<<Date>>

<<Treating Provider First Name>> <<Treating Provider Last Name>>, <<Treating Provider Title>>
<<Treating Correspondence Primary Contact>>
<<Treating Site Name>>
<<Treating Site Address 2>>
<<Treating Site Address 1>>
<<Treating Site City>>, <<State>> <<ZIP>>

Re: <<Patient First Name>> <<Patient Last Name>> 
RE#: <<Record ID>>
Patient DOB <<Patient DOB>>

Patient Assistance Program (PAP) – Diagnosis   Follow-Up

Dear Dr. <<Treating Provider Last Name>>,

We recently received an EYLEA4U® Enrollment Form from your office requesting patient assistance for <<Patient First Name>> <<Patient Last Name>>. On the Enrollment Form, one or more of the included diagnoses is not included in FDA-approved labeling for <<EYLEA HD>> <<EYLEA>>. Therefore, <<EYLEA HD>> <<EYLEA>> is being prescribed for a condition that has not been FDA approved. The FDA has not evaluated the efficacy, dosing regimen, or safety of <<EYLEA HD>> <<EYLEA>> for this use. EYLEA4U will consider providing <<EYLEA HD>> <<EYLEA>>, free of charge for your patient, based upon the doctor’s medical order, provided that the patient meets our PAP eligibility criteria.

To be eligible for the EYLEA4U PAP, a patient must:
· Reside in the US or its territories or possessions
· Demonstrate financial need:
· Total annual household adjusted gross income (AGI) of $100,000 or less OR
· AGI is between $100,001–$150,000 and patient’s out-of-pocket drug costs* for <<EYLEA HD>> <<EYLEA>> account for ≥3% of patient’s AGI
· Be uninsured or lack coverage for <<EYLEA HD>> <<EYLEA>>
· Be taking <<EYLEA HD>> <<EYLEA>> for an FDA-approved indication or the health care provider must certify <<EYLEA HD>> <<EYLEA>> is medically appropriate for patient’s diagnosed condition



Therefore, EYLEA4U® will need the following documentation before beginning an eligibility determination:
· Documentation of income
· PAP Physician Certification Form (attached)

Please fax the requested information to EYLEA4U at 1-888-335-3264 or submit through the EYLEA4U ePortal at www.EYLEA4UePortal.com.

Once all the necessary documentation is received, EYLEA4U will review your patient’s eligibility and provide you with a notification of the patient’s eligibility determination via fax.

If approved, a completed EYLEA4U Product Request Form is required to initiate product shipment.

If you have any questions about this letter, please call EYLEA4U at 1-855-EYLEA4U (1-855-395-3248), Option 4, 
Monday–Friday, 9 AM–8 PM Eastern Time.


Sincerely,
<<Site Coordinator First Name>> <<Site Coordinator Last Initial>>
EYLEA4U Reimbursement Specialist
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Phone: 1-855-EYLEA4U, Option 4
(1-855-395-3248)
Fax: 1-888-335-3264


*Documentation of patient’s out-of-pocket drug costs for EYLEA HD or EYLEA is required and may include: Practice receipt of patient payment for EYLEA HD or EYLEA, which must include the amount paid specifically for EYLEA HD or EYLEA; practice billing record; or statements showing the patient’s EYLEA HD or EYLEA drug expenses have been billed. 
If the income validation tool is unable to return results, the patient will be required by EYLEA4U to provide proof of income. Proof of income may also be requested any time for audit/verification.


This letter contains personal health care information from EYLEA4U and should only be viewed by the individual to whom it is addressed. Please contact EYLEA4U at 1-855-EYLEA4U (1-855-395-3248), Option 4, if you have received this letter in error. You may also return this letter to the EYLEA4U Patient Support Program at PO Box 220578, Charlotte, NC 28222-0578.

The EYLEA4U Patient Support Program is committed to protecting the confidentiality of individuals’ health and financial information. EYLEA4U receives health information from health care providers, health plans, and health insurers pursuant to written authorizations from patients who have enrolled in EYLEA4U. EYLEA4U uses patients’ health and financial information only to provide coverage and reimbursement, care coordination, support services, and for other purposes required by law or permitted by the EYLEA4U Enrollment Form. EYLEA4U does not share program participants’ medical and financial records with Regeneron Pharmaceuticals, Inc.

© 2023, Regeneron Pharmaceuticals, Inc.                                                            All rights reserved.                                                                      08/2023 EHD.23.04.0094

PAP – Physician Certification Form

<<Patient First Name>> <<Patient Last Name>> 
Patient DOB: <<Patient Date Of Birth>>
RE#: <<Record ID>>

Please indicate on the line below the diagnosis for which <<EYLEA HD>> <<EYLEA>> is being prescribed. List all 
International Classification of Diseases, Tenth Revision (ICD-10) codes along with the order of the diagnosis codes (primary, secondary, etc).

 Diagnosis:	_

Please read the FDA-approved label for <<EYLEA HD>> <<EYLEA>> before prescribing. If the diagnosis for which you are prescribing is not listed in the label, you are prescribing <<EYLEA HD>> <<EYLEA>> for a condition that has not been FDA approved. The fact that the use for which you are prescribing <<EYLEA HD>> <<EYLEA>> is not listed in the FDA-approved label indicates that the FDA has not evaluated the efficacy, dosing regimen, or safety of <<EYLEA HD>> <<EYLEA>> for this use. Nevertheless, EYLEA4U® will consider providing <<EYLEA HD>> <<EYLEA>> free of charge for your patient based upon your medical order, within program requirements.

By signing below, I certify that (a) in my professional judgment, the above therapy is medically appropriate; (b) that to the best of my knowledge, this patient does not have insurance coverage (including Medicare, Medicaid, county-funded, or other public programs) for <<EYLEA HD>> <<EYLEA>>; (c) I will not attempt to seek reimbursement for <<EYLEA HD>> <<EYLEA>> provided free of charge directly to the patient or for the dates of service for which <<EYLEA HD>> <<EYLEA>> was provided free of charge for the patient; and (d) I appoint EYLEA4U solely to convey on my behalf to the pharmacy chosen as the sole distribution agent of the EYLEA4U program the prescription for <<EYLEA HD>> <<EYLEA>>.

I agree to comply with the program guidelines as established by Regeneron and understand that Regeneron, in its sole and absolute discretion, reserves the right to modify or discontinue its programs at any time and to verify the accuracy of the information submitted.

Physician  Signature:  	Date:  	
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