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Getting Your Patient
Started on ARIKAYCE®

Arikares® Support Program Enrollment Form
and Patient Information

ARIKAYCE® Prescription and ARAE(AYCE'
Arikares® Support Program e oo )

Arikares

Support Program

Enrollment Form Limited Population
Fax: 1-800-604-6027 or E-mail: enrollment@arikares.com .
Questions?
Please complete all fields on pages 1and 3 to prevent any delays s
and include scanned copies of both sides of the patient's insurance ! on| ‘af'“‘
card (fields marked with an asterisk [*] are mandatory/required) Alternate Phone:
PATIENT INFORMATION /
Patient FirstName: _________________ *Patient Last Name \/\/ h a -I- TO ex p e CT } /
oog: 0 *Gender OMale OFemale Last 4 of SSN:
*Physical Add ! | ®
when starting ARIKAYCE -
“City: “State: ____ *ZIP:
“Mailing Address [ISame as Physica Understanding the Arikares® Support Program
City State 21p: Living with this condition is not easy, and neither is starting a new treatment. The Arikares Support Program
. is here to provide you with important information and ongoing support throughout your ARIKAYCE
Primary Phone:______ Secondary Phone E-mail (amikacin liposome inhalation suspension) journey.
Preferred Contact Method(s): (check all that apply) [Phone [1E-mail [ Text
Step 1: Bei ibed ARIKAYCE Step 4: Volunt: device traini
Preferred Time fo Contact: [1Morning [J Afternoon [JEvening ep I Being prescribe: ep 4: Voluntary device training
* You enroll in the Arikares Support Program * You may choose to receive in-home or virtual
Preferred Contact Language: [JEnglish [ Spanish [JOther. training from your Arikares Trainer 1o help you take
Authorized Alternate Contact Step 2: Welcome to the program your medication
* Your Arikares Coordinator contacts you
Alternate ContactPhone: —________ Relationship fo Patient to welcome you to the program Step 5: Ongoing support

Prescription Insurance Information (Please Send a Copy of Insurance Card + You receive a Welcome Pack in the mail « Your Arikares Coordinator will be in touch
“Prescription Coverage Plan Name: * Your voluntary Arikares Trainer, a nurse or rhroug'hot'n yfour rr?mrner:jt Joumey' 'OI pro\;:je
important information and support along the way
Beneficiary/Cardholder Relationship to Cardholc respiratory therapist, will discuss the Welcome
Pack with you
*Primary Rx Insurance ID # “Group #
“BIN *PCN “Phone. Step 3: Receiving ARIKAYCE
“Primary Rx Plan Type: [JPrivate/Commercial [JMedicare Part D [IMedicaid [JTRIC * ARIKAYCE arrives at your home, along
secondary Rx Plan N with a device to help you take it, and a
econdary Rx Plan Name: Getting started box
Beneficiary/Cardholder Relationship to Cardholc
Secondary Rx Insurance ID # Group # If you have any questions, please contact the Arikares Support Program
BIN PCN Phone: 1-833-ARIKARE (1-833-274-5273) or 1-973-437-2376
Secondary Rx Plan Type: [ Private/Commercial  []Medicare Part D [IMedicaid [Tl Monday through Friday from 8 am to 8 pm Eastern Time
Patient Does Not Have Insurance [] For more information about ARIKAYCE go to ARIKAYCE.com

Patient Authorization Signature

Information Disclosure—I have read and understand the Patient Authorization on page 2, and

My Information (as defined in the Patient Authorization) fo be used and shared as described in ~ Afikares Coordinator Name:

A
ARIKAYCE

*Patient Signature: *Date: Arik Coord Tel
: J / .
Program Enrollment—By signing below, | agree o enroll in the Arikares Support Program and ~ 1ikares Coordinaor Tl ikacin fiposome Ar| kares
that the information in the “Patient Information” section of this form is accurate and completc inhalation suspension) S +P
o . . Arikares Trainer Name: e — upport Frogram
\ Patient Signature: Date: Limited Population
Please see Indication and Important Safety Information for ARIKAYCE, including What is ARIKAYCE?

Boxed Warning, on page 4. Please see accompanying full Prescribing Information. ARKAYCE \ . 4 1o treat adults with refractory (difficult 1o treat) Mycobact
i ripti ith refr iffi
© 2022 Insmed Incorporated. All Rights Reserved. Insmed, ARIKAYCE, and Arikares are trademarks of S a prescription medicine use © freat adults wi etractory cult fo frea yeobacterium

Insmed Incorporated. All other trademarks are property of their respective owner. PP-ARIK-US-01675 02/2022 avium complex (MAC) lung disease as part of a combination antibacterial drug treatment plan (regimen).
It is not known if ARIKAYCE is safe and effective in children younger than 18 years of age.

This product was approved by FDA using the Limited Population pathway. This means FDA has approved this
drug for a limited and specific patient population, and studies on the drug may have only answered focused
questions about its safety and effectiveness.

Please see Important Safety Information for ARIKAYCE, including Boxed Warning.

l I Please see accompanying full Prescribing Information.

(amikacin liposome Ari kares

inhalation suspension) Support Program

Limited Population’

*See the full Prescribing Information for ARIKAYCE for information about Limited Population.
Please see Indication and Important Safety Information for ARIKAYCE, including Boxed Warning.
Please see accompanying full Prescribing Information.

AN\
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The Arikares Support Program is designed to help your patient get AR | _K_AYC E .

started on ARIKAYCE (amikacin liposome inhalation suspension), ?ﬁ?éﬁat%r% ';ﬂgsgwsﬁon) Arl kareS“°
become familiar with taking it, and receive support during their P Support Program
treatment journey Limited Population’

PROGRAM ENROLLMENT
« Complete the Arikares Enrollment Form enclosed or download an interactive form by

@ visiting ArikaresEnrollmentForm.com

- Submit all pages via fax (1-800-604-6027) or e-mail (enrollment@arikares.com)

. PAYER ACCESS EDUCATION
@ « Patient Access Lead (PAL) is available to provide the most recent publicly available
payer-specific information regarding
- Payer approval process
- Prior authorization (PA) and reauthorization
- Appeal process

2\ SHIPMENT COORDINATION
g » Arikares Coordinator and specialty pharmacy work with the patient to coordinate the

shipment of medication
« Specialty pharmacy reviews financial support options with patient

DEVICE TRAINING
« Arikares Trainer can provide 1in-office or virtual train-the-trainer to healthcare provider

and staff
« Trainer conducts voluntary in-home or virtual device training for patient and caregiver(s)

ONGOING PATIENT SUPPORT
« Arikares Coordinator provides office with patient updates and answers patients’

% device-related questions

« Arikares is available to provide patient support throughout their treatment journey

Insmed Therapeutic Specialist Arikares Team

*See the full Prescribing Information for ARIKAYCE for information about Limited Population.
Please see Indication and Important Safety Information for ARIKAYCE, including Boxed
Warning. Please see accompanying full Prescribing Information.

QUESTIONS?
Call the Arikares Support Program at 1-833-ARIKARE (1-833-274-5273) or 1-973-437-2376




The Arikares Support Program Enrollment Form

The Arikares Support Program Enrollment Form is the first step in prescribing ARIKAYCE and enrolling
patients in Arikares. To begin, you need to gather all the relevant information from each of your patients.

To avoid delays, please complete all the mandatory fields in the Enrollment Form (fields marked with
an asterisk [*] are required).

Below, you can find an annotated example highlighting
what’s required from the patient and physician sections.

Remember to include copies of each patient’s insurance cards
when submitting the Enrollment Form and Prescription (Rx).

® . .
ARIKAYCE® Prescription and ARIKAYCE' Arik
H ® (amikacin liposome
Arikares® Support Program inalaton suspension | 4 TK@IES
Enrollment Form Limited Population
P 'I'. 1_ . f 1.. Fax: 1-800-604-6027 or E-mail: enrollment@arikares.com Guestions?
arient iInformarion —; Please complete all fields on pages 1and 3 to prevent any delays uestions:
and include scanned copies of both sides of the patient’s insurance Phone: 1_833-ARIKARE (1:833-27425273)
’ Ensure pGTienT card (fields marked with an asterisk [*] are mandatory/required). Alternate Phone: 1-973-437-2376
demographic information PATIENT INFORMATION
iS ﬂ”ed out Complefely *Patient FirstName: __ *PafientlastName: Mk
*DOB: “Gender: JMale [JFemale Last 4 of SSN:
*Physical Address:
*City: *State: ____ *ZIP:
. H *Mailing Address: [J Same as Physical Address
.Prescrlptlon *City: *State: *ZIP:
1 nsu ra nce *PrimaryPhone: ___ Secondary Phone: E-mail:
. . Preferred Contact Method(s): (check all that apply) [JPhone [JE-mail [ Text
information

Preferred Time to Contact: [JMorning [ Afternoon [JEvening
Preferred Contact Language: [JEnglish [JSpanish [ Other:

» Provide policy and
phone numbers

Authorized Alternate Contact:

Alternate ContactPhone: — Relationship to Patient:

Prescription Insurance Information (Please Send a Copy of Insurance Card)

P Include separate —
. ) *Prescription Coverage Plan Name:
prescrlpTlon plOn Beneficiary/Cardholder: Relationship to Cardholder:
(|f Gpp“cq b|e) *Primary Rx Insurance ID #: *Group #:

*BIN: *PCN: *Phone:
*Primary Rx Plan Type: [ Private/Commercial [ Medicare Part D [JMedicaid [JTRICARE [ Other

Secondary Rx Plan Name:

P 'I'. 1_ . 'I' Beneficiary/Cardholder: Relationship to Cardholder:
q len SIg nq ure Secondary Rx Insurance ID #: Group #:
and date BIN: PCN: Phone:
Secondary Rx Plan Type: [ Private/Commercial  [JMedicare Part D [JMedicaid [JTRICARE [ Other
’ EnSUre pGTienTS Sign bOTh __ Patient Does Not Have Insurance []

Patient Authorization Signature

SlgnOTUre areas on their [ Information Disclosure—| have read and understand the Patient Authorization on page 2, and | agree to allow
My Information (as defined in the Patient Authorization) to be used and shared as described in the Authorization.

Enrollment Form prior to

*Patient Signature: *Date:
|eOVing The Ofﬁce Program Enrollment—By signing below, | agree to enroll in the Arikares Support Program and verify
that the information in the “Patient Information” section of this form is accurate and complete.
’ Pafienfs must read and \L *Patient Signature: *Date: W,
undersfand page 2 of Please see Indication and Important Safety Information for ARIKAYCE, including
Boxed Warning, on page 4. Please see accompanying full Prescribing Information.
fhe Enro”menf Form © 2022 Insmed Incorporated. All Rights Reserved. Insmed, ARIKAYCE, and Arikares are trademarks of
Insmed Incorporated. All other trademarks are property of their respective owner. PP-ARIK-US-01675 02/2022 Pg1of 4
prior to signing
Mandatory/required fields are highlighted here in for reference only.

*See the full Prescribing Information for ARIKAYCE for information about Limited Population.
Please see Indication and Important Safety Information for ARIKAYCE, including Boxed Warning.



A
ARIKAYCE .
(amikacin liposome Ar| ka_res®

inhalation suspension) Support Program

Limited Population’

— Prescribing physician
contact information

- A P Please list accurate
ARIKAYCE® Prescription and ARIKAYCE' fox numbers for future
: ® (amikacin liposome i xnu uru
Arlkores SupporT Pl’Onglm inhalation suspension) Arl kares . .
———— | Support Program communications
Enrollment Form Limited Population
Fax: 1-800-604-6027 or E-mail: enrollment@arikares.com Questions?
Please complete all fields on pages 1and 3 to prevent any delays ues fons. — 1
and include scanned copies of both sides of the patient’s insurance @ Phone: 1-833-ARIKARE (1-833-274-5273) Offlce contGCt
card (fields marked with an asterisk [*] are mandatory/required). Alternate Phone: 1-973-437-2376

P Staff member in
— your office who will

HEALTHCARE PROFESSIONAL & PRESCRIPTION INFORMATION

*Prescriber First Name: *Prescriber Last Name: . .
. . communicate with an
*Practice Name: Specialty:
“Address: “Ciy: “State: e Arikares Coordinator
“Phone: Fax: NP #: — regqrding pqﬂen‘r
Office Contact Name: Office Contact Phone: enro”menT, Their
Office Contact E-mail: .
- ) ) i Insurance coverage,
If Applicable, Check Appropriate Box for Specialty Pharmacy Preference:
[JNo Preference [JMaxor Specialty Pharmacy [JPANTHERX Specialty Pharmacy Gnd Their progress
& Official Prescription Information . .
Prescription
*Patient FirstName: _— *Patient Last Name: *DOB: . f 1..
Inrormarion
*Product: [ ARIKAYCE® (amikacin liposome *Quantity: [128-Day Supply: 28-Vial Pack
inhalati i (28 Vials of Medication, 4 Aerosol H
nhaltion suspensior) Heads, and 1 Handsef) » Complete entire
*Dosing Info: []Once-Daily 590 mg/8.4 mL (e SRl e er i) . . .
. section, including
“# of Refills:
New York prescribers, please submit prescription on an original NY State prescription blank. The prescriber is to number Of refllls

comply with his or her state-specific form, fax language, etc. Non-compliance with state-specific requirements
could result in outreach to the prescriber.

*Substitution Permitted? []Yes []No H

Prescriber Certification —_— Physician Signqture
| certify that the above therapy is medically necessary and that the information provided is accurate to the best of

my knowledge. | certify that | am the prescriber who has prescribed ARIKAYCE to the previously identified patient q nd d a"‘e
and that | provided the patient with a description of the Arikares Support Program. | authorize the Arikares Support
Program to act on my behalf for the purposes of transmitting this prescription to the appropriate pharmacy.

P Required; no stamped

No stamped signatures accepted

*Prescriber Signature: *Date: H

signatures accepted

Special Instructions:

— Special instructions

N J —
P Include any
Please see Indication and Important Safety Information for ARIKAYCE, including
Boxed Warning, on page 4. Please see accompanying full Prescribing Information. Qpphcqble spec|o|
© 2022 Insmed Incorporated. Al Rights Reserved. Insmed, ARIKAYCE, and Arikares are trademarks of
Insmed Incorporated. All other trademarks are property of their respective owner. PP-ARIK-US-01675 02/2022 Pg3of4 InsTruchons (Ophono |)

Mandatory/required fields are highlighted here in yellow for reference only.

Please see accompanying full Prescribing Information.
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