BRISTOL-MYERS SQUIBB PATIENT ASSISTANCE FOUNDATION, INC. Ll.t-d.l.l'lﬁ
ABILIFY PATIENT ASSISTANCE PROGRAM OF CARE
P.O. Box B309 | Somerville, NJ 08876 | Phone: (B00) 736-0003 | Fax: (866) 598-5561 -~

PATIENT INFORMATION

First Name: MiI: Last Name: Date of Birth:  / /
Street Address where you live: City: State: Zip Code:
Mailing address (if different from above) City: State: Zip Code:
Social Security Number: Phone number: | }

Gender: Male O Female O Contact Mame:

PATIENT ELIGIBILITY INFORMATION - ATTACH PROOF OF ANNUAL HOUSEHOLD INCOME (REQUIRED)
TOTAL ANNUAL HOUSEHOLD INCOME $
(include all annual income, Wages, Socdial Security, Pension, Disability, Interest Earned on Savings, etc.)
“If you have indicated no income ($0), your application may be subject to audit or request for additional documentation.

Household Size (number of persons living in the home):

Private Insurance Yes @ No O Medicare A Yes O No O
Prescription Drug Coverage Yes D Nuo Medicare B Yes O NGO
Medicaid YesO NoQ | Medicare D ves©O NoO
L—I::izggu applied for Medicaid in the past and been Yes D No O VA or Military Benefits | Yes O NDO

| anest that the above information is complate and accurate. | artest that | have no prescriplion nsurance coverage, including Medicaid, Medicare or any
other public or private program and | have insufficient financial resources to pay for the prescribad themapy. By my signature, | authorize the releass of
information about ma and my medical condition 1o the Brsiol Myers Squibb Patien! Assistance Foundation (BMSPAF), and/or their agents. | authorze the
BMSPAF, andior their agents o use and discose such infomation for the assessment of my eligibility for, enmoliment info the BMSPAF and administration
of tha BMSPAF, which may include contacting my insurer, public funding programs, social workers, advocacy organizations, healthcare providers, or other
persons or antities the BMS PAF may deem appropdate, 1o relsase al medical recoms or reguested information baaring on my digiblity to and banafis
under the program. Additionally, | agree that at any time during my enmdiment, the BMSPAF may request additional documentation to authenticate the
stalements made on my applcation, The BMSPAF and/or thair agents agree not 1o declose any information to any third party except as authorized by me
or as requirad by law. | understand and acknowlsdge that this assistance is temporary and that this program may ba changed or dscontinued al any tima
withoutl notice. | understand that the BMSPAF, and/or their agents are mlying on this information.

Patient's Signatura: Date:

Advocate Signature: Date:

HEALTHCARE PROVIDER INFORMATION TO BE COMPLETED BY THE PRESCRIBING PRACTITIONER

First Name: Last Name: Professional Designation:

State License Number:
Shipping Address 1: (cannot ship to P.O. Box)

Shipping Address 2:
City: State: Zip Code: Diagnosis Code:
Contact Name: Phone Number: ( ) Fax: ( )
m:ln- Oral Solution 150mL . Aniity 2mg . Apiity Smg . .nmry 30mg
Oty / Day Cty [ Day Oty / Day Oty / Day Oty / Day Gty / Day Oty / Day
D Apilfy 10mg DISCMELT @ Dﬁmm 15mg DISCMELT & |8 this & changs in dose schedule lor an exising BMSP AF membes 7 O YES 'D' NO
____ Oty /Day __ Oty / Day

| represant thal any information | have provided about this patien! & complete, accurate and consisien! with applicable privacy laws and regulations, and |
understand that the BMSPAF, and/or their agents am relying on this information. To the best of my knowledge, this patient has no prescrplion nsurance
coverage, nclueding Medicald, Medicara or other public or private programs. | acknowladge and agree not 1o submit an insurance claim or othaer claim for
paymen| to any thind-pary payor (privale or government) for the medcation. | undersiand that BMSPAF reserves the nght to modily or lerminale this
program ai any tima. My signature certifies that the medication mceived from BMSPAF will not be resold nor offered for sale, trade or baner and will not ba
relurned for credit. | understand that BMSPAF reserves the nght to recall or discontinue product at any time without notice,

Healthcare Provider Signaiure Daie:
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