PALIENT INFUKIVIATIUN SECTIUN |

Nexplanon Enrollment Form

(etonogestrel implant) 68mg
Radiopaque

Phone: B44-NEX-4321 (844-639-4321) e Fax: 844-232-2618

[ Patient Benefit Investigation [ Presription Order

Please select ane fulfillment option to indicate your preference. Note that some insurers may require use of a particular specialty pharmacy.
(] Accredo Pharmacy D AlfianceRx Walgreens Prime D ASPN Pharmacies, LLC [ cigna Spscialty Pharmacy Services

CI CVS Health Pharmacy [_:] Humana Specialty Pharmacy U Magellan Rx Pharmacy

[PATIENT INFORMATION
Last Name: First Name: [ —
Bate of Birth: Primary Language:
Address: City: State: 2ip Coda:
Phone: D Home D Cell  Email:

Special Instructions.

Current Medicati

[INSURANCE INFORMATION

D Patient has no insurance and/for does not want insurance billed, Requests for Sell Pay option svailable at preferred Specialty Pharmacy,

Prascription Drug Card Madical Insurance
Plan Name: Plan Name:
Payer Phone:, Bliv: Payer Phane:
PCN: Policy #: Group#: Policy #: Group #;
Pulicy Holder lnformation (if diffarent from patient) Policy Holder nformation (if differsnt from patiant)
Name: Name:
Date of Birth: Dats of Birth:
Emplayer: Emplayes:
ip to Patient: : fonship to Patient:

[PATIENT AUTHORIZATION {REQUIRED if “Prescription Order” has been requested ahove)

| understand that in order for Merck Sharp & Dohme BV, a subsidiary of Merck & Co., Inc., and Lash {the
company that will conduct reimbursemant services on behalf of Merck) to provide me with assistance,
Lash and its administrators {collectively, “Lash”} will need to obtain, review, use, and disclose my
personal health information related to my treatment with NEXPLANON, information on my request form,
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* CFAHENT INFURKIVIATIUN SECTIUN

Patient name:

[PATIENT AUTHORIZATION (continued)

and any prescription for NEXPLANON® (gtonogestrel implant) (my “PHI"). | authorize my physician,
pharmacy(ies), and my health plan{s) to disclose my PHI to Lash as necessary to complete the insurance
investigation process. | further authorize Lash and the Specialty Pharmacies {Accredo Pharmacy,
AllianceRx Walgreens Prime, ASPN Pharmacies, LLC, Cigna Specialty Pharmacy Services, CVS Heaith
Pharmacy, Humana Specialty Pharmacy, or Magellan Rx Pharmacy) and their respective affiliates to
exchange my PHI to provide support and to disclose the information to my health planis) and their
contractors for the purpose of coordination of benefits, reimbursement support, investigating insurance
coverage and coordination of the delivery, receipt and storage of my prescription medication for
NEXPLANON for the sole purpose of administration to me by my prescribing provider named abave.

| autharize the Specialty Pharmacy to use my PRI to contact me via mail, telephone, text, or email in
connection with information relfated to this Enrollment Farm., In order for the Specialty Pharmacy to ship
my prescription medication for NEXPLANON directly to my prascribing provider, | authorize the Specialty
Pharmacy to communicate with my prescribing provider about my PHI in order to coordinate the delivery,
receipt, and storage of my prescription medication for NEXPLANON for the sole purpose of
administration of my prescribing provider at my next scheduled appointment. | understand that my PHI
disclosed pursuant to this Authorization may no longer be protected by certain federal privacy laws and
may be re-disclosed by the recipient, but that Lash 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 Lash on behalf of Merck. | understand that | may cancel this Autharization at any time by
mailing a written request for such cancellation to Lash, PO Box 741, Monroeville, PA, 15146-0741. 1
understand that canceling my Authorization will not affect uses and disclosures of PH| already made in
reliance on the Authorization before my cancellation is received by Lash.

If | do not cancel this Authorization, the Authorization will expire 12 months from the date signed below.
Merck has retained Lash and the Specialty Pharmacies to provide support to customers, including
reimbursement support. Information and questions related to the information provided in regard to this
request should be referred directly to Lash. Merck personnel are not aware of patient-specific
reimbursement information and are not permitted to discuss such information with customers. I 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.

Patient Signature: Date:
Print Name: Date:
Relationship to patient if signing on their behalf: Date:

If you have questions ahout completing this form or need additional information, please call
844-NEX-4321 (844-639-4321). Thank you.
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PHESCRIBEHR INFUKMAIIUN SECHIUN |

Patient name:

Dispense: 1 E] Rx NEXPLANON® (etonogastrel Emplant} 66 myg Days supplied: 3 _ye

ars Refills: 0, Allergies:

FTeuTaine

Rt 2 2y

81G: To be [nserted one time by prescriber subdermally Dats of Last Menses:
Anlicipated loseriion Date:
Produet Substitution Permitted [Signature) Dals Dispense as Written (Signature) Date

gPRESCR!BER INFORMATION {prescriber or collaborative physician must be trained on NEXPLANON)

Name:
Practice Name:
Office Contact: Phana: Fax;
Address: City;
State: 2ip Code: Taxi0#: State Medical License F-
NPl Contact Prafersnce: D Phons D Fax
Please indicate the diagnosis code(s): D 230017 D 23046 D Other:
For ARNF, NP & PA, and uther, physician s with; NPI#: Date:
g PRESCRIBER AUTHORIZATION
FUST CONTAIN ORIGINAL SIGNATURE
« This raquest has besn prepared exclusively by the physician er physician office identified In this in my state. By submitting this (I Form, } am awsre that for assignment

raquest{“my Practice™},

* My Practice has oblained written authorization from the patient identified in this request to
disclose the patient’s personal heallh information {PHI), inchuding information refating tathe
palient’s medical condition and praseription medications and the information disclosed in this
Enrollment Form, as well as the information included in this request, to the Customer Support
Centar for NEXPLANON ["CSCN"). sponsared by Merck Sharp & Dohme Corp. {"Merck*},a
subsidiary of Merck & Co., Ine,, the administratars of the Pragram, including their contractors or
ather affifiates, and for the CSCN 10 use and disclosa the information for the purposes of
benefits nvestigation and reimbursement support,

» My Practica has providad the patient identified in this request with the notices necessary 1o
compfy with afl federal and state laws and regulations relating to medical and/or health privacy,
including, but ot fimitad to, the HIPAA Privacy Rule, codified at 45 C.F.A. Parts 160 and 164, a5
amended from time to time.

* [f my patient s a minor, | cortify that aither 1} this patient’s parent or guardian has consented to
tha pationt’s treatment with NEXPLANON (a5 allowable under the law of the state in which§
practice]. of 2) I, of a physician in my Practice, have dstermined that this patient has the
capacity to consent to treatmens with NEXPLANON under the faw of ths state inwhich |
practice {and that consent of a parent or guardian is not ragquired),

+ | certify that | am authosized. pursuant to the laws of my state of licensure, to prescribe
NEXPLANON.

+ NOTIGE: in the event that my patient’s insurer provides toverage via an assignment of bensfits,
funderstand that this Esrollment Farm may also sarve as a prescription that can, at my request,
ba forwartded to the relevant spacialty pharmacy. However,  understand that prascribing and
dispansing laws and regulations vary by state and that this form may NOT be consistent with
tha requirements {e.)., cantant or formath for a valid prescription in my state, in which ¢ase 1 am
respansibla for submitding a prascription to the ralevant specialty pharmacy [or for including
such farm wilh this Enroliment Form} in a manner and on 2 form consistant with tha

Prescriber original signature:

of banafit tlaims, the spaciaity pharmacy may ship product upon verification of banefits and
gollaction of appliceble co-pay. | understand that if thera is ne co-pay, the patiant may not be
contacted.

. i fhat pregram participants may bs summarized for
statistical or other purposes and provided 1o Merck and/or the CSCN,

+ Junderstand that the Progtam tesarves the right to conduet periodic audits of my Practice's
racords to varify the information providad harafo, excluding patiant-identifable data {unlass the
auditar entars into an appropriate agreemant with the Practice to protect an individual’s
medicaf privacy),

» | consent ta receive communications refated to the CSCN by telephene, email, and/or fax,

# [verify that the information provided is complete and aceurats to the best of my knowladge.

» | acknowledge the following: Merck has retained Lash, a subsidiary of AmerisourceBergen, a
suppliar of reimbursamant support, to support the CSCN. Information and questions refated to
the information provided in response to the submission of this form should ba refarred directly
ta Lash. Merck perssnnal ara not aware of patient covarage information and are not parmitted
1o discuss sueh inf jon with C ications in response to this farm wiff be
prepared for me by Lash, providing reimbursement assistance services farMerck products
pursuant to an agreamens with Merck, in responsa to my raquest for insurance coverage
infocmation regarding my patient. The information provided will be based on statements of
individuals not affiliated with Lash, the CSCN, or Merck, Neither Lash, the CSCN, nor Merck
make any warranties, expressed or implied, about the accurzcy of this information. Insurance
covarage status cen change over time hased on a variety of factars, including processiag of
additional clalms that impact dedvctibles and/or coverage limits, changes in benafit design, and
a patient's change in insurance carrfer. Any coverage information pravided to me in rasponse to
this requast is intandad far my and my patient’s refererce only and doas not guarantes curient
of future covezage for any Merck product, Individual patient coverage information is provided to
the extent that information is made available by the insurance plan,

Date:

Prescriber (please print):

To reportan adverse eventfor a speeific Merck product, including death due to

ny cause, ploase contact the Merck National Service Center 21800-444-2080,

GUSTOMER SUPPORT CENTER
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