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1. Patient Information

The highlighted patient information
is required by the pharmacy for
prescription processing.

-

Required Patient Signatures

Signhed consent is important because
it allows the patient to receive the
following personalized support

and services:

Tailored assistance from the
Neurocrine Access Support
program

The ability to text with the
pharmacy about their prescription

Educational materials and
information about CRENESSITY

Ideally, obtain the patient’s signatures
if they are in the office. If not,
PANTHERX Rare Pharmacy will follow
up with them after enrollment form
submission. (Consent language can
be found on page 2 of the form. It is
also available in Spanish for patients
who need it.)

.

-

2. Patient Insurance Information
If the patient is insured, please provide
their insurance information and, if

® ;X insurance Name:

possible, attach a copy of their insurance —
card. If the patient is uninsured, complete
section 3 if information from the patient

is available.

.

ENROLLMENT FORM GUIDE

@ NEUROCRINE™ CRENESSITY Enroliment Form
s Duptont to PANTHERX Rare Crenessity™
Sign and st ompidisform el fax SoRANTIER Borm i - NPI Ste 400,
PAI5108. F i uge ) 8 AM - 8 PMET, M-F]
PATIENT INFORMATION
First Narme': Last Name': DOB": Last 4 digits of SSN:
Address: City: state: zip*:
Phune"':l Mobile Phone?  [ves  [INo preference: [ Call []Text

Email primary Language: || English |_|Spanish [_|Other:

sexon file with Insurance’ Gender ] Male[ ] Female [ ] Non-binary/gender non-conforming ] Other gender identity
“Nouracrine rocognizos that pationts may not identify as male or fomalo. Howover, many insurors still requiro this fioic
Caregiver/Alt Contact Name: Caregiver/Alt Contact Phone:

[REQUIRED: | have 106 and agree (o Lhe PATIENT AUTHORIZATION TO SHARE HEALTH INFGRMATION tems on the next page

f vt |

Relationship:

Patient/Representative Signature: J|

Description of kepresentative’s Authority:
| have reac and agree Lo PHARMACY TEXTING, MARKETING/OTHER COMMUNICATIONS, AND SUPPORT PROGRAMS COMMUNICATIONS terms on the next page.

| ] oate: [

Description of Representative's Authorily:

f patient's insurance card, if available.
Patient does not have insurance (fill in section 3 below)
Policy Holder DOE:

Provider Call #:

primary Payer Type: || Commercial|_Medicaid [ Medicare [Other
Policy Holder Name:

Member ID: BIN #: PCN #: Rx Group #:
PATIENT ASSISTANCE PROGRAM - Eigible p h
Us Resident: []ves [INo Total Monthly Gross Household Income:

Household #:

ll"

Crenessity"
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(3. Patient Assistance Program

By completing section 3, qualifying
patients will automatically be enrolled in
the Patient Assistance Program. After
enrollment form submission, PANTHERX
Rare Pharmacy will contact patients
directly to obtain any missing or additional
information needed to confirm eligibility.

-

4. Clinical Information

Health plans will likely need
confirmation of the patient’s diagnosis
for prior authorizations

Aadditional ehgmmwwm he phaimacv»\c will comtact the patient directly to collect any informetion not provided. . . . . .
e e et e o o o Ui, | O Pediatric patient weight is needed for
eugmmmm the PAP; or (i) engages in any activity that could appear to be un- or . . . . .
ClNGAL NFORMATION- dosing. Baseline adult patient weight is
Primary Diagnosis Code*: . .
weight kg oo merepes_ Lmsannacmeanom. @———  0llso preferred, if available
igible patients wlo insurance benefit coverage determination delays may receive limited supply of product at no cost.)
1100 mg soft gel capsule [ 50 mg soft gel capsule 150 mg/mL oral solution, 25 m 150 mg/mL oral solution, 50 m ey .
i Sy S by ooy oo gy Tty a0 oy gy eday dnceyany | @ Submitting clinical notes and labs as
Sig: Sig: sig: Sig: . . .
R Bl ik Rl needed to establish medical necessity
Other Rx: Quantity: Sig: Other Rx Refills #:

Prescriber NI

Prescriber Name*:
icefFacility: Phone:
—0 Offi ility: he
Address: City: State: zp:
office/Facility Contact Name: Phone: Fax: Email:

understang ang agree hat | 1wl compl y o
pl

being filed or outredich to me, as the prescriver, | verity
10 the best

T fty.| centfy that, A ined my
ermission it Neurocrne! , s affiites, agents, and contractors including PANTHERX RARE Pharmacy
Tootactvel, Newrochne). | am und RENESSITY andi| ?  any
Rostoryie for resetbing G STV nor il sask ahy for any free or i i ort program,
rfor di tomy faciity. | o act on my bena for uansmmmg ihis
prescrip

purp otherwse providing product to tho pationt. | also acknowledge that
. v i

Joate® [
e requirea, ff required by appii jes of ail appiicabic ‘official state prescription forms.)
i e ey )

of CRENESSITY with your referral may
help expedite prior authorization
submissions with insurance companies

.

(5. Prescription

Verify appropriate dosing for your patient.
Please also see dosage information
section at the bottom of page 2 to
confirm that the correct dose has

7. Prescriber Certification
A healthcare provider's
signature is required to

6. Prescriber Information
Prescriber name and NPI
are required.

complete the prescription.

been prescribed.

.
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Patient Authorization
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8. | PATIENT AUTHORIZATION TO SHARE HEALTH INFORMATION

Iauthorize my/my child's healthcare providers, health insurance carriers, laboratory providers, pharmacy providers and other entities
involved in my/my child's healthcare (collectively, Healthcare Entities) to share my/my child's individual health and identifying information,
including but not limited to health insurance mvovmanon, financial mvormauon, msdvcal diagnosis and condition, physical examinations,
clinical tests, blood tests, X-rays, and other ing name, date of birth,
sex, address, email address, and telephone number and including but not limited
to third parties authorized by Neurocrine (couecwely, Neurocnne) Such information may be shured with Neumcnne so that Neurocrine can:
(1) provide me/my child with support services (and related information and materials) related to any of Neurocrine's products, including but
not limited to, online support, financial assistance semces, compliance and persistency and other therapy support services; (2) conduct
data analysis, market research and other necessary internal business activities; and (3) provide me/my child with information about
Neurocrine's products, services, and programs for educational or other purposes. | understand that pharmacy providers, or others working on
their behalf, may receive remuneration from Neurocrine in exchange for the heaith information and/or for any support services provided.
Once my/my child's health i ion has to Neurocrine, | that it may be redi by Neurocrine, and federal
privacy laws no longer protect the redisclosed information. However, Neurocrine agrees to protect my/my child's health information by using
and disclosing it only for purposes described above or as required by law o regulations. This authorization expires 10 years after the date |
signed, or such shorter time as may be required by applicable law, unless otherwise canceled earlier. | understand | have a right to receive a
copy of this authorization.

Iunderstand that | may refuse to sign this authorization and that my/my child’s treatment (including with a Neurocrine product), insurance
enrollment, or eligibility for benefits are not upon my to sign this I may cancel this at
any time by calling 1-855-CRNSITY (276-7488) or by mailing a letter to PANTHERX Rare, 121 Bayer Road, Pittsburgh, PA 15205 and that doing
50 will end my consent for my Healthcare Entities to further disclose my/my child's health information to Neurocrine after notification of my
cancellation but will not affect previous pursuant to this Canceling this will not affect my/my child's
ability to receive treatment, insurance enroliment, or eligibility for benefits.

Iunderstand that if 1 do not sign this authorization, or later cancel it, I/ my child will not be able to receive Neurocrine’s support program
services.

O T T

ize Neurocrine an gents, and other third parties including PANTHERX RARE Pharmacy

(co\lecuve\y, Neurocnne) tor

1. To contact me by mail, email, fax, telephone, text message, chat, push notifications and other forms of electronic messaging
(collectively, Communications Methods) to provide me/my child with CAH support services related to any of Neurocrine’s CAH products,
including any information or materials related to such services;

2. Use and disclose my/my child's medical and heaith information in connection with providing CAH support services, including but not
limited to, disclosing my/my child’s information to vendors, processors, and service providers for business purposes associated with
providing CAH support services, sharing such information with my/my child's healthcare provider, insurance provider, or pharmacy, or
disclosing my/my child's informati ere required by applicable laws or regulations;

3. Contact me by any Communications Methods for marketing purposes related to, or to provide me with information about, Neurocrine’s
CAH products, services, and programs or other topics of interest, conduct market research, or ask me about my/my child's experience
with or thoughts about such topics.

Iunderstand that:

1. Personnel including but not limited to pharmacists, providing CAH support services on behalf of Neurocrine are not employed by my/my
child's healthcare professional;

2. Any information | provide Neurocrine may be used by Neurocrine to help develop new products, services, and programs, or as otherwise
described in Neurocrine's Privacy Policy at www.neurocrine.com/privacy-policy;

3. Neurocrine will not sell or transfer my/my child's personal data to any unrelated third party for marketing purposes without my express
permission

4. My authorization to receive marketing communications s not required as a condition of purchasing or receiving any goods fror
Neurocrine, but that if I do not provide o later revoke my 1/my child may not be able to receive CAH support
services from Neurocri
Imay revoke my authorization to receive marketing communications and choose not to receive marketing or other communications
from Neurocrine by following the process described in Neurocrine's Privacy Policy.

AGE AND BODY WEIGHT DOSAGE REGIME

Adult and pediatric patients weighing 255 kg (2121 Ib) 100 mg twice daily

(200 mg per day)

Pediatric patients weighing 20 kg to <55 kg (44 Ib to <121 Ib) 50 mg twice daily
(100 mg per day)

Pediatric pauems weighing 10 kg to <20 kg (22 Ib to <44 Ib) 25 mg twice daily
(50 mg per day)
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8. Patient Consent to Share Health
Information with Neurocrine

9. Patient Consent to Pharmacy Texting
and Contact by Neurocrine

10. Prescription Dosing Information
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Spanish

Autorizacion y consentimiento

NEUROCRINE
0 del paciente

UL
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8. | AUTORIZACION DEL PACIENTE PARA COMPARTIR INFORMACION MEDICA

Autorizo alos proveedores de atencion médica, las companias de seguro médico, los
farmacia y otras entidades involucradas en mi atencion médica o la de mi hijo (en conjunto, Enudades de atencnon memcu) a compamr
mi informacion individual médica y de identificacion, o a de mi hijo, incluida, entre otras, informacion sobre seguro médico, informacion
financiera, diagnGsticos médicos y afeccin, examenes fisicos, pvuebus cnmcus, andlisis de sangre, radiografias y otros procedimientos,
de incluida la de mbre, fecha de nacimiento, sexo, direccion postal, direccion
de correo electr6r nGmero telefénico con Neuracrine y sus agentes representantes y contratistas, inoluidos, entre otros,terceros
autorizados por Neurocrine (en conjunto, Dicha i con Neurocrine para que Neurocrine pueda:
(1) brindarme a mi o a mi hijo servicios de apoyo (e i 6ny materiales con cualquiera de los productos
de Neurocrine incluidos, entre otros, los siguientes: apoyo en linea, servicios de asi financiera, y yotros
servicios de apoyo terapéutico; (2) realizar andlisis de datos, mercado y otras internas i
y (3) brindarme @ mi o a mi hijo informacién sobre los productos, servicios y programas para fines educativos o de otro tipo de Neurocrine.
Comprendo que los proveedores de farmacia, u otras personas que trabajen en su nombre, pueden recibir remuneracion por parte de
Neurocrine a cambio de la informacién médica y/o por cualquier servicio de apoyo proporcionado.

Una vez que se le haya divulgado a Neurocrine mi informacion médica o la de mi hijo, comprendo que Neurocrine puede volver a divulgarla
y que las leyes federales de privacidad ya no protegen la informacion nuevamente compartida. Sin embargo, Neurocrine acepta proteger
mi informacion médica o la de mi hijo, utilizandola y divulgandola solo para los fines descritos anteriormente o segan lo exijan las leyes o
reglamentaciones. Esta autorizacion vence 10 anos después de la fecha en que la firme o en el plazo mds breve que exija la ley aplicable, a
menos que se cancele antes de ese plazo. Comprendo que tengo derecho d recibir una copia de esta autorizacion.

o aue puedo firmar esta ion y que el jento (incluido el con un producto de Neurocrine), la
inscripcion en el sequro o la elegibilidad para recibir beneficios, mios o de mi hijo, no estan condicionados a mi consentimiento para fitmar
esta autorizacion. Puedo cancelar esta autorizacion en cualquier momento llamando al (1-855-CRNSITY (276-7489) | o enviando una carta
por correo postal a PANTHERx Rare, 121 Bayer Road, Pittsburgh, PA 15205 y, al hacerlo, finalizara mi consentimiento para que mis Entidades
de atencion médica divuiguen mi informacion médica o la de mi hijo a Neurocrme después de la notificacion de mi cancelacién, pero esto
no afectara las divulgaciones previas de acuerdo con esta autori izacion no afectard la de
recibir tratamiento, la inscripcion en el seguro o la elegibilidad para vsc\b\r beneficios, mios o de mi hijo

Comprendo que si no firmo esta autorizacion o si la cancelo mas adelante, mi hijo 0 yo no podremos recibir los servicios del programa de
apoyo de Neurocrine.
MENSAJES DE TEXTO DE LA FARMACI
PROGRAMAS DE APOYO

INICACIONES Y CO

COMUNICACIONES DE COMERCIALIZACION/OTRAS CO! NICACIONES DE LOS

Autorizo a Neurocrine y
Neurocrine) a:

y otros terceros incluida PANTHERX RARE Pharmacy (en conjunto,

1. Comunicarse conmigo por correo, correo electrénico, fax, teléfono, mensaje de texto, chat, notificaciones push y otras formas de
mensajeria electronica (en conjunto, Métodos de comunicacién) para proporcmnarme ami o amihijo servicios de apoyo para la

i ngénita (Hs con cualquiera de los productos de Neurocrine para la HSC, incluida cualquier
formacion o materiales relacionados con dichos servicios.

2. Usar y divulgar mi informacin médica y de salud y la de mi hijo en relacion con la prestacion de servicios de apoyo para la HSC, lo
que incluye, entre otros, divulgar mi informacion o la de mi hijo  distribuidores, procesadores y proveedores de servicios para fines
comerciales asociados con la prestacion de servicios de apoyo para la HSC, compartir dicha informacion con mi proveedor de atencion
médica o el de mi hijo, el proveedor de seguros o la farmacia, o divulgar mi informacién o la de mi hijo cuando lo exijan las leyes o
reglamentaciones aplicables.

3. Comunicarse conmigo a través de cualquier Método d con los productos,
servicios y programas de Neurocrine parala HSC, o para brindarme informacin sobre estos, u otros temas de interés, relizar

de mercado, o sobre mi ola de mi hijo con dichos temas o la opinion que
tenemos sobre estos.

Comprendo que:
1. El personal, incluidos, entre otros, los farmacéuticos, que proporciona servicios de apoyo para la HSC en nombre de Neurocring, no son
empleados de mi profesional de atencion médica i del profesional de atencion médica de mi hijo.
2. Toda informacién que proporcione a Neurocrine puede ser utilizada por Neurocrine para ayudar a desarrollar nuevos pvoductos, servicios
y programas, o como se describe de otro modo en la Politica de privacidad de
3 Neurocine no venderd ni transferira mis datos personales o 0s datos personales de mi hio @ ningdn tefcero no relacionado, con fines
de comercializacién sin mi permiso expreso
para recibir de i6n no es necesaria ara comprar o recibir productos de
Neuvocrme, pero si no doy mi autorizacion o si la doy y después la revoco, es posible que yo o mi hijo no podamos recibir servicios de
apoyo de Neurocrine para la
5. Puedo revocar mi par y elegir no recibir de
uotras e Nourocrine slgmendo el proceso Gasorms onia holtca ae privacidad de Neurocrine.
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