
The Novo Nordisk Hemophilia and Rare Bleeding Disorder Product Assistance Program (PAP) provides
medication to qualifying applicants at no charge. If the applicant qualifies under the Novo Nordisk PAP 
guidelines, the prescribed dose of the requested medication(s) will be shipped to the applicant’s home address.

The Novo Nordisk PAP is free. There is no registration charge or monthly fee for participating in the
Novo Nordisk PAP.  

PATIENT ELIGIBILITY

• Patient has been prescribed a Novo Nordisk factor product for an indicated condition; and

• Patient is a documented US resident, or is on a path to documented status with reasonable likelihood 
of attaining; and

• Patient has no insurance coverage and is actively seeking insurance coverage, or

• Patient is privately insured (trial program only) 

NOTE: Uninsured patients who have opted not to obtain coverage through the Affordable Care Act’s 
health insurance marketplace are eligible for PAP for the resolution of the current bleed if they have 
committed to enrolling in the healthcare marketplace during the next open enrollment period.

 

 
The Novo Nordisk PAP offers product assistance and trial programs for Novo Nordisk 
Hemophilia and Rare Bleeding Disorder products that treat the following conditions:

• Congenital hemophilia A

• Congenital hemophilia A or B with inhibitors

• Congenital factor VII deficiency

• Glanzmann’s thrombasthenia with refractoriness to platelet transfusions, with or without 
antibodies to platelets

• Acquired hemophilia 

• Congenital factor XIII A-subunit deficiency

 

See next page for instructions.
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INSTRUCTIONS

Complete ALL fields to avoid return of incomplete application.

Make sure the application is signed by the prescriber AND dated

Make sure the patient signs the certification section

Include all documents required per the “Documents Needed”
section below

Fax the completed application and proof of income to 1-866-441-4190, 
or mail them to Novo Nordisk Inc., PO Box 370, Somerville, NJ 08876

Documents Needed

• Medicaid denial (as appropriate)
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Part 1 of 3: Provider Information

 

A

Patient’s Name:

Hemophilia A     Hemophilia A or B with inhibitors Congenital factor VII deficiency

Glanzmann's thrombasthenia with refractoriness               Acquired hemophilia

Congenital factor XIII A-subunit deficiency

I certify that, to my knowledge, this patient is not enrolled in any Medicare, Medicaid, 
 Department of Veterans Affairs, or other state or federally funded health plan.

Date of Birth:          
MM

   /   
DD

    /           YYYY

Fax all forms and other required information to: 1-866-441-4190

B

Licensed Healthcare Provider Information

Name:  
 

State License Number:
Expiration Date:
NPI Number:

Street Address (no PO Box number):

City, State, and Zip Code:

Office Phone:                                                                          Office Fax:

Office E-mail: Office Contact Name:

C

Order Information (include prescription for 23G [adult] or 25G [pediatric] infusion supplies if applicable)

Product Name Dose Infusion Instructions Quantity To Dispense

For questions regarding NovoSecure™, please call 1-844-NOVOSEC (1-844-668-6732).

D

Healthcare Provider Declaration. My signature certifies that I am a licensed healthcare provider eligible under state law to prescribe
the requested medication(s) listed on the attached order and that I am not prohibited from participating in federally funded healthcare 
programs. I further certify that all information provided in the Licensed Healthcare Provider Information section is correct. I understand 
that I am not eligible to seek reimbursement for any medication dispensed by the Novo Nordisk PAP from any government program or 
third-party insurer and will not apply any Novo Nordisk PAP medication toward the applicant’s True-Out-Of-Pocket (TrOOP) costs. I also 
understand that eligibility under the PAP is subject to Novo Nordisk’s discretion and that Novo Nordisk reserves the right to modify or 
terminate the PAP at any time. Finally, I certify that I receive no direct or indirect payments related to the PAP.   

Healthcare Provider’s Signature (no photocopies or power-of-attorney signature):          Date:

PROVIDER’S
SIGNATURE

- - - -
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FOR HEALTHCARE PROVIDER
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FOR PATIENT

A

Patient’s Name:
Date of Birth:       

MM
   /   

DD
    /      

 YYYY 

Sex:     Male    Female
Social Security  Number:                        -          -

Patient’s Shipping Address:
Patient’s City, State, and Zip Code: 
As part of this PAP, Novo Nordisk will provide me with refill reminders and notifications regarding program enrollment via 

phone calls. By checking the check box below, I hereby consent to receive: 

  Autodialed and prerecorded calls to the phone number(s) provided below. I understand and agree that by checking this 

box and entering my phone number(s), I am granting my express written consent to receive autodialed and prerecorded 

phone calls from Novo Nordisk and its PAP service providers on my mobile phone and/or landline. I also understand that 

my consent is optional and can be freely withdrawn.Phone:                  -               -
Mobile Phone:                 -               -

E-mail:

Patient-Authorized Representative InformationName:                                                                       Relationship to Patient:
Phone Number:

B

 Yes   No

Does the patient have private insurance coverage of any kind?
If yes, please fill out additional information in section C.

Healthcare provider’s signature is required on Part 1.
Patient’s or patient representative’s signature is required on Part 3. 

Fax all forms and other required information to: 1-866-441-4190

PO Box 370
Somerville, NJ 08876Phone: 1-844-668-6732Fax:      1-866-441-4190

 New Application    Annual Renewal

Part 2 of 3: Patient InformationBe sure to read all instructions before completing forms. Please type or print legibly.

- -
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C

I hereby certify that I am not enrolled in any Medicaid, Medicare, Department of Veterans Affairs, 

or other state or federal government health plan. 

Plan Name:

Plan Phone:
Policy Holder Name:
Policy Number:
Group Number:
Processor Control Number (PCN):

- -

FOR PATIENT

A

Patient Declaration. I certify:•  All information provided in this application is true and correct and that I will verify 

any of the information I provide to the Patient Assistance Program (PAP) upon 

request by the PAP•  To verify my PAP application status and receipt of the indicated medication(s)

upon request by the PAP
•  If approved to participate in the PAP, I will not seek reimbursement for the 

medication(s) requested from any government program or third-party insurer

I understand and agree:•  That my eligibility to participate in the PAP is subject to Novo Nordisk’s decision

and that Novo Nordisk may modify or terminate the PAP at any time

•  That I may be required to provide proof of ineligibility for certain health insurance 

coverage in order to meet the eligibility requirements for the PAP 

•  That I am required to report any changes to my health insurance and prescription 

drug coverage to the PAP
Patient’s or Patient Representative’s Signature (no photocopies or power of attorney signature):   Date:

Part 3 of 3: Patient Certification and Authorization

PATIENT’S SIGNATURE
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