
Quantity Limit Drug List

ALPHA-ADRENERGIC BLOCKING AGENT(SYMPATH)
dihydroergotamine mesylate 0.5mg/spry spray/pump 8 / 30 days

MIGRANAL 8 / 30 days

ANTI-INFECTIVES (EENT)
BLEPHAMIDE 5 / fill

CORTISPORIN-TC 10/ fill

MAXITROL EYE DROPS 5 / fill

MAXITROL EYE OINTMENT 4 / fill

NEO-POLYCIN HC 4 / fill

neomycin sulfate/bacitracin zinc/polymyxin b/hydrocortisone 4 / fill

neomycin sulfate/polymyxin b sulfate/hydrocortisone (drops susp, solution) 10 / fill

neomycin/polymyxin b/dexametha 0.1 % drops susp 5 / fill

neomycin/polymyxin b/dexametha 3.5-10k-.1 oint. (g) 4 / fill

neomycin/polymyxin b/hydrocort 3.5-10k-10 drops susp 10/ fill

ofloxacin 0.3 % drops 10 / 30 days

PRED-G 5 / fill

sulfacetamide sodium 10 % drops 5 / fill

sulfacetamide sodium 10 % oint. (g) 4 / fill

sulfacetamide sodium/prednisolone sodium phosphate 5 / fill

TOBRADEX EYE DROPS 5 / fill

TOBRADEX EYE OINTMENT 4 / fill

TOBRADEX ST 5 / fill

tobramycin/dexamethasone 5 / fill

ZYLET 5 / fill

ANTI-INFECTIVES (SKIN, MUCOUS MEMBRANE)
CLINDAGEL 75 / 30 days
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ANTI-INFECTIVES (SKIN, MUCOUS MEMBRANE)
clindamycin phosphate 1 % gel (gram) 75 / 30 days

clindamycin phosphate 1 % gel daily 75 / 30 days

XACIATO 8 / 30 days

ZOVIRAX 5% OINTMENT 30 / fill

ANTI-INFLAMMATORY AGENTS (EENT)
ACULAR 15 / 30 days

ACULAR LS 5 / fill

bromfenac sodium 8 / rx

BROMSITE 15/ 180 days

dexamethasone sodium phosphate 0.1 % drops 10 / fill

diclofenac sodium 0.1 % drops 5 / fill

difluprednate 10 / 30 days

DUREZOL 10 / 30 days

EYSUVIS 10 / fill

FLAREX 10 / fill

fluorometholone 10 / fill

flurbiprofen sodium 3/ fill

FML 10 / fill

FML FORTE 10 / fill

ILEVRO 4 / fill

ketorolac tromethamine 0.4 % drops 5 / fill

ketorolac tromethamine 0.5 % drops 15 / 30 days

LOTEMAX 0.5% EYE DROPS 21 / fill

LOTEMAX 0.5% EYE OINTMENT 4 / fill

LOTEMAX 0.5% OPHTHALMIC GEL 10 / fill

LOTEMAX SM 10 / fill

loteprednol etabonate 0.5 % drops gel 10 / fill

loteprednol etabonate 0.5 % drops susp 21 / fill

MAXIDEX 10 / fill

NEVANAC 3/ fill

PRED FORTE 21 / fill
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ANTI-INFLAMMATORY AGENTS (EENT)
PRED MILD 21 / fill

prednisolone acetate 21 / fill

prednisolone sodium phosphate 1 % drops 20 / 30 days

PROLENSA 3/ fill

ANTI-INFLAMMATORY AGENTS (RESPIRATORY)
ALOCRIL 5 / fill

cromolyn sodium 4 % drops 10 / fill

ANTIBACTERIALS
BAXDELA 450 MG TABLET max 14 days

DORYX DR 200 MG TABLET 7/ rx

doxycycline hyclate 200 mg tablet dr 7/ rx

levofloxacin (250 mg tablet, 500 mg tablet, 750 mg tablet) 30 / fill

moxifloxacin hcl 400 mg tablet 21 / fill

ofloxacin (300 mg tablet, 400 mg tablet) 56 / fill

ANTIBACTERIALS, MISCELLANEOUS
colloidal bismuth subcitrate/metronidazole/tetracycline hcl 120 / 365 days

linezolid 100 mg/5ml susp recon 900 / rx

PYLERA 120 / 365 days

SIVEXTRO 200 MG TABLET 6 / 30 days

ZYVOX 100 MG/5 ML SUSPENSION 900 / rx

ANTICOAGULANTS
ELIQUIS DVT-PE TREAT START 5MG 100 / 30 days

XARELTO DVT-PE TREAT START 30D 56 / fill

ANTICONVULSANTS
NAYZILAM 10 / 30 days

ANTIDEPRESSANTS

ANTIDIABETIC AGENTS
ADLYXIN 10-20 MCG STARTER PACK 14 / 1 rx

FIASP PUMPCART 90 days

ANTIEMETICS
aprepitant 125mg-80mg cap ds pk 3/ fill
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ANTIEMETICS
EMEND TRIPACK 3/ fill

granisetron hcl 1 mg tablet 6 / 30 days

ondansetron 24 / 30 days

ondansetron hcl (4 mg tablet, 8 mg tablet) 24 / 30 days

ANTIFUNGAL (SYSTEMIC)
BREXAFEMME 4 / fill

VIVJOA 18 / 365 days

ANTILIPEMIC AGENTS

ANTIMIGRAINE AGENTS
AIMOVIG 70 MG/ML AUTOINJECTOR 2 / 30 days

IMITREX (5 MG, 20 MG) 6 / 30 days

REYVOW 50 MG TABLET 4 / 30 days

sumatriptan 6 / 30 days

ANTINEOPLASTIC AGENTS
diclofenac sodium 3 % gel (gram) 100 / 30 days

ANTIPROTOZOALS
benznidazole max 60 days

QUALAQUIN 42 / 365 days

quinine sulfate 42 / 365 days

SOLOSEC 1/ fill

ANTIPSYCHOTIC AGENTS
FANAPT TITRATION PACK 8 / rx

ANTIRETROVIRALS

ANTITOXINS,IMMUNE GLOB,TOXOIDS,VACCINES
PALFORZIA INITIAL DOSE PACK 21 / fill

ANTIULCER AGENTS AND ACID SUPPRESSANTS
lansoprazole/amoxicillin trihydrate/clarithromycin 112 / 365 days

OMECLAMOX-PAK 80 / 365 days

ANTIVIRALS (SYSTEMIC)
LAGEVRIO (EUA) 40 / fill
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ANTIVIRALS (SYSTEMIC)
oseltamivir phosphate (30 mg capsule, 45 mg capsule, 75 mg capsule) 20 / 365 days

oseltamivir phosphate 6 mg/ml susp recon 180 / 30 days

PAXLOVID 150-100 MG DOSE PACK 21 / fill

PAXLOVID 150-100 MG PACK (EUA) 21 / fill

PAXLOVID 300-100 MG DOSE PACK 30 / fill

PAXLOVID 300-100 MG PACK (EUA) 30 / fill

RELENZA 40 / 365 days

SITAVIG 2 / fill

SUNLENCA 4- 300 MG TABLET 4 / fill

SUNLENCA 5- 300 MG TABLET 5 / fill

TAMIFLU (30 MG CAPSULE, 45 MG CAPSULE, 75 MG CAPSULE) 20 / 365 days

TAMIFLU 6 MG/ML SUSPENSION 180 / 30 days

XOFLUZA (20 MG TAB (40 MG, 40 MG TAB (80 MG) 2 / fill

XOFLUZA (40 MG TABLET, 80 MG TABLET) 1/ fill

ANXIOLYTICS, SEDATIVES AND HYPNOTICS
VALTOCO 10 / 30 days

AUTONOMIC DRUGS

BETA-ADRENERGIC AGONISTS
formoterol fumarate 120 / 30 days

PERFOROMIST 120 / 30 days

CENTRAL NERVOUS SYSTEM AGENTS
KLOXXADO 2 / 30 days

memantine hcl 2 mg/ml solution 360 / 30 days

naloxone hcl 4 mg spray 2 / 30 days

NARCAN 2 / 30 days

OPVEE 2 / 30 days

ZIMHI 1 / rx

CEPHALOSPORIN ANTIBIOTICS
cefaclor 500 mg tab er 12h 20 / 30 days

cefixime (100, 200) 1200 / 90 days
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CEPHALOSPORIN ANTIBIOTICS
SUPRAX 1200 / 90 days

CORTICOSTEROIDS (RESPIRATORY TRACT)
budesonide (0.25mg/2ml, 0.5 mg/2ml) 120 / 30 days

budesonide 1 mg/2 ml ampul-neb 120 / 30 days

PULMICORT 120 / 30 days

DEVICES
insulin pump cartridge,automated dosing,bt with controller max 1 per 365 days

DIURETICS
FUROSCIX 2 / fill

DOPAMINE RECEPTOR AGONISTS
KYNMOBI TITRATION KIT 10 / 30 days

ESTROGENS AND ANTIESTROGENS
ESTRING 90 days

EYE, EAR, NOSE AND THROAT (EENT) PREPS.
ALOMIDE 10 / fill

LASTACAFT 3 / 30 days

olopatadine hcl 0.6 % spray/pump 31 / 30 days

PATANASE 31 / 30 days

GASTROINTESTINAL DRUGS
CLENPIQ 354 / fill

ENTYVIO 2/ 30 days

MOVIPREP 1/ fill

OSMOPREP 100 / 30 days

PLENVU 3/ fill

sodium sulfate/potassium sulfate/magnesium sulfate 354 / fill

SUPREP 354 / fill

HORMONES AND SYNTHETIC SUBSTITUTES
AMETHIA 91 days

ANNOVERA max 1 per 365 days
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HORMONES AND SYNTHETIC SUBSTITUTES
ASHLYNA 91 days

CAMRESE 91 days

CAMRESE LO 91 days

DAYSEE 91 days

DEPO-PROVERA 150 MG/ML SYRINGE 90 days

DEPO-SUBQ PROVERA 104 90 days

ICLEVIA 91 days

JAIMIESS 91 days

JOLESSA 91 days

levonorgestrel/ethin.estradiol 0.15-0.03 tbdspk 3mo 91 days

levonorgestrel/ethinyl estradiol and ethinyl estradiol 91 days

LOJAIMIESS 91 days

LOSEASONIQUE 91 days

medroxyprogesterone acetate 150 mg/ml syringe 90 days

QUARTETTE 91 days

RIVELSA 91 days

SEASONIQUE 91 days

SETLAKIN 91 days

SIMPESSE 91 days

TESTIM 300 / 30 days

testosterone 50 mg (1%) gel (gram) 300 / 30 days

INSULINS
ADMELOG 90 days

ADMELOG SOLOSTAR 90 days

AFREZZA 90 days

APIDRA 90 days

APIDRA SOLOSTAR 90 days

BASAGLAR KWIKPEN U-100 90 days

BASAGLAR TEMPO PEN U-100 90 days

FIASP 90 days

FIASP FLEXTOUCH 90 days
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INSULINS
FIASP PENFILL 90 days

HUMALOG 100 UNIT/ML CARTRIDGE 90 days

HUMALOG 100 UNIT/ML VIAL 90 days

HUMALOG JUNIOR KWIKPEN 90 days

HUMALOG KWIKPEN U-100 90 days

HUMALOG KWIKPEN U-200 90 days

HUMALOG MIX 50-50 90 days

HUMALOG MIX 50-50 KWIKPEN 90 days

HUMALOG MIX 75-25 90 days

HUMALOG MIX 75-25 KWIKPEN 90 days

HUMALOG TEMPO PEN U-100 90 days

HUMULIN R U-500 90 days

HUMULIN R U-500 KWIKPEN 90 days

insulin aspart ((3) insuln pen, cartridge, vial) 90 days

insulin aspart protamine human/insulin aspart 90 days

insulin degludec (100/ml (3) insuln pen, 100/ml vial, 200/ml (3) insuln pen) 90 days

insulin glargine,human recombinant analog ((3) insuln pen, vial) 90 days

insulin glargine-yfgn 90 days

insulin lispro (ins hf, insuln) 90 days

insulin lispro 100/ml vial 90 days

insulin lispro protamine and insulin lispro 90 days

LANTUS 90 days

LANTUS SOLOSTAR 90 days

LEVEMIR 90 days

LEVEMIR FLEXPEN 90 days

LEVEMIR FLEXTOUCH 90 days

LYUMJEV 90 days

LYUMJEV KWIKPEN U-100 90 days

LYUMJEV KWIKPEN U-200 90 days

LYUMJEV TEMPO PEN U-100 90 days

NOVOLOG 100 UNIT/ML FLEXPEN 90 days
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INSULINS
NOVOLOG 100 UNIT/ML VIAL 90 days

NOVOLOG MIX 70-30 FLEXPEN 90 days

NOVOLOG MIX 70-30 VIAL 90 days

NOVOLOG PENFILL 90 days

RELION NOVOLOG 100 UNIT/ML VL 90 days

RELION NOVOLOG MIX 70-30 FLXPN 90 days

RELION NOVOLOG MIX 70-30 VIAL 90 days

RELION NOVOLOG U-100 FLEXPEN 90 days

RELION NOVOLOG U-100 FLEXPEN (NDC:00169210125) 90 days

REZVOGLAR KWIKPEN 90 days

SEMGLEE 90 days

SEMGLEE (YFGN) 90 days

SEMGLEE (YFGN) PEN 90 days

SEMGLEE PEN 90 days

TOUJEO MAX SOLOSTAR 90 days

TOUJEO SOLOSTAR 90 days

TRESIBA 90 days

TRESIBA FLEXTOUCH U-100 90 days

TRESIBA FLEXTOUCH U-200 90 days

MACROLIDE ANTIBIOTICS
azithromycin 250 mg tablet 6 / 5 days

ZITHROMAX 100 MG/5 ML SUSP 30 / fill

ZITHROMAX 200 MG/5 ML SUSP 60 / fill

ZITHROMAX 250 MG TABLET 6 / 5 days

ZITHROMAX 500 MG TABLET 5 / fill

MISCELLANEOUS THERAPEUTIC AGENTS
AVSOLA 10 / 30 days

CIMZIA 2X200 MG/ML(X3)START KT 3/ fill

infliximab 10 / 30 days

MAVENCLAD 20 / 30 days
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MISCELLANEOUS THERAPEUTIC AGENTS
PLEGRIDY PEN INJ STARTER PACK 1/ lifetime

PLEGRIDY SYRINGE STARTER PACK 1/ lifetime

REBIF REBIDOSE TITRATION PACK 4.2 / 365 days

REBIF TITRATION PACK 4.2 / 365 days

NONHORMONAL CONTRACEPTIVES

NONSTEROIDAL ANTI-INFLAMMATORY AGENTS
diclofenac sodium 1 % gel (gram) 1000/ 30 days

ketorolac tromethamine (15 mg/ml vial, 15 mg/ml syringe) 40 / 23 days

ketorolac tromethamine 10 mg tablet 21 / fill

ketorolac tromethamine 15.75 mg spray 5 days

ketorolac tromethamine 30 mg/ml syringe 20 / 23 days

ketorolac tromethamine 30 mg/ml vial 20 / 30 days

ketorolac tromethamine 30mg/ml(1) vial 20 / 23 days

ketorolac tromethamine 60 mg/2 ml syringe 20 / 30 days

ketorolac tromethamine 60 mg/2 ml vial 20 / 30 days

SPRIX 5 days

SKIN AND MUCOUS MEMBRANE AGENTS
azelaic acid 50 / 30 days

doxepin hcl 5 % cream (g) 49 / fill

FINACEA 15% FOAM 50 / 30 days

FINACEA 15% GEL 50 / 30 days

imiquimod 3.75 % cream pack 56 / 60 days

KLISYRI 5 / fill

OPZELURA 720 / 365 days

PROTOPIC 0.03% OINTMENT 100 / 30 days

PROTOPIC 0.1% OINTMENT 100 / 30 days

PRUDOXIN 49 / fill

RETIN-A (0.01% GEL, 0.025% GEL, 0.05% CREAM, 0.1% CREAM) 50 / 30 days

RETIN-A 0.025% CREAM 50 / 30 days

RETIN-A MICRO 50 / 30 days
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SKIN AND MUCOUS MEMBRANE AGENTS
RETIN-A MICRO PUMP (PUMP 0.04% GEL, PUMP 0.1% GEL) 50 / 30 days

RETIN-A MICRO PUMP 0.06% GEL 50 / 30 days

RETIN-A MICRO PUMP 0.08% GEL 50 / 30 days

tacrolimus 0.03 % oint. (g) 100 / 30 days

tacrolimus 0.1 % oint. (g) 100 / 30 days

tretinoin microspheres 0.08 % gel w/pump 50 / 30 days

ZONALON 49 / fill

ZYCLARA 2.5% CREAM PUMP 56 / 30 days

ZYCLARA 3.75% CREAM 56 / 60 days

ZYCLARA 3.75% CREAM PUMP 56 / 60 days

SYMPATHOMIMETIC (ADRENERGIC) AGENTS
AUVI-Q 2 / fill

epinephrine (0.15mg/0.3, 0.15/0.15, 0.3mg/0.3) 4 / fill

EPINEPHRINESNAP-EMS 2 / fill

EPINEPHRINESNAP-V 2 / fill

EPIPEN 4 / fill

EPIPEN 2-PAK 4 / fill

EPIPEN JR 4 / fill

EPIPEN JR 2-PAK 4 / fill

LUCEMYRA 48 tablets/180 days

SYMJEPI 2 / fill
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