LILETTA™ (levonorgestrel-releasing intrauterine system)

PRESCRIPTION & ENROLLMENT FORM

Four simple steps to submit your referral.

(€ PATIENT INFORMATION

Patient’s name

Q New patient O Current

Date of birth 0 Male QO Female Last 4 digits of SSN

Street address Apt #
City State ZIP
Parent/guardian (if applicable)

Home phone Work phone Cell phone

Evening phone E-mail address

Patient’s primary language: Q English Q Other If other, please specify

Please attach front and back of patient’s insurance cards or complete information below.

Phone

Insurance company

Insured’s name

Insured’s employer
Identification #
Prescription card: QYes QO No If yes, carrier

Relationship to patient

Policy/group #

Policy # Group #

Kls patient eligible for Medicare? QYes UNo  Does patient have a secondary insurance? QYes 1 No

)

All fields must be completed ta
expedite prescription fulfillment.

(@ PRESCRIBER INFORMATION

Date
Prescriber’s name and title

Time Date medication needed

Liletta Yy

(levonorgestrel- releasmg Intrauterine system) 52 mg

accredo

Specialty Pharmacy

~

(© CLINICAL INFORMATION

Primary ICD-9 code:
Other (List ICD-9)

Date of last menses Date of last negative pregnancy test

Past medical history

Obstetric History:
O Abortion Q Miscarriage Date
QLive birth Date

Gestational weeks completed

Lactating? dYes U No QPID/Endometritis

Q1 Other active infection

O Malignancy Type

Requested Date of Delivery Scheduled Insertion Date

QO NKDA QKnown drug allergies

kConcurrent meds

AN

@ PRESCRIBING INFORMATION

Medication Directions Quantity

Strength / Formulation

Qliletta
(levonorgestrel-releasing
intrauterine system)

To be inserted intrauterinely by a
healthcare provider for prevention of
pregnancy up to but not exceeding

3 years.

Quantity: 1
No Refills

Q52 mg

If NP or PA, under direction of Dr.
Office contact
Clinic/hospital affiliation

Street address Suite #
City State Zip
Phone Fax

NPI # License #

Deliver product to: 1 Office 1 Patient’s home Q Clinic

kCIinic location

Please fax completed form to your drug therapy team at 888.355.6682.
To reach your team, call toll-free 866.759.1557.

The document(s) accompanying this transmission may contain confidential health information that is legally privileged. This information is intended only
for the use of the individual or entity named above. The authorized recipient of this information is prohibited from disclosing this information to any other
party unless required to do so by law or regulation. If you are not the intended recipient, you are hereby notified that any disclosure, copying, distribution
or action taken in reliance on the contents of these documents is strictly prohibited. If you have received this information in error, please notify the sender
immediately and arrange for the return or destruction of these documents.

All rights in the product names, trade names or logos of all third-party products that appear in this form, whether or not appearing with the trademark
symbol, belong exclusively to their respective owners.

© 2015 Accredo Health Group, Inc. | An Express Scripts Company | All Rights Reserved

ORP-00004-041715 amc6117

This form is for patient-specific orders billed through the pharmacy benefit. Please contact ANDA at 855.LILETTA (855.545.3882) to place a
buy and bill order for office stock.

Prescription to include all necessary ancillary supplies (needles, syringes, etc.)

If shipped to physician’s office, physician accepts on behalf of patient for administration in office.

By signing below, | certify that the above therapy is medically necessary.

I authorize HUB™ to act on my behalf for the limited purposes of transmitting this prescription to the appropriate pharmacy
designated by the patient utilizing their benefit plan.

Prescriber’s signature (sign below) (Physician attests this is his/her legal signature. NO STAMPS)

Date Dispense as written Date Substitution allowed

This prescription is valid only if transmitted by means of a facsimile machine.

The physician is to comply with their 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.

*HUB=LILETTA AccessConnect®™. LILETTA AccessConnect®™ is a service mark of Odyssea Pharma SPRL, an Actavis affiliate.

THIS AREA INTENTIONALLY LEFT BLANK.
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