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MILLENNIUM" VELCADE REIMBURSEMENT ASSISTANCE PRDGRAM

THE TASEDS ONGOALOGY COMPANY

l’lc:m: cnmplctc the 1nfc>r~mnnm1 below md I'ax 1o the \' L1LCADE Rtl!ﬂbuf‘“:ﬂ“-“‘ Assistance P"“.l"”"‘ a (E-OO) 891-9843 or ""'“] to PO Box 221087 Charlatte,
- NC 28202-1087." Questions regarding this npphcmon may be-addreised to lhc \’I"l (".'\Dl" Rﬂmbummmf Axsisrance l’fﬂPﬂm at (366) 835.223%

chuesu,d Program Scmcc O Puncm Assistance Pruzrum Entollment O Tasursnce Vcnﬂcatmn ‘ D Both

“Patient Infgn‘ndhqy,

l‘am.-nt MName

Have you ever applied for Medicaid? [Yes  DNo
If 0oy, please explain; :

16Yes and your application was zejected, explin reuson for rejection,

Date of Bithi. SSN;

Mnil.ing Address: : . : . —
Cit)':.". . . - Stater :"-Ipq‘ o
. Tck'phunc ‘

Insurance Infoomation

Do you have any type of health i mm.:r.mc:. mgluding pubhc programs such
“as.Medicare, Medicaid, or any orher aamt:mcc 1::11:-511|r|'-'*b P Yes TNa
(If)u please complute hck:w) :

anary Insurv..r.

' Polxcy lIuld:.r Namc

‘l‘uhcy ll) #Ho : Ciroup #:

“I'elephione: ‘ - Date of Birth

. Sgcqﬁdary iﬁshr&ﬁ

Pulicy ‘|"Iuldi;“|{ Name; l

(To be completed for pam-.m assistance apphcanons oﬂly)

Currcn: annual hous«.hold inggme $

Number of dc.*pmdmtﬁ thhm household (mcludc nppllcnnt)

i

Sburce of Income: . [J antsl o F:u-m]y O Public’ f\SSisrnncc 0 881/85D1

O Other (Plense explain):

*Income documnentation . will ‘he nquiréd in. prder. to | asscss Patent
- Assiztance Program cligibility (e, Previews’ Year Tederal Tax Retum, W32
FFarm, Check Smub (3 months), ete)

Patignt Declaragion

Fnancial Stagemengs T egriafy that the informarion I'!I'n\".ldl.d in this ﬂ.mﬂ i3 cmrcct Rnd
\:nmplq_tq_ Il needed, Millgnniom PPharmaceutieals, Ine. (Mthe Company™) and ' the
pationt assistanee progeam ("the Program®™) may request wnd obtain information about
.y or my family's income o cnzell me in the l’rrsgr'lm I understand that.T will need to

. n:npply 1o this Program ncry twe1ve monthx.

J

= Sharngr 3 on; ‘o l;qmﬁrm that I quuliry fl:n' the
ngmm, mmy doctar muy give 2 epresentative of the Troyram informarion about my
health. My imsurer and employer may give ‘the: Program information about my
insurance. People who work for and with the Company may see my health and

insuranee informarion and the information on this form, bt they may wse it only for |

thix Fragram. The Program will make cvery effort to keep my information eonfidential, *
but ifit is accidenrally dirclosed, federal privacy Lows will nor prorecc ity

"This permission will last for one year from the dme 1 apply ta'the Program. IfI chanpc
my mind before one year has passed, T can call the Progran’s 1oll- free phone number
‘and tell them that I have decided w leave the Program. [ can also inform my dector, '
inzurer, or employer in wating that T do notwant them 1o give the I’mgrnrn any mere
- infprmation. | knew that thiz mexina T may o longer be able to receive weittance fromm’

", the Peopram. 1 also understand that the Company bas the ﬂghr to chﬂn[.,c nr L!'ld the

- I'rogram without pdor notificaton o me.

"1 understand thar 1 may rcfusc to fign this furm and thal dump H \VLH L 'Rfﬁ‘ct my
doctors trem‘mq:nt of me or my chp;lbslu} for insurance benefits.

Pavcar or chrcacnmm"e Sigmature:
(If sipned by representative, nplam\ wuthemty 1o acr For the patient)

Patieny Clinical Information. o Palicy IF#____ " Group #:
" Patient Diagrios Telephone: , ‘ DatcofBich
‘l(‘D-g Code 1£ applicable, pheast inelude the phyz.:ln:m s payer-spedific provider -
- Previous Theapies: ‘numbcr

— — ‘ ; Hax coverage Fo: VELCALE rhcmpy ‘been specifically demiel?
Site of Service: 11 Physicians Office (3 Hospital Outpadent Clinic . No O Yes {Mease explaind:

. O Hospita). Inparient, ' oo

Paticnt Financial Information hysicia

Physician Mame:

Site Mame:

Street Address:
("u'y' l : : l Sraeer 7IP: _
'Office Contact ______ Pax: ‘
l’hqu ‘ Best Time to Call:
NPI#__ ‘ |
Tax 1D #:

State License # . Fxpiration [are
Shipment Addres f different from above)
Ly L S AP

} l"h) witian S;p-naturc'

~ Provider Declaration

To the best of my knowledge, this pnumt dorcs nor have any drug covenye (including
private insuranee, Medicare, Medicaid, county funded awdstunee, or other public
progran) for VELCADLS (borteznmil) for mjection,

. Mo claim may be made to 'un)," third pnrrylpnyer for puyment of product pravided

under the Mrogram. Produet provided wnder the Program must only be'wied [or the

" approved patient and may not be sold, traded or returned for eredit, ‘The VELCADR

Reimbumsement Assistanee Progzam requests that ph}}-:c:ans doy not churye 1he patent

* fur thoge professional services Mmcmtcd with this regrimuen that ase w0t govered by the

patient’s health ingurer.

" Please. indizte rhnt you agrf.c 10 these :trma by signing ‘bcl'ow Failure to eomply with====""" -

these wems may mean you {and any patents you treat} will ne longer be cligitle o
participate in the VELCADE Reimbursement Assistance Program. Your mgmlurt
conﬂr‘ma that there s a \1|:d medicat need Fos this patent’s prescipron,

P‘hysl(‘.mn Mame ()"nnr) ' Drane;

© Ndme_ L e Daw R

TOTAL P.OOZ
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