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Please read: This document contains information about 
the policies and criteria and any additional coverage 
offered with your plan.  

Please visit CignaMedicare.com/group/MAresources  





What additional coverage is available with my plan?  

The following pages include additional coverage offered by Vermont State Co lleges System . 
This coverage includes drugs that are normally excluded from CMS coverage that Vermont 
State Colleges System  has added to your plan. The cost share you pay for these drugs does 
not count towards your annual TrOOP.  

Erectile Dysfunction Drugs ^  
Cough and Cold Drugs  
Prescription Vitamins  

^Some drugs are subject to prior authorization and quantity limitations even though these 
limitations may be waived in other treatment categories. Please review your 2024 Standard  
drug list for more information.  

Important Message About What You Pay for In sulin  

You won’t pay more than $35 for a one-month supply of each insulin product covered by our 
plan, no matter what cost -





2024 Cough and Cold Buy Up







Drug Name Drug Tier Requirements / Limits 

MEPHYTON 5 MG TABLET 2 + 

METHYLCOBALAMIN 10,000 MCG VIAL 2 + 

m-natal plus tablet 1 + 

MONOFERRIC 1,000 MG/10 ML VIAL 2 + 

mynatal-z captab 1 + 

NASCOBAL 500 MCG NASAL SPRAY 2 + 

NEEVODHA CAPSULE 2 + 

NESTABS ABC PRENATAL COMBO PK 2 + 

NESTABS DHA COMBO PAK 2 



Drug Name Drug Tier Requirements / Limits 

se natal 19 chewabl e caplet, tablet 1 + 

strong iodine solution 1 + 

thiamine 200 mg/2 ml vial 1 + 

TRIVITE RX TABLET 2 + 

TRIFERIC 27.2 MG/5 ML AMPULE 2 + 

TRIFERIC 272 MG POWDER PACKET 2 + 

trinatal rx 1 tablet 1 + 
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Drug Name Medical Benefit Requirements/Limits 

BLOOD GLUCOSE MONITORING DEVICES & SUPPLIES 

PREFERRED DIABETIC METERS  

DEXCOM G6 RECEIVER Part B $0 Copay QL (1 EA/ 2 years) 

DEXCOM G6 SENSOR Part B $0 Copay QL (3 UNITS/ 30 day fill) 





1-888 -281 -7867  (TTY 711)

October 1 – March 31, 8 a.m. – 8 p.m. local time, 7 days a week. From April 1 – September 
30, Monday – 


	INT_24_XXXXX_C_2024_Vermont State Colleges non-Faculty_PPO_coversheet_Draft_09132023
	INT_24_XXXXX_C_2024_Vermont State Colleges non-Faculty_PPO_drug list_Draft_09132023



