drugs cdl p1d
2

Drugs:  Contract Drugs List Part 1 – 
drugs cdl p1d
Prescription Drugs (S through Z)
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.

SALMETEROL XINAFOATE 


*
Inhalation aerosol
13
Gm
Gm


*
Aerosol refill
13
Gm
Gm
*
Restricted to claims submitted with dates of service from February 1, 1999 through July 31, 2005.


*
Inhalation powder
60s
ea

*
Restricted to NDC labeler code 00173 (GlaxoSmithKline) for inhalation powder only. 
* SALSALATE


*
Restricted to use for arthritis.


+
Tablets or capsules
500
mg
ea




750
mg
ea

‡ * SAQUINAVIR 

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


Capsules
200
mg
ea


Tablets
500
mg
ea 
‡ * SAQUINAVIR MESYLATE


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


Capsules

* SAXAGLIPTIN

*
Restricted to labeler codes 00003 (E.R. Squibb & Sons, Inc.) and 00310 (AstraZeneca LP),
only. †

Tablets
2.5
mg
ea




5
mg
ea
†
Effective May 1, 2016
SAX

* SAXAGLIPTIN/METFORMIN HCL EXTENDED-RELEASE
*
Restricted to labeler codes 00003 (E.R. Squibb & Sons, Inc.) and 00310 (AstraZeneca LP), only.

Tablets
2.5
mg/1000 mg
ea




5
mg/500 mg
ea




5
mg/1000 mg
ea

SCOPOLAMINE HBr


Ophthalmic solution
0.25
%
ml

* SELEGILINE HCL 

*
Use in beneficiaries less than 18 years of age requires treatment authorization approval. †

+
Tablets
5
mg
ea

* SERTRALINE HCL

*
Use in beneficiaries less than 6 years of age requires treatment authorization approval. †


Concentrate
20
mg/ml


ml



Tablets
25
mg


ea




50
mg


ea




100
mg


ea

* SEVELAMER HYDROCHLORIDE 


*
Restricted to use in patients with end-stage renal disease on dialysis.


Tablets
400
mg



ea




800
mg



ea

SILVER SULFADIAZINE


Cream
1
%

20
gm
gm







50
gm
gm







85
gm
gm







400
gm
gm







1000
gm
gm

†
Effective January 1, 2017
SIM

SIMVASTATIN


+
Tablets
5
mg




ea




10
mg




ea




20
mg




ea




40
mg




ea




* 80
mg




ea


*
Restricted to Medi-Cal beneficiaries who have been taking the 80 mg dose long term (e.g. for 12 months or longer) without evidence of muscle toxicity. 
* SIMVASTATIN/SITAGLIPTIN

*
Restricted to NDC labeler code 00006 (Merck & Co. Inc.) only.


Tablets
10
mg/50 mg


ea



20
mg/50 mg


ea



40
mg/50 mg


ea



10
mg/100 mg


ea



20
mg/100 mg


ea



40
mg/100 mg


ea

* SITAGLIPTIN

*
Restricted to NDC labeler code 00006 (Merck & Co. Inc.) only.


Tablets
25
mg


ea



50
mg


ea



100
mg


ea

* SITAGLIPTIN/METFORMIN HCL

*
Restricted to NDC labeler code 00006 (Merck & Co. Inc.) only.


Tablets
50
mg/500 mg


ea



50
mg/1000 mg


ea

Tablets, extended release
50
mg/500 mg


ea



50
mg/1000 mg


ea



100
mg/1000 mg


ea

SOD

* SODIUM CHLORIDE INJECTION

*
For use alone or in combination with Heparin Lock Flush Solution for flushing intravenous tubing, heparin locks, and central or peripheral catheters.

Note:
Sodium chloride/normal saline flush syringes are classified as medical supplies.  Refer to the Medical Supplies section of the provider manual for more information. †

Vial
0.9
%
10
ml
ml †




30
ml
ml

SODIUM CHLORIDE IRRIGATING SOLUTION



0.9
%


ml

* SODIUM FLUORIDE

*
Not subject to the 100 maximum calendar day supply limitation.

+
Tablets
2.2
mg


ea

+
Chewable tablets
0.25 (0.55)
mg


ea


0.50 (1.1)
mg


ea



1.0 (2.2)
mg


ea


Drops


 

ml


Solution (does not include rinses)


 

ml
* SOFOSBUVIR

*
Requires a Treatment Authorization Request (TAR).  Restricted to use in the treatment of chronic Hepatitis C Virus (HCV) infection as a component of a combination antiviral treatment regimen in adults (≥18 years of age).  Also restricted to 1) a maximum quantity of 28 tablets per dispensing; and 2) duration of therapy lasting up to 12 or 24 weeks from the dispensing date of the first prescription or duration of therapy lasting up to 48 weeks in patients with hepatocellular carcinoma awaiting liver transplantation.

Tablets
400
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.
†
Effective August 1, 2016
SOF
SOFOSBUVIR/LEDIPASVIR
Note:
Please see LEDIPASVIR/SOFOSBUVIR in Drugs: Contract Drugs List Part 1 - Prescription Drugs (E through M).
* SOFOSBUVIR/VELPATASVIR †
*
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) for all genotypes.  For genotypes 1 and 4 only, restricted to patients with 2 or more risk factors for virologic failure.  Also restricted to 1) a maximum quantity of 28 tablets per dispensing; and 2) duration of therapy lasting up to 12 weeks from the dispensing date of the first prescription. †

Tablets
400
mg/100 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 (for example, failure of prior treatment, presence of cirrhosis, etc.) in support of medical necessity.  Failure to submit supporting documentation may delay authorization of the TAR. †
* SOLIFENACIN SUCCINATE

*
Restricted to NDC labeler code 51248 (Astellas) only.


Tablets
5
mg


ea


10
mg


ea
* SOMATROPIN (rDNA ORIGIN)

*
Restricted to NDC labeler code 44087 [Serostim brand] only and:

1) Use in the treatment of AIDS wasting or cachexia for claims submitted with dates of service from October 21, 1996, through December 31, 1996; or

2) Use in the treatment of AIDS wasting or cachexia associated with AIDS for claims submitted with dates of service from January 1, 1997, through February 28, 2001; or

3) Use in the treatment of AIDS wasting or cachexia associated with AIDS.  These restrictions apply to therapy lasting up to 12 weeks, after which an 8-week break in therapy must occur.  These restrictions apply to claims submitted for dates of service from March 1, 2001, through July 31, 2001; or

4) Use in treatment of AIDS wasting or cachexia associated with AIDS.  These restrictions apply to therapy lasting 12 weeks.  Also restricted to a maximum of thirty (30) vials per dispensing and to one (1) dispensing in any 25-day period.  These restrictions apply to claims submitted for dates of service from August 1, 2001, through May 31, 2003.

†
Effective October 1, 2016
SOM

* SOMATROPIN (rDNA ORIGIN) (continued)

Powder for injection




ea

‡ * SONIDEGIB

*
Restricted to use in the treatment of cancer only.


Capsules 
200
mg


ea
‡ * Sorafenib
*
Restricted to use in the treatment of cancer only and also restricted to NDC labeler code 50419 (Bayer HealthCare Pharmaceuticals, Inc.) only.

Tablets
200
mg


ea

SOTALOL HCL


Tablets
80
mg


ea



120
mg


ea



160
mg


ea



240
mg


ea
SOTALOL HCL AF

Tablets
80
mg


ea



120
mg


ea



160
mg


ea

* SPINOSAD
*
Restricted to labeler code 52246 (ParaPRO, LLC) only.


Topical Suspension
0.9
%


ml

SPIRONOLACTONE

+
Tablets
25
mg


ea

SPIRONOLACTONE WITH HYDROCHLOROTHIAZIDE

+
Tablets
25
mg/25 mg

†† 500s
ea



50
mg/50 mg


ea

STA
‡ * STAVUDINE 

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


Capsules
15
mg


ea



20
mg


ea



30
mg


ea



40
mg


ea


Powder for oral solution
1
mg/ml


ml

STREPTOMYCIN


Injection
1
gm dry


ea

‡ STREPTOZOCIN


Powder for Injection
1
gm/vial


ea
SUCCIMER


Capsules
100
mg


ea

SUCRALFATE


Tablets
1
gm


ea


Liquid
1
gm/10 ml


ml
SULFACETAMIDE SODIUM


Ophthalmic ointment
10
%


gm


Ophthalmic solution
10
%
5
ml
ml





15
ml
ml



15
%
5
ml
ml





15
ml
ml



30
%
5
ml
ml





15
ml
ml
‡ SULFADIAZINE


Tablets
500
mg


ea

SULFASALAZINE

+
Tablets
0.5
gm


ea

SUL
SULFATHIAZOLE, SULFACETAMIDE, SULFABENZAMIDE (TRIPLE SULFA)


Vaginal cream with or without applicator




gm


Vaginal tablets




ea

SULFINPYRAZONE

+
Tablets or capsules
100
mg


ea



200
mg


ea

SULFISOXAZOLE

+
Tablets
0.5
gm


ea


Liquid
0.5
gm/5 ml


ml
* SULINDAC

*
Restricted to use for arthritis.

+
Tablets or capsules
150
mg


ea



200
mg


ea

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

SUMATRIPTAN SUCCINATE 
*
Injection (kit or refill)
4
mg


ea


6
mg


ea

*
Restricted to a maximum quantity per dispensing of two (2) injections (that is, one kit or one refill unit) and a maximum of ten (10) dispensings per patient in any 12-month period.  Also restricted to NDC labeler code 00173 (GlaxoSmithKline) for the injection (kit or refill) only.
Note:
“Ea” means one kit containing two 0.5 ml prefilled single-dose syringe cartridges and one auto-inject device, or one refill unit containing two 0.5 ml prefilled single-dose syringe cartridges.
*
Tablets
25
mg


ea



50
mg


ea



100
mg


ea

*
Restricted to a maximum quantity per dispensing of nine (9) tablets and a maximum of three (3) dispensings in any 12-month period.  

SUM
SUMATRIPTAN SUCCINATE (continued)

*
Nasal spray
5
mg


ea



20
mg


ea

*
Restricted to a maximum quantity per dispensing of six (6) spray containers and a maximum of three (3) dispensings in any 12-month period.  Also restricted to NDC labeler code 00173 (GlaxoSmithKline) for the nasal spray only.

* SUMATRIPTAN SUCCINATE/NAPROXEN SODIUM

*
Restricted to NDC labeler code 00173 (GlaxoSmithKline) only, and to a maximum quantity per dispensing of nine (9) tablets and a maximum of three (3) dispensings in any 12-month period.  Restricted to claims submitted with dates of service from October 1, 2008, through 
October 31, 2011.


Tablets
85
mg/500 mg


ea
‡ * SUNITINIB MALATE
*
Restricted to use in the treatment of cancer and also restricted to labeler code 00069 
(Pfizer Inc.) only.

Capsules
12.5
mg
ea



25
mg
ea


37.5
mg
ea


50
mg
ea

‡ *
 TAMOXIFEN CITRATE


*
Restricted to use in the treatment of cancer only.

Tablets or capsules


ea

Oral Solution
10
mg/5 ml
ml

TAMSULOSIN HCL

+
Capsules
0.4
mg
ea

* TAZAROTENE 


*
Restricted to use in the treatment of psoriasis.

Topical cream or gel
0.05
%
gm




0.1
%
gm

TEG
* TEGASEROD

*
Restricted to use in women with irritable bowel syndrome whose primary bowel symptom is constipation with dates of service on or between March 1, 2003, and April 1, 2007.
Tablets
2
mg
ea


6
mg
ea

TELAPREVIR

*
Tablets
375
mg

ea
*
Requires a Treatment Authorization Request (TAR).  Restricted to use in combination with peginterferon alfa and ribavirin for the treatment of genotype 1 chronic hepatitis C virus infection in adult patients (≥18 years of age) with compensated liver disease.  In addition, patients must not have previously failed therapy with a treatment regimen that includes telaprevir or other HCV NS3/4A protease inhibitors.  Also restricted to a maximum quantity of 168 tablets per dispensing and therapy lasting up to 12 weeks from the dispensing date of the first prescription and to claims submitted with dates of service from January 1, 2013, through December 31, 2015. 

Note:

Product is no longer manufactured or available.  
TELMISARTAN

+
Tablets
20
mg
ea


40
mg
ea


80
mg
ea

TELMISARTAN AND HYDROCHLOROTHIAZIDE 

+
Tablets
40
mg/12.5 mg

ea




80
mg/12.5 mg

ea




80
mg/25 mg
ea

*
TEMAZEPAM

*
Restricted to use in the treatment of insomnia.  Use in beneficiaries less than 18 years of age requires treatment authorization approval. †

+
Capsules
7.5
mg

ea





15
mg

ea




30
mg

ea

†
Effective January 1, 2017
TEM
‡ * TEMOZOLOMIDE 

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

Capsules
5
mg

ea




20
mg

ea




100
mg

ea




140
mg

ea




180
mg

ea



250
mg

ea


Powder for injection
100
mg/vial

ea
‡ TENIPOSIDE


Injection



ml

‡ * TENOFOVIR DISOPROXIL FUMARATE


*
Restricted to use as combination therapy in the treatment of Human Immunodeficiency Virus (HIV) infection and for the treatment of Chronic Hepatitis B Virus infection and also restricted to labeler code 61958 (Gilead Sciences, Inc.) only.

Tablets
150
mg
ea




200
mg
ea




250
mg
ea




300
mg
ea


Oral Powder
40
mg/1 gm oral powder
gm

TERAZOSIN HYDROCHLORIDE


+
Tablets or capsules
1
mg

ea




2
mg

ea




5
mg

ea




10
mg

ea

TERBINAFINE HCL 



Tablets
250
mg


ea

†
Effective October 1, 2016

TER
TERBUTALINE


+
Tablets
2.5
mg

ea




5
mg

ea


Injection
1
mg/ml

ml


Aerosol inhaler with adapter
7.5
ml

ml


Aerosol inhaler without adapter
7.5
ml

ml

‡ TERCONAZOLE


Vaginal cream
0.4%
45
gm

gm




0.8%
20
gm

gm


Vaginal suppositories
80
mg
3s
ea

‡ TESTOLACTONE


Tablets
50
mg

ea 

‡ * TESTOSTERONE


*
Restricted to the treatment of primary hypogonadism (congenital or acquired), hypogonadotropic hypogonadism (congenital or acquired), delayed puberty or metastatic mammary cancer in females.


Injection in aqueous susp.
25
mg/ml


ml 




50
mg/ml


ml 




100
mg/ml


ml 


Injection in oil
25
mg/ml


ml 




50
mg/ml


ml 




100
mg/ml


ml 




200
mg/ml
1
ml/vial
ml 






10
ml/vial
ml 

* TETANUS AND DIPHTHERIA TOXOIDS ADSORBED 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


ml

TET
TETRACYCLINE


Injection
250
mg


ea




500
mg


ea


Tablets or capsules
250
mg
†† 1,000s

ea




500
mg


ea


Liquid
125
mg/5 ml


ml

* THALIDOMIDE



*
Restricted to use in the treatment of Multiple Myeloma and to claims submitted with dates of service from May 26, 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.


Capsules
50
mg


ea




100
mg


ea




200
mg


ea
THEOPHYLLINE


+
Tablets or capsules 




ea


+
Long-acting tablets or capsules




ea


Liquid 




ml


Note:

Payment limited to a minimum dispensing quantity of 480 ml.  See California Code of 




Regulations (CCR), Title 22, Section 51513(b)(5) regarding exceptions.

THIABENDAZOLE


Tablets or capsules
500
mg


ea


Liquid
500
mg/5 ml


ml

THIAMINE HYDROCHLORIDE


Injection
100
mg/ml
1
ml
ml

‡ THIOGUANINE


Tablets
40
mg


ea

THI
* THIORIDAZINE


*
Restricted to:  1) The use of antipsychotics for Medi-Cal beneficiaries less than 18 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
10
mg


ea




15
mg


ea




25
mg


ea




50
mg


ea




100
mg


ea




150
mg


ea




200
mg


ea


Liquid
30
mg/ml


ml


Concentrate
100
mg/ml


ml

‡ THIOTEPA


Injection


15
mg


ea

* THIOTHIXENE


*
Restricted to:  1) The use of antipsychotics for Medi-Cal beneficiaries less than 18 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. †

+
Capsules
1
mg


ea




2
mg


ea




5
mg


ea




10
mg


ea




20
mg


ea


Liquid
5
mg/ml
30
ml
ml






120
ml
ml


*
Powder for injection
5
mg



ea


*
Restricted to claims submitted with dates of service through February 28, 2010, for the powder for injection 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.
†
Effective January 1, 2017
THY
THYROID


+
Tablets plain
15
mg


ea




30
mg


ea




65
mg


ea




98
mg


ea




120
mg


ea




200
mg


ea




250
mg


ea




325
mg


ea

* TIAGABINE HCL


*
Restricted to use as adjunctive therapy in adults and children 12 years and older in the treatment of partial seizures.

Tablets
2
mg


ea



4
mg


ea


12
mg


ea


16
mg


ea

TICAGRELOR


Tablets
60
mg




ea †



90
mg




ea

* TIMOLOL HEMIHYDRATE


*
Restricted to claims with dates of service from October 1, 1996, through September 30, 2010, only.

Ophthalmic solution
0.25
%




ml




0.5
%




ml

†
Effective May 1, 2016
TIM
TIMOLOL MALEATE


Ophthalmic drops
0.25
%

single use
ea






2.5
ml
ml






5
ml
ml






10
ml
ml






15
ml
ml




0.5
%

single use
ea






2.5
ml
ml






5
ml
ml






10
ml
ml






15
ml
ml


*
Ophthalmic drops (formulated
0.5
%


ml


with potassium sorbate)

*
Restricted to NDC labeler code 67425 (Ista Pharmaceuticals) only and to dates of service from 
May 1, 2005, through June 30, 2011.

Ophthalmic gel
0.25
%
2.5
ml
ml






5
ml
ml




0.5
%
2.5
ml
ml






5
ml
ml


+
Tablets
5
mg




ea




10
mg




ea




20
mg




ea
* TINZAPARIN SODIUM 


*
Restricted to a maximum of five (5) vials per dispensing and a maximum of two (2) dispensings 
per patient in any 12-month period and restricted to claims submitted with dates of service from November 1, 2001, through December 31, 2008, only.


Injection
20,000
IU/ml 
2
ml vial
ml

TIOTROPIUM BROMIDE



Capsules for inhalation with 

Package containing 30 or 90 
ea capsule 



inhalation device
capsules and one inhalation 
device 

TIP
‡ * TIPRANAVIR


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

Capsules
250
mg


ea

Oral solution
100
mg/ml

ml
TOBRAMYCIN


Injection
10
mg/ml
2
ml vial
ml




6
ml vial
ml




8
ml vial
ml


40
mg/ml
2
ml vial
ml




30
ml vial
ml




1.5
ml syringe
ml




2
ml syringe
ml

Ophthalmic solution
0.3
%
5
ml
ml †

Powder for injection
1.2
gm/vial


ea

TOLAZAMIDE


+
Tablets
100
mg


ea



250
mg


ea



500
mg


ea

TOLBUTAMIDE


+
Tablets
250
mg

ea



500
mg
†† 500s

ea

* TOLCAPONE 

*
Restricted to claims submitted with dates of service from October 1, 1998, through July 31, 2005, only.

Tablets
100
mg


ea


200
mg


ea

†
Effective December 1, 2016
TOL
* TOLMETIN

*
Restricted to use for arthritis.
+
Tablets or capsules
200
mg



ea


400
mg



ea


600
mg



ea

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

* TOLTERODINE TARTRATE

*
Restricted to NDC labeler code 00009 (Pfizer, Inc.) 

+
Capsules, extended release
2
mg



ea


4
mg


ea
* TOPIRAMATE
*
Use in beneficiaries less than 2 years of age requires treatment authorization approval. †

Tablets
25
mg


ea


100
mg


ea


200
mg


ea

*
Capsules, sprinkle
15
mg


ea


25
mg


ea

‡ TOPOTECAN HCL


Capsules
0.25
mg


ea


1
mg


ea


Powder for injection
4
mg/vial


ea

* TOREMIFENE CITRATE 

*
Restricted to use in the treatment of cancer and to claims submitted with dates of service from 
May 29, 1997, 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.

Tablets




ea
†
Effective January 1, 2017
TRA
‡ * TRABECTEDIN

*
Restricted to use in the treatment of cancer only.


Vial 
1
mg


ea
* TRAMADOL HCL
*
Restricted to:  1) a maximum quantity of 240 tablets per dispensing and a maximum of a 90-day duration of therapy.  2) The use of tramadol for Medi-Cal beneficiaries younger than 17 years of age requires treatment authorization approval. 


Tablets
50
mg


ea

‡ * TRAMETINIB

*
Restricted to use in the treatment of cancer only. 


Tablets
0.5
mg


ea



2
mg


ea

* TRANDOLAPRIL

*
Restricted to claims with dates of service from March 1, 2001, through May 31, 2008.

+
Tablets
1
mg


ea



2
mg


ea



4
mg


ea

* TRANDOLAPRIL AND VERAPAMIL HYDROCHLORIDE

*
Restricted to claims with dates of service from August 1, 2004, through November 30, 2007.

+
Tablets, extended release
1
mg/240 mg


ea



2
mg/180 mg


ea



2
mg/240 mg


ea



4
mg/240 mg


ea

‡ * TRASTUZUMAB

*
Restricted to use in the treatment of cancer only. 


Powder for injection




ea

TRA (continued)
* TRAVOPROST

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



Ophthalmic solution
0.004
%

2.5
ml
ml







5.0
ml
ml



Ophthalmic solution with
0.004
%

2.5
ml
ml


Sofzia preservative



5.0
ml
ml
* TRAZODONE
*
Use in beneficiaries less than 18 years of age requires treatment authorization approval. †


Tablets
50
mg


ea




100
mg


ea




150
mg


ea

‡ TRETINOIN



Capsules




ea
TRIAMCINOLONE



Intralesional
25
mg/ml


ml



Parenteral
10
mg/ml
5
ml
ml




40
mg/ml
1
ml
ml






5
ml
ml



Cream (low-sensitizing
0.025
%
15
gm
gm




base excluded)


80
gm
gm






454
gm
gm




0.1
%
15
gm
gm






30
gm
gm






80
gm
gm






454
gm
gm


Ointment (low-sensitizing 
0.025
%
15
gm
gm



base excluded)


80
gm
gm





454
gm
gm



0.1
%
15
gm
gm





80
gm
gm





454
gm
gm


Lotion
0.025
%
60
ml
ml



Aerosol inhaler with adapter


20
gm
gm
†
Effective January 1, 2017
TRI
TRIAMCINOLONE (continued)


Nasal spray
50
mcg/actuation
15
ml
ml




* 55
mcg/actuation 
16.5
gm
gm


*
Restricted to NDC labeler code 00075 (Sanofi-Aventis U.S. LLC) for the 55 mcg/actuation, 
16.5 gm nasal spray only and to claims submitted with dates of service from June 1, 1996, through January 31, 2014. 
TRIAMTERENE 


+
Capsules
50
mg


ea




100
mg


ea

TRIAMTERENE WITH HYDROCHLOROTHIAZIDE


+
Capsules
50
mg/25 mg
†† 1,000’s

ea


+
Tablets
75
mg/50 mg


ea

* TRIAZOLAM

*
Restricted to use in the treatment of insomnia.  Use in beneficiaries less than 18 years of age requires treatment authorization approval. †

+
Tablets
0.125
mg


ea




0.25
mg


ea



(Maximum of 15 tablets per dispensing)

* TRIFLUOPERAZINE


*
Restricted to:  1) The use of antipsychotics for Medi-Cal beneficiaries less than 18 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
2
mg/ml


ml


+
Tablets
1
mg


ea




2
mg


ea




5
mg


ea




10
mg


ea



Liquid
10
mg/ml


ml

TRIFLURIDINE



Ophthalmic solution
1
%
7.5
ml
ml

†
Effective January 1, 2017
TRI (continued)

* TRIHEXYPHENIDYL HYDROCHLORIDE
*
Use in beneficiaries less than 6 years of age requires treatment authorization approval. †


Tablets
2
mg


ea




5
mg


ea



Liquid
2
mg/5 ml


ml

TRIMETHOPRIM



Tablets
100
mg


ea




200
mg


ea



Solution
50
mg/5 ml


ml

TRIMETHOPRIM AND SULFAMETHOXAZOLE

‡
Tablets
80/400
mg


ea

‡
Double strength tablets
160/800
mg


ea

‡
Suspension
40/200
mg per 5 ml


ml


Injection




ml

TRIMETHOPRIM SULFATE AND POLYMYXIN B SULFATE 


Ophthalmic solution




ml

‡ TRIMETREXATE GLUCURONATE


Powder for injection
25
mg


ea

TRIPROLIDINE HCL WITH PSEUDOEPHEDRINE HCL AND CODEINE


Liquid
1.25 mg – 30 mg – 10
mg/5 ml


ml

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

Powder for injection
3.75
mg/vial


ea



11.25
mg/vial


ea



22.5
mg/vial


ea


Syringe
3.75
mg


ea



11.25
mg


ea



22.5
mg


ea

Note:
All Triptorelin Pamoate dosage forms should be billed in units of “each” and package quantities of “1.” 

†
Effective January 1, 2017
TRO

TROPICAMIDE


Ophthalmic solution
0.5
%


ml



1
%
2
ml
ml





15
ml
ml

* Trospium CHLORIDE
*
Restricted to NDC labeler codes 15456 (Esprit Pharma, Inc.) and 00023 (Allergan, Inc.) only and restricted to dates of service from January 1, 2006, to October 31, 2016.


Tablets
20
mg


ea

Extended release capsules
60
mg


ea

* ULIPRISTAL ACETATE

*
Restricted to a maximum quantity of one tablet per dispensing with a maximum of six dispensings in any 12-month period and for females only.


Tablets
30
mg


ea

‡ URACIL MUSTARD 


Capsules
1
mg


ea

URSODIOL


Capsules
300
mg


ea


Tablets
250
mg


ea



500
mg


ea

* VALACYCLOVIR HCL

*

Restricted to use in herpes genitalis and herpes zoster (shingles).


Tablets
500
mg


ea




1
gm


ea
VAL

* VALDECOXIB
*
Restricted to use for arthritis only.


Tablets
10
mg


ea

Note:
Claims for Bextra with dates of service on or after April 8, 2005, will not be reimbursed due to the product being recalled.  For dates of service prior to April 8, 2005, subject to Step Therapy edits.  See Drugs:  Contract Drugs List Part 8 – Step Therapy for more information.

‡ * VALGANCICLOVIR HCL

*
Restricted to use in the treatment of AIDS-related conditions only.


Tablets
450
mg


ea

* VALPROIC ACID
*
Use in beneficiaries less than 10 years of age requires treatment authorization approval. †

Tablets or capsules
250
mg


ea


Liquid
250
mg/5 ml


ml

* VALRUBICIN 

*
Restricted to use in the treatment of cancer and to claims submitted with dates of service from 
January 1, 1999, through April 30, 2010, only.  Continuing care with a date of service on or after 
May 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 April 30, 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.


Solution for intravesical instillation
40
mg/ml


ml

†
Effective January 1, 2017
VAL (continued)

VALSARTAN


Restricted to NDC labeler code 00078 (Novartis Pharmaceuticals Corporation) only. †
+
Tablets
40
mg


ea



80
mg


ea



160
mg


ea



320
mg


ea

VALSARTAN/HYDROCHLOROTHIAZIDE

+
Tablets
80
mg – 12.5 mg


ea



160
mg – 12.5 mg


ea



160
mg – 25 mg


ea



320
mg – 12.5 mg


ea



320
mg – 25 mg


ea

VANCOMYCIN


Powder for injection
500
mg vial


ea



1
gm vial


ea



5
gm vial


ea



10
gm vial


ea

†
Effective October 1, 2016
VAN

‡ * VANDETANIB

*
Restricted to use in the treatment of cancer only.


Tablets
100
mg


ea



300
mg


ea
* VARENICLINE TARTRATE

*
To be part of a comprehensive smoking cessation treatment, which includes behavioral modification support.  Also restricted to a maximum quantity of 56 tablets per dispensing and therapy lasting up to 12 weeks from the dispensing date of the first prescription with a maximum of two courses of therapy per 12-month period (no break mandated).  Pharmacies do not need to obtain or verify a letter or certificate prior to dispensing. In addition, restricted to NDC labeler code 00069 (Pfizer, Inc.) only. 

Tablets
0.5
mg


ea



1.0
mg


ea


Tablets from Continuing Month Box 

(56 tablets/box)
1.0
mg


ea


Tablet, Starting Month Box 

(53 tablets/box)
11 x 0.5
mg


ea



42 x 1.0
mg


ea

Note:
Refer to the Reimbursement section in this manual for reimbursement guidelines and details concerning the use of smoking cessation products during pregnancy for fee-for-service 
Medi-Cal patients.
* VARICELLA VIRUS VACCINE †
*
Restricted to:  1) Medi-Cal beneficiaries 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


ea †
‡ * VEMURAFENIB

*
Restricted to use in the treatment of cancer only.


Film-coated Tablets
240
mg


mg

†
Effective February 1, 2016
VEN

* VENLAFAXINE HCL
*
Use in beneficiaries less than 18 years of age requires treatment authorization approval. †

Capsules, extended release
37.5
mg


ea



75
mg


ea



150
mg


ea


Tablets, extended release 
37.5
mg


ea



75
mg


ea



150
mg


ea



225
mg


ea

‡ * VENETOCLAX

*
Restricted to use in the treatment of cancer only.


Tablets
10
mg


ea




50
mg



ea



100
mg


ea


Tablets, Starting Pack
14 x 10
mg


ea


(42 tablets/pack)
7 x 50
mg


ea



21 x 100
mg


ea

VERAPAMIL HCL

+
Tablets
80
mg


ea



120
mg


ea

+
Tablets or capsules, long acting
120
mg


ea



180
mg


ea



240
mg


ea

+
*
Capsules, long acting
100
mg


ea



200
mg


ea



300
mg


ea

*
Restricted to NDC labeler code 00091 (Schwarz Pharma, LLC) and Medi-Cal fee-for-service paid claims for this drug prior to September 30, 2009, for the long acting capsules only.


Injection
5
mg/2 ml ampule


ml



10
mg/4 ml ampule


ml



5
mg/2 ml vial


ml



10
mg/4 ml vial


ml

†
Effective January 1, 2017
VIN

‡ VINBLASTINE SULFATE


Injection
1
mg/ml
10
ml
ml


Powder for injection
10
mg/vial


ea

‡ VINCRISTINE SULFATE


Injection
1
mg/ml
1
ml
ml





2
ml
ml





5
ml
ml

‡ VINORELBINE TARTRATE




ea

‡ * VISMODEGIB

*
Restricted to use in the treatment of cancer only.


Capsules
150
mg


ea
VITAMINS A, D AND C WITH SODIUM FLUORIDE

+
Chewable tablets
100’s



ea


Drops
50
ml


ml


(Reimbursable for children up to the 5th birthday only.)

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

Capsules
100
mg


ea
VORTIOXETINE 


Tablets
5
mg



ea



10
mg



ea


20
mg



ea

WAR

WARFARIN SODIUM


Capsules or tablets




ea
WATER FOR INJECTION



10
ml


ml



30
ml


ml

‡ * ZALCITABINE 

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


Tablets
0.375
mg


ea



0.750
mg


ea

* ZALEPLON

*
Restricted to use in the treatment of insomnia for claims submitted with dates of service from January 1, 2000, through January 31, 2006.

+
Capsules
5
mg


ea



10
mg


ea



10
mg


ea

ZAN

‡ * ZANAMIVIR

*
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.


Also limited to one (1) kit per dispensing and three (3) dispensings in any six-month period.

Note:
Use for the prevention of influenza virus, other than noted above, requires authorization.

Powder for Inhalation
5
mg/inhalation


ea

Note:
“ea” means one blister of drug.
‡ * ZIDOVUDINE

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


Tablets
300
mg


ea

**
Capsules
100
mg


ea

**
Liquid
50
mg/5 ml


ml

**
Injection
10
mg/ml


ml

**
Restricted to NDC labeler codes 00173 (GlaxoSmithKline) and 49702 (ViiV Healthcare) for capsules, liquid and injection only.

ZIP

* ZIPRASIDONE HCL 

*
Restricted to:  1) The use of antipsychotics for Medi-Cal beneficiaries less than 18 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. †

Capsules
20
mg


ea



40
mg


ea



60
mg


ea



80
mg


ea

‡ * ZIV-AFLIBERCEPT

*
Restricted to use in the treatment of cancer only.


Injection
100
mg/4 ml


ml



200
mg/8 ml


ml

‡ ZOLEDRONIC ACID 


Injection
4
mg/5 ml


ml


Powder for injection




ea

* ZOLPIDEM TARTRATE

*
Restricted to use in the treatment of insomnia only.  Use in beneficiaries less than 18 years of age requires treatment authorization approval. †
+
Tablets
5
mg


ea



10
mg


ea

*
+
Tablets, extended-release
6.25
mg


ea



12.5
mg


ea
*
Restricted to dates of service from August 1, 2006, through April 30, 2013, for the extended-release tablets only. 

ZONISAMIDE

Capsules
100
mg


ea

†
Effective January 1, 2017
ZOS
* ZOSTER VACCINE †
*
Restricted to:  1) Medi-Cal beneficiaries 60 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
vial


ea †
†
Effective February 1, 2016

*
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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