
Microsoft preventive drug list 

Prescription drugs 
The following drugs are considered preventive care and are covered at 100 percent by the plan without being subject to the 
deductible. This list represents certain common single-source brand and generic preventive medications that are covered 
in full and is subject to change without prior notification. Some drugs may need prior authorization or require step therapy. 
Compound medications and brand-name medications that have a generic equivalent are not covered under this preventive 

drug list. If you have questions about your pharmacy benefit, please call our Microsoft-dedicated customer service team at 
800-676-1411 (TTY: 711), Monday through Friday, 5 a.m. to 8 p.m. Pacific Time. 

* Some drugs and products in this category may need prior authorization (PA) or have a step 
therapy restriction (ST). Prior Authorization (PA) – You are required to get prior authorization 
from us before you fill your prescription for this drug. Without prior approval we may not cover 
this drug. Step therapy (ST) – Before we provide coverage for this drug, you must first try another 
drug to treat your medical condition. This drug may be covered if the other drug does not work. 

ACE INHIBITORS 
BENAZEPRIL HCL 
CAPTOPRIL 
ENALAPRIL MALEATE 
ENALAPRILAT 
FOSINOPRIL SODIUM 
LISINOPRIL 
MOEXIPRIL HCL 
PERINDOPRIL ERBUMINE 
QBRELIS (ST) 
QUINAPRIL 
RAMIPRIL 
TRANDOLAPRIL 

ADRENERGIC ANTAGONISTS & RELATED DRUGS 
CLONIDINE HCL 
CLONIDINE HCL ER 
DOXAZOSIN MESYLATE 
GUANFACINE HCL 
METHYLDOPA 
METHYLDOPATE HCL 
NEXICLON XR (PA) 
PRAZOSIN HCL 
TERAZOSIN HCL 

ANGIOTENSIN II RECEPTOR BLOCKERS & 
RENIN INHIBITOR 
ALISKIREN 
CANDESARTAN CILEXETIL 
CANDESARTAN-HYDROCHLOROTHIAZID 

EDARBI (ST) 
EDARBYCLOR (ST) 
EPROSARTAN MESYLATE 
IRBESARTAN 
IRBESARTAN-HCTZ 
LOSARTAN POTASSIUM 
LOSARTAN-HCTZ 
OLMESARTAN MEDOXOMIL 
OLMESARTAN-HCTZ (ST) 
TEKTURNA HCT 
TELMISARTAN 
TELMISARTAN-HYDROCHLOROTHIAZID 
VALSARTAN 
VALSARTAN-HCTZ 

ANTIARRHYTHMIC AGENTS 
AMIODARONE HCL 
DISOPYRAMIDE PHOSPHATE 
FLECAINIDE ACETATE 
MEXILETINE HCL 
PACERONE 
PROPAFENONE HCL 
PROPAFENONE HCL ER 
QUINIDINE GLUCONATE 
QUINIDINE SULFATE (PA) 
SORINE 
SOTALOL 
SOTALOL AF 



ANTICOAGULANTS 
DABIGATRAN ETEXILATE 
ELIQUIS 
JANTOVEN 
PRADAXA 
RIVAROXABAN 
SAVAYSA 
WARFARIN SODIUM 
XARELTO 

ANTIMALARIALS 
ARAKODA 
ARTESUNATE 
ATOVAQUONE-PROGUANIL HCL 
CHLOROQUINE PHOSPHATE 
COARTEM 
HYDROXYCHLOROQUINE SULFATE 
KRINTAFEL 
MEFLOQUINE HCL 
PRIMAQUINE GENERIC 
PYRIMETHAMINE (PA, ST) 
QUININE SULFATE 

ANTIPARASITICS 
ATOVAQUONE 
BENZNIDAZOLE 
IMPAVIDO 
LAMPIT 
PENTAMIDINE ISETHIONATE 

ANTIPLATELET DRUGS 
ASPIRIN-DIPYRIDAMOLE ER 
BRILINTA 
CILOSTAZOL 
CLOPIDOGREL 
DIPYRIDAMOLE 
PRASUGREL HCL 

BETA AGONISTS INHALERS 
ALBUTEROL SULFATE HFA 
FORMOTEROL FUMARATE 
PROAIR HFA 
PROVENTIL HFA 
SEREVENT DISKUS 
VENTOLIN HFA 

BETA BLOCKERS 
ACEBUTOLOL HCL 
ATENOLOL 
BETAXOLOL HCL 
BISOPROLOL FUMARATE 
CARVEDILOL 
CARVEDILOL ER 
HEMANGEOL (PA) 
INDERAL XL 
INNOPRAN XL 
KAPSPARGO SPRINKLE 
LABETALOL HCL 
METOPROLOL SUCCINATE 
METOPROLOL TARTRATE 
NADOLOL 
NEBIVOLOL HCL 
PINDOLOL 
PROPRANOLOL HCL 
PROPRANOLOL HCL ER 
TIMOLOL MALEATE 

BLOOD GLUCOSE MONITORING DEVICES & SUPPLIES 
ALL OPTIONS COVERED* 

CALCIUM CHANNEL BLOCKERS/DIHYDROPYRIDINES 
AMLODIPINE BESYLATE 
CONJUPRI 
FELODIPINE ER 
ISRADIPINE 
KATERZIA 
LEVAMLODIPINE MALEATE (PA, ST) 
NICARDIPINE HCL 
NIFEDIPINE 
NIFEDIPINE ER 
NISOLDIPINE 
NORLIQVA 

CALCIUM CHANNEL BLOCKERS/ 
NONDIHYDROPYRIDINES 
CARTIA XT 
DILTIAZEM 24HR ER (CD) 
DILTIAZEM 24HR ER (LA) 
DILTIAZEM 24HR ER (XR) 
DILTIAZEM ER 
DILTIAZEM HCL 
DILT-XR 

* Some drugs/products in this category may need prior authorization (PA) or have a step therapy restriction (ST). Prior Authorization (PA) – You are required to get prior authorization from us before you 
fill your prescription for this drug. Without prior approval we may not cover this drug. Step Therapy (ST) – Before we provide coverage for this drug, you must first try another drug to treat your medical 
condition. This drug may be covered if the other drug does not work. 
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CALCIUM CHANNEL BLOCKERS/NON-
DIHYDROPYRIDINES 
MATZIM LA 
NIMODIPINE 
NYMALIZE 
TAZTIA XT 
TIADYLT ER 
VERAPAMIL ER 
VERAPAMIL ER PM 
VERAPAMIL HCL 

CARDIAC GLYCOSIDES 
DIGITEK 
DIGOX 

ESTROGEN COMBINATIONS 
AMABELZ 
CLIMARA PRO 
COMBIPATCH 
COVARYX 
COVARYX H.S. 
EEMT 
EEMT HS 
ESTRADIOL-NORETHINDRONE ACETAT 
ESTROGEN & METHYLTESTOSTERONE 
FYAVOLV 
JINTELI 
LOPREEZA 
MIMVEY 
NORETHINDRONE-ETHIN ESTRADIOL 
PREFEST 
PREMPHASE 
PREMPRO 

ESTROGENS 
ALORA 
DEPO-ESTRADIOL 
DIVIGEL 
DOTTI 
ELESTRIN 
ESTRADIOL 
ESTRADIOL VALERATE 
ESTROGEL 
EVAMIST 
FEMRING 
LYLLANA 

MENEST 
MENOSTAR 
PREMARIN 

HEPARIN 
ENOXAPARIN SODIUM 
ENOXILUV 
FONDAPARINUX SODIUM 
FRAGMIN 
HEPARIN LOCK FLUSH 
HEPARIN SODIUM (PA) 

HIV/AIDS THERAPY 
DESCOVY (PA, ST) 
EMTRICITABINE-TENOFOVIR DISOP 

INHALED CORTICOSTEROIDS 
ALVESCO (PA, ST) 
ARMONAIR DIGIHALER 
ARNUITY ELLIPTA 
ASMANEX (PA, ST) 
ASMANEX HFA (PA, ST) 
BUDESONIDE 
FLOVENT DISKUS 
FLOVENT HFA 
FLUTICASONE PROPIONATE 
FLUTICASONE PROPIONATE HFA 
PULMICORT 
PULMICORT FLEXHALER (PA, ST) 
QVAR REDIHALER 

INSULIN SYRINGES/MISCELLANEOUS DME 
ALL OPTIONS COVERED* 

INSULIN THERAPY 
ADMELOG (PA, ST) 
ADMELOG SOLOSTAR (PA) 
AFREZZA 
APIDRA (PA, ST) 
APIDRA SOLOSTAR (PA, ST) 
BASAGLAR KWIKPEN U-100 (PA, ST) 
BASAGLAR TEMPO PEN U-100 (PA, ST) 
FIASP 
FIASP FLEXTOUCH 
FIASP PENFILL 
FIASP PUMPCART 

* Some drugs/products in this category may need prior authorization (PA) or have a step therapy restriction (ST). Prior Authorization (PA) – You are required to get prior authorization from us before you 
fill your prescription for this drug. Without prior approval we may not cover this drug. Step Therapy (ST) – Before we provide coverage for this drug, you must first try another drug to treat your medical 
condition. This drug may be covered if the other drug does not work. 
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INSULIN THERAPY 
HUMALOG (PA, ST) 
HUMALOG JUNIOR KWIKPEN (PA, ST) 
HUMALOG MIX 50-50 (PA, ST) 
HUMALOG MIX 75-25 (PA, ST) 
HUMALOG TEMPO PEN U-100 (PA, ST) 
HUMULIN 70/30 KWIKPEN (PA, ST) 
HUMULIN 70-30 (PA, ST) 
HUMULIN N (PA, ST) 
HUMULIN N KWIKPEN (PA, ST) 
HUMULIN R (PA, ST) 
HUMULIN R U-500 KWIKPEN (PA, ST) 
INSULIN ASPART 
INSULIN ASPART FLEXPEN 
INSULIN ASPART PENFILL 
INSULIN ASPART PROT-INSULN ASP 
INSULIN DEGLUDEC (PA, ST) 
INSULIN DEGLUDEC PEN (U-100) (PA, ST) 
INSULIN DEGLUDEC PEN (U-200) (PA, ST) 
INSULIN GLARGINE (PA, ST) 
INSULIN GLARGINE SOLOSTAR (PA, ST) 
INSULIN GLARGINE-YFGN (PA, ST) 
INSULIN LISPRO (PA, ST) 
INSULIN LISPRO JUNIOR KWIKPEN (PA, ST) 
INSULIN LISPRO KWIKPEN U-100 (PA, ST) 
INSULIN LISPRO PROTAMINE MIX (PA, ST) 
LANTUS 
LANTUS SOLOSTAR 
LEVEMIR 
LEVEMIR FLEXPEN 
LEVEMIR FLEXTOUCH 
LYUMJEV (PA, ST) 
LYUMJEV KWIKPEN U-100 (PA, ST) 
LYUMJEV KWIKPEN U-200 (PA, ST) 
LYUMJEV TEMPO PEN U-100 (PA, ST) 
NOVOLIN 70-30 
NOVOLIN 70-30 FLEXPEN 
NOVOLIN N 
NOVOLIN N FLEXPEN 
NOVOLIN R 
NOVOLIN R FLEXPEN 
NOVOLOG 
NOVOLOG FLEXPEN 
NOVOLOG MIX 70-30 
REZVOGLAR KWIKPEN (PA) 
SEMGLEE (PA, ST) 

SEMGLEE (YFGN) (PA, ST) 
SEMGLEE (YFGN) PEN (PA, ST) 
SEMGLEE PEN (PA, ST) 
SOLIQUA 100-33 (PA, ST) 
TOUJEO MAX SOLOSTAR 
TOUJEO SOLOSTAR 
TRESIBA 
TRESIBA FLEXTOUCH U-100 
TRESIBA FLEXTOUCH U-200 
XULTOPHY 100-3.6 (PA, ST) 

LIPID/CHOLESTEROL LOWERING AGENTS 
ALTOPREV (PA) 
AMLODIPINE-ATORVASTATIN (ST) 
ANTARA 
ATORVALIQ (PA) 
ATORVASTATIN CALCIUM 
CHOLESTYRAMINE 
CHOLESTYRAMINE LIGHT 
COLESEVELAM HCL 
COLESTID 
COLESTIPOL HCL 
COMPLETE OMEGA 
ENDUR-ACIN 
ENDUR-AMIDE 
ENDUR-THINE 
EZALLOR SPRINKLE (PA, ST) 
EZETIMIBE 
EZETIMIBE-ATORVASTATIN CALCIUM 
EZETIMIBE-SIMVASTATIN 
FENOFIBRATE (ST) 
FENOFIBRIC ACID 
FLOLIPID (PA, ST) 
FLUVASTATIN ER 
FLUVASTATIN SODIUM 
GEMFIBROZIL 
ICOSAPENT ETHYL (PA, ST) 
LIPOFEN (PA) 
LOVASTATIN 
MAXEPA 
NIACIN 
NIACIN ER 
NIACINAMIDE 
NIACOR (ST) 
NIAVASC 

* Some drugs/products in this category may need prior authorization (PA) or have a step therapy restriction (ST). Prior Authorization (PA) – You are required to get prior authorization from us before you 
fill your prescription for this drug. Without prior approval we may not cover this drug. Step Therapy (ST) – Before we provide coverage for this drug, you must first try another drug to treat your medical 
condition. This drug may be covered if the other drug does not work. 
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LIPID/CHOLESTEROL LOWERING AGENTS 
OMEGA-3 ACID ETHYL ESTERS 
PITAVASTATIN CALCIUM 
PRAVASTATIN SODIUM 
PREVALITE 
ROSUVASTATIN CALCIUM 
ROSUVASTATIN-EZETIMIBE (PA, ST) 
ROSZET (PA, ST) 
SIMVASTATIN 
ZYPITAMAG (PA, ST) 

LONG ACTING NITRATES 
ISOSORBIDE DINITRATE 
ISOSORBIDE MONONITRATE 
NITRO-BID 
NITROGLYCERIN 
NITRO-TIME 

MISCELLANEOUS ANTIDEPRESSANTS 
BUPROPION HCL 
BUPROPION HCL ER 
BUPROPION SR 
BUPROPION XL 
DESVENLAFAXINE SUCCINATE ER 
DULOXETINE HCL 
MIRTAZAPINE 
VENLAFAXINE HCL 
VENLAFAXINE HCL ER 

MISCELLANEOUS PULMONARY AGENTS 
ADVAIR HFA 
AIRDUO DIGIHALER 
AIRDUO RESPICLICK 
BREO ELLIPTA 
BREYNA 
BUDESONIDE-FORMOTEROL FUMARATE 
CROMOLYN SODIUM 
DULERA 
FLUTICASONE-SALMETEROL 
FLUTICASONE-SALMETEROL HFA 
FLUTICASONE-VILANTEROL 
MONTELUKAST SODIUM 
TRELEGY ELLIPTA 
WIXELA INHUB 
ZAFIRLUKAST 
ZILEUTON (ST) 
ZYFLO (ST) 

NON-INSULIN HYPOGLYCEMIC AGENTS 
ACARBOSE 
ACTOPLUS MET XR 
ADLYXIN 
ALOGLIPTIN (PA, ST) 
ALOGLIPTIN-METFORMIN (PA, ST) 
ALOGLIPTIN-PIOGLITAZONE (PA, ST) 
AVANDIA 
BEXAGLIFLOZIN 
BRENZAVVY 
BYDUREON BCISE (PA, ST) 
BYDUREON PEN (PA, ST) 
BYETTA (PA, ST) 
CYCLOSET 
FARXIGA (PA, ST) 
GLIMEPIRIDE 
GLIPIZIDE 
GLIPIZIDE ER 
GLIPIZIDE XL 
GLIPIZIDE-METFORMIN 
GLYBURIDE 
GLYBURIDE MICRONIZED 
GLYBURIDE-METFORMIN HCL 
GLYXAMBI (PA, ST) 
INVOKAMET (PA, ST) 
INVOKAMET XR (PA, ST) 
INVOKANA (PA, ST) 
JANUMET (PA, ST) 
JANUMET XR (PA, ST) 
JANUVIA (PA, ST) 
JARDIANCE (PA, ST) 
JENTADUETO (PA, ST) 
JENTADUETO XR (PA, ST) 
KAZANO (PA, ST) 
LIRAGLUTIDE (PA, ST) 
METFORMIN HCL 
METFORMIN HCL ER 
MIGLITOL 
MOUNJARO(PA, ST) 
NATEGLINIDE 
NESINA (PA, ST) 
OSENI (PA, ST) 
OZEMPIC (PA, ST) 
PIOGLITAZONE HCL 
PIOGLITAZONE-GLIMEPIRIDE 
PIOGLITAZONE-METFORMIN 
QTERN (PA, ST) 
REPAGLINIDE 

* Some drugs/products in this category may need prior authorization (PA) or have a step therapy restriction (ST). Prior Authorization (PA) – You are required to get prior authorization from us before you 
fill your prescription for this drug. Without prior approval we may not cover this drug. Step Therapy (ST) – Before we provide coverage for this drug, you must first try another drug to treat your medical 
condition. This drug may be covered if the other drug does not work. 
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NON-INSULIN HYPOGLYCEMIC AGENTS 
REPAGLINIDE-METFORMIN HCL 
RYBELSUS (PA, ST) 
SAXAGLIPTIN HCL (PA) 
SAXAGLIPTIN-METFORMIN ER (PA) 
SEGLUROMET (PA, ST) 
STEGLATRO (PA, ST) 
STEGLUJAN (PA, ST) 
SYMLINPEN 120 (PA, ST) 
SYMLINPEN 60 (PA, ST) 
SYNJARDY (PA, ST) 
SYNJARDY XR (PA, ST) 
TRADJENTA (PA, ST) 
TRIJARDY XR (PA, ST) 
TRULICITY(PA, ST) 
XIGDUO XR (PA, ST) 

OSTEOPOROSIS THERAPY 
ACTONEL 
ALENDRONATE SODIUM 
BINOSTO 
FOSAMAX 
FOSAMAX PLUS D 
IBANDRONATE SODIUM 
RISEDRONATE SODIUM 
RISEDRONATE SODIUM DR 

ANTIHYPERTENSIVE COMBINATIONS 
AMLODIPINE BESYLATE-BENAZEPRIL (ST) 
AMLODIPINE-OLMESARTAN (ST) 
AMLODIPINE-VALSARTAN (ST) 
AMLODIPINE-VALSARTAN-HCTZ (ST) 
ATENOLOL W/CHLORTHALIDONE 
BENAZEPRIL HCL-HCTZ 
BISOPROLOL FUMARATE/HCTZ 
CAPTOPRIL/HCTZ 
DUTOPROL 
ENALAPRIL MALEATE/HCTZ 
FOSINOPRIL-HCTZ 
LISINOPRIL-HCTZ 
METHYLDOPA/HCTZ 
METOPROLOL-HCTZ 
OLMESARTAN-AMLODIPINE-HCTZ 
PRESTALIA (ST) 
PROPRANOLOL HCL-HCTZ 
QUINAPRIL-HCTZ 

TELMISARTAN-AMLODIPINE (ST) 
TRANDOLAPRIL-VERAPAMIL (ST) 

PROGESTINS 
CRINONE 
DEPO-PROVERA 
ENDOMETRIN 
HYDROXYPROGESTERONE CAPROATE 
MAKENA 
MEDROXYPROGESTERONE ACETATE 
NORETHINDRONE ACETATE 
PROGESTERONE 

SALICYLATES 
ASPIRIN 
BAYER CHEWABLE 
CHILDREN’S ASPIRIN 
ECOTRIN 
VAZALORE 

SELECTIVE SEROTONIN REUPTAKE INHIBITORS 
(SSRI’s) 
CITALOPRAM HBR 
ESCITALOPRAM OXALATE 
FLUOXETINE DR 
FLUOXETINE HCL 
FLUVOXAMINE MALEATE 
PAROXETINE ER 
PAROXETINE HCL 
PAROXETINE MESYLATE 
SERTRALINE HCL 

DIURETIC AGENTS 
ALDACTAZIDE 
AMILORIDE HCL 
AMILORIDE HCL W/HCTZ 
BUMETANIDE 
CHLOROTHIAZIDE 
CHLORTHALIDONE 
DIURIL 
EPLERENONE 
ETHACRYNIC ACID 
FUROSEMIDE 
HYDROCHLOROTHIAZIDE (HCTZ) 
INDAPAMIDE 
INZIRQO 

* Some drugs/products in this category may need prior authorization (PA) or have a step therapy restriction (ST). Prior Authorization (PA) – You are required to get prior authorization from us before you 
fill your prescription for this drug. Without prior approval we may not cover this drug. Step Therapy (ST) – Before we provide coverage for this drug, you must first try another drug to treat your medical 
condition. This drug may be covered if the other drug does not work. 
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DIURETIC AGENTS 
KERENDIA (PA, ST) 
METOLAZONE 
SPIRONOLACTONE 
SPIRONOLACTONE W/HCTZ 
THALITONE 
TORSEMIDE 
TRIAMTERENE 
TRIAMTERENE W/HCTZ 

VASODILATORS 
HYDRALAZINE HCL 
MINOXIDIL 

XANTHINES 
THEO-24 
THEOCHRON 
THEOPHYLLINE 
THEOPHYLLINE ANHYDROUS 
THEOPHYLLINE ER 

* Some drugs/products in this category may need prior authorization (PA) or have a step therapy restriction (ST). Prior Authorization (PA) – You are required to get prior authorization from us before you 
fill your prescription for this drug. Without prior approval we may not cover this drug. Step Therapy (ST) – Before we provide coverage for this drug, you must first try another drug to treat your medical 
condition. This drug may be covered if the other drug does not work. 
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Drug Requirements Strength 

Aspirin Over-the-counter, aspirin-only products for those at risk due to heart conditions or 
pregnant women who are at high risk for preeclampsia 

75–325 mg 

Breast cancer 
prevention 

Prescription only for raloxifene, Soltamox, tamoxifen, or aromatase inhibitors; for those 
age 35 and older or at higher risk 

Colonoscopy 
preparations 

Prescription only, generic or single-source brands, for those between the ages of 45 
and 75 (over-the-counter drugs are not covered as a preventive benefit) 

Fill limit of 2 every 
365 days 

Fluoride Generic over the counter 
Coverage is for children from 6 months to age 16 

All formulations 

Folic acid Generic over the counter only 

Coverage is for females only who are pregnant or are considering pregnancy 

Prenatal vitamins with folic acid will continue to be paid or denied according to the 
standard benefit of your plan and are subject to the cost shares and limits of that plan 

0.4–0.8 mg 

HIV PrEP 
(preexposure 
prophylaxis) 

Coverage is for persons who are at high risk of HIV acquisition 

Iron 
supplements 

Over the counter only 

Coverage is for children up to 12 months old 

For children 13 months and older, liquid or tablet form will be paid according to the 
standard benefit of your plan and will be subject to the cost shares and limits of that plan 

Generic liquid form 
only (birth to 12 
months) 

Statins Generic statins 

Coverage is for adults age between the ages of 40 and 75 

Tobacco 
cessation 

Prescription only for the following drugs: 
• Bupropion (generic Zyban only) 
• Varenicline 
• NRT (nicotine replacement therapy) nasal spray 

• NRT inhaler 
Coverage is limited to a 180-day supply per year and is available for generic, over-the 
counter patches, lozenges, and gum 

All formulations of 
these listed drugs 

Women’s 
birth control 

Coverage is for women only for generic or single-source brand oral contraceptives 
(including emergency contraception), cervical caps, patches, diaphragms, insertion or 
removal of IUD (intrauterine device), contraceptive implants, injectable contraception, 
and over-the-counter birth control, such as women’s condoms and sponges 

Preventive medications, 
supplements, and devices 
The following qualify as preventive drugs covered at 100 percent. To receive the preventive drug benefit, you will 
need a written prescription. This benefit is only available for these drugs and devices when they meet the indicated 

requirements and strength. 

If you have questions about your preventive drug coverage, call our Microsoft-dedicated customer 
service team at 800-676-1411 (TTY: 711), Monday through Friday, 5 a.m. to 8 p.m. Pacific Time. 022506 (05-01-2025) 
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