Merck Patient Assistance Program
Enroliment Form Checklist

How Can We Help?

Use this checklist to help you and your Healthcare Provider complete your enrollment
form before faxing or mailing it to the Merck Patient Assistance Program. You can also
complete and submit your application online at MerckHelps.com.

Using this checklist can help you avoid unnecessary delays.

Section 1: Patient Information
Did the Patient enter...

Their name, address, cell and/or home phone number,
email, and date of birth

Whether they reside in the US
(they do not need to be a US citizen)

Whether they are enrolling for the first time in
Merck PAP or if they're re-enrolling

Where they would like their medication shipped

Their insurance/other prescription drug coverage
information

O oo o o 0O

Their consent to the Program Terms to Process Personal
and Sensitive Information for Merck PAP Purposes

Section 2: Patient Authorization
Did the Patient...

[] Signand date the Patient Authorization for Use
and Disclosure of Protected Health Information

Section 3: Income Verification

Did the Patient...

[] Enter their annual gross household income (their income
before taxes), including Social Security and pension benefit

[[] Enter the number of household members (including the
Patient) who depend on this income

[[] Select Option 1or Option 2 for how they want Merck PAP to
verify their current gross annual income;

(O Ifselecting Option 1, include a COPY of ONE of the
income verification documents listed on the form

(O Have the Patient sign and date the form where it
says "SIGN HERE"

[] Signand date the Applicant Declarations and Authorization
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Section 4: Prescription Information
Did the Prescriber...

[] Enter the Patient's name, date of birth, and prescription
information for up to two Merck PAP medications

[[] Enterthe Patient's allergies, medical conditions, and
current medications including OTC

[] Signthe Dispense as Written section

Section 5: Prescriber Information
Did the Prescriber...

[[] Enter their name, NPI (National Provider Identifier)
number, facility/site, facility/site address, and facility/site
contact information

[] Sign and date the Prescriber Attestation

Next Steps:

Fax or mail the completed, original Merck Patient Assistance
Program enrollment form, signed and dated by the Patient
and the Prescriber:

. FAX
é Januvia and Janumet: 1-800-419-8371
All Other Products: 1-915-921-853

MAIL
@ Merck Patient Assistance Program
PO Box 1206, Wilkes Barre, PA 18703-1206

If the Patient’s email is entered on the application, they

will receive an email notifying them that the Merck Patient
Assistance Program received their enrollment form.

If the enrollment form is fully completed and signed, and the
Patient is eligible, the Merck Patient Assistance Program can
typically process their enrollment form in less than 7 business
days. Time frames may vary if your enrollment form is not
complete, or if additional information is required.

Other ways to submit your application:

ONLINE
Apply online at MerckHelps.com.


http://MerckHelps.com
http://www.MerckHelps.com
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