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Form from www.needymeds.org

Reset Form

Please compilete each section fo the fullast extent possible. i an Hem does not apply. pleass note “NA” Please fax or mall the completed application o
Eigal Assistance Frogram
FO Box 26231, Phoenix, AZ 85038
Fax: (868) 272-8805 Phone:; (886} 6134724

E

Patient Nama; Date of Birth: B

Address: Social Security 4: .
City, State: ZiP
Daytime Phone:{ ) cvening Phone { )

et LA

o you have insurance? O YES O NO if ves, complete the fable below (include all insurance pelicies).
Have you ever applied for Medicaid? (OQYES(QNO Date of application:
If you applied and were not eligible, tlease provide reason:
Medicare Medicaid Commercial/Other

insbrance company name
Policy number

Group number
Telephone number

Policy holder's name

Policy holder’s date of birth

Total number in household f{appficant and dependentsy, .~ .
Toial annual nonreimbursed medical expenses: §
Flease iist total current annual household income for each item fisted below. Include ali income of persons living in the
household. Total Annual income: §

Salary/Wages 3 Supplemental Social Securty |3
Pensions 3 Social Security Disabilty Income |$
Social Seourity Retirement % Other S

Patient Authorization i understand that completing this form does not ensure that | will qualify for the Elsal Assistance Program ("Program’). | represent
that the informatian provided in this qualfication fom: is complete and accurate. | agree to notify and shall be respoansible for notifying the Prograr
Adrministrator for the Frogram if | oblain coverage through another source or if  no longer mest the income ofiferia for the Program. | authorize my heatheare
provider to distlose medical inlormation and related information to Eisal Ine., and its affifated companies and subcontractors (collectively *Company™,
inciuding MeKesson Specialty Arizona inc. {the "Program Administrater”) and Express Seripts Specialty Distrbution Services, and [ authorize Company to
obtain and disclese information as deemed necessary fo verify the accuracy and completeness of this application and to provide services avaliable through the
Program. | also authorize Company t release medical information and refated information to the Centers for Medicare and Medieaid Services {"CMS™) for
purposas of administering the Program, | understand that personal identiying information provided on this form will be availatie to Company and ifs agenfs
for the purpose of administering the Program. | understand that Company reserves the right at any time ang withoul nofics 1o me to modily andior discontinue
any or &l of the Program, indluding modification of eligibifity etiteria and immediate tamvination of assistance provided by the Program, 11 decids fo terminate
my authonzation for my health care providers and my insurers to discdose my information to Company, | shall notity Company in wiiting 2 Eisal Assistance
Program, PO Box 29231, Phoenix, AZ 85038 that | no longer provide such authorization which termination shall be effective upon Company's receipt of sush
notificasion. | understand fral | have a right fo obtain a copy of the information my health care providers o insurers have provided 1o Company Upor reguest
to Company. | undersiand that | may decfine fo sign this form and dedline being considered for the Program. | understand that signing this form does nat
affect the way my health care providers or insurer will provide me with their respective senvices.

Signature of Patient or Legal Representative T Dae

Printed Name of Patien! or Printed Name of Legal Representative and Relationship to Patient
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Please complete each seclion o the fullest extent possble. If an ftem does not apply, please note "N/A
Please tax or mail the completed application to:
Eisai Assistance Program
PO Box 26231, Phoenag AZ 85038
Fax: {866) 272-8805 Phone: (866) 613-4724

Patients who qualify for assistance wiil receive {ree product shipped to location of choice.

Flzase attach the patient’s prescription to this application. As part of your patient's slighility, you and/or your patient will b8 asked to
periodically vetify continued use of FRAGMIN and resubmit a cusrent prescription as needed

Physician Name: NP1 Number

Site/Faciiity Name: Contact Name:

Site/Facility Address; City: StatefZIP:

Phane Number: { ) Fax Number: { )

DEA Number; DEA Expiration Date: .
State License: State License Expiration Date:

Name: Ship Attentian:

Ship to Address: City: State/ZIP:
Phone Number: { ) Fax Number: { )

&

Dosage: Patient Weight: kg
Product Requested/Adminisiered

Single-Dose Prefilled Syringes (Packs of 10} #0f packs Multiple-Dose Vials Quantity
[Jo.2 mL (2500 1U/C.2 mi) NDC 62856-0250-10 ___ []3.8 ml (25,000 IU/ml) NDC 62856-0251-01

(o2 mL (5000 1U/0.2 mL) NDC 62856-0800-10 _____ (195 mlL (10,000 Wiml_i NDC 62856-0102-01
0.3 mlL (7500 1U/0.3 mL) NDC 62856-0750-10
11 mL (10,000 1/mly  NDC 82858-0101-10 ____
Clos mi (12,500 UML) NDC 62856-0125-10
[Jos (15,000 Wimly  NDC 62856-0150-10
[Jo.72mL {18,000 l/mLy NDC 62858-0180-10

Physisian Certification;

i certify that the information provided in this appiication is complele and accurate and that the product ordered hereunder is medically indicated for this patient,
{ furitver certity that all units of any product shipped 1o me pursyant to this application will be provided to the sbove-named patient only, for his of her reatment,
and wil not be sold or ctherwise distributed and that no patient or third parly shalt be chargst or such product. Additionally, no units of product will be
submitted for Medicare, Madicaid, or any public or private third party reimbursement, of retumned for eredit. | understand efigibfity under this Program is
subject te Eisal Inc.'s approval and the patient’s contimuing compliance with all eligibility requirements, as set by Elsal Inc. from time 1o tme. | agree to afiow
Eisai, or its authotized agent(s), to review the medical, financial and insurance records for this patient at any time for the purposes of verffying the patient’s
eligibifity status for the Prograr and the pafient’s receipt of any product{s} provided to him or her through the Program.

Physician Signature; _Date:
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Hours: Monday - Friday
Phone: 866-61-EISAl
8:00 a.m. - 8:00 p.m. EST

Eisai Assistance Program for Fragmin
INSURANCE VERIFICATION FORM
Please fax completed form to (866) 272-8805

INSTRUCTIONS |

Fol Insurance Verfication/Pre-Certification
1. Please camnpiete &l secions of the form

2. Eisal Assistance Prgram for Fragmin will respond by fax 1o the piy

PATIENT INFORMATION (please print)
LS. Resident: OQYesQho

Patient Mame: . Date of Binth: i /
State; fiP

siclart's oftie within J business howrs with insurence verificatiar results, o fan request is received hefore 3:30nm ST

Soclal Security #:

Adthess: . Ciy:
Employment Staius; Diple}g&d DUnempi@yed DSeiﬂemy!oyeé DRetésred

INSURANCE INFORMATION (please attach a copy of the front and back of paﬁe;at insurance card, Medicare and/or Medicaid cards)
PRIMARY COVERAGE SECONDARY COVERAGE

Insurance Name: Insurance Hame:

lnsurance Phone #: Insurance Phone #

Policy

Folicy #:

Group #: Growp #:

Policy Helder's Mame:

Folicy Holder's Mame:

Policy Holder's DOB:

Policy Holder's DOR;

Policy Holder's SSH; Policy Holder's SSK:

Ernployer: Employer:

WID's Provider # InNetwork? Y[ JN[] | MD's Provider # In Ketwork? YCN[]
(if applicable}: {circle one) (if applicabley. (cucke one)

PATIENT CONSENT
The bisal Assistance Progiam {“Program” ) sequires us o confirr with you that the patieht’s comsent provides Aurhorization for us b shain and provide itsiane Intonmation and for B5 10 cortat e rsuler and relay patienitd

ielated information, e.g., patient's aame, date of birth, social security rumber, diagrosls, Inssance information, efc, Does your facility have the patient's valid wiitten authosization on fle?
T} Yes i yes noatdiions: authorization 5 needed
necessary for the Program to provide and 0brain infarmation related to this reimbursemest issue,

X

TYNQ  if no, please have the patient sign a valid writlen authorZation So Piat you may diciose i te Frogram infrmation

Signature of Patient or Patient Representative Date

(# signed by representative, explain autherity to act on behalf of patient)  Relationship o Patient
{Please print and ensure all ID #s correspond to the GROUP or PROVIDER)

Office Contact

Printed Marse of Patient OR Legal Representative
PHYSICIAN/FACILITY INFORMATION

Physician Name:

Facility Name:

Addiess: . City: State: Fiit

Phone; | *Dl]]- DDDD Fax: 3 PTAM:

Tax D State License No: KPL
DIAGNOSIS/DRUG INFORMATION (Required)

Diagnosis: __ 1009 Coder ]

Known Allergies? QMo Qves, please spedify:
Fragmin® Dosage: Singie-Dose Prefilled Syringes h&uftiple Dose Vials

[0z w2560 Wio2my 0z mse00 0.2 el [Jodmsoo w3 my [ miioooo ey [J28 71 HDC # 62956-0251-01
(05 mL {12,500 1UimD) CIC6mL{18.000 1L ml) D 173 mi (18,000 Wiml) 3.5 mi {10,000 WUiml} NDC# 62856-0102-01
Prior Therapy: Patient Weight:
PHYSICIAN CERTIFICATION

Please incleate that you agsee o these terms by Signing below. Faile to comply with these terms may rean you ant any patients vou treath il ot be eiigible to participate in the Fisal Assistance Progiam, Your shgnature
onfirms that there i a valld medical need for this patient's prescription.

‘ Physician’s Signature:

t...J 5000 idf'ﬁ_

Date;
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