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WAINUA™ (eplontersen) ENROLLMENT FORM

This resource highlights important sections of the WAINUA Enrollment Form that offices and healthcare providers should
note when enrolling their patients into the AstraZeneca Access 360™ program and requesting select patient access services.
Use the callouts below and on the next page to review key sections and additional instructions for some of the form fields.

o Download the WAINUA Enrollment Form from MyAccess360.com

Patient Authorization e e Form Instructions
Page 2 of the form details the Fax only pages 1 and 3 of
authorization of the patient m B the form to this number.

to release specific personal WAINUR e, | At oo ENROLLMENT FORM "M WAINUA Be sure to send all relevant
information to Access 360 ~ {eplomersent-= communication or letters

and states that the WATNUA
Support Program is available
to help patients cover drug

from the payer, including any
denial or approval letters.

Patient Authorization

I authorize my health care providers ("HCPs"), my health plan, and my pharmacies, and ¢ach of their
ts, to use and share my Protected Health Information (my “Information”) with

costs if they meet certain —® Services Provided by
igibili ) i i Astrazeneca. / 9
eligibility criteria. This page WAINUA ., Access 15)  ENROLLMENT FORM " WAINUA Access 360
does not need to be faxed. e - Complet|on of this form
J
PLEASE COMPLETE AND SIGN THE FORM, THEN FAX PAGES 1 AND 3 TO 1-844-329-2360. allows you to enroll a
For questions or assistance, please call Access 360 at 1-844-2-WAINUA (1-844-292-4682), Monday through Friday, 8 am — 6 PmMET. patieﬂt il"]tO ACCGSS 360
Patient Information e——— Completion of this form provides the following services: ® and the appropriate
. . . + Benefits Investigation research * Co-pay support for eligible patients (Support Program
Allfields in Section 1 * Prior authorization (PA) follow-up, including box below must be checked off) support program.
need to be Completed. tracking status of PA and appeals support, if - Select patient services' @ Completion of the form
necessary (Patient Authorization below is required) . .
oy TRV * Transfer of prescriptiont to specialty pharmacy res Uritad Sy s vl o gl parts Ses Section 5311 ol may provide the following
Checking "Yes” under the (Section 5A of this form is required) e nraos pprovaL proceen and reserces o e 0 ek AR, services. if needed: Benefits
"OK to contact patient?” ' ’
- ] i i investigation research;
rompt wil allow L) prient intormation [ ssearch;
2CC€§S 360 to reach Patient's (Pt) first name, last name, DOB, street address, city, state, and ZIP code are required and must be filled out by the office. PA fO“OW—Up, |nclud|ng
. A Pt first name: Ptlast name: Pt DOB: tracking status of PA and
out to the patient if more Pt strect: City: State:  ZIP code:
RermEiien ks meeske) P preforetphons #: DHoms OMobie  Proma appeals support; transfer
Alternate contact narme: of prescription to Specialty

. . Alternate contact relationshiptopatient: ______ Altemate contact phone #: . . .
Patient S'gnature ——— @ OK to contact patient?  OK to leave a detailed voicemail?  Preferred language (if not English): Pharmacy if Section 5A is
The patient’s (or their OYes ONo OYes CINo completed; co-pay support
L AH'S) signature in this Pt communication preference (select onel: [] Email [] Mobile phone/text [] Both for e“gible patients; and

i i Patient Authorization select patient services.
SeCtIOI’\ aUthorlzeS I have read and agree to the Patient Authorization included on page 2. p
Access 360 to follow up PN
- W
on the patient's behalf with Patient/legal representative signature MM DD YYYY Printedr fonship to patient (if appli e Patient Education Managers
the insurance company WAINUA Support Authorization (Savings Program and Additional Support) If only Patient Education
and Specialty Pharmacy. ® [ T have read and agree to the Support Program Authorization included on page 2. Manager (PEM) services are

. . If patient is unavailable to sign, they can visit www.azpatientsupport.com or call 1-844-292-4682 to provide authorization. d H d com lete SeCtiOﬂS 1

This signature also enables: esired, p .
1) an FRM to work with the BRL® insurance Informarion A 2,3, and 4 ofi this form.

3 . o Complete this section AND include front and back copies of all medical and pharmacy cards. PEMSs do not provide medical
office on patlent—specn‘]c Ifyosr patient is without insurance coverage or on M:dicare and cannot afforr; theirar::d'\cation, AZ&Me" may be able to help. . p .
issues, such as PA and Visit wiwiazandmeapp,com or call 1-B00~202-6363 for more information. advice or medical consultation.
af-fordabﬂn:y chal[enges; ‘DCommeroial/privale insurance [ Medicare/Medicaid/ TRICARE [ No insurance Patients are directed tO Speak
2) R PEM o rOVide y - == Medical Insurance Pharmacy Insurance Wlth their healthcare prOVider

L nsurance provider | " near

support to thpe patient Tnsurance phone # regarding medical issues.

v Cardholder name (if not the patient) .
if desired: and Cardholder DOB Please contact your Field

REIG) Reimbursement Manager (FRM)

3) the office to obtain Group # . -
al,sistance with appeals PXBIN/RXPON A PxBIN: FXPCN: if you have any questions about
and denials Please complete and sign the form, then fax pages 1 and 3 to 1-844-329-2360. M PEM services.
The checkbox in this section e—
allows Access 360 to enroll ——e Patient Insurance Information
the patient into the WAINUA Complete all of Section 2 (including the table) AND include front
Savings Program (eligibility and back copies of all medical and pharmacy cards. Pharmacy
rules apply) and to send the insurance is especially important to submit, as most WAINUA
patient additional resources. coverage falls under the pharmacy benefit.

Proper submission of the patient’s insurance information may help
ensure quicker processing and fewer phone calls for your office.

FRM=Field Reimbursement Manager; LAR=legally authorized representative; PA=prior authorization.

For additional information, please visit www.MyAccess360.com or call 1-844-2-WAINUA (1-844-292-4682).
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https://www.myaccess360.com/content/dam/website-services/us/552-access360/hcp/wainua/wainua_Supports_Enrollment_Form.pdf
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WAINUA™ (eplontersen) ENROLLMENT FORM (cont'd)

° Download the WAINUA Enrollment Form from MyAccess360.com

Prescriber Authorization e

Astrazenees /7N
WAINUA /2y, Access
—
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ENROLLMENT FORM

Page 4 of this form

details the authorization

of the prescriber to release
specific personal information
to Access 360 and provides
consent to use that
information for Free Limited
Supply specifically.

Prescription Information e——
Completion of Section 5A
implies that the prescription
for WAINUA will be filled by
Orsini Specialty Pharmacy.
Leaving Section 5A blank
implies that the prescription
will be filled by the health

T authorize the Access 360 program to convey the attached prescription on my behalf to the pharmacy chosen on page 3

:

E

Prescriber Authorization

mation on the status and related matters. By signing, I certify that the medicine prescribed on this form

netazerecs’ /N V/4 -
WAINUA/zy, | Access 55)  ENROLLMENT FORM WalNuA
bplonrenlz

Pt first name: Pt last name: PtDOB: _/__ /[

e Clinical Information b 4

Select the relevant option(s) below for the ICD-10-CM diagnosis code:
[J E85.1 Neuropathic il idosi: in-related [ATTR] familial amyloid polyneuropathy)
[ Other:

List current treatment(s):
Ts WATNUA replacing a current treatment? [ Yes [JNo
If yes, which

o Prescriber Information L 4

By completing this form, I certify that (1) I have received the necessary authorization to release the information included
on this form and other related Protected Health Information (as defined by HIPAA| to AstraZeneca, including AstraZeneca
US Patient Support/Ionis Patient Services, including employees, contractors, or affiliates of AstraZeneca and Ionis
Pharmaceuticals, and health care plans for programs, dispensing pharmacylies) or other entities for the purposes of
treatment and payment support, and (2) I have obtained any necessary authorization to allow AstraZeneca Access 360™
to contact the patient or caregiver, if not included with this submission to obtain a signed Patient Authorization.

Prescriber first name: Last name: Specialty:

Practice name: Office contact name:

Street: i City: State: ZIP code:
Office phone #: Office fax #: Email:

Prescriber NPT #:

e Prescription Information b

Other provider ID (if

system'’s pharmacy or that
the healthcare provider will

©® (A) ONLY complete Section A if using Orsini Specialty Pharmacy to fill the prescription.

Rx: WAINUA" (eplontersen) injection, 45 mg/0.8 mL single-dose autoinjector (10-digit NDC: 0310-9400-01)
Dose il i

be e-prescribing directly to
the Specialty Pharmacy.

Only complete these fields o—
if using Orsini Specialty
Pharmacy to fill the

prescription for WATINUA.
Ensure that proper dosage
instructions, including
autoinjector quantity

and number of refills,

are recorded here.

Quantity: Refills: Other:

(B) OPTIONAL: Free Limited Supply (FLS) Request
[ Provides a free, short-term supply of WATNUA for eligible patients who are denied immediate access or are awaiting
insurance coverage determination.
Rx: WAINUA" (eplontersen) injection, 45 mg/0.8 mL single-dose autoinjector
Dose instructions:
Quantity: 1 single-dose autoinjector

Please note that FLS is a temporary program and does not replace existing affordability programs that may be more
appropriate for long-term access barriers.
Please read the Prescriber Authorization on page 4 before signing below.

Prescriber first name: Prescriber last name:

Prescriber NPT #: State license #:

°

Prescriber signature: Dispense as written MM DD YYYY
YA

Prescriber signature: Substitution permitted MM DD  YYYY

Please complete and sign the form, then fax pages 1 and 3 to 1-844-329-2360. m

e Clinical Information

Accurate and current
clinical data are essential
when filling out this form.
This section requires you
to select or fill in a
diagnosis code. It is
optional to list any relevant
treatment(s) the patient is
currently receiving and
identify whether WATINUA
will be replacing one of
those current treatments.

Office Contact Information
Section 4 is a critical section
that facilitates communication
between the office and
Access 360.

This section requires the
prescribing provider's name
and NPI # as well as contact
information for the office.
The phone number, fax
number, and email can refer
directly to the office contact
who will be responsible

for managing the patient’s
access to therapy.

Prescriber Signature

This part of Section 5 requires
the prescribing healthcare
provider’s information and
MUST be signed by that
specific individual if this

form is being used to fill a
prescription for WATINUA via
Orsini Specialty Pharmacy.

This is the only section that
requires the prescriber’s
signature. Tt also requires
the prescriber’s name,

NPI #, and state license #.

4 N
For more information, please contact AstraZeneca Access 360™ at 1-844-2-WAINUA,
Monday through Friday, 8 am — 6 pm ET.
Q\\ 1-844-2-WAINUA (1-844-292-4682) @ www.MyAccess360.com
1-844-FAX-A360 (1-844-329-2360) M‘@’ Access360@AstraZeneca.com
o, .
Pd One MedImmune Way, Gaithersburg, MD 20878
o )

AstraZeneca Access 360, AZ&Me, and WAINUA are trademarks of the AstraZeneca group of companies.
©2024 AstraZeneca. All rights reserved. US-90109 Last Updated 8/24
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