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(sacrosiduse) Oral Solution

= ™ Phone: 1-800-705-1962
SucraidASSIST Fax: 1-800-632-1944

sucraid@onepatientservices.com

Patient Enroliment Form

Patient Information

Putient Nume DOB__/__/__ Toduy'sDute __ /___/
Purent/Guurdiun Nume Reldtionship to Putient

Home Address City

Stute Zip Preferred Contuct # Alternute #

Preferred Lunguuye Emuil

Shippiny uddress (if different from ubove)

Best Time to Contuct Allergies

| authorize SucrdidASSISTM to leuve u messuye, including the prescription hame Sucrdid® (sucrosiduse) Orul Solution, if | um
unuvuiluble when they call. [1Yes [1No

SucrdidASSIST™ is u personulized program for Sucruid® putients und their prescribers. This support program provides insurance benefit verificution, insurance uppedls
ussistunce, copuy ussistunce, finuncidl ussistance, peer support couching, nutrition counseling und educutional resources reluted to your disedse. In addition,
us purt of the support program, we offer nurse cull support services to provide information und respond o your yuestions regurding your diseuse und Sucraid®,
| would like to participate in these services: [1Yes [JNo Putient/Purent Signuture (reyuired)
Pleuse review und sign the HIPAA statement below.

Please have the patient or caregiver sign the HIPAA statement below

Authorization to Use and Disclose Protected Health Information (“Authorization”): | authorize my pharmacy, Accredo Hedlth Group, Inc. (Accredo),
QOL Medicul, LLC, the maker of Sucruid®, One Patient Services, LLC, Sucraid® support service provider, dietury consultants, my physicians, and other
hedulthcare providers, pharmuacists, insurers, und uny ugent or representutive of uny of these purties (collectively, *Authorized Purties”) to obtuin individudlly
identifiuble heulth informution (*lIHI") reyurding me und my medicul condition, symptoms, freatments, fumily medicul history, insurance coveruye und
fuyment history, and diet, und o collect, use, und disclose my lIHI aumony euch other to/from third purties (which may include insurers, public fundiny
forogrums, sociul workers, udvocucy orgunizations, ussisfunce orgunizations, heulthcure providers, dietury consultunts, und other persons or entities us
any of the Authorized Parties muy deem uppropriute) to: (1) coordinute my treutment; (2) fucilitute reimbursement support und obtuin puyment for my
tfreutment; (3) provide me und my heulthcure providers with free educutional materidls, dietary support, und/or peer consultation (4) conduct hedlthcure
murketing uctivities, including those for which Accredo or One Putient Services, LLC receives compensution (5) conduct clinicul ussessments regarding
therapeutic response to Sucraid® und (6) curry out uny other purpose required or permitted by law. | understund that any of the Authorized Parties may
need to contuct me for udditional information. For purposes of this authorization, | understand that my [IHI includes uny individudlly identifiable information
ubout me such us my sociul security hnumber, contuct information, medicul condition or other heulth informution, and freatment and puyment history
relating fo my pust, present, und future use of Sucrdid® und other hedlthcure items or services. | understand that once my information is disclosed under this
authorization, it may be further disclosed und ho longer protected by federdl confidentidlity laws. | understund that treuttment by my physician and puyment,
enrollment, or eligibility to receive Sucruid® is not conditioned upon the sighing of this authorization. However, if | refuse to sign this authorization, my
ability to receive support services reluted to my use of Sucraid® may be limited. | understund that this authorization will remain in effect until the later of fen
(10) yeurs from the date of my signature or five (6) yeurs following my discontinuance of purchuse of Sucrdid® unless | revoke it by sending written notice to
the One Putient Services Munuger ut One Patient Services, 7003 Presidents Drive, Suite 800, Orlundo, FL 32809. If | revoke this authorization, One Pautient
Services, LLC will communicute my revocution to the Authorized Purties und will stop using und disclosing my information us soon us possible. However,
my revocution will hot uffect uny prior use or disclosure of IIHI mude in reliunce on this uuthorization und My revocution will hot uffect my treatment by
my physician. If | have yuestions ubout disclosures of my lIHI, | may contuct the Privacy Officer ut One Putient Services ut sucruid@oneputientservices.com.
| understund thut | huve the right to receive u copy of this authorization. | further understund that | have the right at uny time to refuse nursing support,
dietury support or peer consultation.

Putient Nume (pleuse print) Dute

Putient Signuture (or representutive) Relutionship to Patient (if upplicuble)

One Putient Services
7003 Presidents Drive, Suite 800
Orlando, FL 32809

SucraidASSIST™ is provided by One Patient Services SUC16.1009 1/2016
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