
Pharmacy Advantage Specialty Drug List Updated April 2024

To assure safe and quality care, specialty drugs require a prior authorization and must be obtained from the HAP Specialty 
Pharmacy: Pharmacy Advantage (800) 456-2112. Some medications on this list may require dispensing by another HAP selected 
specialty pharmacy.  Pharmacy Advantage will direct members and providers to the appropriate pharmacy. 

ANTI-INFECTIVE AGENTS

AMINOGLYCOSIDE ANTIBIOTICS

TOBRAMYCIN^

ANTITUBERCULOSIS AGENTS

SIRTURO*

AZOLE ANTIFUNGALS

CRESEMBA

HCV PROTEASE INHIBITOR 
ANTIVIRALS

MAVYRET*

ZEPATIER*

HCV REPLICATION COMPLEX 
INHIBITORS

MAVYRET*

ZEPATIER*

HIV ENTRY AND FUSION 
INHIBITORS

RUKOBIA*

HIV INTEGRASE INHIBITOR 
ANTIRETROVIRALS

TRIUMEQ PD*

HIV NUCLEOSIDE, NUCLEOTIDE RT 
INHIBITORS

TRIUMEQ PD*

INTERFERON ANTIVIRALS

PEGASYS*

NUCLEOSIDE AND NUCLEOTIDE 
ANTIVIRALS

ADEFOVIR DIPIVOXIL*

BARACLUDE*

ENTECAVIR*

RIBAVIRIN*

POLYMYXIN ANTIBIOTICS

COLISTIMETHATE*

RIFAMYCIN ANTIBIOTICS

ANTI-INFECTIVE AGENTS

RIFAMYCIN ANTIBIOTICS

XIFAXAN*

ANTINEOPLASTIC AGENTS

ANTINEOPLASTIC AGENTS

ABIRATERONE ACETATE*

AKEEGA*

ALECENSA*

ALUNBRIG*

AUGTYRO*

AYVAKIT*

BALVERSA*

BEXAROTENE*

BOSULIF*

BRUKINSA*

CABOMETYX*

CALQUENCE*

CAPECITABINE*

CAPRELSA*

COMETRIQ*

COTELLIC*

DAURISMO*

DROXIA*

EMCYT*

ERIVEDGE*

ERLEADA*

ERLOTINIB HCL*

ETOPOSIDE*

EVEROLIMUS*

EXKIVITY*

FARYDAK*

FOTIVDA*

FRUZAQLA*

GAVRETO*

ANTINEOPLASTIC AGENTS

ANTINEOPLASTIC AGENTS

GEFITINIB*

GILOTRIF*

GLEOSTINE*

HYCAMTIN*

IBRANCE*

ICLUSIG*

IDHIFA*

IMATINIB MESYLATE*

IMBRUVICA*

INLYTA*

INREBIC*

IWILFIN*

JAKAFI*

JAYPIRCA*

KISQALI*

KOSELUGO*

KRAZATI*

LAPATINIB*

LENALIDOMIDE*

LENVIMA*

LEUKERAN*

LEUPROLIDE ACETATE*

LONSURF*

LORBRENA*

LUMAKRAS*

LYNPARZA*

LYSODREN*

LYTGOBI*

MATULANE*

MEKINIST*

MYLERAN*

NINLARO*
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*Drugs marked with * are covered under the prescription benefit and will incur the highest tier pharmacy copay or specialty copay. All drugs not marked 
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Non formulary Specialty drugs when approved by plan are required to be obtained from Pharmacy Advantage
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ANTINEOPLASTIC AGENTS

ANTINEOPLASTIC AGENTS

NUBEQA*

ODOMZO*

OGSIVEO*

OJJAARA*

ONUREG*

ORGOVYX*

ORSERDU*

PAZOPANIB HCL*

PEMAZYRE*

PIQRAY*

POMALYST*

QINLOCK*

RETEVMO*

REVLIMID*

REZLIDHIA*

ROZLYTREK*

RUBRACA*

RYDAPT*

SCEMBLIX*

SORAFENIB*

SPRYCEL*

STIVARGA*

SUNITINIB MALATE*

TABLOID*

TABRECTA*

TAFINLAR*

TAGRISSO*

TALZENNA*

TASIGNA*

TAZVERIK*

TEMOZOLOMIDE*

TEPMETKO*

ANTINEOPLASTIC AGENTS

ANTINEOPLASTIC AGENTS

TIBSOVO*

TOREMIFENE CITRATE*

TRETINOIN*

TRUQAP*

TUKYSA*

TURALIO*

VALCHLOR*

VANFLYTA*

VENCLEXTA STARTING PACK*

VENCLEXTA*

VERZENIO*

VITRAKVI*

VIZIMPRO*

VONJO*

WELIREG*

XALKORI*

XOSPATA*

XPOVIO*

XTANDI*

ZEJULA*

ZELBORAF*

ZOLINZA*

ZTALMY*

ZYDELIG*

ANTITOXINS,IMMUNE 
GLOB,TOXOIDS,VACCINES

ANTITOXINS AND IMMUNE 
GLOBULINS

BIVIGAM

CUVITRU

CYTOGAM

FLEBOGAMMA DIF

ANTITOXINS,IMMUNE 
GLOB,TOXOIDS,VACCINES

ANTITOXINS AND IMMUNE 
GLOBULINS

GAMASTAN S-D

GAMMAGARD LIQUID

GAMMAGARD S-D

GAMMAKED

GAMMAPLEX

GAMUNEX-C

HIZENTRA

OCTAGAM

PRIVIGEN

XEMBIFY

AUTONOMIC DRUGS

ANTIMUSCARINICS/ANTISPASMOD
ICS

QBREXZA*

YUPELRI*

PARASYMPATHOMIMETIC 
(CHOLINERGIC AGENTS)

FIRDAPSE*

BLOOD FORMATION, COAGULATION, 
THROMBOSIS

ANTIANEMIA DRUGS

JESDUVROQ*

BLOOD 
FORM.,COAG,THROMBOSIS 
AGENTS MISC.

PYRUKYND*

TAVALISSE*

HEMATOPOIETIC AGENTS

DOPTELET*

JESDUVROQ*

MULPLETA*
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BLOOD FORMATION, COAGULATION, 
THROMBOSIS

HEMATOPOIETIC AGENTS

PROMACTA*

HEMOSTATICS

ADVATE

AFSTYLA

ALPHANATE

ALPHANINE SD

ALTUVIIIO

AMINOCAPROIC ACID*

BENEFIX

COAGADEX

CORIFACT

ELOCTATE

FEIBA NF

HEMLIBRA

HEMOFIL M

HUMATE-P

IXINITY

JIVI

KOATE

KOGENATE FS

KOVALTRY

NOVOEIGHT

NOVOSEVEN RT

NUWIQ

PROFILNINE

RECOMBINATE

RIASTAP

RIXUBIS

SEVENFACT

TRETTEN

WILATE

BLOOD FORMATION, COAGULATION, 
THROMBOSIS

HEMOSTATICS

XYNTHA

XYNTHA SOLOFUSE

CARDIOVASCULAR DRUGS

ANTILIPEMIC AGENTS, 
MISCELLANEOUS

NEXLETOL*

NEXLIZET*

CARDIAC DRUGS, MISCELLANEOUS

CAMZYOS*

VYNDAMAX*

VYNDAQEL*

CHOLESTEROL ABSORPTION 
INHIBITORS

NEXLIZET*

PCSK9 INHIBITORS

PRALUENT PEN*

REPATHA PUSHTRONEX*

REPATHA SURECLICK*

REPATHA SYRINGE*

PHOSPHODIESTERASE TYPE 5 
INHIBITORS

TADALAFIL*

VASODILATING AGENTS, 
MISCELLANEOUS

ADEMPAS*

AMBRISENTAN*

BOSENTAN*

OPSUMIT*

TREPROSTINIL

TYVASO INSTITUTIONAL START KIT*

TYVASO REFILL KIT*

TYVASO STARTER KIT*

CARDIOVASCULAR DRUGS

VASODILATING AGENTS, 
MISCELLANEOUS

TYVASO*

VENTAVIS*

CENTRAL NERVOUS SYSTEM AGENTS

ANTICONVULSANTS, 
MISCELLANEOUS

EPIDIOLEX*

FINTEPLA*

VIGPODER*

ANTIDEPRESSANTS, 
MISCELLANEOUS

ZURZUVAE*

ATYPICAL ANTIPSYCHOTICS

NUPLAZID*

CALCITONIN GENE-RELATED 
PEPTIDE ANTAG.

AIMOVIG AUTOINJECTOR*

AJOVY AUTOINJECTOR*

AJOVY SYRINGE*

EMGALITY PEN*

EMGALITY SYRINGE*

NURTEC ODT*

UBRELVY*

CENTRAL NERVOUS SYSTEM 
AGENTS, MISC.

ADDYI*

SODIUM OXYBATE*

DOPAMINE PRECURSORS

INBRIJA*

NONERGOT-DERIV.DOPAMINE 
RECEPTOR AGONIST

APOMORPHINE HCL*

SELECTIVE SEROTONIN AGONISTS
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CENTRAL NERVOUS SYSTEM AGENTS

SELECTIVE SEROTONIN AGONISTS

REYVOW*

VESICULAR MONOAMINE 
TRANSPORT2 INHIBITOR

INGREZZA INITIATION PACK*

INGREZZA*

TETRABENAZINE*

WAKEFULNESS-PROMOTING 
AGENTS

SUNOSI*

ELECTROLYTIC, CALORIC, AND 
WATER BALANCE

AMMONIA DETOXICANTS

SODIUM PHENYLBUTYRATE*

VASOPRESSIN ANTAGONISTS

JYNARQUE*

ENZYMES

ENZYMES

PALYNZIQ*

PULMOZYME*

REVCOVI*

EYE, EAR, NOSE AND THROAT (EENT) 
PREPS.

EENT ANTI-INFECTIVES, 
MISCELLANEOUS

XDEMVY*

EENT DRUGS, MISCELLANEOUS

CYSTADROPS*

CYSTARAN*

OXERVATE*

GASTROINTESTINAL DRUGS

ANTIDIARRHEA AGENTS

XERMELO*

GASTROINTESTINAL DRUGS

GI DRUGS, MISCELLANEOUS

CIMZIA*

GATTEX*

HADLIMA PUSHTOUCH*

HADLIMA(CF) PUSHTOUCH*

HADLIMA(CF)*

HADLIMA*

OCALIVA*

SIMPONI*

IMMUNOMODULATORY AGENT

ENTYVIO PEN*

GOLD COMPOUNDS

GOLD COMPOUNDS

RIDAURA*

HEAVY METAL ANTAGONISTS

HEAVY METAL ANTAGONISTS

DEFERASIROX*

DEFERIPRONE (3 TIMES A DAY)*

DEFERIPRONE*

PENICILLAMINE*

TRIENTINE HCL*

HORMONES AND SYNTHETIC 
SUBSTITUTES

ANTIGONADTROPINS

CETRORELIX ACETATE*

GANIRELIX ACETATE*

MYFEMBREE*

ORGOVYX*

ORILISSA*

ESTROGEN AGONIST-
ANTAGONISTS

TOREMIFENE CITRATE*

ESTROGENS

HORMONES AND SYNTHETIC 
SUBSTITUTES

ESTROGENS

MYFEMBREE*

GONADOTROPINS

CHORIONIC GONADOTROPIN*

GONAL-F RFF REDI-JECT*

GONAL-F RFF*

GONAL-F*

LEUPROLIDE ACETATE*

MENOPUR*

OVIDREL*

LEPTINS

MYALEPT*

PARATHYROID AGENTS

TERIPARATIDE*

TYMLOS*

PITUITARY

NUTROPIN AQ NUSPIN*

PROGESTINS

CRINONE*

ENDOMETRIN*

MYFEMBREE*

SOMATOSTATIN AGONISTS

SIGNIFOR*

SOMATOTROPIN AGONISTS

INCRELEX*

MISCELLANEOUS THERAPEUTIC 
AGENTS

ANTISENSE OLIGONUCLEOTIDES

EVRYSDI*

TEGSEDI*

WAINUA*

BONE ANABOLIC AGENTS
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MISCELLANEOUS THERAPEUTIC 
AGENTS

BONE ANABOLIC AGENTS

TERIPARATIDE*

TYMLOS*

BRADYKININ RECEPTOR 
ANTAGONISTS

ICATIBANT*

COMPLEMENT INHIBITORS

HAEGARDA*

ZILBRYSQ*

DISEASE-MODIFYING 
ANTIRHEUMATIC AGENTS

ACTEMRA ACTPEN*

ACTEMRA*

CIMZIA*

COSENTYX (2 SYRINGES)*

COSENTYX SENSOREADY (2 PENS)*

COSENTYX SYRINGE*

ENBREL MINI*

ENBREL SURECLICK*

ENBREL*

HADLIMA PUSHTOUCH*

HADLIMA(CF) PUSHTOUCH*

HADLIMA(CF)*

HADLIMA*

KEVZARA*

KINERET*

ORENCIA CLICKJECT*

ORENCIA*

OTEZLA*

PENICILLAMINE*

RIDAURA*

RINVOQ*

MISCELLANEOUS THERAPEUTIC 
AGENTS

DISEASE-MODIFYING 
ANTIRHEUMATIC AGENTS

SIMPONI*

STELARA*

XELJANZ XR*

XELJANZ*

IMMUNOMODULATORY AGENTS

ACTEMRA ACTPEN*

ACTEMRA*

ACTIMMUNE*

AVONEX PEN*

AVONEX*

CIMZIA*

DIMETHYL FUMARATE*

ENBREL MINI*

ENBREL SURECLICK*

ENBREL*

ENSPRYNG*

FINGOLIMOD*

GLATIRAMER ACETATE*

GLATOPA*

HADLIMA PUSHTOUCH*

HADLIMA(CF) PUSHTOUCH*

HADLIMA(CF)*

HADLIMA*

KEVZARA*

KINERET*

LENALIDOMIDE*

MAYZENT*

ORENCIA CLICKJECT*

ORENCIA*

OTEZLA*

MISCELLANEOUS THERAPEUTIC 
AGENTS

IMMUNOMODULATORY AGENTS

PLEGRIDY PEN*

PLEGRIDY*

POMALYST*

REBIF REBIDOSE*

REBIF*

REVLIMID*

RIDAURA*

RINVOQ*

SIMPONI*

STELARA*

TERIFLUNOMIDE*

THALOMID*

XELJANZ XR*

XELJANZ*

IMMUNOSUPPRESSIVE AGENTS

BENLYSTA*

MAVENCLAD*

KALLIKREIN INHIBITORS

TAKHZYRO*

KALLIKREIN-KININ SYSTEM 
INHIBITORS

TAVNEOS*

OTHER MISCELLANEOUS 
THERAPEUTIC AGENTS

ARCALYST*

BETAINE ANHYDROUS*

CYSTAGON*

DALFAMPRIDINE ER*

EVRYSDI*

GALAFOLD*

NITISINONE*
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MISCELLANEOUS THERAPEUTIC 
AGENTS

OTHER MISCELLANEOUS 
THERAPEUTIC AGENTS

OPFOLDA*

ORFADIN*

SAPROPTERIN DIHYDROCHLORIDE*

SKYCLARYS*

TIOPRONIN*

VOXZOGO*

PHARMACEUTICAL AIDS

PHARMACEUTICAL AIDS

DILUENT FOR TREPROSTINIL

RESPIRATORY TRACT AGENTS

ANTIFIBROTIC AGENTS

OFEV*

PIRFENIDONE*

CYSTIC FIBROSIS (CFTR) 
CORRECTORS

ORKAMBI*

SYMDEKO*

TRIKAFTA*

CYSTIC FIBROSIS (CFTR) 
POTENTIATORS

KALYDECO*

ORKAMBI*

SYMDEKO*

TRIKAFTA*

INTERLEUKIN ANTAGONISTS

FASENRA PEN*

NUCALA*

MUCOLYTIC AGENTS

PULMOZYME*

RESPIRATORY TRACT AGENTS

RESPIRATORY TRACT AGENTS, 
MISCELLANEOUS

XOLAIR

VASODILATING AGENTS 
(RESPIRATORY TRACT)

ADEMPAS*

AMBRISENTAN*

BOSENTAN*

OPSUMIT*

TADALAFIL*

TREPROSTINIL

TYVASO INSTITUTIONAL START KIT*

TYVASO REFILL KIT*

TYVASO STARTER KIT*

TYVASO*

VENTAVIS*

SKIN AND MUCOUS MEMBRANE 
AGENTS

ANTI-INFLAMMATORY AGENTS, 
MISC (SKIN)

EUCRISA*

IMMUNOMODULATORY AGENT(S)

ADBRY*

ILUMYA*

SILIQ*

SKYRIZI PEN*

SKYRIZI*

TREMFYA*

SKIN AND MUCOUS MEMBRANE 
AGENTS, MISC.

BEXAROTENE*

COSENTYX (2 SYRINGES)*

COSENTYX SENSOREADY (2 PENS)*

COSENTYX SYRINGE*

SKIN AND MUCOUS MEMBRANE 
AGENTS

SKIN AND MUCOUS MEMBRANE 
AGENTS, MISC.

DUPIXENT PEN*

DUPIXENT SYRINGE*

ENBREL MINI*

ENBREL SURECLICK*

ENBREL*

OTEZLA*

QBREXZA*

SKYRIZI ON-BODY*

STELARA*

VALCHLOR*
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