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AUTHORIZATION TO USE OR DISCLOSE
HEALTH INFORMATION

This document authorizes the disclosure and/or use of individually identifiable health information, set forth below,
consistent with federal law concerning the privacy of such information.

USE AND DISCLOSURE OF HEALTH INFORMATION
| hereby authorize the use or disclosure of my health information as follows:

Persons/organizations authorized to use or disclose the information: My insurer, pharmacist, physician or other health
care provider.

Persons/organizations authorized to receive the information: Teva Pharmaceuticals USA, Inc. (iTEVA)I, McKesson
Specialty (iMcKessoni) and other companies that TEVA uses to administer the TEVA Assistance Program (the
iProgrami.

Purpose of requested use or disclosure; To (1) confirm my eligibility to receive medications under the Program, (2)
faciltate my participation in the Program, and (3) administer the Program.

This Authorization applies to the following information. |Information about my prescribed medications and medical
condition, including prescriptions.

This Authorization may include disclosure of informaticn relating to alcehel and drug abuse, mental health
treatment (except psychotherapy notes), and confidential HIV-related information only if | place my initials on the
appropriate line below. | specifically authorize the release of such information to the persons listed above.

Alcohol/Drug Treatment
Mental Health Information
HIV-Related Information

EXPIRATION

This Authorization expires three (3) years after | cease to participate in the Program.

NOTICE OF RIGHTS AND OTHER INFORMATION

| may refuse to sign this Authorization, but such refusal would cause me to be ineligible to participate in the Program.

| may revoke this Authorization at any time by calling toll-free 877-254-1039 and mailing a written revocation, signed
by me or on my behalf, to an address that will be provided by the telephone representative. My revocation will be
effective upon receipt, but will not be effective to the extent that the requestor or cthers have acted in reliance upon
this Authorization. Revocation of this authorization would cause me to be ineligible for further participation in the
Program.

| understand that once health information about me has been disclosed in reliance upon this Authorization, the
information may no longer be protected by federal privacy laws and may be further disclosed.
| have a right to receive a copy of this Authorization.

Patient Signature Date Relationship (if other than patient)
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