
 

 

  

 
  

 
  
  
  

 
  
      

    

  
     

     

 
  

 
    

 
     

  

  
  

  

     

   

Prescription & Service 
Request Form 

Prescribing HETLIOZ® (tasimelteon): An Instructional Guide 
HETLIOZ® (tasimelteon) is indicated for the treatment of Non-24-Hour Sleep-Wake Disorder (Non-24). 
Please see full Prescribing Information. 

Completing the Prescription and Service Request Form 

1 

2 

Patient Information 
Complete the First Name, Last Name, D.O.B., Address, City, State, and Preferred Phone fields 

Insurance Information 
To ensure the prescription is filled, indicate whether the patient has insurance 
If the patient does have insurance, the Primary Medical Insurance and ID # fields must be completed 
It is recommended that you attach copies of both sides of the patient’s pharmacy and insurance card(s) 

3 Patient Signature 
Patient Services Authorization: If a patient wants to enroll in HETLIOZSolutions™, he or she must sign this section 
—Before patients elect or decline to enroll, they must read section A on page 2, or an HCP or HCP staff member must read the 

section aloud to the patients 
—Please note that enrolling in HETLIOZSolutions™ is not required for a patient to receive his or her prescription, but the patient 

must be enrolled to be eligible for financial assistance and other programs 

Patient Marketing Authorization: If a patient wants to receive marketing materials for HETLIOZ®, he or she must sign this section 
—Before a patient signs this section, he or she must read section B on page 2, or an HCP or HCP staff member must read the 

section aloud to the patient 
—Please note that electing or declining to receive these materials does not affect a patient’s eligibility to receive HETLIOZ® 

or enroll in HETLIOZSolutions™ 

4 

5 

6 

Prescriber Information 
Complete the Prescriber’s Name, Phone Number, Fax Number, Address, City, State, and NPI # fields 

Prescription Information and Prescriber Signature 
Indicate the dosage, capsules, refills, and any known patient allergies to the pharmacist filling a patient’s prescription
 
—Please note that daily use for several weeks or months may be necessary before benefit from HETLIOZ® is observed
 

Indicate Diagnostic Code(s) 
In order for HETLIOZSolutions™ and the specialty pharmacy to properly fill the prescription, the Diagnostic Code(s),
 
Dispense, Prescriber Signature, and Prescriber Signature Date fields must be properly completed
 
Many of the services offered by HETLIOZSolutions™ may only be available to patients with Non-24 

Fax the completed form to HETLIOZSolutions™ at 1-844-364-2424 
A Fax Receipt Confirmation will be provided from HETLIOZSolutions™ 
If any of the information is missing or incomplete, HETLIOZSolutions™ will fax a Missing Information Form 

HETLIOZSolutions™ pairs a care coordinator with a patient and HCP to ensure a seamless experience from 
prescription through administration 

HETLIOZSolutions™ starts the process with an introduction call to the patient that occurs within 24 hours of receiving a patient’s 
HETLIOZSolutions™ Prescription & Service Request Form, which includes confirming the patient’s contact and prescription delivery information 
HETLIOZ® will be distributed only through specialty pharmacies 

For more information on HETLIOZ® and the HETLIOZSolutions™ program, 
call 1-844-HETLIOZ (1-844-438-5469) or visit HETLIOZPRO.com 
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