AZZME.

AstraZeneca Preseriplion Siings Program

AZ&Me Specialty & Rare Disease Medicare Enrolilment Form

@ SPECIALTY AND RARE DISEASE MEDICARE PATIENTS MUST COMPLETE THIS FORM TO FINALIZE THEIR ENROLLMENT (Form AZMESRDMRF
Vip1)

. All new and re-enrolling Specialty & Rare Disease Medicare patients who meet program eligibility requirements and have been Conditionally Approved
must complete this form to provide proof of denial or fund closure from three (3) Independent Non-profit Organizations (INOs) and finalize their
program enrollment

. If the Conditionally Approved Specialty or Rare Disease Medicare patient has obtained a grant from an INO and NO LONGER requires assistance from
AZ&Me, the patient or their prescriber should withdraw from the program on the AZ&Me Website (www.AZandMe.com), download the AZ&Me Program
Withdrawal Form available on the AZ&Me website, or call the program for assistance with the withdrawal process

. Completed AZ&Me Withdrawal Forms can be uploaded on the AZ&Me website or faxed to 1-877-239-0867

@ PATIENT INFORMATION (*Required Fields are marked with an asterisk)

AZ&Me ID: (If you don’t have the patient’s AZ&Me ID, please provide the patient’s address and phone number below)
Patient First Name*: Patient Last Name*: Patient Date of Birth*:

Address*: Apt No.

City*: State*: __ __ Zip*:

Phone: Phone type?OHome OMobiIe OWork

Does the patient have a Medicare Part D plan? *
QOyYes (ves, but does not have coverage for the requested productt  (QNo*

*Patients who either do not have a Medicare Part D plan, whose Medicare Part D plan does not cover the requested product, or whose requested product is
covered under Medicare Part B, must still submit this form but are not required to provide proof of 3 Foundation denials or fund closures to complete their
enrollment.

AZ&Me Medicare Enroliment form for Specialty & Rare Disease completed by:OPatient /Legally Authorized Representative OHeaIthcare Provider

Requestor Name*: Requestor Contact Phone:

@ Required Documentation:
To finalize their enrollment the patient MUST complete the following steps:

Step 1: Provide Updated Program Consent (Required for re-enrolling Medicare patients only — must be submitted on/after November 1st)
. The patient can provide updated program consent in one of the following ways:

1.  Visit www.azandme.com to opt in to utilize AZ&Me’s Digital Assistant and provide updated program consent

2. Complete, sign and date the AZ&Me Patient Authorization Form and either:
. Login to the AZ&Me website to upload the completed form (must be a registered website user)
- Fax the completed form to 1-877-239-0867

3. Re-enrolling Medicare patients may call the AZ& Me program to provide verbal program consent: 1-800-AZandMe (1-800-292-

6363)

Step 2: Pursue applicable INO grant assistance for which they may be eligible based on diagnosis, insurance type, occupation, and age (Required for
new and re-enrolling Medicare patients)

. For a list of some independent charitable assistance foundations that may be able to assist, you can visit:
o https://fundsupport.reassist.app
o  www.azpatientsupport.com
. If the patient is not eligible for a grant or if all applicable funds are closed, please provide the names of three (3) Independent Non-profit
Organizations (INOs) that the patient either confirmed were closed or applied to and was denied by
o INO fund closure confirmation or fund denial must occur on or after January 1%t of the assistance year for which the patient is
applying
o If the patient received an INO fund denial, a copy of the denial letter must be attached to this form
. Time & Date stamped INO website screenshots showing the fund denial may be submitted instead of the denial letter
o This form must be received within 15 calendar days of the fund closure confirmation date or denial letter
o  AZ&Me will validate that the funds provided by the patient are closed
Name of INO Name of INO Fund Denial Letter or Fund Status Date
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