
1. REQUESTED PATIENT SUPPORT (check all boxes that apply)

 1.1 Benefit Investigation: Check this box to find out  
 about your patient’s eligibility for EUSA medication.

1.2 Co-pay Support: Check this box if you want to find out 
about your patient’s eligibility for co-pay support.

1.3 Patient Assistance Program (PAP): Check this box to find 
out what affordability assistance might be available for your 
patient.

2. PATIENT INFORMATION

 2. Patient Information: Kindly provide all the details   
 requested in this section.

3. INSURANCE INFORMATION

3. Check here if you are attaching a copy: Remember to 
check the first box in section 3, if you are attaching a copy of 
the front and back of your patient’s insurance card. 

3.1 Insurance Information: If you are attaching the copies of 
your patient’s insurance card, you don’t have to fill out this 
section. Otherwise, provide all the requested information.  

4. PRESCRIBER INFORMATION

4. Prescriber Information: Please provide your prescriber 
information.

5-6. DIAGNOSIS, CLINICAL, AND PRESCRIPTION INFORMATION

5-6. Diagnosis, Clinical, and Prescription Information: Make 
sure all the information in sections 5 and 6 match your 
patient’s diagnosis, clinical, and prescription information 
accurately. Any incorrect information will delay the approval 
of their medication. 

X. PRESCRIBER SIGNATURE

X. Prescriber Signature: The prescriber should sign here in 
ink. No stamps allowed.



X. PATIENT SIGNATURE

X. Signature Required: The patient or the authorized 
patient representative must sign here. The required 
patient information should also be filled out.

FAX NUMBER:

1-888-223-1746   
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