
 
Montana Healthcare Programs  

Drug Prior Authorization Coverage Criteria  
 

Edluar™ (zolpidem tartrate) 
 

Review Criteria 

Member must meet all the following criteria: 

• Subject to Preferred Drug List 
• Member must have diagnosis of insomnia 
• Member must have clinical rationale for use of sublingual tablets verses the 

generic regular tablets 
• If approved, only covered for short-term use 


