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Changes to Sharp Direct Advantage (HMO) Formulary

We may immediately remove a drug from our formulary if we are replacing it with a certain new version of that drug that will appear on the
same or lower cost-sharing tier and with the same or fewer restrictions. When we add a new version of a drug to our formulary, we may
decide to keep the brand name drug or original biological product on our formulary, but immediately move it to a different cost-sharing tier
or add new restrictions. If you are currently taking the brand name drug or original biological product, we may not tell you in advance before
we make an immediate change, but we will later provide you with information about the specific change(s) we have made.

If a drug is withdrawn from sale by the manufacturer or the Food and Drug Administration (FDA) determines to be withdrawn for safety or
effectiveness reasons, we may immediately remove the drug from our formulary and later 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 require us to provide advance
notice, we will notify affected members of the change at least thirty (30) days before the change becomes effective, or at the time the member
requests a refill of the drug for which 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 can also ask us to make an exception for you. 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 1-855-222-3183 (TTY: 711), 24 hours a day, 7 days a week.

The table below outlines changes to our formulary that may impact you.
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Alternative

Drug®) | pefective
Name of Affected Drug Description of Change Reason for Change Alternative Drug(s) * Cost- Date
Sharing
Tier
ABELCET INJ 5SMG/ML Deletion Of Drug From Formulary Manufacturer Discontinuation ?é\/l l\igOTERICIN B LIPOSOME IV FOR SUSP Tier 5 11/01/2025
AMOXICILLIN & K
CLAVULANATE CHEW TAB Deletion Of Drug From Formulary Manufacturer Discontinuation AMOXICILLIN & K CLAVULANATE FOR Tier 2 01/01/2025
SUSP 200-28.5 MG/SML
200-28.5 MG
AMOXICILLIN & K
CLAVULANATE CHEW TAB Deletion Of Drug From Formulary Manufacturer Discontinuation AMOXICILLIN & K CLAVULANATE FOR Tier 2 05/01/2025
SUSP 400-57 MG/SML
400-57 MG
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 5 10/01/2025
CORLANOR TAB Deletion Of Drug From Formulary Generic Available IVABRADINE TAB Tier 2 01/01/2025
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 2 08/01/2025
0.02/0.01 MG (21/5)
DROXIA CAP Deletion Of Drug From Formulary Manufacturer Discontinuation Consult Your Health Care Provider 03/01/2025
DUPIXENT INJ 100MG/0.67ML | Deletion Of Drug From Formulary Manufacturer Discontinuation DUPIXENT INJ 200MG/1.14ML Tier 5 02/01/2025
ENDARI POW 5GM Deletion Of Drug From Formulary Generic Available L-GLUTAMINE POW 5GM Tier 5 01/01/2025
ENTRESTO TAB Deletion Of Drug From Formulary Generic Available SACUBITRIL-VALSARTAN TAB Tier 2 10/01/2025
ERYTHROCIN TAB 250MG Deletion Of Drug From Formulary Manufacturer Discontinuation ERYTHROMYCIN TAB 250MG BS Tier 2 01/01/2025
f/ITCHGYNODIOL TAB 1 MG-30 Deletion Of Drug From Formulary Manufacturer Discontinuation VALTYA 1/50 TAB 1 MG-50 MCG Tier 2 11/01/2025
. . L LEVOTHYROXINE SODIUM TAB; .
EUTHYROX TAB Deletion Of Drug From Formulary Manufacturer Discontinuation UNITHROID TAB Tier 2 09/01/2025
FENTANYL OT LOZ Deletion Of Drug From Formulary Manufacturer Discontinuation MORPHINE SULFATE TAB Tier 2 02/01/2025
leO?/ICé(/)O(Szl;/ISE RINGE) INJKIT Deletion Of Drug From Formulary Manufacturer Discontinuation i‘é) ﬁéﬁgﬂg&?i—éﬁﬁ&ﬁYRWGE) INJKIT Tier 5 11/01/2025
IFSEBS ORBIDE MONONITRATE Deletion Of Drug From Formulary Manufacturer Discontinuation ISOSORB MONONITRATE TAB ER Tier 1 05/01/2025
IXCHIQ INJ Deletion Of Drug From Formulary Market Removal VIMKUNYA INJ 40MCG/0.8ML Tier 1 10/01/2025
LEENA TAB Deletion Of Drug From Formulary Manufacturer Discontinuation ARANELLE TAB Tier 2 05/01/2025
LEUKERAN TAB 2MG Deletion Of Drug From Formulary Medicare Will No Longer Cover Consult Your Health Care Provider 01/01/2025
LIBERVANT FILM Deletion Of Drug From Formulary Manufacturer Discontinuation VALTOCO LIQD Tier 4 07/01/2025
NATACYN SUS 5% OP Deletion Of Drug From Formulary Medicare Will No Longer Cover Consult Your Health Care Provider 01/01/2025
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Alternative

Drug®) | pefective
Name of Affected Drug Description of Change Reason for Change Alternative Drug(s) * Cost- Date
Sharing
Tier
NORETHINDRONE ACE & NICROCESTNTAB 12 AROVELL %
Elléﬂ;f;{dlz}EzsoTﬁ/égIOL—FE Deletion Of Drug From Formulary Manufacturer Discontinuation TAB 1/20: TARINA FE TAB 1/20 EQ: FEIRZA Tier 2 10/01/2025
) TAB 1/20; JUNEL FE TAB 1/20
NORETHINDRONE ACETATE
& ETHINYL ESTRADIOL TAB | Deletion Of Drug From Formulary Manufacturer Discontinuation MICROGESTIN TAB 1.5MG/30MCG Tier 2 07/01/2025
1.5 MG-30 MCG
NORETHINDRONE AC- . .
ETHINYL ESTRAD-FE TAB 1- | Deletion Of Drug From Formulary Manufacturer Discontinuation iﬁgﬁg 11::]]2 ¥ﬁg’ TRI-LEGEST FE TAB; Tier 2 10/01/2025
20/1-30/1-35 MG-MCG
NYMYO TAB 0.25MG-35MCG | Deletion Of Drug From Formulary Manufacturer Discontinuation I(;I(zstl\? 5.532{\1;4? (;]f E-ETHINYL ESTRADIOL TAB Tier 2 02/01/2025
PREHEVBRIO SUS . . L ENGERIX-B INJ; HEPLISAV-B INJ; .
1OMCG/ML Deletion Of Drug From Formulary Manufacturer Discontinuation RECOMBIVAX HB INJ Tier 1 03/01/2025
REGRANEX GEL 0.01% Deletion Of Drug From Formulary Manufacturer Discontinuation Consult Your Health Care Provider 10/01/2025
E;Pﬁg%%l;/}iSHTRONEX INJ Deletion Of Drug From Formulary Manufacturer Discontinuation §E§:¥EQ ISI\]}J.IIQIE%II\“/IIS/I;TJ 140MG/ML; Tier 3 11/01/2025
?&I\ﬁé%%WE SOL Deletion Of Drug From Formulary Manufacturer Discontinuation CYCLOSPORINE CAP Tier 2 01/01/2025
SELZENTRY TAB 25MG Deletion Of Drug From Formulary Manufacturer Discontinuation SELZENTRY SOL 20MG/ML Tier 5 02/01/2025
SELZENTRY TAB 75MG Deletion Of Drug From Formulary Manufacturer Discontinuation SELZENTRY SOL 20MG/ML Tier 5 02/01/2025
SPRYCEL TAB Deletion Of Drug From Formulary Generic Available DASATINIB TAB Tier 5 02/01/2025
TABLOID TAB 40MG Deletion Of Drug From Formulary Medicare Will No Longer Cover Consult Your Health Care Provider 01/01/2025
TDVAXINJ 2-2 LF Deletion Of Drug From Formulary Manufacturer Discontinuation TENIVAC INJ 5-2LF Tier 1 03/01/2025
TOBRADEX ST SUS 0.3-0.05% | Deletion Of Drug From Formulary | Medicare Will No Longer Cover g?gRAMYCIN'DEXAMETHASONE SUSO3- | fier2 01/01/2025
. 0
TRECATOR TAB 250MG Deletion Of Drug From Formulary Manufacturer Discontinuation Consult Your Health Care Provider 10/01/2025
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 2 09/01/2025
ENPRESSE-28 TAB; LEVONEST TAB
VRAYLAR CAP 1.5-3MG Deletion Of Drug From Formulary Manufacturer Discontinuation VRAYLAR CAP Tier 5 02/01/2025
ZERVIATE DRO 0.24% Deletion Of Drug From Formulary Medicare Will No Longer Cover AZELASTINE DRO 0.05% Tier 2 01/01/2025
ZYPREXA RELPREVV INJ Deletion Of Drug From Formulary Manufacturer Discontinuation RISPERIDONE ER INJ Tier 2 / Tier 5 02/01/2025
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* 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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