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Changes to Molina Healthcare’s Formulary

Molina Healthcare may immediately remove a brand name drug on our Drug List if we are replacing it with a new generic drug that will appear on
the same or lower cost sharing tier and with the same or fewer restrictions. Or, when adding the new generic drug, we may decide to keep the brand
name drug on our Drug List, but immediately move it to a different cost-sharing tier or add new restrictions. We may not tell you in advance before
we make that change, but we will later provide you with information about the specific change(s) we have made. Also, if the Food and Drug
Administration deems a drug on our formulary to be unsafe or the drug’s manufacturer removes the drug from the market, we may immediately
remove the drug from our formulary and 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 that require us to provide advance
notice, we will notify affected members of the change at least 30 days before the change becomes effective, or at the time the member requests a
refill of the drug, at which time 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 may also ask for an exception. 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 Member Services at (800) 665-3086 (TTY: 711), October 1 — March 31: 7 days a week, 8 a.m. to 8 p.m., local time, April 1 — September
30: Monday — Friday, 8 a.m. to 8 p.m., local time.

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

Formulary

Longer Cover

Provider

Drug(s) .
N f Aff Eff
ame o ected Description of Change Reason for Change Alternative Drug(s) * Cost- ective
Drug . Date
Sharing
Tier

AMOXICILLIN & K .

TAB 200-28.5 MG Y '

AMOXICILLIN & K .

TAB 400-57 MG y

CORLANOR TAB Deletion Of Drug From | -\ ic Available IVABRADINE TAB Tier 1 01/01/2025
Formulary

DROXIA CAP Deletion Of Drug From I\/!anufa.cture.r Cons.ult Your Health Care 03/01/2025
Formulary Discontinuation Provider

DUPIXENT INJ Deletion Of Drug From | Manufacturer .

100MG/0.67ML Formulary Discontinuation DUPIXENT INJ 200MG/1.14ML Tier 1 02/01/2025

ENDARI POW 5GM FDsr'fntL‘T;‘rSf Drug From 1 eneric Available L-GLUTAMINE POW 5GM Tier 1 01/01/2025

ERYTHROCIN TAB Deletion Of Drug From I\/!anufa'cture.r ERYTHROMYCIN TAB 250MG BS | Tier 1 01/01/2025

250MG Formulary Discontinuation

FENTANYLOTLOz | Deletion Of Drug From | Manufacturer MORPHINE SULFATE TAB Tier 1 02/01/2025
Formulary Discontinuation

ISOSORBIDE Deletion Of Drug From | Manufacturer .

MONONITRATE TAB Formulary Discontinuation IS0S0RB MONONITRATE TAB ER | Tier 1 05/01/2025

LEENA TAB Deletion Of Drug From | Manufacturer ARANELLE TAB Tier 1 05/01/2025
Formulary Discontinuation

LEUKERAN TAB 2MG Deletion Of Drug From | Medicare Will No Cons_ult Your Health Care 01/01/2025
Formulary Longer Cover Provider

MICROGESTIN 24 FE Deletion Of Drug From | Manufacturer .

TAB 1-20 MG-MCG Formulary Discontinuation HAILEY 24 FE TAB 1-20 MG-MCG | Tier 1 02/01/2025
Deleti 5 3 )

NATACYN SUS 5% OP eletion Of Drug From | Medicare Will No Consult Your Health Care 01/01/2025
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Alternative

INJ

Formulary

Discontinuation

Drug(s) .
N f Aff Eff
ame o ected Description of Change Reason for Change Alternative Drug(s) * Cost- ective
Drug . Date
Sharing
Tier
NORETHINDRONE &
ETHINYL ESTRADIOL- | Deletion Of Drug From l\/!anufa.cture'r KAITLIB FE TAB CHEWABLE 0.8 Tier 1 05/01/2025
FE TAB CHEWABLE Formulary Discontinuation MG-25MCG
0.8 MG-25MCG
NYMYO TAB 0.25MG- | Deletion Of Drug From l\/!anufa'cture'r NORGESTIMATE-ETHINYL Tier 1 02/01/2025
35MCG Formulary Discontinuation ESTRADIOL TAB 0.25MG-35MCG
PREHEVBRIO SUS Deletion Of Drug From I\/!anufa.cture.r ENGERIX-B INJ; HEPLISAV-B INJ; Tier 1 03/01/2025
10MCG/ML Formulary Discontinuation RECOMBIVAX HB INJ
SANDIMMUNE SOL Deletion Of Drug From | Manufacturer .
100MG/ML Formulary Discontinuation CYCLOSPORINE CAP Tier 1 01/01/2025
SELZENTRY TAB Deletion Of Drug From | Manufacturer .
25MG Formulary Discontinuation SELZENTRY SOL 20MG/ML Tier 1 02/01/2025
SELZENTRY TAB Deletion Of Drug From | Manufacturer .
75MG Formulary Discontinuation SELZENTRY SOL 20MG/ML Tier 1 02/01/2025
SPRYCEL TAB Deletion Of Drug From | - ic Available DASATINIB TAB Tier 1 02/01/2025
Formulary
TABLOID TAB 40MG Deletion Of Drug From | Medicare Will No Cons.ult Your Health Care 01/01/2025
Formulary Longer Cover Provider
Deleti fD F M f
TDVAX INJ 2-2 LF eletion Of Drug From | Manufacturer TENIVAC INJ 5-2LF Tier 1 03/01/2025
Formulary Discontinuation
TOBRADEX ST SUS Deletion Of Drug From Medicare Will No TOBRAMYCIN-DEXAMETHASONE | _.
0.3-0.05% Formulary Longer Cover SUS 0.3-0.1% Tier1 01/01/2025
VRAYLAR CAP 1.5- Deletion Of Drug From I\/!anufa.cture.r VRAYLAR CAP Tier 1 02/01/2025
3MG Formulary Discontinuation
ZERVIATE DRO 0,249 | Deletion Of Drug From | Medicare Will No AZELASTINE DRO 0.05% Tier 1 01/01/2025
Formulary Longer Cover
ZYPREXA RELPREVV Deletion Of Drug From | Manufacturer RISPERIDONE ER INJ Tier 1 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.

Molina Healthcare’s Dual Special Needs Plan (DSNP) combines Medicaid and Medicare into one Medicare Advantage plan.

Molina Healthcare is a D-SNP with a Medicare contract. D-SNP plans have a contract with the Virginia Department of Medical Assistance Services’
Cardinal Care Medicaid program. Enrollment depends on contract renewal.
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o0 Non-Discrimination Notice — Section 1557
. ®
‘l‘ MRTII_-II(D\I/R\E Molina Healthcare - Medicare

Molina Healthcare complies with applicable Federal civil rights laws and does not discriminate on
the basis of age, color, disability, national origin (including limited English proficiency), race, or sex
(consistent with the scope of sex discrimination described at § 92.101(a)).

To help you effectively communicate with us, Molina Healthcare provides services free of charge
and in a timely manner:

e Molina Healthcare provides reasonable modifications and appropriate aids and services to
people with disabilities. This includes: (1) Qualified interpreters. (2) Information in other
formats, such as large print, audio, accessible electronic formats, Braille.

e Molina Healthcare provides language services to people who speak another language or have
limited English skills. This includes: (1) Qualified oral interpreters. (2) Information
translated in your language.

If you need these services, contact Molina Member Services at 1-800-665-3086 or TTY/TDD: 711,
Monday to Friday, 8 a.m. to 8 p.m., local time.

If you believe we have discriminated on the basis of age, color, disability, national origin, race, or
seX, you can file a grievance. You can file a grievance by phone, mail, email, or online. If you need
help writing your grievance, we will help you. You may obtain our grievance procedure by visiting
our website at https://www.molinahealthcare.com/members/common/en-US/Notice-of-
Nondiscrimination.aspx

Call our Civil Rights Coordinator at 1-866-606-3889, TTY/TDD: 711 or submit your grievance to:

Civil Rights Unit

200 Oceangate

Long Beach, CA 90802

Email: civil.rights@molinahealthcare.com
Website: https://molinahealthcare.Alertline.com

You can also file a civil rights complaint (grievance) with the U.S. Department of Health and Human
Services, Office for Civil Rights, online through the Office for Civil Rights Complaint Portal at:
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

Phone: 1-800-368-1019

TTY/TDD: 800-537-7697

Complaint forms are available here: https://www.hhs.gov/sites/default/files/ocr-cr-complaint-form-
package.pdf


https://www.hhs.gov/sites/default/files/ocr-cr-complaint-form-package.pdf
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
https://molinahealthcare.Alertline.com
mailto:civil.rights@molinahealthcare.com
https://www.molinahealthcare.com/members/common/en-US/Notice-of-Nondiscrimination.aspx
https://www.molinahealthcare.com/members/common/en-US/Notice-of-Nondiscrimination.aspx
https://www.hhs.gov/sites/default/files/ocr-cr-complaint-form-package.pdf

Free aids and services, such as sign language interpreters and written information in alternative formats are
available to you. Call 1-800-424-4495 (TTY: 711).

English:

We have free interpreter services to answer any questions you may have about our health or drug plan.
To get an interpreter, just call us at 1-800-424-4495. Someone who speaks English can help you. This
is a free service.

Spanish:

Tenemos servicios de intérprete sin costo alguno para responder cualquier pregunta que pueda tener sobre
nuestro plan de salud o medicamentos. Para hablar con un intérprete, por favor llame al 1-800-424-4495.
Alguien que hable espaiol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin:

BAVIRBE R TR OBNIEIR S, T B ISR o0 & B 2 W AR I8 AT AR 58 1) an RIS TR LB R 5%
, THEHE 1-800-424-4495 . FATHIH L TAEN RIRRETHIE. X&—adh k.

Chinese Cantonese:

Tas SR FRAM B R R B ZE R B rT RE A7 B 56 M, At FRAMIRAL % B O BIRE RS . WHRRERS, 58 &
1-800-424-4495 . FAMFEH XN B8t S At E B . 18 & —IH% &R

Tagalog:

Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang anumang mga katanungan
ninyo hinggil sa aming planong pangkalusugan o panggamot. Upang makakuha ng tagasaling-wika,
tawagan lamang kami sa 1-800-424-4495. Maaari kayong tulungan ng isang nakakapagsalita ng Tagalog.
Ito ay libreng serbisyo.

French:

Nous proposons des services gratuits d'interprétation pour répondre a toutes vos questions relatives a notre
régime de santé ou d'assurance-médicaments. Pour accéder au service d'interprétation, il vous suffit de nous
appeler au 1-800-424-4495. Un interlocuteur parlant Frangais pourra vous aider. Ce service est gratuit.

Vietnamese:

Chung t6i c¢6 dich vu théng dich mién phi dé tra 10i cac cau hoi vé chuong strc khoe va chuong trinh thude
men. Néu qui vi can thong dich vién xin goi 1-800-424-4495 s€ c6 nhan vién noi tieng Viét giap do qui vi.
Day 1a dich vu mién phi.

German:

Unser kostenloser Dolmetscherservice beantwortet Thren Fragen zu unserem Gesundheits- und
Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-800-424-4495. Man wird Thnen dort auf
Deutsch weiterhelfen. Dieser Service ist kostenlos.

Korean:



BAlE olE B EE oFE HY0 2ot E20 Eell 220X 82 S99 MHAE NS5t
USLICH EY MH|AE 0| 25}2{H M3} 1-800-424-4495 HO 2 B2 O|8f| THA| Q. SHF0{E St=
4Ol
H

A
BEEA7L = EE AYLICE O ME[AE FEZ 2HELIL

Russian:

Ecnn y Bac BO3HUKHYT BOIPOCHI OTHOCUTEJIBHO CTPaX0OBOI'0 MJIM MEIMKAMEHTHOTI'O IJIaHa, Bbl MOYKETE
BOCII0JIb30BaThCsI HAIIMMU OECIUIaTHBIMU YCIIyTaMU NepeBOJUYNKOB. UTOOBI BOCIIONIB30BATHCS YCIyTaMu
NepeBOIYMKa, TO3BOHUTE HaM 110 Tenedony 1-800-424-4495. Bam okakeT MOMOIIb COTPYTHHUK, KOTOPBIi
TOBOPUT MO-pyccku. JlaHHas ycimyra GecriaTHas.

:Arabic
Jeai¥) 5 s e L o o Sl J pumall 202l i Amaall Lilad (g il () oS5 38 Al gl e D Ailne Hen i iloda Ll
Aglae end 038 line Le Ay yal) Ciany el (S 4495-424-800-1 48 e Uy,
Hindi:
E’IIT“\P O<10 9T adl I IO T R IR T 3SR fopdt fim e Sae g9 & U E'JIIT?\ U H,:0
YT NIT 9aTe IUdD 30 U GHIlowaT oI P> T FOTT, T HS 1-800-424-4495 TR B BT,
®Is 000 SNOE0C Sl 80 3HTUS! Heg R Yhdl go. I8 U Hyl ToaT g,

Italian:

E disponibile un servizio di interpretariato gratuito per rispondere a eventuali domande sul nostro piano
sanitario e farmaceutico. Per un interprete, contattare il numero 1-800-424-4495. Un nostro incaricato che
parla Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

Portuguese:

Dispomos de servigos de interpretagdo gratuitos para responder a qualquer questdao que tenha acerca do
nosso plano de saude ou de medicagdo. Para obter um intérprete, contacte-nos através do nimero 1-800-
424-4495. Ira encontrar alguém que fale o idioma Portugués para o ajudar. Este servico € gratuito.

French Creole:

Nou genyen sevis enteépret gratis pou reponn tout kesyon ou ta genyen konsénan plan medikal oswa dwog nou
an. Pou jwenn yon entépret, jis rele nou nan 1-800-424-4495. Yon moun ki pale Kreyol kapab ede w. Sa a se
yon sevis ki gratis.

Polish:

Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze w uzyskaniu odpowiedzi na
temat planu zdrowotnego lub dawkowania lekow. Aby skorzysta¢ z pomocy thumacza znajacego jezyk
polski, nalezy zadzwoni¢ pod numer 1-800-424-4495. Ta ustuga jest bezplatna.

Japanese:

LHOERE BERREER MWAETSUICETICERBIZEEAT 56 12, EBHOERY —
EXNHYETSEINET , BERESAHMIZAHEDIZIE., 1-800-424-4495 [IZHEBEELIESLY, BKEE
FETA BHAZEWNVLET, CRITFERDODY—EXTY,

Bengali:



QINICMS 00y M SFY [ JIAP SOV 0P AN (-FNS 0(-09 80 foR(-©
ST BICRINTNAT (CRTOrEA AR @R (FTNS (-WToTst (2T, AN 1-
800-424-4495 «OT::d

(oI FOV JRERECS AN N (0FG WANCF TR FLS ATV | 406 JF06
ST TR

Urdu:

Gl e e o S e Gl sn W g e oS Sl pe e b SO S Sl e
JS 53 4495-424-800-1 i yma (¢ ol =S 1S Juals o i - st (S (e 55 i
- s Cile Sl - o WS S 0ae (S Iy s 93 ) (AsS .S

Farsi:

aég)qd\)g.ﬁmqé.ml_ga:dlg&\aa}sgjjal,gg“_m)“c)ka)yﬁm\Wd‘;\yﬁquﬁjuo&ﬂbe;)&g&uasu
O3 m S Ol S e Lok g 11 55 g 3 S a3 4S (S 0 580 (e 4495-424-800-1 o_jeds L 1 can yia

Telugu:

S es81550 Saw TR (DETDE HB0D) DBV DRD® (DF),0 GOT DXTETH0 R ST X0
50 &S QOO EID VdEN &) ON. ROLIJ DD FoRT 8, 1-800-424-449550 5°S
TOH0E. FFO SFEFT DB O DIFONO TOHHDSR. BE S .

Nepali:

ST TATER AT ST AISHTERT SIRAT TUTSERT 3 Tf F&ehT ST fo STEET f:37ee Qv ares
S| ITTY SITH T, BTHIATS 1-800-484-4495 HT et e 16| T e it qUISalTs Hed T e
ﬁﬁ:ﬂ?@"ﬁm%ﬁl
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