

Chlorpheniramine Maleate CHLOR-TRIMET

Clemastine TAVIST

Cyproheptadine HCI PERIACTIN

Diphenhydramine HCI BENADRYL

Loratadine HCI CLARITIN OTC

Promethazine HCI PHENERGAN

Tripelennamine HCI PBZ SR
COUGH /COLD / ALLERGY

Generic Name Brand Name Comments

Antitussive - Nonnarcotic

Benzonatate |
Expectorants

Guaifenesin | AMIBID LA GUAIBID LA
Mucolytics

Acetylcysteine | MUCOMYST
Cough/Cold/Allergy Combinations

Brompheniramine & Pseudoeph BROMFENEX RONDEC

Carbinoxamine & Pseudoeph NALFED NALFEBPD

Chlorpheniramine & Pseudoeph
Promethazine & Phenylephrine

Decongestant-Antihistamine-
Anticholinergic
ChlorphenPhenyltoloxPE
Narcotic Antitussive-Decongestant
PhenylepkHydrocodone
Narcotic Antitussive-Antihistamine
Chlorpheniramine w/Hydrocodone
Promethazine w/Codeine
Narcotic Antitussive-Decongestant-
Antihistamine
PhenylephPromethazine w/ Cod
PhenyleprCPM w/ Hydrocod

Non-Narc Antitussive-Antihistamine
Promethazind®M

Non-Narc Antitussive-

Decongestant-Antihistamine
PseudoepheBrompherDM
Pseudoephe@arbinoxDM

Decongestant w/ Expectorant
Pseudoephedrir@G

Antitussive-Expectorant
CodeineGG
DextromethorphaiGG
HydrocodoneGG

Antitussive-Expectorants-

Decongestant
Pseudoephedrine w/ Codeifs&
Pseudoeph w/HydrocodoiteG

DECONAMINE SR
PHENERGAN VC

NALEX-A

NALEX-DH
TUSSIONEX
PROMETH/COD SYP

PHENERGAN VC SYP /ODEINE
PROMETH VC/ SYP CODEINE

| PHENERGAN

BROMOPHED DX DIMETANE-DX
CARDEC DM RONDAMINE DM

LA PHENYLFEN-LA ULR-LA

CHERATUSSIN SYP AC

GUAIBID DM TAB 30-600CR
GUAIFEN/HYDR SOL

ROBAFEN DAC SOL
NALEX SOL EXPECT

A Only cover generics where applicable.

A Al controlled substances limited b
prescriptions per month and #120 units /

RX.
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HILLSBOROUGH COUNTY HEALTHCARE PROGRAM I DRUG FORMULARY
Developed By: Clinical Pharmacology Services Phone: 813-914-7656 / Fax: 813-983-1501

ANTI-ASTHMATIC

RESPIRATORY (CONTINUED)

Generic Name Brand Name
Anti-asthmatic
Cromolyn Sodium CROLOM
Ipratropium Bromide ATROVENT INHALER
Nedocromil Sodium TILADE
Beta Adrenergics
Albuterol Inhaler PROVENTIL INHALER
Albuteroklpratropium COMBIVENT
Epinephrine HCI EPINEPHRINE AER MIST
Metaproterenol Sulfate METAPROTEREN

Terbutaline Sulfate
Theophylline
Steroid Inhalants
BudesonidéInhalation)
Fluticasone
Fluticasone / Salmeterol
Leukotriene Receptor Antagonists
Montelukast Sodium

BRETHINE INHALER
ELIXOPHYLLIN THEGDUR
PULMICORT

FLOVENT 110 & 440

ADVAIR 100/50,25050

| SINGULAIR

Comments

A Advair 250/50 mg quantity limit #1 per
month
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