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230 N. Main St. Dayton, OH 45402 | 

THE FOLLOWING MEDICATION(S) WILL BE PREFERRED ON THE PDL EFFECTIVE 

OCTOBER 1, 2024 * . 

Product Name Dose(s) Notes ± I f Applicable 

ADDERALLÈńXRńCAPSULEń ALLń UpdateńðńRemainsńPreferred;ń
*Effectiveń9/1/2024ń

AMPHETAMINE/ń
DEXTROAMPHETAMINEńERńCAPSULEń
(GENERICńforńADDERALLń

ALLń Preferred;ńPriorńauthorizationń
isńrequired;ń*Tookńeffectń
7/1/2024ń

AMPYRAÈ&ńGENERICńDALFAMPRIDINEń
EXTENDEDńRELEASEń

ALLń Preferredńwithoutń
priorńauthorizationń

ASMANEXÈńHFAń ALLń Preferredńwithoutńpriorń
authorization;ń*Tookń
effectń7/1/2024ń

CONCERTAÈTABLETń ALLń UpdateńðńRemainsńPreferred;ń
*Effectiveń9/1/2024ń

ESTRADIOLń(GENERICńforńESTRACEńÈ)ń
CREAMń

ALLń Preferredńwithoutń
priorńauthorizationń

FINGOLIMODń(GENERICńforńGILENYAńÈ)ń
CAPSULEń

ALLń Preferredńwithoutń
priorńauthorizationń

KESIMPTAÈPENń Preferred;ńPriorńauthorizationń
isńrequiredń

METHYLPHENIDATEńERńTABLETń
(GENERICńforńCONCERTAÈ)ń

ALLń Preferred;ńPriorńauthorizationńisń
required;ń*Tookńeffectń7/1/2024ń

SEVELAMERńCARBONATEńTABLETń
(GENERICńforńRENVELAÈ)ń

ALLń Preferredńwithoutńpriorń
authorization;ń*Tookń
effectń7/1/2024ń

TERIFLUNOMIDEń(GENERICńforń
AUBAGIOÈ)ńTABLETń

ALLń Preferredńwithoutń
priorńauthorizationń

&DUH6RXUFH3$66(�FRP  
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CONTINUOUS GLUCOSE 
MONITOR (CGM) PRODUCTS 
-(DEXCOM®G6 & G7, 

®4, GUARDIAN ® ,GUARDIAN 
FREESTYLE®LIBRE) 

CORRESPONDIN 
G SENSOR, 
TRANSMITTER, 
RECEIVER, 
READER, INTRO 
KIT 

Updated quantity limits as follows:  
Dexcom G6 & G7 Sensors (3 per 23 
days), Freestyle Libre 2 & Freestyle 
Libre 3 Sensors (2 per 23 days); 
Omnipod (15 per 23 days), V-Go 
device (30 per 23 days); Guardian 4 
Glucose Sensor & Guardian Sensor 
3 (4 per 23 days), Dexcom G6 
Transmitter (1 per 83 days); 
Dexcom G6 & G7 Receivers, 
Freestyle Libre 2 & Libre 3 Readers; 
Omnipod Kit Gen 5, Omnipod 5 G6-
G7 Intro Kit Gen 5, Omnipod Dash 
Intro Kit Gen 4 (1 per 365 days); 
*Took effect 
8/1/2024 

DEFERASIROX (GENERIC 
FOR JADENU®) TABLET 

ALL Updated criteria; *Took 
effect 7/1/2024 

ENTRESTO®SPRINKLE 
PELLET 

ALL Updated criteria & quantity limit 
to 120 pellets per 23 days; *Took 
effect 4/12/2024 

EOHILIA® SUSPENSION IN 
PACKET 

ALL Updated quantity limit to 600mL 
per 23 days; *Took effect 7/1/2024 

IMITREX®CARTRIDGE, PEN 
INJECTOR & TABLET 

ALL Currently non-preferred; New 
addition to Preferred Drug List 
(PDL); *Took effect 7/1/2024 

LIVDELZI®CAPSULE SELADELPAR Updated criteria & quantity limit 
to 31 capsules per 23 days; 
*Took effect 8/23/2024 

LIVMARLI®ORAL SOLUTION 19MG/ML Updated strength & age limit; 
*Took effect 7/25/2024 

MAXALT®TABLET & MLT 
TABLET 

10MG Currently non-preferred; New 
addition to Preferred Drug List 
(PDL); *Took effect 7/1/2024 

METFORMIN HCL ER 
(GENERIC for GLUCOPHAGE ® 

XR) TABLET 

500MG Updated quantity limit to 124 
tablets per 23 days; *Took effect 
5/28/2024 

NALOXONE SYRINGE 0.4 MG/ML Updated quantity limit to 8mL per 
dispense; *Took effect 6/26/2024 

®PRADAXA & GENERIC 
DABIGATRAN CAPSULE 

110 MG Updated quantity limit to 62 tablets 
per 23 days; *Took effect 8/12/2024 

RETEVMO®TABLET ALL Updated age limit & quantity limit to 
62 tablets per 23 days; *Took 
effect 7/31/2024 

SCEMBLIX®TABLET 100MG Updated quantity limit to 124 tablets 
per 23 days; *Took effect 4/18/2024 

CareSourcePASSE.com �
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SITAGLIPTIN-METFORMINń
(GENERICńforńJANUMETńÈXR)ń
TABLETń

ALLń Updatedń quantityń limitń toń 2ń
tabletsń perń dayń &ń 62ń tabletsń perń
23ńdays;ń*Tookńeffectń6/14/2024ń

TALTZÈSYRINGEń 20ń
MG/0.25ML,ń
40ńMG/0.5MLń

Updatedństrengthsń&ńquantityńlimitń
forń20ńmg/0.25ńmlńsyringeń(0.25mlń
inń23ńdays)ń&ń40mg/0.5ńmlńsyringeń
(0.5mlńinń23ńday);ń*Tookńeffectń
8/5/2024ń

TYENNEÈPENńINJECTORń&ń
SYRINGEń

ALLń Updatedńcriteriań&ńquantityńlimitń
toń3.6mlńperń23ńdays;ń*Tookń
effectń6/18/2024ń

VAFSEOÈTABLETń 150MG,ń300MGń Updatedńcriteriań&ńquantityńlimitńtoń2ń
tabletsńperńdayń&ń62ńtabletsńperń23ń
daysńforńVafseoń300mgń&ń3ńtabletsń
perńdayń&ń93ńtabletsńperń23ńdaysń
forńVafseoń150mg;ń*Tookńeffectń
7/22/2024ń&ń7/18/2024ńrespectivelyń

VANCOMYCINńHCLńVIALń 1.75GM,ń2GMń Updatedńquantityńlimit;ń*Tookń
effectń7/23/2024ń

VIGAFYDEÈORALńSOLUTIONń 100ńMG/MLń Updatedńageńlimit;ń*Tookń
effectń8/6/2024ń

VIJOICEÈGRANULEńPACKETń 50ńMGń Updatedńquantityńlimit;ń*Tookń
effectń4/24/2024ń

VORANIGOÈTABLETń 40MGń Updatedńcriteria,ńageńlimitń&ńquantityń
limit;ń*Tookńeffectń8/7/2024ń

WEGOVYÈPENńINJECTORń ALLń Updatedńcriteriań&ńquantityńlimit;ń
*Tookńeffectń7/17/2024ń

ZORYVEÈCREAMń 0.3%ń Updatedńageńlimit;ń*Tookń
effectń8/7/2024ń

SUMMARY OF CHANGES TO PRODUCTS NOT ON THE ARKANSAS MEDICAID PDL 

EFFECTIVE OCTOBER 1, 2024: 

THE FOLLOWING MEDICATION(S) HAVE A CHANGE IN PRIOR 

AUTHORIZATION/CRITERIA EFFECTIVE OCTOBER 1, 2024. 

Product Name Dose(s) Notes ± If Applicable 

BRINEURAÈńKITń ALLń Priorńauthorizationńisńrequiredń
forńmedicalńbenefitńcode:ńJ0567ń

KANUMAÈńVIALń ALLń Priorńauthorizationńisńrequiredń
forńmedicalńbenefitńcode:ńJ2840ń

LAMZEDEÈńVIALń ALLń Priorńauthorizationńisńrequiredń
forńmedicalńbenefitńcode:ńJ0217ń

RYPLAZIMÈńVIALń ALLń Priorńauthorizationńisńrequiredń
forńmedicalńbenefitńcode:ńJ2998ń

SOLIRISÈńVIALń ALLń Priorńauthorizationńisńrequiredń
forńmedicalńbenefitńcode:ńJ1300ń
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ULTOMIRIS®VIAL ALL Prior authorization is required 
for medical benefit code: J1303 

UPLIZNA® VIAL ALL Prior authorization is required 
for medical benefit code: J1823 

VYEPTI® VIAL ALL Prior authorization is required 
for medical benefit code: J3032 

XENPOZYME® VIAL ALL Prior authorization is required 
for medical benefit code: J0218 

What should you do? 

First, talk to your prescriber. There are a few ways you and your prescriber can find 
medication information: 

•  You can look on our website CareSourcePASSE.com. On the Members page, under 
Tools & Resources click on “Find My Prescriptions”. 

•  

http://���appPASSE.com
http://���appPASSE.com
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