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ENROLLMENT FORM

INSTRUCTIONS FOR HEALTHCARE PROFESSIONALS

1 Complete all required fields with asterisk (*)

2 Have your patient complete and sign the Patient Information section (page 1) and read and sign the Patient Authorization (page 3)

3 Sign the Prescriber Certification section (page 2)

4 Fax this completed form (pages 1, 2, and 3) and copies of the front and back of the patient’s insurance card to the selected in-network
Specialty Pharmacy (Specialty Pharmacy details can be found in the accompanying Adbry® in-network Specialty Pharmacy Guide)

o/

M
Adbry’

(tralokinumab-Idrm)

Injection 150 mg + 300 mg

Select one of the two options below*:

O Option 1: CHECK HERE if you have not sent an Adbry® prescription to a Specialty Pharmacy and select one of the LEO Pharma in-network Specialty Pharmacies below:

O AcariaHealth O cvs O Lumicera O Publix

O Accredo O Fairview O Meijer O Senderra

O BioPlus O Gentry O Optum O Walgreens

O Blue Sky O Intermountain O Parkway O Windsor

O CenterWell O Kroger O Prime O Other in-network Specialty

Pharmacy:

Please refer to the
Adbry® in-network
Specialty Pharmacy
Guide for the latest
list of in-network
Specialty Pharmacies

O Option 2: CHECK HERE if you have already sent or intend to send an Adbry® prescription to an in-network Specialty Pharmacy and provide their information below:

Specialty Pharmacy Phone Fax
O 1 PATIENT INFORMATION (To be completed by the patient)
Patient Name* Date of Birth*
(First, MI, Last) (MM/DD/YYYY) Gender* (O)Male (O)Female
Address* City* State* Zip*
Phone* O Cell O Home Alternate Phone Permission to leave voicemail? O Yes O No
Communication Preference OCaII OEmaiI OText Best Time to Call O Morning O Afternoon O Evening
Preferred Language () English (O Spanish () Other Email

lagree to receive Program-related calls and text messages about savings and support programs, the administration of those programs | am enrolled in,
my prescription medicine from LEO Pharma, and treatment, health and lifestyle tips, product and program-related information.

O FOR Patient Assistance Program (PAP) Only - | agree this is written authorization for LEO Pharma and its vendors under FCRA, to obtain information from my credit profile or other
information from the vendor, solely for the purpose of determining financial qualifications for PAP administered by LEO Pharma. | understand that | must affirmatively agree to these
terms to proceed with the financial screening process which is a condition of participation in PAP.

By enrolling in the Adbry® Advocate™ Program, | agree to the Program Terms and Conditions located at

adbry.com/support, by calling 844-MY-ADBRY, or scanning the QR code

Scan for Full Terms,
Conditions, and
Eligibility Criteria
Date*

@ Patient Signature*
If signed by a legal representative or guardian, please indicate below the authority to act on behalf of the patient:
O Court-appointed guardian (O Power of Attorney, including authority to make healthcare decisions

O Other (explain)

Capitalized terms not otherwise
defined in this Enrollment Form
have the meanings defined in the
Program Terms and Conditions.

02 INSURANCE INFORMATION

O Copies of patient's insurance card(s) are attached O Noinsurance

Primary Pharmacy Insurance*

Policyholder Name* Rx BIN*

Rx PCN #* Group #*

Rx Member ID* Phone Number*

O Check here if a Prior Authorization has been submitted

03 CLINICAL INFORMATION

Patient Diagnosis* O Atopic Dermatitis, unspecified (L20.9) O Other ICD-10 Code

Primary Medical Insurance*

Policyholder Name* Medical ID #*

Group #*

Phone Number*

Date of Diagnosis

Itis the responsibility of each prescriber to exercise independent clinical judgement in selecting codes to submit claims that accurately reflect the diagnosis of each patient.

Prior Therapies

Current Therapies

Medication Allergies

O No Known Allergies

O Check here if patient has initiated therapy of Adbry with Samples  Date Samples Provided to Patient

The LEO Pharma Logo, LEO Pharma and Adbry® are registered trademarks, and Adbry® Advocate™, Bridge Care™, and Rapid Access™ are trademarks of LEO Pharma A/S.

©2024 LEO Pharma Inc. All rights reserved. MAT-73776 July 2024
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®
Patient Name (First, MI, Last)* DateofBirth* Ad b ry

(tralokinumab-Idrm)

04 PRESCRIBER INFORMATION Injection 150 mg - 300 mg
Prescriber Name* (First, Last) NPI #* State License #

Office Name Office Phone* Office Fax*

Address* City* State*  Zip Code*

Office Contact Name Office Contact Email

05 ADBRY® ADVOCATE™ PROGRAM Adbry advocaje/, D A ADBRY (844:692:3279)

What support service(s) does your patient need? Check all that apply
O Copay Support Program O Adbry® Rapid Access™ Programt O Adbry® Bridge Care™ Program** O Ancillary Supplies O Virtual Injection Training

tAdbry® Rapid Access™ Program provides eligible patients with commercial insurance a free initial dose to be delivered in as little as 48 hours. Refer to full Terms and Conditions located at https://www.adbry.com/terms-conditions.
**Adbry® Bridge Care™ Program provides free drug to eligible patients with commercial insurance who are experiencing a coverage delay (>7 business days post-PA submission) or coverage denial. Refer to full Terms and
Conditions located at https://www.adbry.com/terms-conditions.

06 PRESCRIPTION SECTION

In-Network Specialty Drug
Pharmacy Prescriptions Strength

Quantity Refill

ADBRY 300 mg/2 mL
Autoinjectors

O Adult Initial Dose 600 mg Inject 2 (300 mg/2 mL) injections subcutaneously on Day 1 2 Autoinjectors 0

Autoinjector

: ADBRY 300 mg/2 mL Inject 1(300 mg/2 mL) injection subcutaneously every .

O Adult Maintenance Dose Autoinjector 300mg Ruedks Serigen ey & 2 Autoinjectors

O Adult Initial Dose ADBRY 150 mg/mL PFS 600 mg Inject 4 (150 mg/mL) injections subcutaneously on Day 1 4 Prefilled Syringes 0
O Adult Maintenance Dose ADBRY 150 mg/mL PFS 300 mg TG 20 il ) e S S EmEeElly Qe 4 Prefilled Syringes

2 weeks, starting on Day 15 -
O Pediatric Initial Dose ADBRY 150 mg/mL PFS 300 mg Inject 2 (150 mg/mL) injections subcutaneously on Day 1 2 Prefilled Syringes 0
(12-17 years old)
O Pediatric Maintenance Dose ADBRY 150 mg/mL PFS 150 mg Inject 1 (150 mg/mL) injection subcutaneously every 2 Prefilled Syringes

(12-17 years old) other week, starting on Day 15 —_—e—e,

Adbry® Rapid Access™ Program Drug
Prescriptions Strength

Quantity Refill

S
o
%—" O Adult Initial Dose ADB}-\TKO%S]%QEZ i 600 mg Inject 2 (300 mg/2 mL) injections subcutaneously on Day 1 2 Autoinjectors 0
E
O Adult Initial Dose ADBRY 150 mg/mL PFS 600 mg Inject 4 (150 mg/mL) injections subcutaneously on Day 1 4 Prefilled Syringes 0
O Egﬁi;;ﬂ;:giéilzl)Dose ADBRY 150 mg/mL PFS 300 mg Inject 2 (150 mg/mL) injections subcutaneously on Day 1 2 Prefilled Syringes 0

Adbry® Bridge Care™ Program Drug Drug 8 .
Merae Strength Quantlty Refill

S
°
= ; ADBRY 300 mg/2 mL Inject 1(300 mg/2 mL) injection subcutaneously every -
% O Adult Maintenance Dose Autoinjector 300 mg Diweeks|starting on Day/i5 2 Autoinjectors
E
(7} . Inject 2 (150 mg/mL) injections subcutaneously every . .
O Adult Maintenance Dose ADBRY 150 mg/mL PFS 300 mg 2 weeks, starting on Day 15 4 Prefilled Syringes

PFS

Dose (12-17 years old) 2 weeks, starting on Day 15 R

. O Pediatric Maintenance ADBRY 150 mg/mL PFS 150 mg Inject 1 (150 mg/mL) injection subcutaneously every 2 Prefilled Syringes
Ship to: O Prescriber O Patient PFS=prefilled syringe.

07 PRESCRIBER CERTIFICATION ATTENTION PRESCRIBERS: Please follow your state's prescribing guidelines for electronic prescribing (if applicable)

By signing and dating below, | certify this therapy is medically necessary and this information is complete and accurate to the best of my knowledge. | certify that | am the prescriber who
has prescribed Adbry to the identified patient above for an FDA-approved indication. For the purposes of transmitting this prescription, | authorize LEO Pharma Inc., its affiliates, business
partners, agents and service providers, including patient support program service providers (collectively, “LEO Pharma”) to forward for these limited purposes this prescription electronically,
by facsimile, or by mail to the appropriate dispensing pharmacies. | authorize for my commercially insured patient one or more months of temporary shipments of Adbry during a benefits
determination delay or during the appeal process after an initial coverage delay for Adbry for the above identified patient. | agree to assist in efforts to secure access to Adbry for my
commercially insured patient. | will not attempt to seek reimbursement for any free product provided under the Adbry® Advocate™ Program and no medication may be returned for credit.
| certify that any medication received will be used only for the patient named on this form and will not be offered for sale, trade, or barter. | acknowledge that this program is exclusively for
purposes of patient care and not for remuneration of any sort. | further understand that any free product provided is not contingent on any purchase obligations. | understand that LEO
Pharma may revise, change, or terminate the Program at any time without notice. | certify that | have obtained any and all authorizations and consents from the patient or the patient's
authorized personal representative necessary under HIPAA and state law to release protected health information, including that contained on this form, to LEO Pharma and its affiliates,
business partners, and agents for purposes relating to LEO Pharma patient support programs, including, assisting the patient with benefits verification, prior authorization/appeals
assistance, financial assistance resources and information, such as copay support or free drug programs, for which the patient may be eligible, and other support for Adbry.

Prescriber’s Signature (No Stamps)* - DISPENSE AS WRITTEN / BRAND MEDICALLY NECESSARY / DO NOT SUBSTITUTE / Date* (MM/DD/YYYY)
NO SUBSTITUTION / DAW / MAY NOT SUBSTITUTE

Prescriber’s Signature (No Stamps) - MAY SUBSTITUTE / PRODUCT SELECTION PERMITTED / SUBSTITUTION PERMISSIBLE Date (MM/DD/YYYY)

The LEO Pharma Logo, LEO Pharma and Adbry® are registered trademarks, and Adbry® Advocate™, Bridge Care™, and Rapid Access™ are trademarks of LEO Pharma A/S.

©2024 LEO Pharma Inc. All rights reserved. MAT-73776 July 2024
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PATIENT AUTHORIZATION y)

Adbry

(tralokinumab-Idrm)

Injection 150 mg + 300 mg

Please read the following carefully, then sign and date where indicated below.

I hereby authorize my healthcare providers, pharmacies and health insurers, and their service providers (“Providers”) to use, release, or

disclose information relating to my insurance benefits, medical condition, treatment, and prescription details (“Personal Information”)

to LEO Pharma Inc., its affiliates, business partners, agents, and service providers, including patient support program service providers (collectively,
“LEO Pharma”), in order to receive or be eligible to receive the following LEO Pharma services (the “Services”):

« Assistance coordinating insurance coverage for, access to, or receipt of my prescription medication from LEO Pharma or with training on proper
and safe use of prescription medication from LEO Pharma

« Communications through phone, text, or email about possible access, savings and support services, including, for example,
LEO Pharma patient support programs, and, if | am enrolled, assistance administering my participation in those programs

« Communications through phone, text, or email about my prescription medication from LEO Pharma and treatment, including, for example,
reminders, health and lifestyle tips, product, and program-related information. Communications may be customized based on Personal
Information obtained from my Providers

« Participation in quality assurance activities such as surveys and feedback related to the Services or my treatment

In delivering the Services, LEO Pharma may release or disclose my Personal Information (including the personal health information set forth therein)
to my Providers and certain financial assistance programs that may assist with my prescription medication payments. | understand and acknowledge
LEO Pharma and Providers may combine my records and information with information and data collected from other sources and use that aggregated
information to administer the Services listed above. | understand and acknowledge LEO Pharma may be required to share my records and information
with law enforcement authorities or other government officials, or when required by law, statute, regulation, or a judicial or administrative order.

| understand and acknowledge that my Providers may receive payment from LEO Pharma for providing certain aspects of the Services, such as
medication or refill reminders, based on my enroliment or participation.

| understand and acknowledge that my medical records may contain information about psychiatric disorders, human immunodeficiency virus (HIV) test
results, acquired immunodeficiency syndrome (AIDS), AIDS-related conditions, alcohol dependence, drug dependence or abuse, and/or a substance use
disorder. Once | authorize the release of my records and information, | understand and acknowledge it may be re-disclosed by the recipient and it may no
longer be protected by federal or state health privacy laws or other applicable data protection laws or regulations.

| understand that this Authorization is voluntary and that | do not have to sign it in order to get treatment or payment of, eligibility in or enroliment
benefits from my insurers.

l'understand that | can revoke this Authorization at any time by calling 1-844-692-3279 or by emailing info@Adbry-advocate.com or writing to:

Adbry® Advocate™ Program | LEO Pharma Support Services
PO Box 1587 OR 7 Giralda Farms

Jeffersonville, IN 47131 ‘ Madison, NJ 07940

This Authorization will expire 5 years after | sign it, or earlier if required by law, unless | revoke it sooner. If the Authorization expires or is revoked, | understand
and acknowledge that | may no longer qualify for Services from LEO Pharma, but it will not impact my Providers’ treatment or my insurance benefits. | also
understand and acknowledge that if a Provider is disclosing my records and personal health information to LEO Pharma on an authorized, ongoing basis, my
revocation of this Authorization will be effective with respect to that Provider as soon as that Provider receives notice of my revocation and such revocation
will not affect prior uses or disclosures of my records and personal health information. | understand that | will be able to keep a copy of this Authorization and
may, at any time, request a copy of this Authorization. My information may be de-identified and aggregated by LEO Pharma. | am able to learn more about
privacy rights within the LEO Pharma Inc. privacy policy, located at https://www.leo-pharma.us/Home/Privacy.aspx. | understand that my information will be
used by LEO Pharma in accordance with the LEO Pharma Inc. privacy policy, located at https://www.leo-pharma.us/Home/Privacy.aspx.

I have read and agree to this Patient Authorization.

Patient DOB
Patient Name (Print) (MM/DD/YYYY)
Legal Rep Name (Print)
O PATIENT or O LEGAL REPRESENTATIVE SIGNATURE

Today's Date

The LEO Pharma Logo, LEO Pharma and Adbry® are registered trademarks, and Adbry® Advocate™, Bridge Care™, and Rapid Access™ are trademarks of LEO Pharma A/S.

©2024 LEO Pharma Inc. All rights reserved. MAT-73776 July 2024
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ENROLLMENT AND BENEFITS VERIFICATION FORM

FAX COMPLETED FORM TO 1-844-628-3299

FOR ASSISTANCE, CALL 1-866-424-6935

ENROLL ONLINE AT UCBNAVIGATE.COM OR E-PRESCRIBE TO UCB NAVIGATE™ (NPI #1891487138)

*INDICATES REQUIRED FIELDS

A Bimzelx:
(bimekizumab-bkzx)

1. SERVICES Full Service Support (includes: Benefits Verification, Copay/Bridge Enrollment, Specialty Pharmacy Triage, and Prior Authorization/Appeal Follow-Up) IBl'lev':eitiitgsation only
2. PATIENT INFORMATION
*Name *Gender
(First, Middle Initial, Last) Assigned at Birth || Male | |Female | *DOB / /
*Street Address Weight lb kg
. *ZIP *Patient
*City *State Code Email Address
*Primary Phone # Alternate Phone # E;ifgearaegde English Spanish Other
Authorized Representative Authorized Representative
Contact Name Contact Phone #
El Patient ble to provide Please send digital request to obtain Patient Authorization to Use/Disclose Health Information.
3, |NSU RANCE |NFORMAT|0N Front and back copies of the patient’'s medical and pharmacy insurance card(s) attached No Insurance
" - Prescription Insurance
Primary Prescription Insurance Phone #
Rx Member ID # *Rx BIN # *Rx PCN # *Rx Group #
Primary Medical Insurance Phone # ll\ll:l)egical Insurance g’lreodli&‘:)aiilnsurance
4. PRESCRIBER INFORMATION
*Prescriber Name * *
(First, Middle Initial, Last) NP # Tax ID #
*Office Contact *Phone # *Fax #
. . Prescriber
*Practice/Clinic Name Email Address
. *ZIP
*Street Address *City *State Code
. . Preferred
Supervising Physician NPI # Specialty Pharmacy
Sample provided on Pharmacy to proceed I have only sent this to | have also sent this
5. BIMZELX PRESCRIPTION INFORMATION (Date): with week: BIMZELX Navigate® prescription to:
Please select at least 1 option in each column/row, if applicable.
PRIMARY
DISPENSE BIMZELX INDICATION DIAGNOSIS CODE DOSE DIRECTIONS QUANTITY REFILLS
Initial Dose Inject 320 mg subcutaneously every 4 weeks at weeks 0, 4, 8, and 12 QS 28 days' supply 3
PSO L40.0 Inject 320 mg subcutaneously at week 16 and then every:
320 mg/2mL (+/- PsA) Other: Maintenance .
Autoinjector Carton Dose 8 weeks QS 56 days’ supply 8or
4 weeks may be considered if > 120 kg QS 28 days' supply 12 or
320 mg/2mL Prefilled
Syringe Carton Initial Dose Inject 320 mg subcutaneously every 2 weeks at weeks 0, 2, 4, 6, 8, 10, 12, 14 | QS 28 days’ supply 3
HS L73.2 -
160 mg/mL II\D/lglsr;tenance Inject 320 mg subcutaneously at week 16 and then every 4 weeks QS 28 days’ supply 12 or
Autoinjector Carton PsA L4055
160 mg/mL Prefilled nr-axSpA M45.A .
Syringe Carton g‘a'"te“ance Inject 160 mg subcutaneously every 4 weeks QS 28 days' supply | 12 or
ose
AS M45
Other: Other:
SECONDARY DIAGNOSIS:
Prior Treatment Failures, HUMIRA® STELARA® SKYRIZI® COSENTYX® ENBREL® REMICADE® TALTZ® XELJANZ®
Contraindications, or Intolerances
(select all that apply) OTEZLA® SIMPONI ARIA® SILIQ® DMARD None Other:

*Healthcare Provider Certification (Required): By my signature below, | certify that (a) | am the healthcare professional who has prescribed the medication identified in this form; (b) | have made an independent judgment that the above medication is medically necessary;
and (c) the information provided in this form is accurate to the best of my knowledge. | hereby authorize UCB, Inc., and its affiliates, agents, representatives, and service providers (together, ‘UCB") as my agent to transfer this prescription to the appropriate dispensing pharmacy.
| further certify that | have obtained any and all authorizations and consents from the patient or the patient's authorized personal representative necessary under federal and applicable state privacy laws to release the patient’s health information, including that contained on
this form, to UCB solely for purposes relating to UCB's patient support programs, including but not limited to: (i) enrolling the patient in support programs for UCB medications; (ii) verifying, investigating, assisting with, and coordinating the patient's access and coverage for a
prescribed UCB medication with the patient’s health insurers; (iii) providing the patient with educational materials and resources related to UCB medications; (iv) determining the patient's eligibility for and helping the patient access savings, bridge and/or free drug programs
for prescribed UCB medications; (v) triaging the patient's prescription for a UCB medication to a dispensing pharmacy; and (vi) providing other eligible patient support for prescribed UCB medications. | also certify that | have obtained consent from the patient or the patient's
authorized personal representative to be contacted by UCB using autodialed, prerecorded, and/or artificial voice calls and autodialed text messages at the phone number(s) provided above for the above purposes. Finally, | give permission for UCB to contact me using autodialed,
prerecorded, and/or artificial voice calls and autodialed text messages at the phone number(s) | provided for the above purposes.

PRESCRIBER SIGNATURE: PRESCRIBER MUST MANUALLY SIGN AND DATE. RUBBER STAMPS AND SIGNATURE BY OTHER OFFICE PERSONNEL FOR THE PRESCRIBER WILL NOT BE ACCEPTED.

PRESCRIBER
SIGNATURE
REQUIRED

DISPENSE AS WRITTEN

Please follow your state’s prescribing guidelines for electronic prescriptions (if applicable). Please see accompanying Important
Safety Information, refer to the full Prescribing Information provided by the UCB representative, and visit BIMZELXhcp.com.

OR

SUBSTITUTION PERMITTED

*Date Signed

CA, MA, NC, & PR: Interchange is mandated unless prescriber writes
“No Substitution.” ATTN: NY and IA, please submit electronic prescription.
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PATIENT AUTHORIZATION TO USE/DISCLOSE HEALTH A Bimzelx-
INFORMATION AND PATIENT CONSENT TO RECEIVE (bimekizumab-bkazx]
COMMUNICATIONS

FOR BIMZELX® (bimekizumab-bkzx)

By signing this Patient Authorization to Use/Disclose Health Information ("Authorization”), | hereby authorize each of my physicians, pharmacists
(including any specialty pharmacy that receives my prescription for a UCB medication), and other of my healthcare providers (together, "Providers”)
and each of my health insurers (together, “Insurers”) to disclose information related to my medical condition and treatment (including prescription
information), my health insurance coverage and policy number, my name, mailing and email addresses, telephone number, and date of birth (together,
“Health Information”), to UCB, Inc. and its affiliates, agents, service providers, contractors and representatives (together, "UCB"). My Health Information
will be shared with UCB so that UCB may: (1) enroll me in, and contact me about, patient support programs and/or related market research for UCB
medications; (2) provide me with educational materials and information related to UCB medications; (3) verify, investigate, assist with, and coordinate
my access and coverage for a UCB medication with my Insurers and Providers; (4) determine my eligibility for and help me access savings, bridge, and/
or free drug programs for UCB medications; (5) triage my prescription for a UCB medication to a dispensing pharmacy; (6) conduct market research and/
or analyses or other commercial activity, including aggregating my Health Information with other data for such analyses; (7) assist with analysis related to
quality, efficacy, and safety for UCB medications; and (8) de-identify my Health Information for use for any purpose as permitted under applicable law.

| understand that | do not have to sign this Authorization and choosing not to sign will not affect my ability to receive treatment from my Providers
or payment from my Insurers. However, if | do not sign this form, UCB may not be able to provide me with certain patient support. Once my Health
Information has been disclosed to UCB, | understand that federal and/or state privacy laws may no longer protect this information. However, |
understand that UCB and other parties authorized to receive my Health Information pursuant to this Authorization agree to protect my Health
Information by using and disclosing it only for purposes authorized in this Authorization or as required by law or regulations. | also understand that one
or more Providers and/or Insurers may receive payment from UCB for disclosing my Health Information for some or all of the purposes listed above.
| understand that | (and my personal representative, if applicable) may revoke this Authorization at any time by (1) sending an email to
PrivacyOptOut@ucb.com or (2) mailing a letter to UCBCares® at 1950 Lake Park Drive, Smyrna, GA 30080, stating that | wish to revoke my Patient
Authorization to Use/Disclose Health Information for BIMZELX Navigate® and including my First Name, Last Name, Date of Birth, ZIP Code, and
gender (as assigned at birth) for reference. | understand that by revoking my Authorization, UCB will no longer use or disclose my Health Information
in connection with BIMZELX Navigate and may not be able to provide me with certain patient support and, further, my revocation will not affect
previous disclosures made pursuant to this Authorization.

This Authorization expires 2 years from the date it was signed unless a shorter period is mandated by the law of my state of residence, or unless
otherwise revoked as outlined above. | understand that | have the right to receive a copy of this Authorization once it is signed.

SIGNATURE / /
REQUIRED

Signature of Patient or Name of Patient or Date
Patient Personal Representative Patient Personal Representative (please print)

If signed by Patient Personal Representative, please provide your phone number
and indicate your authority to act on behalf of the Patient: Phone Number

Relative Guardian Power of Attorney (including for healthcare decisions) Court Appointed Other:

Patient Consent to Receive Communications (Optional)

| agree to receive communications from UCB's BIMZELX Navigate® Program (the "Program”), including but not limited to autodialed, prerecorded, and/

or artificial voice calls and autodialed text messages, at the phone number(s) | provided to offer enrollment support, insurance coverage and financial
assistance resources and support, injection resources and support, treatment reminders, resources and support, and for other non-marketing, patient
support purposes. If | have designated a personal representative, | certify that he or she also agrees hereby to receive such voice and text communications,
including through an autodialer or prerecorded voice, from the Program for the purposes described above at the phone number(s) provided.

For text messages, message and data rates may apply. | understand that | will receive up to two (2) text messages per month. For questions, contact the
BIMZELX Navigate Nurse Navigator at 1-833-931-6877. View the complete Terms of Use at www.bimzelx.com/terms-of-use.

| understand that | (and my personal representative, if applicable) may opt out of receiving text messages from the Program at any time by replying “STOP";
and for voice and text message communications by (1) sending an email to PrivacyOptOut@ucb.com, or (2) mailing a letter to UCBCares at 1950 Lake Park
Drive, Smyrna, GA 30080, stating that | wish to opt out of receiving communications from UCB in connection with BIMZELX Navigate and including my
First Name, Last Name, Date of Birth, ZIP Code, and gender (as assigned at birth) for reference.

‘For eligible, commercially insured patients only. With BIMZELX Navigate Bridge, eligible patients whose insurance coverage is delayed or denied may receive BIMZELX® (bimekizumab-bkzx) for $15 per dose for up
to two (2) years or until the patient’s coverage is approved, whichever comes first. Once coverage is approved, eligible patients will transfer to the BIMZELX Navigate Savings program and receive BIMZELX for as
little as $5 per dose. View complete eligibility requirements and terms at BIMZELX.com/Terms-and-Conditions.

Please refer to the Medication Guide For more information, contact BIMZELX Navigate®:
provided to you and discuss it with your Hours: 8am to 8pm ET, Fax: 1-844-NAVFAXX (844-628-3299)
doctor, or visit www.BIMZELX.com. Monday—-Friday Phone: 1-866-4-BIMZELX (1-866-424-6935)

CONFIDENTIALITY NOTICE: This communication and any attachments may contain confidential and/or privileged information for the use of the designated recipients named above. If you are not the intended recipient,
you are hereby notified that you have received this communication in error and that any review, disclosure, dissemination, distribution, or copying of it or its contents is prohibited. If you have received this communication
in error, please notify the sender immediately by telephone and destroy all copies of this communication and any attachments.

©2025 UCB, Inc., Smyrna, GA 30080. All rights reserved. Form, at UCBImmunologySupport.com.

r 1 BIMZELX®, BIMZELX Navigate®, and UCBCares® are registered trademarks, and UCB Navigate™ is a trademark,
E
J US-BK-2500703

h of the UCB Group of Companies. All other trademarks are the property of their respective holders. Find additional resources, like the Patient Enroliment
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PFIZER DERMATOLOGY

patient dccess’

Prescription and Patient Support Enroliment Form

HCPs can go to PfizerDermatologyHCPPortal.com to complete this form online.
Questions? Call 1-833-956-3376, Monday - Friday, 8:00 AM to 8:00 PM ET.

HCPs can upload online at PfizerDermatologyHCPPortal.com Fax completed forms to 1-877-548-1734 =] HCPs can e-Prescribe directly to Sonexus Health Pharmacy Services*

SELECT PATIENT PRESCRIPTION (*Select ONE MEDICATION per enroliment form)

CIBINQO" (abrocitinib) tablets EUCRISA® (crisaborole) ointment, 2% LITFULO™ (ritlecitinib) capsules
150 mg 0100 mg 0200 mg [160-g tube [1100-g tube 050 mg

FOR PATIENTS - Complete the following sections; then, read, sign, and date (where applicable) the required authorization and
consents on pages 2 and 3. Missing information or consents may cause delays in filling your prescription and

signing you up for the Pfizer Dermatology Patient Access support program.

1. PATIENT INFORMATION [W:{=elV]|:{=»)]

First Name* MI Last Name*

DOB* (mm/dd/yyyy) Gender OM OF [ Other

Address* City* State* ZIP Code*

Primary Phone* OHOwWOM

Best time to reach me: [JMorning [l Afternoon [ Evening

Email

Preferred Language (if not English)

Caregiver Name Phone
(Required if patient is under 18)

2. INSURANCE INFORMATION - Insurance Type : M Commercial Bl Government B Medicare Part D l Other Hll None [Wii=elVI:{=»)]

Primary Medical Insurance* Primary Prescription Insurance* Secondary Prescription Insurance
(*REQUIRED only if front and back copies of insurance card[s] are NOT provided)

Policyholder Name*

Insurance Name*

Insurance Phone*

Policy ID#*

Group #*

BIN #*

PCN #*

*If you choose to e-Prescribe directly to Sonexus Health Pharmacy Services, you are certifying that you have received patient consent for Sonexus
Health Pharmacy Services and Pfizer Dermatology Patient Access to contact your patient and provide them services. Sonexus Health Pharmacy
Services is categorized as a mail-order pharmacy in EMR/EHR systems and is located at 2730 S. Edmonds Lane, Suite 400, Lewisville, TX 75067.

For details about how we collect and use personal information, including applicable U.S. state privacy rights and notices for California residents,
please visit www.pfizer.com/privacy. 10f 6





PFIZER DERMATOLOGY

patient 8ccess

Prescription and Patient Support Enroliment Form

Questions? Call 1-833-956-3376, Monday - Friday, 8:00 AM to 8:00 PM ET.

3A. PATIENT PRIVACY NOTICE AND CONSENT TO PROCESS HEALTH INFORMATION [W:{={e]V][;{=»)}

By checking the box below, you understand that Pfizer, Inc., the Pfizer Patient Assistance Foundation, Pfizer’s affiliates, and its
vendors (collectively, “Pfizer”) will use the health information you and your healthcare providers provide us to provide you with

the Patient Support Activities. You have the right to withdraw these permissions at any time and can do so by contacting Pfizer
Dermatology Patient Access at 1-833-956-DERM (1-833-956-3376). You can find more information about how Pfizer Inc. handles your
personal information in our Privacy Policy at pfizer.com/privacy.

| understand that | have the right to withdraw my consent by calling [phone number], and that if | withdraw my consent it will be
effective for any future disclosures but will not affect disclosures already made.

] *I understand and consent to the terms of the Privacy Notice and Consent to Process Health Information.

3B. PATIENT CONSENT TO RECEIVE COMMUNICATIONS [@:i=e]V][:{5»)]

By providing my mobile number and checking the box below, | or my caregiver agree to receive calls and texts from Pfizer or parties
acting on its behalf, to determine my eligibility and provide benefits verification, prior authorization/appeals assistance, financial
assistance resources, refill reminders from Pfizer Dermatology Patient Access, information and other Patient Support Activities (such
as copay support or free drug programs) and for other non-marketing purposes (such as enrollment status and shipping updates) at
the telephone number(s) | or my caregiver provide.

Please enter the mobile number you would like to enroll for texting - -

Ll *1or my caregiver agree to receive calls and texts from Pfizer or parties acting on its behalf as stated.

Consent to Receive Emails (Optional)

By providing my email address in Section 1 or below, | consent to receive program information, enroliment status, shipping updates,
and refill reminders from Pfizer Dermatology Patient Access via email. Email will be one-way communication identified as Pfizer
Dermatology Patient Access from a “Do Not Reply” email box. | can opt out of these emails anytime by contacting Pfizer Dermatology
Patient Access at 1-833-956-DERM (1-833-956-3376).

Email address:

| understand that | (and, if applicable, my caregiver) can opt out of these communications at any time by contacting Pfizer
Dermatology Patient Access at 1-833-956-DERM (1-833-956-3376). | understand that my consent is not required and is not a
condition of purchasing any goods or services from Pfizer. Message and data rates may apply. Complete terms can be found at
Engagedrx.com/PDPA and Pfizer’s privacy policy at www.pfizer.com/privacy. Text STOP to opt out.

3C. PATIENT ACCESS COORDINATOR (PAC) OPT-IN

When you enroll in Pfizer Dermatology Patient Access, you have the option to be contacted by a Pfizer Patient Access Coordinator
(PAC), who can help you understand your insurance benefits and navigate the process to access your prescribed medication. PACs
are field-based employees of Pfizer and, if you choose, will help answer questions you may have about accessing the medication
prescribed by your physician. PACs are very familiar with access and reimbursement requirements for CIBINQO"® (abrocitinib) and
LITFULO™ (ritlecitinib), and the PAC assigned to you will coordinate with Pfizer Dermatology Patient Access and you on your journey
to starting therapy (although you will still need to contact Pfizer Dermatology Patient Access directly if you are seeking financial
assistance). Working with a PAC is optional. Even if you choose not to opt-in for this support, you may still access all patient support
programs you are eligible for by working with a patient support representative at Pfizer Dermatology Patient Access.

[0 By checking this box, | request PAC support and agree to receive telephonic communications from the PAC assigned to my case
as described above. | understand that my consent is not required or a condition for purchasing any Pfizer goods or services. |
understand that | can opt out of support from, and communications with, the PAC at any time by contacting Pfizer Dermatology
Patient Access at 1-833-956-DERM (1-833-956-3376).

For details about how we collect and use personal information, including applicable U.S. state privacy rights and notices for California residents,
please visit www.pfizer.com/privacy. 20of6
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PFIZER DERMATOLOGY

patient 3ccess

Prescription and Patient Support Enroliment Form

Questions? Call 1-833-956-3376, Monday - Friday, 8:00 AM to 8:00 PM ET.

PATIENT AUTHORIZATION TO SHARE HEALTH INFORMATION

By signing and dating this form, | give my permission for my physicians, pharmacies, laboratories, and other
healthcare providers (“Healthcare Providers”) and my health insurers to share my health information with Pfizer Inc.,
the Pfizer Patient Assistance Foundation, Pfizer affiliates and its vendors (collectively, “Pfizer”). | understand that
my health information includes information relating to my medical condition, treatment, and insurance coverage,
as well as identifying information about me (including, for example, my name, address, and date of birth). My
health information will be shared with Pfizer so that Pfizer may provide me with various support and information
to help me access a Pfizer medicine, which may include the following (collectively, “Patient Support Activities”):

« Providing benefits investigations/verification and reimbursement support, including:
— Assisting with identification of my insurer’s prior authorization requirements
— Assisting with identification of my insurer’s requirements for appealing a denied claim

« Determining my eligibility for and helping me access copay support or free drug programs
« Communicating with my Healthcare Providers about a Pfizer medicine and Patient Support Activities
« Providing me with financial assistance resources and information if I'm eligible

« Providing me with disease management and other educational materials, as well as information about Pfizer’s
products, services, and programs, and may include sending me surveys about my experience with Pfizer’s
products, services, and programs

- Pfizer also may use my health information for quality assurance purposes and to evaluate and improve their
operations and services

lunderstand that | do not have to sign this form and choosing not to sign will not affect my ability to receive treatment
from my Healthcare Providers or payment from my health insurer. However, if | do not sign and date this form, Pfizer
Dermatology Patient Access™ may not be able to provide me with assistance. | understand that once my health
information is shared, it may no longer be protected by federal privacy law. | consent to Pfizer using my health
information forthe purposes described inthis form or as required or permitted by law. Select pharmacies may receive
remuneration from Pfizer in exchange for my health information and/or for any Patient Support Activities provided to
me. lunderstand that this form will remain in effect for 4 years from the date of my signature unless state law requires
a shorter period or | provide written notice that | would like to withdraw my approval to share my health information
sooner. Iflwould like to withdraw my approval, | may contact my physician or I may contact Pfizer Dermatology Patient
Access at 2730 S. Edmonds Lane, Suite 300, Lewisville, TX 75067, or at 1-833-956-DERM (1-833-956-3376). This
withdrawal will not affect the use or sharing of my health information that took place before | withdraw my approval.
| understand | will receive a copy of this form.

= X

Patient Signature* (Patient or patient representative must be 18 or older)’ Date*
E» X

Patient representative name (please print)’ Date

If signed by patient representative, please indicate below the authority to act on behalf of patient®:

(1 Court Appointed [J Guardian [J Power of Attorney, including authority to make healthcare decisions
(10ther

‘Patients who are 18 years or older must sign unless incapacitated; otherwise, a representative with one of the legal authorities noted below can sign on their behalf.
‘NOT required if patient signs.
SRequired if patient representative signs.

For details about how we collect and use personal information, including applicable U.S. state privacy rights and notices for California residents,
please visit www.pfizer.com/privacy. 30of6
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patient 8ccess

Prescription and Patient Support Enroliment Form

HCPs can go to PfizerDermatologyHCPPortal.com to complete this form online.
Questions? Call 1-833-956-3376, Monday - Friday, 8:00 AM to 8:00 PM ET.

Q HCPs can upload online at PfizerDermatologyHCPPortal.com Fax completed forms to 1-877-548-1734 @ HCPs can e-Prescribe directly to Sonexus Health Pharmacy Services*
CHECK IF APPLICABLE [1BENEFITS INVESTIGATION ONLY

[ This prescription has also been sent to a Specialty Pharmacy Provider (SPP)
SPP Name SPP Phone Number

Patient First Name* Last Name* Date of Birth (mm/dd/ryyyy)* (*REQUIRED)

FOR HEALTHCARE PROFESSIONALS - Complete the following sections and sign this page. Fax COMPLETED form with a cover sheet to 1-877-548-1734.

L = {ed =1 Fel 2 V-V (o)W (*REQUIRED)

First Name* Last Name*

NPI#* State License Number*

Address* City* State* ZIP*

Office Contact Name Office Phone Number* Ext.

Office Fax* Email

5. DIAGNOSIS [WiigelV][:{=s)] - DO NOT ATTACH ANY CLINICAL OR OFFICE NOTES AS THIS MAY DELAY PROCESSING THE FORM
ICD-10 codes for CIBINQO and EUCRISA: ICD-10 codes for LITFULO: [JL63.2: Ophiasis

[0 L20: Atopic Dermatitis [1L63: Alopecia Areata [0 L63.8: Other Alopecia Areata
[1L20.8: Other Atopic Dermatitis [0L63.0: Alopecia (Capitis) Totalis [1L63.9: Alopecia Areata, Unspecified
[JL20.9: Atopic Dermatitis, Unspecified [JL63.1: Alopecia Universalis [ Other

6. PRESCRIPTION INFORMATION - Directions for e-Prescribing are located in Section 7 [§{=I[s XT3l W1 =Xe [V {{eTo W ITR-Vs1ge) (33 t-Y01 § (o519

Interim Care Rx for CIBINQO and LITFULO: Only filled through Sonexus Health Pharmacy Services. By requesting this, you certify that you
understand the terms and conditions on page 5.

Prescription for CIBINQO® (abrocitinib) tablets Interim Care Rx for CIBINQO (11 Refills): Voucher Rx for CIBINQO:
(up to 30 days, 30 tablets) (up to 30 days, 30 tablets) (One-time 30-day supply)
150 mg PO once daily Refills 150 mg PO once daily 150 mg PO once daily
[J100 mg PO once daily Refills [J100 mg PO once daily [J100 mg PO once daily
[1200 mg PO once daily Refills 1200 mg PO once daily [J200 mg PO once daily
Prescription for LITFULO™ (ritlecitinib) capsules Interim Care Rx for LITFULO (11 Refills):

(up to 28 days, 28 capsules) (up to 28 days, 28 capsules)

050 mg PO once daily Refills 050 mg PO once daily

Prescription for EUCRISA® (crisaborole) ointment, 2% Directions for use (please include location on body)
[J60-g tube Quantity Refills

[J100-g tube Quantity Refills

Drug Allergies [1No [Yes (If yes, please list medication[s] and associated reaction[s]):
Concomitant Medications:

e e S [T Prescriber Signature — No sTAMPS (‘ReqUIRED) [N

| certify that | am the healthcare professional who has prescribed the therapy identified in this form. | further certify that | have made an independent
judgment that the above therapy is medically necessary and that the information provided in this form is accurate to the best of my knowledge.

| authorize Pfizer, and its affiliates, agents, representatives, and service providers to act on my behalf for the purposes of transmitting this prescription
to the appropriate pharmacy.

| also give my permission to receive calls related to Program services from Pfizer, Pfizer Dermatology Patient Access, and parties acting on their behalf.

[SIGN ¢

Healthcare Provider Signature*: NO STAMPS Print Name of Healthcare Provider Date*

*e-Prescribe ID (NCPDP: 5910206; NPI: 1447680210). If you choose to e-Prescribe directly to Sonexus Health Pharmacy Services, you are
certifying that you have received patient consent for Sonexus Health Pharmacy Services and Pfizer Dermatology Patient Access to contact your
patient and provide them services. Sonexus Health Pharmacy Services is categorized as a retail pharmacy in EMR/EHR systems and is located
at 2730 S. Edmonds Lane, Suite 300, Lewisville, TX 75067.

If you are a prescriber based in New York state, please use a New York state prescription form.

4 0f 6
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CIBINQO"® (abrocitinib) and LITFULO™" (ritlecitinib) Interim Care Rx Program:
TERMS AND CONDITIONS

Interim Care is not health insurance and is available for eligible, commercially insured patients only. Offer is only available to patients who
have been diagnosed with an FDA-approved indication for CIBINQO" (abrocitinib) or LITFULO™ (ritlecitinib). No claim for reimbursement
for product dispensed pursuant to this offer may be submitted to any third-party payer. Not available to patients covered under
Medicaid, Medicare or other federal or state healthcare programs, including any state prescription drug assistance programs and the
Government Health Insurance Plan or for residents of Massachusetts, Michigan, Minnesota, or Rhode Island. Available up to a 30-day
supply. Refills are subject to limitations. Interim Care offer does not require, nor will it be made contingent on, purchase requirements
of any kind. Pfizer reserves the right to amend, rescind, or discontinue this program at any time without notification. Interim Care can
only be dispensed by the exclusive pharmacy and only after a benefits investigation has been completed and a delay occurs in the prior
authorization or appeals process. Offer good only in the U.S. and Puerto Rico. Prescription must be provided by a healthcare provider
licensed in the U.S. or Puerto Rico. Patients with insurance plans who carve out coverage for the product are not eligible to participate
and/or continue participation in the Interim Care Program. Continued eligibility for the program requires submission by patient’s
healthcare provider/patient of two appeals within the first 180 days of enrollment in the Interim Care Program (some exclusions apply).
If at any time during the patient’s Interim Care Program enrollment there is a payer coverage change relating to the applicable product,
Pfizer may conduct a new benefits investigation, and, if allowed by the payer, submission of a new Prior Authorization request and 2
appeals (if denied) must be submitted by patient’s healthcare provider/patient within 180 days of either, 1. the benefits investigation or
2. the date a new submission is allowed by the payer, for continued eligibility in the program. Assistance may be available for up to 2
years in total, which is the lifetime maximum per patient. If there is no payer coverage change, at 12 months of Interim Care Program
enroliment, an updated prescription and benefits investigation is required to confirm continued eligibility. Additional eligibility criteria
may apply. Contact Pfizer Dermatology Patient Access™ at 1-833-956-DERM (1-833-956-3376) for details.

VOUCHER TERMS AND CONDITIONS FOR THE PATIENT

By redeeming this voucher, you acknowledge that you currently meet the eligibility criteria and will comply with the terms &
conditions described below:

You will receive a one-time, 30-day trial supply of CIBINQO. Only new patients may use this voucher and each patient is limited to one
voucher. By redeeming this voucher, you certify that you are not currently using CIBINQO. This voucher may not be transferred, sold,
purchased, traded, or counterfeited. An original voucher and a valid prescription must be presented to the pharmacy. The voucher
will be accepted only at participating pharmacies. You must not submit any claim for reimbursement for product dispensed
pursuant to this voucher to any third-party payor, including Medicare, Medicaid, or any other federal or state health care
program. You cannot apply the value of the free product received through this voucher toward any government insurance
benefit out-of-pocket spending calculations, such as Medicare Part D True Out-of-Pocket Costs (TrOOP). This voucher is not valid
where prohibited by law. This voucher cannot be combined with any other external savings, free trial, or similar offer for the specified
prescription. This voucher should not be combined with samples for the specified prescription. This free trial voucher is not health
insurance. This free trial voucher may not be used to address delays or gaps in health insurance coverage for the specified
prescription. Offer good only in the U.S. and Puerto Rico. No purchase is necessary. Patients have no obligation to continue to use
CIBINQO. Pfizer reserves the right to rescind, revoke, or amend this offer without notice. This voucher expires 12/31/2026.

For details about how we collect and use personal information, including applicable U.S. state privacy rights and notices for California residents,
please visit www.pfizer.com/privacy. 5of 6





PFIZER DERMATOLOGY
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Patient Instructions

PLEASE PROVIDE THIS PAGE TO THE PATIENT DURING THEIR VISIT

Your doctor has sent your prescription(s) to Pfizer Dermatology Patient Access™
to help you with your access to CIBINQO"® (abrocitinib), LITFULO™ (ritlecitinib),
or EUCRISA’ (crisaborole).

Please call 1-833-956-DERM (1-833-956-3376) today

to discuss how Pfizer Dermatology Patient Access may be able to help

SCAN and save the Pfizer Dermatology Patient
Access contact information to your phone.

Pfizer is not accessing data on the user’s phone.

Pfizer Dermatology Patient Access will work with you to determine if you have coverage
for CIBINQO, LITFULO, or EUCRISA through your insurance.

What to expect:

A Patient Support Representative from Pfizer Dermatology Patient Access will call you when your
prescription is received. The number will be displayed as 1-833-956-3376 on your caller ID.
Topics discussed during the call may include:

» Requests for missing information

« Insurance coverage information

« Pharmacy preference

Once coverage through your insurance plan has been determined and approved,

your medication will be either delivered to you by a specialty pharmacy or transferred
to a pharmacy of your choice.

Please see full Prescribing Information, including BOXED WARNING, and Medication Guide for CIBINQO®,
and full Prescribing Information, including BOXED WARNING, and Medication Guide for LITFULO™.

Q- Pﬁzer © 2024 Pfizer Inc. All rights reserved. April 2024 PP-CIB-USA-1255 6 of 6
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CIMplicity Benefit Verification and Enrollment Form
Fax completed form to CIMplicity: 1-866-949-2469

*REQUIRED FIELD
PAGE 1 OF 3

D aimplicity

PATIENT INFORMATION
*Patient Name (First, Middle Initial, Last) *S;?;neerd at birth Male Female | *DOB
* Street Address Weight
*City * State *ZIP *Email
*Mobile Phone # Home Phone # *Preferred Language English Spanish Other:
*INSURANCE INFORMATION Front and back copies of the patient’s medical and pharmacy insurance card(s) attached No Insurance

Primary Member

Insurance Group # D # Phone

Secondary Member

Insurance Group # D # Phone

Pharmacy Member RX

Insurance Group # ID # Bin # Phone
CLINICAL INFORMATION
*Primary RA MO06.9 PsA 140.5 PSO L40.0 AS M45 cb K50 nr-axSpA M45.A pJIA MO08.9

Diagnosis Code Other: Other: Other: Other: Other: Other: Other:
Prior Treatment Failures, COSENTYX® DMARD ENBREL® HUMIRA® OTEZLA® SILIQ® SIMPONI ARIA® SKYRIZI®
Contraindications, or
Intolerances (Select all that apply) STELARA® TALTZ® XEUANZ® None Other:
Allergies: Secondary Diagnosis:
*PRESCRIPTION INFORMATION Please complete either the Medical Benefit section OR the Pharmacy Benefit section, as applicable.

| am requesting: MEDICAL BENEFIT VERIFICATION PHARMACY BENEFIT VERIFICATION PRIOR AUTHORIZATION SUPPORT
Loading Dose | | NDC: 50474-700-62 Lyophilized Powder Vial OR | | NDC 50474-710-81 Prefilled Syringe 1 Starter Kit Dispense Refill
RA, PsA, AS, nr-axSpA, CD patients OR 1 kit (6 syringes) OR 0
PSO patients prescribed 200 mg every 2 weeks ] 400 mg $Q (2x200 mg/ml) at weeks 0, 2, 4. 3 kits (6 vials)
Maintenance Doses (Indication Specific) || NDC 50474-700-62 Lyophilized Powder Vial | | NDC 50474-710-79 Prefilled Syringe
RA, PsA, AS, . . .
nr-axSpA L] Inject 400 mg SQ (2 x 200 mg/mL) every 4 weeks OR ] Inject 200 mg/mL SQ every 2 weeks 1 kit (2 syringes or 2 vials)

. For some patients weighing less than/equal to 90 kg: | 2 kits (4 syringes or 4 vials) OR
Pso [ Inject 400 mg SQ (2 x 200 mg/ml) every 2 weeks OR [] Inject 200 mg SQ (1 x 200 mg/mL) every 2 weeks 1 kit (2 syringes or 2 vials)
cD L] Inject 400 mg SQ (2 x 200 mg/ml) every 4 weeks 1 kit (2 syringes or 2 vials)
Pediatric Dose There is no dosage form for CIMZIA that allows for patient self-administration for doses below 200 mg. Doses less than 200 mg require administration by a healthcare professional using the vial kit.
2221bs (10 kg) - <44 Ibs (20 kg) 244 |bs (20 kg) - < 88 Ibs (40 kg) 288 lbs (40 kg)
pJIA D 100 mg SQ at weeks 0, 2, 4, D 200 mg SQ at weeks O, 2, 4, D 400 mg SQ at weeks 0, 2, 4, 1 kit (2 syringes or 2 vials)
then 50 mg every other week then 100 mg every other week then 200 mg every other week

PRESCRIBER INFORMATION

*Prescriber Name (First, Last) *NP| # *Tax ID #

*Practice/Clinic Name *Office Contact

* Street Address *City * State *ZIP

*Phone # *Fax # Supervising Physician NPI #

] | have'sgnr this ‘ Specialty Pharmacy Pharmacy
prescription to Pharmacy: Phone: Fax:

By signing below, | certify: 1) The therapy is medically necessary and that this information is accurate to the best of my knowledge; 2) | am disclosing this information to UCB, their offiliates, agents, representatives,
business partners, and service providers (together, “UCB”) to help enable treatment for this Patient; 3) The Patient is aware of, has consented to, and has directed my disclosure of their information to UCB so that UCB
may contact the Patient to further enable services for those purposes and that such consent and direction applies to disclosures made through the duration of the Patient's therapy; 4) | will not seek reimbursement from
any third party for the support UCB provides; 5) | am licensed to prescribe the prescription medication identified in this form; &) the prescription complies with my state-specific prescribing requirements, and | appoint
UCB as my agent for the limited purpose of conveying this prescription by any means under applicable law only to the dispensing pharmacy; and 7) | hereby authorize UCB's patient support program vendor to
submit this Enrollment Form to the dispensing pharmacy as my signature. | understand that by signing this form, | am requesting support from UCB for the above-referenced patient who has been prescribed CIMZIA.
PRESCRIBER SIGNATURE: PRESCRIBER MUST MANUALLY SIGN AND DATE. RUBBER STAMPS AND SIGNATURE BY OTHER OFFICE PERSONNEL FOR THE PRESCRIBER WILL NOT BE ACCEPTED.

OR

DISPENSE AS WRITTEN

Please follow your state’s prescribing guidelines for electronic prescriptions (if applicable). Please see accompanying Important
Safety Information, refer to the full Prescribing Information provided by the UCB representative, and visit CIMZIAhcp.com.

For more information, contact the CIMplicity service center:

Hours: 8am to 8pm ET, Monday-Friday

SUBSTITUTION PERMITTED

Fax: 1-866-949-2469

[ ] Patient unable to provide consent. Please send digital request to obtain Patient Authorization to Use/Disclose Health Information.

*Date Signed

CA, MA, NC, & PR: Interchange is mandated unless prescriber writes
“No Substitution.” ATTN: NY and IA, please submit electronic prescription.

Phone: 1-866-424-6942
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Indications
CIMZIA is a tumor necrosis factor (TNF) blocker indicated for:

* Reducing signs and symptoms of Crohn’s disease and maintaining clinical
response in adult patients with moderately to severely active disease who have
had an inadequate response to conventional therapy

* Treatment of adults with moderately to severely active rheumatoid arthritis

* Treatment of active polyarticular juvenile idiopathic arthritis (pJIA) in patients 2
years of age and older

* Treatment of adult patients with active psoriatic arthritis
* Treatment of adults with active ankylosing spondylitis

* Treatment of adults with active non-radiographic axial spondyloarthritis with
objective signs of inflammation

¢ Treatment of adults with moderate-to-severe plaque psoriasis who are
candidates for systemic therapy or phototherapy

Important Safety Information
CONTRAINDICATIONS

CIMZIA is contraindicated in patients with a history of hypersensitivity reaction
to certolizumab pegol or to any of the excipients. Reactions have included
angioedema, anaphylaxis, serum sickness, and urticaria.

SERIOUS INFECTIONS

Patients treated with CIMZIA are at increased risk for developing serious
infections that may lead to hospitalization or death. Most patients who
developed these infections were taking concomitant immunosuppressants such
as methotrexate or corticosteroids.

Discontinue CIMZIA if a patient develops a serious infection or sepsis.
Reported infections include:

¢ Active tuberculosis (TB), including reactivation of latent TB. Patients with TB
have frequently presented with disseminated or extrapulmonary disease.
Test patients for latent TB before CIMZIA use and during therapy. Initiate
treatment for latent TB prior to CIMZIA use.

¢ Invasive fungal infections, including histoplasmosis, coccidioidomycosis,
candidiasis, aspergillosis, blastomycosis, and pneumocystosis. Patients
with histoplasmosis or other invasive fungal infections may present with
disseminated, rather than localized, disease. Antigen and antibody testing
for histoplasmosis may be negative in some patients with active infection.
Consider empiric anti-fungal therapy in patients at risk for invasive fungal
infections who develop severe systemic illness.

¢ Bacterial, viral, and other infections due to opportunistic pathogens, including
Legionella and Listeria.

Carefully consider the risks and benefits of treatment with CIMZIA prior to
initiating therapy in the following patients: with chronic or recurrent infection;
who have been exposed to TB; with a history of opportunistic infection; who
resided in or traveled in regions where mycoses are endemic; with underlying
conditions that may predispose them to infection. Monitor patients closely for
the development of signs and symptoms of infection during and after treatment
with CIMZIA, including the possible development of TB in patients who tested
negative for latent TB infection prior to initiating therapy.

* Do not start CIMZIA during an active infection, including
localized infections.

e Patients older than 65 years, patients with co-morbid conditions, and/or
patients taking concomitant immunosuppressants may be at greater risk
of infection.

¢ |f an infection develops, monitor carefully and initiate appropriate therapy.
MALIGNANCY

Lymphoma and other malignancies, some fatal, have been reported in children
and adolescent patients treated with TNF blockers, of which CIMZIA is a member.

e Consider the risks and benefits of CIMZIA treatment prior to initiating or
continuing therapy in a patient with known malignancy.

¢ In clinical trials, more cases of malignancies were observed among CIMZIA-
treated patients compared to control patients.

All other trademarks are the property of their respective holders.
J ©2024 UCB, Inc., Smyrna, GA 30080. All rights reserved. US-CZ-2400334
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¢ In CIMZIA clinical trials, there was an approximately 2-fold higher rate
of lymphoma than expected in the general U.S. population. Patients with
rheumatoid arthritis, particularly those with highly active disease, are at a
higher risk of lymphoma than the general population.

¢ Malignancies, some fatal, have been reported among children, adolescents,
and young adults being treated with TNF blockers. Approximately half of
the cases were lymphoma, while the rest were other types of malignancies,
including rare types associated with immunosuppression and malignancies not
usually seen in this patient population.

e Postmarketing cases of hepatosplenic T-cell lymphoma (HSTCL), a rare type
of T-cell ymphoma, have been reported in patients treated with TNF blockers,
including CIMZIA. These cases have had a very aggressive disease course and
have been fatal. The majority of reported TNF blocker cases have occurred
in patients with Crohn’s disease or ulcerative colitis, and the majority were in
adolescent and young adult males. Almost all of these patients had received
treatment with azathioprine or é-mercaptopurine concomitantly with a TNF
blocker at or prior to diagnosis. Carefully assess the risks and benefits of
treating with CIMZIA in these patient types.

* Cases of acute and chronic leukemia were reported with TNF blocker use.
HEART FAILURE

* Worsening and new onset congestive heart failure (CHF) have been reported
with TNF blockers. Exercise caution and monitor carefully.

HYPERSENSITIVITY

¢ Angioedema, anaphylaxis, dyspneq, hypotension, rash, serum sickness, and
urticaria have been reported following CIMZIA administration. If a serious
allergic reaction occurs, stop CIMZIA and institute appropriate therapy.
The needle shield inside the removable cap of the CIMZIA prefilled syringe
contains a derivative of natural rubber latex that may cause an allergic
reaction in individuals sensitive to latex.

HEPATITIS B VIRUS REACTIVATION

¢ Use of TNF blockers, including CIMZIA, may increase the risk of reactivation
of hepatitis B virus (HBV) in patients who are chronic carriers. Some cases have
been fatal.

* Test patients for HBV infection before initiating treatment with CIMZIA.

* Exercise caution in patients who are carriers of HBV and monitor them before
and during CIMZIA treatment.

¢ Discontinue CIMZIA and begin antiviral therapy in patients who develop HBV
reactivation. Exercise caution when resuming CIMZIA after HBV treatment.
NEUROLOGIC REACTIONS

e TNF blockers, including CIMZIA, have been associated with rare cases of new
onset or exacerbation of central nervous system and peripheral demyelinating
diseases, including multiple sclerosis, seizure disorder, optic neuritis, peripheral
neuropathy, and Guillain-Barré syndrome.

HEMATOLOGIC REACTIONS

* Rare reports of pancytopenia, including aplastic anemia, have been reported
with TNF blockers. Medically significant cytopenia has been infrequently
reported with CIMZIA.

¢ Consider stopping CIMZIA if significant hematologic abnormalities occur.
DRUG INTERACTIONS

* Do not use CIMZIA in combination with other biological DMARDS.
AUTOIMMUNITY

¢ Treatment with CIMZIA may result in the formation of autoantibodies and,
rarely, in development of a lupus-like syndrome. Discontinue treatment if
symptoms of a lupus-like syndrome develop.

IMMUNIZATIONS

* Avoid use of live vaccines during or immediately prior to initiating CIMZIA.
Update immunizations in agreement with current immunization guidelines prior
to initiating CIMZIA therapy.

ADVERSE REACTIONS

* The most common adverse reactions in CIMZIA clinical trials (28%) were upper
respiratory infections (18%), rash (9%), and urinary tract infections (8%).

Please see full Prescribing Information provided by the UCB representative,
and visit CIMZIAhcp.com.

{:] CIMZIA®, CIMplicity®, cimplicity®, and UCBCares® are registered trademarks of the UCB Group of Companies.





PAGE 3 OF 3

~

-
cimziq

I
(cerfolizumab pegol)

Patient Authorization to Use /Disclose Health Information (% cimplicity
For CIMZIA® (certolizumab pegol) 1%

By signing this Patient Authorization to Use/Disclose Health Information form (“Authorization”), | hereby authorize each of my physicians, pharmacists (including any
specialty pharmacy that receives my prescription for a UCB medication), and other of my healthcare providers (together, “Providers”) and each of my health insurers (fogether,
“Insurers”) to disclose information related to my medical condition and treatment (including prescription information), my health insurance coverage and policy number, my name,
mailing and email addresses, telephone number, and date of birth (together, “Health Information”), to UCB, Inc. and its agents, service providers, contractors, and representatives
(together, “UCB"). My Health Information will be shared with UCB so that UCB may: (i) enroll me in, and contact me about, patient support programs and/or related market
research for UCB medications; (ii) provide me with educational materials and information related to UCB medications; (iii) verify, investigate, assist with, and coordinate my
coverage for a UCB medication with my Insurers and Providers; (iv) determine my eligibility for and help me access savings, interim care and/or free drug programs for UCB
medications; (v) conduct market research and/or analyses or other commercial activity, including aggregating my Health Information with other data for such analyses; (vi) assist
with analysis related to quality, efficacy, and safety for UCB medications; (vii) de-identify my Health Information for use for any purpose under applicable law.

| understand that | do not have to sign this Authorization and choosing not to sign will not affect my ability to receive treatment from my Providers or payment from my Insurers.
However, if | do not sign this form, UCB may not be able to provide me with certain patient support. Once my Health Information has been disclosed to UCB, | understand that
federal privacy laws may no longer protect this information. However, | understand that UCB and other parties authorized to receive my Health Information pursuant to this
Authorization agree to protect my Health Information by using and disclosing it only for purposes authorized in this Authorization or as required by law or regulations. | also
understand that one or more Providers and/or Insurers may receive payment from UCB for disclosing my Health Information for some or all of the purposes listed above.

| understand that this Authorization is voluntary and that | am not required to sign this Authorization. | may revoke this Authorization at any time (1) by mailing a letter, including
my First Name, Last Name, Date of Birth, Gender, and ZIP Code, requesting such cancellation to UCBCares® at 1950 Lake Park Drive, Smyrna, GA 30080; or (2) by informing my
Providers in writing that | do not want them to share any information with UCB. | understand that revoking my Authorization means my physicians, pharmacies, and health plans,
as well as UCB, Inc,, may no longer rely on the Authorization to use or disclose my Health Information, but it will not affect previous disclosures made by them pursuant to this
Authorization. UCB shall provide timely notification of my revocation of this Authorization to my Providers and Insurers. Once my Providers and Insurers receive and process the
notice of revocation of this Authorization, my Providers and Insurers may no longer make disclosures of my Health Information to UCB as permitted by this Authorization.

This Authorization expires 10 years from the date it was signed unless a shorter period is mandated by the law of my state of residence, or unless otherwise revoked as outlined
above. | understand that | have the right to receive a copy of this Authorization once it is signed.

Patient Signature (Patient or Patient Representative) Patient/Patient Representative Name Date

[ Court Appointed [ Guardian [ ] Power of Attorney (including for healthcare decisions) [ Other

[1 1 agree to receive text messages from CIMplicity. Message and data rates may apply. You will receive two messages per month. Text STOP to cancel.
Text HELP for help. If you have questions, contact the CIMZIA Nurse Navigator at 1-844-822-6877. View the complete Terms of Use at CIMZIA.com.

] I agree that | am a US. resident and give UCB permission to send me information or contact me and/or my healthcare provider regarding my disease as well as information on other
related treatments, products, and services, and for marketing and informational purposes by phone, email, or mail. | understand that UCB will not sell my name, address, email address,
or any other information to any other third party (other than UCB's agents, service providers, contractors, and representatives) for their own marketing use.

[ 11 agree to receive communications from UCB (as defined above), including but not limited to calls made with an autodialer or prerecorded voice at the phone number(s)
provided to provide me with insurance coverage and financial assistance resources and information, injection support, and for other non-marketing purposes. If | have
designated a patient representative, he or she also agrees hereby to receive such communications from UCB for the purposes described above at the phone number(s)
provided. | understand that | (and, if applicable, my patient representative) can opt out of these communications at any time by mailing a letter, including my First Name, Last
Name, Date of Birth, Gender, and ZIP Code, requesting such cancellation to UCBCares at 1950 Lake Park Drive, Smyma, GA 30080.

Patient Signature (Patient or Patient Representative) Patient/Patient Representative Name Date

. . N . For more information on how UCB will use your
[] Court Appointed || Guardian [ | Power of Attorney (including for healthcare decisions) [ ] Other information please view our privacy policy of CMZIA.com.

Please refer to the Medication Guide For more information, contact FAX: 1-866-949-2469

: : P the CIMplicity® service center PHONE: 1-866-4CIMZIA (1-866-424-6942)
provided to you and discuss it with your HOURS: 8:00 AM fo 8:00 PM ET, WEReE
doctor, or visit www.CIMZIA.com. Monday through Friday

r ] CIMZIA®, CIMplicity®, cimplicity®, and UCBCares® are registered trademarks of the UCB Group of Companies.
All other trademarks are the property of their respective holders.
L ©2024 UCB, Inc., Smyrna, GA 30080. All rights reserved. US-CZ-2400334






@ Sign up online at www.covermymeds.health. Or complete entire form and fax to Novartis Patient Support at 844-666-1366
or 800-343-9117. Questions? Contact 844-267-3689. An incomplete Start Form may delay the start of treatment.

Novartis COSENTYX® (secukinumab) START FORM
Patient Support” E2 =REQUIRED

Subcutaneous use — includes:
Coverage, Prior Authorization, and Appeals Support:
Support from the initial benefits verification through prior authorization and appeals

1. Patient Information For patients under 18 years of age, please provide parent or authorized representative’s email and phone number.

|:| Mobile |:| Home
E» First Name E» Last Name E» Phone Number — We'lkeep you informed through non-marketing calls and texts.

ED» Sex for ClinicalUse:[_|Male [ ] Female OK to Leave Voicemail for COSENTYX:[ ] Yes [ ]No

ED» Date of Birth (MM/DD/YYYY)

Preferred Language:[_| English [_] Spanish [_] Other:

E» Address (No PO Box)

E» City E» State B zIP Email

| give permission to disclose my personal health information to the following Caregiver (optional):

] Mobile [_]Home
Caregiver Name Relationship to Patient Caregiver Phone Number— We'lkeep you informed through non-marketing calls and texts.!

2. Patient Authorization and Additional Enrollment Consents |have read and agree to the Patient Authorization on page 4.

X [ ] Checkhereif signed by an
E» Patient/Authorized Representative Signature E» Date (MM/DD/YYYY) Authorized Representative.
CO-PAY PLUS*FOR COSENTYX GET ACCESS TO ONGOING SUPPORT
Pay aslittle as $0 [] r'dlike to sign up for access to ongoing support. Il get COSENTYX tips, resources, and reminders from Novartis
|:| | have read and agree to the Co-Pay Plus Patient Support at the mobile phone number(s) | gave above.

Terms and Conditions on page 4. TBy checking this box, | agree to receive recurring marketing calls and texts from and on behalf of Novartis Pharmaceuticals

Corporation. These calls and texts may be automatic or recorded in advance. The number of calls and message frequency
varies. My consent is not a condition of getting any goods or services from Novartis. | can opt out of the program at any time by
calling 844-267-3689. | can also text "STOP" to any Novartis Patient Support Ongoing Support message to opt out of texts or
"HELP" for more information about this service. Message and data rates may apply.

3. Insurance Information Please include a copy (front and back) of the patient’s insurance card(s) and/or complete the section below.

Check all that apply: [] Patientls the Policy Holder [] PatientlsUninsured ] Image(s) of Insurance Card(s) Included
E®» Pharmacy Insurance [ ]Private [ ] Medicare Advantage [ | MedicarePartD  [_| Medicaid [_] Other:

If separate from medical insurance

Insurance/Payer Plan Name Policy Phone Number
Member ID Number Rx Group Number
PCN Number BIN Number

Primary Medical Insurance [ ]Private [ ] Medicare Advantage [ | Medicare A/B || Medicaid [_] Other:

Insurance/Payer PlanName Policy Phone Number

Member ID Number Group Number

DO NOT FAX PATIENT MEDICAL RECORDS. ANY MEDICAL RECORDS SHARED WILL BE DESTROYED.
Toreport an adverse event, call 1-888-NOW-NOVA
or visit www.novartis.com/report Y{
FA-11627732 Cosentyx | Pagetof4
(secukinumab)



http://www.novartis.com/report

https://www.covermymeds.health/



@ Sign up online at www.covermymeds.health. Or complete entire form and fax to Novartis Patient Support at 844-666-1366
or 800-343-9117. Questions? Contact 844-267-3689. An incomplete Start Form may delay the start of treatment.

Novartis COSENTYX® (secukinumab) START FORM
Patient Support E3 =REQUIRED
E» Patient Name E» Date of Birth (MM/DD/YYYY)

4. Prescriber Information

ED FirstName E» LastName E3 Practice Name

E» Address ED Practice Phone Number

E» City E» State Ezp Practice Contact Name

E® Prescriber NPI Number Practice Contact Phone Number ED Practice Fax

Tax ID Number

5. Additional Information
E» Primary Diagnosis/ICD-10-CM Codes (check one):

|:| L40.0 Plaque Psoriasis |:| L40.5 Psoriatic Arthritis |:| L40.54 Psoriatic Juvenile Arthropathy |:| L73.2 Hidradenitis Suppurativa
[_1M081Juvenile Ankylosing Spondylitis [_]M08.90 Juvenile Arthritis, unspecified [ M45.0 Ankylosing Spondylitis
|:| M45.A Non-Radiographic Axial Spondyloarthritis

Secondary Diagnosis/Special Areas or Manifestations (optional):

Excluding COSENTYX, does this patient have a contraindication to, or have they previously taken, any of the following treatments below (including any
biosimilar presentations of the treatments shown)? If yes, please indicate from the options below. This information is requested to assist with support for
navigating insurance coverage. Completion of this section is optional.

[ JHUMIRA® (adalimumab) [ _]REMICADE® (infliximab) [ ] CIMZIA® (certolizumab pegol) [ _]ENBREL® (etanercept)

[ ] Otezla® (apremilast) [ ]RINVOQ® (upadacitinib) [ ] SIMPONI® (golimumab) [ | SKYRIZI® (risankizumab-rzaa) [ ]STELARA® (ustekinumab)
[ Taltz® (ixekizumab) [_] TREMFYA® (guselkumab) [ _]BIMZELX® (bimekizumab-bkzx)

DO NOT FAX PATIENT MEDICAL RECORDS. ANY MEDICAL RECORDS SHARED WILL BE DESTROYED.
To report an adverse event, call 1-888-NOW-NOVA

or visit www.novartis.com/report Y{
FA-11627732 Cosentyx | Page20f4

(secukinumab)
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@ Sign up online at www.covermymeds.health. Or complete entire form and fax to Novartis Patient Support at 844-666-1366
or 800-343-9117. Questions? Contact 844-267-3689. An incomplete Start Form may delay the start of treatment.

Novartis COSENTYX® (secukinumab) START FORM
Patient Support E2 =REQUIRED
E» Patient Name E» Date of Birth (MM/DD/YYYY)

6. Prescription Information

HCP Preferred Specialty Pharmacy (optional): [] The patient prescription has been sent to the specialty

pharmacy noted here

E» Pharmacy Prescription: [_] Patient has completed a maintenance dose and is now moving to an increased maintenance dose

Product Information (Adult) Dosage/Quantity (28 days) Refills

COSENTYX 150 mg |:| Loading Dose: Inject 150 mg subcutaneously on Weeks 0,1,2,3 | N/A

|:| Sensoready®Pen |:| Prefilled Syringe |:| Maintenance: Inject 150 mg subcutaneously on Week 4, refills
(1x150 mg/mL) (1x150 mg/mL) then every 4 weeks thereafter -

|:| Loading Dose: Inject 300 mg subcutaneously on Weeks 0,1,2,3 | N/A

|:| Maintenance: Inject 300 mg subcutaneously on Week 4,

COSENTYX300mg then every 4 weeks thereafter ___refills
[]UnoReady®Pen [ ] Sensoready®Pen [] Prefiled Syringe
(1x300 mg/2mL) (2x150 mg/mL) (2x150mg/mL) |:| Maintenance Increase (HS only): Inject 300 mg subcutaneously ]
every 2 weeks (For patients currently taking COSENTY X every ___ refills

4 weeks as per label. Loading dose already completed.)

Product Information (Pediatric) Dosage/Quantity (28 days) Refills

|:| Loading Dose: Inject 75 mg subcutaneously on Weeks 0,1,2,3 N/A

COSENTYX75mg |:| Prefilled Syringe
(wt<50kg) (1X75mg/mL) )
|:| Maintenance: Inject 75 mg subcutaneously on Week 4, refills
then every 4 weeks thereafter
COSENTYX 150 mg . .
(wt=50kg) |:| Sensoready® Pen |:| Loading Dose: Inject 150 mg subcutaneously on Weeks 0,1,2,3 | N/A
(1x150mg/mL)

Juvenile AS Only

(wt250ko) [ ] Prefilled Syri
retilie ringe o .
Moderate to Severe HS Only (1x150 mg)lmL? ] chg:‘;‘jga“:\?\;;glkegggg g}?esrUbCUtaneOUSW onWeek 4, refills
(wt =30 kg and <90 kg) ry -
COSENTYX 300 mg [_] UnoReady® Pen .
(1300 mg/2mL) |:| Loading Dose: Inject 300 mg subcutaneously on Weeks 0,1,2,3 | N/A
Moderate to Severe HS Only
(wt =90 kg) |:| Sensoready® Pen
(2x150 mg/mL)
] . |:| Maintenance: Inject 300 mg subcutaneously on Week 4, refills
[ Prefilled Syringe then every 4 weeks thereafter —
(2x150 mg/mL)

Prescriber Attestation

| certify the above therapy is medically necessary and this information is accurate to the best of my knowledge. | certify | am the provider who has prescribed
COSENTYX to the patient named on this form. | certify that any medication received from Novartis Pharmaceuticals Corporation, its affiliates and service providers
(“Novartis”), or the Novartis Patient Assistance Foundation, Inc., and its service providers (“NPAF”), will be used only for the patient named on this form and will not be
offered for sale, trade, or barter, returned for credit, or submitted for reimbursement in any form. I acknowledge that NPAF is exclusively for purposes of patient care
and not for remuneration of any sort. | understand that Novartis and NPAF may revise, change, or terminate their respective programs at any time. l acknowledge
that no medical records will be sent to Novartis Patient Support along with this Start Form. 1 have discussed the Novartis Patient Support Program with my
patient, who has authorized me under HIPAA and state law to disclose their information to Novartis for the limited purpose of enrolling in Novartis Patient
Support. To complete this enroliment, Novartis may contact the patient by phone, text, and email.

X
E» Prescriber Signature (Dispense as Written) (Substitution Permissible) E® Prescriber Name (Print Name) E3» Date (MM/DD/YYYY)
ATTN: Please follow your state’s prescribing guidelines for electronic prescriptions (if applicable).

DO NOT FAX PATIENT MEDICAL RECORDS. ANY MEDICAL RECORDS SHARED WILL BE DESTROYED.
To report an adverse event, call 1-888-NOW-NOVA

or visit www.novartis.com/report Y(
FA-11627732 Cosentyx | Page3of4
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Novartis
Patient Support

Patient Authorization. | authorize my healthcare providers, pharmacies
and health insurers, and their service providers (“Providers”) to disclose
information relating to my insurance benefits, medical condition,
treatment, and prescription details (“Personal Information”) to Novartis
Pharmaceuticals Corporation, its affiliates and service providers
(“Novartis”) and the Novartis Patient Assistance Foundation, Inc., and

its service providers ("NPAF”) so they can provide the following support
services (the “Services"):

« Help coordinate insurance coverage for, access to, and receipt of my
medication.

» Communicate with me about possible financial assistance, including
Novartis copay or NPAF programs, and, if | am enrolled, administer my
participation in those programs.

« Communicate with me about my medication and treatment, including
reminders, health and lifestyle tips, and product and other related
information. Communications may be customized based on Personal
Information obtained from my Providers.

« Conduct quality assurance and other internal business activities and
ask for feedback related to the Services or my treatment.

In delivering the Services, Novartis and NPAF may share my Personal
Information with each other, with my Providers, or with government
agencies or other financial assistance programs that might help me pay
for my medication. They may combine information collected from me
with information collected from other sources and use that information
to administer the Services. My pharmacies or other healthcare providers
may receive payment from Novartis or NPAF for providing certain Services,
such as medication or refill reminders, based on my enrollment or
participation. Once | authorize disclosure of my Personal Information, it
may no longer be protected by federal health privacy law and applicable
state laws.

| understand | do not have to sign this Authorization to get my medication
or insurance coverage, that | have a right to a copy, and can cancel this
Authorization at any time by calling 844-267-3689 or by writing to:

Novartis Patient Support

Novartis Pharmaceuticals Corporation
One Health Plaza

East Hanover, NJ 07936-1080

This Authorization will expire 5 years after | sign it, or earlier if required by
state law, unless | cancel it sooner. For Maryland healthcare providers, this
authorization expires 1year from the date of signature. If | cancel it, | may
no longer qualify for Services from Novartis or NPAF, but it will not impact
my Provider's treatment or my insurance benefits. | also understand that
if a Provider is disclosing my Personal Information to Novartis or NPAF

on an authorized, ongoing basis, my cancellation will be effective with
respect to that Provider as soon as they receive notice of my cancellation.
Cancellation will not affect prior uses or disclosures.

fNovartis Patient Support may call and text you at the numbers provided for non-marketing
purposes (eg, to help you access and start on COSENTYX). Calls may be autodialed or
prerecorded. Message and data rates may apply. You may change your communication
preferences at any time by calling 844-267-3689.
iCo-Pay Plus Terms & Conditions. Offer valid only when used with commercial health
insurance. Offer is not available where:

- the patient has federal or state health plan benefits (eg, Medicare, Medicaid,

TRICARE, VA);

« the health plan reimburses for the entire cost of the drug;

« the health plan provides no coverage for the drug; or

« prohibited by law.
The amount of funding available from the Program is subject to an annual limit. Novartis
reserves the right to discontinue the availability of co-pay assistance if, at any time,
Novartis determines that the patient is subject to a co-pay maximizer program. Co-pay
maximizers are programs implemented by health plans in which the amount of the
patient’s out-of-pocket cost is increased to reflect the availability of support offered by a
manufacturer assistance program. The patient is responsible for all costs once available
funding from the Program is exhausted.
The Program is designed exclusively for the benefit of the patient. The amount of available
funding may be reduced or eliminated if it is not credited by the patient's health plan
toward the patient's out-of-pocket obligations (eg, deductibles, annual out-of-pocket
maximums). Program funding may also be reduced or eliminated if the patient's health plan,
directly or indirectly, adjusts, reduces, or waives the patient's health plan benefits based on
the availability of, or the patient's enrollment in, the Program, or otherwise acts in a
manner that materially affects these Terms and Conditions.

Only the patient or their legal guardian or caregiver may enroll the patient in the Program.
Health plans, specialty pharmacies, pharmacy benefit managers, and their agents and
representatives (individually and collectively “Plan Administrators”), are prohibited from
enrolling patients in the Program.

Patients in the Program are responsible for notifying Novartis of any change in their
prescription drug health plan coverage that may conflict or otherwise affect compliance
with these Terms and Conditions. By accepting Program funding from Novartis on behalf of
participating patients, Plan Administrators agree to not take any action that materially
affects compliance with these Terms and Conditions.

Patients may not seek reimbursement for the value received from the Program from any
other party (eg, health plans, flexible spending or healthcare savings accounts). Patients
are responsible for complying with any applicable limitations and requirements of their
health plan related to their use of the Program.
Valid only in the United States and Puerto Rico. Co-pay support for infusion administration
cost not available in Rhode Island or Massachusetts.
The Program is not health insurance, and may not be combined with any third-party rebate,
coupon, or offer. Novartis reserves the right to rescind, revoke, or amend the Program at
any time without notice.
The Bridge Program applies to COSENTYX Subcutaneous Injection only. Eligible patients
must have private insurance and a valid prescription for COSENTYX, and a prior authorization,
predetermination, or medical exception that has been denied. Program requires the
submission of an appeal of the coverage denial within the first 90 days of enrollment to
remain eligible. Program provides COSENTYX for free to eligible patients for up to 2 years, or
until they receive insurance coverage approval, whichever occurs earlier. A valid prescription
consistent with FDA-approved labeling is required. Program is not available to patients
whose medications are reimbursed in whole or in part by Medicare, Medicaid, TRICARE, or
any other federal or state program. Patients may be asked to reverify insurance coverage
status during the course of the program. No purchase necessary. Program is not health
insurance, nor is participation a guarantee of insurance coverage. Additional Limitations
may apply. Novartis Pharmaceuticals Corporation reserves the right to rescind, revoke, or
amend this Program without notice.

Please see full Novartis Pharmaceuticals Corporation Privacy Policy and the Mobile Terms of Use.

b NOVARTIS

Novartis Pharmaceuticals Corporation
East Hanover, New Jersey 07936-1080

© 2026 Novartis

““” Cosentyx

(secukinumab)
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Moderate-to-severe atopic dermatitis

DUPIXENT MyWay Enrollment Form

By completing this form, you are enrolling your patient into DUPIXENT MyWay,
a patient support program that provides financial assistance, coverage support,

and resources throughout a patient’s journey with DUPIXENT.

' PATIENT INFORMATION

Name (First Ml Last)

HOW TO SUBMIT

Fax: 1-844-387-9370 or

DUPIXENT

mywayy

Send all pages and insurance information via

Electronic upload: Scan QR code or visit
DUPIXENTMyWayPortal.com (code: 8443879370)

‘ DUPIXENT@»

(dupilumab)injection

*If patient <18 (Puerto Rico <21), provide contact information of legal representative

DOB (MM/DD/YYYY)

[] Female

[] Male

Sex assigned at birth

Language (if not English)

Address (no PO Box)

City

State

ZIP

Email*

Phone*

[] Voicemail OK?

Caregiver or authorized contactinformation (optional) [ | | consent for the program to contact the following person

Contact name

Relationship

Email

Phone

[] Voicemail OK?

Patient authorizations - Both signatures are required below

[] I have read the Text Messaging Consent in Section 8 and expressly consent to receive text messages by or on behalf of the Program.

| have read and agree to the Patient Authorization to
Use and Disclose Health Information in Section 7.

SIGN

Patient/legal representative if patient is <18 years (Puerto Rico <21)

DATE

| have read and agree to the Patient Consent and
Certifications in Section 8.

SIGN

Patient/legal representative if patient is <18 years (Puerto Rico <21)

DATE

SCAN to add

DUPIXENT MyWay
to your contacts

Printed name

INSURANCE INFORMATION

If signed by legal representative:

Benefits investigation

[] I have included a copy of the patient’s insurance cards (front and back) or information

<7 BENEFITS INVESTIGATION AND PRESCRIPTION FULFILLMENT

[]1would like DUPIXENT MyWay to provide a Summary of Benefits

Relationship

Prescription fulfillment

SP name

CHOOSE ONE ICD-10 code
or write in if not listed.

[] L20 Atopic dermatitis

Reminder: Only FDA-approved
indications are eligible for support.
List of ICD-10 codes may not be exhaustive.

[] 1 would like DUPIXENT MyWay to triage the prescription to a payer-preferred specialty pharmacy

@ If DUPIXENT MyWay is not triaging the prescription, | have sent or will send this enrollment form
(including the prescription in Section 6) to the specialty pharmacy listed below

[] L20.0 Besnier's prurigo

[] L20.8 Other atopic dermatitis
[] L20.81 Atopic neurodermatitis
[] L20.82 Flexural eczema

; Phone

[] L20.83 Infantile (acute) (chronic) eczema
|:| L20.84 Intrinsic (allergic) eczema

[] L20.89 Other atopic dermatitis

[] L20.9 Atopic dermatitis, unspecified

[] Other

[] patient has NO insurance

By submitting this enrollment
form, DUPIXENT MyWay will be
able to view patient information
and provide program support
services and resources to
eligible patients.

'/ DIAGNOSIS - Moderate-to-severe atopic dermatitis

Please see accompanying full Prescribing Information or visit DUPIXENThcp.com.

© 2025 Sanofi and Regeneron Pharmaceuticals, Inc. All Rights Reserved. US.DUP.25.08.0029 08/2025
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Ry DUPIXENT:

evere atopic dermatitis z
P myWay) (dupilumab)injection

HOW TO SUBMIT

DUPIXENT MyWay Enrollment Form

By completing this form, you are enrolling your patient into DUPIXENT MyWay,
a patient support program that provides financial assistance, coverage support,

Oks=¥10]

Send all pages and insurance information via
Fax: 1-844-387-9370 or
Electronic upload: Scan QR code or visit

and resources throughout a patient’s journey with DUPIXENT. DUPIXENTMyWayPortal.com (code: 8443879370) @
Patient name DOB (MM/DD/YYYY)
PRESCRIBER INFORMATION
Prescriber name Specialty
Address City State ZIP
Prescriber NPI # Site/facility name
Office contact name Office contact email

Phone Fa TaxID

X
) RX: DUPIXENT® (DUPILUMAB) (200 MG/1.14 ML OR 300 MG/2 ML) PRESCRIPTION

Complete the prescription and sign where indicated.

ADULT DOSING

Preferred device type: H Loading dose: 600 mg SIG: 2 (300 mg/2 mL)
[ Pre-filled syringe Age subQonDay 1
@ L . 218 years Subsequent dose: 300 mg SIG: 1 (300 mg/2mL)
- [] Pre-filled pen for use in indicated patients >2 years ] subQ every 2 weeks, start on Day 15

Known drug allergies AGE WEIGHT | DOSING

Loading dose: 600 mg SIG: 2 (300 mg/2 mL)
Loading dose quantity: quantity sufficient for 1 loading dose 15kg- D subQ on Day 1
Subsequent dose quantity: quantity sufficient up to 84-day <30kg Subsequent dose: 300 mg SIG: 1 (300 mg/2 mL)

supply for every 2-week dosing or up to 56-day supply for

subQ every 4 weeks, start on Day 29
every 4-week dosing

Loading dose: 400 mg SIG: 2 (200 mg/1.14 mL)

Prescriber signatures (NO stamps) 6-17 30kg- subQonDay 1
Dispense as written years <60kg Subsequent dose: 200 mg SIG: 1 (200 mg/1.14 mL)
SIGN subQ every 2 weeks, start on Day 15
Loading dose: 600 mg SIG: 2 (300 mg/2 mL)
DATE 260kg subQonDay 1

Subsequent dose: 300 mg SIG: 1 (300 mg/2 mL)

Substitutions permitted subQ every 2 weeks, start on Day 15

(N I A O

SIGN 5kg- Initial and subsequent doses:
- 6 months <15kg 200 mg SIG: 1 (200 mg/1.14 mL) subQ every 4 weeks
DATE -5years  qgkg- Initial and subsequent doses:
<30kg 300 mg SIG: 1 (300 mg/2 mL) subQ every 4 weeks

Collaborating MD name

NPl #

Prescriber Certification: My signature certifies that the person named on this form is my patient; the information provided on this application, to the best of my knowledge, is complete and accurate; that therapy with
DUPIXENT is medically necessary; and that | have prescribed DUPIXENT to the patient named on this form for an FDA-approved indication. | understand that my patient’s information provided to Regeneron Pharmaceuticals,
Inc., Sanofi US, and their affiliates and agents (the “Alliance”) is for the use of DUPIXENT MyWay solely to verify my patient’s insurance coverage; to facilitate the filling of my patient’s prescription; to assess, if applicable, my
patient’s eligibility for patient assistance and other support programs; and to otherwise administer DUPIXENT MyWay for the patient. | certify that | have obtained my patient’s written authorization in accordance with applicable
state and federal law, including the Health Insurance Portability and Accountability Act of 1996 and its implementing regulations, to provide the individually identifiable health information on this form to DUPIXENT MyWay for
these purposes and for the purposes set forth in Section 7. Further, | have discussed and confirmed the patient's agreement that they would like to receive the Services and Communications set forth in Section 8. If applicable,
| authorize DUPIXENT MyWay to conduct a benefits investigation for my patient and to act on my behalf for the limited purpose of transmitting this prescription to the appropriate pharmacy designated by the patient per their benefit
plan provided that, if this prescription is not so designated, DUPIXENT MyWay is authorized to transmit this prescription to a network pharmacy it selects or to the pharmacy otherwise indicated. | understand that any free product
distributed through the DUPIXENT MyWay Patient Assistance Program is not contingent on any purchase obligations. | also understand that no free product may be submitted for reimbursement to any payer, including Medicare
and Medicaid; and no free product may be sold, traded, or distributed for sale. | consent to DUPIXENT MyWay contacting me by fax, mail, or email to provide additional information about DUPIXENT injection or DUPIXENT MyWay.
| understand that DUPIXENT MyWay may revise, change, or terminate any program services at any time without notice to me.

If you are a New York prescriber, please use an original New York State prescription form. The prescriber is to comply with his/her state-specific prescription requirements, such as e-prescribing, state-specific prescription form,
fax language, etc. Non-compliance with state-specific requirements could result in outreach to the prescriber.

2 | Please see accompanying full Prescribing Information or visit DUPIXENThcp.com. © 2025 Sanofi and Regeneron Pharmaceuticals, Inc. All Rights Reserved. US.DUP.25.08.0029 08/2025
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(dupilumab)injection

Moderate-to-severe atopic dermatitis %W%y} ‘ DUPIXENT@»

PATIENT

DUPIXENT Myway Enrou-ment Fo rm Please read the following carefully, then sign

and date where indicated in Section 1 on Page 1

7/ PATIENT AUTHORIZATION TO USE AND DISCLOSE HEALTH INFORMATION

| authorize my healthcare providers and staff (together, “"Healthcare Providers”), my health insurer, health plan, or programs that provide me healthcare
benefits (together, "Health Insurers”), and any specialty pharmacies (“Specialty Pharmacies”) that dispense my medication to disclose to Regeneron
Pharmaceuticals, Inc., Sanofi US, and their affiliates and agents (together, the “Alliance”) health information about me, including information related to my
medical condition and treatment, health insurance coverage and claims, and prescription (including fill/refill information) related to my prescription for
DUPIXENT® (dupilumab) therapy (*My Information”). | also authorize my Healthcare Providers, Health Insurers, Specialty Pharmacies and the Alliance to
use My Information and share it with each other for the purposes described below. | understand that my Healthcare Providers, Health Insurers, Specialty
Pharmacies and the Alliance will receive, use, and disclose My Information for the purposes of enrolling me in and providing certain services through the
“DUPIXENT MyWay Program,” including:

» to determine if | am eligible to participate in DUPIXENT MyWay coverage assistance programs, patient assistance programs, or other support programs;

+ toinvestigate my health insurance coverage for DUPIXENT injection;

* to obtain prior authorization for coverage;

 toassist with appeals of denied claims for coverage;

« for the operation and administration of the DUPIXENT MyWay Program;

* to communicate with me by mail, telephone, or email (or text message, if consented) regarding the Program, disease state and product-related education
and services, information about my participation in the Program and treatment, and to evaluate and improve the Program and associated services
provided, as set forth in Section 8; and

« to refer me to, or to determine my eligibility for, other programs, or alternative sources of funding or coverage that may be available to provide assistance
to me with the costs of my medication.

| understand that the Alliance may de-identify My Information and use it in performing research, education, business analytics, marketing studies, or for
other commercial purposes, including linkage with other de-identified information the Alliance receives from other sources. | understand that members
of the Alliance may share My Information, including identifiable health information, among themselves in order to de-identify it for these purposes and as
needed to perform the Services or to communicate with me by mail, telephone, or email, or, if | indicate my agreement and consent in Section 1 on page 1,
by text. | understand and agree that the Alliance may use My Information for these purposes and may share My Information with my Healthcare Providers,
Health Insurers and Specialty Pharmacies.

I understand and agree that my Healthcare Providers, Health Insurers, and Specialty Pharmacies may receive remuneration from the Alliance in exchange
for disclosing My Information to the Alliance and/or for providing me with support services in connection with the DUPIXENT MyWay Program.

Once My Information has been disclosed to the Alliance, | understand that federal privacy laws may no longer protect it from further disclosure. However,
l also understand the Alliance has agreed to protect My Information by using and disclosing it only for the purposes allowed by me in this Authorization or
as otherwise required by law.

|l understand that | do not have to sign this Authorization. A decision by me not to sign this Authorization will not affect my ability to obtain medical
treatment, payment for treatment, insurance coverage, access to health benefits or Alliance medications from covered entities such as Health Care
Providers, Health Insurers, and Specialty Pharmacies. However, if | do not sign this Authorization, | understand that | will not be able to participate in the
DUPIXENT MyWay Program.

| understand that this Authorization expires five years from the date of my signature or until my local state law requires expiration, subject to applicable
law, unless and until | withdraw (take back) this Authorization before then, or as otherwise required by law. For patients with Maryland healthcare
providers, this authorization expires 1 year from the date of signature. Further, | understand that | may withdraw this Authorization at any time by mailing
or faxing a written request to DUPIXENT MyWay at 2730 S. Edmonds Lane, Suite 300, Lewisville, TX 75067; Fax: 1-844-387-9370. Withdrawal of this
Authorization will end my participation in the DUPIXENT MyWay Program and will not affect any disclosure of My Information based on this Authorization
made before my request is received and processed by my Healthcare Providers, Health Insurers, and Specialty Pharmacies.

| understand that | may request a copy of this Authorization.

.1 PATIENT CONSENT AND CERTIFICATIONS

DUPIXENT MyWay Program Enrollment Consent. | am enrolling in the DUPIXENT MyWay Program (the “Program”) and authorize Regeneron
Pharmaceuticals, Inc., Sanofi US, and their affiliates and agents (together the “Alliance”) to provide me services under the Program, as described in the
Program Enrollment Form and as may be added in the future. Such services include medication and adherence communications and support, medication
dispensing support, coverage and financial assistance support, disease and medication education, injection training, and other support services (the
“Services”). If enrolling in the DUPIXENT MyWay Copay Card Program, | understand that Copay Card information will be sent to my designated specialty
pharmacy along with my prescription, and any assistance with my applicable cost-sharing or copayment for DUPIXENT® (dupilumab) injection will be made
in accordance with the Program terms and conditions.

Credit Check Consent. | authorize the Alliance to verify my eligibility for the DUPIXENT MyWay Patient Assistance Program, and | understand that such
verification may include contacting me or my healthcare provider for additional information and/or reviewing additional financial, insurance, and/or
medical information. | authorize the Alliance under the Fair Credit Reporting Act to use my demographic information to access reports on my individual
credit history from consumer reporting agencies. | understand that, upon request, the Alliance will tell me whether an individual consumer report was
requested and the name and address of the agency that furnished it. | further understand and authorize the Alliance to use any consumer reports about me
and information collected from me, along with other information they obtain from public and other sources, to estimate my income in conjunction with
the Patient Assistance Program eligibility determination process, if applicable.

3 | Please see accompanying full Prescribing Information or visit DUPIXENThcp.com.  © 2025 Sanofi and Regeneron Pharmaceuticals, Inc. All Rights Reserved. US.DUP.25.08.0029 08/2025
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Moderate-to-severe atopic dermatitis

DURXENT Y DUPIXENT’>
myW(J)/) ‘ (dupilumab)lnjection>

DUPIXENT Myway Enrou-ment Fo rm Il:ézlsiNrZad the following carefully, then sign

and date where indicated in Section 1 on Page 1

-1 PATIENT CONSENT AND CERTIFICATIONS (CONTINUED)

Conditions of Participation. | further understand that no free product may be submitted for reimbursement to any payer, including Medicare and
Medicaid; and no free product may be sold, traded, or distributed for sale. If approved for the DUPIXENT MyWay Patient Assistance Program, | will not seek
to have the value of any medication provided to me under this program counted toward my true-out-of-pocket (TrOOP) cost for prescription drugs for my
Medicare Part D Plan. Continuation in the DUPIXENT MyWay Patient Assistance Program is conditioned upon timely verification of income. In addition, |
agree to notify DUPIXENT MyWay if my insurance situation changes.

Patients whose health insurance benefits offer, or whose health insurance plans work with, an alternative funding program are not eligible for the Alliance
DUPIXENT MyWay Patient Assistance Program/need-based free drug. "Alternative funding programs” sometimes refer to themselves with different

names and promote their services as a benefit being offered through patients’ health insurance plans. In determining whether your health insurance plan
offers or works with an alternative funding program, please consider the following: (1) did a third party assist you with, or provide guidance about, the
preparation of your application for this program and/or direct you to apply; (2) were you told that you were required to work with a third party or a “patient
advocate” in order to receive coverage for your medicine; (3) were you told that you were required to apply to a manufacturer’s patient assistance program
as a prerequisite to having plan coverage for your specialty drug, including Alliance products; (4) were you told that you do not have plan coverage for your
specialty drug unless alternative funding sources for your specialty drug could not be found, (5) were you required by your plan to provide personal and
health information to a third party program or enter such information into a third party patient portal in advance of completing this application, (6) did
your employer recently tell you that your specialty drug plan benefits have changed; or (7) do you have any other reason to think that your health plan may
work with an alternative funding program, or an alternative funding program may be involved in your plan benefits? If you answered yes to any of these
questions, please check with your plan sponsor and review your plan benefits to determine whether your plan works with a third party that provides any
of the services, or is connected to any of the requirements described herein. If it does, you are not eligible to apply for this program. By applying to the
DUPIXENT MyWay Patient Assistance Program, you certify that the answer to all of these questions is “no.”

| also understand that the Services may be revised, changed, or terminated at any time and that the Program may be changed or discontinued
without notice.

Communications Consent. | authorize the Alliance to communicate with me by mail, telephone, or email, or, if | indicate my agreement and consent on
page 1, by text,* regarding the Program, disease state and product-related education and services, information about my participation in the Program
and treatment, and to evaluate and improve the Program and associated services provided (together, the "Communications”). | understand that |

may be contacted by the Alliance in the event that | report an adverse event. | understand that | do not have to enroll in the Program or receive the
Communications, and that | can still receive DUPIXENT injection, as prescribed by my Healthcare Provider. | understand that Communications transmitted
via unencrypted email or text message over an open network may be inherently unsecure, and there is no assurance of confidentiality for information
communicated in this manner. | may opt out of receiving Communications, individual support services offered by the Program, including the DUPIXENT
MyWay Copay Card, or opt out of the Program entirely at any time by notifying a Program representative by telephone at 1-844-387-4936, by sending a
letter to DUPIXENT MyWay 2730 S Edmonds Lane, Suite 300, Lewisville, TX 75067, or by contacting either Regeneron at DataProtection@Regeneron.com
or Sanofi at PrivacyOfficeUSA@sanofi.com.

Use of Personal and Sensitive Information Consent. | understand that my health information, contact information, and other personal information |, my
healthcare provider, and others share with Regeneron Pharmaceuticals, Inc., Sanofi US, and their affiliates and agents (together the “Alliance”) is collected
to provide me with the assistance | request, for the purposes described in this Program Enrollment Form, and for other business purposes of the Alliance,
as described in Regeneron’s Privacy Notice, available at regeneron.com/privacy-policy; Regeneron’s Consumer Health Data Privacy Policy, available at
regeneron.com/privacy-policy; and Sanofi's US Global Privacy Policy, available at sanofi.com/our-responsibility/sanofi-global-privacy-policy. Further, |
understand that my consent is required to process my sensitive information under certain U.S. state privacy laws, and by signing where indicated on page
1, | consent to the collection, use, disclosure, and processing of my personal and sensitive information, including my personal health data as described

in the Alliance’s privacy policies. | understand that | have the right to withdraw my consent at any time by notifying the Alliance using the contact
information below. Depending on where | live, | may have certain rights with respect to my personal information, including the request to access or delete
my personal information. | am aware that the Alliance may not be required to fulfill my requests in certain circumstances. | understand that to exercise
these rights, | may contact Regeneron'’s Privacy Office by emailing dataprotection@regeneron.com or by calling 1-844-835-4137 or Sanofi’s Privacy
Office at PrivacyOfficeUSA@sanofi.com.

Text Messaging Consent. *| acknowledge that by checking the Text Messaging Consent box on page 1, | expressly consent to receive text messages from or
on behalf of the Program at the mobile telephone number(s) that | provide.

| confirm that | am the subscriber for the mobile telephone number(s) provided, and | agree to notify the Alliance promptly if any of my number(s) change
in the future. | understand that my wireless service provider's message and data rates may apply. | understand that | can opt out of future text messages
at any time by texting STOP to 94742 from my mobile phone, and that | can get help for text messages by texting HELP to 94742. | also understand that
additional text messaging terms and conditions may be provided to me in the future as part of an opt-in confirmation text message. Message and data
rates may apply.

| understand that my consent is not required as a condition of participating in the Program, or purchasing any goods or services from Regeneron
Pharmaceuticals, Inc., Sanofi US, or their affiliates.

You may keep a copy of this form for your records.

4 | Please see accompanying full Prescribing Information or visit DUPIXENThcp.com. © 2025 Sanofi and Regeneron Pharmaceuticals, Inc. All Rights Reserved. US.DUP.25.08.0029 08/2025
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To have your patient evaluated for the DUPIXENT MyWay Quick Start Program, DupIXENT DUPIXENT: }
complete this page and submit along with the completed Enrollment Form. myWQ)/) (dupilumab) Injection
This page cannot be submitted separately.

Optional - O_UiCk Start Program FOR COMMERCIALLY INSURED PATIENTS ONLY: The Quick Start

Program may be able to temporarily provide DUPIXENT at no cost

to help bridge commercially insured patients to therapy if there is
a coverage delay. You must continue to pursue insurance coverage
for the patient for them to remain eligible for this program.

Moderate-to-severe atopic dermatitis

Patient name DOB (MM/DD/YYYY)

PRESCRIBER INFORMATION

Prescriber name Prescriber NPI #
Address City State ZIP
Phone Fax

RX: DUPIXENT® (DUPILUMAB) (200 MG/1.14 ML OR 300 MG/2 ML) PRESCRIPTION
Complete the prescription and sign where indicated.

Preferred device type: [] Loading dose: 600 mg SIC: 2 (500 me/2 m)
] Pre-filled syringe Age subQ on Day 1
@ L . 218 years [ Subsequent dose: 300 mg SIG: 1 (300 mg/2mL)
- [ Pre-filled penfor use in indicated patients 2 years subQ every 2 weeks, start on Day 15

Refills Weight (kg) 1kg=2.21lbs PEDIATRIC DOSING
AGE WEIGHT  DOSING
H Loading dose: 600 mg SIG: 2 (300 mg/2 mL)

Known drug allergies

Quantity sufficient up to a 28-day supply (up to a 56-day 15kg - subQ on Day 1
supply for every 4-week dosing) <30kg [] Subsequent dose: 300 mg SIG: 1 (300 mg/2 mL)
subQ every 4 weeks, start on Day 29
Prescriber signatures (NO stamps) ] Loading dose: 400 mg SIG: 2 (200 mg/1.14 mL)
Dispense as written 6-17 30kg- subQon Day 1
years <60 kg 1 Subsequent dose: 200 mg SIG: 1 (200 mg/1.14 mL)
SIGN subQ every 2 weeks, start on Day 15
Loading dose: 600 mg SIG: 2 (300 mg/2 mL)
DATE 6ol D subQonDay 1
260
Substitutions permitted & ] Subsequent dose: 300 mg SIG: 1 (300 mg/2 mL)
subQ every 2 weeks, start on Day 15
SIGN
§ 5kg- [ Initial and subsequent doses:
ST 6 months <15kg 200 mg SIG: 1 (200 mg/1.14 mL) subQ every 4 weeks
-5years  4g5ig- H Initial and subsequent doses:
<30kg 300 mg SIG: 1 (300 mg/2 mL) subQ every 4 weeks

Collaborating MD name
NPI #

Prescriber Certification: My signature certifies that the person named on this form is my patient; the information provided on this application, to the best of my knowledge, is complete and accurate; that therapy with DUPIXENT
is medically necessary; and that | have prescribed DUPIXENT to the patient named on this form for an FDA-approved indication. | understand that my patient’s information provided to Regeneron Pharmaceuticals, Inc., Sanofi US,
and their affiliates and agents (the “Alliance”) is for the use of DUPIXENT MyWay solely to verify my patient's insurance coverage; to facilitate the filling of my patient’s prescription; to assess, if applicable, my patient's eligibility
for patient assistance and other support programs; and to otherwise administer DUPIXENT MyWay for the patient. | certify that | have obtained my patient’s written authorization in accordance with applicable state and federal
law, including the Health Insurance Portability and Accountability Act of 1996 and its implementing regulations, to provide the individually identifiable health information on this form to DUPIXENT MyWay for these purposes and
for the purposes set forth in Section 7. Further, | have discussed and confirmed the patient’s agreement that they would like to receive the Services and Communications set forth in Section 8. If applicable, | authorize DUPIXENT
MyWay to conduct a benefits investigation for my patient and to act on my behalf for the limited purpose of transmitting this prescription to the appropriate pharmacy designated by the patient per their benefit plan, provided
that if this prescription is not so designated, DUPIXENT MyWay is authorized to transmit this prescription to a network pharmacy it selects or to the pharmacy otherwise indicated. | understand that any free product distributed
through the DUPIXENT MyWay Patient Assistance Program is not contingent on any purchase obligations. | also understand that no free product may be submitted for reimbursement to any payer, including Medicare and Medicaid;
and no free product may be sold, traded, or distributed for sale. | consent to DUPIXENT MyWay contacting me by fax, mail, or email to provide additional information about DUPIXENT injection or DUPIXENT MyWay. | understand
that DUPIXENT MyWay may revise, change, or terminate any program services at any time without notice to me.

If | am completing page 5, | authorize for my commercially insured patient one or more months of temporary shipments of DUPIXENT during a benefits determination delay or during the appeal process after an initial coverage delay
for DUPIXENT by the patient’s insurer. | authorize DUPIXENT MyWay to forward this prescription to the pharmacy dispensing the DUPIXENT Quick Start Program product to the patient named herein. | agree to assist in efforts to secure
access to DUPIXENT for my commercially insured patient in the event of a coverage delay.

If you are a New York prescriber, please use an original New York State prescription form. The prescriber is to comply with his/her state-specific prescription requirements, such as e-prescribing, state-specific prescription form,
fax language, etc. Non-compliance with state-specific requirements could result in outreach to the prescriber.

L3
SO nOfI ‘ REGENERON : DUPIXENT and DUPIXENT MyWay are registered trademarks of Sanofi or an affiliate.

5 | Please see accompanying full Prescribing Information or visit DUPIXENThcp.com. © 2025 Sanofi and Regeneron Pharmaceuticals, Inc. All Rights Reserved. US.DUP.25.08.0029 08/2025
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Bullous pemphigoid

DUPIXENT MyWay Enrollment Form

By completing this form, you are enrolling your patient into DUPIXENT MyWay,
a patient support program that provides financial assistance, coverage support,

and resources throughout a patient’s journey with DUPIXENT.

il PATIENT INFORMATION
Name (First Ml Last)

[] Female

[] Male

Sex assigned at birth
Address (no PO Box)

Email*

Caregiver or authorized contactinformation (optional) [ | | consent for the program to contact the following person

Contact name

Email

HOW TO SUBMIT

Fax: 1-844-387-9370 or

Send all pages and insurance information via

Electronic upload: Scan QR code or visit
DUPIXENTMyWayPortal.com (code: 8443879370)

Ry y ‘ DUPIXENT 2D

(dupilumab)injection

Oks=¥10]

DupixenT

mywayy

FEE

*If patient <18 (Puerto Rico <21), provide contact information of legal representative

DOB (MM/DD/YYYY)

Language (if not English)

City

Phone*

Relationship

Phone

State ZIP

[] Voicemail OK?

[] Voicemail OK?

Patient authorizations - Both signatures are required below

[] I have read the Text Messaging Consent in Section 8 and expressly consent to receive text messages by or on behalf of the Program.

I have read and agree to the Patient Authorization to I have read and agree to the Patient Consent and @ @
Use and Disclose Health Information in Section 7. Certifications in Section 8. ﬁ L]

N ht
o
SIGN SIGN LS

(O i
SCAN to add

DUPIXENT MyWay
to your contacts

Patient/legal representative if patient is <18 years (Puerto Rico <21) Patient/legal representative if patient is <18 years (Puerto Rico <21)

DATE DATE

If signed by legal representative: | Printed name

Relationship

7. INSURANCE INFORMATION

[] I have included a copy of the patient’s insurance cards (front and back) or information

[] patient has NO insurance

<7 BENEFITS INVESTIGATION AND PRESCRIPTION FULFILLMENT

Benefits investigation
[]1would like DUPIXENT MyWay to provide a Summary of Benefits

By submitting this enrollment
form, DUPIXENT MyWay will be
able to view patient information
and provide program support
services and resources to
eligible patients.

Prescription fulfillment

[] 1 would like DUPIXENT MyWay to triage the prescription to a payer-preferred specialty pharmacy

@ If DUPIXENT MyWay is not triaging the prescription, | have sent or will send this enrollment form
(including the prescription in Section 6) to the specialty pharmacy listed below

SP name Phone

'/ DIAGNOSIS - Bullous pemphigoid

CHOOSE ONE ICD-10 code |:| Other
or write in if not listed.

[] L12.0 Bullous pemphigoid

[] L12.8 Other pemphigoid

[] L12.9 Pemphigoid, unspecified

[] L13.9 Bullous disorders, unspecified

Reminder: Only FDA-approved
indications are eligible for support.
List of ICD-10 codes may not be exhaustive.

1| Please see accompanying full Prescribing Information or visit DUPI)(ENThcp.com. © 2025 Sanofi and Regeneron Pharmaceuticals, Inc. All Rights Reserved. US.DUP.25.08.0031 08/2025
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BUllOUS pem phigOid myW(Jy} (dupilumab)lnjection

DUPIXENT MyWay Enrollment Form o S

Send all pages and insurance information via
Fax: 1-844-387-9370 or
Electronic upload: Scan QR code or visit

By completing this form, you are enrolling your patient into DUPIXENT MyWay,
a patient support program that provides financial assistance, coverage support,

and resources throughout a patient’s journey with DUPIXENT. DUPIXENTMyWayPortal.com (code: 8443879370) @
Patient name DOB (MM/DD/YYYY)
PRESCRIBER INFORMATION
Prescriber name Specialty
Address City State ZIP
Prescriber NPI # Site/facility name
Office contact name Office contact email
Phone Fax Tax 1D

| RX: DUPIXENT® (DUPILUMAB) (300 MG/2 ML) PRESCRIPTION

Complete the prescription and sign where indicated.

ADULT DOSING

Preferred device type: [] Loading dose: 600 mg SIC: 2 (300 mg/2 ml)
@ ] Pre-filled syringe Age subQonDay 1
218 years Subsequent dose: 300 mg SIG: 1 (300 mg/2mL
- [] pre-filled pen y ] q & ( & )

subQ every 2 weeks, start on Day 15

Refills Weight (kg) 1kg=2.2lbs

Known drug allergies

Loading dose quantity: quantity sufficient for 1 loading dose

Subsequent dose quantity: quantity sufficient up to 84-day
supply for every 2-week dosing

Prescriber signatures (NO stamps)

Dispense as written

SIGN

DATE

Substitutions permitted

SIGN

DATE

Collaborating MD name

NPI #

Prescriber Certification: My signature certifies that the person named on this form is my patient; the information provided on this application, to the best of my knowledge, is complete and accurate; that therapy with
DUPIXENT is medically necessary; and that | have prescribed DUPIXENT to the patient named on this form for an FDA-approved indication. | understand that my patient’s information provided to Regeneron Pharmaceuticals,
Inc., Sanofi US, and their affiliates and agents (the “Alliance”) is for the use of DUPIXENT MyWay solely to verify my patient’s insurance coverage; to facilitate the filling of my patient’s prescription; to assess, if applicable, my
patient’s eligibility for patient assistance and other support programs; and to otherwise administer DUPIXENT MyWay for the patient. | certify that | have obtained my patient’s written authorization in accordance with applicable
state and federal law, including the Health Insurance Portability and Accountability Act of 1996 and its implementing regulations, to provide the individually identifiable health information on this form to DUPIXENT MyWay for
these purposes and for the purposes set forth in Section 7. Further, | have discussed and confirmed the patient's agreement that they would like to receive the Services and Communications set forth in Section 8. If applicable,
| authorize DUPIXENT MyWay to conduct a benefits investigation for my patient and to act on my behalf for the limited purpose of transmitting this prescription to the appropriate pharmacy designated by the patient per their benefit
plan provided that, if this prescription is not so designated, DUPIXENT MyWay is authorized to transmit this prescription to a network pharmacy it selects or to the pharmacy otherwise indicated. | understand that any free product
distributed through the DUPIXENT MyWay Patient Assistance Program is not contingent on any purchase obligations. | also understand that no free product may be submitted for reimbursement to any payer, including Medicare
and Medicaid; and no free product may be sold, traded, or distributed for sale. | consent to DUPIXENT MyWay contacting me by fax, mail, or email to provide additional information about DUPIXENT injection or DUPIXENT MyWay.
| understand that DUPIXENT MyWay may revise, change, or terminate any program services at any time without notice to me.

If you are a New York prescriber, please use an original New York State prescription form. The prescriber is to comply with his/her state-specific prescription requirements, such as e-prescribing, state-specific prescription form,
fax language, etc. Non-compliance with state-specific requirements could result in outreach to the prescriber.

2 | Please see accompanying full Prescribing Information or visit DUPI)(ENTh(p.com. © 2025 Sanofi and Regeneron Pharmaceuticals, Inc. All Rights Reserved. US.DUP.25.08.0031 08/2025
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DURXENT Y DUPIXENT’>
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DUPIXENT Myway Enrou-ment Fo rm Il:[tzls?lr:ad the following carefully, then sign

and date where indicated in Section 1 on Page 1

7/ PATIENT AUTHORIZATION TO USE AND DISCLOSE HEALTH INFORMATION

| authorize my healthcare providers and staff (together, “"Healthcare Providers”), my health insurer, health plan, or programs that provide me healthcare
benefits (together, "Health Insurers”), and any specialty pharmacies (“Specialty Pharmacies”) that dispense my medication to disclose to Regeneron
Pharmaceuticals, Inc., Sanofi US, and their affiliates and agents (together, the “Alliance”) health information about me, including information related to my
medical condition and treatment, health insurance coverage and claims, and prescription (including fill/refill information) related to my prescription for
DUPIXENT® (dupilumab) therapy (*My Information”). | also authorize my Healthcare Providers, Health Insurers, Specialty Pharmacies and the Alliance to
use My Information and share it with each other for the purposes described below. | understand that my Healthcare Providers, Health Insurers, Specialty
Pharmacies and the Alliance will receive, use, and disclose My Information for the purposes of enrolling me in and providing certain services through the
“DUPIXENT MyWay Program,” including:

+ to determine if | am eligible to participate in DUPIXENT MyWay coverage assistance programs, patient assistance programs, or other support programs;

+ toinvestigate my health insurance coverage for DUPIXENT injection;

+ to obtain prior authorization for coverage;

 toassist with appeals of denied claims for coverage;

» for the operation and administration of the DUPIXENT MyWay Program;

* to communicate with me by mail, telephone, or email (or text message, if consented) regarding the Program, disease state and product-related education
and services, information about my participation in the Program and treatment, and to evaluate and improve the Program and associated services
provided, as set forth in Section 8; and

« to refer me to, or to determine my eligibility for, other programs, or alternative sources of funding or coverage that may be available to provide assistance
to me with the costs of my medication.

| understand that the Alliance may de-identify My Information and use it in performing research, education, business analytics, marketing studies, or for
other commercial purposes, including linkage with other de-identified information the Alliance receives from other sources. | understand that members
of the Alliance may share My Information, including identifiable health information, among themselves in order to de-identify it for these purposes and as
needed to perform the Services or to communicate with me by mail, telephone, or email, or, if | indicate my agreement and consent in Section 1 on page 1,
by text. | understand and agree that the Alliance may use My Information for these purposes and may share My Information with my Healthcare Providers,
Health Insurers and Specialty Pharmacies.

I understand and agree that my Healthcare Providers, Health Insurers, and Specialty Pharmacies may receive remuneration from the Alliance in exchange
for disclosing My Information to the Alliance and/or for providing me with support services in connection with the DUPIXENT MyWay Program.

Once My Information has been disclosed to the Alliance, | understand that federal privacy laws may no longer protect it from further disclosure. However,
l also understand the Alliance has agreed to protect My Information by using and disclosing it only for the purposes allowed by me in this Authorization or
as otherwise required by law.

|l understand that | do not have to sign this Authorization. A decision by me not to sign this Authorization will not affect my ability to obtain medical
treatment, payment for treatment, insurance coverage, access to health benefits or Alliance medications from covered entities such as Health Care
Providers, Health Insurers, and Specialty Pharmacies. However, if | do not sign this Authorization, | understand that | will not be able to participate in the
DUPIXENT MyWay Program.

| understand that this Authorization expires five years from the date of my signature or until my local state law requires expiration, subject to applicable
law, unless and until | withdraw (take back) this Authorization before then, or as otherwise required by law. For patients with Maryland healthcare
providers, this authorization expires 1 year from the date of signature. Further, | understand that | may withdraw this Authorization at any time by mailing
or faxing a written request to DUPIXENT MyWay at 2730 S. Edmonds Lane, Suite 300, Lewisville, TX 75067; Fax: 1-844-387-9370. Withdrawal of this
Authorization will end my participation in the DUPIXENT MyWay Program and will not affect any disclosure of My Information based on this Authorization
made before my request is received and processed by my Healthcare Providers, Health Insurers, and Specialty Pharmacies.

| understand that | may request a copy of this Authorization.

.1 PATIENT CONSENT AND CERTIFICATIONS

DUPIXENT MyWay Program Enrollment Consent. | am enrolling in the DUPIXENT MyWay Program (the “Program”) and authorize Regeneron
Pharmaceuticals, Inc., Sanofi US, and their affiliates and agents (together the “Alliance”) to provide me services under the Program, as described in the
Program Enrollment Form and as may be added in the future. Such services include medication and adherence communications and support, medication
dispensing support, coverage and financial assistance support, disease and medication education, injection training, and other support services (the
“Services”). If enrolling in the DUPIXENT MyWay Copay Card Program, | understand that Copay Card information will be sent to my designated specialty
pharmacy along with my prescription, and any assistance with my applicable cost-sharing or copayment for DUPIXENT® (dupilumab) injection will be made
in accordance with the Program terms and conditions.

Credit Check Consent. | authorize the Alliance to verify my eligibility for the DUPIXENT MyWay Patient Assistance Program, and | understand that such
verification may include contacting me or my healthcare provider for additional information and/or reviewing additional financial, insurance, and/or
medical information. | authorize the Alliance under the Fair Credit Reporting Act to use my demographic information to access reports on my individual
credit history from consumer reporting agencies. | understand that, upon request, the Alliance will tell me whether an individual consumer report was
requested and the name and address of the agency that furnished it. | further understand and authorize the Alliance to use any consumer reports about me
and information collected from me, along with other information they obtain from public and other sources, to estimate my income in conjunction with
the Patient Assistance Program eligibility determination process, if applicable.

3 | Please see accompanying full Prescribing Information or visit DUPI)(ENTh(p.com. © 2025 Sanofi and Regeneron Pharmaceuticals, Inc. All Rights Reserved. US.DUP.25.08.0031 08/2025
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DUPIXENT Myway Enrou-ment Fo rm E[:;I;Nr:ad the following carefully, then sign

and date where indicated in Section 1 on Page 1

-1 PATIENT CONSENT AND CERTIFICATIONS (CONTINUED)

Conditions of Participation. | further understand that no free product may be submitted for reimbursement to any payer, including Medicare and
Medicaid; and no free product may be sold, traded, or distributed for sale. If approved for the DUPIXENT MyWay Patient Assistance Program, | will not seek
to have the value of any medication provided to me under this program counted toward my true-out-of-pocket (TrOOP) cost for prescription drugs for my
Medicare Part D Plan. Continuation in the DUPIXENT MyWay Patient Assistance Program is conditioned upon timely verification of income. In addition, |
agree to notify DUPIXENT MyWay if my insurance situation changes.

Patients whose health insurance benefits offer, or whose health insurance plans work with, an alternative funding program are not eligible for the Alliance
DUPIXENT MyWay Patient Assistance Program/need-based free drug. "Alternative funding programs” sometimes refer to themselves with different

names and promote their services as a benefit being offered through patients’ health insurance plans. In determining whether your health insurance plan
offers or works with an alternative funding program, please consider the following: (1) did a third party assist you with, or provide guidance about, the
preparation of your application for this program and/or direct you to apply; (2) were you told that you were required to work with a third party or a “patient
advocate” in order to receive coverage for your medicine; (3) were you told that you were required to apply to a manufacturer’s patient assistance program
as a prerequisite to having plan coverage for your specialty drug, including Alliance products; (4) were you told that you do not have plan coverage for your
specialty drug unless alternative funding sources for your specialty drug could not be found, (5) were you required by your plan to provide personal and
health information to a third party program or enter such information into a third party patient portal in advance of completing this application, (6) did
your employer recently tell you that your specialty drug plan benefits have changed; or (7) do you have any other reason to think that your health plan may
work with an alternative funding program, or an alternative funding program may be involved in your plan benefits? If you answered yes to any of these
questions, please check with your plan sponsor and review your plan benefits to determine whether your plan works with a third party that provides any
of the services, or is connected to any of the requirements described herein. If it does, you are not eligible to apply for this program. By applying to the
DUPIXENT MyWay Patient Assistance Program, you certify that the answer to all of these questions is “no.”

| also understand that the Services may be revised, changed, or terminated at any time and that the Program may be changed or discontinued
without notice.

Communications Consent. | authorize the Alliance to communicate with me by mail, telephone, or email, or, if | indicate my agreement and consent on
page 1, by text,* regarding the Program, disease state and product-related education and services, information about my participation in the Program
and treatment, and to evaluate and improve the Program and associated services provided (together, the "Communications”). | understand that |

may be contacted by the Alliance in the event that | report an adverse event. | understand that | do not have to enroll in the Program or receive the
Communications, and that | can still receive DUPIXENT injection, as prescribed by my Healthcare Provider. | understand that Communications transmitted
via unencrypted email or text message over an open network may be inherently unsecure, and there is no assurance of confidentiality for information
communicated in this manner. | may opt out of receiving Communications, individual support services offered by the Program, including the DUPIXENT
MyWay Copay Card, or opt out of the Program entirely at any time by notifying a Program representative by telephone at 1-844-387-4936, by sending a
letter to DUPIXENT MyWay 2730 S Edmonds Lane, Suite 300, Lewisville, TX 75067, or by contacting either Regeneron at DataProtection@Regeneron.com
or Sanofi at PrivacyOfficeUSA@sanofi.com.

Use of Personal and Sensitive Information Consent. | understand that my health information, contact information, and other personal information |, my
healthcare provider, and others share with Regeneron Pharmaceuticals, Inc., Sanofi US, and their affiliates and agents (together the “Alliance”) is collected
to provide me with the assistance | request, for the purposes described in this Program Enrollment Form, and for other business purposes of the Alliance,
as described in Regeneron’s Privacy Notice, available at regeneron.com/privacy-policy; Regeneron’s Consumer Health Data Privacy Policy, available at
regeneron.com/privacy-policy; and Sanofi's US Global Privacy Policy, available at sanofi.com/our-responsibility/sanofi-global-privacy-policy. Further, |
understand that my consent is required to process my sensitive information under certain U.S. state privacy laws, and by signing where indicated on page
1, | consent to the collection, use, disclosure, and processing of my personal and sensitive information, including my personal health data as described

in the Alliance’s privacy policies. | understand that | have the right to withdraw my consent at any time by notifying the Alliance using the contact
information below. Depending on where | live, | may have certain rights with respect to my personal information, including the request to access or delete
my personal information. | am aware that the Alliance may not be required to fulfill my requests in certain circumstances. | understand that to exercise
these rights, | may contact Regeneron'’s Privacy Office by emailing dataprotection@regeneron.com or by calling 1-844-835-4137 or Sanofi’s Privacy
Office at PrivacyOfficeUSA@sanofi.com.

Text Messaging Consent. *| acknowledge that by checking the Text Messaging Consent box on page 1, | expressly consent to receive text messages from or
on behalf of the Program at the mobile telephone number(s) that | provide.

| confirm that | am the subscriber for the mobile telephone number(s) provided, and | agree to notify the Alliance promptly if any of my number(s) change
in the future. | understand that my wireless service provider's message and data rates may apply. | understand that | can opt out of future text messages
at any time by texting STOP to 94742 from my mobile phone, and that | can get help for text messages by texting HELP to 94742. | also understand that
additional text messaging terms and conditions may be provided to me in the future as part of an opt-in confirmation text message. Message and data
rates may apply.

| understand that my consent is not required as a condition of participating in the Program, or purchasing any goods or services from Regeneron
Pharmaceuticals, Inc., Sanofi US, or their affiliates.

You may keep a copy of this form for your records.

4 | Please see accompanying full Prescribing Information or visit DUPIXENThcp.com. © 2025 Sanofi and Regeneron Pharmaceuticals, Inc. All Rights Reserved. US.DUP.25.08.0031 08/2025
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To have your patient evaluated for the DUPIXENT MyWay Quick Start Program, DUPIXENT DUPIXEN T@>
complete this page and submit along with the completed Enrollment Form. myWU)/) (dupilumab) Injection
This page cannot be submitted separately.

Optional - O_UiCk Start Program FOR COMMERCIALLY INSURED PATIENTS ONLY: The Quick Start

Program may be able to temporarily provide DUPIXENT at no cost
to help bridge commercially insured patients to therapy if there is
a coverage delay. You must continue to pursue insurance coverage
for the patient for them to remain eligible for this program.

Bullous pemphigoid

Patient name

PRESCRIBER INFORMATION

DOB (MM/DD/YYYY)

Prescriber name Prescriber NPI #
Address City State ZIP
Phone Fax

RX: DUPIXENT® (DUPILUMAB) (300 MG/2 ML) PRESCRIPTION
Complete the prescription and sign where indicated.

Preferred device type: [] Loading dose: 600 mg SIC: 2 (500 mg/2 mL)
@ ] Pre-filled syringe Age subQ on Day 1
218 years Subsequent dose: 300 mg SIG: 1 (300 mg/2mL)
- L] Pre-filled pen [ subQ every 2 weeks, start on Day 15

Refills Weight (kg) 1kg=2.21bs

Known drug allergies

Quantity sufficient up to a 28-day supply

Prescriber signatures (NO stamps)

Dispense as written

SIGN

DATE

Substitutions permitted

SIGN

DATE

Collaborating MD name
NPI #

Prescriber Certification: My signature certifies that the person named on this form is my patient; the information provided on this application, to the best of my knowledge, is complete and accurate; that therapy with DUPIXENT
is medically necessary; and that | have prescribed DUPIXENT to the patient named on this form for an FDA-approved indication. | understand that my patient’s information provided to Regeneron Pharmaceuticals, Inc., Sanofi US,
and their affiliates and agents (the “Alliance”) is for the use of DUPIXENT MyWay solely to verify my patient's insurance coverage; to facilitate the filling of my patient’s prescription; to assess, if applicable, my patient's eligibility
for patient assistance and other support programs; and to otherwise administer DUPIXENT MyWay for the patient. | certify that | have obtained my patient’s written authorization in accordance with applicable state and federal
law, including the Health Insurance Portability and Accountability Act of 1996 and its implementing regulations, to provide the individually identifiable health information on this form to DUPIXENT MyWay for these purposes and
for the purposes set forth in Section 7. Further, | have discussed and confirmed the patient’s agreement that they would like to receive the Services and Communications set forth in Section 8. If applicable, | authorize DUPIXENT
MyWay to conduct a benefits investigation for my patient and to act on my behalf for the limited purpose of transmitting this prescription to the appropriate pharmacy designated by the patient per their benefit plan, provided
that if this prescription is not so designated, DUPIXENT MyWay is authorized to transmit this prescription to a network pharmacy it selects or to the pharmacy otherwise indicated. | understand that any free product distributed
through the DUPIXENT MyWay Patient Assistance Program is not contingent on any purchase obligations. | also understand that no free product may be submitted for reimbursement to any payer, including Medicare and Medicaid;
and no free product may be sold, traded, or distributed for sale. | consent to DUPIXENT MyWay contacting me by fax, mail, or email to provide additional information about DUPIXENT injection or DUPIXENT MyWay. | understand
that DUPIXENT MyWay may revise, change, or terminate any program services at any time without notice to me.

If | am completing page 5, | authorize for my commercially insured patient one or more months of temporary shipments of DUPIXENT during a benefits determination delay or during the appeal process after an initial coverage delay
for DUPIXENT by the patient’s insurer. | authorize DUPIXENT MyWay to forward this prescription to the pharmacy dispensing the DUPIXENT Quick Start Program product to the patient named herein. | agree to assist in efforts to secure
access to DUPIXENT for my commercially insured patient in the event of a coverage delay.

If you are a New York prescriber, please use an original New York State prescription form. The prescriber is to comply with his/her state-specific prescription requirements, such as e-prescribing, state-specific prescription form,
fax language, etc. Non-compliance with state-specific requirements could result in outreach to the prescriber.

L3
SO nOfI ‘ REGENERON : DUPIXENT and DUPIXENT MyWay are registered trademarks of Sanofi or an affiliate.

5 | Please see accompanying full Prescribing Information or visit DUPI)(ENThcp.com. © 2025 Sanofi and Regeneron Pharmaceuticals, Inc. All Rights Reserved. US.DUP.25.08.0031 08/2025
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		Adult Loading Check 1 QS: Off

		Adult Subsequent Check  QS: Off

		DispenseAsWritten Date QS: 

		SubsPermitted Date QS: 

		CollaboratingMD Name QS: 

		PhysNPI 1 QS: 
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HOW TO SUBMIT

DUPIXENT MyWay Enrollment Form

By completing this form, you are enrolling your patient into DUPIXENT MyWay,
a patient support program that provides financial assistance, coverage support,
and resources throughout a patient’s journey with DUPIXENT.

Send all pages and insurance information via
Fax: 1-844-387-9370 or
Electronic upload: Scan QR code or visit

mywayy
LY
DUPIXENTMyWayPortal.com (code: 8443879370) ﬁg

PATIENT INFORMATION *If patient <18 (Puerto Rico <21), provide contact information of legal representative

Name (First Ml Last) DOB (MM/DD/YYYY)

Sex assigned atbirth [ | Female [ | Male Language (if not English)

Address (no PO Box) City State ZIP

Email* Phone* [] Voicemail OK?
Caregiver or authorized contactinformation (optional) [ | | consent for the program to contact the following person

Contact name Relationship

Email Phone [] Voicemail OK?

Patient authorizations - Both signatures are required below

[] I have read the Text Messaging Consent in Section 8 and expressly consent to receive text messages by or on behalf of the Program.

I have read and agree to the Patient Authorization to I have read and agree to the Patient Consent and @ @
Use and Disclose Health Information in Section 7. Certifications in Section 8. E L
TR
. —— . . — . Ock
Patient/legal representative if patient is <18 years (Puerto Rico <21) Patient/legal representative if patient is <18 years (Puerto Rico <21)
SCAN to add
- - DUPIXENT MyWay
to your contacts

If signed by legal representative: | Printed name

INSURANCE INFORMATION

Relationship

[] I have included a copy of the patient’s insurance cards (front and back) or information [] Patient has NO insurance

BENEFITS INVESTIGATION AND PRESCRIPTION FULFILLMENT

Benefits investigation
[]1would like DUPIXENT MyWay to provide a Summary of Benefits

By submitting this enrollment
Prescription fulfillment form, DUPIXENT MyWay will be
able to view patient information

[] 1 would like DUPIXENT MyWay to triage the prescription to a payer-preferred specialty pharmacy and provide program support

@ If DUPIXENT MyWay is not triaging the prescription, | have sent or will send this enrollment form services and resources to
(including the prescription in Section 6) to the specialty pharmacy listed below eligible patients.
SP name Phone
DIAGNOSIS - Chronic spontaneous urticaria
CHOOSE ONE ICD-10 code [] L50.1 Idiopathic urticaria [] other
or write in if not listed. [] L50.8 Other urticaria .
Reminder: Only FDA-approved [] L50.9 Urticaria, unspecified

indications are eligible for support.
List of ICD-10 codes may not be exhaustive.

1| Please see accompanying full Prescribing Information or visit DUPIXENThcp.com.  © 2026 Sanofi and Regeneron Pharmaceuticals, Inc. All Rights Reserved. US.DUP.26.03.0007 04/2026
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HOW TO SUBMIT

DUPIXENT Myway EnrOllment Form Send all pages and insurance information via @ @
By completing this form, you are enrolling your patient into DUPIXENT MyWay, Fax: 1_864_387_9370 or .
. . . . Electronic upload: Scan QR code or visit 1
a patient support program that provides financial assistance, coverage support, DUPIENTMyWavPortal de: 8443879370 @
s . yWay . :
and resources throughout a patient’s journey with DUPIXENT. ayPortal.com (code )
Patient name DOB (MM/DD/YYYY)
PRESCRIBER INFORMATION
Prescriber name Specialty
Address City State ZIP
Prescriber NPI # Tax ID Site/facility name
Office contact name Office contact email
Phone Fax Prescriber State Lic. # (Puerto Rico only)

RX: DUPIXENT® (DUPILUMAB) (200 MG/1.14 ML OR 300 MG/2 ML) PRESCRIPTION

Complete the prescription and sign where indicated.

ADULT DOSING
Preferred device type: Loading dose: 600 mg SIG: 2 (300 mg/2 mL)
@ [ pre-filled syringe Age subQonDay 1

218 years H Subsequent dose: 300 mg SIG: 1 (300 mg/2mL)
subQ every 2 weeks, start on Day 15

Refills Weight (kg) 1kg=2.2lbs PEDIATRIC DOSING

] pre-filled pen

Known drug allergies AGE WEIGHT  DOSING

. . . . . ] Loading dose: 600 mg SIG: 2 (300 mg/2 mL)
Loading dose quantity: quantity sufficient for 1 loading dose 15kg- subQonDay 1
Subsequent dose quantity: quantity sufficient up to 84-day <30kg Subsequent dose: 300 mg SIG: 1 (300 mg/2 mL)

supply for every 2-week dosing or up to 56-day supply for

subQ every 4 weeks, start on Day 29
every 4-week dosing

Loading dose: 400 mg SIG: 2 (200 mg/1.14 mL)
subQonDay 1

Subsequent dose: 200 mg SIG: 1 (200 mg/1.14 mL)
subQ every 2 weeks, start on Day 15

Prescriber signatures (NO stamps) 6-17 30kg-

Dispense as written years <60 kg

Loading dose: 600 mg SIG: 2 (300 mg/2 mL)
subQonDay 1

260 kg
Subsequent dose: 300 mg SIG: 1 (300 mg/2 mL)
Substitutions permitted subQ every 2 weeks, start on Day 15
- 5kg- Initial and subsequent doses:
- 2-5 <15kg 200 mg SIG: 1 (200 mg/1.14 mL) subQ every 4 weeks
- years 15kg- Initial and subsequent doses:

O|o o o|jo o d

<30kg 300 mg SIG: 1 (300 mg/2 mL) subQ every 4 weeks

Collaborating MD name

NPl #

Prescriber Certification: My signature certifies that the person named on this form is my patient; the information provided on this application, to the best of my knowledge, is complete and accurate; that therapy with
DUPIXENT is medically necessary; and that | have prescribed DUPIXENT to the patient named on this form for an FDA-approved indication. | understand that my patient’s information provided to Regeneron Pharmaceuticals,
Inc., Sanofi US, and their affiliates and agents (the “Alliance”) is for the use of DUPIXENT MyWay solely to verify my patient’s insurance coverage; to facilitate the filling of my patient’s prescription; to assess, if applicable, my
patient’s eligibility for patient assistance and other support programs; and to otherwise administer DUPIXENT MyWay for the patient. | certify that | have obtained my patient’s written authorization in accordance with applicable
state and federal law, including the Health Insurance Portability and Accountability Act of 1996 and its implementing regulations, to provide the individually identifiable health information on this form to DUPIXENT MyWay for
these purposes and for the purposes set forth in Section 7. Further, | have discussed and confirmed the patient's agreement that they would like to receive the Services and Communications set forth in Section 8. If applicable,
| authorize DUPIXENT MyWay to conduct a benefits investigation for my patient and to act on my behalf for the limited purpose of transmitting this prescription to the appropriate pharmacy designated by the patient per their benefit
plan provided that, if this prescription is not so designated, DUPIXENT MyWay is authorized to transmit this prescription to a network pharmacy it selects or to the pharmacy otherwise indicated. | understand that any free product
distributed through the DUPIXENT MyWay Patient Assistance Program is not contingent on any purchase obligations. | also understand that no free product may be submitted for reimbursement to any payer, including Medicare
and Medicaid; and no free product may be sold, traded, or distributed for sale. | consent to DUPIXENT MyWay contacting me by fax, mail, or email to provide additional information about DUPIXENT injection or DUPIXENT MyWay.
I understand that DUPIXENT MyWay may revise, change, or terminate any program services at any time without notice to me.

If you are a New York prescriber, please use an original New York State prescription form. The prescriber is to comply with his/her state-specific prescription requirements, such as e-prescribing, state-specific prescription form,
fax language, etc. Non-c iance with state-specific requir could result in outreach to the prescriber.

p

2 | Please see accompanying full Prescribing Information or visit DUPIXENThcp.com.  ©2026 Sanofi and Regeneron Pharmaceuticals, Inc. Al Rights Reserved. US.DUP.26.03.0007 04/2026
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PATIENT

DUPIXENT Myway Enrou-ment Fo rm Please read the following carefully, then sign

and date where indicated in Section 1 on Page 1

7/ PATIENT AUTHORIZATION TO USE AND DISCLOSE HEALTH INFORMATION

| authorize my healthcare providers and staff (together, “"Healthcare Providers”), my health insurer, health plan, or programs that provide me healthcare
benefits (together, "Health Insurers”), and any specialty pharmacies (“Specialty Pharmacies”) that dispense my medication to disclose to Regeneron
Pharmaceuticals, Inc., Sanofi US, and their affiliates and agents (together, the “Alliance”) health information about me, including information related to my
medical condition and treatment, health insurance coverage and claims, and prescription (including fill/refill information) related to my prescription for
DUPIXENT® (dupilumab) therapy (*My Information”). | also authorize my Healthcare Providers, Health Insurers, Specialty Pharmacies and the Alliance to
use My Information and share it with each other for the purposes described below. | understand that my Healthcare Providers, Health Insurers, Specialty
Pharmacies and the Alliance will receive, use, and disclose My Information for the purposes of enrolling me in and providing certain services through the
“DUPIXENT MyWay Program,” including:

» to determine if | am eligible to participate in DUPIXENT MyWay coverage assistance programs, patient assistance programs, or other support programs;

+ toinvestigate my health insurance coverage for DUPIXENT injection;

* to obtain prior authorization for coverage;

 toassist with appeals of denied claims for coverage;

« for the operation and administration of the DUPIXENT MyWay Program;

* to communicate with me by mail, telephone, or email (or text message, if consented) regarding the Program, disease state and product-related education
and services, information about my participation in the Program and treatment, and to evaluate and improve the Program and associated services
provided, as set forth in Section 8; and

« to refer me to, or to determine my eligibility for, other programs, or alternative sources of funding or coverage that may be available to provide assistance
to me with the costs of my medication.

In support of the purposes above, the Alliance may de-identify My information and use it in performing research, education, business analytics, and
marketing studies, and also for other commercial purposes, including linkage with other de-identified information the Alliance receives from other
sources. | understand that members of the Alliance may share My Information, including identifiable health information, among themselves in order

to de-identify it for these purposes and as needed to perform the Services or to communicate with me by mail, telephone, or email, or, if | indicate my
agreement and consent in Section 1 on page 1, by text. | understand and agree that the Alliance may use My Information for these purposes and may share
My Information with my Healthcare Providers, Health Insurers and Specialty Pharmacies.

I understand and agree that my Healthcare Providers, Health Insurers, and Specialty Pharmacies may receive remuneration from the Alliance in exchange
for disclosing My Information to the Alliance and/or for providing me with support services in connection with the DUPIXENT MyWay Program.

Once My Information has been disclosed to the Alliance, | understand that federal privacy laws may no longer protect it from further disclosure. However,
l also understand the Alliance has agreed to protect My Information by using and disclosing it only for the purposes allowed by me in this Authorization or
as otherwise required by law.

|l understand that | do not have to sign this Authorization. A decision by me not to sign this Authorization will not affect my ability to obtain medical
treatment, payment for treatment, insurance coverage, access to health benefits or Alliance medications from covered entities such as Health Care
Providers, Health Insurers, and Specialty Pharmacies. However, if | do not sign this Authorization, | understand that | will not be able to participate in the
DUPIXENT MyWay Program.

| understand that this Authorization expires five years from the date of my signature or until my local state law requires expiration, subject to applicable
law, unless and until | withdraw (take back) this Authorization before then, or as otherwise required by law. For patients with Maryland healthcare
providers, this authorization expires 1 year from the date of signature. Further, | understand that | may withdraw this Authorization at any time by mailing
or faxing a written request to DUPIXENT MyWay at 2730 S. Edmonds Lane, Suite 300, Lewisville, TX 75067; Fax: 1-844-387-9370. Withdrawal of this
Authorization will end my participation in the DUPIXENT MyWay Program and will not affect any disclosure of My Information based on this Authorization
made before my request is received and processed by my Healthcare Providers, Health Insurers, and Specialty Pharmacies.

| understand that | may request a copy of this Authorization.

.1 PATIENT CONSENT AND CERTIFICATIONS

DUPIXENT MyWay Program Enrollment Consent. | am enrolling in the DUPIXENT MyWay Program (the “Program”) and authorize Regeneron
Pharmaceuticals, Inc., Sanofi US, and their affiliates and agents (together the “Alliance”) to provide me services under the Program, as described in the
Program Enrollment Form and as may be added in the future. Such services include medication and adherence communications and support, medication
dispensing support, coverage and financial assistance support, disease and medication education, injection training, and other support services (the
“Services”). If enrolling in the DUPIXENT MyWay Copay Card Program, | understand that Copay Card information will be sent to my designated specialty
pharmacy along with my prescription, and any assistance with my applicable cost-sharing or copayment for DUPIXENT® (dupilumab) injection will be made
in accordance with the Program terms and conditions.

Credit Check Consent. | authorize the Alliance to verify my eligibility for the DUPIXENT MyWay Patient Assistance Program, and | understand that such
verification may include contacting me or my healthcare provider for additional information and/or reviewing additional financial, insurance, and/or
medical information. | authorize the Alliance under the Fair Credit Reporting Act to use my demographic information to access reports on my individual
credit history from consumer reporting agencies. | understand that, upon request, the Alliance will tell me whether an individual consumer report was
requested and the name and address of the agency that furnished it. | further understand and authorize the Alliance to use any consumer reports about me
and information collected from me, along with other information they obtain from public and other sources, to estimate my income in conjunction with
the Patient Assistance Program eligibility determination process, if applicable.

3 | Please see accompanying full Prescribing Information or visit DUPIXENThcp.com.  ©2026 Sanofi and Regeneron Pharmaceuticals, Inc. All Rights Reserved. US.DUP.26.03.0007 04/2026
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DUPIXENT Myway Enrou-ment Fo rm Il:ézlsiNrZad the following carefully, then sign

and date where indicated in Section 1 on Page 1

-1 PATIENT CONSENT AND CERTIFICATIONS (CONTINUED)

Conditions of Participation. | further understand that no free product may be submitted for reimbursement to any payer, including Medicare and
Medicaid; and no free product may be sold, traded, or distributed for sale. If approved for the DUPIXENT MyWay Patient Assistance Program, | will not seek
to have the value of any medication provided to me under this program counted toward my true-out-of-pocket (TrOOP) cost for prescription drugs for my
Medicare Part D Plan. Continuation in the DUPIXENT MyWay Patient Assistance Program is conditioned upon timely verification of income. In addition, |
agree to notify DUPIXENT MyWay if my insurance situation changes.

Patients whose health insurance benefits offer, or whose health insurance plans work with, an alternative funding program are not eligible for the Alliance
DUPIXENT MyWay Patient Assistance Program/need-based free drug. "Alternative funding programs” sometimes refer to themselves with different

names and promote their services as a benefit being offered through patients’ health insurance plans. In determining whether your health insurance plan
offers or works with an alternative funding program, please consider the following: (1) did a third party assist you with, or provide guidance about, the
preparation of your application for this program and/or direct you to apply; (2) were you told that you were required to work with a third party or a “patient
advocate” in order to receive coverage for your medicine; (3) were you told that you were required to apply to a manufacturer’s patient assistance program
as a prerequisite to having plan coverage for your specialty drug, including Alliance products; (4) were you told that you do not have plan coverage for your
specialty drug unless alternative funding sources for your specialty drug could not be found, (5) were you required by your plan to provide personal and
health information to a third party program or enter such information into a third party patient portal in advance of completing this application, (6) did
your employer recently tell you that your specialty drug plan benefits have changed; or (7) do you have any other reason to think that your health plan may
work with an alternative funding program, or an alternative funding program may be involved in your plan benefits? If you answered yes to any of these
questions, please check with your plan sponsor and review your plan benefits to determine whether your plan works with a third party that provides any
of the services, or is connected to any of the requirements described herein. If it does, you are not eligible to apply for this program. By applying to the
DUPIXENT MyWay Patient Assistance Program, you certify that the answer to all of these questions is “no.”

| also understand that the Services may be revised, changed, or terminated at any time and that the Program may be changed or discontinued
without notice.

Communications Consent. | authorize the Alliance to communicate with me by mail, telephone, or email, or, if | indicate my agreement and consent on
page 1, by text,* regarding the Program, disease state and product-related education and services, information about my participation in the Program
and treatment, and to evaluate and improve the Program and associated services provided (together, the "Communications”). | understand that |

may be contacted by the Alliance in the event that | report an adverse event. | understand that | do not have to enroll in the Program or receive the
Communications, and that | can still receive DUPIXENT injection, as prescribed by my Healthcare Provider. | understand that Communications transmitted
via unencrypted email or text message over an open network may be inherently unsecure, and there is no assurance of confidentiality for information
communicated in this manner. | may opt out of receiving Communications, individual support services offered by the Program, including the DUPIXENT
MyWay Copay Card, or opt out of the Program entirely at any time by notifying a Program representative by telephone at 1-844-387-4936, by sending a
letter to DUPIXENT MyWay 2730 S Edmonds Lane, Suite 300, Lewisville, TX 75067, or by contacting either Regeneron at DataProtection@Regeneron.com
or Sanofi at PrivacyOfficeUSA@sanofi.com.

Use of Personal and Sensitive Information Consent. | understand that my health information, contact information, and other personal information |, my
healthcare provider, and others share with Regeneron Pharmaceuticals, Inc., Sanofi US, and their affiliates and agents (together the “Alliance”) is collected
to provide me with the assistance | request, for the purposes described in this Program Enrollment Form, and for other business purposes of the Alliance,
as described in Regeneron’s Privacy Notice, available at regeneron.com/privacy-policy; Regeneron’s Consumer Health Data Privacy Policy, available at
regeneron.com/privacy-policy; and Sanofi's US Global Privacy Policy, available at sanofi.com/our-responsibility/sanofi-global-privacy-policy. Further, |
understand that my consent is required to process my sensitive information under certain U.S. state privacy laws, and by signing where indicated on page
1, | consent to the collection, use, disclosure, and processing of my personal and sensitive information, including my personal health data as described

in the Alliance’s privacy policies. | understand that | have the right to withdraw my consent at any time by notifying the Alliance using the contact
information below. Depending on where | live, | may have certain rights with respect to my personal information, including the request to access or delete
my personal information. | am aware that the Alliance may not be required to fulfill my requests in certain circumstances. | understand that to exercise
these rights, | may contact Regeneron'’s Privacy Office by emailing dataprotection@regeneron.com or by calling 1-844-835-4137 or Sanofi’s Privacy
Office at PrivacyOfficeUSA@sanofi.com.

Text Messaging Consent. *| acknowledge that by checking the Text Messaging Consent box on page 1, | expressly consent to receive text messages from or
on behalf of the Program at the mobile telephone number(s) that | provide.

| confirm that | am the subscriber for the mobile telephone number(s) provided, and | agree to notify the Alliance promptly if any of my number(s) change
in the future. | understand that my wireless service provider's message and data rates may apply. | understand that | can opt out of future text messages
at any time by texting STOP to 94742 from my mobile phone, and that | can get help for text messages by texting HELP to 94742. | also understand that
additional text messaging terms and conditions may be provided to me in the future as part of an opt-in confirmation text message. Message and data
rates may apply.

| understand that my consent is not required as a condition of participating in the Program, or purchasing any goods or services from Regeneron
Pharmaceuticals, Inc., Sanofi US, or their affiliates.

You may keep a copy of this form for your records.

4 | Please see accompanying full Prescribing Information or visit DUPIXENThcp.com.  © 2026 Sanofi and Regeneron Pharmaceuticals, Inc. All Rights Reserved. US.DUP.26.03.0007 04/2026
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To have your patient evaluated for the DUPIXENT MyWay Quick Start Program, DupIXENT DUPIXENT: }
complete this page and submit along with the completed Enrollment Form. myWQ)/) (dupilumab) Injection
This page cannot be submitted separately.

Optional - O_UiCk Start Program FOR COMMERCIALLY INSURED PATIENTS ONLY: The Quick Start

Program may be able to temporarily provide DUPIXENT at no cost

to help bridge commercially insured patients to therapy if there is

a coverage delay. You must continue to pursue insurance coverage

for the patient for them to remain eligible for this program.
Chronic spontaneous urticaria

Patient name DOB (MM/DD/YYYY)

PRESCRIBER INFORMATION

Prescriber name Prescriber NPI #

Address City State ZIP
Phone Fax Prescriber State Lic. # (Puerto Rico only)

RX: DUPIXENT® (DUPILUMAB) (200 MG/1.14 ML OR 300 MG/2 ML) PRESCRIPTION

Complete the prescription and sign where indicated.

ADULT DOSING
Preferred device type: [ Loading dose: 600 mgSIG:2 (300 mg/2 ml)
@ ] Pre-filled syringe Age subQ on Day 1
218 years Subsequent dose: 300 mg SIG: 1 (300 mg/2mL)
- L] Pre-filled pen O subQ every 2 weeks, start on Day 15

Refills Weight (kg) 1kg=2.21bs PEDIATRIC DOSING
AGE WEIGHT DOSING

n Loading dose: 600 mg SIG: 2 (300 mg/2 mL)
subQonDay 1

Known drug allergies

Quantity sufficient up to a 28-day supply (up to a 56-day 15kg-

supply for every 4-week dosing) <30kg Subsequent dose: 300 mg SIG: 1 (300 mg/2 mL)

subQ every 4 weeks, start on Day 29

Prescriber signatures (NO stamps) Loading dose: 400 mg SIG: 2 (200 mg/1.14 mL)

subQonDay 1
Subsequent dose: 200 mg SIG: 1 (200 mg/1.14 mL)

6-17 30kg-

Dispense as written
P years <60 kg

0
0
SIGN [ subQ every 2 weeks, start on Day 15
Loading dose: 600 mg SIG: 2 (300 mg/2 mL)
DATE 601k D subQonDay 1
2
Substitutions permitted & [ Subsequent dose: 300 mg SIG: 1 (300 mg/2 mL)
subQ every 2 weeks, start on Day 15
SIGN
) 5kg- [ Initial and subsequent doses:
ST 2.5 <15kg 200 mg SIG: 1 (200 mg/1.14 mL) subQ every 4 weeks
years 15kg- 1 Initial and subsequent doses:
<30kg 300 mg SIG: 1 (300 mg/2 mL) subQ every 4 weeks

Collaborating MD name
NPI #

Prescriber Certification: My signature certifies that the person named on this form is my patient; the information provided on this application, to the best of my knowledge, is complete and accurate; that therapy with DUPIXENT
is medically necessary; and that | have prescribed DUPIXENT to the patient named on this form for an FDA-approved indication. | understand that my patient’s information provided to Regeneron Pharmaceuticals, Inc., Sanofi US,
and their affiliates and agents (the “Alliance”) is for the use of DUPIXENT MyWay solely to verify my patient's insurance coverage; to facilitate the filling of my patient’s prescription; to assess, if applicable, my patient's eligibility
for patient assistance and other support programs; and to otherwise administer DUPIXENT MyWay for the patient. | certify that | have obtained my patient’s written authorization in accordance with applicable state and federal
law, including the Health Insurance Portability and Accountability Act of 1996 and its implementing regulations, to provide the individually identifiable health information on this form to DUPIXENT MyWay for these purposes and
for the purposes set forth in Section 7. Further, | have discussed and confirmed the patient’s agreement that they would like to receive the Services and Communications set forth in Section 8. If applicable, | authorize DUPIXENT
MyWay to conduct a benefits investigation for my patient and to act on my behalf for the limited purpose of transmitting this prescription to the appropriate pharmacy designated by the patient per their benefit plan, provided
that if this prescription is not so designated, DUPIXENT MyWay is authorized to transmit this prescription to a network pharmacy it selects or to the pharmacy otherwise indicated. | understand that any free product distributed
through the DUPIXENT MyWay Patient Assistance Program is not contingent on any purchase obligations. | also understand that no free product may be submitted for reimbursement to any payer, including Medicare and Medicaid;
and no free product may be sold, traded, or distributed for sale. | consent to DUPIXENT MyWay contacting me by fax, mail, or email to provide additional information about DUPIXENT injection or DUPIXENT MyWay. | understand
that DUPIXENT MyWay may revise, change, or terminate any program services at any time without notice to me.

If | am completing page 5, | authorize for my commercially insured patient one or more months of temporary shipments of DUPIXENT during a benefits determination delay or during the appeal process after an initial coverage delay
for DUPIXENT by the patient’s insurer. | authorize DUPIXENT MyWay to forward this prescription to the pharmacy dispensing the DUPIXENT Quick Start Program product to the patient named herein. | agree to assist in efforts to secure
access to DUPIXENT for my commercially insured patient in the event of a coverage delay.

If you are a New York prescriber, please use an original New York State prescription form. The prescriber is to comply with his/her state-specific prescription requirements, such as e-prescribing, state-specific prescription form,
fax language, etc. Non-compliance with state-specific requirements could result in outreach to the prescriber.

L3
SO nOfI ‘ REGENERON : DUPIXENT and DUPIXENT MyWay are registered trademarks of Sanofi or an affiliate.

5 | Please see accompanying full Prescribing Information or visit DUPIXENThcp.com. © 2026 Sanofi and Regeneron Pharmaceuticals, Inc. All Rights Reserved. US.DUP.26.03.0007 04/2026
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		Ped 12-17 Subsequent 2 QS: Off

		Ped 12-17 Loading 3 QS: Off

		Ped 12-17 Subsequent 3 QS: Off

		Ped 12-17 Subsequent 4 QS: Off

		Ped 12-17 Subsequent 5 QS: Off

		Prescriber fax  2 QS: 
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my Wa_y )® (dupilumab)injection

HOW TO SUBMIT

DUPIXENT MyWay Enrollment Form

By completing this form, you are enrolling your patient into DUPIXENT MyWay,
a patient support program that provides financial assistance, coverage support,
and resources throughout a patient’s journey with DUPIXENT.

Send all pages and insurance information via
Fax: 1-844-387-9370 or
Electronic upload: Scan QR code or visit

mywayy
LY
DUPIXENTMyWayPortal.com (code: 8443879370) ?ﬁg

PATIENT INFORMATION *If patient <18 (Puerto Rico <21), provide contact information of legal representative

Name (First Ml Last) DOB (MM/DD/YYYY)

Sex assigned atbirth [ | Female [ | Male Language (if not English)

Address (no PO Box) City State ZIP

Email* Phone* [] Voicemail OK?
Caregiver or authorized contactinformation (optional) [ | | consent for the program to contact the following person

Contact name Relationship

Email Phone [] Voicemail OK?

Patient authorizations - Both signatures are required below

[] I have read the Text Messaging Consent in Section 8 and expressly consent to receive text messages by or on behalf of the Program.

I have read and agree to the Patient Authorization to I have read and agree to the Patient Consent and @ @
Use and Disclose Health Information in Section 7. Certifications in Section 8. E L
TR
. —— . . — . Ock
Patient/legal representative if patient is <18 years (Puerto Rico <21) Patient/legal representative if patient is <18 years (Puerto Rico <21)
SCAN to add
- - DUPIXENT MyWay
to your contacts

If signed by legal representative: | Printed name

INSURANCE INFORMATION

Relationship

[] I have included a copy of the patient’s insurance cards (front and back) or information [] Patient has NO insurance

BENEFITS INVESTIGATION AND PRESCRIPTION FULFILLMENT

Benefits investigation
[]1would like DUPIXENT MyWay to provide a Summary of Benefits

By submitting this enrollment
Prescription fulfillment form, DUPIXENT MyWay will be
able to view patient information

[] 1 would like DUPIXENT MyWay to triage the prescription to a payer-preferred specialty pharmacy and provide program support

@ If DUPIXENT MyWay is not triaging the prescription, | have sent or will send this enrollment form services and resources to
(including the prescription in Section 6) to the specialty pharmacy listed below eligible patients.
SP name Phone
DIAGNOSIS - Prurigo nodularis
CHOOSE ONE ICD-10 code [] L28.1 Prurigo nodularis [] Other

or write in if not listed.

Reminder: Only FDA-approved
indications are eligible for support.
List of ICD-10 codes may not be exhaustive.

1| Please see accompanying full Prescribing Information or visit DUPIXENThcp.com. © 2025 Sanofi and Regeneron Pharmaceuticals, Inc. All Rights Reserved. US.DUP.25.08.0027 08/2025
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Prurigo nodularis @
g myWa_y) (dupilumab)injection

HOW TO SUBMIT

DUPIXENT MyWay Enrollment Form

By completing this form, you are enrolling your patient into DUPIXENT MyWay,
a patient support program that provides financial assistance, coverage support,

Oks=¥10]

Send all pages and insurance information via
Fax: 1-844-387-9370 or
Electronic upload: Scan QR code or visit

and resources throughout a patient’s journey with DUPIXENT. DUPIXENTMyWayPortal.com {code: 8443879570) @
Patient name DOB (MM/DD/YYYY)
PRESCRIBER INFORMATION
Prescriber name Specialty
Address City State ZIP
Prescriber NPI # Site/facility name
Office contact name Office contact email
Phone Fax Tax ID

RX: DUPIXENT® (DUPILUMAB) (300 MG/2 ML) PRESCRIPTION

Complete the prescription and sign where indicated.

ADULT DOSING

Preferred device type:
@ [] Pre-filled syringe

] pre-filled pen

] Loading dose: 600 mg SIG: 2 (300 mg/2 mL)
Age subQon Day 1

218 years ] Subsequent dose: 300 mg SIG: 1 (300 mg/2mL)
subQ every 2 weeks, start on Day 15

Refills Weight (kg) 1kg=2.2lbs

Known drug allergies

Loading dose quantity: quantity sufficient for 1 loading dose

Subsequent dose quantity: quantity sufficient up to 84-day
supply for every 2-week dosing

Prescriber signatures (NO stamps)

Dispense as written

Substitutions permitted

Collaborating MD name

NPl #

Prescriber Certification: My signature certifies that the person named on this form is my patient; the information provided on this application, to the best of my knowledge, is complete and accurate; that therapy with
DUPIXENT is medically necessary; and that | have prescribed DUPIXENT to the patient named on this form for an FDA-approved indication. | understand that my patient’s information provided to Regeneron Pharmaceuticals,
Inc., Sanofi US, and their affiliates and agents (the “Alliance”) is for the use of DUPIXENT MyWay solely to verify my patient’s insurance coverage; to facilitate the filling of my patient’s prescription; to assess, if applicable, my
patient’s eligibility for patient assistance and other support programs; and to otherwise administer DUPIXENT MyWay for the patient. | certify that | have obtained my patient’s written authorization in accordance with applicable
state and federal law, including the Health Insurance Portability and Accountability Act of 1996 and its implementing regulations, to provide the individually identifiable health information on this form to DUPIXENT MyWay for
these purposes and for the purposes set forth in Section 7. Further, | have discussed and confirmed the patient's agreement that they would like to receive the Services and Communications set forth in Section 8. If applicable,
| authorize DUPIXENT MyWay to conduct a benefits investigation for my patient and to act on my behalf for the limited purpose of transmitting this prescription to the appropriate pharmacy designated by the patient per their benefit
plan provided that, if this prescription is not so designated, DUPIXENT MyWay is authorized to transmit this prescription to a network pharmacy it selects or to the pharmacy otherwise indicated. | understand that any free product
distributed through the DUPIXENT MyWay Patient Assistance Program is not contingent on any purchase obligations. | also understand that no free product may be submitted for reimbursement to any payer, including Medicare
and Medicaid; and no free product may be sold, traded, or distributed for sale. | consent to DUPIXENT MyWay contacting me by fax, mail, or email to provide additional information about DUPIXENT injection or DUPIXENT MyWay.
I understand that DUPIXENT MyWay may revise, change, or terminate any program services at any time without notice to me.

If you are a New York prescriber, please use an original New York State prescription form. The prescriber is to comply with his/her state-specific prescription requirements, such as e-prescribing, state-specific prescription form,
fax language, etc. Non-compliance with state-specific requir could result in outreach to the prescriber.

2 | Please see accompanying full Prescribing Information or visit DUPIXENThcp.com. © 2025 Sanofi and Regeneron Pharmaceuticals, Inc. All Rights Reserved. US.DUP.25.08.0027 08/2025
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PATIENT

DUPIXENT Myway Enrou-me nt Fo rm Please read the following carefully, then sign

and date where indicated in Section 1 on Page 1

7/ PATIENT AUTHORIZATION TO USE AND DISCLOSE HEALTH INFORMATION

| authorize my healthcare providers and staff (together, “"Healthcare Providers”), my health insurer, health plan, or programs that provide me healthcare
benefits (together, "Health Insurers”), and any specialty pharmacies (“Specialty Pharmacies”) that dispense my medication to disclose to Regeneron
Pharmaceuticals, Inc., Sanofi US, and their affiliates and agents (together, the “Alliance”) health information about me, including information related to my
medical condition and treatment, health insurance coverage and claims, and prescription (including fill/refill information) related to my prescription for
DUPIXENT® (dupilumab) therapy (*My Information”). | also authorize my Healthcare Providers, Health Insurers, Specialty Pharmacies and the Alliance to
use My Information and share it with each other for the purposes described below. | understand that my Healthcare Providers, Health Insurers, Specialty
Pharmacies and the Alliance will receive, use, and disclose My Information for the purposes of enrolling me in and providing certain services through the
“DUPIXENT MyWay Program,” including:

» to determine if | am eligible to participate in DUPIXENT MyWay coverage assistance programs, patient assistance programs, or other support programs;

+ toinvestigate my health insurance coverage for DUPIXENT injection;

* to obtain prior authorization for coverage;

 toassist with appeals of denied claims for coverage;

« for the operation and administration of the DUPIXENT MyWay Program;

* to communicate with me by mail, telephone, or email (or text message, if consented) regarding the Program, disease state and product-related education
and services, information about my participation in the Program and treatment, and to evaluate and improve the Program and associated services
provided, as set forth in Section 8; and

« to refer me to, or to determine my eligibility for, other programs, or alternative sources of funding or coverage that may be available to provide assistance
to me with the costs of my medication.

| understand that the Alliance may de-identify My Information and use it in performing research, education, business analytics, marketing studies, or for
other commercial purposes, including linkage with other de-identified information the Alliance receives from other sources. | understand that members
of the Alliance may share My Information, including identifiable health information, among themselves in order to de-identify it for these purposes and as
needed to perform the Services or to communicate with me by mail, telephone, or email, or, if | indicate my agreement and consent in Section 1 on page 1,
by text. | understand and agree that the Alliance may use My Information for these purposes and may share My Information with my Healthcare Providers,
Health Insurers and Specialty Pharmacies.

I understand and agree that my Healthcare Providers, Health Insurers, and Specialty Pharmacies may receive remuneration from the Alliance in exchange
for disclosing My Information to the Alliance and/or for providing me with support services in connection with the DUPIXENT MyWay Program.

Once My Information has been disclosed to the Alliance, | understand that federal privacy laws may no longer protect it from further disclosure. However,
l also understand the Alliance has agreed to protect My Information by using and disclosing it only for the purposes allowed by me in this Authorization or
as otherwise required by law.

I understand that | do not have to sign this Authorization. A decision by me not to sign this Authorization will not affect my ability to obtain medical
treatment, payment for treatment, insurance coverage, access to health benefits or Alliance medications from covered entities such as Health Care
Providers, Health Insurers, and Specialty Pharmacies. However, if | do not sign this Authorization, | understand that | will not be able to participate in the
DUPIXENT MyWay Program.

| understand that this Authorization expires five years from the date of my signature or until my local state law requires expiration, subject to applicable
law, unless and until | withdraw (take back) this Authorization before then, or as otherwise required by law. For patients with Maryland healthcare
providers, this authorization expires 1 year from the date of signature. Further, | understand that | may withdraw this Authorization at any time by mailing
or faxing a written request to DUPIXENT MyWay at 2730 S. Edmonds Lane, Suite 300, Lewisville, TX 75067; Fax: 1-844-387-9370. Withdrawal of this
Authorization will end my participation in the DUPIXENT MyWay Program and will not affect any disclosure of My Information based on this Authorization
made before my request is received and processed by my Healthcare Providers, Health Insurers, and Specialty Pharmacies.

| understand that | may request a copy of this Authorization.

:J PATIENT CONSENT AND CERTIFICATIONS

DUPIXENT MyWay Program Enrollment Consent. | am enrolling in the DUPIXENT MyWay Program (the “Program”) and authorize Regeneron
Pharmaceuticals, Inc., Sanofi US, and their affiliates and agents (together the “Alliance”) to provide me services under the Program, as described in the
Program Enrollment Form and as may be added in the future. Such services include medication and adherence communications and support, medication
dispensing support, coverage and financial assistance support, disease and medication education, injection training, and other support services (the
“Services”). If enrolling in the DUPIXENT MyWay Copay Card Program, | understand that Copay Card information will be sent to my designated specialty
pharmacy along with my prescription, and any assistance with my applicable cost-sharing or copayment for DUPIXENT® (dupilumab) injection will be made
in accordance with the Program terms and conditions.

Credit Check Consent. | authorize the Alliance to verify my eligibility for the DUPIXENT MyWay Patient Assistance Program, and | understand that such
verification may include contacting me or my healthcare provider for additional information and/or reviewing additional financial, insurance, and/or
medical information. | authorize the Alliance under the Fair Credit Reporting Act to use my demographic information to access reports on my individual
credit history from consumer reporting agencies. | understand that, upon request, the Alliance will tell me whether an individual consumer report was
requested and the name and address of the agency that furnished it. | further understand and authorize the Alliance to use any consumer reports about me
and information collected from me, along with other information they obtain from public and other sources, to estimate my income in conjunction with
the Patient Assistance Program eligibility determination process, if applicable.

Please see accompanying full Prescribing Information or visit DUPIXENThcp.com. © 2025 Sanofi and Regeneron Pharmaceuticals, Inc. All Rights Reserved. US.DUP.25.08.0027 08/2025
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DUP’XENT Myway Enrou-me nt Fo rm IlzfezlsiNrZad the following carefully, then sign

and date where indicated in Section 1 on Page 1

:{| PATIENT CONSENT AND CERTIFICATIONS (CONTINUED)

Conditions of Participation. | further understand that no free product may be submitted for reimbursement to any payer, including Medicare and
Medicaid; and no free product may be sold, traded, or distributed for sale. If approved for the DUPIXENT MyWay Patient Assistance Program, | will not seek
to have the value of any medication provided to me under this program counted toward my true-out-of-pocket (TrOOP) cost for prescription drugs for my
Medicare Part D Plan. Continuation in the DUPIXENT MyWay Patient Assistance Program is conditioned upon timely verification of income. In addition, |
agree to notify DUPIXENT MyWay if my insurance situation changes.

Patients whose health insurance benefits offer, or whose health insurance plans work with, an alternative funding program are not eligible for the Alliance
DUPIXENT MyWay Patient Assistance Program/need-based free drug. "Alternative funding programs” sometimes refer to themselves with different

names and promote their services as a benefit being offered through patients’ health insurance plans. In determining whether your health insurance plan
offers or works with an alternative funding program, please consider the following: (1) did a third party assist you with, or provide guidance about, the
preparation of your application for this program and/or direct you to apply; (2) were you told that you were required to work with a third party or a “patient
advocate” in order to receive coverage for your medicine; (3) were you told that you were required to apply to a manufacturer’s patient assistance program
as a prerequisite to having plan coverage for your specialty drug, including Alliance products; (4) were you told that you do not have plan coverage for your
specialty drug unless alternative funding sources for your specialty drug could not be found, (5) were you required by your plan to provide personal and
health information to a third party program or enter such information into a third party patient portal in advance of completing this application, (6) did
your employer recently tell you that your specialty drug plan benefits have changed; or (7) do you have any other reason to think that your health plan may
work with an alternative funding program, or an alternative funding program may be involved in your plan benefits? If you answered yes to any of these
questions, please check with your plan sponsor and review your plan benefits to determine whether your plan works with a third party that provides any
of the services, or is connected to any of the requirements described herein. If it does, you are not eligible to apply for this program. By applying to the
DUPIXENT MyWay Patient Assistance Program, you certify that the answer to all of these questions is “no.”

| also understand that the Services may be revised, changed, or terminated at any time and that the Program may be changed or discontinued
without notice.

Communications Consent. | authorize the Alliance to communicate with me by mail, telephone, or email, or, if | indicate my agreement and consent on
page 1, by text,* regarding the Program, disease state and product-related education and services, information about my participation in the Program
and treatment, and to evaluate and improve the Program and associated services provided (together, the "Communications”). | understand that |

may be contacted by the Alliance in the event that | report an adverse event. | understand that | do not have to enroll in the Program or receive the
Communications, and that | can still receive DUPIXENT injection, as prescribed by my Healthcare Provider. | understand that Communications transmitted
via unencrypted email or text message over an open network may be inherently unsecure, and there is no assurance of confidentiality for information
communicated in this manner. | may opt out of receiving Communications, individual support services offered by the Program, including the DUPIXENT
MyWay Copay Card, or opt out of the Program entirely at any time by notifying a Program representative by telephone at 1-844-387-4936, by sending a
letter to DUPIXENT MyWay 2730 S Edmonds Lane, Suite 300, Lewisville, TX 75067, or by contacting either Regeneron at DataProtection@Regeneron.com
or Sanofi at PrivacyOfficeUSA@sanofi.com.

Use of Personal and Sensitive Information Consent. | understand that my health information, contact information, and other personal information |, my
healthcare provider, and others share with Regeneron Pharmaceuticals, Inc., Sanofi US, and their affiliates and agents (together the “Alliance”) is collected
to provide me with the assistance | request, for the purposes described in this Program Enrollment Form, and for other business purposes of the Alliance,
as described in Regeneron’s Privacy Notice, available at regeneron.com/privacy-policy; Regeneron’s Consumer Health Data Privacy Policy, available at
regeneron.com/privacy-policy; and Sanofi's US Global Privacy Policy, available at sanofi.com/our-responsibility/sanofi-global-privacy-policy. Further, |
understand that my consent is required to process my sensitive information under certain U.S. state privacy laws, and by signing where indicated on page
1, | consent to the collection, use, disclosure, and processing of my personal and sensitive information, including my personal health data as described

in the Alliance’s privacy policies. | understand that | have the right to withdraw my consent at any time by notifying the Alliance using the contact
information below. Depending on where | live, | may have certain rights with respect to my personal information, including the request to access or delete
my personal information. | am aware that the Alliance may not be required to fulfill my requests in certain circumstances. | understand that to exercise
these rights, | may contact Regeneron'’s Privacy Office by emailing dataprotection@regeneron.com or by calling 1-844-835-4137 or Sanofi’s Privacy
Office at PrivacyOfficeUSA@sanofi.com.

Text Messaging Consent. *| acknowledge that by checking the Text Messaging Consent box on page 1, | expressly consent to receive text messages from or
on behalf of the Program at the mobile telephone number(s) that | provide.

| confirm that | am the subscriber for the mobile telephone number(s) provided, and | agree to notify the Alliance promptly if any of my number(s) change
in the future. | understand that my wireless service provider's message and data rates may apply. | understand that | can opt out of future text messages
at any time by texting STOP to 94742 from my mobile phone, and that | can get help for text messages by texting HELP to 94742. | also understand that
additional text messaging terms and conditions may be provided to me in the future as part of an opt-in confirmation text message. Message and data
rates may apply.

| understand that my consent is not required as a condition of participating in the Program, or purchasing any goods or services from Regeneron
Pharmaceuticals, Inc., Sanofi US, or their affiliates.

You may keep a copy of this form for your records.

4 | Please see accompanying full Prescribing Information or visit DUPIXENThcp.com. © 2025 Sanofi and Regeneron Pharmaceuticals, Inc. All Rights Reserved. US.DUP.25.08.0027 08/2025
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To have your patient evaluated for the DUPIXENT MyWay Quick Start Program, DUPIXENT DUPIXEN T‘”>
complete this page and submit along with the completed Enrollment Form. myWQ)/) (dupilumab) Injection
This page cannot be submitted separately.

Optional - O_UiCk Start Program FOR COMMERCIALLY INSURED PATIENTS ONLY: The Quick Start

Program may be able to temporarily provide DUPIXENT at no cost
to help bridge commercially insured patients to therapy if there is
a coverage delay. You must continue to pursue insurance coverage
for the patient for them to remain eligible for this program.

Prurigo nodularis

Patient name

PRESCRIBER INFORMATION

DOB (MM/DD/YYYY)

Prescriber name Prescriber NPI #
Address City State ZIP
Phone Fax

RX: DUPIXENT® (DUPILUMAB) (300 MG/2 ML) PRESCRIPTION
Complete the prescription and sign where indicated.

Preferred device type: [] Loading dose: 600 mg SIG:2 (300 mg/2 mL)
@ ] Pre-filled syringe Age subQ on Day 1
218 years Subsequent dose: 300 mg SIG: 1 (300 mg/2mL)
- L] Pre-filled pen O subQ every 2 weeks, start on Day 15

Refills Weight (kg) 1kg=2.21bs

Known drug allergies

Quantity sufficient up to a 28-day supply

Prescriber signatures (NO stamps)

Dispense as written

SIGN

DATE

Substitutions permitted

SIGN

DATE

Collaborating MD name
NPI #

Prescriber Certification: My signature certifies that the person named on this form is my patient; the information provided on this application, to the best of my knowledge, is complete and accurate; that therapy with DUPIXENT
is medically necessary; and that | have prescribed DUPIXENT to the patient named on this form for an FDA-approved indication. | understand that my patient’s information provided to Regeneron Pharmaceuticals, Inc., Sanofi US,
and their affiliates and agents (the “Alliance”) is for the use of DUPIXENT MyWay solely to verify my patient's insurance coverage; to facilitate the filling of my patient’s prescription; to assess, if applicable, my patient's eligibility
for patient assistance and other support programs; and to otherwise administer DUPIXENT MyWay for the patient. | certify that | have obtained my patient’s written authorization in accordance with applicable state and federal
law, including the Health Insurance Portability and Accountability Act of 1996 and its implementing regulations, to provide the individually identifiable health information on this form to DUPIXENT MyWay for these purposes and
for the purposes set forth in Section 7. Further, | have discussed and confirmed the patient’s agreement that they would like to receive the Services and Communications set forth in Section 8. If applicable, | authorize DUPIXENT
MyWay to conduct a benefits investigation for my patient and to act on my behalf for the limited purpose of transmitting this prescription to the appropriate pharmacy designated by the patient per their benefit plan, provided
that if this prescription is not so designated, DUPIXENT MyWay is authorized to transmit this prescription to a network pharmacy it selects or to the pharmacy otherwise indicated. | understand that any free product distributed
through the DUPIXENT MyWay Patient Assistance Program is not contingent on any purchase obligations. | also understand that no free product may be submitted for reimbursement to any payer, including Medicare and Medicaid;
and no free product may be sold, traded, or distributed for sale. | consent to DUPIXENT MyWay contacting me by fax, mail, or email to provide additional information about DUPIXENT injection or DUPIXENT MyWay. | understand
that DUPIXENT MyWay may revise, change, or terminate any program services at any time without notice to me.

If | am completing page 5, | authorize for my commercially insured patient one or more months of temporary shipments of DUPIXENT during a benefits determination delay or during the appeal process after an initial coverage delay
for DUPIXENT by the patient’s insurer. | authorize DUPIXENT MyWay to forward this prescription to the pharmacy dispensing the DUPIXENT Quick Start Program product to the patient named herein. | agree to assist in efforts to secure
access to DUPIXENT for my commercially insured patient in the event of a coverage delay.

If you are a New York prescriber, please use an original New York State prescription form. The prescriber is to comply with his/her state-specific prescription requirements, such as e-prescribing, state-specific prescription form,
fax language, etc. Non-compliance with state-specific requirements could result in outreach to the prescriber.

L3
SO nOfI ‘ REGENERON : DUPIXENT and DUPIXENT MyWay are registered trademarks of Sanofi or an affiliate.

5 | Please see accompanying full Prescribing Information or visit DUPIXENThcp.com. © 2025 Sanofi and Regeneron Pharmaceuticals, Inc. All Rights Reserved. US.DUP.25.08.0027 08/2025




https://www.regeneron.com/downloads/dupixent_fpi.pdf

http://DUPIXENThcp.com



		gender: Off

		Language : 

		PatientAddress : 

		PatientCity : 

		PatientState : 

		PatientZip : 

		PatientEmail : 

		PatientPhone : 

		Voicemail OK check : Off

		Caregiver Consent Check : Off

		CaregiverName : 

		CaregiverRelationship : 

		CaregiverEmail : 

		CaregiverPhone : 

		CaregiverVoicemailOK Check : Off

		PatientTextConsent Check : Off

		Section7PatientAuth Date : 

		Section8PatientAuth Date : 

		LegalRepName : 

		LegalRepRelationship : 

		insurance: Off

		Summary of Benefits Check : Off

		Triage Prescription Check : Off

		Specialty Pharmacy Name : 

		Specialty Pharmacy Phone : 

		ICD-10: Off

		Other 1: 

		Other 2: 

		Other 3: 

		Other 4: 

		Other 5: 

		Other 6: 

		PatientNameFull: 

		PatientDateOfBirth: 

		PhysicianName : 

		Specialty : 

		Prescriber Address : 

		Prescriber City : 

		Prescriber State : 

		Prescriber Zip : 

		PhysNPI : 

		UserPrimaryFacility : 

		OfficeContactName : 

		OfficeContactEmail : 

		PrescriberPhone : 

		PrescriberFax : 

		TaxID : 

		device: Off

		Refills : 

		Weight : 

		ActiveAllergies : 

		Adult Loading Check : Off

		Adult Subsequent Check  : Off

		DispenseAsWritten Date : 

		SubsPermitted Date : 

		CollaboratingMD Name : 

		PhysNPI 2: 

		PatientNameFull QS: 

		PatientDateOfBirth QS: 

		PhysicianName QS: 

		Prescriber Address QS: 

		Prescriber City QS: 

		Prescriber State QS: 

		Prescriber Zip QS: 

		PhysNPI QS: 

		Prescriber Phone QS: 

		Prescriber Fax QS: 

		Pre-filled Syringe Check QS: Off

		Pre-filled Pen Check QS: Off

		Refills QS: 

		Weight QS: 

		ActiveAllergies QS: 

		DispenseAsWritten Date QS: 

		SubsPermitted Date QS: 

		CollaboratingMD Name QS: 

		PhysNPI 1 QS: 

		Adult Loading Check  1 QS: Off

		Adult Subsequent Check 2 QS: Off






Services™ ADULT AND PEDIATRIC ENROLLMENT FORM Send all pages and insurance information via
PUBLISHED 05/2026 Fax: 1-833-324-0051
PP-RC-US-2984 05/2026 ©Lilly, USA, LLC 2026. All rights reserved. For assistance, call 1-800-LillyRx (1-800-545-5979)
Monday—Friday, 8am—10pm ET.

S Z. a; Support EBGLYSS® (Iebrikizumab-lbkz) HOW TO SUBMIT

» All pages must be submitted to process this enroliment. T Indicates a required field. Items marked T must be completed to avoid delays in enroliment.
SECTION 1: PATIENT INFORMATION
Name (First Ml Last)* Patient DOB (MM/DD/YYYY)* Gender Language (if not English)
Om OF
Address (no PO Box)? Cityt Statef Zipt
Emailt Phonet Voicemail OK?

D Yes

*By checking the box, | agree to receive automated marketing calls and texts from and on behalf of Eli Lilly and Company. Voicemails may include information about my
participation in Lilly Support Services™ for EBGLYSS®. | understand that | am not required to provide my number as a condition of receiving goods and services. Message
and data rates may apply.

*By checking the box, | agree to be contacted to: provide feedback on my experience with the related products, services, and programs; to share my story; and, to
participate in market and medical research studies about products and services.

Authorized Representative — Required if Patient is under age 18
Authorized Representative Name Authorized Representative DOB (MM/DD/YYYY) Relationship to Patient

HIPAA Authorization — Signature required

| confirm that | have read in full the Patient Authorization to Use and Disclose Health Information set forth in Section 7 (pages 4 & 5) of this form, and |
agree to its terms. By signing below, | am authorizing the uses and disclosures of my protected health information described in Section 7.

By signing this Authorization, | represent that | am the Authorized Representative for the Pediatric Patient. | understand | am entitled to a copy of this
signed Authorization.

IMPORTANT: Before signing below, please turn to Section 7 (pages 4 & 5) and read the Patient Authorization to Use and Disclose Health
Information in full. Your signature below confirms that you have reviewed Section 7 in its entirety and agree to its terms.

SIGNT

Patient or Authorized Representative if Patient is under age 18

TODAY'S DATE (MM/DD/YYY)t

Printed Name of Patient or Authorized Representative

Patient or Authorized Representative DOB (MM/DD/YYYY)

1of7





Lilly Support Services™ for EBGLYSS® HOW TO SUBMIT

ADULT AND PEDIATRIC ENROLLMENT FORM Send all pages and insurance information via Fax: 1-833-324-0051
PP-RC-US-2984 05/2026 ©Lilly, USA, LLC 2026. All rights reserved. For assistance, call 1-800-LillyRx (1-800-545-5979) Monday—Friday, 8am-10pm ET.
» All pages must be submitted to process this enroliment. T Indicates a required field. [tems marked T must be completed to avoid delays in enrollment.

SECTION 2: INSURANCE INFORMATION

O | have included a copy of the patient's insurance cards (front and back) or information O Patient has NO insurance

Tip: To expedite the Benefits Investigation process, please also include a copy of the patient's pharmacy benefit card (front and back). This helps Lilly
Support Services™ for EBGLYSS® identify all available coverage options quickly.

Primary Prescription Insurance Company Insurance Phone # (000-000-0000)

Cardholder Name Policy/ID___ Group#___ RXBIN PCN

SECTION 3: SERVICES, BENEFITS INVESTIGATION AND SPECIALTY PHARMACY

Patient Services (Must be completed by the Patient)

Patient, please select which services you would like to enroll in by checking the corresponding checkboxes below. By By submitting this enroliment
enrolling in any of these services, you are agreeing to the Terms of Participation and consenting to the collection of your form, Lilly Support Services™ for
information as described in Section 8. EBGLYSS® will be able to view patient

information and provide program
support services and resources to
eligible patients.

|:| 1. Savings Card: Provides eligible, commercially-insured Patients with options to save on treatment costs.
Please review full Savings Card Terms and Conditions in section 9 (page 6).
Savings Card eligibility — must confirm both to be eligible
Terms of Participation: To cancel
|:| | confirm that | am NOT enrolled in a government-funded healthcare program, including without limitation participation in the program,
Medicaid, Medicare, Medicare Part D, Medicare Advantage, Medigap, DoD, VA, TRICARE®/CHAMPUS, or any please contact us at 1-800-LillyRx

state prescription drug assistance program (1-800-545-5979) Monday~Friday,
8am—-10pm ET.

|:| | confirm that | have reviewed and agree to the Terms and Conditions on page 6 and attest that | am eligible
to participate in this program

I:I 2. Sharps Disposal: Provides a free Sharps disposal container for Lilly injectable devices

|:| 3. Injection Training: Provides step-by-step education from a Registered Nurse on how to appropriately
self-inject the medication

HCP Services' (Must be completed by the prescriber or office staff)

Select one option below.

Lilly Conducted Benefits Investigation—IF CHECKED, MUST FILL OUT PRESCRIPTION SECTION BELOW.

Lilly Support Services™ for EBGLYSS® will research the Patient's insurance and in-network Specialty Pharmacy options to help identify the lowest out-of-pocket
cost available for EBGLYSS® and will forward the prescription to the Specialty Pharmacy that the Patient selects. A Lilly Support Services™ for EBGLYSS®
representative will help triage and troubleshoot access issues on the Patient's behalf.

OR

O Specialty Pharmacy Conducted Benefits Investigation—IF CHECKED, MUST COMPLETE FIELDS BELOW.

Specialty Pharmacy where prescription was sent will conduct the Benefits Investigation. | have sent or will send this prescription to the specialty
pharmacy listed below.

Specialty pharmacy name Phone
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Patient Name (First MI Last)t Patient DOB (MM/DD/YYYY)t

SECTION 4: DIAGNOSIS

Diagnosis (select one)':
O L20.9 Atopic dermatitis, unspecified O L20.89 Other atopic dermatitis O Other ICD-10-CM Code

(please complete, if “Other” is selected)

SECTION 5: PRESCRIBER INFORMATION

Prescriber Namet Prescriber NPI #1

Addresst City' Statef Zipt
Site/facility name Tax ID Phonet Faxt
Office Contact Name Office Contact Email

Collaborating MD name Collaborating MD NPI #

SECTION 6: RX: EBGLYSS® (LEBRIKIZUMAB-LBKZ) 250MG/2ML PRESCRIPTION

Complete the prescription and sign where indicated.

STEP 1 — Select Device Typet STEP 2 — Select Dosingt
Do not leave blank If Patient is 12—17 years of age, they must be =40 kg (88 Ibs)

O Prefilled Pen Dose / Instructions Quantity Units Day Refills
Supply
OR INITIAL DOSE (MUST SELECT ONLY ONE)
If no sample boxes were given 4b 8 mL 28 0
O Prefilled Syringe O 500mg/4mL (2 x 250mg/2mL) given as two subcutaneous injections (at weeks 0 and 2) oxes mes
) ) If 1 sample box was given 2 b 4 mL 14 0
Known drug allergies / prior O 500mg/4mL (2 x 250mg/2mL) as two subcutaneous injections (at weeks 0 and 2) oxes mes

treatment failures
If 2 sample boxes were given

Initial Dose Complete N/A N/A N/A 0
» Must Select Induction Dose below

INDUCTION DOSE
1 x 250mg/2mL injection (every 2 weeks at weeks 4-14) 4 boxes 4 mLs o8 2
If additional induction dosing is needed, contact your pharmacy
MAINTENANCE DOSE (SELECT ONLY ONE, please complete refills selection in the table)
Option A — Every 4 Weeks (Q4W)

1 x 250mg/2mL injection (every 4 weeks at weeks 16 and thereafter) 1 box 2 mLs 28
For reference, 1 year of treatment equals 8 refills during maintenance (1-8)

O Option B — Every 8 Weeks (Q8W)

1 x 250mg/2mL injection (every 8 weeks at weeks 16 and thereafter) 1 box 2 mLs 56
For reference, 1 year of treatment equals 4 refills during maintenance (1-4)
By signing below, | certify: 1) The therapy is medically necessary and information is accurate to the best of my knowledge; 2) | am D By checking this box, | confirm
disclosing this information to Eli Lilly and Company, Lilly USA, LLC, and their affiliates, agents, representatives, business partners, that the Patient has provided

and service providers ("Lilly") to help enable treatment for this Patient; 3) The Patient is aware of, has consented to, and has directed
my disclosure of their information to Lilly so that Lilly may contact the Patient to further enable services for those purposes and that
such consent and direction applies to disclosures made through the duration of the Patient’s therapy; 4) | will not seek reimbursement
from any third party for the support Lilly provides; and 5) | am licensed to prescribe the prescription medication identified in this form.
The prescription complies with my state specific prescribing requirements and | appoint Lilly as my agent for the limited purposes of

express consent to be
contacted by automated text
messaging from Eli Lilly and
Company, and parties working

conveying the prescription by facsimile only to the dispensing pharmacy. | understand that by signing this form, | am requesting support on their behalf, to complete
from Eli Lilly and Company for Patients receiving EBGLYSS® pursuant to an FDA approved indication. PRESCRIBER SIGNATURE: enrollment in Lilly Support
PRESCRIBER MUST MANUALLY SIGN AND DATE. Rubber stamps, signatures by other office personnel for the Prescriber, and Services™ for EBGLYSS®,

computer-generated signatures will not be accepted.

Prescriber signaturet (NO stamps — prescriber must manually sign and date)

Dispense as writtent Substitutions permitted
OR
SIGNt Datet (MM/DD/YYYY) SIGNt Datet (MM/DD/YYYY)
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» All pages must be submitted to process this enroliment. T Indicates a required field. [tems marked 1 must be completed to avoid delays in enroliment.

PATIENT — Please read carefully, then sign and date where indicated in Section 1 on Page 1

SECTION 7: PATIENT AUTHORIZATION TO USE AND DISCLOSE HEALTH INFORMATION

This is the Patient Authorization to Use and Disclose Health Information referenced in the signature block
on page 1. By signing on page 1, you are authorizing the uses and disclosures of your protected health information
described in this Section 7. Please read this Section in full before signing.

HIPAA Authorization
By my agreement below, | hereby authorize my Health Care Entities (defined below) to disclose to
Eli Lilly and Company, its subsidiaries and affiliated entities (collectively “ Lilly”) my health
information, which may include protected health information (“PHI”) identified below for the purposes
outlined below, in compliance with the Health Insurance Portability and Accountability Act of 1996,
as amended (“HIPAA”) and applicable privacy laws (collectively, “Applicable Privacy Laws”).

PHI includes the following individually If you agree, your PHI may be collected
identifiable information: from and shared by these entities (together
e Your demographic information which may “Health Care Entities”):
include name, age, DOB, email, address and e Your doctors and other healthcare providers
phone number e Your healthcare plan or health insurance
e [nformation about your health insurance or company
benefits, including your level of coverage and e Clearinghouses or other agents
payment for treatment e Your pharmacy
¢ All relevant records about your treatment, e Others who might have your PHI on behalf
medical conditions, including medication of your healthcare providers, pharmacies
history, prescriptions and adherence and healthcare plans

How Your PHI Will Be Used

Your PHI will be used to enroll you in, provide you with, and operate and administer Lilly programs

and services, consistent with Lilly’s Privacy Statement, including to:

e understand how much of your Lilly treatment is covered by your insurance

help you find ways to afford such treatment

track the shipment, receipt, and use of your Lilly treatment and use of our programs and services

share information with your Health Care Entities and communicate with them regarding Lilly

programs and services

e contact you about Lilly treatments, programs and services that may be of interest to you or
related to your health needs

e measure the performance of Lilly programs and services to make improvements and drive
business decisions and metrics

e combine your PHI with other information you have provided to Lilly through other programs,
platforms, or registrations for the purposes described in this Authorization

e de-identify your data for analytics including reports about Health Care Entities’ use of Lilly
programs and services

e for marketing and promotional purposes, such as sending you marketing communications and
information about Lilly services, market research, clinical research opportunities and other
product offerings.
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PATIENT — Please read carefully, then sign and date where indicated in Section 1 on Page 1

SECTION 7: PATIENT AUTHORIZATION TO USE AND DISCLOSE HEALTH INFORMATION (Cont.)
Other things you should know about how we may use and share your PHI:

We do not ask for any PHI that we do not need, but we may receive some in the health records
sent to us. Your PHI will be released to Lilly and/or entities or persons that work on behalf of, or in
partnership with, Lilly but are not Lilly employees.

¢ You don’t have to give permission to share your PHI with Lilly to receive treatment from your
Health Care Entities, your prescription from your pharmacy, or benefits from your healthcare
plan, but Lilly may be limited in providing certain programs and services.

e Your Health Care Entities may receive compensation from us in exchange for sharing your PHI.
They may also be paid by us to use your PHI to provide services, such as contacting you about
Lilly products.

e Your signed authorization to share and use your PHI lasts for the duration of your participation
in Lilly programs and services from the date of your signature or earlier as required by state law.
This HIPAA authorization replaces any prior HIPAA authorizations you may have provided at a
specific program level.

e After your PHI has been released to Lilly, it may no longer be covered by HIPAA. In this case,
your data will be treated as required by applicable state laws.

¢ If you wish to revoke this Authorization, send your revocation in writing to PO Box
221349, Charlotte, NC 28222. Your revocation of this Authorization will be effective
when your Health Care Entities receive notice of your cancellation or revocation and will
not apply to any information shared with Lilly prior to receipt of the notice.

¢ You can obtain a copy of this Authorization at any time by calling us at 1-866-691-4533.

By signing this form, | confirm that | have read and agree to the Patient HIPAA Authorization
for myself or on behalf of the Patient.

SECTION 8: TERMS OF PARTICIPATION AND PROGRAM DISCLOSURES

Your healthcare provider has talked with you about using EBGLYSS®, an Eli Lilly and Company medicine. Lilly Support Services™ for EBGLYSS® offers personalized
support to Patients at no charge and was created to help you have a positive experience as you get started with and use this medicine. By checking the
corresponding optional boxes on page 1, you consent to your enroliment into Lilly Support Services™ for EBGLYSS®. As part of your participation in Lilly Support
Services™ for EBGLYSS®, you understand and authorize Lilly USA, LLC to retain and use your personal information for the purposes described in this form.

Eli Lilly and Company, Lilly USA, LLC and its affiliates, agents, representatives, and service providers (together "Lilly") may use, disclose, and/or transfer the personal
information you supply to provide services related to your condition and treatment to administer the program. The Lilly Support Services™ for EBGLYSS® Support
team can contact you by email, mail or telephone to provide personalized services and information and materials directly related to your condition and therapy;
responding to customer service requests and/or questions about your treatment; disclosing your enrollments and use of these services to your doctors and insurers;
analyzing and/or measuring program performance and program effectiveness for future enhancements; and other activities related to your condition and therapy that
are part of Lilly Support Services™ for EBGLYSS®.

Your personal information, including information that may be related to your health, is needed to fulfill your request. To cancel your participation in the program,
please contact us at 1-800-LillyRx (1-800-545-5979) Monday—Friday, 8am—-10pm ET. For information about Lilly's privacy practices, please see our Privacy Statement
at https://privacynotice.lilly.com and the Consumer Health Privacy Notice at https://www.lillyhub.com/legal/lillyusa/CHPN.html.

You may keep a copy of this form for your records.
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SAVINGS CARD TERMS AND CONDITIONS

By enrolling in the EBGLYSS Savings Card Program (“Program”) and using the EBGLYSS Savings Card (“Card”), you attest that you meet the eligibility criteria, agree
to, and will comply with the terms and conditions described below:

Card Eligibility:

(1.) You have been prescribed EBGLYSS® (lebrikizumab-Ibkz) for an approved use consistent with FDA-approved product labeling;

(2.) You are enrolled in a commercial drug insurance plan;

(3.) You are not enrolled in any state, federal, or government funded healthcare program, including, without limitation, Medicaid, Medicare, Medicare
Part D, Medicare Advantage, Medigap, DoD, VA, TRICARE®/CHAMPUS, or any state prescription drug assistance program;

(4.) You are a resident of the United States or Puerto Rico; and

(5.) You are 18 years of age or older.

Card Terms and Conditions:

For patients with commercial drug insurance coverage for EBGLYSS: You must have commercial drug insurance that covers EBGLYSS and a prescription for an approved use
consistent with FDA-approved product labeling to pay as little as $5 for a 1-month prescription fill of EBGLYSS. Month is defined as 28 days and up to 4 pens. Card must be
first used by no later than 12/31/2026. Card savings are subject to a maximum monthly savings of wholesale acquisition cost plus usual and customary pharmacy charges
and a separate maximum annual savings of up to $10,600 per calendar year. Card may be used for a maximum of up to 14 prescription fills per calendar year, subject to

the previously stated maximum monthly and annual savings limit. Except where prohibited by applicable state law, Card monthly and annual savings are reduced if Lilly
identifies that you are enrolled in a plan or program, sometimes called a maximizer plan, that adjusts your cost sharing amount to be equal to or include some portion of the
savings provided by the Card and attempts to prevent the savings from this Card from being applied to your out-of-pocket costs, including but not limited to copayments,
coinsurances, and deductibles (“Maximizer”). If the Program identifies you are enrolled in a Maximizer, Card savings are reduced to a maximum monthly savings of up to $25
and a separate maximum annual savings of up to $350 per calendar year. If you have reason to believe that the Program erroneously identified enrollment in a Maximizer,
please call the Ebglyss Savings Card Program at 1-800-LillyRx (1-800-545-5979). Participation in the Program requires a valid patient HIPAA authorization upon enrollment
into the Program. Subject to Lilly USA, LLC's right to terminate, rescind, revoke, or amend Card eligibility criteria and/or Card terms and conditions which may occur at Lilly’s
sole discretion, without notice, and for any reason. Card expires and savings end on 12/31/2028 or 24 months after you first use the Card, whichever comes first.

For patients with commercial drug insurance who do not have coverage for EBGLYSS: You must have commercial drug insurance that does not cover EBGLYSS and a prescription
for an approved use consistent with FDA-approved product labeling to pay as little as $25 for a 1-month supply of EBGLYSS. Month is defined as 28 days and up to 4 pens.

Card savings are subject to a maximum monthly savings of wholesale acquisition cost plus usual and customary pharmacy charges, up to a maximum of 14 prescription fills per
calendar year. Card must first be used by no later than 12/31/2026. Participation in the Program requires submission of a prior authorization (PA) prior to the first prescription
fill. If coverage is denied, an appeal must be submitted prior to 5th month prescription fill. If coverage is denied, an appeal must be submitted prior to the 13th prescriptions

fill. To remain eligible for the Program, a new PA appeal, or medical exception must be submitted prior to the 13th prescription fill and as required by Lilly at its sole discretion.
Participation in the Program requires a valid patient HIPAA authorization to remain in the Program. Subject to Lilly USA, LLC’s right to terminate, rescind, revoke, or amend Card
eligibility criteria and/or Card terms and conditions, which may occur at Lilly's sole discretion, without notice, and for any reason. Card expires and savings end on 12/31/2028 or
24 months after you first use the Card, whichever comes first.

Additional Program Terms and Conditions

If you have an insurance plan that is participating in an alternate funding program (AFP) that requires you to apply to the EBGLYSS Savings Card Program or otherwise pursue
specialty drug prescription coverage through an alternate funding vendor as a condition of, requirement for, or prerequisite to coverage of EBGLYSS, you are not eligible for and
are prohibited from using the EBGLYSS Savings Card Program. AFPs include programs where coverage, reimbursement, or patient out of pocket costs for a product in some way
vary based on the availability of a manufacturer co-pay program. AFPs may modify, delay, deny, restrict, or withhold insurance benefits or coverage from patients, or exclude
Lilly products from coverage contingent upon a member’s use of EBGLYSS Savings Card Program. You agree to inform EBGLYSS Savings Card Program if you are or become a
member of such an alternative funding program. You are responsible for any applicable taxes, fees, and any amount that exceeds the monthly or annual maximum Card savings.
Monthly and annual maximum savings are set at Lilly’s sole and absolute discretion and may be charged with or without notice at any time for any reason. At its sole discretion
and with or without notice, Lilly may reduce, eliminate, or otherwise modify the Card savings for any reason, including but not limited to if your commercial drug insurance plan
imposes additional requirements which limits or prevents you from receiving coverage for EBGLYSS, only allows partial coverage for EBGLYSS, removes coverage for EBGLYSS
and requires you to utilize the Card, does not provide a material level of financial assistance for the cost of EBGLYSS, or does not apply Card payments to satisfy your co-payment,
deductible, or coinsurance for EBGLYSS. Lilly has the right to require patients with commercial drug insurance without coverage for EBGLYSS to use Lilly's designated pharmacy
vendor(s) to obtain Program savings. Card savings are not valid for: Massachusetts residents if an AB-rated generic equivalent is available; California residents if an FDA-approved
therapeutic equivalent is available. You must meet the Card eligibility criteria, terms and conditions every time you use the Card. If at any time you begin receiving drug coverage
under any state, federal, or government funded healthcare program, you understand that you will no longer be eligible for the EBGLYSS Savings Card and agree to call the
EBGLYSS Savings Card Program at 1-800-545-5979 to stop participation. Card activation is required. You may not seek reimbursement from your health insurance, any third
party, or any health savings, flexible spending, or other healthcare reimbursement accounts, for any amount of the savings received through the Card. By utilizing the Card, you
agree that if you are required to do so under the terms of your insurance coverage for this prescription or are otherwise required to do so by law, you will notify your Insurance
Carrier of your redemption of the Card. Card savings cannot be combined or utilized with any other program, discount, discount card, cash discount card, coupon, incentive,

or similar offer involving EBGLYSS. You agree that this Card savings is intended solely for the benefit of you, the patient, and that the Card benefits are non-transferable. It is
prohibited for any person to sell, purchase, or trade; or to offer to sell, purchase, or trade, or to counterfeit the Card. THIS CARD IS NOT INSURANCE. Lilly has the sole right

to interpret and apply Card eligibility criteria, and terms and conditions. Card eligibility, and terms and conditions may be terminated, rescinded, revoked, or amended by Lilly at
any time without notice and for any reason. Lilly’s sole discretion to terminate, rescind, revoke, or amend Card eligibility criteria and/or Card terms and conditions includes the
right to terminate any individual Card if Lilly determines, in its sole discretion, that a patient does not satisfy the Card’s eligibility criteria or is using or has attempted to use the
Card inconsistently with these Terms and Conditions. Eligibility criteria, and terms and conditions for the EBGLYSS® Savings Card Program may change from time to time; the
most current version can be found at https://ebglyss.lilly.com/savings-support#full-terms-and-conditions-panel. You may be required to obtain a new Card, including if any Card
terms and conditions have been terminated, rescinded, revoked, or amended by Lilly. Card void where prohibited by law. Subject to Lilly’s right to terminate, rescind, revoke or
amend Card eligibility criteria and/or Card terms and conditions, which may occur at Lilly’s sole discretion, without notice, and for any reason. Card expires and savings end on
12/31/2028 or 24 months after you first use the Card, whichever comes first.
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PRIVACY NOTICE

This Privacy Notice (“Notice”) is intended to supplement the Eli Lilly and Company Privacy Statement (https://privacynotice.lilly.com) and the Consumer Health
Privacy Notice (https://www.lillyhub.com/legal/lillyusa/CHPN.html) that can be accessed in the footers of Lilly’s websites. This Notice is to provide you with
information about the personal information, including health information, we may collect, use, disclose or otherwise process, and your rights and choices with
respect to your information.

The categories of health information we collect will depend on how you interact with Lilly Services and the information you choose to provide. We may collect:

Health conditions, treatments, diseases, or diagnosis e Reproductive or sexual health information

Social, psychological, behavioral, and medical interventions e Biometric data

Health-related surgeries or procedures e Genetic data

Use or purchase of prescribed medication e Data that identifies a consumer seeking health care services

Bodily functions, vital signs, symptoms, or measurements of other types of e Other information that may be used to infer or derive data related to the
consumer health data above or other health information.

e Diagnoses or diagnostic testing, treatment, or medication

With your consent, we may use the health information we collect for the following purposes, as further described in our privacy statements:

e Providing Services and support. e Security and protection of rights.

e Analytics and improvement. e | egal proceedings and obligations.

e Customization and personalization. e General business and operational support.
e Marketing and advertising.

Lilly does not sell or share your health information with third parties without your consent or authorization. We may disclose health information to our processors for
our business purposes or at your direction to provide you with products and Services that you request.

We may use and save your personal information to meet legal or regulatory obligations that are in the legitimate interest of Lilly, to fulfill legitimate and lawful
business purposes in accordance with Lilly’s record retention policies and applicable laws and regulations, and to respond to lawful requests by public authorities,
including to comply with national security or law enforcement requests.

Some of this personal information may be considered sensitive under applicable laws, such as information about your health or medical diagnosis and demographic
information collected in some circumstances, such as race, ethnic origin, and sexual orientation. We may process your sensitive Pl with your consent, or as otherwise
permitted by law.

Upon verification, you have rights with respect to the collection, use and storage of your information. These rights may include access to your information and how

it is being used or shared, the right to correct, delete or limit use of your information or to withdraw consent for us to collect and use your information. There may

be certain exceptions and limitations that apply to your request including the right to have your information transmitted to another entity or person in a machine-
readable format. To exercise your rights, you or your authorized representative may submit a request to datarights@lilly.com or 1-800-Lilly-Rx (1-800-545-5979). You
will not be discriminated against for exercising any of your rights. You may be entitled, in accordance with applicable law, to appeal a refusal to take action on your
request. To do so, please contact us by using one of the methods listed here or in How to Contact Us section of the online Privacy Statement.

If you wish to raise a complaint on how we have handled your personal information, you can contact the Global Privacy Office and Data Protection Officer at
privacy@lilly.com, who will investigate the matter.

If you are not satisfied with our response or have any concerns about how your data is being processed, you can register a complaint with a relevant regulatory
authority (e.g., a Data Protection Authority (DPA) or Attorney General).

PP-RC-US-2984 05/2026 ©Lilly USA, LLC 2026. All rights reserved.
EBGLYSS®, its delivery device base, and Lilly Support Services™ are trademarks owned or licensed by Eli Lilly and Company,
its subsidiaries, or affiliates. Other product/company names mentioned herein are trademarks of their respective owners. 70f7
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		Address no PO Box: 
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		Zip: 

		Email: 

		Phone: 

		Yes: Off

		By checking the box I agree to receive automated marketing calls and texts from and on behalf of Eli Lilly and Company Voicemails may include information about my: Off

		By checking the box I agree to be contacted to provide feedback on my experience with the related products services and programs to share my story and to: Off
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		PCN: 

		1 Savings Card Provides eligible commerciallyinsured Patients with options to save on treatment costs: Off

		I confirm that I am NOT enrolled in a governmentfunded healthcare program including without limitation: Off

		I confirm that I have reviewed and agree to the Terms and Conditions on page 6 and attest that I am eligible: Off

		2 Sharps Disposal Provides a free Sharps disposal container for Lilly injectable devices: Off

		3 Injection Training Provides stepbystep education from a Registered Nurse on how to appropriately: Off

		Lilly Conducted Benefits Investigation: Off

		Specialty pharmacy name: 

		Phone_2: 

		Patient Name First MI Last: 

		Patient DOB MMDDYYYY_2: 

		Diagnosis Select one: Off

		please complete if Other is selected: 
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		Sitefacility name: 

		Tax ID: 

		Phone_3: 
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		Office Contact Name: 

		Office Contact Email: 

		undefined: 

		undefined_3: 

		undefined_2: 

		Collaborating MD NPI: 

		Collaborating MD name: 

		undefined_4: 

		Prefilled: Off

		treatment failures 1: 

		Initial Dose: Off

		1 x 250mg2mL injection every 2 weeks at weeks 414: Off

		18: 

		MAINTENANCE DOSE: Off

		14: 

		By checking this box I confirm: Off

		Date MMDDYYYY: 

		Date MMDDYYYY_2: 






s nemluvio

I (nemolizumab-ilto) for injection

@ NEMEUVIO® Specialty
Pharmacy Enrollment Form

for Patients

Please fax the completed enrollment form to your preferred network specialty pharmacy.

Network Specialty Pharmacies

NEMLUVIO® (nemolizumab-ilto) is available through a limited distribution network of specialty pharmacies. Our specialty pharmacy
network is contracted to provide enhanced service offerings, ensuring that patients are supported throughout the entire NEMLUVIO
patient journey. Patients can scan the QR code to open the specialty pharmacy’s website. Please save the contact information for your
preferred specialty pharmacy. The specialty pharmacy will arrange for shipment.

AcariaHealth Accredo Health Group, Inc. Amber Specialty Pharmacy BioPlus Specialty Pharmacy
Phone: 800-511-5144 Phone: 866-839-2162 Phone: 888-370-1724 Phone: 888-292-0744
Fax: 877-541-1503 Fax: 866-531-1025 Fax: 877-645-7514 Fax: 800-269-5493

[=]:ce 3l ]

ficn

[=] el

CenterWell CVS Specialty Gentry Health Services Lumicera Health Services
Specialty Pharmacy Phone: 800-237-2767 Phone: 844-443-6879 Phone: 855-847-3553
Phone: 800-486-2668 Fax: 800-323-2445 Fax: 844-329-2447 Fax: 855-847-3558

Fax: 877-405-7940
O

Optum Specialty Senderra Pharmacy Walgreens Specialty Pharmacy
Phone: 855-427-4682 Phone: 888-777-5547 Phone: 888-347-3416
Fax: 877-342-4596 Fax: 888-777-5645 Fax: 877-231-8302

k]
j

I :
[m]  xe

Galderma Patient Services will call patients from: 1-855-636-5884. If unable to reach them, we wiill
leave a voicemail. Patients are encouraged to check messages and return calls promptly.

. . . Scan to explore ;:' dodiiay
& This page is for NEMLUVIO patients. GPS for NEMLUVIO i g%‘“
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Complete the ENTIRE form to avoid

Attach front and back of insurance card. An incomplete enroliment form may delay the start of treatment.

. PLEASE i
m ™ any delays and fax to your Preferred D Copy of insurance card attached
C n e . U VI O REMEMBER Network Specialty Pharmacy. D Noinsurance D BIN PCN GROUP
I (nemolizumab-ilto) for injection

Please select your preferred Specialty Pharmacy
D Already sent D AcariaHealth D Accredo Health Group, Inc. D Amber Specialty Pharmacy BioPlus Specialty Pharmacy CenterWell Specialty Pharmacy CVS Specialty

to Specialty Fax: 877-541-1503 Fax:866-531-1025 Fax: 877-645-7514 Fax: 800-269-5493 Fax: 877-405-7940 Fax: 800-323-2445

Pharmacy? D Gentry Health Services D Lumicera Health Services D Optum Specialty D Senderra D Walgreens Specialty Pharmacy

Fax: 844-329-2447 Fax: 855-847-3558 Fax: 877-342-4596 Fax: 888-777-5645 Fax: 877-231-8302

1. Patient Information

To be fully completed by the healthcare provider and the patient or legal guardian before leaving the office. For information about how your information will be used, please see terms and conditions.
By receiving services through GPS (Galderma Patient Services) for NEMLUVIO™ (nemolizumab-ilto), patient accepts all terms and conditions of the GPS for NEMLUVIO programs on page 5.

Sex: DMaIe DFemaIe

First Name Middle Initial ~ Last Name

Date of Birth (MMDDYYYY) Email

Phone Number Best Time to Contact

Cell Phone (preferred); Home Phone (optional)

Address (No PO Box)

City

Guardian First Name Guardian Last Name

If patient is otherwise under the care of a guardian

2. Provider Information

D Allergist I:' Dermatologist D Immunologist D Other:

Guardian Relationship Language

State Zip

Preferred DEninsh DSpanish D Other:

Full Name

HCP Title

NPI Number

Practice Name/Affiliation

Office Contact Name

Supervising Physician (if applicable)

Provider/Office Email Office Fax

Office Contact Phone

Address

3. Clinical Information To be completed by the HCP

Please list all previous treatments tried, failed, or patient is intolerant to. Be sure to include clinic notes

to support your selection(s) for payers’ prior authorizations.

City State

Zip

Concurrent Medications

Other Disease Impacts
(physical,social, or psychosocial impairment)

Patient Assistance Program (OPTIONAL):

The GPS for NEMLUVIO Patient Assistance Program (“PAP”) is provided to
NEMLUVIO patients who meet the eligibility criteria so they may begin or continue
taking NEMLUVIO when they do not have adequate coverage for the product.

Number of people in household Annual Household Income

Household = you, spouse and dependents

Patient/Legal Guardian Signature

If not patient, relationship to patient Date of Signature (MMDDYYYY)

Patient Authorization and Additional Consents

Select Automatic Income Verification OR Self-Verification of Income:

Automatic Income Verification

I hereby certify that | am providing authorization under the US Fair
Credit Reporting Act to Galderma to obtain a consumer report from
consumer reporting agencies and income verification services on
me. | authorize Galderma to use such information for the purpose
of estimating my income and determining if | qualify for PAP. This
Authorization shall be valid until | exit the PAP Program or revoke
this authorization. | understand that | may request the name of the
consumer reporting agency or cancel this Authorization at any time
by contacting GPS, but that this cancellation will not apply to any
information already used or disclosed based on this Authorization.

| also certify that | have read and consent to all the PAP Program
Terms and Conditions.

Self-Verification of Income

D | attest that the income and
number of people in my
household are accurate and
that Galderma may use this
information to determine my
eligibility for PAP. | understand
that | may be removed from the
Programif | fail to timely provide
requested documentation of
this information.

By signing below, | acknowledge | have read and agree with the Patient Authorization on page 5, and that my personal health information will be collected,
used, and disclosed to provide services in the GPS for NEMLUVIO Program consistent with the terms and conditions of the program. | know that | can

withdraw my consent by contacting GPS for NEMLUVIO.

SIGN & DATE

> /]

Patient/Legal Guardian Signature

|:| For manufacturer and reimbursement support, | consent to the Galderma

Communications Consent, found on page 5.

Date of Signature (MMDDYYYY)

@D Any questions or need help? Please call: 1-855-636-5884

Page2of 6
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Patient & Prescriber Information (all fields required)

Patient First Name Middle Initial

Patient Last Name

Date of Birth (MMDDYYYY)

Patient Phone Number Patient Address

City State Zip

Prescriber Name Prescriber Address

City State Zip

NPI # Prescriber State License #

Did this patient start NEMLUVIO on a sample?

If yes, date sample
product provided:

Prescriber Phone Number Prescriber Fax Number

Weight (required):

Ow[Oke

Date (MMDDYYYY)

] Nkoa

4. Prescription Information: Affected Areas
Prurigo Nodularis O O
D Yes D No
Prurigo Nodularis Diagnosis: | |
g L28.1 Prurigo nodularis
Front Back Known Drug Allergies

I:' Other ICD-10-CM code D Patient has >20 nodules

Please remember to fill out both prescription sections below.
Send dose to (as allowable by law): [] patient'sHome [ ] Hcp Address

Network Specialty Pharmacy Prescription
NEMLUVIO 30 mg/0.49 mL single dose dual chamber pen (NDc 00299-6220-15)

Loading Dose:

[J No, patient already on therapy

[] Yes, two 30 mg/0.49 mL pens (60 mg);
SIG: Inject contents of 2 pens (60 mg), subcutaneously at week 0.
Dispense Qty: 2 pens

Maintenance Dose:

E 30 mg/0.49 mL pen;
SIG: Inject contents of 1 pen (30 mg), subcutaneously every 4 weeks.
Dispense Qty: 1 pen Refills: 12, or

For patients > or = 90 kg/198.4 Lb, two 30 mg/0.49 mL pens (60 mg);

E SIG: Inject contents of 2 pens (60 mg), subcutaneously every 4 weeks.
Dispense Qty: 2 pens Refills: 12, or

Prescriber Attestation

Prescriber must authorize these prescriptions and instructions by signing at the end of this section.

As the prescriber, | certify that NEMLUVIO is medically necessary for an FDA-approved indication
for the previously identified patient and the information on this form is accurate to the best of
my knowledge. | have reviewed the current full Prescribing Information for NEMLUVIO. | certify
that | have obtained all necessary authorizations and consents as required by federal and state
laws including HIPAA to disclose to Galderma, patient information including to facilitate insurance
coverage for the product, initiating/dispensing therapy, and administering GPS for NEMLUVIO. |
authorize Galderma and its affiliates, business partners, and agents to forward this prescription
to the appropriate dispensing pharmacies, and | will comply with my state-specific prescription
requirements, such as e-prescribing, state-specific prescription forms, fax language, etc. Non-
compliance with state-specific requirements could result in outreach to the prescriber.

SIGN & DATE

Prescriber Signature
(Dispense as Written/Brand Medically Necessary)

Date of Signature (MmpDYYYY)

SIGN

Prescriber Signature
(Substitution Permissible)

GPS for NEMLUVIO Free Goods Program: Quick Start/Bridge/PAP
NEMLUVIO 30 mg/0.49 mL single dose dual chamber pen (NDc 00299-6220-15)
Loading Dose:

[ No, patient already on therapy

[ Yes, two 30 mg/0.49 mL pens (60 mg);
SIG: Inject contents of 2 pens (60 mg), subcutaneously at week 0.
Dispense Qty: 2 pens

Maintenance Dose:

30 mg/0.49 mL pen;
SIG: Inject contents of 1 pen (30 mg), subcutaneously every 4 weeks.
Dispense Qty: 1 pen Refills: 12, or

O

For patients > or = 90 kg/198.4 Lb, two 30 mg/0.49 mL pens (60 mg);
E SIG: Inject contents of 2 pens (60 mg), subcutaneously every 4 weeks.
Dispense Qty: 2 pens Refills: 12, or

Prescriber Attestation
Prescriber must authorize these prescriptions and instructions by signing at the end of this section.

As the prescriber, | certify that NEMLUVIO is medically necessary for an FDA-approved indication
for the identified patient and the information on this form is accurate to the best of my knowledge.
| certify that any product received will not be offered to any other patient or for sale, trade, or
barter, and no reimbursement claim will be submitted. | have reviewed the current full Prescribing
Information for NEMLUVIO. | certify that | have obtained all necessary authorizations and consents
as required by federal and state laws including HIPAA to disclose information to Galderma. |
authorize Galderma and its affiliates, business partners, and agents to forward this prescription
to the appropriate dispensing pharmacies, and | will comply with my state-specific prescription
requirements, such as e-prescribing, state-specific prescription forms, fax language, etc. Non-
compliance with state-specific requirements could result in outreach to the prescriber.

SIGN & DATE

Prescriber Signature
(Dispense as Written/Brand Medically Necessary)

Date of Signature (MmpDYYYY)

SIGN

Prescriber Signature
(Substitution Permissible)

@Q Any questions or need help? Please call: 1-855-636-5884

Page 3of 6
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Patient & Prescriber Information (all fields required)

Patient First Name Middle Initial Patient Last Name Date of Birth (MMDDYYYY)
Patient Phone Number Patient Address City State Zip
Prescriber Name Prescriber Address City State Zip
NPI # Prescriber State License # Prescriber Phone Number Prescriber Fax Number

L ) Investigator’s Global Assessment Score (0-4)
4. Prescription Information: Affected Areas
Atopic Dermatitis Body Surface Area %

O O |:| 1f <10% BSA: Date (MMDDYYYY)

involvement of

Ve Did this patient start NEMLUVIO on a sample?
| | sensitive areas

DYes D No

Atopic Dermatitis Diagnosis:

such as palms of
hands, soles of
feet, groin etc.

If yes, date sample product provided:

D L20.9 Atopic dermatitis, unspecified
D L20.89 Other atopic dermatitis
[] OtherICD-10-CM code

[] nkpA

Front Back

Known Drug Allergies

Please remember to fill out both prescription sections below.
Send dose to (as allowable by law): [] patient'sHome [] Hcp Address

Network Specialty Pharmacy Prescription
NEMLUVIO 30 mg/0.49 mL single dose dual chamber pen (NDc 00299-6220-15)

Loading Dose:
[J No, patient already on therapy

[ Yes, two 30 mg/0.49 mL pens (60 mg);
SIG: Inject contents of 2 pens (60 mg), subcutaneously at week 0.
Dispense Qty: 2 pens

Maintenance Dose:

[J 30 mg/0.49 mL pen;
SIG: Inject contents of 1 pen (30 mg), subcutaneously every 4 weeks.
Dispense Qty: 1 pen Refills: 12, or

Prescriber Attestation

Prescriber must authorize these prescriptions and instructions by signing at the end of this section.

As the prescriber, | certify that NEMLUVIO is medically necessary for an FDA-approved indication
for the previously identified patient and the information on this form is accurate to the best of
my knowledge. | have reviewed the current full Prescribing Information for NEMLUVIO. | certify
that | have obtained all necessary authorizations and consents as required by federal and state
laws including HIPAA to disclose to Galderma, patient information including to facilitate insurance
coverage for the product, initiating/dispensing therapy, and administering GPS for NEMLUVIO. |
authorize Galderma and its affiliates, business partners, and agents to forward this prescription
to the appropriate dispensing pharmacies, and | will comply with my state-specific prescription
requirements, such as e-prescribing, state-specific prescription forms, fax language, etc. Non-
compliance with state-specific requirements could result in outreach to the prescriber.

> /o

Prescriber Signature
(Dispense as Written/Brand Medically Necessary)

Date of Signature (MmpoyyYy)

Prescriber Signature
(Substitution Permissible)

GPS for NEMLUVIO Free Goods Program: Quick Start/Bridge/PAP
NEMLUVIO 30 mg/0.49 mL single dose dual chamber pen (NDc 00299-6220-15)

Loading Dose:
[ No, patient already on therapy

[ Yes, two 30 mg/0.49 mL pens (60 mg);
SIG: Inject contents of 2 pens (60 mg), subcutaneously at week 0.
Dispense Qty: 2 pens

Maintenance Dose:

[J 30 mg/0.49 mL pen;
SIG: Inject contents of 1 pen (30 mg), subcutaneously every 4 weeks.
Dispense Qty: 1 pen Refills: 12, or

Prescriber Attestation
Prescriber must authorize these prescriptions and instructions by signing at the end of this section.

As the prescriber, | certify that NEMLUVIO is medically necessary for an FDA-approved indication
for the identified patient and the information on this form is accurate to the best of my knowledge.
| certify that any product received will not be offered to any other patient or for sale, trade, or
barter, and no reimbursement claim will be submitted. | have reviewed the current full Prescribing
Information for NEMLUVIO. | certify that | have obtained all necessary authorizations and consents
as required by federal and state laws including HIPAA to disclose information to Galderma. |
authorize Galderma and its affiliates, business partners, and agents to forward this prescription
to the appropriate dispensing pharmacies, and | will comply with my state-specific prescription
requirements, such as e-prescribing, state-specific prescription forms, fax language, etc. Non-
compliance with state-specific requirements could result in outreach to the prescriber.

> /o

Date of Signature (Mmpoyyyy)

Prescriber Signature
(Dispense as Written/Brand Medically Necessary)

Prescriber Signature
(Substitution Permissible)

@Q Any questions or need help? Please call: 1-855-636-5884
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Patient Authorization

| acknowledge that some healthcare providers, pharmacies and health insurers, and their service providers (collectively, “Providers”) may use and
disclose my information related to health insurance benefits, medical condition, treatment, and prescription details (“Health Information”) and
identifying information about me including information such as my name, address, and date of birth (“Identifying Information”) with other Providers
under my other existing HIPAA authorizations.

By signing the Patient Authorization on the Enrollment Form, | authorize Providers to use and disclose my Health Information and Identifying
Information to Galderma, its affiliates, agents, and service providers, including patient support program service providers, (collectively, “Galderma”) in
connection with my participation in Galderma Patient Services for NEMLUVIO. Galderma may use my Health Information and/or Personal Information
to provide me with various support services and information to help me access NEMLUVIO from Galderma including one or more of the following
Galderma services (the “Services”):

1. Workwith my insurance to identify eligibility/requirements and attempt to secure coverage for NEMLUVIO,

2. Assist with access including appeals, savings, educational, and support services and information associated with my therapy,

3. Enroll meinto appropriate programs that help me gain access to NEMLUVIO, which was prescribed by my healthcare provider,

4. Participate in quality assurance activities such as surveys and feedback related to the Services or my treatment.
By signing this Authorization, my Providers may also disclose my Health Information and Identifying Information to Galderma so that Galderma may
use it to help improve, develop, and evaluate Galderma Patient Services for NEMLUVIO, the Services, and other products, services, materials, and
programs related to my condition or treatment.
In delivering the Services, Galderma may disclose my Health Information and Identifying Information to my Providers and certain financial assistance
programs that may assist with my NEMLUVIO therapy payments. | understand Galderma and Providers may combine my records and information with
information and data collected from other sources and use that aggregated information for the purposes listed above. | understand that my Providers
may receive payment from Galderma for the use and disclosure of my Health Information/ldentifying Information pursuant to this authorization and
providing certain Services, such as but not limited to treatment reminders or training, based on my enrollment or participation.

Once | authorize the release of my records and information, | understand it may be redisclosed by the recipient and it may no longer be protected by
federal or state health privacy laws or other applicable data protection laws or regulations.

I understand that this Authorization is voluntary and that | do not have to sign it to get treatment or for eligibility or enroliment in benefits from my
Providers. | understand that my information will be used by Galderma in accordance with its privacy policy, located at
https://www.galderma.com/us/your-privacy. | understand that | can revoke this Authorization at any time by calling 1-855-636-5884 or writing to
GaldermaPatientServices@assistrx.com. | understand that | am entitled to receive a copy of this authorization after | sign it.

This Authorization will expire 5 years after | sign it, or earlier if required by law, unless | revoke it sooner. If this Authorization expires or is revoked, it
will not impact my Providers’ treatment or my insurance benefits. | also understand that if a Provider is disclosing my Health Information to Galderma
on an authorized, ongoing basis, my revocation of this Authorization will be effective with respect to that Provider as soon as that Provider receives
notice of my revocation. Revocation of this Authorization will not affect prior uses or disclosures of my Health Information.

Galderma Communications Consent

By checking the box on the GPS for NEMLUVIO Enrollment Form, | consent to the use by Galderma of my health and personal information to contact
me and provide me with information, marketing materials, and clinical trial opportunities related to my condition or treatment and other information
and offers that Galderma believes to be of interest to me. Galderma may contact me for these purposes by e-mail, mail, telephone, and if | have
checked the “Text Message Consent” box on the Enrollment Form, pre-recorded or automated calls and texts.

l understand that | can review Galderma'’s privacy policy, available at https://www.galderma.com/us/your-privacy, for more information about
Galderma’s collection, use, and sharing of health and personal information. This consent will remain in effect until | cancel it. | understand that | may
revoke this consent at any time, which | may do by calling 1-855-636-5884 or writing to GaldermaPatientServices@assistrx.com, and that if | revoke
this consent, my revocation will not affect any actions taken by Galderma before receiving my revocation. | may request a copy of this consent. |
understand that consent is not required for enrollment in the GPS for NEMLUVIO program.

Text Message Consent

By checking the box on the GPS for NEMLUVIO Enrollment Form, | consent to receive calls and texts from and on behalf of Galderma made with an
auto dialer or prerecorded voice, including texts and calls for marketing and promotional purposes, at the phone number(s) provided. | understand that
my consent is not required or a condition of purchase or enrollment in the GPS for NEMLUVIO program. The number of messages will vary based on
my program selections, and | may receive up to 5 per week. | also understand that message and data rates may apply and that | can text STOP to opt
out and HELP for help. | agree to Galderma’s Text Messaging Terms, available at https://www.galdermaps.iassist.com/termsandconditions.

Galderma Patient Services for NEMLUVIO General Terms & Conditions

Galderma Laboratories, L. P. (“Galderma”) is the authorized U.S. distributor of NEMLUVIO® (nemolizumab-ilto) for injection. The GPS for NEMLUVIO
Program (“Program”) is operated by Galderma and its designated service provider(s). The purpose of the Program is to help ensure that eligible patients
who have been prescribed NEMLUVIO have access and support related to their NEMLUVIO treatment journey.

These General Terms & Conditions are applicable to any and all of the services provided by Program, including, without limitation, the GPS for
NEMLUVIO Quick Start Program, the GPS for NEMLUVIO Bridge Program, the GPS for NEMLUVIO Patient Assistance Program, the GPS for
NEMLUVIO Replacement Program, and the GPS for NEMLUVIO Commercial Copay Program, and/or any and all other services provided by the
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Program. By participating in and/or receiving any services from any part of the Program, you agree to all of these General and Additional Terms &
Conditions.

All services provided by the Program are provided free of charge to eligible patients by Galderma and should not be billed to or have payment
requested from any insurance provider, third-party plan, or charitable organization, except as permitted in connection with the GPS for NEMLUVIO
Copay Program. Patients who receive NEMLUVIO through the Program must not sell or transfer NEMLUVIO to any third party.

Patient understands that health care providers, pharmacies, health insurers, and service providers may receive payment from Galderma for providing
certain services, such as but not limited to treatment reminders or training, based on enrollment/ participation in the Program.

Patient understands that participation in the Program is not conditioned on any past, present, or future purchases or prescriptions, including any
potential future fills of NEMLUVIO. Patients using NEMLUVIO are not required to enroll in the Program but must enroll if they wish to participate in
and/or receive services from the Program. Patients may participate in most aspects of the program without signing a patient authorization; however,
services available to such patients are different. Participation is void where prohibited by law.

To participate in and/or receive services from the Program, a patient must be:
° prescribed NEMLUVIO by a licensed US HCP;
e  prescribed NEMLUVIO in accordance with its FDA-approved indication(s) and labeling;
° 18 years or older (for patients with prurigo nodularis) or 12 years or older (for patients with atopic dermatitis); and
e resideinthe 50 United States or Washington DC.

By participating in the Program, you agree that HCPs, pharmacies and health insurers, and their service providers (collectively, “Providers”) may disclose
information about a Patient including information such as name, address, and date of birth (“Personal Information”) to Galderma and its affiliates,
agents, and service providers, including patient support program service providers, (collectively, “Galderma”) in connection with your participation in
the Program.

Patients also agree that any information collected through and/or related to your participation in one or more parts of the Program may be collected,
stored, aggregated, used, and disclosed by Galderma for any purpose.

Patient agrees that Galderma may use their Personal Information in a manner in accordance with the terms of the privacy policy at Your Privacy |
Galderma US including to provide the patient with various support services and information and to help improve, develop, audit, and evaluate the
Program, its services, and other products, services, materials, and programs related to Patient’s condition or treatment. Patient understands and agrees
that Galderma may combine their records and information with information and data collected about other participants and from other sources and use
that aggregated information for a variety of purposes. Additionally, by participating in the Program, health information and personal information will be
collected, used, and disclosed by the Program consistent with the Program’s service provider’s Notice of Privacy Practices, available at
https://www.assistrx.com/privacy-policy/.

Acceptance and participation in the Program constitute an agreement with Galderma in Texas. Patient (You) consents to the Program being governed
by and interpreted in accordance with the substantive laws of the State of Texas without regard to its conflict of law principles. By enrolling in and/

or participating in the Program, Patient agrees that the services have areasonable relationship to the State of Texas in that, among other things, and
agree that the exclusive venue for any dispute arising out of participation in the Program is a state or a federal court of competent jurisdiction in Dallas
County, Texas. By enrolling in and/or participating in the Program, you irrevocably and unconditionally submit to the exclusive jurisdiction of a state or a
federal court in Dallas County, Texas.

Not all patients will be eligible for all or any services provided in the Program. Offers and services provided under the Program may not be the best
offer or lowest cost service available to you. Participation in one or more services of the Program may be subject to limitations imposed by your

health insurer, and state or federal law. Galderma reserves the right to modify, rescind, or discontinue this Program, any part(s) or service(s) provided
under the Program, the Terms & Conditions of the Program, and the Additional Terms & Conditions of its services at any time without notification

and for any reason. Galderma reserves the right to rescind or revoke a patient’s participation in the Program and its service(s) at any time and for any
reason including non-compliance with the General and/or Additional Terms & Conditions, suspected fraud, or non-responsiveness. Galderma may
communicate changes to patients and their Providers by periodically updating the GPS for NEMLUVIO General and Additional Terms & Conditions.

To unenroll in the GPS for NEMLUVIO Program, call 1-855-636-5884 for further instructions. You are encouraged to report negative side effects of
prescription drugs to the FDA. Visit www.FDA.gov/MEDWatch or call 1-800-FDA-1088 or call Galderma Special Services at 866-735-4137.
THISISNOT INSURANCE.

Additional Program Terms & Conditions

In addition to the GPS for NEMLUVIO General Terms and Conditions, by enrolling in and/or participating in the following programs, Additional Terms &
Conditions will apply:

e  Additional Terms & Conditions of the GPS for NEMLUVIO Quick Start Program
e  GPSfor NEMLUVIO Bridge Program Terms & Conditions
e  GPSfor NEMLUVIO Commercial Copay Program
e  GPSfor NEMLUVIO Replacement Program Terms & Conditions
e  GPSfor NEMLUVIO Injection Education & Training Program Additional Terms and Conditions
Full terms and conditions can be found at https://galdermaps.iassist.com/termsandconditions or by contacting GPS.

Healthcare providers may request Full GPS Program Terms & Conditions from their Galderma representative.
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IncyteCARES Patient Assistance Program @cyteCARE’s) ‘ ¢ Opzelura
EN ROLLM ENT FO RM (ruxolitinib) cream 1.5%

FAX COMPLETED FORM AND A COPY OF THE PA AND/OR APPEAL DECISION TO 1-877-801-3840.

For patients who are uninsured or have Medicare Part D and cannot afford their out-of-pocket costs.
Commercially insured patients are not eligible for this Program.

1. PATIENT INFORMATION

First Name MI Last Name

Address City State ZIP

Date of Birth / / Sex: OOMale OFemale [ Prefer notto answer

Caregiver (required if under 18) Relationship

Patient Contact Phone Is it okay to leave a voicemail? OOYes ONo

Email (Required for e-consent)

O Text Messages - | agree to receive text messages from Incyte. Texts may be sent using an automatic
telephone dialing system. Message and data rates may apply. Message frequency varies. Consent is not
required to participate in the Program. | may withdraw consent at any time by replying STOP to any message.

2. PRESCRIPTION INSURANCE [JcCheck if patient is uninsured (Move to section 3)

O Insurance card attached Rx Insurance Name
Rx Policy ID # Rx Group ID # Rx BIN Rx PCN

3. PRESCRIBER INFORMATION

First Name Last Name

Practice Name NPI Number
Address City State ____ ZIP
Practice Contact Name Phone Fax

4. PRESCRIPTION FOR OPZELURA

Nonsegmental Vitiligo:  Atopic Dermatitis: OOther
180 vitiligo [0L20.9 atopic dermatitis
OL20.89 other atopic dermatitis

ICD-10
Code(s)

Medication Name: OPZELURA® (ruxolitinib) cream 1.5%

Tube size: 60 grams  Number of Tubes Refill(s)

Directions: Apply a thin layer of OPZELURA topically twice daily to affected areas. For patients 12 years of age or older, do not use
more than one 60-gram tube of OPZELURA per week. For patients 2 to 11 years of age, do not use more than one 60-gram tube of
OPZELURA per 2 weeks.

Directions

I certify that | am the Healthcare Professional who has prescribed this medication, that it is medically necessary for the
patient, and that the information provided is accurate to the best of my knowledge. | authorize Incyte, and its affiliates, agents,
and service providers to act on my behalf for the purposes of transmitting this prescription to the appropriate pharmacy.

If you are a prescriber based in New York state, please use a New York state prescription form.

PRESCRIBER
SIGNATURE A8 X / /
Dispense as written Substitutions allowed Date
Q

- FOR ASSISTANCE, CALL 1-800-583-6964, MONDAY — FRIDAY, 8 AM TO 8 PM ET. 1of4





IncyteCARES Patient Assistance Program @cyteCARE’s) ¢ Opzelura:
EN ROLLM ENT FO RM (ruxolitinib) cream 1.5%

FAX COMPLETED FORM AND A COPY OF THE PA AND/OR APPEAL DECISION TO 1-877-801-3840.

Provide a copy of the HIPAA authorization to your patient for their records.

HIPAA AUTHORIZATION

By signing this form, you are giving your permission to your physicians, pharmacies, and other healthcare providers
(collectively, “Healthcare Professionals”), your health insurer, health plan or programs that provide your healthcare
benefits (collectively, “Health Insurers”), to share your health information with Incyte, its agents, and Incyte patient
_sufpport program service providers (collectively, “Incyte”). You understand that your health information includes
information relatlrhgto your medical condition and treatment, health insurance coverage and claims, and your
prescription (including fill /refill information) for OPZELURA, as well as identifying information about you (including,
for example, your name, address, and date of birth) (“Your Information”). Your information will be shared with
Incyte so that Incyte may provide you with various support and information to help you access OPZELURA, which
may include the following (collectively, “Patient Support Programs”):
* Providing reimbursement support, including assisting with identification of your insurer's prior authorization
requirements and requirements for appealing a denied claim

» Provide adherence reminders and support
» Determining your eligibility for and helping you access copay support for OPZELURA
- Determining your eligibility to participate in coverage assistance programs, patient assistance programs,
or other support programs
- Communicating with your Healthcare Professionals about OPZELURA and available Patient Support Programs
» Providing you with financial assistance resources and information if you are eligible

» Communication from Incyte regarding the Patient Support Programs using phone, email, text, or an auto dialer
gr pre[)ec(j)r%ed voice using the Information provided to enable fulfillment of the Patient Support Programs
escribed above.

You understand that you do not have to sign this form and choosing not to sign will not affect your ability to
receive treatment from your Healthcare Professionals or payment from your Health Insurer.

However, if you do not sign this form, Incyte will not be able to provide you with assistance.

You understand that once Your Information is shared, it may no lon%er be ﬁrotected by federal privacy law.
However, Incyte agrees to protect Your Information and to use it only for the purposes described in this form
or as required or permitted by law.

You understand that this form will remain in effect for two (2) years from the date of your siﬁr’na.ture unless you
provide written notice that you would like to withdraw your authorization to share your health information sooner.

If you would like to withdraw your authorization, you may contact IncyteCARES for OPZELURA at 1-800-583-6964
or PO Box 7613, Overland Park, KS 66207. You understand that if you withdraw your authorization, no new
information will be collected from you; however, Your Information collected prior to your withdrawal of
authorization may continue to be used or kept to provide services previously described. You understand you
may receive a copy of this form.

Incyte also may use Your Information for quality assurance purposes and to evaluate and improve its operations
and services. You also understand that the information you provide may be combined with that of other registrants
to create aggregated, anonymized data and to use and share only the anonymized data for any legitimate business
purpose. You can learn more about how Incyte processes Your Information at www.incyte.com/privacy-policy.

PATIENT X
SIGNATURE

Legal Representative Name (Print)

(If the patient is under 18 years of age, a legal representative should sign and print their name.)

8 FOR ASSISTANCE, CALL 1-800-583-6964, MONDAY — FRIDAY, 8 AM TO 8 P™ ET.



https://incyte.com/privacy-policy



IncyteCARES Patient Assistance Program @cyteCAR@ ‘ ¢ Opzelura
EN ROLLM ENT FO RM (ruxolitinib) cream 1.5%

FAX COMPLETED FORM AND A COPY OF THE PA AND/OR APPEAL DECISION TO 1-877-801-3840.

Patient First Name MI __ Patient Last Name Date of Birth / /

INCOME VERIFICATION

Number of People in Household

I, the applicant named above, understand that | am providing “written instructions” to Incyte under the Fair Credit Reporting Act
authorizing Incyte or their designated agent to obtain information from my credit profile or other information from TransUnion to verify
my annual income. | authorize Incyte to obtain such information solely for the purpose of determining financial qualifications for the
Patient Assistance Program. | also agree to provide additional financial documentation in a timely manner to Incyte, which is solely
necessary for determining my financial qualification for the program, if so requested. | understand that | am entitled to a copy of this
authorization upon request. This authorization shall be valid for one (1) year from the date of the signature on this form (unless a shorter
period is prescribed by law). | understand that | may cancel this authorization at any time by mailing a letter requesting such cancellation
to Incyte at PO Box 7613, Overland Park, KS 66207. | understand that if | cancel my authorization, no new information will be collected
from me; however, information collected prior to such cancellation may continue to be used or kept to fulfill the services described.

PATIENT SV
SIGNATURE / /

(If the patient is under 18 years of age, a legal representative should sign and print their name.) Date

Legal Representative Name (Print)

FINANCIAL ATTESTATION AND DISCLOSURE

By signing below, | certify that | cannot afford my medication, and | affirm that my answers are complete, true, and accurate to the best of
my knowledge.

I understand that: Completing this form does not guarantee that | will qualify for the Patient Assistance Program. Incyte may verify the
accuracy of the information I have provided and may ask for more financial and insurance information. OPZELURA supplied by the Patient
Assistance Program shall not be sold, traded, bartered, or transferred. Incyte reserves the right to change its Patient Assistance Program or
terminate my enrollment at any time. The support provided through this program is not contingent on any future purchase. If | am enrolled
ina Medicare Part D Plan and am eligible for the Patient Assistance Program, Incyte will notify my Part D Plan of my enrollment in the program.
| certify and attest that if | receive OPZELURA provided through the Incyte Patient Assistance Program, | will promptly contact the program
at 1-800-583-6964 if my financial status or insurance coverage changes. | will not seek to have OPZELURA or any cost from it counted in my
Medicare Part D true out-of-pocket costs for prescription drugs. | will not seek reimbursement or credit for OPZELURA from my prescription
insurance provider or payer, including Medicare Part D plans. | will notify my insurance provider of the receipt of OPZELURA through the
Incyte Patient Assistance Program.

For more information about Incyte and its privacy practices, please go to www.incyte.com/privacy-policy.

PATIENT Vg
SIGNATURE / /

(If the patient is under 18 years of age, a legal representative should sign and print their name.) Date

Legal Representative Name (Print)

PATIENT OPT-IN FOR ONGOING EDUCATION AND SUPPORT (OPTIONAL)

O By checking this box, | consent to Incyte and its agents to use my contact information (phone and email) to provide education and
ongoing support services related to product, disease, and other related areas of interest. | understand that | may revoke my consent
to be contacted for any of these purposes at any time by emailing privacy@incyte.com.

[ By checking this box, | am indicating that | would also like to be contacted for future opportunities to participate in market research
regarding my condition. | understand that | may revoke my consent to be contacted to participate in such market research at any time
by emailing privacy@incyte.com.

X / [

Patient Signature (If the patient is under 18 years of age, a legal representative should sign and print their name.) Date

Legal Representative Name (Print)

)

- FOR ASSISTANCE, CALL 1-800-583-6964, MONDAY — FRIDAY, 8 AM TO 8 PM ET. 3of4
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IncyteCARES Patient Assistance Program

ENROLLMENT FORM

INDICATIONS

OPZELURA is indicated for the topical short-term and non-continuous
chronic treatment of mild to moderate atopic dermatitis in
non-immunocompromised adult and pediatric patients 2 years of

age and older whose disease is not adequately controlled with topical
prescription therapies or when those therapies are not advisable.
OPZELURA is indicated for the topical treatment of nonsegmental
vitiligo in adult and pediatric patients 12 years of age and older.
Limitations of Use: Use of OPZELURA in combination with therapeutic
biologics, other JAK inhibitors, or potent immunosuppressants such as
azathioprine or cyclosporine is not recommended.

IMPORTANT SAFETY INFORMATION

SERIOUS INFECTIONS

Patients treated with oral Janus kinase (JAK) inhibitors for
inflammatory conditions are at risk for developing serious infections
that may lead to hospitalization or death. Reported infections include:

« Active tuberculosis, which may present with pulmonary or
extrapulmonary disease.

« Invasive fungal infections, including cryptococcosis
and pneumocystosis.

+ Bacterial, viral, including herpes zoster, and other infections due to
opportunistic pathogens.

Avoid use of OPZELURA in patients with an active, serious infection,
including localized infections. If a serious infection develops, interrupt
OPZELURA until the infection is controlled. Carefully consider the
benefits and risks of treatment prior to initiating OPZELURA in patients
with chronic or recurrent infection. Closely monitor patients for the
development of signs and symptoms of infection during and after
treatment with OPZELURA.

Serious lower respiratory tract infections were reported in the clinical
development program with topical ruxolitinib.

No cases of active tuberculosis (TB) were reported in clinical trials with
OPZELURA. Cases of active TB were reported in clinical trials of oral
JAK inhibitors to treat inflammatory conditions. Consider evaluating
patients for latent and active TB infection prior to administration of
OPZELURA. During OPZELURA use, monitor patients for the
development of signs and symptoms of TB.

Viral reactivation, including cases of herpes virus reactivation

(e.g., herpes zoster), were reported in clinical trials with JAK inhibitors
used to treat inflammatory conditions including OPZELURA. If a patient
develops herpes zoster, consider interrupting OPZELURA treatment
until the episode resolves.

Hepatitis B viral load (HBV-DNA titer) increases, with or without
associated elevations in alanine aminotransferase and aspartate
aminotransferase, have been reported in patients with chronic

HBV infections taking oral ruxolitinib. OPZELURA initiation is not
recommended in patients with active hepatitis B or hepatitis C.

MORTALITY

In a large, randomized, postmarketing safety study in rheumatoid
arthritis (RA) patients 50 years of age and older with at least one
cardiovascular risk factor comparing an oral JAK inhibitor to tumor
necrosis factor (TNF) blocker treatment, a higher rate of all-cause
mortality, including sudden cardiovascular death, was observed with
the JAK inhibitor. Consider the benefits and risks for the individual
patient prior to initiating or continuing therapy with OPZELURA.

MALIGNANCIES

Malignancies were reported in patients treated with OPZELURA.
Lymphoma and other malignancies have been observed in patients
receiving JAK inhibitors used to treat inflammatory conditions.

In RA patients treated with an oral JAK inhibitor, a higher rate of
malignancies (excluding non-melanoma skin cancer (NMSC)) was
observed when compared with TNF blockers. Patients who are current
or past smokers are at additional increased risk.

Consider the benefits and risks for the individual patient prior

to initiating or continuing therapy with OPZELURA, particularly in
patients with a known malignancy (other than successfully treated
non-melanoma skin cancers), patients who develop a malignancy
when on treatment, and patients who are current or past smokers.

Inicyte)

©2026, Incyte. MAT-INC-03152 03/26

@cytecAREs) ‘ € Opzelura

(ruxolitinib) cream 1.5%

Non-melanoma skin cancers, including basal cell and squamous cell
carcinoma, have occurred in patients treated with OPZELURA. Perform
periodic skin examinations during OPZELURA treatment and following
treatment as appropriate. Exposure to sunlight and UV light should be
limited by wearing protective clothing and using broad-spectrum
sunscreen.

MAJOR ADVERSE CARDIOVASCULAR EVENTS (MACE)

In RA patients 50 years of age and older with at least one
cardiovascular risk factor treated with an oral JAK inhibitor, a higher
rate of major adverse cardiovascular events (MACE) (defined as
cardiovascular death, myocardial infarction, and stroke), was observed
when compared with TNF blockers. Patients who are current or past
smokers are at additional increased risk. Discontinue OPZELURA in
patients who have experienced a myocardial infarction or stroke.

Consider the benefits and risks for the individual patient prior to
initiating or continuing therapy with OPZELURA, particularly in
patients who are current or past smokers and patients with other
cardiovascular risk factors. Patients should be informed about the
symptoms of serious cardiovascular events and the steps to take

if they occur. Discontinue OPZELURA in patients that have experienced
a myocardial infarction or stroke.

THROMBOSIS

Thromboembolic events were observed in trials with OPZELURA.
Thrombosis, including pulmonary embolism (PE), deep venous
thrombosis (DVT), and arterial thrombosis have been reported in
patients receiving JAK inhibitors used to treat inflammatory
conditions. Many of these adverse reactions were serious and some
resulted in death. In RA patients 50 years of age and older with at least
one cardiovascular risk factor treated with an oral JAK inhibitor, a
higher rate of thrombosis was observed when compared with

TNF blockers. Avoid OPZELURA in patients at risk. If symptoms of
thrombosis occur, discontinue OPZELURA and treat appropriately.

CYTOPENIAS

Thrombocytopenia, anemia, neutropenia, lymphopenia, and leukopenia
were reported in the clinical trials with OPZELURA. Consider the
benefits and risks for individual patients who have a known history of
these events prior to initiating therapy with OPZELURA. Perform CBC
monitoring as clinically indicated. Discontinue OPZELURA if signs
and/or symptoms associated with clinically significant decreases in
laboratory values occur.

Lipid Elevations

Treatment with oral ruxolitinib has been associated with increases in
lipid parameters including total cholesterol, low-density lipoprotein
(LDL) cholesterol, and triglycerides.

Adverse Reactions

In atopic dermatitis, the most common adverse reactions (>1%) are
nasopharyngitis, bronchitis, ear infection, eosinophil count increased,
urticaria, diarrhea, folliculitis, tonsillitis, rhinorrhea, upper respiratory
tract infection, COVID-19, application site reaction, pyrexia, and white
blood cell decreased.

In nonsegmental vitiligo, the most common adverse reactions (>1%) are
application site acne, application site pruritus, nasopharyngitis,
headache, urinary tract infection, application site erythema, and pyrexia.

Pregnancy Registry

There is a pregnancy registry that monitors pregnancy outcomes in
pregnant persons exposed to OPZELURA during pregnancy. Pregnant
persons exposed to OPZELURA and healthcare providers should report
OPZELURA exposure by calling 1-855-463-3463 or visiting
www.opzelura.pregnancy.incyte.com.

Lactation

Advise women not to breastfeed during treatment with OPZELURA and
for approximately four weeks after the last dose (approximately 5-6
elimination half-lives).

Please see Full Prescribing Information, including Boxed Warning,
and Medication Guide for OPZELURA.

OPZELURA, the OPZELURA logo, Incyte, and the Incyte logo are registered trademarks of Incyte.
All other trademarks are the property of their respective owners.
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Otezla® START Form
For the Specialty Pharmacy (SP) 4

If you do not e-prescribe, this form can be faxed to your preferred SP to act as a prescription, provided it OtEZIa
complies with your state’s prescription requirements. apremllast 30mg
DO NOT SEND to Amgen® SupportPlus, as this form contains the patient’s Personal Health Information. tablets

Preferred SP name Fax #

Please note, if a patient’s insurance mandates the use of a specific SP, your preferred SP may need to transfer the prescription.

Patient and Prescriber Information

PATIENT INFORMATION:

Name (First, Middle, Last) Date of birth [J] Male [] Female
Address City State ZIP
Home phone Mobile phone

Important: Notify your patient that the SP will call them to confirm shipping and patient details. The patient MUST make contact with the pharmacy to receive their Otezla.

INSURANCE INFORMATION: (Include copies of the front and back of both your patient’s insurance and prescription benefit cards.)
[] Insurance card attached [7] Prescription benefit card attached [] Patient has no insurance

Primary insurance provider Policy # Group # Insurance phone
Policyholder name (First, Middle, Last) Prescription insurance
Prescription insurance phone Rx member ID Rx PCN (if applicable)

Rx group ID Rx BIN (if applicable)

PRESCRIBER INFORMATION:

Name (First, Last) Facility name
Address City State ZIP
Phone Fax NPI # (required) Office contact

Clinical Information for Prior Authorization (PA)

Important: The SP may contact you for additional information required to complete a PA.
PRIMARY DIAGNOSIS/ICD 10 CODE:

[T L40.0 (Psoriasis vulgaris) %BSA Affected [T] L40.8 (Other psoriasis) %BSA Affected
[] L40.51 (Distal interphalangeal psoriatic arthropathy) [] L40.9 (Psoriasis, unspecified) %BSA Affected
[[] L40.59 (Other psoriatic arthropathy) [] M35.2 (Behget's Disease)

AFFECTED AREA(S): (For PsOONLY): [] Hands [] Arms [ Nails [ Trunk [ Feet []Legs []Scalp [] Groin [] Other

PREVIOUS/CURRENT TREATMENT:

Medication Duration/Reason for discontinuation Medication Duration/Reason for discontinuation
[] Methotrexate [] Phototherapy.

[ Adalimumab [] Orals

[] Sulfasalazine [] Topicals

[] Acitretin [ Biologics

[] Ustekinumab [] other

ADDITIONAL MEDICAL JUSTIFICATION:
(Include any clinical notes helpful in documenting diagnosis, Body Surface Area (BSA), and treatment history.)

Prescription Information

Adults and Pediatric Patients 6 Years and Older (For patients weighing Pediatric Patients 6 Years and Older (For patients weighing 20 kg to

at least 50 kg) less than 50 kg)

[] 28-Day Treatment Initiation Rx: Otezla 10 & 20 & 30 mg tablets [] 28-Day Treatment Initiation Rx: Otezla 4 x 10 mg & 51 x 20 mg tablets
(NDC 55513-369-55) (NDC 55513-508-55)

[] Maintenance Rx: Otezla 30 mg tablets (NDC 55513-137-60) [] Maintenance Rx: Otezla 20 mg tablets (NDC 55513-497-60)
[] Twice Daily [] Once-daily renal dose 30 mg (For patients with severe renal impairment) [] Twice Daily [] Once-daily renal dose 20 mg (For patients with severe renal impairment)
[] 30 Days [] 11 Refills [] (Other # of refills) [] 30 Days [] 11 Refills [] (Other # of refills)

Adult XR and Pediatric Patients 6 Years and Older XR (For patients weighing

at least 50 kg)

[[] 28-Day Treatment Initiation Rx: Otezla 10 & 20 & 30 & XR 75 mg tablets
(NDC 55513-516-41)

[] Maintenance Rx: Otezla XR 75 mg tablets (NDC 55513-519-30)
[] Once Daily
[] 30 Days [] 11 Refills [] (Other # of refills)

Prescriber signature (dispense as written) Date
Supervising physician signature and date (where required) Date

THIS FORM SHOULD BE SUBMITTED TO THE SP. If sent to Amgen® SupportPlus, by completing and faxing this form, you represent that your patient has requested and
authorized the disclosure of their personal health information to Amgen and its agents for the limited purpose of enabling Amgen to facilitate delivery of the form to the
preferred Specialty Pharmacy. You represent that you have explained to the patient, and the patient indicated they understand and have consented to, the disclosure of their
personal health information to Amgen for this purpose, that the patient may withdraw their consent at any time by contacting Amgen at 1-833-442-6436 or visiting
www.amgen.com/DataSubjectRights, and that the patient can view additional information about Amgen’s privacy practices at www.amgen.com/privacy.

Please see the below page for Indications and Important Safety Information.

Please click here for the Full Prescribing Information For Otezla. AMGEN




https://www.pi.amgen.com/united_states/otezla/otezla_pi_english.pdf



INDICATIONS AND IMPORTANT SAFETY INFORMATION

INDICATIONS
Active Psoriatic Arthritis:
OTEZLA is indicated for the treatment of adult patients and

pediatric patients 6 years of age and older and weighing at
least 20 kg with active psoriatic arthritis.

OTEZLA XR is indicated for the treatment of adult patients
and pediatric patients 6 years of age and older and weighing at
least 50 kg with active psoriatic arthritis.

Plaque Psoriasis:
OTEZLA/OTEZLA XR is indicated for the treatment of
adult patients with plaque psoriasis who are candidates for
phototherapy or systemic therapy.

OTEZLA is indicated for the treatment of pediatric patients
6 years of age and older and weighing at least 20 kg with
moderate to severe plaque psoriasis who are candidates for
phototherapy or systemic therapy.

OTEZLA XR is indicated for the treatment of pediatric patients
6 years of age and older and weighing at least 50 kg with
moderate to severe plaque psoriasis who are candidates for
phototherapy or systemic therapy.

Oral Ulcers Associated with Behcet’'s Disease:

OTEZLA/OTEZLA XR is indicated for the treatment of adult
patients with oral ulcers associated with Behcet's Disease.

IMPORTANT SAFETY INFORMATION

Contraindications

Otezla/OTEZLA XR is contraindicated in patients with a known
hypersensitivity to apremilast or to any of the excipients in the
formulation.

Warnings and Precautions
Hypersensitivity: Hypersensitivity reactions, including angioedema
and anaphylaxis, have been reported during postmarketing
surveillance. If signs or symptoms of serious hypersensitivity
reactions occur, discontinue Otezla/OTEZLA XR and institute
appropriate therapy.

Diarrhea, Nausea, and Vomiting: Cases of severe diarrhea, nausea,
and vomiting were associated with the use of Otezla. Most events
occurred within the first few weeks of treatment. In some cases,
patients were hospitalized. Patients 65 years of age or older and
patients taking medications that can lead to volume depletion

or hypotension may be at a higher risk of complications from
severe diarrhea, nausea, or vomiting. Monitor patients who are
more susceptible to complications of diarrhea or vomiting; advise
patients to contact their healthcare provider. Consider Otezla/
OTEZLA XR dose reduction or suspension if patients develop
severe diarrhea, nausea, or vomiting.

Depression: Carefully weigh the risks and benefits of
treatment with Otezla/OTEZLA XR for patients with a history
of depression and/or suicidal thoughts/behavior, or in patients
who develop such symptoms while on Otezla/OTEZLA XR.
Patients, caregivers, and families should be advised of the need
to be alert for the emergence or worsening of depression,
suicidal thoughts or other mood changes, and they should
contact their healthcare provider if such changes occur.

o Plaque Psoriasis: Treatment with Otezla is associated with an
increase in depression. During clinical trials in adult patients
with moderate to severe plaque psoriasis, 1.3% (12/920)
of patients reported depression compared to 0.4% (2/506)
on placebo. Depression was reported as serious in 0.1%
(1/1308) of patients exposed to Otezla, compared to none
in placebo-treated patients (0/506). Suicidal behavior was
observed in 0.1% (1/1308) of patients on Otezla, compared
to 0.2% (1/506) on placebo. One patient treated with Otezla
attempted suicide; one patient on placebo committed suicide.

O Psoriatic Arthritis: Treatment with Otezla is associated
with an increase in depression. During clinical trials in adult
patients, 1.0% (10/998) reported depression or depressed
mood compared to 0.8% (4/495) treated with placebo.
Suicidal ideation and behavior was observed in 0.2% (3/1441)
of patients on Otezla, compared to none in placebo-treated
patients. Depression was reported as serious in 0.2% (3/1441)
of patients exposed to Otezla, compared to none in
placebo-treated patients (0/495). Two patients who received
placebo committed suicide compared to none on Otezla.

o Behcet's Disease: Treatment with Otezla is associated with
anincrease in depression. During the clinical trial, 1% (1/104)
reported depression or depressed mood compared to
1% (1/103) treated with placebo. No instances of suicidal
ideation or behavior were reported in patients treated with
Otezla or treated with placebo.

Weight Decrease: Monitor body weight regularly; evaluate
unexplained or clinically significant weight loss, and consider
discontinuation of Otezla/OTEZLA XR.

o Plaque Psoriasis: Body weight loss of 5-10% occurred in
12% (96/784) of adult patients with moderate to severe plaque
psoriasis treated with Otezla and in 5% (19/382) of patients
treated with placebo. Body weight loss of 210% occurred in
2% (16/784) of adult patients treated with Otezla compared
to 1% (3/382) of patients treated with placebo. Body weight
loss of 5%-10% occurred in 12% (19/163) of pediatric patients
with moderate to severe plaque psoriasis treated with Otezla
compared to 2.5% (2/80) with placebo. Body weight loss of
>10% occurred in 1% (1/163) of pediatric patients treated
with Otezla twice daily compared to 0% (0/80) of patients
with placebo. Closely monitor growth (height and weight) in
Otezla/OTEZLA XR -treated pediatric patients. Pediatric
patients who are not growing or gaining weight as expected
may need to have their treatment interrupted.

o Psoriatic Arthritis: Body weight loss of 5-10% was reported
in 10% (49/497) of adult patients taking Otezla and in
3.3% (16/495) of patients taking placebo.

o Behcet's Disease: Body weight loss of >5% was reported in
4.9% (5/103) of patients taking Otezla and in 3.9% (4/102) of
patients taking placebo.

Drug Interactions: Apremilast exposure was decreased when
co-administered with rifampin, a strong CYP450 enzyme
inducer; loss of Otezla/OTEZLA XR efficacy may occur.
Concomitant use of Otezla/OTEZLA XR with CYP450 enzyme
inducers (e.g., rifampin, phenobarbital, carbamazepine,
phenytoin) is not recommended.

Adverse Reactions

Plaque Psoriasis: The most common adverse reactions (= 5%)
are diarrhea, nausea, upper respiratory tract infection, and
headache, including tension headache. Overall, the safety
profile of Otezla in adult patients with mild to moderate plaque
psoriasis and pediatric patients with moderate to severe plaque
psoriasis was consistent with the safety profile established in
adult patients with moderate to severe plaque psoriasis.

Psoriatic Arthritis: The most common adverse reactions (= 5%)
are diarrhea, nausea, and headache.

Behcet's Disease: The most common adverse reactions (= 10%)
are diarrhea, nausea, headache, and upper respiratory tract
infection.

Use in Specific Populations

Advise pregnant women of the potential risk of fetal loss.

Please click here for the full Prescribing Information for
Otezla.

=

»
Otezla

© 2025-2026 Amgen Inc. All rights reserved. i 30mg
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RINVOQ”COMPLETE}

Getting Started Use this checklist tostartand stay on track

with your prescribed treatment plan.

1 Identify your specialty pharmacy

A specialty pharmacy will fill your RINVOQ prescription and arrange delivery. .
Specialty Pharmacy Name:

D Ask your healthcare professional for the name and phone number of your
specialty pharmacy.

| ] Write down the information so you can find it easily when you need it. Specialty Pharmacy Phone:

E] Talk to your healthcare professional about getting RINVOQ approved by
your health insurance company.

2 Meet your Ambassador

Expect a call from your Ambassador to help navigate your health insurance Ambassador Name:
coverage and find ways you may be able to save.

1-to-1 support from someone who has your back.
Ambassador Phone:
D Talk to your RINVOQ Complete Ambassador.* They will call you within one
business day after enrollment, but if you need help sooner, reach out at
1.800.2RINVOQ (1.800.274.6867).t

D Write down your Ambassador’s name and phone number, or save it in your
contacts/address book so you can find it easily.

D Talk to your Ambassador about how to take and store RINVOQ as prescribed
by your doctor, or finding ways to fit RINVOQ into your everyday routine.

3 Getprepared with additional resources

Explore all the ways RINVOQ Complete can give you support Download the Complete App
on your terms. Use your phone's camera to scan the QR code to
download the App.
D Download the RINVOQ Complete App to help you stay on
track with your prescribed treatment plan, set medication
reminders, and log your progress to share with your doctor.

Or, search for “Complete App” at
G the App Store® or Google Play™.

£ Download on the N, GETITON
[ ¢ AppStore | P® Google Play

[ ] Visit ExploreRINVOQComplete.com for more resources.

Q Not enrolled? Sign up today at EnrolIRINVOQComplete.com.

*Nurse Ambassadors are provided by AbbVie and do not work under the direction of your health care professional (HCP) or give medical advice. They
are trained to direct patients to their HCP for treatment-related advice, including further referrals.

tHelp is available Monday through Friday from 8 am to 8 pm ET, except for holidays.

®
Please see Use and Important Safety Information, including BOXED WARNING, on page 2. R I N vo Q

Please see full Prescribing Information, including Medication Guide, or e HER
visit https://www.rxabbvie.com/pdf/rinvoq_pi.pdf, and talk to your doctor. §- U p O d Q C | t | ﬁ | b :
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USE AND IMPORTANT SAFETY INFORMATION'

USE!

RINVOQ is a prescription medicine used to treat adults and children 12 years

of age and older with moderate to severe eczema (atopic dermatitis) that did not
respond to previous treatment and their eczema is not well controlled with other
pills or injections, including biologic medicines, or the use of other pills or
injections is not recommended. It is not known if RINVOQ is safe and effective in
children under 12 years of age with atopic dermatitis.

IMPORTANT SAFETY INFORMATION'

What is the most important information | should know about RINVOQ?

RINVOQ may cause serious side effects, including:

- Serious infections. RINVOQ can lower your ability to fight infections. Serious

infections have happened while taking RINVOQ, including tuberculosis (TB)

and infections caused by bacteria, fungi, or viruses that can spread throughout
the body. Some people have died from these infections. Your healthcare
provider (HCP) should test you for TB before starting RINVOQ and check you
closely for signs and symptoms of TB during treatment with RINVOQ. You
should not start taking RINVOQ if you have any kind of infection unless your

HCP tells you it is okay. If you get a serious infection, your HCP may stop your

treatment until your infection is controlled. You may be at higher risk of

developing shingles (herpes zoster).

Increased risk of death in people 50 years and older who have at least 1 heart

disease (cardiovascular) risk factor.

Cancer and immune system problems. RINVOQ may increase your risk of

certain cancers. Lymphoma and other cancers, including skin cancers, can

happen. Current or past smokers are at higher risk of certain cancers, including
lymphoma and lung cancer. Follow your HCP's advice about having your skin
checked for skin cancer during treatment with RINVOQ. Limit the amount of
time you spend in sunlight. Wear protective clothing when you are in the sun
and use sunscreen.

Increased risk of major cardiovascular (CV) events, such as heart attack,

stroke, or death, in people 50 years and older who have at least 1 heart

disease (CV) risk factor, especially if you are a current or past smoker.

Blood clots. Blood clots in the veins of the legs or lungs and arteries can happen

with RINVOQ. This may be life-threatening and cause death. Blood clots in the

veins of the legs and lungs have happened more often in people who are 50 years
and older and with at least 1 heart disease (CV) risk factor.

Allergic reactions. Symptoms such as rash (hives), trouble breathing, feeling faint

or dizzy, or swelling of your lips, tongue, or throat, that may mean you are having

an allergic reaction have been seen in people taking RINVOQ. Some of these
reactions were serious. If any of these symptoms occur during treatment with

RINVOQ, stop taking RINVOQ and get emergency medical help right away.

« Tears in the stomach or intestines. This happens most often in people who take
nonsteroidal anti-inflammatory drugs (NSAIDs) or corticosteroids. Get medical
help right away if you get stomach-area pain, fever, chills, nausea, or vomiting.

« Changes in certain laboratory tests. Your HCP should do blood tests before
you start taking RINVOQ and while you take it. Your HCP may stop your
RINVOQ treatment for a period of time if needed because of changes in these
blood test results.

Do not take RINVOQ if you are allergic to upadacitinib or any of the

ingredients in RINVOQ. See the Medication Guide or Consumer Brief

Summary for a complete list of ingredients.

What should I tell my HCP BEFORE starting RINVOQ?

Tell your HCP if you:

« Are being treated for an infection, have an infection that won't go away
or keeps coming back, or have symptoms of an infection, such as:

.

.

.

- Fever, sweating, -Muscle aches -Cough

or chills -Feeling tired - Weight loss
- Shortness of breath -Blood in phlegm -Burning when
-Warm, red, or -Diarrhea or urinating or

painful skin or sores on urinating more
your body often than normal

- Have TB or have been in close contact with someone with TB.

« Are a current or past smoker.

- Have had a heart attack, other heart problems, or stroke.

- Have or have had any type of cancer, hepatitis B or C, shingles (herpes zoster),
blood clots in the veins of your legs or lungs, diverticulitis (inflammation in
parts of the large intestine), or ulcers in your stomach or intestines.

- Have other medical conditions, including liver problems, low blood cell
counts, diabetes, chronic lung disease, HIV, or a weak immune system.

- Live, have lived, or have traveled to parts of the country, such as the Ohio and
Mississippi River valleys and the Southwest, that increase your risk of getting
certain kinds of fungal infections. If you are unsure if you've been to these
types of areas, ask your HCP.

- Have recently received or are scheduled to receive a vaccine. People who take
RINVOQ should not receive live vaccines.

stomach pain

Please see full Prescribing Information, including Medication Guide, or visit
https://www.rxabbvie.com/pdf/rinvog_pi.pdf, and discuss with your doctor.

abbvie

US-RNQD-250348
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« Are pregnant or plan to become pregnant. Based on animal studies, RINVOQ
may harm your unborn baby. Your HCP will check whether or not you are
pregnant before you start RINVOQ. You should use effective birth control
(contraception) to avoid becoming pregnant during treatment with RINVOQ
and for 4 weeks after your last dose.

- There is a pregnancy surveillance program for RINVOQ. The purpose of the
program is to collect information about the health of you and your baby. If you
become pregnant while taking RINVOQ, you are encouraged to report the
pregnancy by calling 1-800-633-9110.

- Are breastfeeding or plan to breastfeed. RINVOQ may pass into your breast
milk. Do not breastfeed during treatment with RINVOQ and for 6 days after
your last dose.

Tell your HCP about all the medicines you take, including prescription and

over-the-counter medicines, vitamins, and herbal supplements. RINVOQ

and other medicines may affect each other, causing side effects.

Especially tell your HCP if you take:

« Medicines for fungal or bacterial infections

« Rifampicin or phenytoin

- Medicines that affect your immune system

If you are not sure if you are taking any of these medicines, ask your HCP

or pharmacist.

What should | avoid while taking RINVOQ?
Avoid food or drink containing grapefruit during treatment with RINVOQ
as it may increase the risk of side effects.
What should | do or tell my HCP AFTER starting RINVOQ?
- Tell your HCP right away if you have any symptoms of an infection. RINVOQ can
make you more likely to get infections or make any infections you have worse.
« Get emergency help right away if you have any symptoms of a heart attack or
stroke while taking RINVOQ, including:
- Discomfort in the center of your chest
that lasts for more than
a few minutes or that goes away and
comes back

- Severe tightness, pain, pressure,
or heaviness in your chest, throat,
neck, or jaw

- Pain or discomfort in your arms, back,
neck, jaw, or stomach

- Tell your HCP right away if you have any signs or symptoms of blood clots during
treatment with RINVOQ, including:

- Shortness of breath with or
without chest discomfort
-Breaking out in a cold sweat
-Nausea or vomiting
- Feeling lightheaded
- Weakness in one part or
on one side of your body
- Slurred speech

-Swelling - Sudden unexplained chest
- Pain or tenderness in one or upper back pain
or both legs -Shortness of breath or

difficulty breathing
- Tell your HCP right away if you have a fever or stomach-area pain that does not
go away, and a change in your bowel habits.

What are other possible side effects of RINVOQ?

Common side effects include upper respiratory tract infections (common cold,
sinus infections), shingles (herpes zoster), herpes simplex virus infections (including
cold sores), bronchitis, nausea, cough, fever, acne, headache, swelling of the feet
and hands (peripheral edema), increased blood levels of creatine phosphokinase,
allergic reactions, inflammation of hair follicles, stomach-area (abdominal) pain,
increased weight, flu, tiredness, lower number of certain types of white blood cells
(neutropenia, lymphopenia, leukopenia), muscle pain, flu-like illness, rash, increased
blood cholesterol levels, increased liver enzyme levels, pneumonia, low number of
red blood cells (anemia), and infection of the stomach and intestine (gastroenteritis).
A separation or tear to the lining of the back part of the eye (retinal detachment) has
happened in people with atopic dermatitis treated with RINVOQ. Call your HCP right
away if you have any sudden changes in your vision during treatment with RINVOQ.
Some people taking RINVOQ may see medicine residue (a whole tablet or tablet
pieces) in their stool. If this happens, call your healthcare provider.

These are not all the possible side effects of RINVOQ.

How should | take RINVOQ?

RINVOQ is taken once a day with or without food. Do not split, crush, or chew
the tablet. Take RINVOQ exactly as your HCP tells you to use it. RINVOQ is
available in 15 mg, 30 mg, and 45 mg extended-release tablets.

This is the most important information to know about RINVOQ. For more
information, talk to your HCP.

You are encouraged to report negative side effects of prescription drugs to
the FDA. Visit www.fda.gov/medwatch or call 1-800-FDA-1088.

If you are having difficulty paying for your medicine, AbbVie may be able to
help. Visit AbbVie.com/PatientAccessSupport to learn more.

Reference: 1. RINVOQ [package insert]. North Chicago, IL: AbbVie Inc.

RINVOQ
&= Upadacitinib |
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RINVOQ@ COMPLETE Faxing Instructions:
A Fax to RINVOQ Complete (1.678.727.0690)

Enrollment and Prescription Form RD-022326-AP01

The healthcare professional (HCP) and the patient or legal guardian should fill out this form completely before leaving the office.
Sections in GOLD (1,2,3,4) are necessary for enrollment into RINVOQ Complete. Required fields are marked with an asterisk (*).

1 PATIENT’'S INFORMATION Please print clearly.

First Name*: Last Name*: Date of Birth (MM/DD/YYYY)*: / / Gender*: (check one) (IM [JF
Name of Patient’s Legal Guardian*: Relationship to Patient: [JSpanish interpreter needed
Patient or Legal Guardian's Address*: City*: State*: ZIP*:

Patient or Guardian’s Mobile Phone*: Patient or Legal Guardian’s Email Address*:

When did the patient start on treatment?* INot Yet Started [J0-3 Months Ago [4-6 Months Ago [17-12 Months Ago [J Over 12 Months Ago

Privacy Notice: For information on how we collect and process your personal data, including the categories we collect, purposes for their collection, and disclosures to third

parties, visit https://abbv.ie/PrivacyPatient.

Consent to process my sensitive personal information: Through my submission of the RINVOQ Complete Enrollment and Prescription form, | consent to the collection,

use, and disclosure of my personal health data, as described in the Privacy Notice above and in AbbVie's Privacy Notice in the “How We May Disclose Personal Data” section. My

consent is required to process sensitive personal data under certain privacy laws, and | have the right to withdraw my consent by visiting “Your Privacy Choices” on AbbVie's

website.

[J Marketing consent: | consent to the collection, use, and disclosure of my health-related personal data to receive communications from AbbVie regarding its products, programs,
services, clinical trials, research opportunities and for online targeted advertising, as further described in the “How we may use Personal Data,” “How we disclose Personal Data,”
and “Cookies and similar tracking and data collection technologies” sections of our Privacy Notice. My consent is required to process sensitive personal data under certain
privacy laws, and | have the right to withdraw my consent by visiting “Your Privacy Choices” on AbbVie's website.

[J Texting consent: | consent to receive Complete Treatment Support automated and recurring text messages from AbbVie, including services updates and marketing messages, refill
reminders and prescription notifications to the above mobile number. Message and data rates may apply. | am not required to consent as a condition of receiving goods or services. |
can reply HELP for help. | can reply STOP to opt out at any time. View Privacy Notice and mobile T&C at https://abbv.ie/USMobileTerms

By enrolling, you may receive your own Nurse Ambassador provided by AbbVie. Ambassadors do not work under the direction of your health care professional (HCP) or

give medical advice. They are trained to direct patients to their HCP for treatment-related advice, including further referrals.

2 INSURANCE INFORMATION Please attach insurance and prescription insurance cards if available.

V FORHEALTHCARE PROVIDERUSEONLY V

3 DIAGNOSIS* [1Moderate to Severe Atopic Dermatitis (AD) Date of Diagnosis: /[
4 PRESCRIBERINFORMATION
Prescriber’s Name (First, Last)*: Office Phone*: Address*:
Office Contact Name*: City*:
NPI #*: Office Fax*: i State*: ZIP*,

Privacy Notice: For information on how we collect and process your personal data, including the categories we collect, purposes for their collection, and disclosures to third parties,

visit https://abbv.ie/PrivacyHCP
5 CLINICAL INFORMATION rax any necessary clinical/office notes to the preferred Specialty Pharmacy only.

Prior Therapies (select all that apply): [ Topical Corticosteroid [ Topical Calcineurin Inhibitor Weight:
O Immunosuppressant (e.g., methotrexate, cyclosporine, etc.) [ Oral Corticosteroid (e.g., prednisone, etc.)
[JBiologics (e.g., Dupixent, Adbry, etc.) [JOral JAK Inhibitors (e.g., Cibingo, etc.) TB Test Date: / / OPos [ONeg

0 PHARMACY PRESCRIPTION - (Optional) Fill out and sign corresponding prescription below.

Patient’s preferred Specialty Pharmacy: [J Check if faxed to Specialty Pharmacy
LIRINVOQ 16 mg extended—re\‘ease tablets PRESCRIBER CERTIFICATION: | certify that the above therapy is medically necessary and that the information provided is
1 tablet (15 mg) p.o. once daily : accurate to the best of my knowledge. | certify that | am the prescriber who has prescribed RINVOQ to the previously identified
CIRINVOQ 30 mgt extended-release tablets : patient and that | provided the patient with a description of the RINVOQ Complete patient support program. | authorize RINVOQ
1 tablet (30 mg) p.o. once daily : Complete to act on my behalf for the purposes of transmitting this prescription to the appropriate pharmacy designated by the

10nly for AD patients 12 to <65 years weighing at least patient utilizing their benefit plan (if applicable).

40 kgs, who had an inadequate response to 15 mg once
daily and who are not taking strong CYP3A4 inhibitors
and do not have severe renal impairment. Discontinue
RINVOQ if an adequate response is not achieved with
the 30 mg dose. Use the lowest effective dose needed
to maintain response.

Quantity: 130 090
Refills:

Prescriber’s Signature: (REQUIRED)*)< Date: / /

o RINVOQ COMPLETE PRESCRIPTION - Required in the event a patient experiences aninsurance delay or denial

Eligible patients must have (1) commercial insurance, (2) a valid Rx for RINVOQ, and (3) experienced a delay or denial in insurance determination.

See program Terms and Conditions on the following page. Please complete the full form as well as this section and sign below.

Prescription to be filled through an AbbVie-authorized pharmacy. | understand that faxing this form to RINVOQ Complete will result in an original copy being
simultaneously transmitted to the AbbVie-authorized pharmacy under this section.

CIRINVOQ 15 mg extended-release tablets PRESCRIBER CERTIFICATION: | certify that the above therapy is medically necessary and that the information provided is
1 tablet (15 mg) p.o. once daily accurate to the best of my knowledge. | certify that | am the prescriber who has prescribed RINVOQ to the previously identified patient
CJRINVOQ 30 mgt extended-release tablets and that | provided the patient with a description of the RINVOQ Complete patient support program. | authorize RINVOQ Complete

1 tablet (30 mg) p.o. once daily to act on my behalf for the purposes of transmitting this prescription to the appropriate pharmacy. | understand that the no charge
i e b | resource through RINVOQ Complete may support patients who are experiencing a delay in insurance coverage for RINVOQ until
Only for AD patients 12 to <65 years weighing at least coverage is obtained, and | confirm that | will support the above-identified patient in seeking to secure such coverage as | deem

40 kgs, who had an inadequate response to 15 mg once : ; ]
” ; appropriate. | certify that | will not seek reimbursement from any third party payor for any no charge product dispensed by an AbbVie
daily and who are not taking strong CYP3A4 inhibitors authorized pharmacy.

and do not have severe renal impairment. Discontinue
RINVOQ if an adequate response is not achieved with
the 30 mg dose. Use the lowest effective dose needed
to maintain response.

tity: 30 . .
Quén ty Prescriber’s Signature: (REQUIRED)’X Date: / /
Refills:
®
Please see Indication and Important Safety Information, including BOXED WARNING on Serious R I N vo Q
Infections, Mortality, Malignancies, Major Adverse Cardiovascular Events, and Thrombosis, on page 4.

Please see full Prescribing Information, including BOXED WARNING, d R TR b
or visit https://www.rxabbvie.com/pdf/rinvoq_pi.pdf US-RNQD-250348 % Up(] OCItIﬂI 8
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RINVOQ"COMPLETE}

INDICATION AND IMPORTANT SAFETY INFORMATION FORHEALTHCARE PROVIDERS '

INDICATION!

RINVOQ is indicated for the treatment of adults and pediatric patients 12 years

of age and older with refractory, moderate to severe atopic dermatitis whose
disease is not adequately controlled with other systemic drug products, including
biologics, or when use of those therapies are inadvisable.

Limitations of Use: RINVOQ is not recommended for use in combination
with other JAK inhibitors, biologic immunomodulators, or with other
immunosuppressants.

IMPORTANT SAFETY INFORMATION!

SERIOUS INFECTIONS

Patients treated with RINVOQ are at increased risk for developing serious

infections that may lead to hospitalization or death. Most patients who

developed these infections were taking concomitant immunosuppressants,
such as methotrexate or corticosteroids. If a serious infection develops,
interrupt RINVOQ until the infection is controlled.

Reported infections include:

« Active tuberculosis (TB), which may present with pulmonary or
extrapulmonary disease. Test patients for latent TB before RINVOQ use
and during therapy. Consider treatment for latent TB infection prior to
RINVOQ use.

« Invasive fungal infections, including cryptococcosis and pneumocystosis.

« Bacterial, viral, including herpes zoster, and other infections due to
opportunistic pathogens.

Carefully consider the risks and benefits of treatment with RINVOQ prior

to initiating therapy in patients with chronic or recurrent infection. Monitor

patients closely for the development of signs and symptoms of infection during

and after treatment with RINVOQ, including the possible development of TB

in patients who tested negative for latent TB infection prior to initiating therapy.

MORTALITY

In a large, randomized, postmarketing safety study comparing another Janus

kinase (JAK) inhibitor with tumor necrosis factor (TNF) blockers in rheumatoid

arthritis (RA) patients >50 years old with at least one cardiovascular (CV) risk
factor, a higher rate of all-cause mortality, including sudden CV death, was
observed with the JAK inhibitor. Consider the benefits and risks for the individual
patient prior to initiating or continuing therapy with RINVOQ.

MALIGNANCIES

Lymphoma and other malignancies have been observed in patients treated

with RINVOQ.

In a large, randomized, postmarketing safety study comparing another JAK

inhibitor with TNF blockers in RA patients, a higher rate of malignancies

(excluding non-melanoma skin cancer [NMSC]), lymphomas, and lung cancer

(in current or past smokers) was observed with the JAK inhibitor. Patients who

are current or past smokers are at additional increased risk.

With RINVOQ, consider the benefits and risks for the individual patient prior to

initiating or continuing therapy, particularly in patients with a known malignancy

(other than a successfully treated NMSC), patients who develop a malignancy

when on treatment, and patients who are current or past smokers. NMSCs have

been reported in patients treated with RINVOQ. Periodic skin examination is
recommended for patients who are at increased risk for skin cancer. Advise patients
to limit sunlight exposure by wearing protective clothing and using sunscreen.

MAJOR ADVERSE CARDIOVASCULAR EVENTS (MACE)

In a large, randomized, postmarketing study comparing another JAK inhibitor

with TNF blockers in RA patients 250 years old with at least one CV risk factor,

a higher rate of MACE (defined as cardiovascular death, myocardial infarction,

and stroke) was observed with the JAK inhibitor. Patients who are current or

past smokers are at additional increased risk. Discontinue RINVOQ in patients
that have experienced a myocardial infarction or stroke.

Consider the benefits and risks for the individual patient prior to initiating or

continuing therapy with RINVOQ, particularly in patients who are current or past

smokers and patients with other CV risk factors. Patients should be informed about
the symptoms of serious CV events and the steps to take if they occur.

THROMBOSIS

Thromboses, including deep venous thrombosis, pulmonary embolism,

and arterial thrombosis, have occurred in patients treated for inflammatory

conditions with JAK inhibitors, including RINVOQ. Many of these adverse

events were serious and some resulted in death.

In a large, randomized, postmarketing study comparing another JAK

inhibitor to TNF blockers in RA patients 250 years old with at least one

CV risk factor, a higher rate of thrombosis was observed with the JAK

inhibitor. Avoid RINVOQ in patients at risk. Patients with symptoms of

thrombosis should discontinue RINVOQ and be promptly evaluated.

HYPERSENSITIVITY

RINVOQ is contraindicated in patients with known hypersensitivity to

upadacitinib or any of its excipients. Serious hypersensitivity reactions, such as

anaphylaxis and angioedema, were reported in patients receiving RINVOQ in
clinical trials. If a clinically significant hypersensitivity reaction occurs, discontinue

RINVOQ and institute appropriate therapy.

GASTROINTESTINAL PERFORATIONS

Gastrointestinal (Gl) perforations have been reported in clinical trials with

RINVOQ. Monitor RINVOQ-treated patients who may be at risk for Gl perforation

(e.g., patients with a history of diverticulitis and patients taking NSAIDs or

corticosteroids). Promptly evaluate patients presenting with new onset abdominal

pain for early identification of Gl perforation.

LABORATORY ABNORMALITIES

Neutropenia

Treatment with RINVOQ was associated with an increased incidence of
neutropenia (absolute neutrophil count [ANC] <1000 cells/mm?). Treatment
with RINVOQ is not recommended in patients with an ANC <1000 cells/mm?®.
Evaluate neutrophil counts at baseline and thereafter according to routine
patient management.

Lymphopenia

Absolute lymphocyte counts (ALC) <500 cells/mm?® were reported in RINVOQ-
treated patients. Treatment with RINVOQ is not recommended in patients with
an ALC <500 cells/mm?. Evaluate at baseline and thereafter according to routine
patient management.

Anemia

Decreases in hemoglobin levels to <8 g/dL were reported in RINVOQ-treated
patients. Treatment should not be initiated or should be interrupted in patients with
hemoglobin levels <8 g/dL. Evaluate at baseline and thereafter according to routine
patient management.

Lipids

Treatment with RINVOQ was associated with increases in lipid parameters, including
total cholesterol, low-density lipoprotein (LDL) cholesterol, and high-density
lipoprotein (HDL) cholesterol. Manage patients according to clinical guidelines for
the management of hyperlipidemia. Evaluate patients 12 weeks after initiation of
treatment and thereafter according to the clinical guidelines for hyperlipidemia.
Liver enzyme elevations

Treatment with RINVOQ was associated with increased incidence of liver enzyme
elevation compared to placebo. Evaluate at baseline and thereafter according to
routine patient management. Prompt investigation of the cause of liver enzyme
elevation is recommended to identify potential cases of drug-induced liver injury.

If increases in aspartate aminotransferase (AST) or alanine aminotransferase (ALT)
are observed during routine patient management and drug-induced liver injury is
suspected, RINVOQ should be interrupted until this diagnosis is excluded.
EMBRYO-FETAL TOXICITY

Based on findings in animal studies, RINVOQ may cause fetal harm when
administered to a pregnant woman. Advise pregnant women of the potential risk to a
fetus. Advise females of reproductive potential to use effective contraception during
treatment with RINVOQ and for 4 weeks after the final dose. Verify pregnancy status
of females of reproductive potential prior to starting treatment with RINVOQ.
VACCINATION

Avoid use of live vaccines during, or immediately prior to, RINVOQ therapy. Prior

to initiating RINVOQ, patients should be brought up to date on all immunizations,
including prophylactic varicella zoster or herpes zoster vaccinations, in agreement
with current immunization guidelines.

MEDICATION RESIDUE IN STOOL

Reports of medication residue in stool or ostomy output have occurred in patients
taking RINVOQ. Most reports described anatomic or functional Gl conditions with
shortened Gl transit times. Instruct patients to contact their healthcare provider if
medication residue is observed repeatedly. Monitor patients clinically and consider
alternative treatment if there is an inadequate therapeutic response.

LACTATION

There are no data on the presence of RINVOQ in human milk, the effects on the
breastfed infant, or the effects on milk production. Available data in animals have shown
the excretion of RINVOQ in milk. Advise patients that breastfeeding is not recommended
during treatment with RINVOQ and for 6 days after the last dose.

HEPATIC IMPAIRMENT

RINVOQ is not recommended for use in patients with severe hepatic impairment.
ADVERSE REACTIONS

The most common adverse reactions in RINVOQ clinical trials were upper respiratory
tract infections, herpes zoster, herpes simplex, bronchitis, nausea, cough, pyrexia, acne,
headache, peripheral edema, increased blood creatine phosphokinase, hypersensitivity,
folliculitis, abdominal pain, increased weight, influenza, fatigue, neutropenia, myalgia,
influenza-like iliness, elevated liver enzymes, rash, and anemia.

Inform patients that retinal detachment has been reported in clinical trials with RINVOQ.
Advise patients to immediately inform their healthcare provider if they develop any
sudden changes in vision while receiving RINVOQ.

Dosage Forms and Strengths: RINVOQ is available in 15 mg, 30 mg, and 45 mg
extended-release tablets.

TERMS AND CONDITIONS

Eligibility criteria: Available to patients aged 63 or younger with commercial insurance
coverage. Patients must have a valid prescription for RINVOQ® (upadacitinib) for an FDA
approved indication and a denial of insurance coverage based on a prior authorization
request on file along with a confirmation of appeal. Continued eligibility for the program
requires the submission of an appeal of the coverage denial every 180 days. Program
provides for RINVOQ® (upadacitinib) at no charge to patients for up to two years or until
they receive insurance coverage approval, whichever occurs earlier, and is not contingent
on purchase requirements of any kind. Program is not available to patients whose
medications are reimbursed in whole or in part by Medicare, Medicaid, TRICARE, or any
other federal or state program. Offer subject to change or discontinuance without notice.
This is not health insurance and program does not guarantee insurance coverage. No claims
for payment may be submitted to any third party for product dispensed by program.
Limitations may apply.

Reference: 1. RINVOQ [package insert]. North Chicago, IL: AbbVie Inc.

Please see full Prescribing Information, including BOXED WARNING, or visit https://www.rxabbvie.com/pdf/rinvoq_pi.pdf

aobbvie

US-RNQD-250348

© 2025 AbbVie. All rights reserved. RINVOQ® and its design are registered trademarks of AbbVie Biotechnology Ltd.
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Skyrizreour ere SVIRD-042026-AP02 Fax to Skyrizi Complete (1.678.727.0690)
Adult Patient Enrollment & Prescription Form Questions? Call 1.866.759.7494

V¥ Fields in 1-4 are necessary for enrollment into Skyrizi Complete V¥
Fields in 1-4 are necessary for enrollment into Skyrizi Complete. Required fields are marked with an asterisk (*).

o PATIENT’S INFORMATION — To be completed by patient or legally authorized person. Please print clearly.

First Name*: Last Name*: Date of Birth (MM/DD/YYYY)*: / /
Address*: City*: State*: ZIP*:

Home Phone*: Mobile Phone*: Email Address*:

Sex (check one)*: [JM []F Gender: [[]Male [JFemale []Non-Binary []Prefer Notto Answer [J Spanish interpreter needed

When did you start on treatment? [JNot Started  []0-3 Months Ago []4-6 Months Ago [J7-12 Months Ago [Jover 12 Months Ago

p []lconsent to receive automated and recurring text messages from Complete Treatment Support program, including service updates, medication reminders and marketing
messages, to the provided mobile number. Message and data rates may apply. | am not required to consent as a condition of receiving goods or services. | can text HELP to 29279
for help, or call 1-866-759-7494. | can text STOP to 29279 to unsubscribe at any time. View full Terms and Conditions.

By enrolling, you may receive your own Ambassador provided by AbbVie. Ambassadors do not work under the direction of your healthcare professional (HCP) or give medical
advice. They are trained to direct patients to their HCP for treatment-related advice, including further referrals. To learn about AbbVie’s privacy practices and your privacy choices,
visit www.abbvie.com/privacy.html

» []lconsent to the collection, use, and disclosure of my health-related personal data to receive communications from AbbVie regarding its products, programs, services,
clinical trials, research opportunities and for online targeted advertising, as further described in the “How we may use Personal Data,” “How we may disclose Personal Data,”
and “Cookies and similar tracking and data collection technologies” sections of our Privacy Notice. My consent is required to process sensitive personal data under certain
privacy laws, and | have the right to withdraw my consent by visiting “Your Privacy Choices” on AbbVie's website.

For information on how we collect and process your personal data, including the categories we collect, purposes for their collection, and disclosures to third parties, visit
https://abbv.ie/PrivacyPatient. Through my submission of the enrollment form, | consent to the collection, use, and disclosure of my personal health data, as described in the Privacy
Notice above and in AbbVie's Privacy Notice in the “How we may disclose Personal Data” section. My consent is required to process sensitive personal data under certain privacy
laws, and | have the right to withdraw my consent by visiting “Your Privacy Choices” on AbbVie's website.
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e INSURANCE INFORMATION []Check box if you will attach a copy of your Insurance Cards. Please also provide supplemental insurance.

Beneficiary/Cardholder Name: Prescription Insurance: Medical Insurance: Rx Group #:
Medical Insurance ID #: Rx ID #: Group #: Rx Bin #: Rx PCN #:
e DIAGNOSIS* []Plaque Psoriasis (Ps) [ Psoriatic Arthritis (PsA)  ICD-10: Date of Diagnosis: / /
o PRESCRIBER INFORMATION
Prescriber’s Name (First, Last)*: Office Phone*: : Address*:
Office Contact Name:
NPI ##; ! Office Fax*: ! City*: State*: ZIP%:

e CLINICAL INFORMATION - Fax any necessary clinical/office notes to the preferred Specialty Pharmacy only.
Prior Therapies: [ Topical Corticosteroid [ ] Topical Calcineurin Inhibitor []Immunosuppressant (e.g., methotrexate, cyclosporine, etc.) [_] Oral Corticosteroid (e.g. prednisone, etc.)
[“]Phototherapy [ ]Biologics [ ]Oral JAK Inhibitors []PDE4 Inhibitor []TYK2 Inhibitor []Other

Concomitant Medications: Drug Allergies: Plaque Psoriasis BSA%:
TBTest (Date): / / [JPos [[]Neg

o INJECTIONTRAINING [ I request supplemental injection training and/or administration, if needed, for this patient. Order valid for up to one year.
Fill out and sign pharmacy prescription below.

@ PHARMACY PRESCRIPTION
Patient’s preferred Specialty Pharmacy: [[] Check if faxed to Specialty Pharmacy

a [JPlaque Psoriasis (Ps) [ Psoriatic Arthritis (PsA)
Q
T Choose one SKYRIZI presentation: i PRESCRIBER CERTIFICATION: | certify that the above therapy is medically necessary and that the information provided
< Os i is accurate to the best of my knowledge. | certify that | am the prescriber who has prescribed SKYRIZI to the previously
g KYRIZI PEN 150 mg ¢ identified patient and that | provided the patient with a description of the Skyrizi Complete patient support program.
= ] SKYRIZI SYRINGE 150 mg i lauthorize Skyrizi Complete to act on my _behalf _for the purposes of transmitting this prescription to the appropriate
% Check appropriate boxes to indicate quantity pharmacy designated by the patient utilizing their benefit plan (if applicable).

to dispense (one dose each) and directions:
[ Initiation at Week 0: Inject 150 mg SC

[ Initiation at Week 4: Inject 150 mg SC
[IInject 150 mg SC every 12 weeks thereafter
Refills:

Prescriber’s Signature: (REQUIRED) >< Date: / /

e SKYRIZI SHIPPING PREFERENCES Date needed: / / First Dose Address: [ ] Prescriber [_]Patient Follow-Up Doses Address: [ ] Prescriber [ Patient

0 SKYRIZI COMPLETE PRESCRIPTION - required in the event a commercially insured patient with a valid Rx for SKYRIZI experiences an insurance
access challenge.
See Program Terms and Conditions on reverse side. Please complete the full form as well as this section and sign below. Prescription to be
filled through an AbbVie-authorized pharmacy. | understand that faxing this form to Skyrizi Complete will result in an original copy being
simultaneously transmitted to the AbbVie-authorized pharmacy under this section.

Choose one SKYRIZI presentation: i PRESCRIBER CERTIFICATION: | certify that the above therapy is medically necessary and that the information provided
] SKYRIZI PEN 150 : is accurate to the best of my knowledge. | certify that | am the prescriber who has prescribed SKYRIZI to the previously
mg i identified patient and that | provided the patient with a description of the Skyrizi Complete patient support program.
] SKYRIZI SYRINGE 150 mg i lauthorize Skyrizi Complete to act on my behalf for the purposes of transmitting this prescription to the appropriate
. ¢ pharmacy. | understand that the no charge resource through Skyrizi Complete may support patients who are
|1nzject 150 rl\;lg S(]itat Week 0, Week 4, and every i experiencing an insurance access challenge for SKYRIZI until coverage is obtained, and | confirm that | will support
weeks thereafter i the above-identified patient in seeking to secure such coverage as | deem appropriate. | certify that | will not seek
Quantity: 1 dose of 150 mg i reimbursement from any third party payer for any no charge product dispensed by an AbbVie-authorized pharmacy.
Refills: :
Prescriber’s Signature: (REQUIRED) )< Date: / /
Through my submission of the enroliment form, | consent to the collection, use, and disclosure of my personal health data,
as described in the Privacy Notice above and in AbbVie's Privacy Notice in the “How we may disclose Personal Data” section. O@

by visiting “Your Privacy Choices” on AbbVie's website. rI Z I ®
Please see Indications and Important Safety Information on page 2.

Please see the full Prescribing Information, or visit ' '
https://www.rxabbvie.com/pdf/skyrizi pi.pdf. US-SKZD-260144 r|Sank|Zumab'rzaa 1

My consent is required to process sensitive personal data under certain privacy laws, and | have the right to withdraw my consent S k
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SMRD-042026-AP02

INDICATIONS AND IMPORTANT SAFETY INFORMATION
ABOUT SKYRIZI® (risankizumab-rzaa)' FOR HEALTHCARE PROFESSIONALS

SKYRIZI INDICATIONS

Plaque Psoriasis: SKYRIZ| is indicated for the treatment of moderate to severe plaque psoriasis in adults and pediatric
patients 6 years of age and older who are candidates for systemic therapy or phototherapy.

Psoriatic Arthritis: SKYRIZI is indicated for the treatment of active psoriatic arthritis in adults and pediatric patients 6
years of age and older.

IMPORTANT SAFETY INFORMATION

Hypersensitivity Reactions

SKYRIZI® (risankizumab-rzaa) is contraindicated in patients with a history of serious hypersensitivity reaction to
risankizumab-rzaa or any of the excipients. Serious hypersensitivity reactions, including anaphylaxis, have been reported
with the use of SKYRIZI. If a serious hypersensitivity reaction occurs, discontinue SKYRIZI and initiate appropriate
therapy immediately.

Infection

SKYRIZI may increase the risk of infection. Do not initiate treatment with SKYRIZI in patients with a clinically important
active infection until it resolves or is adequately treated.

In patients with a chronic infection or a history of recurrent infection, consider the risks and benefits prior to prescribing
SKYRIZI. Instruct patients to seek medical advice if signs or symptoms of clinically important infection occur. If a patient
develops such an infection or is not responding to standard therapy, closely monitor and discontinue SKYRIZI until the
infection resolves.

Tuberculosis (TB)

Prior to initiating treatment with SKYRIZI, evaluate for TB infection and consider treatment in patients with latent or active
TB for whom an adequate course of treatment cannot be confirmed. Monitor patients for signs and symptoms of active
TB during and after SKYRIZI treatment. Do not administer SKYRIZI to patients with active TB.

Immunizations

Avoid use of live vaccines in patients treated with SKYRIZI. Drugs that interact with the immune system may increase
the risk of infection following administration of live vaccines. Prior to initiating SKYRIZI, complete all age appropriate
vaccinations according to current immunization guidelines.

Adverse Reactions

Most common (>1%) adverse reactions associated with SKYRIZI include upper respiratory infections, headache, fatigue,
injection site reactions, and tinea infections.

In psoriatic arthritis phase 3 trials, the incidence of hepatic events was higher with SKYRIZI compared to placebo.

SKYRIZI is available in a 150 mg/mL prefilled syringe and pen, and a 55 mg/0.37 mL prefilled syringe.

Skyrizi Complete Prescription Terms & Conditions

Eligibility criteria: Available to patients aged 63 or younger with commercial insurance coverage. Patients must have a valid
prescription for SKYRIZI® (risankizumab-rzaa) for an FDA approved indication and a denial of insurance coverage based on a prior
authorization request on file along with a confirmation of appeal. Continued eligibility for the program requires the submission
of an appeal of the coverage denial every 180 days. Program provides for SKYRIZI® (risankizumab-rzaa) at no charge to patients
for up to two years or until they receive insurance coverage approval, whichever occurs earlier, and is not contingent on purchase
requirements of any kind. Program is not available to patients whose medications are reimbursed in whole or in part by Medicare,
Medicaid, TRICARE, or any other federal or state program. Offer subject to change or discontinuance without notice. This is not
health insurance and program does not guarantee insurance coverage. No claims for payment may be submitted to any third party
for product dispensed by program. Limitations may apply.

Please see the full Prescribing Information, or visit https://www.rxabbvie.com/pdf/skyrizi pi.pdf. @@

)
Skyrizr
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Skyrizycome ere SMRD-042026-AP02 Fax to Skyrizi Complete (1.678.727.0690)
Pediatric Enrollment & Prescription Form Questions? Call 1.866.759.7494

Fields in 1-4 are necessary for enroliment into Skyrizi Complete. Required fields are marked with an asterisk (*).
o PATIENT’S INFORMATION — The healthcare professional (HCP) and the patient or legal guardian should fill out this form completely before leaving the office. Please print clearly.

First Name*: Last Name*: Date of Birth (MM/DD/YYYY)*: /
Name of Patient’s Legal Guardian®: Relationship to Patient: [J Spanish interpreter needed
Patient or Legal Guardian's Address*: City*: State*: ZIP*:

Patient or Legal Guardian's Mobile Phone*: Patient or Legal Guardian’s Email Address*:

Legal Guardian's Date of Birth (MM/DD/YYYY)*: / / Sex (check one)*: [ J]M []F Gender: []Male [JFemale []Non-Binary []Prefer Notto Answer

When did the patient start on treatment? [ |Not Started [ ]0-3 Months Ago [ ]4-6 Months Ago [ ]7-12 Months Ago [_] Over 12 Months Ago

p []!consent to receive automated and recurring text messages from Complete Treatment Support program, including service updates, medication reminders and marketing
messages, to the provided mobile number. Message and data rates may apply. | am not required to consent as a condition of receiving goods or services. | can text HELP to 29279
for help, or call 1-866-759-7494. | can text STOP to 29279 to unsubscribe at any time. View full Terms and Conditions.

By enrolling, you may talk to an Ambassador provided by AbbVie. Ambassadors do not work under the direction of your healthcare professional (HCP) or give medical advice.
They are trained to direct patients to their HCP for treatment-related advice, including further referrals. To learn about AbbVie's privacy practices and your privacy choices,
visit www.abbvie.com/privacy.html

p []1consent to the collection, use, and disclosure of my health-related personal data to receive communications from AbbVie regarding its products, programs, services,
clinical trials, research opportunities and for online targeted advertising, as further described in the “How we may use Personal Data,” “How we may disclose Personal Data,”
and “Cookies and similar tracking and data collection technologies” sections of our Privacy Notice. My consent is required to process sensitive personal data under certain
privacy laws, and | have the right to withdraw my consent by visiting “Your Privacy Choices” on AbbVie's website.

For information on how we collect and process your personal data, including the categories we collect, purposes for their collection, and disclosures to third parties, visit
https://abbv.ie/PrivacyPatient. Through my submission of the enrollment form, | consent to the collection, use, and disclosure of my personal health data, as described in the Privacy
Notice above and in AbbVie’s Privacy Notice in the “How we may disclose Personal Data” section. My consent is required to process sensitive personal data under certain privacy
laws, and | have the right to withdraw my consent by visiting “Your Privacy Choices” on AbbVie's website.
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e INSURANCE INFORMATION  []Check box if you will attach a copy of your Insurance Cards. Please also provide supplemental insurance.

Beneficiary/Cardholder Name: Prescription Insurance: Medical Insurance: Rx Group #:
Medical Insurance ID #: Rx ID #: Group #: Rx Bin #: Rx PCN #:
o DIAGNOSIS* []Plaque Psoriasis (Ps) [ Psoriatic Arthritis (PsA) ICD-10: Date of Diagnosis: / /
o PRESCRIBER INFORMATION
Prescriber’s Name (First, Last)*: Office Phone*: Address*:
i Office Contact Name:
NPI #*: i Office Fax*: i City*: State*: ZIP*:

-~

e CLINICAL INFORMATION - Fax any necessary clinical/office notes to the preferred Specialty Pharmacy only.
Prior Therapies: [ Topical Corticosteroid [ ] Topical Calcineurin Inhibitor []Immunosuppressant (e.g., cyclosporine, etc.) []Oral Corticosteroid (e.g. prednisone, etc.)
[[JPhototherapy [ ]Biologics []Oral JAK Inhibitors [ ]PDE4 Inhibitor []Other
Concomitant Medications: Drug Allergies: Plaque Psoriasis BSA%:
TBTest (Date): /I [JPos []Neg

0 INJECTIONTRAINING [] | request supplemental injection training and/or administration, if needed, for this patient. Order valid for up to one year.

Fill out and sign pharmacy prescription below.
o PHARMACY PRESCRIPTION

Patient’s preferred Specialty Pharmacy: [[] Check if faxed to Specialty Pharmacy
[ Plaque Psoriasis (Ps) in pediatric patients 6 years of age and older [ Psoriatic Arthritis (PsA) in pediatric patients 6 years of age and older

Choose one SKYRIZI presentation. The actual dose a

patient will receive will be determined by their weight:

M) gé(ﬁ)F;l(Z)wSIgR)INGE 55 mg for patients less than i PRESCRIBER CERTIFICATION: | certify that the above therapy is medically necessary and that the information provided

] . : is accurate to the best of my knowledge. | certify that | am the prescriber who has prescribed SKYRIZI to the previously
SKYRIZI SYRINGE 150 mg for patients greater identified patient and that | provided the patient with a description of the Skyrizi Complete patient support program.
than or equal to 88 Ibs (40 kg) i lauthorize Skyrizi Complete to act on my behalf for the purposes of transmitting this prescription to the appropriate

] SKYRIZI PEN 150 mg for patients greater than i pharmacy designated by the patient utilizing their benefit plan (if applicable).
or equal to 88 Ibs (40 kg) :

Check appropriate boxes to indicate quantity to

dispense (one dose each) and directions:

Initiation at Week 0: Inject []55 mg [[]150 mg SC
Initiation at Week 4: Inject [ 155 mg []150 mg SC

o
(%]
==
<
2
=}
=
(]
w
(%2}

::jfe_ﬁ ()85 mg L1150 mg every 12 weeks thereafter Prescriber’s Signature: (REQUIRED) x Date: / /
efills: ;
e SKYRIZI SHIPPING PREFERENCES Date needed: / / First Dose Address: [ ] Prescriber [ ] Patient Follow-Up Doses Address: [ | Prescriber []Patient

e SKYRIZI COMPLETE PRESCRIPTION - required in the event a commerecially insured patient with a valid Rx for SKYRIZI experiences an insurance access challenge.

See ProgramTerms and Conditions on reverse side. Please complete the full form as well as this section and sign below. Prescription to be filled through an AbbVie-authorized
pharmacy. | understand that faxing this form to Skyrizi Complete will result in an original copy being simultaneously transmitted to the AbbVie-authorized pharmacy under

this section.
Choose one SKY-RIZI presentation. The a(_:tual : PRESCRIBER CERTIFICATION: | certify that the above therapy is medically necessary and that the information provided
dose a patient will receive will be determined by - . . . .
their weight: ¢ is accurate to the best of my knowledge. | certify that | am the prescriber who has prescribed SKYRIZI to the previously
0 SKYRI%I S-YRINGE 55 . tients | th ¢ identified patient and that | provided the patient with a description of the Skyrizi Complete patient support program.
mg for patients less than i | authorize Skyrizi Complete to act on my behalf for the purposes of transmitting this prescription to the appropriate
88 lbs (40 kg) i pharmacy. | understand that the no charge resource through Skyrizi Complete may support patients who are
[JSKYRIZI SYRINGE 150 mg for patients greater experiencir_wg an_i_nsuran_ce access challenge for SKYRIZI until coverage is obtained,_and | con_firm that | yviII support
than or equal to 88 Ibs (40 kg) th_e above-identified patient in seeking to secure such coverage as | degm appropriate. | cert_lfy that | _W|II not seek
] SKYRIZI PEN 150 mg for patients greater than reimbursement from any third party payer for any no charge product dispensed by an AbbVie-authorized pharmacy.

or equal to 88 Ibs (40 kg)
Inject dosage at Week 0, Week 4, and every

12 Yveeks thereaftar Prescriber’s Signature: (REQUIRED) x Date: / /

Refills:
Through my submission of the enrollment form, | consent to the collection, use, and disclosure of my personal health data, as described S\
in the Privacy Notice above and in AbbVie's Privacy Notice in the “How we may disclose Personal Data” section. My consent is required to /

on AbbVie's website. rI Z I ®
Please see Indications and Important Safety Information on page 4.

Please see the full Prescribing Information, or visit [ [
https://www.rxabbvie.com/pdf/skyrizi_pi.pdf. US-SKZD-260144 risankizumab-rzaa s

process sensitive personal data under certain privacy laws, and | have the right to withdraw my consent by visiting “Your Privacy Choices” S I
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INDICATIONS AND IMPORTANT SAFETY INFORMATION
ABOUT SKYRIZI® (risankizumab-rzaa)' FOR HEALTHCARE PROFESSIONALS

SKYRIZI INDICATIONS'

Plaque Psoriasis: SKYRIZ| is indicated for the treatment of moderate to severe plaque psoriasis in adults and pediatric
patients 6 years of age and older who are candidates for systemic therapy or phototherapy.

Psoriatic Arthritis: SKYRIZI is indicated for the treatment of active psoriatic arthritis in adults and pediatric patients 6
years of age and older.

IMPORTANT SAFETY INFORMATION'

Hypersensitivity Reactions

SKYRIZI® (risankizumab-rzaa) is contraindicated in patients with a history of serious hypersensitivity reaction to
risankizumab-rzaa or any of the excipients. Serious hypersensitivity reactions, including anaphylaxis, have been reported
with the use of SKYRIZI. If a serious hypersensitivity reaction occurs, discontinue SKYRIZI and initiate appropriate
therapy immediately.

Infection

SKYRIZI may increase the risk of infection. Do not initiate treatment with SKYRIZI in patients with a clinically important
active infection until it resolves or is adequately treated.

In patients with a chronic infection or a history of recurrent infection, consider the risks and benefits prior to prescribing
SKYRIZI. Instruct patients to seek medical advice if signs or symptoms of clinically important infection occur. If a patient
develops such an infection or is not responding to standard therapy, closely monitor and discontinue SKYRIZI until the
infection resolves.

Tuberculosis (TB)

Prior to initiating treatment with SKYRIZI, evaluate for TB infection and consider treatment in patients with latent or active
TB for whom an adequate course of treatment cannot be confirmed. Monitor patients for signs and symptoms of active
TB during and after SKYRIZI treatment. Do not administer SKYRIZI to patients with active TB.

Immunizations

Avoid use of live vaccines in patients treated with SKYRIZI. Drugs that interact with the immune system may increase
the risk of infection following administration of live vaccines. Prior to initiating SKYRIZI, complete all age appropriate
vaccinations according to current immunization guidelines.

Adverse Reactions

Most common (>1%) adverse reactions associated with SKYRIZI include upper respiratory infections, headache, fatigue,
injection site reactions, and tinea infections.

In psoriatic arthritis phase 3 trials, the incidence of hepatic events was higher with SKYRIZI compared to placebo.

SKYRIZI is available in a 150 mg/mL prefilled syringe and pen, and a 55 mg/0.37 mL prefilled syringe.

Skyrizi Complete Prescription Terms & Conditions

Eligibility criteria: Available to patients aged 63 or younger with commercial insurance coverage. Patients must have a valid
prescription for SKYRIZI® (risankizumab-rzaa) for an FDA approved indication and a denial of insurance coverage based on a prior
authorization request on file along with a confirmation of appeal. Continued eligibility for the program requires the submission
of an appeal of the coverage denial every 180 days. Program provides for SKYRIZI® (risankizumab-rzaa) at no charge to patients
for up to two years or until they receive insurance coverage approval, whichever occurs earlier, and is not contingent on purchase
requirements of any kind. Program is not available to patients whose medications are reimbursed in whole or in part by Medicare,
Medicaid, TRICARE, or any other federal or state program. Offer subject to change or discontinuance without notice. This is not
health insurance and program does not guarantee insurance coverage. No claims for payment may be submitted to any third party
for product dispensed by program. Limitations may apply.

Please see the full Prescribing Information, or visit https://www.rxabbvie.com/pdf/skyrizi pi.pdf. @@

)
Skyrizr
. © 2026 Abei_e Inc. AII rights re_served. o ) y
Ob b\/l e BETSRllZZIg_aZnGdOﬁje&gn are registered trademarks of AbbVie Biotechnology Ltd. rlsaﬂ klzumab_rzaa 4
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SKYRIZI GETTING STARTED CHECKLIST

Use this checklist from Skyrizi Complete to start and stay on track with the prescribed treatment plan.

0 DETERMINE WHERE THE PRESCRIPTION IS BEING SENT

Before you leave the office, ask your healthcare professional which
Specialty Pharmacy the prescription is being sent to and write down
its number. This pharmacy will help you plan your SKYRIZI delivery.

Specialty Pharmacy Name:

[ ] Expecta call from the Specialty Pharmacy Specialty Pharmacy Number:

|:| Arrange for your co-pay and confirm where your SKYRIZ! is being delivered

Savings Information:

e GET SAVINGS AND INSURANCE SUPPORT .............................................................................

A Skyrizi Complete Ambassador* may reach out to help you navigate
your health insurance coverage and to find ways you may be able to save.

|:| Before you start treatment, explore your savings options at : )
https://www.skyrizi.com/skyrizi-complete/save-on-skyrizi-costs ¢ Insurance Information:
You may be eligible to get SKYRIZI for as little as $0 per dose." :

|:| Get answers to your insurance questions at https://www.skyrizi.com/
skyrizi-complete/insurance-101

e PREPARE FOR |NJECT|ONS .............................................................................

] o o Injection Location (check one):
Two starter doses (at Weeks 0 and 4) will be administered at the beginning of treatment,

usually at the doctor’s office. Then, you and your doctor will decide whether quarterly |:| Home OR |:| Office
doses happen at home or the doctor’s office. If you're injecting at home, ask an :
Ambassador if in-person or virtual supplemental injection training is available

after you've received initial training by your healthcare provider. Date of Injection:

Watch Pen or Syringe Injection Video at https://www.skyrizi.com/skyrizi- / /
complete/how-to-inject :

Talk to an Ambassador about injection resources, or get additional
information at SkyriziComplete.com

o GET ONGOING SUPPORT FROM SKYRIZI COMPLETE INCLUDING: DOWNLOAD THE APP TODAY

.y . Use your phone's camera to scan
L) [ ]
Guiding you through your insurance Complete App where you can the OR code.

coverage and savings options, even log injections, set treatment
if your health insurance changes reminders, and access your

. - h for I
Skyrizi Complete Savings Card Search for "Complete

App" at the App Store®
or Google Play™

2 Downlo: n the GETITON
@& App Store ® Google Play

® |njection training, tips on managing
your routine, and working with your
Specialty Pharmacy

Stay on track with support from SKYRIZI.
Reach out at 1.866.SKYRIZI (1.866.759.7494), or Chat Live 24/7 at SkyriziComplete.com.

*Nurse Ambassadors are provided by AbbVie and do not work under the direction of your health care professional (HCP) or give medical advice.
They are trained to direct patients to their HCP for treatment-related advice, including further referrals.

"For eligible, commercially insured patients only. See Terms and Conditions on next page. If eligible, you'll receive your Savings Card in the mail.
Call your Nurse Ambassador if you do not receive your card. @@
Skyrizr
Please see Uses and Important Safety Information on page 6. g .
Please see the full Prescribing Information, or visit https://www.rxabbvie.com/pdf/skyrizi pi.pdf. I’ISaﬂklzumab-rzaa 5
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USES AND IMPORTANT SAFETY INFORMATION

ABOUT SKYRIZI® (risankizumah-rzaa) FOR PATIENTS

SKYRIZI USES

SKYRIZI is a prescription medicine used to treat:

e Adults and children 6 years of age and older with moderate
to severe plaque psoriasis who may benefit from taking
injections or pills (systemic therapy) or treatment using
ultraviolet or UV light (phototherapy).

e Adults and children 6 years of age and older with active
psoriatic arthritis.

IMPORTANT SAFETY INFORMATION

What is the most important information | should know about

SKYRIZI® (risankizumab-rzaa)?

SKYRIZI is a prescription medicine that may cause serious

side effects, including:

Serious allergic reactions:

e Stop using SKYRIZI and get emergency medical help right
away if you get any of the following symptoms of a serious
allergic reaction:

— fainting, dizziness, feeling
lightheaded (low blood
pressure)

- swelling of your face,
eyelids, lips, mouth,
tongue, or throat

Infections:

SKYRIZI may lower the ability of your immune system to fight
infections and may increase your risk of infections. Your healthcare
provider should check you for infections and tuberculosis (TB) before
starting treatment with SKYRIZI and may treat you for TB before you
begin treatment with SKYRIZI if you have a history of TB or have
active TB. Your healthcare provider should watch you closely for
signs and symptoms of TB during and after treatment with SKYRIZI.
e Tell your healthcare provider right away if you have an infection
or have symptoms of an infection, including:

— trouble breathing
or throat tightness

— chest tightness

— skin rash, hives

— itching

— fever, sweats, — muscle aches — weight loss
or chills — warm, red, — diarrhea or
- cough or painful skin stomach pain
— shortness of or sores on — burning when
breath your body you urinate or
— blood in your different from urinating more
mucus (phlegm) your psoriasis often than
normal

Do not use SKYRIZI if you are allergic to risankizumab-rzaa
or any of the ingredients in SKYRIZI. See the Medication Guide
or Consumer Brief Summary for a complete list of ingredients.

Before using SKYRIZI, tell your healthcare provider about all
of your medical conditions, including if you:

¢ have any of the conditions or symptoms listed in the section
“What is the most important information | should know
about SKYRIZI?”

¢ have an infection that does not go away or that keeps
coming back.

* have TB or have been in close contact with someone with TB.

Please see the full Prescribing Information, or visit https://www.rxabbvie.com/pdf/skyrizi pi.pdf.

e have recently received or are scheduled to receive an
immunization (vaccine). Medications that interact with the
immune system may increase your risk of getting an infection
after receiving live vaccines. You should avoid receiving live
vaccines right before, during, or right after treatment with
SKYRIZI. Tell your healthcare provider that you are taking
SKYRIZI before receiving a vaccine.

e are pregnant or plan to become pregnant. It is not known
if SKYRIZI can harm your unborn baby.

e are breastfeeding or plan to breastfeed. It is not known if
SKYRIZI passes into your breast milk.

e become pregnant while taking SKYRIZI. You are encouraged to
enroll in the Pregnancy Registry, which is used to collect
information about the health of you and your baby. Talk to your
healthcare provider or call 1-877-302-2161 to enroll in this registry.

Tell your healthcare provider about all the medicines you
take, including prescription and over-the-counter medicines,
vitamins, and herbal supplements.

What are the possible side effects of SKYRIZI?

SKYRIZI may cause serious side effects. See “What is the
most important information | should know about SKYRIZI?”

The most common side effects of SKYRIZI in people treated
for plaque psoriasis and psoriatic arthritis include: upper
respiratory infections, headache, feeling tired, injection site
reactions, and fungal skin infections.

These are not all the possible side effects of SKYRIZI. Call your
doctor for medical advice about side effects.

Use SKYRIZI exactly as your healthcare provider tells you to use it.

SKYRIZI is available in a 150 mg/mL prefilled syringe and pen, and
a 55 mg/0.37 mL prefilled syringe.

You are encouraged to report negative side effects of
prescription drugs to the FDA. Visit www.fda.gov/medwatch
or call 1-800-FDA-1088.

If you are having difficulty paying for your medicine, AbbVie
may be able to help. Visit AbbVie.com/PatientAccessSupport
to learn more.

Skyrizi Complete Savings Card Terms & Conditions
Eligibility: Available to patients with commercial insurance
coverage for SKYRIZI® (risankizumab-rzaa) who meet eligibility
criteria. This co-pay assistance program is not available to
patients receiving prescription reimbursement under any federal,
state, or government-funded insurance programs (for example,
Medicare [including Part D], Medicare Advantage, Medigap,
Medicaid, TRICARE, Department of Defense, or Veterans Affairs
programs) or where prohibited by law. Offer subject to change
or termination without notice. Restrictions, including monthly
maximums, may apply. This is not health insurance. For full
Terms and Conditions, visit SKYRIZISavingsCard.com

or call 1.866.SKYRIZI for additional information. To learn
about AbbVie's privacy practices and your privacy choices,

visit https://abbv.ie/corpprivacy.

aobbvie

US-SKZD-260144

© 2026 AbbVie Inc. All rights reserved. SKYRIZI® and its design are registered trademarks of AbbVie Biotechnology Ltd.
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Taltz® (ixekizumab) Dermatology

. Support ADULT ENROLLMENT FORM

. ™ HAVE YOUR PATIENT SCAN
Services

to add Lilly Support
Services™ for Taltz®
to their phone contacts

PP-RC-US-2761 11/2025 ©Lilly USA, LLC 2025. All rights reserved. PUBLISHED 11/2025

To prevent delays in getting your Patient started, please complete in full. Items with * are required to complete enroliment.
Upon completion, submit pages 1-4 via fax to 1-844-344-8108.

M THIS PAGE MUST BE SUBMITTED

)
—

SECTION 1: PATIENT INFORMATION

Patient Namef (First, MI, Last) Patient DOBT (MM/DD/YYYY)

Addresst City' Statef Zipt

Gender' I:l M I:l F Preferred Language I:I English I:l Spanish I:l Other Email

Phonet* (000-000-0000) Preferred Contact: [_|Phone Call [ [Text [_]Email

By providing Lilly with your cell phone number and email address with the consent below, you can conveniently receive updates and status changes about your enroliment.

|:| *By checking the box, | agree to receive automated marketing calls and texts from and on behalf of Eli Lilly and Company. | understand that
| am not required to provide my number as a condition of receiving goods and services. Message and data rates may apply.
|:| By checking the box, | agree to be contacted to: provide feedback on my experience with the related products, services, and programs; to share my story;
and, to participate in market and medical research studies about products and services.
HIPAA AUTHORIZATION NEEDED: PATIENT SIGNATURE REQUIRED AT BOTTOM OF PAGE 4 FOR ENROLLMENT

SECTION 2: INSURANCE INFORMATION
Must select one of the following?:
D Provide Information Below (if this box is checked, then the information below is required)
D Copy of Policyholder’s Insurance Card (Front and Back) Is Attached
D No Insurance Coverage

Primary Prescription Insurance Company

Insurance Phone # (000-000-0000) Cardholder Name
Policy/ID Group #
RX BIN PCN

SECTION 3: SERVICE SELECTION

Please select which options you would like to enroll in by checking the corresponding checkboxes below. By enrolling in any of these services below,
you are agreeing to the Terms of Participation and consenting to the collection of your information, inclusive of health information as described in our
Privacy Notice.

I:I 1. Savings Card: Provides eligible, commercially-insured Patients with options to save on treatment costs
SAVINGS CARD ELIGIBILITY (must confirm the below statements)

D | confirm that | am NOT enrolled in a government-funded healthcare program, including without limitation, Medicaid, Medicare, Medicare Part D,
Medicare Advantage, Medigap, DoD, VA, TRICARE®/CHAMPUS, or any state prescription drug assistance program

D | confirm that | have reviewed and agree to the Terms and Conditions on Page 5 and attest that | am eligible to participate in this program
D 2. Sharps Disposal: Provides a free Sharps disposal container for Lilly injectable devices
D 3. Injection Training: Provides step-by-step education from a Registered Nurse on how to appropriately self-inject the medication

TERMS OF PARTICIPATION AND PROGRAM DISCLOSURES:

Your healthcare provider has talked with you about using Taltz®, an Eli Lilly and Company medicine. Lilly Support Services™ for Taltz® offers personalized support to Patients

at no charge and was created to help you have a positive experience as you get started with and use this medicine. By checking the corresponding optional boxes above, you
consent to your enrollment into Lilly Support Services™ for Taltz®. As part of your participation in Lilly Support Services™ for Taltz®, you understand and authorize Lilly USA, LLC
to retain and use your personal information for the purposes described in this form. Eli Lilly and Company, Lilly USA, LLC and its affiliates, agents, representatives, and service
providers (together “Lilly”) may use, disclose, and/or transfer the personal information you supply to provide services related to your condition and treatment to administer the
program. The Lilly Support Services™ for Taltz® Support team can contact you by email, mail or telephone to provide personalized services and information and materials directly
related to your condition and therapy; responding to customer service requests and/or questions about your treatment; disclosing your enroliments and use of these services to
your doctors and insurers; analyzing and/or measuring program performance and program effectiveness for future enhancements; and other activities related to your condition
and therapy that are part of Lilly Support Services™ for Taltz®. Your personal information, including information that may be related to your health, is needed to fulfill your
request. To cancel your participation in the program, please contact us at 1-800-LillyRx (1-800-545-5979) Monday-Friday, 8am -10pm ET. For information about Lilly's privacy
practices, please see our Privacy Statement at https://privacynotice.lilly.com and the Consumer Health Privacy Notice at https://www.lillyhub.com/legal/lillyusa/CHPN.html.
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SECTION 4: PRESCRIBER INFORMATION

Prescriber Name (First, Last)t NPI #1

Practice Name' Office Phone’ (000-000-0000)

Office Fax' (000-000-0000) Office Address?

Office City' Office Statef ___ Office Zip' Group Tax ID

Office Contact Name Office Contact Phone (000-000-0000)

Office Contact Email

Collaborating Physician NPI
SECTION 5: DIAGNOSIS

Name of Patient! (First, MI, Last) DOB' (MM/DD/YYYY)

Patient Addresst Patient City! Patient Statet __ Patient Zipt

Diagnosis (select one)T:

] L40.0 Plaque Psoriasis ] L40.0 Plaque Psoriasis with L40.5 Psoriatic Arthritis [] 140.5 Psoriatic Arthritis

S

ECTION 6: HCP SERVICE SELECTION & PRESCRIPTION
Benefits Investigation Support (SELECT ONE)t

D Lilly Conducted Benefits Investigation—IF CHECKED, MUST FILL OUT |:| Specialty Pharmacy Conducted Benefits Investigation—
PRESCRIPTION SECTION BELOW. IF CHECKED, MUST COMPLETE FIELDS BELOW.
Lilly Support Services™ for Taltz® will research the Patient’s insurance and in-network OR Specialty Pharmacy where prescription was sent

Specialty Pharmacy options to help identify the lowest out-of-pocket cost available
for Taltz® and will forward the prescription to the Specialty Pharmacy that the Patient

selects. A Lilly Support Services™ for Taltz® representative will help triage and Specialty Pharmacy Phone Number (000-000-0000)
troubleshoot access issues on the Patient’s behalf.

Taltz® Dermatology Prescription — Fill out corresponding prescription below and sign at the bottom of page

Device Type (SELECT ONE) . . .
Taltz® (ixekizumab) 80mg/mL 1mL inj |:| Auto Injector |:| Prefilled Syringe
DIAGNOSIS DOSING QUANTITY DAY SUPPLY REFILLS
|:| Starting Dose: 160 mg (2 x 80 mg) subcutaneous injection on Day 1, )
then begin first induction dose (1 x 80 mg 2 weeks later (week 2)) 3 pens/syringes 28 0
Plaque Psoriasis |:| Induction Dose: 1 x 80 mg subcutaneous injection every 2 weeks )

OR (weeks 4-10) 2 pens/syringes 28 1
Plaque Psoriasis |:| Final Induction Dose: 1 x 80 mg subcutaneous injection (week 12) 1 pen/syringe 28 0
with Psoriatic Arthritis

|:| Maintenance Dose: 1 x 80 mg subcutaneous injection every 4 weeks 1 ben/svri 08 (1-11)
(thereafter) pen/syringe
I:l gaallz')t:;ngose: 2 x 80 mg each (160 mg total) subcutaneous injection 2 pens/syringes 28 0
Psoriatic Arthritis
[[] Maintenance Dose: 1 x 80 mg subcutaneous injection every 4 weeks 1 pen/syringe )8 (1-11)
(thereafter)

Prior Treatment Failures, Contraindications, Intolerances, or Allergies (select all that apply) D No previous biologic or systemic agent

[] Prototherapy [_] Methotrexate [_] HUMIRA® [ ] Otezta® [_] EnBREL® [ ] sTeLARA® [_] cosentvxe [_] skyrizie [_] other(s)

By signing below, | certify: 1) The therapy is medically necessary and that this information is accurate to the best of my knowledge; 2) | am disclosing this information to Eli Lilly and Company, Lilly USA, LLC, their
affiliates, agents, representatives, business partners, and service providers (together “Lilly”) to help enable treatment for this Patient; 3) The Patient is aware of, has consented to, and has directed my disclosure
of their information to Lilly so that Lilly may contact the Patient to further enable services for those purposes and that such consent and direction applies to disclosures made through the duration of the Patient’s
therapy; 4) | will not seek reimbursement from any third party for the support Lilly provides; and 5) | am licensed to prescribe the prescription medication identified in this form, the prescription complies with my
state specific prescribing requirements and | appoint Lilly as my agent for the limited purposes of conveying this prescription by facsimile only to the dispensing pharmacy. | understand that by signing this form,

| am requesting support from Eli Lilly and Company for Patients receiving Taltz® pursuant to an FDA approved indication. PRESCRIBER SIGNATURE: PRESCRIBER MUST MANUALLY SIGN AND DATE. Rubber
stamps, signature by other office personnel for the Prescriber, and computer-generated signatures will not be accepted.

By checking this box, | confirm that the Patient has provided express consent to be contacted by automated text messaging from Eli Lilly and Company, and parties working on their behalf, to complete
enrollment in the Patient Support Program.

-i Dispense as writtent May substitute/brand exchange permitted Date Signed' (MM/DD/YYYY)
Not signing this form will result in an incomplete submission and a delay in requested services
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[ HIPAA AUTHORIZATION ]
M THIS PAGE MUST BE SUBMITTED

You have selected Eli Lilly and Company (“Lilly”) to coordinate certain services related to your
health and to provide information related to your health (Lilly’s “Programs and Services”). In
order for Lilly to offer the Programs and Services, Lilly may need to obtain or exchange your
protected health information (“PHI") as defined under the Health Insurance Portability and
Accountability Act of 1996, as amended (“HIPAA”) from your Health Care Entities (as defined
below). PHI can be inclusive of “sensitive data” as defined by applicable U.S. privacy laws.
After your PHI has been released to Lilly, it is no longer covered by HIPAA. By signing this
form, you understand and authorize your Health Care Entities to share your PHI with Lilly and
use as explained below.

PHI includes the following individually If you agree, your PHI may be collected
identifiable information: from and shared by these entities (together
e Information about your health insurance “Health Care Entities”):
or benefits, including how much coverage ¢ Your doctors and other healthcare providers
you have e Your healthcare plan or health
¢ All relevant records about your treatment, insurance company
including medication histories e Clearinghouses or other agents
and prescriptions e Your pharmacy
* Information about your payment for e Others who might have your PHI on behalf
treatment, including any insurance coverage of your healthcare providers, pharmacies
e Whether you're staying on your medicine and healthcare plans

or treatment

How Your PHI Will Be Used

Your PHI will be used to enroll you in, provide you with, and operate and administer the
Programs and Services, consistent with Lilly’s Privacy Statement and Consumer Health Privacy
Notice, including to:

e understand how much of your Lilly treatment is covered by your insurance

e help you find ways to afford such treatment

e track the shipment, receipt, and use of your Lilly treatment and Programs and Services

e share information with your Health Care Entities and communicate with them regarding
Lilly Programs and Services

e contact you about Lilly Programs and Services related to your health needs

e measure Lilly Programs and Services’ performance in order to make improvements and drive
business decisions and metrics

e de-identify your data for analytics including reports about Health Care Entities’ use of
Lilly Programs and Services.
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[ HIPAA AUTHORIZATION ]
M THIS PAGE MUST BE SUBMITTED

Other things you should know about how we may use and share your PHI:

We do not ask for any PHI that we do not need, but we may receive some in the health records
sent to us. Your PHI will be released to Lilly and its wholly owned subsidiaries (“Lilly” or “we”)
and/or entities or persons that work on behalf of, or in partnership with, Lilly but are not Lilly
employees (“Third Parties”).

e You don’t have to give permission to share your PHI with Lilly to receive treatment from your
Health Care Entities, your prescription from your pharmacy, or benefits from your healthcare
plan, but Lilly Programs and Services may not be able to help you without your Authorization.

e Your Health Care Entities may receive compensation from us in exchange for sharing your PHI.

They may also be paid by us to use your PHI to provide services, such as contacting you about
Lilly products.

e Your signed authorization to share and use your PHI lasts for the duration of your participation
in Lilly Programs and Services from the date of your signature or earlier as required by state
law. In any case, you may revoke this Authorization for Lilly Programs and Services and
you may request to obtain PHI from your Health Care Entities at any time by writing to
PO Box 221349, Charlotte, NC 28222. Your revocation of this Authorization will not have
any effect on any uses or disclosures of your PHI that occurred prior to Lilly’s receipt
of your revocation.

¢ Your revocation of this Authorization will be effective when your Health Care Entities
receive notice of your cancellation or revocation and will not apply to any information
shared with Lilly prior to receipt of the notice.

AUTHORIZATION TO USE AND DISCLOSE PROTECTED HEALTH INFORMATION: | authorize
my Health Care Entities to disclose my PHI and sensitive data for the purposes as described in
this HIPAA Authorization. This HIPAA Authorization replaces any prior HIPAA Authorizations that
| may have provided at a specific program level.

By signing this form, | attest that | have read and agree to the Patient HIPAA Authorization.
| understand | am entitled to a copy of this signed Authorization.

SIGN and DATE

Signature of Patient’
Not signing this form will result in an incomplete submission and a delay in requested services

Printed Name of Patient

Signature Date’ (MM/DD/YYYY)

Patient Date of Birth (MM/DD/YYYY)
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[ SAVINGS CARD TERMS AND CONDITIONS ]

By enrolling in the Taltz Savings Card Program (“Program”) and using the Taltz Savings Card (“Card”), you attest that you meet the eligibility criteria, agree
to, and will comply with the terms and conditions described below:

Card Eligibility:

(1) You have been prescribed Taltz® (ixekizumab) for an approved use consistent with FDA approved product labeling;

2) You are enrolled in a commercial drug insurance plan;

(3) You are not enrolled in any state, federal, or government funded healthcare program, including, without limitation
Medicaid, Medicare, Medicare Part D, Medicare Advantage, Medigap, DoD, VA, TRICARE®/CHAMPUS, or any state
prescription drug assistance program;

(4.) You are a resident of the United States or Puerto Rico; and

(5. You are 18 years of age or older.

Card Terms and Conditions:

For patients with commercial drug insurance coverage for Taltz: You must have commercial drug insurance that covers Taltz and a prescription for an approved
use consistent with FDA-approved product labeling to pay as little as $5 for a 1-month prescription fill of Taltz. Month is defined as 28-days and up to 3 pens.
Card must be first used by no later than 12/31/2026. Card savings are subject to a maximum monthly savings of wholesale acquisition cost plus usual and
customary pharmacy charges and a separate maximum annual savings of up to $10,600 per calendar year. Card may be used for a maximum of up to

14 prescription fills per calendar year, subject to the previously stated maximum monthly and annual savings limit. Except where prohibited by applicable state
law, Card monthly and annual savings are reduced if Lilly identifies that you are enrolled in a plan or program, sometimes called a maximizer plan, that adjusts
your cost sharing amount to be equal to or include some portion of the savings provided by the Card and attempts to prevent the savings from this Card from
being applied to your out-of-pocket costs, including but not limited to copayments, coinsurances, and deductibles (“Maximizer”). If the Program identifies you
are enrolled in a Maximizer, Card savings are reduced to a maximum monthly savings of up to $25 and a separate maximum annual savings of up to $350 per
calendar year. If you have reason to believe that the Program erroneously identified enrollment in a Maximizer, please call the Taltz Savings Card Program at
1-800-LillyRx (1-800-545-5979). Participation in the Program requires a valid patient HIPAA authorization upon enrollment into the Program. Subject to Lilly
USA, LLC's right to terminate, rescind, revoke, or amend Card eligibility criteria and/or Card terms and conditions which may occur at Lilly’s sole discretion,
without notice, and for any reason. Card expires and savings end on 12/31/2028 or 24 months after you first use the Card, whichever comes first.

For patients with commercial drug insurance who do not have coverage for Taltz: You must have commercial drug insurance that does not cover Taltz and a
prescription for an approved use consistent with FDA-approved product labeling to pay as little as $25 for a 1-month supply of Taltz. Month is defined as
28-days and up to 3 pens. Card savings are subject to a maximum monthly savings of wholesale acquisition cost plus usual and customary pharmacy charges,
up to a maximum of up to 14 prescription fills per calendar year. Card must be first used by no later than 12/31/2026. Participation in the Program requires
submission of a prior authorization (PA) prior to the first prescription fill. If coverage is denied, an appeal must be submitted prior to 5" month prescription fill.
To remain eligible for the Program, a new PA, appeal, or medical exception must be submitted prior to the 13th prescription fill and as required by Lilly at its
sole discretion. Participation in the Program requires a valid patient HIPAA authorization to remain in the Program. Subject to Lilly USA, LLC’s right to terminate,
rescind, revoke, or amend Card eligibility criteria and/or Card terms and conditions, which may occur at Lilly's sole discretion, without notice, and for any
reason. Card expires and savings end on 12/31/2028 or 24 months after you first use the Card, whichever comes first.

Additional Program Terms and Conditions

If you have an insurance plan that is participating in an alternate funding program (“AFP”) that requires you to apply to the Taltz Savings Card Program or
otherwise pursue specialty drug prescription coverage through an alternate funding vendor as a condition of, requirement for, or prerequisite to coverage of
Taltz, you are not eligible for and are prohibited from using the Taltz Savings Card Program. AFPs include programs where coverage, reimbursement, or patient
out of pocket costs for a product in some way vary based on the availability of a manufacturer co-pay program. AFPs may modify, delay, deny, restrict, or
withhold insurance benefits or coverage from patients, or exclude Lilly products from coverage contingent upon a member’s use of Taltz Savings Card Program.
You agree to inform Taltz Savings Card Program if you are or become a member of such an alternative funding program. You are responsible for any applicable
taxes, fees, and any amount that exceeds the applicable monthly or annual maximum Card savings. Monthly and annual maximum savings are set at Lilly's

sole and absolute discretion and may be changed with or without notice at any time for any reason. At its sole discretion and with or without notice, Lilly may
reduce, eliminate, or otherwise modify the Card savings for any reason, including but not limited to if your commercial drug insurance plan imposes additional
requirements which limits or prevents you from receiving coverage for Taltz, only allows partial coverage for Taltz, removes coverage for Taltz and requires you
to utilize the Card, does not provide a material level of financial assistance for the cost of Taltz, or does not apply Card payments to satisfy your co-payment,
deductible, or coinsurance for Taltz. Card savings are not valid for: Massachusetts residents if an AB-rated generic equivalent is available; California residents if
an FDA-approved therapeutic equivalent is available. You must meet the Card eligibility criteria, terms and conditions every time you use the Card. If at any time
you begin receiving drug coverage under any state, federal, or government funded healthcare program, you understand that you will no longer be eligible for
the Taltz Savings Card and agree to call the Taltz Savings Card Program at 1-800-LillyRx (1-800-545-5979) to stop participation. Card activation is required. You
may not seek reimbursement from your health insurance, any third party, or any health savings, flexible spending, or other healthcare reimbursement accounts,
for any amount of the savings received through the Card. By utilizing the Card, you agree that if you are required to do so under the terms of your insurance
coverage for this prescription or are otherwise required to do so by law, you will notify your Insurance Carrier of your redemption of the Card. Card savings
cannot be combined or utilized with any other program, discount, discount card, cash discount card, coupon, incentive, or similar offer involving Taltz. You agree
that this Card savings is intended solely for the benefit of you, the patient, and that the Card benefits are non-transferable. It is prohibited for any person to sell,
purchase, or trade; or to offer to sell, purchase, or trade, or to counterfeit the Card. THIS CARD IS NOT INSURANCE. Lilly has the sole right to interpret and
apply Card eligibility criteria, and terms and conditions. Card eligibility, and terms and conditions may be terminated, rescinded, revoked, or amended by Lilly

at any time without notice and for any reason. Lilly’s sole discretion to terminate, rescind, revoke, or amend Card eligibility and/or Card terms and conditions
includes the right to terminate any individual Card if Lilly determines, in its sole discretion, that a patient does not satisfy the Card’s eligibility criteria or is

using or has attempted to use the Card inconsistently with these terms and conditions. Eligibility criteria, and terms and conditions for the Taltz Savings Card
Program may change from time to time; the most current version can be found at https://www.taltz.lilly.com/savings-support. You may be required to obtain a
new Card, including if any Card terms and conditions have been terminated, rescinded, revoked, or amended by Lilly. Card void where prohibited by law. Subject
to Lilly’s right to terminate, rescind, revoke or amend Card eligibility criteria and/or Card terms and conditions, which may occur at Lilly’s sole discretion, without
notice, and for any reason. Card expires and savings end on 12/31/2028 or 24 months after you first use the Card, whichever comes first.

PP-RC-US-2761 11/2025 ©Lilly USA, LLC 2025. All rights reserved.
Taltz®, its delivery device base, and Lilly Support Services™ are trademarks owned or licensed by Eli Lilly and Company, its subsidiaries, or affiliates.
Other product/company names mentioned herein are the trademarks of their respective owners. °
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		Patient Name First MI Last: 

		Patient DOB MMDDYYYY: 

		Address: 

		City: 

		State: 

		Zip: 

		Gender: Off

		Preferred Language: Off

		Preferred Lan: 

		Email: 

		Phone 0000000000: 

		Preferred Contact: Off

		By checking the box I agree to receive automated marketing calls and texts from and on behalf of Eli Lilly and Company I understand that: Off

		By checking the box I agree to be contacted to provide feedback on my experience with the related products services and programs to share my story: Off

		SECTION 2: INSURANCE INFORMATION: Off

		Primary Prescription Insurance Company: 

		Insurance Phone  0000000000: 

		Cardholder Name: 

		PolicyID: 

		Group: 

		RX BIN: 

		PCN: 

		1 Savings Card Provides eligible commerciallyinsured Patients with options to save on treatment costs: Off

		I confirm that I am NOT enrolled in a governmentfunded healthcare program including without limitation Medicaid Medicare Medicare Part D: Off

		I confirm that I have reviewed and agree to the Terms and Conditions on Page 5 and attest that I am eligible to participate in this program: Off

		2 Sharps Disposal Provides a free Sharps disposal container for Lilly injectable devices: Off

		3 Injection Training Provides stepbystep education from a Registered Nurse on how to appropriately selfinject the medication: Off

		Prescriber Name First Last: 

		NPI: 

		Practice Name: 

		Office Phone 0000000000: 

		Office Fax 0000000000: 

		Office Address: 

		Office City: 

		Office State: 

		Office Zip: 

		Group Tax ID: 

		Office Contact Name: 

		Office Contact Phone 0000000000: 

		Office Contact Email: 

		Collaborating Physician: 

		NPI_2: 

		Name of Patient First MI Last: 

		DOB MMDDYYYY: 

		Patient Address: 

		Patient City: 

		Patient State: 

		Patient Zip: 

		Diagnosis: Off

		SECTION 6: HCP SERVICE SELECTION & PRESCRIPTION: Off

		Specialty Pharmacy where prescription was sent: 

		Specialty Pharmacy Phone Number 0000000000: 

		Device Type: Off

		Dosing: Off

		111: 

		111_2: 

		No previous biologic or systemic agent: Off

		Phototherapy: Off

		Methotrexate: Off

		HUMIRA: Off

		Otezla: Off

		ENBREL: Off

		STELARA: Off

		COSENTYX: Off

		Skyrizi: Off

		Others: Off

		Prior Treatment: 

		By checking this box I confirm that the Patient has provided express consent to be contacted by automated text messaging from Eli Lilly and Company and parties working on their behalf to complete: Off

		Date Signed MMDDYYYY: 

		Printed Name of Patient: 

		Signature Date MMDDYYYY: 

		Patient Date of Birth MMDDYYYY: 

		Dosing 2: Off

		Dosing 3: Off

		Dosing 4: Off

		Dosing 5: Off

		Dosing 6: Off
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Upon completion, submit pages 1-4 via fax to 1-844-344-8108.
M THIS PAGE MUST BE SUBMITTED
SECTION 1: PATIENT AND AUTHORIZED REPRESENTATIVE INFORMATION

[ To prevent delays in getting your Patient started, please complete in full. ltems with * are required to complete enroliment. ]

Patient Name' (First, Ml, Last) Patient DOBf (MM/DD/YYYY)
Gender® I:l M I:l F Patient State of Residence

Authorized Representative NameT (First, MI, Last) DOBt (MM/DD/YYYY)

Relationship to Patient

Addresst City' Statef Zipt

Gender® I:l M I:l F Preferred Language D English I:l Spanish I:l Other Email

Phone'™ (000-000-0000) Preferred Contact: [ | PhoneCall [ ] Text ~ [] Emai

By providing Lilly with your cell phone number and email address with the consent below, you can conveniently receive updates and status changes about your enroliment.
|:| *By checking the box, | agree to receive automated marketing calls and texts from and on behalf of Eli Lilly and Company. | understand that
| am not required to provide my number as a condition of receiving goods and services. Message and data rates may apply.
|:| By checking the box, | agree to be contacted to: provide feedback on my experience with the related products, services, and programs; to share my story;
and, to participate in market and medical research studies about products and services.
HIPAA AUTHORIZATION NEEDED: AUTHORIZED REPRESENTATIVE SIGNATURE REQUIRED AT BOTTOM OF PAGE 4 FOR ENROLLMENT

SECTION 2: INSURANCE INFORMATION

Must select one of the followingt:
Provide Information Below (if this box is checked, then the information below is required)

D Copy of Policyholder’s Insurance Card (Front and Back) Is Attached
D No Insurance Coverage

Primary Prescription Insurance Company

Insurance Phone # (000-000-0000) Cardholder Name
Policy/ID Group #
RX BIN PCN

SECTION 3: SERVICE SELECTION

Please select which options you would like to enroll in by checking the corresponding checkboxes below. By enrolling in any of these services below,
you are agreeing to the Terms of Participation and consenting to the collection of your information, inclusive of health information as described in our
Privacy Notice.

D 1. Savings Card: Provides eligible, commercially-insured Patients with options to save on treatment costs
SAVINGS CARD ELIGIBILITY (must confirm the below statements)

D | confirm that | am NOT enrolled in a government-funded healthcare program, including without limitation, Medicaid, Medicare, Medicare Part D,
Medicare Advantage, Medigap, DoD, VA, TRICARE®/CHAMPUS, or any state prescription drug assistance program

D | confirm that | have reviewed and agree to the Terms and Conditions on Page 5 and attest that | am eligible to participate in this program
D 2. Sharps Disposal: Provides a free Sharps disposal container for Lilly injectable devices
D 3. Injection Training: Provides step-by-step education from a Registered Nurse on how to appropriately self-inject the medication

TERMS OF PARTICIPATION AND PROGRAM DISCLOSURES:

Your healthcare provider has talked with you about using Taltz®, an Eli Lilly and Company medicine. Lilly Support Services™ for Taltz® offers personalized support to Patients

at no charge and was created to help you have a positive experience as you get started with and use this medicine. By checking the corresponding optional boxes above, you
consent to your enrollment into Lilly Support Services™ for Taltz®. As part of your participation in Lilly Support Services™ for Taltz®, you understand and authorize Lilly USA, LLC
to retain and use your personal information for the purposes described in this form. Eli Lilly and Company, Lilly USA, LLC and its affiliates, agents, representatives, and service
providers (together “Lilly”) may use, disclose, and/or transfer the personal information you supply to provide services related to your condition and treatment to administer the
program. The Lilly Support Services™ for Taltz® Support team can contact you by email, mail or telephone to provide personalized services and information and materials directly
related to your condition and therapy; responding to customer service requests and/or questions about your treatment; disclosing your enroliments and use of these services to
your doctors and insurers; analyzing and/or measuring program performance and program effectiveness for future enhancements; and other activities related to your condition
and therapy that are part of Lilly Support Services™ for Taltz®. Your personal information, including information that may be related to your health, is needed to fulfill your
request. To cancel your participation in the program, please contact us at 1-800-LillyRx (1-800-545-5979) Monday-Friday, 8am -10pm ET. For information about Lilly's privacy
practices, please see our Privacy Statement at https://privacynotice.lilly.com and the Consumer Health Privacy Notice at https://www.lillyhub.com/legal/lillyusa/CHPN.html.
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SECTION 4: PRESCRIBER INFORMATION

Prescriber Name (First, Last)t NPI #1

Practice Name' Office Phone’ (000-000-0000)

Office Fax' (000-000-0000) Office Address?

Office City' Office Statef ___ Office Zip' Group Tax ID

Office Contact Name Office Contact Phone (000-000-0000)

Office Contact Email

Collaborating Physician NPI
SECTION 5: DIAGNOSIS

Name of Patient® (First, MI, Last) DOBT (MM/DD/YYYY)

Patient Address’ Patient City® Patient State’ Patient Zip'

Diagnosis':

I:I L40.0 Plaque Psoriasis

SECTION 6: HCP SERVICE SELECTION & PRESCRIPTION
Benefits Investigation Support (SELECT ONE)*

I:I Lilly Conducted Benefits Investigation—IF CHECKED, MUST FILL OUT I:l Specialty Pharmacy Conducted Benefits Investigation—
PRESCRIPTION SECTION BELOW. IF CHECKED, MUST COMPLETE FIELDS BELOW.
Lilly Support Services™ for Taltz® will research the Patient’s insurance and in-network OR Specialty Pharmacy where prescription was sent

Specialty Pharmacy options to help identify the lowest out-of-pocket cost available

for Taltz® and will forward the prescription to the Specialty Pharmacy that the Patient
selects. A Lilly Support Services™ for Taltz® representative will help triage and Specialty Pharmacy Phone Number (000-000-0000)
troubleshoot access issues on the Patient’s behalf.

Taltz® Pediatric Prescription — Fill out corresponding prescription below and sign at the bottom of page

Dosing for Plaque Psoriasis (ICD-10 L40.0), based on Patient weight

WEIGHT DEVICE TYPE DOSING QUANTITY DAY SUPPLY REFILLS
Select ONE: Starting Dose: 2 x 80 h (160 mg total)
] ) o arting Dose: 2 x 80 mg eac mg tota ;
If > 50 kg I:I Prefilled syringe (80 mg/mL) ImL inj D subcutaneous injection on Day 1 2 pens/syringes 28 0
110 1b ) (1-11)
( s D Auto Injector (80 mg/mL) ImL inj D Maintenance Dose: 1 x 80 mg subcutaneous 1 pen/syringe 28
injection every 4 weeks (thereafter)
If 25 kg Prefilled syringe (80 mg/mL) 1mL inj Starting Dose: 1 x 80 mg subcutaneous injection Day 1 1 syringe 28 0
(55 Ibs) yringe (80 mg/mL) j
to 50 kg Prefilled syringe (40 mg/0.5 mL) 0.5 mL inj Maintenance Dose: 1 x 40 mg subcutaneous 1 syringe 8 (1-11)
(110Ibs) D injection every 4 weeks (thereafter) yring
If < 25 kg Prefilled syringe (40 mg/0.5 mL) 0.5 mL inj D Starting Dose: 1 x 40 mg subcutaneous injection Day 1 1 syringe 28 0
] ) o (1-11)
(95 Ibs) Prefilled syringe (20 mg/0.25 mL) 0.25 mL inj D Maintenance Dose: 1 x 20 mg subcutaneous injection every 1 syringe 28
4 weeks (thereafter)

Prior Treatment Failures, Contraindications, Intolerances, or Allergies (select all that apply) D No previous biologic or systemic agent

[] Prototherapy [ ] EnBReLe [] steLARA® [[] Other(s)

By signing below, | certify: 1) The therapy is medically necessary and that this information is accurate to the best of my knowledge; 2) | am disclosing this information to Eli Lilly and Company, Lilly USA, LLC, their
affiliates, agents, representatives, business partners, and service providers (together “Lilly”) to help enable treatment for this Patient; 3) The Patient is aware of, has consented to, and has directed my disclosure
of their information to Lilly so that Lilly may contact the Patient to further enable services for those purposes and that such consent and direction applies to disclosures made through the duration of the Patient’s
therapy; 4) | will not seek reimbursement from any third party for the support Lilly provides; and 5) | am licensed to prescribe the prescription medication identified in this form, the prescription complies with my
state specific prescribing requirements and | appoint Lilly as my agent for the limited purposes of conveying this prescription by facsimile only to the dispensing pharmacy. | understand that by signing this form, |
am requesting support from Eli Lilly and Company for Patients receiving Taltz® pursuant to an FDA approved indication. PRESCRIBER SIGNATURE: PRESCRIBER MUST MANUALLY SIGN AND DATE. Rubber
stamps, signature by other office personnel for the Prescriber, and computer-generated signatures will not be accepted.

By checking this box, | confirm that the Patient has provided express consent to be contacted by automated text messaging from Eli Lilly and Company, and parties working on their behalf, to complete
enrollment in the Patient Support Program.

-i Dispense as writtent May substitute/brand exchange permitted Date Signedt (MM/DD/YYYY)

Not signing this form will result in an incomplete submission and a delay in requested services
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[ HIPAA AUTHORIZATION }
M THIS PAGE MUST BE SUBMITTED

You have selected Eli Lilly and Company (“Lilly”) to coordinate certain services related to your
health and to provide information related to your health (Lilly’s “Programs and Services”). In
order for Lilly to offer the Programs and Services, Lilly may need to obtain or exchange your
protected health information (“PHI") as defined under the Health Insurance Portability and
Accountability Act of 1996, as amended (“HIPAA”) from your Health Care Entities (as defined
below). PHI can be inclusive of “sensitive data” as defined by applicable U.S. privacy laws.
After your PHI has been released to Lilly, it is no longer covered by HIPAA. By signing this
form, you understand and authorize your Health Care Entities to share your PHI with Lilly and
use as explained below.

PHI includes the following individually If you agree, your PHI may be collected
identifiable information: from and shared by these entities (together
e Information about your health insurance “Health Care Entities”):
or benefits, including how much coverage ¢ Your doctors and other healthcare providers
you have e Your healthcare plan or health
e All relevant records about your treatment, insurance company
including medication histories e Clearinghouses or other agents
and prescriptions e Your pharmacy
* Information about your payment for e Others who might have your PHI on behalf
treatment, including any insurance coverage of your healthcare providers, pharmacies
e Whether you're staying on your medicine and healthcare plans

or treatment

How Your PHI Will Be Used

Your PHI will be used to enroll you in, provide you with, and operate and administer the
Programs and Services, consistent with Lilly’s Privacy Statement and Consumer Health Privacy
Notice, including to:

e understand how much of your Lilly treatment is covered by your insurance

e help you find ways to afford such treatment

e track the shipment, receipt, and use of your Lilly treatment and Programs and Services

e share information with your Health Care Entities and communicate with them regarding
Lilly Programs and Services

e contact you about Lilly Programs and Services related to your health needs

e measure Lilly Programs and Services’ performance in order to make improvements and drive
business decisions and metrics

e de-identify your data for analytics including reports about Health Care Entities’ use of
Lilly Programs and Services.
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[ HIPAA AUTHORIZATION } M THIS PAGE MUST BE SUBMITTED

Other things you should know about how we may use and share your PHI:

We do not ask for any PHI that we do not need, but we may receive some in the health records
sent to us. Your PHI will be released to Lilly and its wholly owned subsidiaries (“Lilly” or “we”)
and/or entities or persons that work on behalf of, or in partnership with, Lilly but are not Lilly
employees (“Third Parties”).

e You don’t have to give permission to share your PHI with Lilly to receive treatment from your
Health Care Entities, your prescription from your pharmacy, or benefits from your healthcare
plan, but Lilly Programs and Services may not be able to help you without your Authorization.

e Your Health Care Entities may receive compensation from us in exchange for sharing your PHI.

They may also be paid by us to use your PHI to provide services, such as contacting you about
Lilly products.

e Your signed authorization to share and use your PHI lasts for the duration of your participation
in Lilly Programs and Services from the date of your signature or earlier as required by state
law. In any case, you may revoke this Authorization for Lilly Programs and Services and
you may request to obtain PHI from your Health Care Entities at any time by writing to
PO Box 221349, Charlotte, NC 28222. Your revocation of this Authorization will not have
any effect on any uses or disclosures of your PHI that occurred prior to Lilly’s receipt
of your revocation.

e Your revocation of this Authorization will be effective when your Health Care Entities
receive notice of your cancellation or revocation and will not apply to any information
shared with Lilly prior to receipt of the notice.

AUTHORIZATION TO USE AND DISCLOSE PROTECTED HEALTH INFORMATION: | authorize
my Health Care Entities to disclose my PHI and sensitive data for the purposes as described in
this HIPAA Authorization. This HIPAA Authorization replaces any prior HIPAA Authorizations that
| may have provided at a specific program level.

By signing this form, | attest that | have read and agree to the Patient HIPAA Authorization.

By signing this Authorization, | represent that | am the Authorized Representative for the
Pediatric Patient. | understand | am entitled to a copy of this signed Authorization.

SIGN and DATE

Signature of Authorized Representative’
Not signing this form will result in an incomplete submission and a delay in requested services

Printed Name of Authorized Representative

Signature Date’ (MM/DD/YYYY)

Authorized Representative Date of Birth (MM/DD/YYYY)
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Taltz® (ixekizumab) Pediatric For assistance, call
ENROLLMENT FORM 1-800-LillyRx (1-800-545-5979),

Monday-Friday, 8am-10pm ET.
PUBLISHED 11/2025

A Support
Services™
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( SAVINGS CARD TERMS AND CONDITIONS )

By enrolling in the Taltz Savings Card Program (“Program”) and using the Taltz Savings Card (“Card”), you attest that you meet the eligibility criteria, agree
to, and will comply with the terms and conditions described below:

Card Eligibility:

(1) You have been prescribed Taltz® (ixekizumab) for an approved use consistent with FDA approved product labeling;

2) You are enrolled in a commercial drug insurance plan;

(3) You are not enrolled in any state, federal, or government funded healthcare program, including, without limitation
Medicaid, Medicare, Medicare Part D, Medicare Advantage, Medigap, DoD, VA, TRICARE®/CHAMPUS, or any state
prescription drug assistance program;

(4.) You are a resident of the United States or Puerto Rico; and

(5. You are 18 years of age or older.

Card Terms and Conditions:

For patients with commercial drug insurance coverage for Taltz: You must have commercial drug insurance that covers Taltz and a prescription for an approved
use consistent with FDA-approved product labeling to pay as little as $5 for a 1-month prescription fill of Taltz. Month is defined as 28-days and up to 3 pens.
Card must be first used by no later than 12/31/2026. Card savings are subject to a maximum monthly savings of wholesale acquisition cost plus usual and
customary pharmacy charges and a separate maximum annual savings of up to $10,600 per calendar year. Card may be used for a maximum of up to

14 prescription fills per calendar year, subject to the previously stated maximum monthly and annual savings limit. Except where prohibited by applicable state
law, Card monthly and annual savings are reduced if Lilly identifies that you are enrolled in a plan or program, sometimes called a maximizer plan, that adjusts
your cost sharing amount to be equal to or include some portion of the savings provided by the Card and attempts to prevent the savings from this Card from
being applied to your out-of-pocket costs, including but not limited to copayments, coinsurances, and deductibles (“Maximizer”). If the Program identifies you
are enrolled in a Maximizer, Card savings are reduced to a maximum monthly savings of up to $25 and a separate maximum annual savings of up to $350 per
calendar year. If you have reason to believe that the Program erroneously identified enrollment in a Maximizer, please call the Taltz Savings Card Program at
1-800-LillyRx (1-800-545-5979). Participation in the Program requires a valid patient HIPAA authorization upon enrollment into the Program. Subject to Lilly
USA, LLC's right to terminate, rescind, revoke, or amend Card eligibility criteria and/or Card terms and conditions which may occur at Lilly’s sole discretion,
without notice, and for any reason. Card expires and savings end on 12/31/2028 or 24 months after you first use the Card, whichever comes first.

For patients with commercial drug insurance who do not have coverage for Taltz: You must have commercial drug insurance that does not cover Taltz and a
prescription for an approved use consistent with FDA-approved product labeling to pay as little as $25 for a 1-month supply of Taltz. Month is defined as
28-days and up to 3 pens. Card savings are subject to a maximum monthly savings of wholesale acquisition cost plus usual and customary pharmacy charges,
up to a maximum of up to 14 prescription fills per calendar year. Card must be first used by no later than 12/31/2026. Participation in the Program requires
submission of a prior authorization (PA) prior to the first prescription fill. If coverage is denied, an appeal must be submitted prior to 5" month prescription fill.
To remain eligible for the Program, a new PA, appeal, or medical exception must be submitted prior to the 13th prescription fill and as required by Lilly at its
sole discretion. Participation in the Program requires a valid patient HIPAA authorization to remain in the Program. Subject to Lilly USA, LLC’s right to terminate,
rescind, revoke, or amend Card eligibility criteria and/or Card terms and conditions, which may occur at Lilly's sole discretion, without notice, and for any
reason. Card expires and savings end on 12/31/2028 or 24 months after you first use the Card, whichever comes first.

Additional Program Terms and Conditions

If you have an insurance plan that is participating in an alternate funding program (“AFP”) that requires you to apply to the Taltz Savings Card Program or
otherwise pursue specialty drug prescription coverage through an alternate funding vendor as a condition of, requirement for, or prerequisite to coverage of
Taltz, you are not eligible for and are prohibited from using the Taltz Savings Card Program. AFPs include programs where coverage, reimbursement, or patient
out of pocket costs for a product in some way vary based on the availability of a manufacturer co-pay program. AFPs may modify, delay, deny, restrict, or
withhold insurance benefits or coverage from patients, or exclude Lilly products from coverage contingent upon a member’s use of Taltz Savings Card Program.
You agree to inform Taltz Savings Card Program if you are or become a member of such an alternative funding program. You are responsible for any applicable
taxes, fees, and any amount that exceeds the applicable monthly or annual maximum Card savings. Monthly and annual maximum savings are set at Lilly's

sole and absolute discretion and may be changed with or without notice at any time for any reason. At its sole discretion and with or without notice, Lilly may
reduce, eliminate, or otherwise modify the Card savings for any reason, including but not limited to if your commercial drug insurance plan imposes additional
requirements which limits or prevents you from receiving coverage for Taltz, only allows partial coverage for Taltz, removes coverage for Taltz and requires you
to utilize the Card, does not provide a material level of financial assistance for the cost of Taltz, or does not apply Card payments to satisfy your co-payment,
deductible, or coinsurance for Taltz. Card savings are not valid for: Massachusetts residents if an AB-rated generic equivalent is available; California residents if
an FDA-approved therapeutic equivalent is available. You must meet the Card eligibility criteria, terms and conditions every time you use the Card. If at any time
you begin receiving drug coverage under any state, federal, or government funded healthcare program, you understand that you will no longer be eligible for
the Taltz Savings Card and agree to call the Taltz Savings Card Program at 1-800-LillyRx (1-800-545-5979) to stop participation. Card activation is required. You
may not seek reimbursement from your health insurance, any third party, or any health savings, flexible spending, or other healthcare reimbursement accounts,
for any amount of the savings received through the Card. By utilizing the Card, you agree that if you are required to do so under the terms of your insurance
coverage for this prescription or are otherwise required to do so by law, you will notify your Insurance Carrier of your redemption of the Card. Card savings
cannot be combined or utilized with any other program, discount, discount card, cash discount card, coupon, incentive, or similar offer involving Taltz. You agree
that this Card savings is intended solely for the benefit of you, the patient, and that the Card benefits are non-transferable. It is prohibited for any person to sell,
purchase, or trade; or to offer to sell, purchase, or trade, or to counterfeit the Card. THIS CARD IS NOT INSURANCE. Lilly has the sole right to interpret and
apply Card eligibility criteria, and terms and conditions. Card eligibility, and terms and conditions may be terminated, rescinded, revoked, or amended by Lilly

at any time without notice and for any reason. Lilly’s sole discretion to terminate, rescind, revoke, or amend Card eligibility and/or Card terms and conditions
includes the right to terminate any individual Card if Lilly determines, in its sole discretion, that a patient does not satisfy the Card’s eligibility criteria or is

using or has attempted to use the Card inconsistently with these terms and conditions. Eligibility criteria, and terms and conditions for the Taltz Savings Card
Program may change from time to time; the most current version can be found at https://www.taltz.lilly.com/savings-support. You may be required to obtain a
new Card, including if any Card terms and conditions have been terminated, rescinded, revoked, or amended by Lilly. Card void where prohibited by law. Subject
to Lilly’s right to terminate, rescind, revoke or amend Card eligibility criteria and/or Card terms and conditions, which may occur at Lilly’s sole discretion, without
notice, and for any reason. Card expires and savings end on 12/31/2028 or 24 months after you first use the Card, whichever comes first.

PP-RC-US-2763 11/2025 ©Lilly USA, LLC 2025. All rights reserved.
Taltz®, its delivery device base, and Lilly Support Services™ are trademarks owned or licensed by Eli Lilly and Company, its subsidiaries, or affiliates.
Other product/company names mentioned herein are the trademarks of their respective owners. °
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		Patient Name First MI Last: 

		Patient DOB MMDDYYYY: 

		Gender: Off

		Patient State of Residence: 

		Authorized Representative Name First MI Last: 

		DOB MMDDYYYY: 

		Relationship to Patient: 

		Address: 

		City: 

		State: 

		Zip: 

		Gender_2: Off

		Preferred Language: Off

		Other: 

		Email: 

		Phone 0000000000: 

		Preferred Contact: Off

		By checking the box I agree to receive automated marketing calls and texts from and on behalf of Eli Lilly and Company I understand that: Off

		By checking the box I agree to be contacted to provide feedback on my experience with the related products services and programs to share my story: Off

		Section 2 Insurance Information: Off

		Primary Prescription Insurance Company: 

		Insurance Phone  0000000000: 

		Cardholder Name: 

		PolicyID: 

		Group: 

		RX BIN: 

		PCN: 

		1 Savings Card Provides eligible commerciallyinsured Patients with options to save on treatment costs: Off

		I confirm that I am NOT enrolled in a governmentfunded healthcare program including without limitation Medicaid Medicare Medicare Part D: Off

		I confirm that I have reviewed and agree to the Terms and Conditions on Page 5 and attest that I am eligible to participate in this program: Off

		2 Sharps Disposal Provides a free Sharps disposal container for Lilly injectable devices: Off

		3 Injection Training Provides stepbystep education from a Registered Nurse on how to appropriately selfinject the medication: Off

		Prescriber Name First Last: 

		NPI: 

		Practice Name: 

		Office Phone 0000000000: 

		Office Fax 0000000000: 

		Office Address: 

		Office City: 

		Office State: 

		Office Zip: 

		Group Tax ID: 

		Office Contact Name: 

		Office Contact Phone 0000000000: 

		Office Contact Email: 

		Collaborating Physician: 

		NPI_2: 

		Name of Patient First MI Last: 

		DOB MMDDYYYY_2: 

		Patient Address: 

		Patient City: 

		Patient State: 

		Patient Zip: 

		L400 Plaque Psoriasis: Off

		Benefitts Investigation: Off

		Specialty Pharmacy where prescription was sent: 

		Specialty Pharmacy Phone Number 0000000000: 

		Device Type: Off

		Dosing: Off

		111: 

		111_2: 

		111_3: 

		No previous biologic or systemic agent: Off

		Phototherapy: Off

		ENBREL: Off

		STELARA: Off

		Others: Off

		undefined_8: 

		By checking this box I confirm that the Patient has provided express consent to be contacted by automated text messaging from Eli Lilly and Company and parties working on their behalf to complete: Off

		Date Signed MMDDYYYY: 

		Printed Name of Authorized Representative: 

		Signature Date MMDDYYYY: 

		Authorized Representative Date of Birth MMDDYYYY: 

		Dosing 1: Off

		Dosing 3: Off

		Dosing 4: Off

		Dosing 5: Off

		Dosing 6: Off






_ Rheumatology and Dermatology UPDATE
Trermfva wit @ Tremfya s
remfya with Ve~ (quselkumab)y Patient Enrollment Form

Complete and fax this form to 844-322-9402. All fields are required unless marked optional. Please see Consents and Certifications on page 2 for full details.
For assistance, prescribers can call 844-4withMe (844-494-8463), Monday-Friday, 8:00 amM—8:00 pmET.

'V TO BE COMPLETED BY PATIENT AND PROVIDER V¥

1. Patient Contact Information

FIRST NAME LAST NAME DATE OF BIRTH
ADDRESS CITY STATE ZIP CODE SEX [ MALE [ FEMALE
PHONE (one required): HOME MOBILE EMAIL (optional)

2. Patient Consents

CONSENT TO PROCESS MY SENSITIVE PERSONAL INFORMATION: Through my submission of this TREMFYA withMe Patient Enrollment Form, | consent to the collection, use, and disclosure of my sensitive personal
information, including health data, for the purposes described in this form and as described in Johnson & Johnson's Privacy Statement. My consent is required to process sensitive personal information under
certain privacy laws, and | have the right to withdraw my consent at any time by visiting “Privacy Request Form,” accessible via the Privacy Statement.

[ TEXT MESSAGE CONSENT (OPTIONAL): | consent to receive automated and recurring messages from Johnson & Johnson to the mobile number provided above. Message and data rates may apply.
Message frequency varies. | understand that | am not required to consent as a condition of participating in TREMFYA withMe, purchasing any goods or services, or receiving any other communications
I have selected. | can reply HELP for help. | can reply STOP to opt out at any time.

[ MARKETING CONSENT (OPTIONAL): | consent to receive communications via mail, email, and telephone from Johnson & Johnson regarding its products, programs, services, scientific research and other
research opportunities, and for online targeted advertising, as further described in Johnson & Johnson's Privacy Statement.

Please see Patient Consents and Certifications on page 2 for full details.

3. Insurance Information

Provide a copy of the front and back of insurance card(s). (If providing copy of insurance card(s), skip to section 4. Clinical Information.)
[0 The patient has no insurance.

Medical Insurance POLICY # GROUP #
Pharmacy Insurance PCN # GrpRX #
POLICY # CARD/BIN #

V¥V TO BE COMPLETED BY PROVIDER V¥

4, Clinical Information

TREMFYA—DIAGNOSIS SELECTONE: [ L40.0 Psoriasis [ L40.50 Active Psoriatic Arthritis ] Other ICD-10 Code

PATIENT WEIGHT (Required for patients under age 18) kg

PRIOR MEDICINES (optional)

5. Prescriber Information

PRESCRIBER NAME (First, Last)

OFFICE CONTACT (optional)

PRACTICE NAME NPI # TAX D # (optional)
ADDRESS CIty STATE ZIP CODE
EMAIL PHONE FAX

6. Prescription Information
Rx DIRECTIONS
[0 TREMFYA One-Press 100 mg/mL (NDC: 57894-640-11) [0 TREMFYA Prefilled Syringe 100 mg/mL (NDC: 57894-640-01) [0 TREMFYA PEN 100 mg/mL (NDC: 57894-640-06)
STARTER DOSES (for adults and pediatric patients 6 years of age and older who also weigh at least 40 kg with moderate to severe plaque psoriasis or active psoriatic arthritis):
Inject 100 mg/mLSC at CJWeek0 and [OWeek 4
MAINTENANCE THERAPY (for adults and pediatric patients 6 years of age and older who also weigh at least 40 kg with moderate to severe plaque psoriasis or active psoriatic arthritis):

[ Inject 100 mg/mL SC every 8 weeks  Refills #

PRESCRIBER SIGNATURE(S) (NO STAMPS ALLOWED) REQUIRED TO VALIDATE PRESCRIPTION: | certify that therapy with TREMFYA is medically necessary for this patient. | will be supervising the patient’s
treatment accordingly, and | have reviewed the current TREMFYA Prescribing Information. By signing below, | authorize the Pharmacy, its affiliates, agents, and contractors to act on my behalf for the
limited purposes of transmitting this prescription, by any means allowed under applicable law, to the appropriate pharmacy.

TREMFYA Support Program Prescription

By submitting this prescription, | understand the Program will check the patient’s eligibility for and may enroll the patient in certain support programs based on the results of the benefits investigation with
patient consent. If the patient is eligible for support programs, | certify that | agree to the programs' requirements and will take the necessary actions described in the requirements for the patient. | understand
that once the prescription is approved, it will triage to the appropriate pharmacy. See program descriptions, program links, and Prescriber Certifications on page 2.

(Dispense as written) DATE
Please see the full Prescribing Information and Medication Guide for TREMFYA. m
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https://www.jnj.com/privacy-center/en-us/privacy-statement

https://www.jnj.com/privacy-center/en-us/privacy-statement

https://www.jnjlabels.com/package-insert/product-monograph/prescribing-information/TREMFYA-pi.pdf

https://www.jnjlabels.com/package-insert/product-patient-information/TREMFYA-medication-guide.pdf



Johnson&dJohnson

Please provide this Consents and Certifications page to your patient or the caregiver of your pediatric patient

Patient Consents and Certifications

Enrolling in TREMFYA withMe. | am enrolling in TREMFYA withMe (the “Program”), and | authorize Johnson & Johnson Health Care Systems Inc., its affiliated companies,
including Patient Service Center LLC, and its vendors, agents, and representatives (collectively, “Johnson & Johnson”) to provide me support under the Program.
Such support may include:

(i) Access and Affordability Support: The Program will help you understand your insurance coverage, cost support options, and support offerings like the
TREMFYA withMe Savings Program. To learn more, visit TREMFYAwithMeSavings.com.

(i) TREMFYA withMe Nurse Guide Outreach: The Program provides eligible patients age 18 and older and caregivers of eligible pediatric patients with a dedicated Nurse
Guide for support at no cost, including injection support. Nurse Guides do not provide medical advice. Please ask your doctor any questions you might have about
your disease and treatment.

(iii) TREMFYA withMe Access Program: If patient's commercial insurance coverage for TREMFYA (guselkumab) has been delayed or denied, eligible patients can receive
medicine at no cost for up to 3 years or until their insurance covers the medicine. To learn more, visit TREMFYAwithMeAccess.com.

(iv) TREMFYA withMe Trial Offer: Eligible patients may be able to receive their first subcutaneous dose at no cost to try and experience TREMFYA. At the conclusion of the
trial, the patient and their provider decide whether to continue treatment. To learn more, visit TREMFYAwithMeTrial.com.

Verification of Eligibility. If applicable, | authorize Johnson & Johnson to verify my eligibility for the Program, and | understand that such verification may include contacting
me or my healthcare provider for additional information and/or reviewing additional insurance, medical information, and/or financial information. | understand that eligibility
for participation in support offerings will be verified periodically.

Conditions of Participation. If | receive medicine at no cost from the TREMFYA withMe Trial Offer or the TREMFYA withMe Access Program, or participate in the
TREMFYA withMe Savings Program, | certify that | will not submit any costs paid by the Program as a claim for payment to any health plan, foundation, flexible spending
account, or healthcare savings account. | agree to notify the Program if my insurance changes. Additionally, | understand that the Program may be changed
or discontinued without notice.

Use of Personal Information. | understand that my personal health data or the patient's (if pediatric patient), contact information, and other identifying information shared
by me, my/the patient's healthcare provider, or others with Johnson & Johnson is collected to administer the Program, as explained in Johnson & Johnson's Privacy Statement
and, if applicable, its affiliated, noncommercial dispensing pharmacy, Access Therapy Center ("Pharmacy”), in accordance with its Notice of Privacy Practices.

I understand my consent is needed for processing sensitive personal data under certain privacy laws, and | can withdraw my consent anytime by completing the Privacy
Request Form found in the Privacy Statement.

Depending on where | live, | may have rights regarding my information privacy, including requesting access to or deletion of my/the patient's personal information. California
residents have specific privacy rights detailed in Johnson & Johnson's California privacy notice.

| understand Johnson & Johnson might not be required to fulfill my requests in certain situations. To exercise these rights, | can contact Johnson & Johnson at
1-800-526-7736 or complete the Privacy Request Form in the Privacy Statement.

Communications. | authorize Johnson & Johnson to communicate with me by mail, email, telephone (including cell phone) and, if | indicate my agreement and consent in
Section 2 on page 1, by text message (automated and recurring) at the address, email address, phone number, and mobile telephone number(s) provided in
Section 1on page 1. | agree to notify Johnson & Johnson promptly if any of my contact information changes in the future. | understand and acknowledge that communications
via mail, email, and telephone may include information about the Program, including refill reminders and Rx notifications and, if | indicate my agreement and consent in
Section 2, information about TREMFYA, disease state and products, promotions, services, research studies, educational and adherence materials, and to seek my opinion
about such information and topics, including market research and disease-related surveys. | understand and acknowledge that communications via text message may
include information about the Program, including refill reminders and Rx notifications. | understand that | may opt out of receiving future communications at any time by
notifying Johnson & Johnson or by following the instructions provided. | understand that if | opt in to receive text messages, the frequency of these messages may vary.
| understand that | may opt out of receiving future text messages at any time by replying “STOP,"” and that | can get help for text messages at any time by replying "HELP"
for assistance. Message and data rates may apply. For terms and conditions, please click here. | understand and acknowledge that my personal information, including
my/the patient's health information, may be used or disclosed as part of the communications, including in any voicemails. Communications transmitted via unencrypted
email or text message over an open network may be inherently unsecured, and there is no assurance of confidentiality for information communicated in this manner. Further,
emails and text messages have inherent privacy risks, especially when access to computers or mobile devices is not password protected.
Nevertheless, | want Johnson & Johnson to communicate with me via email and/or text message as detailed herein. Lastly, | understand that my consent to receive the
communications is not required as a condition of participating in the Program, purchasing any goods or services, or receiving any other selected communications from
Johnson & Johnson.

Prescriber Certifications

By submitting the Patient Enroliment Form, | certify that: The person named on the form is my patient; the information provided therein is, to the best of my knowledge,
current, complete, and accurate; TREMFYA is medically necessary for this patient; | have prescribed TREMFYA to the patient; the decision to prescribe TREMFYA was based
solely on my independent medical judgment; and | am authorized under state law to prescribe TREMFYA, have reviewed and signed the prescription, and have otherwise
lawfully complied with prescribing requirements under applicable laws and regulations. | will be supervising the patient's treatment, and | have reviewed the current TREMFYA
prescribing information. Further, | certify that | have reviewed this form with my patient, and that the patient would like to be screened for eligibility for TREMFYA withMe (the
“Program”) support offerings and the Johnson & Johnson Patient Assistance Program, and enrolled, as applicable, in such support if eligible.

I understand that my patient's information provided to Johnson & Johnson is for the use of the Program solely to verify my patient’s insurance coverage; to facilitate the
filling of my patient's prescription; to assess my patient’s eligibility for the Program offerings and other support programs; and to otherwise administer the Program for the
patient. | certify that | am disclosing the patient's protected health information (“PHI") on this form to the Program for treatment, payment, or healthcare operations purposes,
in accordance with the requirements under the Health Insurance Portability and Accountability Act of 1996 and its implementing regulations, as amended ("HIPAA"). Additionally,
| certify that | have obtained the patient's written consent or authorization in accordance with applicable state and federal law, including HIPAA, to provide the PHI on this
form to the Program for the purposes set forth here.

| authorize the Program to conduct a benefits investigation for my patient and to act on my behalf for the limited purpose of transmitting this prescription to the appropriate
pharmacy based on the results of that benefits investigation. If coverage is available, the Program is authorized to transmit this prescription to a commercial pharmacy
based on the patient's health plan requirements unless patient expresses a preference for a different pharmacy. If coverage is not available and the patient qualifies for
and enrolls in either the TREMFYA withMe Access Program or the Johnson & Johnson Patient Assistance Program to receive product at no cost, the Program is authorized
to transmit this prescription to a pharmacy that dispenses product at no cost under those programs. | also understand that no request for reimbursement for product at
no cost may be submitted to any payer, including Medicare and Medicaid, and that no product at no cost may be sold, traded, or distributed for sale. | consent to
Johnson & Johnson contacting me by fax, mail, or email to provide additional information about TREMFYA or the Program. | understand that the Program may revise, change,
or terminate any program offerings or resources at any time without notice to me.

Johnson & Johnson Patient Assistance Program

Patient assistance from Johnson & Johnson is available if your patient is uninsured or has commercial, employer-sponsored, or government coverage that does not fully
meet their needs. Your patient may be eligible to receive their medicine from J&J at no cost for up to one year if they meet the eligibility and income requirements for the
Johnson & Johnson Patient Assistance Program. See terms and conditions at PatientAssistance.com/IMM.

Patients who are being enrolled in the Johnson & Johnson Patient Assistance Program must submit a Patient Consent Form. This required form can be submitted electronically

and signed by the patient online at JJPatientAssistance.com/Consent.

To complete enrollment, a prescription is required. Please complete Section é on page 1.

Please see the full Prescribing Information and Medication Guide for TREMFYA.
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https://asset.jnjwithme.com/document/TREMFYA-withMe_Savings-Program-Web-Flashcard.pdf

https://asset.jnjwithme.com/document/tremfya-withme-hcp-access-program-requirements.pdf

https://asset.jnjwithme.com/document/tremfya-withme-trial-offer.pdf

https://www.jnj.com/privacy-center/en-us/privacy-statement

https://www.jnjwithme.com/patient/psc-atc-privacy/

https://www.jnjwithme.com/patient/psc-atc-privacy/

https://www.account1.jnjwithme.com/resource/1716902197000/Immunology_Medications_English

https://www.portal.jnjwithme.com/JJPatientConsent

https://www.jnjlabels.com/package-insert/product-monograph/prescribing-information/TREMFYA-pi.pdf

https://www.jnjlabels.com/package-insert/product-patient-information/TREMFYA-medication-guide.pdf
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