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Phone: 844-NFX-4321 (844-638-4321) @ Fax: 844-232-2618

iT TO 844-232-2618.

oy

Please select ana fulfillment optian to indicate yvour preference.
[ Accredo Health Group Inc. [} AllianceRx Walgreens Pharmacy |_} ASPN Pharmacies, LLC

B (VS Specialty Pharmacy D Center\Well Specialty Pharmacy [:I Magellan Rx Pharmacy

Mate: If the patient’s insurer reruires use of a particular specialty pharmacy. or if it is determined that the spegialty pharmaty selected is not within the
insurer's network, the CSCN will automatically triage the script to the required specialty pharmacy, or to an in-network specialty pharmacy.

i no selection is made, or if multiple specialty pharmacies are selected, the CSCN will triage to an in-network specialty gharmacy, if known.

If unknown, the CSCN will contact your office to obtain the preferred specialty pharmacy.

PATIENT INFORMATION

Last Name: First Name: Mt
Date of Birth: Frimary Language:
Address: City: State: Zip Coda:

Phone: D Home D Cell Email:

Speriat Instructions:

Cuwrant Medications:

I insurance nFormaTion

" PIEASEC

D Patienthes no insurenee and/or does not want insurancs billad. Raguests for Self Pay option availablo at preferred Spsacialty Pharmecy.

Praseription lrup Card Medical insuranca
Plan Name: Pian Name:
Payer Phene: BIN: Payer Phone:
PCN: Poficy & Group #: Palicy #: Growp #:
Palicy Halder tnfermation {If differoni from gatient) Paiicy Holdor infarmaticn {If ditferart fres: pationt)
Hame: Name:
Oate of Birth: Date of Birth:
Employer: Employer:
Relationship to Patiant: Retationship to Patiant:
CUSTORSER SUPPORT CENTER
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| REZATEQN{RE{}UIRED& r‘.f.:'Eres__cfiptinnxl_]tder-"- ha s_'.bee nrequested above)

| understand that int order for Organon LLC, a subsidiary of Organon & Co. {"Organon”} and PharmaCord, LLC {the
company thatwill conduct reimbursemert supporton behalf of Qrganon) to provide me with assistance, PharmaCord,
| 11C and its administrators {collectively, "bharmaCord, LLC”) will need to obtain, review, use, and disclose my
personal heath information reiated to my treatment with NEXPLANON® (stonogestrel implant), information on my
request form, and any prescription for NEXPLANGN {my “PHI"). | authorize my physician, pharmacylies), and my
health plans) to disclose my PHI to PharmaCard, LLC as necessary o complete the insurance investigation process.
| further authorize PharmaCerd, LLC and the Specialty Pharmacies {Accredo Health Group inc., AianceRx Walgreens
Pharmagy, ASPN Pharmacies, LLC, CVS Specialty Pharmacy, CenterWell Specialty Priarmacy, or Magellan RBx
Pharmacy) and their respective affiliates t exchange my PH! to provide support and to disclose the information to
my health plan{s) and their cantractors for the purpose of coordination of benefits, reimbursement sqppqrt,
investigating insurance coverage and coordination of the delivery, recaipt and storage of my prescription medication
for NEXPLANON for the sole purpose of administration fo me by my prescribing provider named above.

| authorize the Specialty Pharmacy and PharmaCord, LLC to use my PHI to contact me via mail, telephone, text, or
email in connection with information related to this Enroliment Form. If contacted by the Specialty Pharmacy and/or
PhatmaCord, LLC via text, | understand that standard data rates apply. in order for the Specialty Pharmacy 1o ship
my presciption medication for NEXPLANON directly to my prescribing provider, | authorize the Specialty Pharmacy
10 communicate with my prescribing provider about my PHI in order to coordinate the delivery, receipt, and storage
of my prescription medication for NEXPLANGN for the sole purpose of administration of rmy prescribing provider at
my next scheduled appointment. If there is @ $0 co-pay, my signature below serves as my consent for the Specialty
Pharmacy to ship my prescription medication to my prescribing provider. | understand that my PHI disclosed pursuant
to this Authorization may no fonger be protected by cartain federal privacy laws and may be re-disclosed by the
racipient, but that PharmaCord, LLC has agreed to use my PHi only for the purposes described herein.

| understand that if | do not sign this Authorization, that will not affect my receipt of treatment {including with
NEXPLANON) or of health insurance benefits, but that | will not be able to obtain certain assistance provided by
PharmaCord, LLC on behaif of Organon. | understand that i may cance! this Authorization at any time by mailing a
written request for such cancellation to CSCN, PO Box 1568, Jeffersonvilie, IN 47131. 1 understand that canceling
my Authorization will not affect uses and disclosures of PHI already made in refiance on the Authorization before
my cancellation is received by PharmaCord, LLC.

¥ 1 do not cancel this Authorization, the Authorization will expire 15 months from the date of signature {or the
maximum period allowed by applicable state faw, i |ess than 15 months). Organon has retained PharmaCord, LLC
and the Specialty Pharmacies to provide support to ustomers, including reimbursement support. Information and
questions rélated to the information provided in regard to this request shauld be referred directly to PharmaCord,
L1C. Organon personne! are not aware of patient-specific reimbursement information and are not permitted to
discuss such informaticn with customers. | have read this document or have had it explained to me. | understand
that | may request a copy of this Autharization once it has been signed.
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Pafient Signature: Date: .

Patiznt NMame:

Patient Date of Birth:

Reletionship to patient it signing oa thelr behaif:

I you have guesiions about completing this form of need additional information, please el
B44-NEX-8321 (844-539-4321). Thank you.

SUSTORGER SUPPORT CEMTER
PHOME: 844-NEX-232¢ (044-639-4321) » FAX: 944-232-2618 2/3



