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Note to existing members: This formulary has
changed since last year. Please review this docu-
ment to make sure that it still contains the drugs
you take.
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When this drug list (formulary) refers to “we,” “us,
or “our,” it means HMSA. When it refers to “plan”
or “our plan,” it means HMSA Akamai Advantage.

This document includes a list of the drugs
(formulary) for our plan which is current as of
November 1, 2018. For an updated formulary,
please contact us. Our contact information, along
with the date we last updated the formulary,
appears on the front and back cover pages.

You must generally use network pharmacies to use
your prescription drug benefit. Benefits, formulary,
pharmacy network, and/or copayments/coinsur-
ance may change on January 1, 2020, and from
time to time during the year.

What is the HMSA Akamai
Advantage Formulary?

A formulary is a list of covered drugs selected by
HMSA Akamai Advantage in consultation with a
team of health care providers, which represents the
prescription therapies believed to be a necessary
part of a quality treatment program. HMSA Aka-
mai Advantage will generally cover the drugs listed
in our formulary as long as the drug is medically
necessary, the prescription is filled at an HMSA
Akamai Advantage network pharmacy, and other
plan rules are followed. For more information on
how to fill your prescriptions, please review your
Evidence of Coverage.

Can the Formulary (drug list)
change?

Generally, if you are taking a drug on our 2019
formulary that was covered at the beginning of
the year, we will not discontinue or reduce cov-
erage of the drug during the 2019 coverage year
except when a new, less expensive generic drug
becomes available or when new adverse informa-
tion about the safety or effectiveness of a drug is
released. Other types of formulary changes, such
as removing a drug from our formulary, will not
affect members who are currently taking the drug.
It will remain available at the same cost-sharing for
those members taking it for the remainder of the
coverage year. We feel it is important that you have

continued access for the remainder of the cover-
age year to the formulary drugs that were avail-
able when you chose our plan, except for cases in
which you can save additional money or we can
ensure your safety.

* New generic drugs. We may immediately re-
move 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.
Also, 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. If you
are currently taking that brand name drug, we
may not tell you in advance before we make that
change, but we will later provide you with in-
formation about the specific change(s) we have
made.

- If we make such a change, you or your pre-
scriber can ask us to make an exception and
continue to cover the brand name drug for you.
The notice we provide you will also include in-
formation on the steps you may take to request
an exception, and you can also find informa-
tion in the section below entitled “How do I
request an exception to the HMSA Medicare
Advantage Formulary?”

* Other changes. We may make other changes
that affect members currently taking a drug. For
instance, we may add a generic drug that is not
new to market to replace a brand name drug cur-
rently on the formulary or add new restrictions
to the brand name drug or move it to a different
cost-sharing tier.

Or we may make changes based on new clinical
guidelines. If we remove drugs from our formu-
lary, add prior authorization, quantity limits, and/
or step therapy restrictions on a drug or move a
drug to a higher cost-sharing tier, we must 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 60-day supply of
the drug.

* Drugs removed from the market. If the Food
and Drug Administration deems a drug on our
formulary to be unsafe or the drug’s manufac-
turer removes the drug from the market, we will



immediately remove the drug from our formulary
and provide notice to members who take the
drug.

The enclosed formulary is current as of Novem-
ber 1, 2018. To get updated information about the
drugs covered by HMSA Akamai Advantage, please
contact us. Our contact information appears on the
front and back cover pages. We will inform mem-
bers of any formulary changes to this comprehen-
sive formulary through our website.

How do I use the Formulary?

There are two ways to find your drug within the
formulary:

Medical Condition

The formulary begins on page 1. The drugs in this
formulary are grouped into categories depending
on the type of medical conditions that they are
used to treat. For example, drugs used to treat

a heart condition are listed under the category,
“Cardiovascular.” If you know what your drug is
used for, look for the category name in the list that
begins on page 1. Then look under the category
name for your drug.

Alphabetical Listing

If you are not sure what category to look under,
you should look for your drug in the Index that
begins on page 33. The Index provides an al-
phabetical list of all of the drugs included in this
document. Both brand name drugs and generic
drugs are listed in the Index. Look in the Index
and find your drug. Next to your drug, you will
see the page number where you can find coverage
information. Turn to the page listed in the Index
and find the name of your drug in the first column
of the list.

What are generic drugs?

HMSA Akamai Advantage covers both brand

name drugs and generic drugs. A generic drug is
approved by the FDA as having the same active in-
gredient as the brand name drug. Generally, gener-
ic drugs cost less than brand name drugs.

Are there any restrictions on my
coverage?

Some covered drugs may have additional require-
ments or limits on coverage. These requirements
and limits may include:
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* Prior Authorization: HMSA Akamai Advantage
requires you or your physician to get prior autho-
rization for certain drugs. This means that you
will need to get approval from HMSA Akamai
Advantage before you fill your prescriptions. If
you don’t get approval, HMSA Akamai Advantage
may not cover the drug.

Quantity Limits: For certain drugs, HMSA Aka-
mai Advantage limits the amount of the drug that
HMSA Akamai Advantage will cover. For exam-
ple, HMSA Akamai Advantage provides 30 tablets
per prescription for simvastatin. This may be in
addition to a standard one-month or three-month
supply.

Step Therapy: In some cases, HMSA Akamai
Advantage requires you to first try certain drugs
to treat your medical condition before we will
cover another drug for that condition. For exam-
ple, if Drug A and Drug B both treat your medi-
cal condition, HMSA Akamai Advantage may not
cover Drug B unless you try Drug A first. If Drug
A does not work for you, HMSA Akamai Advan-
tage will then cover Drug B.

You can find out if your drug has any additional
requirements or limits by looking in the formulary
that begins on page 1. You can also get more
information about the restrictions applied to
specific covered drugs by visiting our website. We
have posted online documents that explain our
prior authorization and step therapy restrictions.
You may also ask us to send you a copy. Our con-
tact information, along with the date we last up-
dated the formulary, appears on the front and back
cover pages.

You can ask HMSA Akamai Advantage to make an
exception to these restrictions or limits or for a list
of other similar drugs that may treat your health
condition. See the section, “How do I request an
exception to the HMSA Akamai Advantage formu-
lary?” on this page for information about how to
request an exception.

What if my drug is not on the
Formulary?

If your drug is not included in this formulary (list
of covered drugs), you should first contact our Cus-
tomer Relations and ask if your drug is covered. If
you learn that HMSA Akamai Advantage does not
cover your drug, you have two options:



* You can ask Customer Relations for a list of
similar drugs that are covered by HMSA Akamai
Advantage. When you receive the list, show it
to your doctor and ask him or her to prescribe
a similar drug that is covered by HMSA Akamai
Advantage.

* You can ask HMSA Akamai Advantage to make
an exception and cover your drug. See below for
information about how to request an exception.

How do I request an exception
to the HMSA Akamai Advantage
Formulary?

You can ask HMSA Akamai Advantage to make an
exception to our coverage rules. There are several
types of exceptions that you can ask us to make.

* You can ask us to cover a drug even if it is not
on our formulary. If approved, this drug will be
covered at a pre-determined cost-sharing level,
and you would not be able to ask us to provide
the drug at a lower cost-sharing level.

* You can ask us to cover a formulary drug at a
lower cost-sharing level if this drug is not on the
specialty tier. If approved this would lower the
amount you must pay for your drug.

* You can ask us to waive coverage restrictions
or limits on your drug. For example, for cer-
tain drugs, HMSA Akamai Advantage limits the
amount of the drug that we will cover. If your
drug has a quantity limit, you can ask us to
waive the limit and cover a greater amount.

Generally, HMSA Akamai Advantage will only
approve your request for an exception if the alter-
native drugs included on the plan’s formulary, the
lower cost-sharing drug, or additional utilization re-
strictions would not be as effective in treating your
condition and/or would cause you to have adverse
medical effects.

You should contact us to ask us for an initial
coverage decision for a formulary, tiering, or uti-
lization restriction exception. When you request
a formulary, tiering, or utilization restriction
exception, you should submit a statement from
your prescriber or physician supporting your
request. Generally, we must make our decision
within 72 hours of getting your prescriber’s sup-
porting statement. You can request an expedited
(fast) exception if you or your doctor believe that

iii

your health could be seriously harmed by waiting
up to 72 hours for a decision. If your request to
expedite is granted, we must give you a decision
no later than 24 hours after we get a supporting
statement from your doctor or other prescriber.

What do I do before I can talk to my
doctor about changing my drugs or
requesting an exception?

As a new or continuing member in our plan you
may be taking drugs that are not on our formulary.
Or, you may be taking a drug that is on our formu-
lary but your ability to get it is limited. For exam-
ple, you may need a prior authorization from us
before you can fill your prescription. You should
talk to your doctor to decide if you should switch
to an appropriate drug that we cover or request a
formulary exception so that we will cover the drug
you take. While you talk to your doctor to deter-
mine the right course of action for you, we may
cover your drug in certain cases during the first 90
days you are a member of our plan.

For each of your drugs that is not on our formulary
or if your ability to get your drugs is limited, we
will cover a temporary 30-day supply (unless you
have a prescription written for fewer days) when
you go to a network pharmacy. After your first 30-
day supply, we will not pay for these drugs, even
if you have been a member of the plan less than
90 days.

If you are a resident of a long-term care (LTC)
facility, we will allow you to refill your prescrip-
tion until we have provided you with a 31-day
transition supply consistent with the dispensing
increment (unless you have a prescription writ-
ten for fewer days). We will cover more than one
refill of these drugs for the first 90 days you are

a member of our plan. If you need a drug that is
not on our formulary or if your ability to get your
drugs is limited, but you are past the first 90 days
of membership in our plan, we will cover a 31-day
emergency supply of that drug (unless you have
a prescription for fewer days) while you pursue a
formulary exception.

Transition policy

New members in our Plan may be taking drugs
that aren’t on our formulary or that are subject to
certain restrictions, such as prior authorization.



Current members may also be affected by chang-
es in our formulary from one year to the next.
Members should talk to their doctors to decide

if they should switch to a different drug that we
cover or request a formulary exception in order to
get coverage for the drug. See the section above,
“How do I request an exception to HMSA’s Akamai
Advantage formulary?” to learn more about how
to request an exception. Please contact Customer
Relations if your drug is not on our formulary, is
subject to certain restrictions such as prior authori-
zation, and you need to switch to a different drug
that we cover or request a formulary exception.
During the period of time members are talking to
their doctors to determine a course of action, we
may provide a temporary supply of a non-formu-
lary drug if those members need a refill for the
drug during the first 90 days of new membership
in our Plan. If you are a current member affect-
ed by a formulary change from one year to the
next, we will provide you with the opportunity to
request a formulary exception in advance for the
following year.

When a member goes to a network pharmacy and
we provide a temporary supply of a drug that isn’t
on our formulary, or that has coverage restrictions
or limits (but is otherwise considered a Part D
drug), we will cover a 30-day supply (unless the
prescription is written for fewer days). After we
cover the temporary 30-day supply, we generally
will not pay for these drugs as part of our transi-
tion policy again. We will provide you with a writ-
ten notice after we cover your temporary supply.
This notice will explain the steps you can take to
request an exception and how to work with your
doctor to decide if you should switch to an appro-
priate drug that we cover.

If a new member is a resident of a long-term care
facility (like a nursing home), we will also cover

a temporary 31-day transition supply (unless the
prescription is written for fewer days). If necessary,
we will cover more than one refill of these drugs
during the first 90 days a new member is enrolled
in our Plan. If the resident has been enrolled in
our Plan for more than 90 days and needs a drug
that isn’t on our formulary or is subject to other
restrictions, such as dosage limits, we will cover a
temporary 31-day emergency supply of that drug
(unless the prescription is for fewer days) while the
new member pursues a formulary exception.
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Current members are also eligible to receive a
transition fill under certain conditions. If a current
member enters a long-term care (LTC) facility, or is
in an LTC facility and requires an emergency sup-
ply of non-formulary drugs, we will cover a tempo-
rary 31-day transition supply (unless the prescrip-
tion is written for fewer days). We will cover more
than one refill of these drugs for these members
for the first 90 days. A member may experience a
change in their level of care at an inpatient hospital
facility or skilled nursing facility which results in
non-coverage of drugs previously covered by Medi-
care Part D. For current members experiencing a
level of care change, we will also cover a tempo-
rary 31-day transition supply as outlined above.

Please note that our transition policy applies only
to those drugs that are Part D drugs and bought
at a network pharmacy. The transition policy can’t
be used to buy a non-Part D drug or a drug out-
of-network, unless you qualify for out-of-network
access.

For more information

For more detailed information about your HMSA
Akamai Advantage prescription drug coverage,
please review your Evidence of Coverage and other
plan materials.

If you have questions about HMSA Akamai Advan-
tage, please contact us. Our contact information,
along with the date we last updated the formulary,
appears on the front and back cover pages.

If you have general questions about Medicare pre-
scription drug coverage, please call Medicare at

1 (800) MEDICARE [1 (800) 633-4227] 24 hours

a day/seven days a week. TTY users should call

1 (877) 486-2048. Or visit http://www.medicare.gov.

HMSA Akamai Advantage Formulary

The formulary that begins on page 1 provides
coverage information about the drugs covered

by HMSA Akamai Advantage. If you have trouble
finding your drug in the list, turn to the Index that
begins on page 33.

The first column of the chart lists the drug name.
Brand name drugs are capitalized (e.g., FORTEO)
and generic drugs are listed in lower-case italics
(e.g., ibuprofen).


http://www.medicare.gov

The information in the requirements/limits column
tells you if HMSA Akamai Advantage has any
special requirements for coverage of your drug.

Drug tier index:

Tier 1 - Preferred Generic
Tier 2 - Generic

Tier 3 - Preferred Brand
Tier 4 - Non-Preferred Drug
Tier 5 - Specialty Tier

Please refer to the Summanry of Benefits or Evi-
dence of Coverage for the specific copayment or
coinsurance amount associated with each tier.

Abbreviations used in this
Formulary

PA - Prior Authorization: Requires that you or your
physician receive approval from HMSA Akamai
Advantage before we will cover your prescription.

QL - Quantity Limits: A limit on the amount of the
drug that HMSA Akamai Advantage will cover.

ST - Step Therapy: Requires you to first try certain
drugs to treat your medical condition before we
will cover another drug for that condition.

M - Mail Order: These drugs are available through
HMSA’s mail order pharmacy, CVS Caremark.

B/D - B or D: This drug may be covered under
Medicare Part B or D depending upon the circum-
stances. Information may need to be submitted
describing the use and setting of the drug to make
the determination. For more information, please
call Customer Relations.

LA - Limited Availability: This prescription may
be available only at certain pharmacies. For more
information, please call Customer Relations.

Prescription drugs can be shipped to your home
from the HMSA Akamai Advantage Mail Order
pharmacy. Usually a mail-order pharmacy order
will get to you in no more than 14 days after the
pharmacy receives the order. If your drugs do
not arrive within this timeframe, please call

1 (855) 479-3659 toll-free, 24 hours a day, seven
days a week; TTY users, call 711. You can also
choose to sign up for our optional automatic
delivery program by calling these numbers.

































































































































(0 /= SRR 9
olopatadine hcl 0.2%......... 29
omeprazole cap 10mg ...... 25
omeprazole cap 20mg ...... 25
omeprazole cap 40mg ...... 25
ondansetron hcl ................ 24
ondansetron hcl inj............ 24
ondansetron hcl oral soln..24
ondansetron odt................ 24
ONFI oo 13
OPSUMIT....ccoeeieieeeeeee. 11
ORFADIN........covrren. 22
ORKAMBI ........ccovvvinnne 30
orsythia .........ccceeeeeeeeeeennn. 22
oseltamivir phosphate.......... 5
oxacillin sodium................... 6
oxaliplatin inj 100mg ........... 8
oxaliplatin inj 100mg/20ml...8
oxaliplatin inj 50mg ............. 8
oxaliplatin injf 50mg/10ml.....8
oxandrolone ...................... 19
oxcarbazepine................... 13
oxybutynin chloride ........... 25
oxycodone hcl..................... 2

oxycodone w/
acetaminophen 10-325mg ..2
oxycodone w/
acetaminophen 2.5-325mgq .2
oxycodone w/
acetaminophen 5-325mgq ....2
oxycodone w/
acetaminophen 7.5-325mgq .2
OZEMPIC INJ 0.25 OR

0.5MG/DOSE..........c.c......... 19
OZEMPIC INJ 1MG/DOSE
.......................................... 19
P
PacCerone...........ccceeeeeeeennnnnn. 9
paclitaxel............cccc............. 7
paliperidone ...................... 16
pamidronate disodium....... 20
PAMIDRONATE DISODIUM
.......................................... 20
pamidronate inj 30mg ....... 20
pamidronate inj 90mg ....... 20
PANRETIN.......ccoeeeiieinns 32
pantoprazole sodium......... 25
pantoprazole sodium tbec.25
paricalcitol......................... 29
paroex sol 0.12%.............. 32

paromomyecin sulfate........... 3

paroxetine hcl tabs............ 14
PASERD/R ......cccceeeeeee. 5
PAXIL...cooiieiiiiieee 14
PAZEO........ccccoeeieeiee. 29
PEDIARIX.......oooviee. 27
PEDVAXHIB.................... 27
peg 3350/electrolytes........ 24
peg 3350-kcl-sod bicarb-sod
chloride-sod sulfate........... 24
peg 3350-potassium
chloride-sod bicarbonate-sod
chloride .............ccccccoocoo.... 24
PEGANONE ..................... 13
PEGASYS........ccco i, 5
PEGASYS PROCLICK ....... 5
PENICILLIN G POT IN
DEXTROSE 2MU ............... 6
PENICILLIN G POT IN
DEXTROSE 3MU ............... 6
PENICILLIN G PROCAINE.6
penicillin g sodium .............. 6
penicillin v potassium.......... 6
penicilln gk inj 20mu ........... 6
penicilln gk inj dmu ............. 6
PENTACEL.......ccceennne. 27
PENTAM 300..........ccc........ 3
pentoxifylline..................... 26
perindopril erbumine ........... 9
periogard............ccccceeeenn.... 32
permethrin cre 5% ............ 32
perphenazine.................... 16
pfizerpen-g inj 20mu ........... 6
pfizerpen-g inj Smu ............. 6
phenelzine sulfate............. 14
phenobarbital .................... 13
phenobarbital sodium........ 13
PHENOBARBITAL SODIUM
.......................................... 13
PHENYTEK ... 13
phenytoin .......................... 13
phenytoin sodium extended
.......................................... 13
phenytoin sodium inj
50mg/mil..........eeeeiiiiiin, 13
pPhilith ............oooovvvnneee. 22
PHOSPHOLINE IODIDE...30
PICATO ..o 32
pilocarpine hcl................... 30
pilocarpine hcl (oral).......... 32

pimozide ...........ccccceeeeunn.... 16
pimtrea...........ccccoeeeeeeeeee. 22
pindolol ...............ccccc......... 10
pioglitazone hcl................. 20
PIPER/TAZOBA INJ

12-1.5GM...ccoviiiiiiiiiiiiii 6

piper/tazoba inj 2-0.25gm ...6
piper/tazoba inj 3-0.375gm .6
piper/tazoba inj 36-4.5gm ...6

piper/tazoba inj 4-0.5gm .....6
pirmella 1/35...................... 22
piroxicam .............cccceeuunnnnn. 1
PLASMA-LYTE A.............. 28
PLASMA-LYTE-148.......... 28
PNV FOLIC ACID + IRON

MUL ..o 29

PNV PRENATAL PLUS....29
PNV PRENATAL TAB PLUS

JoJeZo 0] 1o} QNS 32
polyethylene glycol 3350 ..24
polymyxin b-trimethoprim..29

POMALYST CAP 1MG....... 7
POMALYST CAP 2MG....... 7
POMALYST CAP 3MG....... 7
POMALYST CAP 4MG....... 7
portia-28 .........ccccoeeeeennnn.n. 22
pot chloride inj 2meq/ml....28
potassium chloride...... 27,28

potassium chloride in nacl 28
potassium chloride
microencapsulated crystals

=] 27
potassium chloride tab cr 10

MEQ...ccceneieiieeeiieeeeeeeennn. 28
potassium citrate (alkalinizer)
ertabs........ccccoeeiiiiiiiiiinnni, 25
PRADAXA ..., 25
PRALUENT ..................... 10

pramipexole tab 0.125mg .15
pramipexole tab 0.25mg ... 14

pramipexole tab 0.5mg .....14
pramipexole tab 0.75mgq ... 14
pramipexole tab 1.5mg .....15
pramipexole tab 1mg ........ 15
prasugrel hel ..................... 26
pravastatin sodium............ 10
praziquantel........................ 3
prazosin hcl ........................ 9

pred sod pho sol 5mg/5ml 23
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VIDEXEC ... 4 X ZEMAIRA. ... 30

VIDEX PEDIATRIC............. 4 XALKORI ..., 8 zenatane........................... 31
VIENVA ... 22 XARELTO.....cooviiieennn 25 zenchent...........cccccceeeeee. 22
vigabatrin powd pack 500mg XARELTO STARTER PACK ZENPEP .....cccooiiiii, 25
.......................................... 13 e e e e e e eaaeeee s 2D ZEPATIER.........................D
VIIBRYD STARTER PACK XATMEP ....ccooiiii. 26 ZERIT oo, 4
.......................................... 14 XELJANZ .......................... 26 zidovudine cap 100mg........4
VIIBRYD TAB..........cccc. 14 XELJANZ XR.....cccovvvnnnnn. 26 zidovudine syp 50mg/bml ...4
VIMPAT ..., 13 XGEVA ..., 23 Zidovudine tab 300mg......... 4
VIMPAT INJ 200MG/20ML13 XIFAXAN ...coooeiiiiiiiiinn, 25 zZiprasidone hcl.................. 16
VIMPAT SOL 10MG/ML....13 XIGDUO XR TAB ZIRGAN ..., 29
vinblastine sulfate ............... 7 10-1000MG.........ceevveennes 20 zoledronic acid inj

vincasar pfS........ccccccevuunnnns 7 XIGDUO XR TAB 10-500MG 5mg/100mil........................ 20
vincristine sulfate ................ T 20 zoledronic inj 4mg/bml ...... 20
vinorelbine tartrate .............. 7 XIGDUO XR TAB ZOLINZA ... 7
viorele ............ccccoeeeeeeennnn... 22 2.5-1000MG........cccceeeeee. 20 zolmitriptan ....................... 18
VIRACEPT ..., 4 XIGDUO XR TAB 5-1000MG zolmitriptan odt ................. 18
VIRAMUNE ............oooonnii. 4 e 20 zolpidem tartrate............... 17
VIREAD........coooveieeeeeeiie, 4 XIGDUO XR TAB 5-500MG zonisamide ....................... 13
VIVITROL........vveeeeeeeeeees 18 20 ZONTIVITY oo 26
VOL-PLUS .......ccceeee, 29 XOLAIR ..., 30 ZORTRESS TAB 0.25MG 27
voriconazole........................ 4 XTANDI....ooviiieiiiiiiie, 7 ZORTRESS TAB 0.5MG ..27
VOSEVI.....oooviieiei, 5 xulane ........cccccoovveeennnnnnnn. 22 ZORTRESS TAB 0.75MG 27
VOTRIENT ... 8 XULTOPHY 100/3.6 ......... 19 ZOSTAVAX ..o, 27
VRAYLAR ..., 16 XYREM...ooooeeeiii. 18 zovia 1/35€ .......ccceeeeeee. 22
VRAYLAR THERAPY PACK Y zovia 1/50€ ....................... 22
.......................................... 16 YF-VAX v 27 ZYDELIG ............................8
vyfemla .........ccccooeveeennnnnns 22 yuvafem vaginal tablet 10 ZYKADIA ..o 8
wylibra .........cccceeeeeeiieinninnn, 22 IMCQG oo, 22 ZYLET ., 29
W V4 ZYPREXA RELPREVV.....16
warfarin sodium................. 25 zafirlukast............cccccouu..... 30 ZYPREXA RELPREVV INJ
water for irrigation, sterile32 zarah........cccoeeeeeiieeeeinnnnn. 22 210MG....o 16
WELCHOL PAK................ 10 ZEJULA ..., 7 ZYTIGA. ..., 7

ZELBORAF........cooveee. 8
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HAWAI'l MEDICAL SERVICE ASSOCIATION

hmsa.com/advantage

HMSA Akamai Advantage is a PPO plan and Essential Advantage
is an HMO plan with a Medicare contract. Enrollment in HMSA
Akamai Advantage and Essential Advantage depends on contract
renewal.

This formulary was updated on 11/01/2018. For more recent
information or other questions, please contact HMSA at:

PHONE
Call 8 a.m. to 8 p.m., seven days a week

948-6000 on Oahu
1 (800) 660-4672 toll-free
TTY users, call 711

ONLINE
http://www.hmsa.com/advantage

HMSA CENTERS
Convenient evening and Saturday hours:

HMSA Center @ Honolulu
818 Keeaumoku St.
Monday - Friday, 8 a.m. - 6 p.m. | Saturday, 9 a.m. - 2 p.m.

HMSA Center @ Pearl City
Pearl City Gateway | 1132 Kuala St., Suite 400
Monday - Friday, 9 a.m. - 7 p.m. | Saturday, 9 a.m. -2 p.m.

HMSA Center @ Hilo
Waiakea Center | 303A E. Makaala St.
Monday - Friday, 9 a.m. - 7 p.m. | Saturday, 9 a.m. -2 p.m.

" OFFICES

—3 Visit your local HMSA office Monday through Friday, 8 a.m. -4 p.m.:
=" Kailua-Kona, Hawaii Island | 75-1029 Henry St., Suite 301 | Phone: 329-5291

PR Kahului, Maui | 33 Lono Ave., Suite 350 | Phone: 871-6295
Lihue, Kauai | 4366 Kukui Grove St., Suite 103 | Phone: 245-3393

http://www.hmsa.com/advantage
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