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Provider Notice 
March 27, 2025 

Illinois Preferred Drug List – Formulary Update 
 

January 1, 2020, all Managed Care Organizations (MCO) were required to adopt the Illinois Department of 
Healthcare and Family Services (HFS) Preferred Drug List to align with the Fee-for-Service program. As a result of 
changes to the Illinois HFS Preferred Drug List, the following updates are described below. 
 

Table 1: Humira® will no longer be preferred. Preferred alternatives are adalimumab-adbm and 
Simlandi® biosimilars.  
Table 2: Contour Plus Blue® is the preferred glucose monitor.  
Table 3: New generation Dexcom® G6 and G7 continuous glucose monitors (CGM) are now 
preferred.  
Table 4: New generation Omnipod® 5 insulin pumps with CGM are now preferred.   
Table 5:  Permethrin is no longer preferred. The preferred alternative is Natroba™.  
Table 6:  Orphengesic Forte® (brand) is no longer preferred. 
 

Effective April 1st, 2025 
TABLE 1:  ANTI-INFLAMMATORY TUMOR NECROSIS FACTOR INHIBITOR   
AFFECTED DRUGS PREFERRED FORMULARY ALTERNATIVES ADDITIONAL INFORMATION 
HUMIRA (BRAND)  
 
HUMIRA & HUMIRA (CF) PEN CROHNS-
UC-HS STARTER PEN INJECTOR KIT & SC 
PEN INJECTOR KIT 40 MG/0.8 ML, 80 
MG/0.8 ML 
 
HUMIRA PEN PSOR-UVEITS-ADOL HS & 
(CF) SC PEN INJECTOR KIT 40 MG/0.8 ML, 
40MG/0.4 ML, 80MG/0.8ML 
 
HUMIRA & HUMIRA CF PEN SC PEN 
INJECTOR KIT  
40MG /0.4 ML, 40MG /0.8 ML 80MG/0.8 ML   
 
HUMIRA SC SYRINGE KIT 40 MG/0.8 ML  
 
HUMIRA(CF) PEDI CROHNS STARTER SC 
SYRINGE KIT 80 MG/0.8 ML, 80 MG/0.8 ML-
40 MG/0.4 ML 
 
HUMIRA(CF) PEN PEDIATRIC UC SC PEN 
INJECTOR KIT 80 MG/0.8 ML 
 
HUMIRA(CF) SC SYRINGE KIT 10 MG/0.1 
ML, 20 MG/0.2 ML, 40 MG/0.4 ML 
 
HUMIRA PEN-PS/UV STARTER 80MG/0.8 
ML, 40MG/0.4 ML 

ADALIMUMAB-ADBM (BIOSIMILAR)  
 
ADALIMUMAB-ADBM SYRINGE KITS 
 
ADALIMUMAB-ADBM STARTER 
PACKAGE FOR PSORIASIS/UVEITIS 
 
ADALIMUMAB-ADBM STARTER 
PACKAGE FOR CROHNS DISEASE/UC/HS                                             
 
 
SIMLANDI (BIOSIMILAR) 
 
SIMLANDI SYRINGE KITS 
 
SIMLANDI SC SYRINGE KITS 
 
 
 
 
 
 
 
 
 
 
 
 

ACTION NEEDED 
 
EXISTING HUMIRA UTILIZERS: 
 
IF SWITCHING TO BIOSIMILAR: 
-NO additional PA required  
 
 
IF HUMIRA (BRAND) IS TO CONTINUE: 
-YES new PA required 
 
NOTE: 
ADALIMUMAB-ADBM AND SIMLANDI 
BIOSIMILARS ARE NOT APPROVED 
FOR THE FOLLOWING INDICATIONS IN 
THE PEDIATRIC POPULATION: 
• HIDRADENITIS SUPPURATIVA 
• ULCERATIVE COLITIS 
• UVEITIS 
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Thank you for working with us to ensure that CountyCare members receive quality care at the right time and 
in the right setting. If you have any questions or would like additional information, please contact the 
Pharmacy Department at countycarepharmacy@cookcountyhealth.org. 

TABLE 2:  GLUCOSE MONITORS 
AFFECTED PRODUCTS PREFERRED FORMULARY ALTERNATIVES ADDITIONAL INFORMATION 
ALL BLOOD GLUCOSE MONITORING 
SYSTEMS AND TEST STRIPS 
 
ONETOUCH ULTRA 
ONETOUCH ULTRA 2 
ONETOUCH ULTRA BLUE 
ONETOUCH VERIO 
ONETOUCH VERIO FLEX 

CONTOUR PLUS BLUE GLUCOSE 
MONITORING SYSTEM 
 
CONTOUR PLUS BLOOD GLUCOSE TEST 
STRIPS 

ACTION NEEDED 
CURRENT UTILIZERS OF AFFECTED 
PRODUCTS WILL REQUIRE NEW 
PRESCRIPTIONS FOR MONITORS 
AND TEST STRIPS  
 

TABLE 3:  CONTINUOUS GLUCOSE MONITORS (CGM) 
AFFECTED PRODUCTS PREFERRED FORMULARY ALTERNATIVES ADDITIONAL INFORMATION 
DEXCOM G4 AND G5 
 
 

DEXCOM G6 & G7 
  

ACTION NEEDED 
CURRENT UTILIZERS OF AFFECTED 
PRODUCTS WILL REQUIRE NEW 
PRESCRIPTIONS AND PRIOR 
AUTHORIZATIONS FOR CGMs. 
 

TABLE 4:  INSULIN INFUSION DISPOSABLE PUMP WITH CGM 
AFFECTED PRODUCTS PREFERRED FORMULARY ALTERNATIVES ADDITIONAL INFORMATION 

OMNIPOD CLASSIC PODS (GEN 3)                                                                         
OMNIPOD CLASSIC PDM STARTER KIT 
(GEN 3)                                                              
OMNIPOD DASH PDM KIT (GEN 4)                                                                         
OMNIPOD DASH INTRO KIT (GEN 4)                                                                       
OMNIPOD 5 G7 INTRO KIT (GEN 5)                                                                       
OMNIPOD 5 G7 PODS (GEN 5)                                                                            

 

OMNIPOD DASH PODS (GEN 4)                                                                            
OMNIPOD 5 DEXCOM G7G6 INTRO 
KIT (GEN 5)                                                              
OMNIPOD 5 DEXCOM G7G6 PODS 
(GEN 5)                                                                   
OMNIPOD 5 LIBRE2 PLUS G6PODS                                                                         
OMNIPOD 5 LIBRE2 PLUS G6                                                                             

 

ACTION NEEDED 
CURRENT UTILIZERS OF AFFECTED 
PRODUCTS WILL REQUIRE NEW 
PRESCRIPTIONS AND PRIOR 
AUTHORIZATIONS FOR INSULIN 
DISPOSABLE PUMP WITH CGM. 
 
 

TABLE 5:  DERMATOLOGICALS: SCABICIDES & PEDICULICIDES 
AFFECTED DRUG PREFERRED FORMULARY ALTERNATIVES ADDITIONAL INFORMATION 
PERMETHERIN NATROBA  

TABLE 6:  MUSCULOSKELETAL THERAPY AGENTS 
AFFECTED DRUG PREFERRED FORMULARY ALTERNATIVES ADDITIONAL INFORMATION 
ORPHENGESIC FORTE ORPHENADRINE/ASPIRIN/CAFFEINE  
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