Georgia Medicaid/PeachCare Preferred Drug List

Effective November 15, 2009 (*denotes changes effective 12/1/09)
This Preferred Drug List is subject to change without notice. Generics are considered preferred unless noted.
This list does not include all drugs covered under the Georgia Medicaid/PeachCare for Kids outpatient pharmacy
program. KEY: Preferred / P: medications associated with a lower member copayment; Non-Prefered / NP:
medications associated with a higher member copayment; PA: prior authorization required; QLL: quantity or
therapy limits apply. The QLL listing and therapy limitation description are located in Part Il of the Policies
and Procedures for Pharmacy Services Manual located on the web portal, under Provider Manuals.

Preferred Non-Preferred PA QLL
ANTIINFECTIVES
ANTIBACTERIAL DRUGS
ADOXA NP PA
ADOXA CK KIT, ADOXA TT KIT NP PA QLL
amox/clavulanate generic P QLL
AUGMENTIN ES P QLL
AUGMENTIN XR P QLL
AVELOX P QLL
AVELOX ABC P QLL
azithromycin generic P QLL
BIAXIN NP QLL
BIAXIN SUSPENSION NP QLL
BIAXIN XL NP PA QLL
CEDAX P QLL
CEDAX SUSPENSION P* NP PA (> 12yrs, < 65yrs) QLL
cefaclor er generic P QLL
cefaclor generic P QLL
cefadroxil generic P QLL
cefdinir P QLL
CEFTIN SUSPENSION NP QLL
cefpodoxime generic P QLL
cefprozil generic P QLL
cefuroxime generic tabs P QLL
cefuroxime generic susp P QLL
cephalexin generic P QLL
cephradine generic P QLL
CIPRO NP PA QLL
CIPRO SUSPENSION P QLL
CIPRO XR NP QLL
ciprofloxacin/SR generic P QLL
clarithromycin/ER generic P QLL
clarithromycin susp. P QLL
cycloserine NP PA
DORYX NP PA
doxycycline monohydrate caps/tabs NP PA
doxycycline oral suspension NP PA
DURICEF SUSP P
DYNAPEN SUSP P
E.E.S. 400 P QLL
E-MYCIN P QLL
ERYC P QLL
ERYPED P QLL

P* Available without PA for < or =to 12 yrs and > or = to 65 yrs
PA** Requires PA if contingent therapy protocols not met
N Pending DCH's final decisions
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Preferred Non-Preferred PA QLL
ERY-TAB P QLL
erythromycin P QLL
FLOXIN NP PA QLL
GANTRISIN PEDIATRIC P
LEVAQUIN NP PA QLL
MACROBID P
minocycline SR tab generic NP PA QLL
MOXATAG NP PA QLL
NOROXIN NP PA QLL
NUTRIDOX KIT NP PA QLL
ofloxacin generic P QLL
OMNICEF NP QLL
OMNICEF SUSPENSION NP QLL
PCE P QLL
PROQUIN XR NP PA QLL
SEROMYCIN P
SOLODYN NP PA QLL
SPECTRACEF P QLL
SUPRAX SUSPENSION P* NP PA (> 12yrs, < 65yrs) QLL
SUPRAX TABS NP PA
TOBI P QLL
TROVAN NP
VANTIN NP QLL
VIBRAMYCIN SYRUP, SUSPENSION P
ZITHROMAX PACKETS NP PA QLL
ZITHROMAX SUSPENSION NP QLL
ZITHROMAX TABLETS NP QLL
ZMAX NP PA QLL
TOPICAL ANTIBACTERIAL DRUGS
ALTABAX NP PA QLL
BACTROBAN CREAM P
BACTROBAN NASAL P
BACTROBAN OINTMENT NP
mupirocin ointment generic P
ORAL ANTIFUNGAL DRUGS
ANCOBON P
DIFLUCAN NP
fluconazole generic P
DIFLUCAN 150MG TAB NP QLL
fluconazole 150mg tab generic P QLL

P* Available without PA for < or =to 12 yrs and > or = to 65 yrs
PA** Requires PA if contingent therapy protocols not met
N Pending DCH's final decisions
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Preferred Non-Preferred PA QLL
GRIFULVIN V SUSP P
GRIFULVIN V TAB P
griseofulvin oral susp P
GRIS-PEG P
itraconazole generic P PA QLL
LAMISIL NP PA
MYCELEX P
NOXAFIL NP PA
SPORANOX ORAL SOLUTION NP PA QLL
terbinafine P PA
VFEND NP PA
TOPICAL ANTIFUNGALS
ciclopirox gel generic NP PA
ciclopirox nail lacquer P PA
CNL8 NAIL KIT NP PA QLL
ERTACZO NP
EXELDERM NP
LAMISIL SOLUTION NP
LOPROX NP
LOPROX GEL P
LOTRISONE LOTION NP
MENTAX NP
miconazole generic P QLL
MONISTAT 1 P QLL
OXISTAT NP
PENLAC NP PA
TERAZOL P QLL
XOLEGEL NP PA
XOLEGEL DUO NP PA
XOLEGEL KIT NP PA
ANTIRETROVIRALS & PROTEASE INHIBITORS
AGENERASE P
APTIVUS P PA
ATRIPLA P
COMBIVIR P
CRIXIVAN P
didanosine delayed-release caps generic P
EMTRIVA P
EPIVIR P
EPZICOM P

P* Available without PA for < or =to 12 yrs and > or = to 65 yrs
PA** Requires PA if contingent therapy protocols not met
N Pending DCH's final decisions
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FUZEON P PA QLL

INTELENCE PA

INVIRASE

ISENTRESS PA

KALETRA QLL

LEXIVA

NORVIR

PREZISTA PA

RESCRIPTOR

RETROVIR

REYATAZ

peiinviinviinviinviinviinviinviinviinviinv)

SELZENTRY PA

stavudine NP PA

SUSTIVA

TRIZIVIR

TRUVADA

T T T T

VIDEX

VIDEX EC NP

VIRACEPT

VIRAMUNE

VIREAD

ZERIT

ZIAGEN

T T TVTTVTTTO

zidovudine generic

OTHER ANTIVIRAL DRUGS

Bv)

BARACLUDE

CYTOVENE P

EPIVIR HBV P

FAMVIR NP QLL

RELENZA P QLL

TAMIFLU P QLL

TYZEKA NP

VALTREX P QLL

TOPICAL ANTIVIRAL DRUGS

DENAVIR P

ZOVIRAX OINTMENT P

ANTIINFECTIVES SPECIALIZED INDICATIONS

COARTEM P QLL

CUBICIN P PA

P* Available without PA for < or =to 12 yrs and > or = to 65 yrs
PA** Requires PA if contingent therapy protocols not met
N Pending DCH's final decisions
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Preferred Non-Preferred PA
DAPSONE P

QLL

DARAPRIM P

DORIBAX NP PA

INVANZ

MEPRON

MERREM

MINTEZOL

MYCOBUTIN

NEBUPENT

QLL

T T TV TV T TV O

PRIMAXIN

TINDAMAX NP PA

TYGACIL NP PA

VANCOCIN P

XIFAXAN NP PA

QLL

ZYVOX P PA

QLL

ANTINEOPLASTIC/

IMMUNOSUPPRESSANT DRUGS

AFINITOR P PA

QLL

AGRYLIN

T T

ALKERAN

AMEVIVE NP PA

QLL

ARAVA

QLL

ARCALYST

ARIMIDEX

T T T T

AROMASIN

bicalutamide NP PA

QLL

CASODEX

QLL

CEENU P

CELLCEPT NP

CIMZIA P PA

QLL

FIRMAGON* PA

QLL

T T

EMCYT

ENBREL* NP PA

QLL

FEMARA

GLEEVEC

HUMIRA* (all products) PA

QLL

T T T T

HYCAMTIN

KINERET NP PA

QLL

LEUKERAN

LUPRON DEPOT

QLL

T T T

LYSODREN

P* Available without PA for < or =to 12 yrs and > or = to 65 yrs
PA** Requires PA if contingent therapy protocols not met
N Pending DCH's final decisions
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Preferred Non-Preferred PA QLL
MATULANE P

mycophenolate generic

MYFORTIC

MYLERAN

NEXAVAR QLL

ORENCIA PA

PROGRAF

PURINETHOL

peainviinviinvinviinviinviinv)

RAPAMUNE

REMICADE* NP PA QLL

REVLIMID

RIDAURA

T T T

SANDOSTATIN

SIMPONI NP PA QLL

SOMATULINE DEPOT NP PA

SPRYCEL PA

SUTENT PA

TARCEVA PA

TARGRETIN CAP QLL

TARGRETIN GEL QLL

TASIGNA PA

TEMODAR CAPSULES PA QLL

THIOGUANINE

TREANDA

pviinviinviinvipaviinviinviinvipnviinv)

TRELSTAR LA/-DEPOT QLL

tretinoin caps generic NP PA

TYKERB

VESANOID

XELODA

T T T T

ZOLINZA PA

CARDIOVASCULAR MEDICATIONS

CALCIUM ANTAGONISTS

ADALAT CC NP QLL

afeditab cr generic P QLL

amlodipine P QLL

CALAN NP QLL

CALAN SR NP QLL

CARDENE SR NP PA QLL

CARDIZEM NP QLL

CARDIZEM CD NP QLL

CARDIZEM LA P QLL

P* Available without PA for < or =to 12 yrs and > or = to 65 yrs
PA** Requires PA if contingent therapy protocols not met
N Pending DCH's final decisions



Georgia Medicaid/PeachCare Preferred Drug List
Effective November 15, 2009 (*denotes changes effective 12/1/09)

This Preferred Drug List is subject to change without notice. Generics are considered preferred unless noted.
This list does not include all drugs covered under the Georgia Medicaid/PeachCare for Kids outpatient pharmacy
program. KEY: Preferred / P: medications associated with a lower member copayment; Non-Prefered / NP:
medications associated with a higher member copayment; PA: prior authorization required; QLL: quantity or
therapy limits apply. The QLL listing and therapy limitation description are located in Part Il of the Policies
and Procedures for Pharmacy Services Manual located on the web portal, under Provider Manuals.

Preferred Non-Preferred PA QLL
CARTIA XT P QLL
COVERA HS NP PA QLL
DILACOR XR NP QLL
DILTIA XT P QLL
diltiazem generic P QLL
diltiazem er generic P QLL
diltiazem xr generic P QLL
DYNACIRC CR P QLL
felodipine er generic NP PA QLL
ISOPTIN SR NP QLL
isradipine generic P QLL
nicardipine generic P QLL
nifediac cc generic P QLL
nifedical x| generic P QLL
nifedipine er generic P QLL
nifedipine ir generic P QLL
nifedipine sa generic P QLL
NIMOTOP P QLL
nisoldipine sr generic NP PA QLL
NORVASC NP QLL
PROCARDIA, -XL NP QLL
SULAR NP PA QLL
TAZTIA XT P QLL
TIAZAC NP QLL
verapamil generic P QLL
VERELAN NP QLL
VERELAN PM NP QLL
CARDIAC GLYCOSIDES
digoxin generic P
LANOXIN NP
LANOXICAPS NP
BETA-ADRENERGIC ANTAGONIST DRUGS
All generics are Preferred P QLL
BETAPACE, -AF NP QLL
BYSTOLIC NP PA QLL
COREG NP QLL
COREG CR NP PA QLL
CORZIDE P QLL
INDERAL LA NP QLL
INNOPRAN XL NP PA QLL

P* Available without PA for < or =to 12 yrs and > or = to 65 yrs
PA** Requires PA if contingent therapy protocols not met
N Pending DCH's final decisions
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Preferred Non-Preferred PA QLL
LEVATOL P QLL
LOPRESSOR HCT P QLL
metoprolol HCTZ generic NP PA QLL
metoprolol succinate ER generic P QLL
nadolol/bendroflumethiazide NP PA QLL
TIMOLIDE P QLL
TOPROL XL NP QLL
CENTRALLY ACTING ANTIHYPERTENSIVES
CATAPRES-TTS P QLL

ANGIOTENSIN CONVERTING ENZYME INHIBITORS & COMBOS

ACCUPRIL NP QLL
ACCURETIC NP QLL
ACEON NP PA QLL
ALTACE CAPS P QLL
ALTACE TABS NP PA

benazepril generic P QLL
benazepril HCTZ generic P QLL
CAPOTEN NP QLL
CAPOZIDE NP QLL
captopril generic P QLL
captopril HCTZ generic P QLL
enalapril generic P QLL
enalapril HCTZ generic P QLL
enalaprilat generic P QLL
fosinopril generic P QLL
fosinopril HCTZ generic P QLL
lisinopril generic P QLL
lisinopril HCTZ generic P QLL
LOTENSIN NP QLL
LOTENSIN HCT NP QLL
MAVIK NP QLL
moexipril generic P QLL
moexipril HCTZ generic P QLL
MONOPRIL NP QLL
MONOPRIL HCT NP QLL
PRINIVIL NP QLL
PRINZIDE NP QLL
quinapril generic P QLL
quinaretic/quinapril HCTZ generic P QLL
ramipril caps generic NP PA QLL

P* Available without PA for < or =to 12 yrs and > or = to 65 yrs
PA** Requires PA if contingent therapy protocols not met
N Pending DCH's final decisions
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Preferred Non-Preferred PA QLL
trandolapril generic P QLL
UNIRETIC NP QLL
UNIVASC NP QLL
VASERETIC NP QLL
VASOTEC NP QLL
ZESTORETIC NP QLL
ZESTRIL NP QLL

ANGIOTENSIN Il RECEPTOR ANTAGONISTS & COMBOS

ATACAND NP PA QLL
ATACAND HCT NP PA QLL
AVALIDE P QLL
AVAPRO P QLL
BENICAR P QLL
BENICAR HCT P QLL
COZAAR P QLL
DIOVAN P QLL
DIOVAN HCT P QLL
HYZAAR P QLL
MICARDIS P QLL
MICARDIS HCT P QLL
TEVETEN NP PA QLL
TEVETEN HCT NP PA QLL

OTHER ANTIHYPERTENSIVES

amlodipine/benazepril NP PA QLL
AZOR NP PA QLL
eplerenone generic NP PA QLL
EXFORGE P QLL
EXFORGE HCT P QLL
INSPRA NP PA QLL
LEXXEL P

LOTREL P QLL
TARKA P QLL
TEKTURNA P PA QLL
TEKTURNA HCT P PA QLL
NITRATES

nitroglycerin patches generic P

NITROLINGUAL SPRAY P QLL

ANTIDYSRHYTHMIC DRUGS

P* Available without PA for < or =to 12 yrs and > or = to 65 yrs
PA** Requires PA if contingent therapy protocols not met
N Pending DCH's final decisions



