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Gelnique™ (oxybutynin chioride) PATIENT ASSISTANCE APPLICATION
P.O. Box 1265, San Bruno, CA 94066
PHONE: 1-866-303-7060 FAX: 1-877-717-7721
Hours of Operation: Monday through Friday between the hours of 9 AM to 5 PM (EST)
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Address
City: State: Zip:
Phone: Fax (if available):
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Household Size: Annual Income:
PRESCRIBING PHYSICIAN (shipment will be made to presctibing physician)
Name:
NPT #: State License #:
Address
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Phone: Fax
Site Name:
Office Contact
Patient Ulagﬂosls. DDVD.bl(Hypertonicity of bladder) [] 788.31 (Utge incontinence)
[ 788.33 (Mixed incontinence urge and stress) [] 788.41 (Utinary frequency) [JOther

Physician Consent: By signing below, I attest that the information on this form is correct and complete to the best of my knowledge.
To the best of my knowledge, this patient does not have prescription drug caverage (including Medicaid, county funded assistance or
other public programs) for Gelnique™. No claim may be made to any third party payer for payment, nor may any patient be charged, for
produer provided under the program. Tunderstand that these goods may not be sold or ttaded and may not be rerurned for credir. Tf the
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signature confirms that there is a valid medical need for this patient’s prescription and the information submitted upon this application is

accurate.

If the phusician's State I ivense nuwmber is registered to an address different from the physician’s shipping address, please check bere [N ang sion bedow fo give
consent to ship to the address listed on the forsm.

Physician Signature: Date:
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authotize the Gelnique ™ Patient Assistance Program to obtain infotmation from my physician, insurance company, and other soutces
as deemed necessaty ro ensure the acouracy and complereness of understmanding my coverage for Gelnique ™. T understand my
informaton will be used solely for the putposes of eligibility for the Gelnique ™ Patient Assistance Program aad will not be shared for
any othet putposes except whete disclosute is tequited by law. I uaderstand that information will be shated with my physician and agents
of Watson who administer the Gelaique ™ DPaticat Assistance Drogram for trcatment putposcs. I also understand that Watson has the
right to modify or discontinue the program without priot notification. This consent will last for one year from date of signing.

Patient’s Signature: Date




	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Text25: 
	Text26: 
	Text27: 
	Button28: 
	Check Box29: Off
	Check Box30: Off
	Button31: 


