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Eisai Neurology Patient Assistance Program
P.O. Box 632
Somerville, NJ 08876
Phone: (866) 694-2550
Fax: (866) 801-5631

Available Products:

. Banzel 200mg and 400mg
. Banzel Oral Suspension 40mg/ml.
. Zonegran 25mg and 100mg

Initial Enrollment / Refill Instructions:

. Healthcare Provider Section must be filled out completely.
Healthcare provider must sign the application,
o Original signatures only, no signature stamps will be accepted.
. Healthcare provider must include an original prescription written for a 90 day supply
of the brand name medication.
Patient Section must be filled out completely.
Patient or their authorized representative must sign the application,
Patient must attach proof of their household annual income.
Pleasc fax the completed application to (866) 801-5631 or mail to the following:

Eisai Neurology Patient Assistance Program
P.0O. Box 632
Somerville, NJ 08876

. For refill requests, the patient’s proof of houschold annual income is not required.
General Information:

. Approved patients will receive a 90 day supply of medication as written by their
healthcare provider.

All approved orders will be shipped to the prescribing healthcare practitioner only.
Approved patients are eligible for up to 1 year from the date of approval.

Patient must re-enroll annually.

Blank applications may be photocopied for future use. Please include a prescription
with each application submitted.

Incomplete applications will not be processed.

Eisai, Inc. reserves the right to modify or discontinue the program at any time,
All information contained within this document is confidential.
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