Covance-CMA 2/2/72009 3:14:05 PM PAGE 2/002 Fax Server

Form from www.needymeds.org

Reset Form

Please complete each section tothe fullest extent possible, If an item does not
apply, please note “N/A” on that line. Return this completed cenfidential
application and prescription to;

Eisai Assistance Program

PO Box 4133

Gaithersburg, MD, MD 208854133
Telephone: (866) 6134724

Fax: (866) 5734724

PATIE

T INFORMATION.

Patient Name;

35 / / Date of Birth:

Patient Language: ___ English __ Spanish __ Other _
Street Address:

City, State, Zp:

Home Telephene: { ) Work Telephene: )

COVERAGE AND INSURANCE

if you do not have insurance, please indicate “No Insurance” on the first
line.

Primary Insurance

Health Insurance Company:

Telephoner( ) Provider |D Number:
Pdlicy ID Number: Group Number;
Subscriber Name: Date of Birth;

Does this policy cover presaription drugs? OYES ONQ
Do you have any secondary insurance, induding Medicare?
O YES No
(I yes, please provide name, telephone number, and policy number)

Have you applied to Medicaid? O YES anNQ
K YES, date f application;

Are you eligible? D YES QNO
i not eligible, reason for denial:

Current annual household income $,

Saurce ofincome; ____ Job ___ Family
—_Public Assistance {SSI/SSDI)

Number of household members dependent on income stated above
(indude applicant)

Other (Please explain);

Informed Consent and Authorization for Use and Disclosure of Health
Information for Patient Assistance Program

| understand that completing this form does not ensure that | will qualify for the
Eisai Assistance Program (“Program’). | represent that the information provided
in this qualification form is complete and accurate. | agree to natify and shall be
responsible for notifying the Program Administrator for the Program if | obtain
coverage through ancther source or if | no longer meet the income criteria for the
Program. | authorize my healthcare provider to disdose medical information and
related information to Eisai Inc., and its affiliated companies and subcontractors
(collectively “‘Company*}, induding Covance Market Access Services Inc. {the
“Program Administrator’) and Express Scripts Spedcialty Distribution Services,
and | authcrize Company to obtain and disclose information as deemed
necessary to verify the accuracy and completeness of this application and to
provide services available through the Program. | also authorize Company to
release medical infarmation and related informatien te the Centers for Medicare
and Medicaid Services ("CMS") for purposes of administering the Program. |
understand that personal identifying information provided on this form will be
available to Company and its agents for the purpese of administering the
Program. | understand that Company reserves the right at any time and without

notice to me to modify and/or discontinue any or all of the Program, including
medification of eligibility criteria and immediate temination of assistance
provided by the Program. If | dedide to terminate my authcrization for my health
care providers and my insurers 1o disclose my information to Company, | shall
notify Company in writing af Eisai Assistance Program, PO Box 4133,
Gaithersburg, MD 208854133 that | no longer provide such authorization which
termination shall be effective upon Company'’s receipt of such notification, |
understand that [ have a right fo obtain a copy of the infermation my health care
providers or insurers have provided to Company upon request to Company. |
understand that | may decline to sign this form and decline being considered for
the Program. | understand that signing this fom does nat affect the way my
health care providers or insurer will provide me with their respective services.

Signature of Patient or Legal Representative Date

Printed Name of Patient or Printed Name of Legal Representative and
Relationship to Patient
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