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Injection For Subcutaneous Use

START FORM GUIDE = ONWARD

RYSTIGGO® (rozanolixizumab: Injection For Subcutaneous Use Start Form

FAX: ENROLL ONLINE: EMAIL: QUESTIONS? CALL:
1 Bl ( 1) o STIGGO.com 1-844-ONWARD1 (1-844-669-2731)
o Step 1: Patient Information * Required [ANew to Therapy [Jon Therapy
As you complete the patient Start Form for T et gatM Lot s St
Date of Birth:*
" . (MM/DDAYYY) 08-13-1981 Phone Number:*913-338-2234 QiHome el Gender:M FE other O
RYSTIGGO Injection for Subcutaneous Use, —— TS
. . city:*Kansas City state:*KS  z1p:966101  preferred Language: [ English spanish [ other:
refer to this helpful guide. oo e et Qere Do oot aemanyiGemalcom

[QJPlease check here to authorize ONWARD Care Coordinators to leave detailed messages (which may include health information) on
your/your Authorized Patient Representative's voicemail.

Patient i
v You authorize with Yo ided by the program.

G Ensure patient's phone number, date of birth, and address are First Name: st Name: to patient:
. . . . . . Phone:  [+ome Qcell Email:
accurate to avoid complications or delays. Verify all information
. . Primary Point of Contact (selection is required):*  [Jpatient [ Authorized Patient Representative
is correct before submitting. STEP 2: .
NOTE: You may attach copies of the front and back of the patient’s insurance card(s) in lieu of completing this section.
[0 Check nere If patient does
B
o INSURANGE PROVIDER BSBC
v 1, Patient’s insurance information is required. SURANCE PronEs 913-550-1234
~ Cd .
—O— If submitting Start Form via fax, it's recommended to write out oo e Jane M Smith
. .. . . ) RELATIONSHIP TO PATIENT Self
= patient’s insurance information (rather than attaching faxed p— 12345678904
copies) to avoid possible fax quality/unreadability issues. o 3456
BIN# 1234
If the patient is uninsured, please check the appropriate box on form. i Z2as
. . . . STEP 3: Prescriber/Infusion Provider Information * Required
This prevents having to wait for a follow-up outreach call requesting .
Prescriber First Name:* Jessica Prescriber Last Name: * Barry
this information. ™| speciatty: Neurolog NP1+ 5678912345 Tox 10#:1234567893
Is this enrollment form being submitted by the infusion provider? [ves [Jno
Infusion Provider: Cathy Mackey Infusion Provider NPI:
Enrolling Provider Contact Information:
e . . . . . Practice/Clinic Name:* ABC Infusion Center
Infusion providers enrolling the patient into ONWARD need to complete the nddress:s 2635 XYZ Street
requested fields including contact information for your care site and NPI. e city:+ Kansas City smatereKS e 66401
. . . .. L. Office Phones:+ 913-002-2038 Office Fax:
This helps the program facilitate the patient’s site of care communication. office Contact ame: John Doe Offe Contact Emais
Office Contact Phones#: 913-902-2038 Office Contact C preference: [dPhone [JEmail
2 US-RZ-2600436

6 Provide office contact information for the individual managing patient - )
. . . . . . STEP 4: Product Acquisition and Preferred Site of Care P 3
access to therapy including reimbursement, prior authorizations, access Preterred Speciaity Pharmacy: Oy, poetene f peceoms |
. . . N O cvs specialty® I KabaFusion [ 0ptum Infusion [ SoleoHealth
coordination, etc. A Rare Reimbursement Executive may reach out to

RYSTIGGO® i available via a imited network which incudes CVS Speciaky, KabaFusion, Optum Infusion, SoleaHealth, and Alvia Health (Puerto Rico ony). |

Preferred Infusion Center/Infusion Provider: referred Site of Care:

you to clarify any critical information. Name: et ‘uummmmm; Please provice

in-network options.

Address: City: State: 1p: [0 Patient has already been referred to a site of care.

STEP 5: Clinical Information * Required

1CD-10 Diagnosis:* [Z]. Qcroor Jjother:
6 V17 MG-ADL, MGFA, and Serology test results are required I WGFA Classification (1, 1, 11, 1, vx[ll__| MG-ADL Score:[19 | bate of Assessment:[07/10/2024

~
AChR Antibody Test: L positive [ negative [ Not known  MuSK Antibody Test: [ positive [l negative [ Not known

by mOSt payers for approval deCISlons' PrOVIdlng Cllnlcal nOtes Current Therapies: Non-steroidal ISTs = Previous Therapies: Non-steroidal ISTs
= and lab results with the ONWARD Start Form supports efficient Do - Dt i Do - Qe S
. [ Ravutizumab Q sce R [ Ravuizumab Q sce LTS

referral processing. ) ora corscostermes. ) e D cyeosporie | ) o0 comcosteros [ e Gz

[ Acetyicholinesterase [ RYsTIGGO O metnotrexate (2 Acetyicholinesterase [ rYsTIGGO [ methotrexate
it o | it ot
Rituximab’ O zusryser 2 rituximab 0 znerysqe
0 e eamon 00 mycophenclate e Ceamon 0 wycophenciate
G Qower Qower
Prescriber’s signature and date are required to process the pedica Abergles: O o aterss

enrollment and prescription information submitted through ONWARD. EisRieesrbsu gt and exams g0 oes IR

. . . Prescriber Signature (Dispense as Written): * ca B Date (MM/DD/YYYY):* 08/21/2024
Missing signature and date may delay access to treatment. %%wmww ——
Patient Authorization
6 Please see next page for required HIPAA Authorization P a g e 4

If the patient would like to be considered for the Patient Assistance @ PAP Consent (Required for the Patient Assistance Program):

By checking here, applicants authorize ONWARD® PAP and its administrators to obtain a consumer report. The

Program (PAP), please ensure the patient-authorized PAP consent o rocesa tc decide dlGiily, 1o receve ree meiation rom the ONWARD PAP Upon reqeect the ONMARD. -~

PAP will provide applicants with the name and address of the consumer reporting agency that provides the consumer

report. For additional questions about eligibility, please call ONWARD at 1-844-669-2731 (1-844-ONWARD1).
form is submitted with this form.

Patient or i Patient Repi 0 i
G . . . Signature:* QM_M Pa ge 5

Patient signature and date are required for enrollment. If not Date:* 08/022024
. . . . . af i Print Authorized Patient ive First and Last Name:
included, ONWARD will reach out directly to the patient to obtain onship to Patient:

electronic consent which may delay processing.

Can we help?
If you have any questions, please call us at 1-844-ONWARD1 (1-844-669-2731).
A program associate is available to help you Monday through Friday, 8 AM to 8 PM, Eastern Time.
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