Patient Assistance Program Application
CAPRELSA" (vandetanib) Tablets

Please return completed application by fax
Phusme: SAR1-567 40909 (M-F, 9:0Mkm-o00pm FEastern Time) Fax: S388-2 758500 Websile: www.caprelsa, com

(The patient must comgplets this application, with assistance from their physician who nmst sign this form, to be considersd for
assistance theongh Patier Asdstance Program)

Please complete all applicable sections. This application cannot be processed without applicable signatures.

Zarofl Genzyme's Palient Assislance Program provides drug al no cost to eligibke patients who are uningured or underinsured. If
approved, shipment will be coordinaled with the requesling phyeician. This is not a replacement program; ap plications must be submitied
prior o CAPRELSA use, CAPRELSA provided for use by this program is not intended for resale or to be billed o any patient or third party
payer, including Medicare and Medicaid. This program is not meant to induce a physician 1o uze or prescribe CAPRELSA. The program
provides drug only; palients would need 1o find alternative means to support ofer medical costs associated with the use of thie
medication. Sanofi Genzyme resenves the right to review patient profiles, grant requests based on patient need and fo changs program
guidelines or kerminate the program at any time without notification.

PATIENT INFORMATION

First Marmea: Midelle Initial : Last Mama:

Datix of Birth: Gendear: CMale iFemale
Contact Name Contact Fhone Mumber Email:

{if ather than patient);

Street Address: Apt. #:
ity State: Zip Code:

Diagnosis: Advanced or Melasfatic Medullan: Thyraid Cancer
Flease Chack Appropriale Indication:
o] Syrnptumaut: or progressive medallary thyroid cancer with unresectalle locally advanced or melasiatic disease.
-OR-
L Indolent, asymplomatic or slowly progressing disease only after canreful consideration of the treatment
rel ated risks of CAPRELSA

0 SO0 Code: ©73 d Other

PATIENT ELIGIBILITY

Is the patient & resident of the United States or a US Territory? D¥es =],

Does palient have health insurance? dYes Mo

If patient has health insurance, has coverage for CAFRELSA been d¥es  dNo

chivriod? {If Yes, please attach copy of depial letter)

« %W ou must have an annual household income of =G00% of the current Federal Poverty Level. If you may be
elighle for Medicaid, you will be required fo provide documentation of Medicaid denial before being assessed fior
patient assistanca elgibility.

=l you are enrolled in Medicara Part D, you may also be eligible based on the income critera noted abowve.

+ Y ou must have no insurance cowverags or, for commercially insured patients. have no access to the prescnbed
product o trealmeant via your insurance.

INSURANCE DETAILS

(GCompinte seclion below OR attach copies of front and back ofinsurance cards. I no insurance, move to nexd seafion, )

Primary Insurance: Secondary Insurance:

Policy #; Group #: Policy #: Graup #:
Insurance Company Phone: Imsurance Comparny Phona:

Policy Holder Nama: FPolicy Holder Mama:

Policy Holder Date of Birth: Policy Holder Date of Birth:

Please see full prescribing information for CAPRELSA, including Boxed WARNING, https://products.sanofi.us/caprelsa/caprelsa.pdf, and
Medication Guide



Patient Assistance Program Application for CAPRELSA (Continued)

Please return completed application by fax
Phone: 800-367-4999 (M — F, 9:00am — 6:00pm Eastarn Tima) Fax: 888-275-8593 Wabsite:_www.caprelsa.com
{Physician must complete application for patient to be considered for assistance through Patient Assistance Program)

Please complete all applicable sections. This application cannot be processed without applicable signatures.

| Patient Name: DOB:

PROVIDER and SHIPPING INFORMATION

Prescriber Namea:

NP £ DEAs: Tax D5

Prascaber Specaly. O Oncology QEndocrinolgy QSumery D Omer.

Facity! Group Name:

Phone: Fax: Emai

Streat Address:

Cay. I State ZipCode.

Shipping Details (Check if patient addrass s the same as lsted Pabeant
information Section)

Patent Name

Street Address:

Caty: State Zip Code:
Phone Number Ok 1o leave a message. QYes QNe Emal

PRESCRIPTION FOR CAPRELSA®

Please complete all fields. Begible Rx will be reflumed.

Prescriber.
Medi cation/Strength: Directons: ary Refils 0— 1 —2— 3 Ot year
Medi cation/Strength. Directons: ary Refils 0 — 1 —— 3 O1year
PRESCRIBER SIGNATURE:
CERTIFICATION AND CONSENT {Signature s and Dates Required)
PRESCREER

| cerly el e infarmation pavaced |3 curert complete, and accurde 10 Pe bedt of my krowkedze. | osrtily that CAPRELSAls madically neceasary for tha paliart ardthat Iwil be aupenvairg be
palerts eainats | osrtfy that I hawe cbisired from my patent all requined willen aubodzations, inacconcance wih Siate ard Fecerd bw for the crdoaurs of he plormation provesd sbove ©
Sickogics ard Sarof Gerzyme for the purposss of a93esdng patient’s slicibiity for pericipation n the Patien! feg¥ancs Frogram, induding vedlying ry palient's nauraros overags, Scilatng price
autedzaton If reeded, coomtiraling dhipment of CAPRELSA, o referring patentio ofer programs or ahamabs sounes of funding of coverage fo CAPRESA | urdentand hatabeiting an
Spplication b e Patieet Aeamtarce Program dosg rol guiraniee hal aospiance wil be cltsined. By daningthes document, | atiat hal be frandal nfommation [Pawe prodded i3 complets ad
Sxurse I & ary e L s deavad recessary 1o auck the patient’s frarcial rfomaton | wil peovide suppodive dooumeniation to Siclogics. | agres thatl wil not subed daims or otherwise senk
Pyt from @y acuros for produc! proviced trough the patiert 23a4anoe program. | uncsrfard that Sologics &d Saofl Gazyme havethe dohl Woravise charge, o Brrings e Frogrem
(Ard e SRMEN0s pIOACEd) 2L ary tme, wihoL rotios

PRESCRISER SIGNATURE: . DATE

———— —e-

PATIENT or PATIENT REPRESENTATIVE:

- e e T e T Y
| certify hat the irfoamation prodded 18 cumert, complets, ardacourate 1o e best of my krowkecge. By dares bdow, | corent b my pariicpalion i the Palent fedeancs Program ard ragued
thatSidegics, Sancd Gerzyme, their afliated companes, &uenty, represscialiyes and contadion Lae he nfomation i this fom ard ary suppartive decumeniaticn that B rovwed osuppat
e recued, 1o 3 9sa3 vy elicibily e perlicpation in he patient a33miarce program. induding verliing ry insurance coverage and Sclativg prioe auhod zaton | reedead, and to nefer ms to, of
cetamins mvy eliobilily for, Oliber programss or altemats souroeg of funding 239 9anos of coverans tha may be aailsbie lo aaantime wih the co3ts of my ealment | Lndemtard that Sclogics
Saroh Gerzyma bavethe nghllo revie, dhanga or tarmirate this program (and the 33a4an0s peoviced) at ary me, witou! rotics

PATIENT SIGNATURE: DATE:

e e e e e £ e e % e 8§ e e 8 e § e e e 88 B T
PATIENT REPRESENTATVE: s— e DATE o a — et e ae
RELATONTOPATENT: T T T e S T B B Rt T B B Bt T T B R T Tt B T D e R

Please see full prescribing information for CAPRELSA, including Boxed WARNING, https://products.sanofi.us/caprelsa/caprelsa.pdf, and
Medication Guide



Support Services Authorization

| am registering for 2 Sanofi Genzyme support service (the "Program”), provided
by Genzyme Corporation (together with its affiliates, “Sanofi Genzyme"), which
offers the following services related to my medical condition ("Disease”) and my
Sanofi Genzyme therapy (“Therapy”| (collectively, the “Services"):

Education: providing educational support and resources about my Disease and
its management to me and others who may benefit, which may include
periodic communications from Sanofi Genzyme.

Benefits Verification: helping me get access to my Therapy and related services ordered by my Provider, which
may include reviewing, verifying and helping me and my Providers understand my insurance benefits.

Reimbursement Support: helping me, and coerdinating with my Providers on my behalf, with respect to billing,
reimbursement and payment Issues related to my Therapy, which may include assisting with the insurance
claims process and identifying other potential sources of financial assistance, if necassary.

Distribution of Therapy: coordinating the distribution of my Therapy, which may include identifying the
appropriate distribution channel under my insurance plan, facilitating the correct amount of Therapy to be sent to
my Distributor or Provider at the time required, assisting with the prior authorization process, tracking shipments
and inventory of my Therapy, and tracking dose and compliance with my prescribed treatment schedule.

By signing this Support Services Authorization, | authorize Sanofi Genzyme and its third party business partners, vendors
and other agents ("Agents”) to provide me with the Services. | agree that Sanofi Genzyme and its Agents may use and
share information about me with my Providers, Caregivers, Payers, PAGs and Distributors for the purpose of providing

the Services,

| further authorize Sanofi Genzyme and its Agents to de-identify my health information and use it for Caprelsa Risk
Evaluation and Mitigation Strategy (REMS) reporting purposes.

| understand that | do not have to register for the Program and that, if | choose not to register, | can still receive
Therapy as prescribed by my physician. | may cancel the Support Services Authorization at any time by writing
to the Caprelsa Access Support Program, 11800 Weston Parkway, Cary, NC 27513.

Communications with Sanofi Genzyme and Third Parties: By signing this Support Services Authorization, |
also autharize Sanofi Genzyme and its Agents to contact me (or my legal representative) by mail, telephone or
email, to provide me information directly or indirectly related to my Disease, Therapy, the Program or the
Services ("Sanofi Genzyme Communications”).

| further authorize Sanofi Genzyme and its Agents to provide my contact information to select organizations so that
they may provide me with additional information or materials on behalf of Sanofi Genzyme that are directly or
indirectly related to my Disease, Therapy, the Program or the Services, including, but not limited to, information on
disease education/management, treatment protocols or disease-related surveys {“Third Party Communications”).

I understand that | may be contacted by Sanofi for follow up information in case | report an adverse event.

Please see full prescribing information for CAPRELSA, including Boxed WARNING, https://products.sanofi.us/caprelsa/caprelsa.pdf, and
Medication Guide



Additional Information: By signing this Support Services Authorization and to the extent | have checked the boxes
below, | further authorize Sanofi Genzyme and its Agents to contact me (or my legal representative) by mobile or home
telephone number and email, as applicable, to send me offers, promotions, and other marketing communications, and
mobile service commercial messages, regarding Sanofi Genzyme products, programs and services (collectively,
“Additional Information”). | understand that my consent to this Support Services Authorization is not a condition for the
purchase or receipt of any products or services from Sanofi Genzyme.

Verifications and Consents: By signing the Services Authorization below, | verify that | am the subscriber or customary
user with respect to the home and mobile telephone numbers that | set forth below in the "Patient Information” section
and that | have the authority to provide consent, as selected below, to receive the Sanofi Genzyme Communications,
Third Party Communications, and Additional Information at those numbers and address. | also verify that | have the
authority to provide consent to receive Sanofi Genzyme Communications and Third Party Communications at the work
telephone number set forth below in the “Patient Information” section.

[ By checking this box and signing the Support Services Authorization below, | consent to receive commercial calls at
the mobile phone number provided below in the "Patient Information” section.

I understand that message and data rates may be assessed by my wireless provider for communications to my mobile
phone or wireless device.

(1 By checking this box and signing the Support Services Authorization below, | consent to receive commercial calls at
the home phone number provided below in the “Patient Information” section.

Opt-0Out of Certain Communications: | understand that | may opt-out of receiving communcations by home phone,

mobile or wireless device, work phone, or email, as applicable, at any time by providing written notice to Caprelsa
Access Support Program, 11800 Weston Parkway, Cary, NC27513.

By signing below, | certify that | have read and understand the Support Services Authorization above and agree to its
terms.

Signature: Date:




Complete the following only if the person signing and completing this Support Services Authorization is not
the Patient.

Patient’s Legal Representative:

Relationship to Patient: ‘JdCustodial Parent d Legal Guardian (d Other, please explain.
Name:

Date of Birth: (MM/DDIYYYY)

Street Address:

City: State: Zip Code:

Email:
Home Phone: dPreferred Number
Work Phone: dPreferred Number
Mobile Phone dPreferred Number

If you sign the Support Services Authorization above, you authorize Sanofi Genzyme, its Agents and certain
third parties to contact you (or your legal representative) at the home, work and mobile phone numbers or
email you provide here in order to send you Sanofi Genzyme Communications, Third Party Communications,
and, to the extent selected by you above, Additional Information.

| authorize Sanofi Genzyme and its Agents to discuss the Patient's Information with the following
designated individual(s) in connection with the Services (optional):

Name Relationship to Patient
Phone

Email

Name Relationship to Patient
Phone

Email

Name Relationship to Patient

Phone

Email

Name Relationship to Patient

Phone

Email




Income Verification Information

Income Verification: | authorize Sanofi Genzyme, its agents and other third parties 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, Sanofi Genzyme, its agents and/or other third parties 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 Sanofi Genzyme, its agents
and other third parties 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. | 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 Sanofi
Genzyme 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 Sanofi
Genzyme Patient Assistance Program is conditioned upon timely verfication of income. In addition, | agree to notify Sanofi
Genzyme, its agents and/or third parties if my insurance situation changes.

Sanofi Genzyme does not charge any fees for this service; application processing, medication, and shipping are all offered at no
cost. Any fees charged to you by a third party completing this application on your behalf are not required by nor remitted to Sanofi.

By signing below, | certify that | have read and understand the Income Verification and agree to its terms.

Signature: Date:

Print name:

Please see full prescribing information for CAPRELSA, including Boxed WARNING, https://products.sanofi.us/caprelsa/caprelsa.pdf, and
Medication Guide



Authorization to Release Health Information

By signing this Authorization to Release Health Information (“Authorization”), I authorize my Providers, Payers,
Caregivers, and Distributors (collectively, the “Parties”) to disclose to Sanofi, and its affiliates and agents, health
information about me, including patient-related information provided throughout this form and related to my
medical condition, treatment with prescribed Sanofi therapies, health insurance coverage, claims, and prescriptions
(together, “My Information”). My healthcare providers, specialty pharmacies, and Sanofi(including its agents and
affiliates) may use and disclose My Information for the purposes of providing certain support services, including
benefit verification and drug fulfillment. Once my Information has been disclosed to Sanofi, I understand that
federal privacy laws may no longer protect it from further disclosure. However, Sanofi agrees to protect My
sInformation by using and disclosing it only for the purposes authorized in this Authorization or as otherwise
required by law. I understand that I may have certain rights under applicable data privacy laws regarding My
information, including the right to access My information held by Sanofi. For further information regarding these
rights, please reference the Sanofi's Global Privacy Policy at https://www.sanofi.com/en/our-responsibility/sanofi-

global-privacy-policy

| understand that | may refuse to sign this Authorization, that | may refuse to disclose all or some of my
information, and that a refusal to sign will not affect my ability to obtain medical care, insurance coverage or access
to health benefits, including access to Therapy. However, if | do not sign this Authorization and check the box
regarding my health information below, Sanofi Genzyme cannot provide me with the Services. This Authorization
shall remain in effect throughout my participation in the Program unless and until | cancel it; provided, however,
that if | am a Minnesota resident, this Authorization is effective for one year. | may cancel this Authorization at any
time by writing to the Caprelsa Access Support Program, 11800 Weston Parkway, Cary, NC 27513.

C

I understand that cancelling this Authorization will end my ability to receive the Services but will not affect any disclosure,
acguisition, retention or use of my Information made before my request for cancellationis received and processed.

By signing below, | certify that | have read and understand the Authorization to Release Health Information and
agree to its terms. | understand that | am entitled to a copy of this Authorization upon request.

(1 consent for the Parties and Sanofi Genzyme and its Agents to disclose, obtain, retain and use my
Information as described above.

Signature: Date:

Print name:

Please return your completed Form to the Caprelsa Access Support Program.
1-800-367-4999 » Monday-Friday Sam-6pm ET » Fax 1-888-275-8593

Please see full prescribing information for CAPRELSA, including Boxed WARNIMNG, https://products.sanofi.us/caprelsa/caprelsa.pdf, and

Medication Guide
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