
 

 
Allegra suspension approved for all under age 8. 
Note:  Brand Allegra tablets are not covered for members 
enrolled in Step Therapy. 

 
Note:  The following products are not covered for members 
enrolled in Step Therapy:  Prilosec 40mg, Zegerid Powder and 
Capsules, and Prevacid Nap Kits. 

 
Note:  If the member is beginning therapy, only a nasal-inhaled 
corticosteroid and/or an antihistamine will be approved unless 
the memberôs drug history shows that any drug for asthma or 
COPD has been used in the past 12 months. 

 

 
Note:  If the member is beginning therapy with a statin, the 
memberôs benefit will only cover a generic statin.  Step B drugs 
will be approved only after member has tried/failed a 30-day 
supply of a generic statin, or if member needs >50% LDL 
reduction to reach goal. 
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 Step Therapy Program  

 
 

The Step Therapy Program 
includes having RESTAT work 
together with your physician 
and pharmacist, to assure that 
you receive the most cost 
effective covered medications 
as early as possible in your 
treatment plan.  

 
Provide this brochure to your physician to inform 
ǘƘŜƳ ƻŦ w9{¢!¢Ωǎ {ǘŜǇ ¢ƘŜǊŀǇȅ tǊƻƎǊŀƳ ƎǳƛŘŜƭƛƴŜǎΦ   

 

 
Failure of previous steps in the Step 
Therapy Program: 

 Must be documented in the patient history of the 
RESTAT claims database, OR 

 Clinical notes from ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŎƘŀǊǘ ŀƭƻƴƎ ǿƛǘƘ 
the PA form must be faxed to RESTAT at        877-
329-7279 documenting the failure.   

 Access the appropriate RESTAT Prior Authorization 
(PA) form online to begin the Step Therapy 
process:  www.restat.com/providers 

 
 
 
 

Note: Step Therapy Guidelines may be updated on an ongoing 
basis due to changes in the pharmacy industry.  Failure to 
accurately complete the PA form or submit required 
documentation may result in a delay in the memberôs therapy.   
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Intranasal Steroids cont'd.

CATEGORY B: Only after failure with all 
Category A medications:
Nasacort AQ®
Nasonex®
Rhinocort Aqua®
Veramyst®

CATEGORY C:Only after failure with 
Category A&B medications:
Beconase AQ® 
Branded Flonase®
Branded Nasarel®
Omnaris® 

Non-Sedating Antihistamines (Allergy)

CATEGORY A: Approved for all members:
Generic Fexofenadine

CATEGORY B: Only after failure with 
Category A medication:
Allegra-D®                             
Clarinex®(Non Preferred)
Clarinex-D® (Non Preferred)

CATEGORY C: Covered with PA only.  
Allegra ODT®
Allegra® Suspension
Xyzal®

Proton Pump Inhibitor-PPI (GI/Ulcer)

CATEGORY A: Approved for all members:
Generic Omeprazole

CATEGORY B: Only after failure with 
Category A medication: 
Nexium®
Pantoprazole 40 mg
Prevacid® 

CATEGORY C: Covered with PA.  Only after 
failure with Category A&B medications:
AcipHex® Kapidex®
Pantoprazole 20mg Protonix®

Singulair (Allergic Rhinitis)
CATEGORY A: Approved for all members: 
Any nasal-inhaled corticosteroid
Any antihistamine or antihistamine 
combination

CATEGORY B: Only after failure with a nasal-
inhaled steroid AND an antihistamine:
Singulair®

Statins (High Cholesterol)

CATEGORY A: Approved for all members:
Any generic statin

CATEGORY B: Only after failure with 
Category A medication:
Advicor®
Caduet®
Lipitor®
Vytorin®

CATEGORY C: Covered with PA.  Only after 
failure with Category A&B medications 
(Lipitor® and Vytorin®):
Altoprev®
Crestor®
Lescol/Lescol XL®
All other Brand Statins and combinations

Member Guidelines

Physician Guidelines

The Step Therapy Program 
includes having RESTAT work 
together with your physician 
and pharmacist, to assure that 
you receive the most cost 
effective covered medications 
as early as possible in your 
treatment plan.  
 



RESTAT Step Therapy Drug Categories 

 
Note: If the member is beginning therapy, only an inhaled 
corticosteroid will be approved unless the memberôs asthma or 
COPD/chronic bronchitis clearly warrants treatment with two 
maintenance therapies. 

 
Note: Cymbalta is covered without Step Therapy if used to treat 
Diabetic peripheral neuropathic pain or Fibromyalgia. 

 

 

 
 ALL CATEGORY C MEDICATIONS ARE NON-PREFERRED 

 

 

 

 
Note:  Celebrex® 50mg and 400mg is only covered with a PA. 
Celebrex® is not a covered benefit for those patients 
concurrently using PPI therapy. 

 

 

Advair/Symbicort (Asthma)

CATEGORY A:  Approved for all members: 
Any inhaled corticosteroids.

CATEGORY B: Only after failure with 
Category A medications:
Advair Diskus® or Advair® HFA
Symbicort®

Antidepressants

CATEGORY A: Approved for all members: 
Any generic SSRI. 

CATEGORY B: Only after failure with 
Category A medication: 
Cymbalta®
Effexor® XR
Lexapro®

CATEGORY C: Covered with PA:                  
Any other Brand SSRI, SNRI or combination.

Antihypertensives (High Blood Pressure)

CATERGORY A: Approved for all members: 
Any generic ACE inhibitor or                      
ACE-combination.

CATEGORY B: Only after failure with 
Category A medication:
Atacand®/Atacand HCT®
Avapro®/Avalide®
Azor ®
Benicar®/Benicar HCT®
Micardis®/Micardis HCT®

CATEGORY C:Only after failure with 
Category A&B medications: 
Cozaar®/Hyzaar®
Diovan®/Diovan HCT®
Teveten®/Teveten HCT®

Antihypertensives cont'd.  

CATEGORY D: Covered with PA: 
All other brand ACE inhibitiors, ACE inhibitor 
ŎƻƳōƛƴŀǘƛƻƴǎΣ !w.Ωǎ ŀƴŘ !w. ŎƻƳōƛƴŀǘƛƻƴǎΦ
Exforge®
Tekturna®

Anti-Virals (Anti-Herpes)

CATEGORY A: Approved for all members: 
Generic Acyclovir
Generic Famciclovir

CATEGORY B:Only after failure with all 
Category A medications:                         
Valtrex®

CATEGORY C:Only after failure with 
Category A&B medications:                  
Branded Zovirax®
Branded Famvir®

Bisphosphonates (Osteoporosis)

CATEGORY A: Approved for all members: 
Generic Alendronate

CATEGORY B: Only after failure with 
Category A medication: 
Actonel®

CATEGORY C:Only after failure with 
Category A&B medications:
Actonel® with Calcium
Boniva®
Branded Fosamax®
Fosamax Plus D®

COX-1 Sparing NSAIDs (Anti-Inflammatory)

CATEGORY A: Approved for all members: 
Any generic NSAID.

CATEGORY B: Only after failure with at 
least one Category A prescription-strength 
medication prescribed by a physician: 
Celebrex® - 100mg, 200mg

Celebrex® is covered for members without 
Step Therapy if their prescription 
history/demographics reflect any of the 
following criteria in the last 12 months:
- Age of 65 years or older.
- Concurrent treatment with Warfarin or 
other related anticoagulants.
- Concurrent treatment with oral 
corticosteroids.
- Recent/concurrent treatment with 
Antineoplastic.

Hypnotics (Sleep Agents)

CATEGORY A: Approved for all members: 
Generic Zolpidem

CATEGORY B:Only after failure with 
Category A medication:
Ambien CR®
Generic Zaleplon 
Lunesta®

CATEGORY C: Only after failure with 
Category A&B medications:  
Branded Ambien®             
Sonata® 

Intranasal Steroids (Allergy)

CATEGORY A: Approved for all members:
Generic Flunisolide
Generic Fluticasone


