Rayer Women's HeathCare Support Specialty
Pharmacy Prescriplion Reguest Form

; - e 1
I e ]
Hours of Opseratio

Specialty Phavmacy

730 A - 9:00 PM ET

O oySERETl LS GantinentaiSh (866) 2161681 (866) 638-8312

0 GVS Specialty (in Uiawail-Neighbar [stands) (877) 232-5485 (600} 896-1464 B:00 aut - 6:00 Pt HT

01 €V Speialty {in Hawail-Oahu) (877) 232-5455 (808) 254-2727 8:00 an - 6:00 P HT
2:00 am - £:00 Pt ET

T AlllanceRx Walgreens Prime”
O Humana Specialty Pharmacy™
1 Magetlan Rx Specialty Pharmacy

(@00} 830-5292
(B77) 406-7940
(966} 364-2673

(877) 686-4633
(800) 486-2668
{966) 554-2673

2:00 am - 8:00 PM ET
8:00 an - 7:00 PM ET

“nciudes Tricare East  *‘lncludes Tricare West

TR T o

Last Name: )

Address: ity APCode: . ———
Phane: Alternate Phane: Gender: ____ _ ————

P
cy will ship upan verifisation of benefits and collection of applicarie co-
t contact praseriber before shipping.

s

By subimitiing this prescriptian reguest form, prescber and patient ars avsare that the Speclalty Pharma pay. If there Is a zero-dallar

-y, patlert iy nat he contasted, The sSpeclalty Pharmzcy wlll ghip to prascriber's office, and will no

Other (List }CD-100
$16: To he ngerted of 2 time soriber,

Route intrauterine

ou:an'iity: 1

» Date of last Imenses:

« List Allergies: .

s Raguested Date of Dellvery:

o Scheduled Insertion Date:

« Product Substitution Parmitker:i (Signatura) Date

Digpense 23 Wiitfen {Signature) Brate
0 t have previaustly received an IUS Educational Kit
O 1 would ke o receive an IUS Educational Kt
« For ARNE NP, and PA, eollabarative physician

agreement is with:

R R

Prescriber Name {Last, First):
Qifice Gontact:

Address:

Graup or Hospital:

If covered through Buy and Bill, Physician O will actcept

Please see Important Safaty Information for Kyleena, iirena ar Skylaon third page an

T

S .,
A "% Bayar, lhe Bayar ciugs, [yleena, irena and Skyla
%ﬁ}:{E R} aramgistered tragemarks of Bayer.

Other (List 1GD-10F
516G To be insgtted gha thime by piesgriber.

Route Intrauterine

Quiantity 1

s Date of last menses:____— — — —————
« List Allergles:
» Requasted Date of Dellvery: .

» Scheduled Insertlon Date:

+ Product Substitution Pamitted (Signature] Dats

e ——

Dispense as Written {Signature) Date

————— e e A it

[ | have previousky received an 1US Educational Kit
0 1 waould like to recetve an 1US Educational Kit
o For ARNE, NP, and PA, collaborative physician

agresment s with:

Buy and Bill covérage.

- ﬁ ‘,‘# & 2070 Bayer. All tights rasarved. Oalobar 2018 MAG-PRWHG-IUS-US-0071-T.

Title {please check ong) WD O DC QNP QPA
Fax:
Stata:

i

Other (List 1IG0-10

S1G: To be insert o one time by seHDet,

Route intrauterine

Curantity: 1

» Date of last menses:

» Lisgt Allergies: e
« Requested Date of Dalivery: I
a Scheduled Insertion Date:

= Product Substitution Permitted (Signature) Date

e
Dispense as Written {signadure) Date

01 | have previatsty received an IS Educational Kit
3 P would like 1o receive an U8 Educational Kit
» For ABNP WP, and PA, collahorative physician

agreement is withe _ - ————

al

DEA#: _,

Ship to address if diffsrent from above: ' ) e —————
Physician Medicaid #: License #: Nef# e —

o accompanying full Prascribing Infarmation for Kyleena, Mirena and Skyla.

wyr WHCSuUppart.com

ZPGede: . ————



Plaaze ooy and attach the frant and hack of raedical and pragseription insurance cards - Send witls request]

Patient has no insurance and/cr does not want insurance billed. Request seif-pay option &

Prascription Insurance:

Phane: Glhone _
Subsocriber 4 Group ¥ . FW "’jﬁﬂw ?

Policy Molder information fit different from patient)

Employer: '

Namie:

Ralation to Patisht:

PLEASE FAY, THE PRESCRIPTION REQUEST FORM, INCLUDING THE SIGNED PAﬂﬁNT AUTHORIZATION SECT! 1M ON PAGE 4.

Plaase see lmportant Safety Information for Kyleena, Mirgna of Skylz on third page and aceompanying

o

Rt pEEnty
|

fuil Prescribing Informatian for Kyleena,

RS e
. r, @%ﬁﬁiﬁﬁﬁ%‘?gﬂmﬁm!mumm i

W@@Jﬁ:@f@ﬂ:@?_/——”’—

Policy Holder nformation (if different from patient)

CERBSe e

Mirena and Skyia.

The Specialty Phavmacy Program prescription process . :
To ordar Kyleena, Mirena or Skyla, complete the Specialty Pharmady Presoription Fliaquest Form as follows:
1. Select Specially Pharmacy. !
2. Enter the paiient and prestriber information inthe space provided an the Specialt
and medical insurance informatian. '
. Pjaase snsure that all information is complete i
« Includas copies of the pallent's pharmacy penefit and madlcal msurance cards
« Mreseriberinformation (complete {his {nformation and then photacopy the form for futurs use)
3. Complate the presciiplion saclion,
« indicate if Kyleena, Mirana or Skyla, wili be administered
s |ndicate appropiale diagnosis code '
a Sign the presaription
« For ARNF NP, and PA, identify who your collaborativa
4. Have the patient read and sign the
5. Finalize the prescriplion request and prepare for your patient's Kyteena, Mirsna or Skyla insertion.
a. Fax the omplated Prescription
Hawaii-Nelghhor Islands -B77-252-5455; Hawai-Oahu 1-B08-264-4445), AlianceHx Walgreens Prime
Fharmacy (Tricare West) 1-877-405-7940, or Magellan Rx Specialy Pha:rmacy 1-866-364-2673.
For questions calt 1-866-638-8312 for CVS Speciaily inthe
1-477-636-4633 for AllianceFx Walgraens Priime (Tricare East),
Magellan Rx Speclalty Pharmacy.
b. Bill the patient's inswranca for the procedure and your custormary professional services charges only.
Ta find out more about the Specialty Pharmacy Program o to request prascriplion farms, corntact your Bayer Sa
mare infatrnaton.

agreerent is with if requested to write prescriptions in yaur state

1-800-486-2668 for Hurmana Specialty

e A R G (866) 216-1681
0O VS Specialty (n Hawaii-Neighbor lslands) {B77) 232-5455
0 CVS Specialty {in Hawai-Oahu) (877) 232-5455

(866) 638-6312
{800} 896-1464
(808) 254-2727

y Pharmacy Proscription Request Form, includin

Farm, including the Patiant Authorization section, i pither CVS Specialty {Gontinental U )
fTricare East) 1-800-830-5282, Humana Speacially

Continental US, {-800-896-1484 in Hawail-Meighbor Istands,
Pharmacy (Tricare West); and

g the patient's pharmacy drug banefil

Patient Autiorization section of the form and faxittothe appropriate SP with the SP request farm.

5 1-866-216-1681;

and 1-877-252-5455In Hawaii-Oahu;
1-866-554-2673 far

les Consultant ar visii our wepsite at WWW.WhESUPpOrL.eam for

1
S

a2 R e il
Hours of Operalion

7:30 s - 300 Pt ET

5:00 M - G:00 P HT

A:00 At - B:00 PM HT

8:00 A - 8:00 pa ET'

[1 AllianceRx Walgreens Prime* {B00) 830-5292 {877) 686-4633
0 Hurrana Specialty Pharmacy™ (877) 405-7940 (800} 486-2668 8:00 A - 8:00 pua ET.

0 Magellan Rx Specialty Phammacy (866) 364-2673 (866 £54-2673

eiudss Tricare East  “Includes Tricare West

Please see lmportant Safety Information for Kylegna, Mirena or Skyla on third page a

i

B,
LY Bayar, he Bayer cross, ifyloona, Mirena and Skyla
RB J\EER are rogistated Irademarka of Bayer.
S '3,.‘ 52019 Bayer. Al fights reserved. Oolabar 2019, MAC-PF-WHGIUS-US-DO?‘l -1.

S, F

3:00 aa - 7:00 PM ET

nd accampanying full Prescribing Infarmation for Kyleena, Mirena and Shkyla.

www. WHCSupport.com
2



oy ! TR
R T
R i
| authorize the use andfor disclostire of my private health information, deseribed below, which may inciud
Insuranca Portability and Accountability Acl of 1996 {as amended, "HIPA&). In genaral terms, | understand that Pretected
or thal could reasonably be used o identify me. { understand ihat this authoization js voluntary.
j authotize my healthcare providers, inciuding my physicians, pharmacies, and my healih plan insurers o share my ] o B ¥ sales of
medica) diagnosis, treatingnt, and Insurance information with Bayer and its agents and conlragtors. These agents inciude a company T_hr’ﬂ provides reporis 1o ai{g on s
Hyleena®, Mirena® and Skyla® and a company that pravides quality conitrol and checks the acouracy of reports on sales of Kyleena, Mirena of Skyla {coliectively "Bayer _}.
| understand that certain heallhcare providers, such as my pharmacies, gy Teceive payment from Bayer i1 connection wilh the disclosure of ry BHI as described it this
authotizalion. .
| ajlow he use of my PHI and the sharing of my PHI {0 1y communigate with me, rmy healthears praviders, and heallh plans about Imy madicgl care, m::lgfhng llr.s-lalmen:‘ v}zlllh ]
Kyleena, hirena or Sleyla; 2) provide information on caverage and reimburseient of Kyleena, Mirena ot Skyla to me and my 11galthcar§ providers; 3) fagilitate returns of Kyleena,
Mirena ot Skyla; 4) be used for saies pUIpeses, including to evaiuate healthcare provider prescribing patterns; and 5) comply with applicable taw.
1 undarstand What any personal information provided on lhis form vili not be used for any purposes other than those described ahove uniass | give
or permilizd under the law, and my name and all alhar tdentifylng information Ia removed.
Thig atihorization will remain i effect for 1 year after the date \ sign it and will axpire after h
earlier by sending a wrilten reques to Bayar Healthcars Pharmaceuticals, Atin; Medica! Communications, 100 Bayer Boulevard, Whippany, NJ 07681 {Fax# 9?3‘305-351‘160){ except
to e extent my healthcare provider of health plan has takan action in reliance on My authorizatlon. | understand ihat if | revoka this a_uthonza‘uon, jt will not havg r?fny effec ?tnh
any acilons my healthcare providers or rmy health plan may have taken before receiving the revoeation, and will not aifect Bayer's abliity lo use and disclnse any | grimation 1t has
already recsived,
| also underatand that parsons oF entiies that recelve my PHI under {his authorization may net pe required by privacy jaws (such as the HIPAA
information and may share it with others without my permission, if permiited by \aws applicable to them,
1 may refuse to sign this form, and refusal will not affect my treatment, payment for, treatment, enrallment in a health plan, o gligibility for penefits.,
| have read Lhis entire authorization andfor had its contents read to me. 1 have had an opportunity to ask guestions abr_Jut the uses and disclosures of PH! described above, and al
of tny questions have been answerad to my satisiaclton. | authatize the use and disclosure of my information as described In this form. | understand thal
1 am entitled o receive a signed copy of ihis authorization. ’ '

il u

RSt e @w%;ﬁ e
st St L_ll_ Ll L1 ¢ I
T . i

' o “Protectad Health Information” ar “BHI" as defined by the He_alth y
Haalth Information 1s health information that identifies ma

name, address, and phone number alang with my pmscrip'tinn,

wrilten consent, o i is required

1 year unless | revioke 1t prior to 1his fime. [ can withdraw {ie, take pack) this authorization

Privacy Rule) to pratect the

[Dats:)

T e '; et

tf signed by the Indlvidual's representative, a description of the representative’s relationship to the individual and such person’s suthority to act for the Individual

{eg, parent, guardian, etc)

PLEASE FAX THE PRESCRIPTION REQUEST FORM, INCLUDING THE SIGNED PATIENT AUTHORIZATION SECTION ONTHIS PAGE.
Kyleena, Mirena or Skyla on thi:rd page and accompanying full Presctibing Infarmatlon for Kyleena, Mirenz and Skyla.

Piease see Important Safety Informatian for

[ are rogistered trademarls of Bayst

o

£ A Bayer, Lho Bayet ¢ ! ’

"EA;§ yer, tho Bayet tloss, Kylaena, Wirena and Skyla . waww.WHCSupport.com
i Em" B2019 Bayer, Alrights reservad. Oclober 2019, MAG-PF-WHG-10S-US-0071-1. I 4



