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"~ TvL AN/UDL PATIENT ASSISTANCE PROGRAM

POLICIES AND PROCEDURES

The Mylan/UDL Patient Assistance Program is a voluntary public service program, which will provide medication
Io patient in need of assistance. This program will be administered through a Clozapine Prescripiion Actess
Systemn ™ registered pharmacy. To be eligible for this program, a patient must meet the following criteria:

e The physician feels the patisnt is indigent and/or in need of patient assistance (By fitling out and
signing the request fora the physician is requesting assistance for their patient and assures thal
their patient is financially unable to pay for Clozapine.)

o The pharmacy, patient, and physician must all be repistered with the Clozapine Preseription
Access System ™™,

» The patient is a resident of the United States,

» A physician must complete the “Eligibility Request Form” in its entirety.

v The application must be completed with a physician’s and pharmacist’s signature.

N ONE CAN ACCEPT DELIVERY OF CLOZAPINE WITHOUT APPROPRIATE

REGISTRATION WITH THE
Clozaping Preseription Access System tar

To Repister Call 800-843-9915, or visit our \\‘#bsim at www.mylan-clozapine.com

All completed forms for Patient Assistance Program products should be mailed or faxed to:

Mylan Clozapine Patient Assistance Program
P.O. Box 4310

Morgantown, WV 26504-1310

Phone: (888) 823-7835

Fax: (877) 835-4329

Mylan will verify all requests and send the medication directly 10 the appropriate pharmacist for patients approved
under the Parient Assistance Program. Quantities sent will be 3 months of therapy.
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Mylan Clozapine Tablets will be distributed in stock bottles of 100,
UDL Clozapine Tablets will be distributed in unit dose packages of 100,

Patient Specific White Blood Cell (WEC) Count

Clozapine is an atypical antipsychotic drug indicated for the management of severely ill schizophrenic patisnts who
fail to respond adequately to at least rwo standard antinsychotic drugs. Because of the rick of agrarmlocytosis and
granulocytopenia associated with the use of Clozapine, drug dizpensing will be contingent tupon receipt of White
Blood Cell (WBC) count test results, Drug provided through the Patient Assistance Program must be shipped 1o and
stored at the Clozapine Prescription Access Systern ™ registered pharmacy designared in Section //e of the
Eljgibility Reguest Form. Medication will be dispensed 1o the patient in the prescribed smounts either weekly or bi
weekly pursuant to the oroduct labeling and Clozapine Prescription Accsss System ™.

Mylan/Benck/UD) reserves the Hght to dizcontinue the program at any time.
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Mylaw/UDL PATIENT ASSISTANCE PROGRAM

Reset Form

L FPRODUCT REGUESTED:

Bottle 100 Unit Dose Dozage Sig.

Clozapine Tableis 25mg !:] D l ] i I

Clozapine Tablets 100mg 1 [ ] L |- |

A MAXIMEM 3-MONTH SUPPLY WILL BE SHIPFED TO THE PHARMACY DESIGNATED IN [7C.

To be efigible for Mylan®s program, # patient cannot exeeed the following criteria:
» MUST PROVIDE PROOF OF INCOME
Family of 1=813,110; 2= §16,875 3=%21,225 4=%25725 Number of dependents
a Pravide verification of income with a federa] tax form, copy of the paticnts’ Social Security form/chzck, pay stub, ete.
» Provide verification that alternate pharmaceutical coverage was denied,

» 1 request the following medication for this patient and certify that this patient meets the criteria outlined. 1 understand that this
medication will be sent to the pharmacy listed below for dispensing ro the patient.

Physician Signature: _ ) Date: / /

3  Tacknowledge thet product should be dispensed free of eharge to the patient identified below. Product will be dispensed only to the
patient Histed on this application. I certify that if this patient discontinues therapy of The Mylan Brand of Clozaping, I will contact
customer service at 1-885-823-7835 to arrange a return of any unused product.

Pharmacist Signature: Dats: / /
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IfA.  PHYSICIAN INFORMATION: (Please print)

Physicizn Name: ___ Oifire Contact:

Street Address:

City: State: Zip:
State License Number: Expiration Date:

Telephone Number; ( )] Fax Mumber: ( )
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IIB.  PATIENT INFORMATION: (Please print)

Patient Initials: Date of Birth: Patient's Secial Security Number:

Fatient Diagnosis or DRG Code:

Application for Alternate Pharmaceutics] Care: DYES DND Date of Application

Type of Care Applied for: D Medicaid D Medicare D Veteran’s Benefits D Other

s Tezenn Caverace was Denied— e e

*#***¢***##¢$****$$w*¢#*¢#**#**¢¢***#$*w¢¢¢¢*#**#*w*****#***********w#*##$$$¥;$$$$*$##****
IC  PHARMACY INFORMATION: (Please priny)

Pharmacist Name (Contact Pharmacist for Clozapine Issues):

Pharmacy Name:

Street Address:

City: Stares Zipe
State License Number: __ Expiration Date:

Telephone Numbet ( } Fax Nuember { 1

To recelve medication through Mylan Pharmaceuticals Patient Acssistanee Program, this form must be fillad out in its entirety, An
incomplete request will resultin a delay in processing this request, and Wil be returnsd for cempletion.

TO ORDRER: Muil or fax thiz form to: Mylan Clozapine Patient Assistance Program
P.0. Box 4310 For Internal Use Only
Morgantown, WV 26504-1310 CPAS Registered?
Phone: (388) B23-7835 _ Yes No
Fax: {877} 835-4329 Initials:_
Mylen/Bertl/UDL reserves the right to discontinne the program at any time. Dae:  /J /.
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