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Changes to My Choice Wisconsin’s Formulary

My Choice Wisconsin 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

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 '
CORLANOR TAB Deletion Of Drug From | o 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 | ¢ 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
Deleti fD F M f
FENTANYL OT LOZ eletion Of Drug From | Manufacturer MORPHINE SULFATE TAB Tier 1 02/01/2025
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
NATACYN SUS 5% OP Deletion Of Drug From | Medicare Will No Cons.ult Your Health Care 01/01/2025
Formulary Longer Cover Provider
NYMYO TAB 0.25MG- | Deletion Of Drug From I\/!anufa.cture.r NORGESTIMATE-ETHINYL Tier 1 02/01/2025
35MCG Formulary Discontinuation ESTRADIOL TAB 0.25MG-35MCG
PREHEVBRIO SUS Deletion Of Drug From Manufacturer ENGERIX-B INJ; HEPLISAV-B INJ; .
10MCG/ML Formulary Discontinuation RECOMBIVAX HB I Tier 1 03/01/2025
SANDIMMUNE SOL Deletion Of Drug From | Manufacturer .
L E 1 1/01/202
100MG/ML Formulary Discontinuation CYCLOSPORINE CAP Tier 01/01/2025
ELZE B D i D
SELZENTRY TA eletion Of Drug From | Manufacturer SELZENTRY SOL 20MG/ML Tier 1 02/01/2025
25MG Formulary Discontinuation
ELZE B D i D
SELZENTRYTA eletion Of Drug From | Manufacturer SELZENTRY SOL 20MG/ML Tier 1 02/01/2025
75MG Formulary Discontinuation
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Alternative

INJ

Formulary

Discontinuation

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

SPRYCEL TAB Deletion Of Drug From | = o 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 cletion O 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 Tier 1 01/01/2025

0.3-0.05% Formulary Longer Cover SUS 0.3-0.1%

VRAYLAR CAP 1.5- Deletion Of Drug From I\/!anufa.cture.r VRAYLAR CAP Tier 1 02/01/2025

3MG Formulary Discontinuation

ZERVIATE DRO 0.24% | 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

* 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 is a C-SNP, D-SNP and HMO plan with a Medicare contract. D-SNP plans have a contract with the state Medicaid program.
Enrollment depends on contract renewal.
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My Choice Wisconsin by 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, My Choice Wisconsin provides services free of charge and in a
timely manner:

e My Choice Wisconsin 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 My Choice Wisconsin 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 My Choice Wisconsin by Molina Healthcare Member Services at 1-800-963-
0035 or TTY/TDD: 711, 8 a.m. — 8 p.m. CT, 7 days a week.

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
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Free aids and services, such as sign language interpreters and written information in alternative formats are
available to you. Call 1-800-963-0035 (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 1-800-963-0035 (TTY: 711). 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 1-800-963-0035 (TTY: 711).
Alguien que hable espanol le podréd ayudar. Este es un servicio gratuito.

Chinese Mandarin:
RN FA TR R R S A @RI HIBEEADE, FHA)TUIRERFZNOFERFZEIEE0M, &E3K
BOFRSS, BEEEFA] © 1-800-963-0035 (TTY: 711), WEBENATESEHT, XERETERS,

Chinese Cantonese:

WA AR AREERE, PIREEEREM e S Rt SR EMRE, FREOFEER, fHH1-
800-963-0035 (TTY: 711) Witk Hef, RERR) KRB A LTS RTRERE), ERRENRE,

Tagalog:

May mga libre kaming serbisyo ng interpreter para sagutin ang anumang posibleng katanungan ninyo tungkol sa
aming planong pangkalusugan o plano sa gamot. Para kumuha ng interpreter, tawagan lang kami sa
1-800-963-0035 (TTY: 711). May makakatulong sa inyo na nagsasalita ng Tagalog. Isa itong 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 1-800-963-0035 (TTY: 711). Un interlocuteur parlant frangais pourra vous aider. Ce service est
gratuit.

Vietnamese:
Chung t6i cé cac dich vu thdng dich mién phi dé tra 161 cac cau héi ctia quy vi vé chuong trinh sic
khde hoic chuwong trinh thudc clia chung t6i. D& coé théng dich vién, hay goi cho ching téi theo sé

1-800-963-0035 (TTY: 711). Sé cb nhan vién nadi tiéng Viét trg gitp quy vi. Day la dich vy mién phi.

German:

Unser kostenloser Dolmetscherservice beantwortet Thre Fragen zu unserem Gesundheits- und Arzneimittelplan.
Unsere Dolmetscher erreichen Sie unter 1-800-963-0035 (TTY: 711). Man wird Thnen dort auf Deutsch
weiterhelfen. Dieser Service ist kostenlos.

Korean:
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SAE 2R B E= ofF 20| 2ot 220 Holl =2|12A 72 §9Y MH|AE &0t

UELICH &Y MH|AE 0|83 ™ T2 1-800-963-0035 (TTY: 711)H 2 ZO|3 FHA|IR.
St= 0| E ot= B SAVI =tEE AYLILE O] MH|A= FEE 2HELIL

Russian:

[MonyynTb OTBETHI HA BONPOCHI O HaLLeM MeAMULIMHCKOM CTPaxoBOM MNfiaHe Ui o nraHe, NoKpbiBaoLwemM
nekapcTBa no peuenTty, Bam 6GecnnaTtHo NOMOryT HaLW YCTHble NepeBogvMKn. [1pOCTO NO3BOHUTE HaM
no Homepy 1-800-963-0035 (TTY: 711). Bam 6ecnnaTHO NOMOXET PYCCKOA3bIYHbIN COTPYAHMK.

Arabic

e Gud (g pasiade Jpeaall Wl &Yl Jnn sl daally 51 ALl (of e AAY Zatadd) (o5l pa i) Clland i L
Aollae Laas odn s Ly jall Sty add o st 1-800-963-0035 (TTY: 711)@}\99 G Ll s s

Hindi:

GHR] T 1 a1 ST & SR H 3R 3MMUh $S Al g, dl Seb Sald o b g gAR Uy F:geep
U Jamd Iuas § | guIfar oM & ferg, 6ﬁ1 -800-963-0035 (TTY: 711) W &Id Hx | fgal dic aret
DI Al HUSH! Hag HR bl ¢ | T8 TP [:Yed JaTl g

Italian:

E disponibile un servizio di interpretariato gratuito per rispondere a eventuali domande sul nostro piano sanitario
o farmaceutico. Per ottenere un interprete, contattare il numero 1-800-963-0035 (TTY: 711). Un nostro incaricato
che parla italiano fornira l'assistenza necessaria. E un servizio gratuito.

Portuguese:

Dispomos de servigos de interpretagdo gratuitos para responder a qualquer questdo que tenha acerca do nosso
plano de saude ou de medicagdo. Para obter um intérprete, contacte-nos através do ntimero 1-800-963-0035
(TTY: 711). Ira encontrar alguém que fale o idioma portugues para o ajudar. Este servigo ¢ gratuito.

French Creole:

Nou genyen sevis entepret gratis pou reponn tout kesyon ou ta genyen konsenan plan medikal oswa asirans
medikaman nou an. Pou jwenn yon entepret, jis rele nou nan 1-800-963-0035 (TTY: 711). Yon moun ki pale
Kreyol kapab ede w. Sa a se yon sevis ki gratis.

Polish:

Umozliwiamy bezptatne skorzystanie z ustug thumacza ustnego, ktory pomoze w uzyskaniu odpowiedzi na temat
planu zdrowotnego lub dawkowania lekow. Aby skorzysta¢ z pomocy ttumacza znajacego jezyk polsku, nalezy
zadzwoni¢ pod numer 1-800-963-0035 (TTY: 711). Ta ustuga jest bezptatna.

Japanese:
LA DR AR IR & KA LTT R T T S F%s%“é ERICRBE AT DO, ?ﬂf*}@Liﬂﬁ~ EAN
HYFEFTITIWET, WERAE THMIZ/R5ITIEL, 1-800-963-0035 (TTY: 711) ICBEFHES &V, H

Kbzl TANEDPZIRWTZ L ET, ;z”biﬁ%ﬂ@*f B AT,

Albanian:
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Ne ofrojmé shérbime interpretimi pa pages€ pér t'iu pérgjigjur ¢do pyetjeje g€ mund té keni rreth planit tone
shéndetésor ose t€ barnave. Pér t€ marr€ nj€ interpret, thjesht na telefononi n€ 1-800-963-0035 (TTY: 711). Dikush
qé flet shqip mund t'ju ndihmojé. Ky &shté njé shérbim pa pagesé.

Laotian:

wOﬂCS‘?UD‘)DUQD‘)DD‘)@w‘?SﬁM8CL&)8C’)8U€)‘7T]‘).ULDU)‘)D8‘)O® umonusaow 20 m
CCC«‘)Dﬂ‘?D&J‘??S‘)wOﬂCS') CM%YD)ZOSUD‘)&)CCUQ)")EJ") w;gccm?mmmpoms’)m
1-800-963-0035(TTY:711) - u@bmco')wvsvmos*)moaoemeo SecsummnSnnlostises?.

Hmong:

Peb muaj cov kev pab cuam kws txhais lus yam tsis xam nqi los teb cov lus nug uas koj muaj hais txog peb lub
phiaj xwm kev noj gab haus huv los sis tshuaj kho mob. Yog xav tau ib tug neeg txhais lus, tsuas yog hu rau peb
ntawm 1-800-963-0035 (TTY: 711). Ib tug uas hais lus Hmoob pab tau koj. Nov yog ib gho kev pab cuam pub
dawb xwb.

Pennsylvanian Dutch:

Mir hen koschdelos Iwwersetze Services um eeniche Frooge die du hoscht iwwer en Health odder Drug Blan zu
antwadde. Um en Iwwersetzer zu griege, yuscht ruf uns um 1-800-963-0035 (TTY: 711). Epper der Deitsch
schwetzt kann dir helfe. Des iss en koschdelos Service.

Serbo-Croatian:

Nmamo BecnnatHe ycnyre npesoguoLa Aa OAroBOPUMO Ha CBa NuTaka Koja MMaTe O Hallem
30paBCTBEHOM MriaHy unu nnady 3a nekose. [la 6bucte nobwnm npesogunoLa, camo Hac No3oBUTE Ha
6poj 1-800-963-0035 (TTY: 711). Heko ko roBopu Cpncku moxe Bam nomohu. OBo je 6ecnnatHa
ycnyra.

Somali:

Waxaan haynaa adeegyada turjubaanka bilaashka ah ee kaaga jawaabayo su’aalo walba ee laga yaabo inaad ka
qabtid qorshaheena caafimaadka ama daawada. Si aad u heshid turjubaan, kaliya naga soo wac 1-800-963-0035
(TTY: 711). Qof ku hadlaa af Somali ayaa ku caawin kara. Kan waa adeeg bilaash ah.
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