drugs cdl p1c
2

Drugs:  Contract Drugs List Part 1 –  
drugs cdl p1c
Prescription Drugs (N through R)
1

 This section lists the codes and units for contract drugs.  For additional help, refer to the Drugs:  Contract Drugs List Introduction section of this manual.

*
NABUMETONE 


*
Restricted to use for arthritis.


Tablets
500
mg
ea




750
mg
ea

Note:
Subject to Step Therapy edits.  See Drugs:  Contract Drugs List Part 8 – Step Therapy for more information. 
NAFCILLIN


Powder for injection
500
mg/vial
ea




1
Gm/vial
ea




2
Gm/vial
ea




10
Gm/vial
ea




1
Gm, piggyback
ea




2
Gm, piggyback
ea

* NAFTIFINE HCL


* Restricted to claims with dates of service from October 1, 2005 through November 30, 2011 
for all dosage forms.

Topical Cream
1
%
15 Gm
Gm





30 Gm
Gm





60 Gm
Gm






90 Gm
Gm


Topical Gel
1
%
20 Gm
Gm





40 Gm
Gm





60 Gm
Gm



90 Gm
Gm

NALIDIXIC ACID


Tablets
250
mg
ea




500
mg
ea




1
Gm
ea

NAL

NALOXONE HCL


Injection
0.4
mg/ml

ml


1.0
mg/ml
ml

Intranasal Spray
4.0
mg/0.1 ml
ea
Note:
Claims for the nasal nebulizer device, for use of naloxone HCL as a nasal rescue aerosol, require an approved Treatment Authorization Request or Service Authorization Request justifying the medical necessity for the use of the FDA unapproved route of administration. Claims must be billed using miscellaneous medical supply HCPCS billing code T5999. †
* NALTREXONE HCL 

*
Restricted to use in the treatment of alcohol dependence and for the prevention of relapse in opioid dependent patients, following opioid detoxification.
*
Restricted to prescription only by prescribers trained in substance use disorder treatment.
*
Restricted to a maximum dispensing quantity of 100 tablets and a maximum of three (3) dispensings in any 75-day period.


Tablets
50
mg


ea

NAPHAZOLINE HCL


Ophthalmic solution
0.1
%

ml

NAPHAZOLINE HCL AND ANTAZOLINE PHOSPHATE 


Ophthalmic solution
0.05
% – 0.5%

ml

NAPROXEN


+
Tablets or capsules
250
mg


ea




375
mg


ea




500
mg


ea


Liquid
125
mg

5
ml
ml

Note:
Subject to Step Therapy edits.  See Drugs:  Contract Drugs List Part 8 – Step Therapy for more information. 

†
Effective October 1, 2016
NAT

NATAMYCIN


Ophthalmic suspension
5
%

15
ml

ml
NATEGLINIDE 


+
Tablets
60
mg


ea




120
mg


ea

‡ * NECITUMUMAB 

*
Restricted to use in the treatment of cancer only. 



Injection
800
mg/50 ml


ml
‡ * NELFINAVIR MESYLATE 


*
Restricted to use as combination therapy in the treatment of Human Immunodeficiency Virus (HIV) infection.

Tablets
250
mg


ea




625
mg


ea


Oral powder
50
mg/gm


gm

‡ NELARABINE


Injection
5
mg/ml

ml
NEOMYCIN


Tablets
0.5
gm


ea


Liquid
125
mg/5ml


ml

NEOMYCIN, BACITRACIN AND POLYMYXIN


Ophthalmic ointment




gm

NEOMYCIN AND POLYMYXIN


Ampule – G.U. Irrigant




ml
NEOMYCIN, POLYMYXIN AND GRAMICIDIN


Ophthalmic solution




ml
NEOSTIGMINE BROMIDE

+
Tablets
15
mg


ea
NEP
NEPAFENAC


Ophthalmic suspension
* 0.1
%


ml


0.3
%


ml

*
Restricted to claims submitted with dates of service from August 1, 2005, through 
March 31, 2015. 

‡ * NEVIRAPINE

*
Restricted to use as combination therapy in the treatment of Human Immunodeficiency Virus (HIV) infection. Also 
restricted to NDC labeler code 00597 (Boehringer Ingelheim Pharmaceuticals) only. †

Tablets
200
mg


ea


Tablets extended-release
* 100
mg


ea
*
Restricted to NDC labeler code 00597 (Boehringer Ingelheim Pharmaceuticals) for the 100 mg extended-release tablets only. †


400
mg


ea


Liquid
* 50
mg/5 ml


ml
*
Restricted to NDC labeler code 00597 (Boehringer Ingelheim Pharmaceuticals) for the 
50 mg/5 ml liquid only. †
NIACIN


Restricted to NDC labeler codes 00074 (Abbott Laboratories) and 60598 (KOS Pharmaceuticals, Inc.) only. †

Tablets, extended release
500
mg


ea


(includes film coated tablets) 
750
mg


ea



1000
mg


ea

NIACIN AND LOVASTATIN


Tablets (containing extended release niacin)
500
mg/20 mg


ea



750
mg/20 mg


ea



1000
mg/20 mg


ea



1000
mg/40 mg


ea
†
Effective April 15, 2016
NIA
* NIACIN AND SIMVASTATIN

*
Restricted to NDC labeler code 00074 (Abbott Laboratories) only. 

Tablets (containing extended release niacin)



500
mg/20 mg


ea



500
mg/40 mg


ea


750
mg/20 mg


ea



1000
mg/20 mg


ea



1000
mg/40 mg


ea
NICARDIPINE

+
Capsules
20
mg


ea



30
mg


ea

+
Tablets or capsules, long-acting
30
mg


ea



45
mg


ea



60
mg


ea

NICLOSAMIDE


Tablets
500
mg


ea

NIFEDIPINE

+
Capsules
10
mg


ea



20
mg


ea

+
Tablets or capsules long-acting
30
mg


ea




60
mg


ea



90
mg


ea

‡ * NILOTINIB

*
Restricted to use in the treatment of cancer only for all strengths.


Capsules
150
mg


ea



200
mg


ea
‡ * NILUTAMIDE
*
Restricted to use in the treatment of cancer only. 
Also restricted to NDC labeler code 00088 (Aventis Pharmaceuticals) only. †

Tablets
150
mg


ea
†
Effective December 1, 2016
NIS

NISOLDIPINE


Restricted to NDC labeler code 59630 (Sciele Pharma, Inc.) only. †

Tablets
8.5
mg


ea



* 10
mg


ea



17
mg


ea



* 20
mg


ea



25.5
mg


ea



* 30
mg


ea



34
mg


ea



* 40
mg


ea

*
Restricted to claims with dates of service from March 1, 1997, through March 31, 2010, for the 
10 mg, 20 mg, 30 mg and 40 mg tablets only.
NITROFURANTOIN


Capsules (macrocrystals only)
25
mg


ea



50
mg


ea



100
mg


ea


Capsules (monohydrate/macrocrystals)
100
mg


ea


Tablets
50
mg


ea



100
mg


ea


Liquid
5
mg/ml


ml

NITROGLYCERIN (GLYCERYL TRINITRATE)

+
Tablets (sublingual) (no long-acting forms)
0.15
mg


ea



0.3
mg


ea



0.4
mg


ea



0.6
mg


ea


Ointment
2
%
20
gm
gm





30
gm
gm





60
gm
gm


Spray, lingual


12
gm
gm

‡ * NIVOLUMAB

*
Restricted to use in the treatment of cancer only.


Injection
40
mg/4 ml


ml



100
mg/10 ml


ml
†
Effective August 1, 2016
NOR

‡ * NORELGESTROMIN AND ETHINYL ESTRADIOL 

*
Restricted to NDC labeler Code 50458 (Janssen Pharmaceuticals, Inc.)

Transdermal patch
6 mg – 0.75
mg


ea

Note:
Payment limited to a minimum dispensing quantity of three cycles except with the initial prescription or when authorization is obtained.  

‡ NORETHINDRONE

Tablets
0.35
mg
Tablets from 28 tablet packet
ea





Tablets from 42 tablet packet
ea

Note:
Payment limited to a minimum dispensing quantity of three cycles.  See California Code of Regulations (CCR), Title 22, Section 51513(b)(4) regarding exceptions.

NORETHINDRONE ACETATE AND ETHINYL ESTRADIOL


Tablets
1
mg-5mcg


ea § †††

‡
Tablets
* 1 mg – 10 mcg/2 Fe tablets
Tablets from 28 tablet packet
ea †
*
Restricted to NDC Labeler Code 00430 (Warner Chilcott Laboratories) only. †


1 mg – 20
mcg
Tablets from 21 tablet packet
ea


1 mg – 20 mcg/7 Fe
tablets
Tablets from 28 tablet packet
ea


Tablets
1.5 mg – 30
mcg
Tablets from 21 tablet packet
ea



1.5 mg – 30 mcg/7 Fe
tablets
Tablets from 28 tablet packet
ea

*
‡
Tablets from 5/7/9 combination packet 


(28 Tablets/packet)
5 x 1 
mg/20 mcg



7 x 1 
mg/30 mcg



9 x 1 
mg/35 mcg



7 inert



ea

*
Restricted to NDC labeler code 00430 (Warner Chilcott Laboratories) for the 5/7/9 combination packet tablets only.
Note:
Payment limited to a minimum dispensing quantity of three cycles.  See California Code of Regulations (CCR), Title 22, Section 51513(b)(4) regarding exceptions.
†
Effective July 1, 2016
†††
Suspended until further notice
NOR (continued)

‡ NORETHINDRONE AND ETHINYL ESTRADIOL


Tablets
0.4 mg – 35
mcg
Tablets from 21 tablet packet
ea







Tablets from 28 tablet packet
ea




0.5 mg – 35
mcg
Tablets from 21 tablet packet
ea







Tablets from 28 tablet packet
ea




1 mg – 35
mcg
Tablets from 21 tablet packet
ea







Tablets from 28 tablet packet
ea




* 1 mg – 50
mcg
Tablets from 21 tablet packet
ea







Tablets from 28 tablet packet
ea


*
Restricted to NDC labeler code 00430 (Warner Chilcott Laboratories) for the 1 mg – 50 mcg tablets only.

Note:
1 mg – 50 mcg product is no longer manufactured or available. 

Tablets from 7/7/7 combination packet


Tablets from 21 tablet packet


Tablets from 28 tablet packet




 7 x 0.5 
mg/35 mcg




 7 x 0.75 
mg/35 mcg




 7 x 1.0 
mg/35 mcg

ea


Restricted to NDC labeler code 50458 (Janssen Pharmaceuticals, Inc.) for the 7/7/7 combination packets only. †
†
Effective April 15, 2016
NOR (continued)

‡ NORETHINDRONE AND ETHINYL ESTRADIOL (continued)


Tablets from 7/9/5 combination packet


Tablets from 21 tablet packet





Tablets from 28 tablet packet







7 x 0.5 
mg/35 mcg





9 x 1.0 
mg/35 mcg




5 x 0.5 
mg/35 mcg
ea


Tablets from 10/11 combination packet


Tablets from 21 tablet packet


Tablets from 28 tablet packet




10 x 0.5 
mg/35 mcg





11 x 1 
mg/35 mcg
ea

Tablets from 7/14 combination packet


(28 tablets/packet)
7 x 0.5 
mg/35 mcg




14 x 1 
mg/35 mcg




7 inert

ea
Note:
7/14 combination packet is no longer manufactured or available. †
Note:
Payment limited to a minimum dispensing quantity of three cycles.  See California Code of Regulations (CCR), Title 22, 
Section 51513(b)(4) regarding exceptions.

†
Effective December 1, 2013
NOR (continued)

‡ NORETHINDRONE AND MESTRANOL


Tablets

1 mg-50 
mcg
Tablets from 21 tablet packet
ea






Tablets from 28 tablet packet
ea

Note:
Payment limited to a minimum dispensing quantity of three cycles.  See California Code of Regulations (CCR), Title 22, 
Section 51513(b)(4) regarding exceptions.

NORFLOXACIN


Tablets or capsules
400
mg
ea

‡ NORGESTIMATE AND ETHINYL ESTRADIOL

Restricted to NDC labeler code 50458 (Janssen Pharmaceuticals, Inc.) only. †

Tablets from 7/7/7 (tri-phasic) combination packet


(21 tablets/packet)
7 x 0.180 
mg/35 mcg




7 x 0.215 
mg/35 mcg




7 x 0.250 
mg/35 mcg
ea


Tablets from 7/7/7 (tri-phasic) combination packet


(28 tablets/packet)
7 x 0.180 
mg/35 mcg




7 x 0.215 
mg/35 mcg




7 x 0.250 
mg/35 mcg




7 x inert

ea

Payment limited to a minimum dispensing quantity of three cycles.  See California Code of Regulations (CCR), Title 22, 
Section 51513(b)(4) regarding exceptions.

‡ NORGESTREL AND ETHINYL ESTRADIOL 


Tablets

0.3mg – 30
mcg
Tablets from 21 tablet packet
ea







Tablets from 28 tablet packet
ea





0.5mg – 50
mcg
Tablets from 21 tablet packet
ea







Tablets from 28 tablet packet
ea

Payment limited to a minimum dispensing quantity of three cycles.  See California Code of Regulations (CCR), Title 22, 
Section 51513(b)(4) regarding exceptions.

†
Effective April 15, 2016
NOR (continued)
NORTRIPTYLINE HCL


Capsules
10
mg
ea




25
mg
ea




50
mg
ea




75
mg
ea


Liquid
10
mg/5 ml
ml
NYSTATIN


‡
Tablets (oral)
500,000 units



ea


‡
Suspension, oral
100,000 units/ml

48
ml
ml





60
ml
ml





480
ml
ml

‡
Vaginal tablets


15’s

ea






30’s

ea


Cream
100,000 units/Gm

15
Gm
Gm




100,000 units/Gm

30
Gm
Gm


Ointment
100,000 units/Gm

15
Gm
Gm




100,000 units/Gm

30
Gm
Gm






240
Gm
Gm


Topical powder




Gm

‡ * OBINUTUZUMAB


*
Restricted to use in the treatment of cancer only. 



Injection
25
mg/ml




ml

‡ * OFATUMUMAB
*
Restricted to use in the treatment of cancer only. †


Injection
100
mg/5 ml



ml †



1000
mg/50 ml



ml †
†
Effective October 1, 2014
OFL
OFLOXACIN


Ophthalmic solution
0.3
%


ml


Otic solution
0.3
%
5
ml
ml







10
ml
ml

*
Tablets
200
mg


ea




300
mg


ea




400
mg


ea


*
Restricted to use in the treatment of sexually transmitted diseases. 
* OLANZAPINE


*
Restricted to:  1) The use of antipsychotics for Medi-Cal beneficiaries 0 – 17 years of age requires treatment authorization approval; 2) The use of antipsychotics for Medi-Cal beneficiaries residing in nursing facilities is restricted to FDA approved indications and 3)NDC labeler code 00002 (Eli Lilly and Company) only. †


Tablets

2.5
mg

ea




5
mg
ea




7.5
mg
ea




10
mg
ea




15
mg
ea




20
mg
ea


Tablets, orally disintegrating
5
mg
ea




10
mg
ea




15
mg
ea




20
mg
ea
‡ * OLAPARIB

*
Restricted to use in the treatment of cancer only.

Capsule
50
mg
ea

OLMESARTAN MEDOXOMIL


+
Tablets
* 20
mg 
ea




* 40
mg 
ea


*
Restricted to claims with dates of service from April 1, 2003, through May 31, 2008, only.

†
Effective April 1, 2016
OLM

* OLMESARTAN MEDOXOMIL/HYDROCHLOROTHIAZIDE


*
Restricted to claims with dates of service from November 1, 2007, through May 31, 2008, only.

+
Tablets
20 mg – 12.5 mg 
ea




40 mg – 12.5 mg
ea




40 mg – 25 mg
ea
* OLOPATADINE HCL 

*
Restricted to NDC labeler code 00065 (Alcon Laboratories, Inc.) only.


Ophthalmic solution
* 0.1
%


ml



* 0.2
%


ml
*

Restricted to claims with dates of service through June 30, 2016 for the ophthalmic solutions 0.1% and 0.2%.


0.7
%


ml


Nasal spray
0.6
%


gm

‡ * OMACETAXINE MEPESUCCINATE †
*
Restricted to use in the treatment of cancer only. †

Powder for Injection
3.5
mg
ea †
* OMBITASVIR/PARITAPREVIR/RITONAVIR AND DASABUVIR 
*
Requires a Treatment Authorization Request (TAR).  Restricted to use in the treatment of chronic Hepatitis C Virus (HCV) infection in adults (≥18 years of age).  Also restricted to 1) a maximum quantity of 112 tablets per dispensing; and 2) duration of therapy lasting up to 12 or 24 weeks from the dispensing date of the first prescription.


Tablets (dose-pack)
12.5
mg/75 mg/50 mg; 250 mg


ea

Note:

Providers must provide documentation of baseline HCV-RNA level and HCV genotype.  In addition, when applicable, providers must document relevant clinical information (i.e., failure of prior treatment, presence of cirrhosis, etc.) in support of medical necessity for duration of therapy.  Failure to submit supporting documentation may delay authorization of the TAR.

Note:
“ea” means tablet.
†
Effective July 1, 2016
OME
* OMEPRAZOLE/SODIUM BICARBONATE

*
Restricted to claims with dates of service from August 1, 2005, through September 30, 2009, only.


Powder packet
20
mg


ea



40
mg


ea


Capsules
20
mg


ea


40
mg


ea
* ONDANSETRON
+
*
Injection
2
mg/ml
2
ml
ml

*
Restricted to a maximum of 16 mg per dispensing.

+
*
Tablets
4
mg


ea



8
mg


ea

*
Restricted to a maximum of 12 tablets per dispensing.

+
*
Tablets, orally disintegrating
4
mg


ea



8
mg


ea

*
Restricted to a maximum of 12 tablets per dispensing and to NDC labeler code 00173 (Glaxosmithkline) and for dates of service from December 1, 2001, through December 31, 2012, for the orally disintegrating tablets only.
OPRELVEKIN


Powder for injection
5
mg/vial


ea
‡ *
 OSELTAMIVIR PHOSPHATE


*
Restricted to:
· Use in the treatment of individuals with confirmed, probable, or highly suspected swine-origin influenza A (H1N1) virus (S-OIV) infection; or

· Prophylaxis of swine-origin influenza A (H1N1) virus (S-OIV) infection for individuals:

· In household close contact of a confirmed, probable or highly suspected case who are at high-risk for severe influenza; or
· At high-risk for severe influenza who have had close contact with an infectious health care worker who is a confirmed or probable case; or

· Use in the treatment of acute illness due to influenza virus in patients at high risk of complications from influenza virus infections who have been symptomatic for no more than two days who either: (a) have underlying airway disease; or (b) are unable to use a hand-held inhaler device.

Also limited to a maximum of ten (10) capsules or 60 ml of oral suspension per dispensing and three (3) dispensings of either dosage form in any six-month period.
OSE

‡ *
 OSELTAMIVIR PHOSPHATE (continued)
Note:
Use for the prevention of influenza virus, other than noted above, requires authorization. 


Capsules

30
mg



ea




45
mg



ea




75
mg



ea


Oral suspension
6
mg/ml
60
ml

ml

‡ * OSIMERTINIB

*
Restricted to use in the treatment of cancer only. 


Tablets
40
mg


ea



80
mg


ea

‡ * OXALIPLATIN 

*
Restricted to use in the treatment of cancer only. 


Injection

5
mg/ml


ml

OXANDROLONE 


*

Tablets

2.5
mg
ea


*

Restricted to use in patients with AIDS wasting for claims submitted with dates of service from
March 1, 2001, through May 31, 2003.


*
Tablets
10
mg
ea


*

Authorization required for claims submitted with dates of service on or after September 1, 2002.
OXCARBAZEPINE


Tablets
150
mg


ea



300
mg


ea



600
mg


ea

* OXICONAZOLE NITRATE
*

Restricted to NDC labeler code 00462 (PharmaDerm) only with dates of service through November 30, 2012, for all dosage forms.

Cream
1
%
15
gm
gm





30
gm
gm





60
gm
gm

OXI
* OXICONAZOLE NITRATE (continued)

Lotion
1
%
30
ml
ml

* OXYBUTYNIN 

*
Restricted to NDC labeler code 52544 (Watson Laboratories, Inc.) only.


Transdermal system
3.9
mg


ea

OXYBUTYNIN CHLORIDE

+
Tablets
5
mg


ea

*
+
Tablets, extended release 
5
mg


ea



10
mg


ea



15
mg


ea

*
Restricted to NDC labeler code 17314 (Alza Corporation) and to claims submitted with dates of service from December 1, 1998, through December 31, 2008, for extended release tablets only.
* OXYCODONE AND ACETAMINOPHEN

*
Restricted to a maximum dispensing quantity of 120 tablets or capsules and a maximum of three (3) dispensings in any 75-day period.


Tablets or capsules
5
mg – 500 mg


ea



5
mg – 325 mg


ea

Note:
5 mg – 500 mg is no longer manufactured or available. 
OXYCODONE HCL

*
Tablets or capsules
5
mg


ea



15
mg


ea



30
mg


ea

*
Restricted to a maximum of 90 tablets or capsules per dispensing and a maximum of three (3) dispensings of any strength in a 75-day period.  Exceptions to this restriction require authorization.

*
Tablets, controlled release
10
mg


ea



20
mg


ea



40
mg


ea



80
mg


ea



160
mg


ea
OXY
OXYCODONE HCL (continued)
*
Restricted to a maximum of 90 tablets per dispensing and a maximum of three (3) dispensings of any strength in a 75-day period and restricted to claims with dates of service from July 1, 1996, through August 31, 2008, only. Exceptions to this restriction require authorization. 


Solution




ml


Concentrate




ml

OXYCODONE HCL AND ASPIRIN

*
Tablets
4.8355
mg – 325 mg


ea

*
Restricted to a maximum dispensing quantity of 120 tablets and a maximum of three (3) dispensings in any 75-day period.
* OXYCODONE HCL WITH OXYCODONE TEREPHTHALATE AND ASPIRIN

*
Restricted to a maximum dispensing quantity of 120 tablets and a maximum of three (3) dispensings in any 75-day period.


Tablets
2.25
mg – 0.19 mg – 325 mg


ea




4.5
mg – 0.38 mg – 325 mg
ea
OXYMORPHONE


Ampule
1
mg/ml
1
ml
ml



1.5
mg/ml
1
ml
ea





10
ml
ml


Suppositories
5
mg


ea

‡ PACLITAXEL, SEMI-SYNTHETIC

Injection




ml

‡ * PALBOCICLIB


*
Restricted to use in the treatment of cancer only.


Capsules
75
mg
ea




100
mg
ea




125
mg
ea

PALONOSETRON HCL 

+ *
Injection

0.25
mg/5 ml


ml


*
Restricted to a maximum of 5 ml per dispensing and to NDC labeler codes 62856 (Eisai, Inc.) only.
PAM

‡ PAMIDRONATE DISODIUM


Powder for injection






ea

PANCRELIPASE (AMYLASE/ LIPASE/ PROTEASE)

Tablets






ea


Capsules






ea


Capsules with enteric coated granules






ea


Powder






gm

* PANITUMUMAB


*
Restricted to use in the treatment of cancer and to claims submitted with dates of service from October 13, 2006 through February 28, 2010, only. Continuing care with a date of service on or after March 1, 2010, is available when the following conditions are met: 

1) The beneficiary had a paid fee-for-service claim for this drug on or before February 28, 2010; 

2) A claim has been submitted and paid within the past 100 days; and 3) The claim being submitted is within 100 days of the date of service of the last paid claim. 


Injection
20
mg/ml
5
ml

ml








10
ml

ml








20
ml

ml
‡ * PANOBINOSTAT


*
Restricted to use in the treatment of cancer only.

Capsules
10
mg
ea




15
mg
ea





20
mg
ea
PANTOPRAZOLE SODIUM †††

Tablets, delayed-release


40
mg


ea †††

Authorization always required. †††
* PAPAIN AND UREA 


*
Restricted to NDC labeler codes 50484 (Smith & Nephew, Inc.) and 58980 (Stratus Pharmaceuticals) only and with dates of service on or before February 28, 2009. 

Ointment



gm

†††
Suspended until further notice
PAP

PAPAIN-UREA-CHLOROPHYLLIN COPPER COMPLEX SODIUM 


*
Ointment
30
gm
gm


*
(NDC labeler codes 00064 [Healthpoint, Ltd.] 50484 [Smith & Nephew, Inc.] and 58980 [Stratus Pharmaceuticals] only until April 30, 2006.)

*
Effective May 1, 2006, NDC labeler codes 50484 [Smith & Nephew, Inc.] and 58980 [Stratus Pharmaceuticals] only and with dates of service on or before February 28, 2009. 


*
Spray

33
ml
ml

*
Restricted to claims submitted with dates of service from January 1, 2004, through April 30, 2006.
PAREGORIC


Liquid

PAREGORIC AND PROTECTIVE


Liquid


ml

‡
PAROMOMYCIN SULFATE 


Capsules




ea
PAROXETINE HCL



Suspension, oral
10
mg/5ml
ml


Tablets
10
mg
ea




20
mg
ea




30
mg
ea




40
mg
ea


*
Tablets, controlled release
12.5
mg
ea




25
mg
ea




37.5
mg
ea

*
Restricted to dates of service from October 1, 2002, through December 31, 2011, for the controlled-release tablets only.  Continuing care with a date of service on or after December 31, 2011, is available when the following conditions are met:  1) The beneficiary had a paid fee-for-service claim for this drug on or before December 31, 2011; 2) A claim has been submitted and paid within the past 100 days; and 3) The claim being submitted is within 100 days of the date of service of the last paid claim. 
PAR

* PAROXETINE MESYLATE


*
Restricted to claims with dates of service from September 1, 2004 through May 31, 2009 only.


Tablets
10
mg
ea




20
mg
ea




30
mg
ea




40
mg
ea

‡ * PAZOPANIB HYDROCHLORIDE

*
Restricted to use in the treatment of cancer only. 

Tablets
200
mg
ea

‡
PEGASPARGASE

Injection
750
units/ml
ml

* PEGINTERFERON ALFA-2A 

*
Restricted to use in the treatment of chronic viral Hepatitis B or C infection.  Also restricted to therapy lasting up to 48 weeks from the dispensing date of the first prescription for all dosage forms and strengths and to labeler code 00004 (Roche Laboratories Inc.).
*
Injection kit with alcohol pads
180
mcg/0.5 ml


ea kit

*
Restricted to a maximum of one injection kit per dispensing for the 180 mcg/0.5 ml injection kit. Injection kit with alcohol pads 180 mcg/0.5 ml is currently no longer manufactured or available and will not be payable after June 30, 2012.
*
Syringes, package of four, 
without alcohol pads 
180
mcg/0.5 ml


ml

*
Restricted to a maximum of 2 ml per dispensing for the 180 mcg/0.5 ml syringes, package of four, without alcohol pads.

*
Pen injector, package of four
180
mcg/0.5 ml


ml



135
mcg/0.5 ml


ml

*
Restricted to a maximum of 2 ml per dispensing, package of four, for both strengths of the auto injector pens only.

*
Injection
180
mcg/ml


ml

*
Restricted to a maximum of four vials per dispensing for the 180 mcg/ml injection only.

PEG

* PEGINTERFERON ALFA-2A (continued)
*

Injection kit with alcohol pads 180 mcg/ml is currently no longer manufactured or available.

Note:
Previously, the injection kit (NDC 00004-0352-39) was billed in units of each kit (four 0.5 ml syringes as one kit).  As recently as October 2011, new packaging (NDC 00004-0357-30) was released without alcohol pads and therefore is no longer designated as a kit by NCPDP standards.  Bill NDC 00004-0357-30 in units of ml (four 0.5 ml syringes, totaling two ml per package).
* PEGINTERFERON ALFA-2B

*
Powder for injection kit
50
mcg/0.5 ml


ea



80
mcg/0.5 ml


ea



120
mcg/0.5 ml


ea



150
mcg/0.5 ml


ea

*
Powder for injection,
50
mcg/0.5 ml


ea


single dose delivery system
80
mcg/0.5 ml


ea



120
mcg/0.5 ml


ea



150
mcg/0.5 ml


ea

*
Restricted to use in the treatment of Hepatitis C.  Also restricted to a maximum of four injection kits or single dose delivery systems per dispensing and therapy lasting up to 48 weeks from the dispensing date of the first prescription for the powder for injection, single dose delivery system only.  Also restricted to labeler code 00085 (Schering Corporation) only. 
‡ *
Lyophilized powder for injection
296
mcg (200 mcg deliverable)


ea



444
mcg (300 mcg deliverable)


ea



888
mcg (600 mcg deliverable)


ea
*
Restricted to use in the treatment of cancer for the lyophilized powder for injection only.

‡ * PEMBROLIZUMAB †
*
Restricted to use in the treatment of cancer only. †

Powder for injection
50
mg/vial


ea †

Solution for injection
100
mg/4 ml


ml †
‡ * PEMETREXED 

*
Restricted to use in the treatment of cancer only. 


Powder for injection
100
mg/vial


ea



500
mg/vial


ea

†
Effective July 1, 2016
PEM

* PEMIROLAST POTASSIUM 

*
Restricted to claims with dates of service from December 1, 2000 through September 30, 2010 only.

Ophthalmic solution
0.1
%
10
ml
ml

* PEMOLINE


* 
Restricted to use in Attention Deficit Disorder in individuals from 4 years through 16 years of age with a Medi-Cal fee-for-service paid claim for this drug prior to December 1, 2005, and with the claim being submitted within 100 days of the date of service of the last paid claim submitted.


Tablets or capsules

18.75
mg





ea






37.5
mg





ea






75
mg





ea


Tablets (chewable)


37.5
mg





ea

PENBUTOLOL SULFATE


+
Tablets


20
mg





ea
PENICILLIN G


Powder for injection
1,000,000 units/vial
ea




5,000,000 units/vial
ea




10,000,000 units/vial
ea




20,000,000 units/vial
ea

PENICILLIN G BENZATHINE


Injection

300,000
U/ml


10
ml
ml





600,000
U/ml


1
ml
ml









2
ml
ml









4
ml
ml

PENICILLIN G PROCAINE


Injection








ml

PEN 

PENICILLIN V (K)


Tablets
125
mg


ea




250
mg


ea




500
mg


ea


Liquid
125
mg/5ml
100
ml
ml






150
ml
ml






200
ml
ml




250
mg/5ml
100
ml
ml






150
ml
ml






200
ml
ml

‡ PENTAMIDINE


Powder for injection
300
mg/vial
ea 


*
Powder for aerosolized administration
300
mg/vial
ea 


*
Restricted to the prevention of pneumocystis carinii pneumonia (PCP) and must meet all of the following criteria:

1.
Patient is HIV-infected, with a history of PCP or with a CD4 (T4) lymphocyte count less than or equal to 200 cells/mm3.

2.
Nebulizer system must comply with the specifications in the package insert for the drug product.
PENTOBARBITAL 


Suppositories
30
mg


ea




60
mg


ea




120
mg


ea





200
mg





ea

PENTOSAN POLYSULFATE SODIUM


Capsules
100
mg


ea

‡ PENTOSTATIN


Powder for injection
10
mg/vial


ea 

* PENTOXIFYLLINE

*
Restricted to use for patients 65 years of age or older diagnosed with intermittent claudication, or for diabetic patients of any age diagnosed with intermittent claudication.

+
Tablets or capsules
400
mg


ea

PER 

PERGOLIDE MESYLATE


Tablets
* 0.05
mg


ea



* 0.25
mg


ea



1.0
mg


ea

*
Restricted to NDC labeler codes 59075 (Elan Pharmaceuticals, Inc./Athena Neuroscience) and 65234 (Valeant Pharmaceuticals North America) for 0.05 mg and 0.25 mg tablets only.

PERMETHRIN


Cream
5
%
60
gm
gm
* PERPHENAZINE

*
Restricted to:  1) The use of antipsychotics for Medi-Cal beneficiaries 0 – 17 years of age requires treatment authorization approval; 2) The use of antipsychotics for Medi-Cal beneficiaries residing in nursing facilities is restricted to FDA approved indications. 

Injection
5
mg/ml
1
ml
ml

+
Tablets
2
mg


ea



4
mg


ea



8
mg


ea



16
mg


ea


Liquid
16
mg/5 ml


ml

‡ * PERTUZUMAB 
*
Restricted to use in the treatment of cancer only.


Injection
420
mg/14 ml


ml

PHENAZOPYRIDINE HCL


Tablets
0.1
gm


ea



0.2
gm


ea

PHE
PHENOBARBITAL 


Injection
120 – 130
mg/ml
1
ml
ml
+
Tablets
15
mg


ea



16.2
mg


ea



30
mg


ea



32.4
mg


ea



60
mg


ea



65
mg


ea



97.2
mg


ea



100
mg


ea


Liquid
20
mg/5 ml


ml
PHENYLEPHRINE


Ophthalmic solution
0.12
%
15
ml
ml


2.5
%
15
ml
ml


10
%
5
ml
ml




15
ml
ml
PHENYTOIN

+
Tablets, chewable
50
mg


ea

+
Capsules, extended release
30
mg


ea



100
mg
†† 1,000’s

ea



200
mg


ea



300
mg


ea

+
Capsules, prompt
100
mg
†† 1,000’s

ea


Suspension
125
mg/5 ml


ml


30
mg/5 ml


ml
PHENYTOIN WITH PHENOBARBITAL

+
Tablets or capsules
100
mg/15 mg


ea 



100
mg/30 mg


ea 

PHYTONADIONE


Injection
10
mg/ml 
1
ml
ml





2.5
ml
ml





5
ml
ml


Tablets
5
mg


ea

PIL

PILOCARPINE


Ophthalmic gel
4
%
3.5
gm
gm





5
gm
gm


Ophthalmic solution
¼
%
15
ml
ml



½
%
15
ml
ml





30
ml
ml


Ophthalmic solution
1
%
15
ml
ml





30
ml
ml



2
%
15
ml
ml





30
ml
ml



3
%
15
ml
ml





30
ml
ml



4
%
15
ml
ml





30
ml
ml



5
%
15
ml
ml



6
%
15
ml
ml





30
ml
ml



8
% or 10%


ml
*
Tablets
5
mg


ea



7.5
mg


ea

*
Restricted to NDC labeler code 58063 (MGI Pharma) and to claims with dates of service from 
November 1, 2000, through April 30, 2010, for tablets only. 

PILOCARPINE WITH EPINEPHRINE


Ophthalmic solution
1
%
10
ml
ml





15
ml
ml



2
%
10
ml
ml





15
ml
ml



3
%
10
ml
ml





15
ml
ml



4
%
10
ml
ml





15
ml
ml



6
%
10
ml
ml





15
ml
ml

PINDOLOL

+
Tablets
5
mg


ea



10
mg


ea

PIO

PIOGLITAZONE HCL


Tablets
15
mg


ea



30
mg


ea



45
mg


ea

PIOGLITAZONE HCL/GLIMEPIRIDE 


Restricted to NDC labeler code 64764 (Takeda Pharmaceuticals Company Limited) only for all tablet strengths. †

Tablets
30
mg/2 mg


ea



30
mg/4 mg


ea
PIOGLITAZONE HCL/METFORMIN HCL

+
Tablets
15
mg/500 mg


ea



15
mg/850 mg


ea

PIPERACILLIN SODIUM


Powder for injection




ea

‡ PIPOBROMAN


Tablets
10
mg


ea



25
mg


ea

PIRBUTEROL ACETATE

*
Aerosol inhaler with adapter
14
gm


gm



25.6
gm


gm 

*
Restricted to dates of service from March 1, 1994, to January 31, 2007.

* PIROXICAM

*
Restricted to use for arthritis.

+
Tablets or capsules
10
mg


ea



20
mg


ea

Note:
Subject to Step Therapy edits.  See Drugs:  Contract Drugs List Part 8 – Step Therapy for more information. 
†
Effective April 15, 2016 
PIT
* PITAVASTATIN CALCIUM
*
Restricted to claims submitted with dates of service from October 1, 2011, through 
October 31, 2014, only. 

Tablets
1
mg


ea



2
mg


ea



4
mg


ea

‡ PLICAMYCIN 


Powder for injection
2.5
mg/vial


ea

* PNEUMOCOCCAL VACCINE, 13-VALENT, CONJUGATED
*
Restricted to:  1) Medi-Cal beneficiaries 50 19 years of age and older.  2) One dose of vaccine per lifetime.  3) Use of this vaccine must be based on the guidelines published by the Centers for Disease Control and Prevention (CDC). †

Injection 
1-dose
syringe


ml
* PNEUMOCOCCAL VACCINE, 23-VALENT, NON-CONJUGATED
*
Restricted to:  1) Medi-Cal beneficiaries 50 19 years of age and older.  2) Two doses of vaccine per lifetime.  3) Use of this vaccine must be based on the guidelines published by the Centers for Disease Control and Prevention (CDC). †

Injection
1-dose
vial


ml


1-dose
syringe


ml
PODOFILOX


Topical solution
0.5
%


ml


Topical gel
0.5
%


gm

‡ POLYESTRADIOL PHOSPHATE


Powder for injection
40
mg/vial


ea

POLYMYXIN, BACITRACIN


Ophthalmic ointment




gm

†
Effective October 1, 2016 
PON
‡ * PONATINIB

*
Restricted to use in the treatment of cancer only.


Tablets

15
mg

ea





45
mg

ea

‡ PORFIMER SODIUM


Powder for injection




ea

POTASSIUM CHLORIDE

+
Tablets, long acting
8
meq


ea


Injection




ml


Liquid
10
%


ml



20
%


ml

Note:
Payment for oral liquid limited to a minimum dispensing quantity of 480 ml.  See California Code of Regulations (CCR), Title 22, Section 51513(b)(5) regarding exceptions.

POTASSIUM IODIDE SATURATED SOLUTION


Liquid




ml

‡ * PRALATREXATE

*
Restricted to use in the treatment of cancer and restricted to claims submitted with dates of service from October 28, 2009, through September 30, 2014, only.

Injection
20
mg/1 ml


ml



40
mg/2 ml


ml

PRAMIPEXOLE DIHYDROCHLORIDE 


Tablets
0.125
mg


ea



0.25
mg


ea



0.5
mg


ea



1.0
mg


ea



1.5
mg


ea
PRA
PRAMIPEXOLE DIHYDROCHLORIDE (continued)
*
Tablets, extended-release
0.375
mg


ea



0.75
mg


ea



1.5
mg


ea



3.0
mg


ea



4.5
mg


ea

*
Restricted to NDC labeler code 00597 (Boehringer Ingelheim Pharmaceuticals) for the 
extended-release only.
* PRAMLINTIDE ACETATE

*
Restricted to use in the treatment of Type 2 diabetes and labeler code 00310 (AstraZeneca LP) only.


60 Pen injector
1.5ml


ml


120 Pen Injector
2.7ml


ml

* PRASUGREL
*
Restricted to NDC labeler code 00002 (Eli Lilly and Company) only.

Tablets
5
mg


ea



10
mg


ea
PRAVASTATIN
+
Tablets
10
mg


ea



20
mg


ea



40
mg


ea



80
mg


ea

PRAZOSIN HCL

+
Capsules
1
mg


ea



2
mg


ea



5
mg


ea

PREDNICARBATE


Cream
0.1
%
15
gm
gm





60
gm
gm

PRE

PREDNISOLONE


Injection
20
mg/ml
2
ml
ml





5
ml
ml





10
ml
ml



25
mg/ml
10
ml
ml





30
ml
ml


Tablets
5
mg


ea


Ophthalmic solution
0.12
% – 0.125%
5
ml
ml





10
ml
ml



1.0
%
5
ml
ml





10
ml
ml





15
ml
ml


Liquid
5
mg/5ml


ml



15
mg/5ml


ml
PREDNISOLONE SODIUM PHOSPHATE

*
Oral solution
20.2
mg/5ml


ml

*
Restricted to NDC labeler code 68135 (Biomarin Pharmaceuticals, Inc.) only and to claims with dates of service from April 1, 2005, through September 30, 2008, only.


Orally disintegrating tablets
10
mg


ea



15
mg


ea



30
mg


ea

PREDNISOLONE, NEOMYCIN, POLYMYXIN B


Ophthalmic suspension
5
mg/5 mg/10,000 U/ml
5
ml
ml





10
ml
ml

PRE (continued)
PREDNISOLONE WITH SULFACETAMIDE


Ophthalmic ointment
0.25
%


gm



0.5
%


gm


Ophthalmic solution
0.2
% – 0.25 %
5
ml
ml





10
ml
ml





15
ml
ml



0.5
%
5
ml
ml





15
ml
ml

PREDNISONE


Tablets
1
mg


ea



2.5
mg


ea



5
mg


ea



10
mg


ea



20
mg


ea



50
mg


ea

‡ PRIMAQUINE


Tablets
26.3
mg


ea

PRIMIDONE

+
Tablets
50
mg


ea



250
mg


ea


Liquid
0.25
gm/5ml


ml

PROBENECID

+
Tablets
500
mg


ea

PROBENECID WITH COLCHICINE

+
Tablets




ea

PRO

PROCAINAMIDE


Injection
100
mg/ml
10
ml
ml

+
Capsules or tablets
250
mg


ea



375
mg


ea



500
mg


ea

+
Capsules or tablets, long-acting
250
mg


ea



500
mg


ea



750
mg


ea



1000
mg


ea

‡ PROCARBAZINE 


Capsules
50
mg


ea 

PROCHLORPERAZINE


Injection
5
mg/ml


ml


Injection, prefilled syringe




ml

+
Tablets
5
mg


ea



10
mg


ea



25
mg


ea


Liquid
5
mg/5 ml


ml

+
Capsules, sustained release
10
mg


ea



15
mg


ea



30
mg


ea


Suppositories
2.5
mg


ea



5
mg


ea



25
mg


ea

PROCYCLIDINE


Tablets
5
mg


ea

PROGESTERONE


Injection
50
mg/ml
10
ml
ml

PRO (continued)
* PROMETHAZINE

*
Restricted to individuals 2 years of age and older.


Injection
25
mg/ml
1
ml
ml





10
ml
ml



50
mg/ml


ml

+
Tablets
12.5
mg


ea



25
mg


ea



50
mg


ea


Liquid
6.25
mg/5ml


ml


Liquid Fortis
25
mg/5ml


ml


Suppositories
12.5
mg


ea



25
mg


ea



50
mg


ea

* PROMETHAZINE WITH CODEINE 

*
Restricted to individuals 2 years of age and older.
*
Restricted to a maximum dispensing quantity of 360 ml and a maximum of three (3) dispensings in any 75-day period. †

Liquid




ml

* PROMETHAZINE WITH DEXTROMETHORPHAN

*
Restricted to individuals 2 years of age and older.


Liquid




ml

* PROMETHAZINE WITH PHENYLEPHRINE

*
Restricted to individuals 2 years of age and older.


Liquid




ml

†
Effective July 1, 2014
PRO (continued)

* PROMETHAZINE WITH PHENYLEPHRINE AND CODEINE

*
Restricted to individuals 2 years of age and older.


Liquid




ml

PROPANTHELINE BROMIDE

+
Tablets
7.5
mg


ea



15
mg


ea

PROPARACAINE HCL


Ophthalmic solution
0.5
%
2
ml
ml





15
ml
ml

PROPRANOLOL


Injection
1
mg/ml
1
ml
ml

+
Tablets
10
mg


ea



20
mg


ea



40
mg


ea



60
mg


ea



80
mg


ea



90
mg


ea


Liquid
4
mg/ml


ml



8
mg/ml


ml

PROPYLTHIOURACIL

+
Tablets
50
mg


ea

PROTRIPTYLINE HCL


Tablets
5
mg


ea



10
mg


ea

PYRANTEL PAMOATE


Liquid




ml

PYR

PYRAZINAMIDE


Tablets or capsules
500
mg


ea

PYRIDOSTIGMINE

+
Tablets
60
mg


ea

+
Tablets, long acting
180
mg


ea


Liquid




ml

PYRIDOXINE


Injection
100
mg/ml
10
ml
ml





30
ml
ml

‡ PYRIMETHAMINE


Tablets
25
mg


ea

* QUETIAPINE FUMARATE

*
Restricted to:  1) The use of antipsychotics for Medi-Cal beneficiaries 0 – 17 years of age requires treatment authorization approval; 2) The use of antipsychotics for Medi-Cal beneficiaries residing in nursing facilities is restricted to FDA approved indications. 

Tablets
25
mg


ea


50
mg


ea †


100
mg


ea



200
mg


ea



300
mg


ea



400
mg


ea

*
Extended-release tablets
50
mg


ea



150
mg


ea



200
mg


ea



300
mg


ea



400
mg


ea

*
Restricted to NDC labeler code 00310 (AstraZeneca LP) for extended-release tablets only. 

†
Effective November 1, 2016
QUI

* QUINAPRIL HCL 

*
Authorization always required. †††


Tablets
5
mg


ea †††



10
mg


ea †††



20
mg


ea †††



40
mg


ea †††

QUINIDINE GLUCONATE


Injection
80
mg/ml
10
ml
ml

+
Tablets, long acting
324
mg


ea

QUINIDINE SULFATE

+
Tablets
100
mg


ea



200
mg
†† 1,000’s

ea



300-325
mg


ea

* Quinine Sulfate

*
Restricted to claims submitted with dates of service prior to May 1, 2007.


Tablets or capsules




ea

* RABIES VACCINE †
*
Restricted to:  1) Medi-Cal beneficiaries 19 years of age and older.  2) Use of this vaccine must be based on the guidelines published by the Centers for Disease Control and Prevention (CDC). †

Injection
1-dose
vial


ea †
* RALOXIFENE HCL 
*
Restricted to use for the treatment and prevention of osteoporosis and reduction in the risk of invasive breast cancer in postmenopausal women with osteoporosis or postmenopausal women at high risk of invasive breast cancer and to claims submitted with dates of service from October 1, 1998, through June 30, 2009, only.
+
Tablets
60
mg


ea

†
Effective February 1, 2016
†††
Suspended until further notice.
RAL

‡ * RALTEGRAVIR

*
Restricted to use as combination therapy in the treatment of Human Immunodeficiency Virus (HIV) infection.

Tablets
400
mg


ea

Chewable Tablets
25
mg


ea



100
mg


ea

Oral Suspension packets
100
mg


ea
* RAMELTEON

*
Restricted to use in the treatment of insomnia and to a maximum dispensing quantity of thirty (30) tablets and a maximum of three (3) dispensings in any seventy-five (75) day period and to claims with dates of service from November 1, 2006, through March 31, 2010, only.


Tablets
8
mg


ea

RAMIPRIL


Restricted to NDC labeler code 61570 (Monarch Pharmaceutical Corporation) only. †
+
Capsules
1.25
mg


ea



2.5
mg


ea



5
mg


ea



10
mg


ea
‡ * RAMUCIRUMAB 
*
Restricted to use in the treatment of cancer only. 

Injection
100
mg/10 ml


ml


500
mg/50 ml


ml
RANITIDINE HCL 

+
Tablets
150
mg


ea



300
mg


ea

†
Effective April 15, 2016
REG
‡ * REGORAFENIB 
*
Restricted to use in the treatment of cancer only.


Tablets
40
mg


ea

* REPAGLINIDE

*
Restricted to claims submitted with dates of service from April 1, 1999, through July 31, 2005.

+
Tablets
0.5
mg


ea



1.0
mg


ea



2.0
mg


ea

* RIBAVIRIN

*
Restricted to use as combination therapy in the treatment of Hepatitis C.  Also restricted to therapy lasting up to 48 weeks from the dispensing date of the first prescription.


Capsules
200
mg


ea


Tablets
200
mg


ea



Restricted to labeler codes 00004 (Roche Laboratories Inc.) and 66435 (Kadmon Pharmaceuticals, LLC) for 200 mg tablets only. †
*
Dose Pack


Tablets (56 tablets per pack)
600 mg
Dose Pack
(200 mg x 28,
400 mg x 28)
ea



800 mg
Dose Pack
(400 mg x 56)

ea



1000 mg
Dose Pack
(400 mg x 28,
600 mg x 28)
ea



1200 mg
Dose Pack
(600 mg x 56)

ea

*
Restricted to brand name Ribasphere RibaPak labeler code 66435 (Kadmon Pharmaceuticals, LLC) for Dose Pack (tablets) only.  Also restricted to claims with dates of service from July 1, 2012, through June 30, 2015.  Continuing care with a date of service on or after July 1, 2015, is available when the following conditions are met:  1) The beneficiary had a paid fee-for-service claim for this drug on or before June 30, 2015; 2) A claim has been submitted and paid within the past 100 days; and 3) The claim being submitted is within 100 days of the date of service of the last paid claim. 
Note:
“ea” means tablet.  Bill using outer package NDCs ending in -99 for proper reimbursement. 
†
Effective April 1, 2016
RIB
* RIBAVIRIN AND INTERFERON ALFA-2B

*
Restricted to use in the treatment of Hepatitis C.  Also restricted to a maximum quantity of two kits per dispensing, to therapy lasting up to 48 weeks from the dispensing date of the first prescription and to dates of service from July 1, 1999, through June 30, 2005.
+
Capsules and injection, multi-dose pen




ea kit

Note:

Product is no longer manufactured or available.
‡ * RIFABUTIN

*
Restricted to use in the prevention of disseminated Mycobacterium Avium Complex (MAC) disease in patients with advanced HIV infection.


Capsules
150
mg


ea

RIFAMPIN


Capsules
150
mg


ea



300
mg


ea

RIFAMPIN AND ISONIAZID


Capsules
300
mg/150mg


ea

RIFAMPIN, ISONIAZID AND PYRAZINAMIDE


Tablets
120
mg/50mg/300mg


ea

RIFAPENTINE


Tablets
150
mg


ea
‡ * RILPIVIRINE

*
Restricted to use as combination therapy in the treatment of Human Immunodeficiency Virus (HIV) infection only.

Tablets
25
mg


ea

* RILUZOLE

*
Restricted to use in the treatment of amyotrophic lateral sclerosis.


Tablets
50
mg


ea

RIM

* RIMEXOLONE

*
Restricted to NDC labeler code 00065 (Alcon Laboratories, Inc.) only.


Ophthalmic suspension
1
%


ml
* RISEDRONATE SODIUM 


Restricted to NDC labeler code 00149 (Procter & Gamble Pharmaceuticals, Inc.) and 00430 (Warner Chilcott Laboratories) only for all strengths. †

Tablets
5
mg


ea



30
mg


ea



35
mg


ea



* 150
mg


ea

*
Restricted to claims with dates of service from January 1, 2009, through April 30, 2012, for the 
150 mg tablets only. 

* RISPERIDONE 

*
Restricted to:  1) The use of antipsychotics for Medi-Cal beneficiaries 0 – 17 years of age requires treatment authorization approval; 2) The use of antipsychotics for Medi-Cal beneficiaries residing in nursing facilities is restricted to FDA approved indications. 

Tablets
0.25
mg


ea



0.5
mg


ea



1
mg


ea



2
mg


ea



3
mg


ea



4
mg


ea


Solution
1
mg/ml


ml

†
Effective April 15, 2016
RIT

‡ * RITONAVIR

*
Restricted to use as combination therapy in the treatment of Human Immunodeficiency Virus (HIV) infection.  Also restricted to NDC labeler code 00074 (Abbott Laboratories) only. †

Capsules


100
mg
ea


Tablets


100
mg 
ea


Solution


80
mg/ml
ml

‡ * RITUXIMAB

*
Restricted to use in the treatment of cancer.


Injection
10
mg/ml


ml

RIVAROXABAN


Tablets
10
mg


ea



15
mg


ea



20
mg


ea

Starter Pack 
Tablets
15
mg-20mg
Tablets from 51-tablet Pack
ea 

* RIVASTIGMINE 
*
Restricted to treatment of dementia of the Alzheimer’s type and to treatment of mild to moderate dementia associated with Parkinson’s disease.  Also restricted to NDC labeler code 00078 (Novartis Pharmaceuticals Corporation) only. 

Transdermal system
4.6
mg/24 hr


ea



9.5
mg/24 hr


ea



13.3
mg/24 hr


ea

†
Effective March 1, 2016

RIV

* RIVASTIGMINE TARTRATE 

*
Restricted to treatment of mild to moderate dementia of the Alzheimer’s type and to treatment of mild to moderate dementia associated with Parkinson’s disease.  Also restricted to NDC labeler code 00078 (Novartis Pharmaceuticals Corporation) only. †

Capsules
1.5
mg


ea



3.0
mg


ea



4.5
mg


ea



6.0
mg


ea

*
Solution, oral
2
mg/ml


ml 

*
Restricted to claims with dates of service from November 1, 2002, through June 30, 2014, for the oral solution only. 

ROPINIROLE HCL

Tablets
0.25
mg


ea



0.5
mg


ea



1
mg


ea



2
mg


ea



3
mg


ea



4
mg


ea



5
mg


ea

*
Tablets, extended-release
2
mg


ea



4
mg


ea



6
mg


ea


8
mg


ea



12
mg


ea
*
Restricted to NDC labeler code 00007 (GlaxoSmithKline) and to claims with dates of service from January 1, 2009, through June 30, 2012, for extended-release tablets only.  Continuing care with a date of service on or after June 30, 2012, is available when the following conditions are met:  1) The beneficiary had a paid fee-for-service claim for this drug on or before June 30, 2012; 2) A claim had been submitted and paid within the past 100 days; 3) The claim being submitted is within 100 days of the date of service of the last paid claim.

†
Effective April 15, 2016
ROS

* ROSIGLITAZONE MALEATE

*
Restricted to NDC labeler code 00029 (GlaxoSmithKline) only.
+
Tablets
2
mg


ea



4
mg


ea



8
mg


ea

* ROSIGLITAZONE MALEATE/GLIMEPIRIDE

*
Restricted to NDC labeler code 00007 (GlaxoSmithKline) only.

+
Tablets
4
mg/1 mg


ea



4
mg/2 mg


ea



4
mg/4 mg


ea



8
mg/2 mg


ea



8
mg/4 mg


ea

* ROSIGLITAZONE MALEATE/METFORMIN HCL
*
Restricted to NDC labeler code 00007 (GlaxoSmithKline) only.

+
Tablets
1
mg/500 mg


ea



2
mg/500 mg


ea



4
mg/500 mg


ea



2
mg/1000 mg


ea



4
mg/1000 mg


ea

* ROSUVASTATIN CALCIUM

*
Restricted to NDC labeler code 00310 (AstraZeneca LP) only.


Tablets
5
mg


ea



10
mg


ea



20
mg


ea



40
mg


ea

*
Code I.  See paragraph (2) of “General Provisions” in the Drugs:  Contract Drugs List Introduction section of this manual regarding prior authorization and prescription documentation requirements.

+
Frequency of billing requirement.  See paragraph (3) of “General Provisions” in the Drugs:  Contract Drugs List Introduction section regarding information and exceptions.

††
Cost is based on this package size.  See paragraph (4) of “General Provisions” in the Drugs:  Contract Drugs List Introduction section for more information.

§
Prior authorization not needed for continuing care.  See paragraph (6) of “General Provisions” in the Drugs:  Contract Drugs List Introduction section for more information.

‡
Drug is exempt from the monthly drug claim line limit.  See paragraph (7) of “General Provisions” in the Drugs:  Contract Drugs List Introduction section for more information. 
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