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P.O. Box 66547
St. Louis, MO 63166-6547

Dear Patient or Health Care Provider:

Thank you for your interest in the Putdue Patient Assistancc Program. To be eligible for the Purdue Patient
Assistance Progam, patients must be a U.S. resident, rneet income requirements, and rnust not have
Prescription drug coverage from an insurance provider including Medicare. lVledicaid or any other
federal or state program. There is also a $25.00 co-pay per prescription payable only by money
order or certified bank check (cashier's check) to Purdue PAP (Please do not send cash or personal
checks). T'o avoid deiay, please use the enclosed application. Please cornplete the following sreps to appllr
for the Purdue Patient Assistance Program.

1. Complete all patient and physician sections of tl-re attached appiication; both patient and
physician must sign application (signatures must be original).

2. Piease include an original prescription written b)' a MD or DO. (For OxyConrin prescriptions,
only FDA approved dosing of OxyContin@ evcrl' 12 hours will be allorved. Doses cannot
exceed 360 pills per prescription/per month.)

3, Please include a $25,00 money otder ot certified bank check (cashier's check) for eacl-r

ptescription payable to Purdue PAP (Example: if a patient reccivcs 3 diffcrcnt prcscriptions, a

$75.00 money order should be enclosed.)

4. Attach a coP)/ of the patient's most recent )'ear fbciera-l tax return or financia.l docunrentation
(examples include: IRS Form 1040, 1040E,2,1C\4()X,4506T,8453, 8879, 1099, 1099R, 1.(-)99RR,

and Social Secudty or Disability statement).

5, Attach a copy of the patient's driver's License or state ID,

6. Attach a copy of the patient's social security card, rreen card, or visa.

7 ' Mail the appJication, odginal prcscripuon, $25.00 n-roney order or certifiecl bank check (cashier's
check) for each prescdption, cop)' of dtiver's license or state ID, copy of social securin' cafd,
green card or visa, and financial documentation to:

PURDUE PATIENT ASSISTANCE PROGRAM
PO BOX 66547

sT. LOUTS, MO 63166-6547

We will review and process the patient's eligbiliry once u/e receive the completed apphcation, original
ptescript-ion, $25.00 co-pay for eacli prescription, cop), of cLiver's lcense or state ID, copy of socia]
securiqt card, gteen card, or visa, and financial documentation. You wiII receive written notification
concetning the patient's eligbility in up to 10 business days.
If 1'eu have any questions, please caLl a Purdue Patient Assistance Prograrn representarive at
i-800-599-6070, Monday through Ftiday, 73A am to 5:00 pm CST.

Sincerely,

Purdue Patient Assistance Proqram

Piease call 1-800-599-6070 rvith any quesLions
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Mail the application. financial rlocumentation. $25.00
co-pay per prescription, cop)' of driver's license or
state ID, copy of social securitl' t:ard, green card or
visa, and prescription to:
Purdue Pahent Assistance Progrlrn
P.O Box 66547
St. Louis. IrrIO 631(:6-6511

l,Irl{.ItltallEIltlLJ

Physiclan Name

Ad,lr.rt

DEA
I

it,.ifii.x: (--].ir",.rr
Physician/PrescriberAttestation:Mysigrraturecerufie'u'ui[1tr'i'p'ti*tI'*uffi.sbaredmedical.,'dfi,'"*iu1
uponIequeSt'hisorherhealfandfinancialinformationwithPurduePatientASsiStanceProgtamanditsconhactors!oconfrrmeligibi1ityandtoadmistelpar
fte proglarn and (2) this information is accurate andcomplete to tlre best of mv knowlerlce.

Pirl,sician Signahrre (origrnal signature) l)afe

Pahent Name: SS#:

State

Street Address (Irlo P.O. Box) Date of Birth:

//
lilale tr
Female n

zip Pirone/\\/
Number of Household members (including self;?

(circle one)
l234567orher

U.S. Resident?

Yes n No fl
Are you a Veteran of the LIS

Arrned Forces?
YesnNon

r\re 1'ou Drsabled?

yesfNon
Allergies: fl V.s tr No If Yes, please list

attach copy of your most recent LI S.Financial Information Note: you musr

Salarl,AMagcs $_

Di sabrli tv

Total Gross Household

In.o*. Tu* R.**, i...,IRS Forrr, 1040.

Social Sccunty $

Pension/
Rehrement $--

Monthlv Incorne: S

Alimon y/Chi1d Sr.rppirrt

Unernplol,ment/
Workers Cttmp

'l'otal Patient Assets:

It**-ffi -Tctt*k one

(This includes savings/checkirg, IRA' annuities. stocks/bonds/CD s)

I Insurance Infonnation I Check one

$

Prrvate Drug Coverage flYes fxo h4edicare f]Yes nxu
Ir{cdica:d flYcs No Mcdicarc Part D Ycs flXo
I attest liat the information provided in this application is complete and accwate. I autlorize any Health Care Frouider, Ins,lnn e Compan1,.. Employer, persor] or
organizatrontore1easeanyirrformationregardi:tgthemedrcal,mental,a]coho1ordrugabusehistory'teahnentorbenefitspayabIe't,oallyotne'p.riy
p.urposeofvalidatinganddeteminingbeneftspayab1e,casemanagement"reportirrgrequiIementsoradmirristationoftiepatrentaSS].stance
thePurdueIPAPteservestheriglrttorefsetoenro11meordisenrol1mefromthep;be;taSsiStanceprogrambasedonanvunirtenr]erluse.ause=oli
any products in this program.
Iauthotiz-etheSupplierofthePatientAssistanceProgram(''P1ogram,,)t,odiscloseLoPurrlue'a1lpersonalinformationre1ahrrgtomvrnelca]
insutance covetage needed tLc admiaister my participation rn the Program. I understand that if I refuse to sign this authorization, I wrll not be able to parhcipate il theProgranl but it will not affect my ability to obtain medical heabnenl my aUlity to seek payment for heatnient or affect my insurance enrollment or &gibitity for1nSuranccbcncfits']understandtJratImaycance1thisauforizationatanytimebymai1ingalcttcrtotheProgram.Cance1ingthisauthorization*i[piot'it,ita,.
trtypersollali:rforrnatiortaftcrdrcdatethecance11adonlett,e
peISonalmforuabonisdtsc1osedt]oPWdue,federa1privacylawsmayno1ongerprotectthenfoImationfromfurt]rerdisc1osure.Thisaut1torizao
for up to 12 months from the date of signature. I attest tlat I do not have Ure aUitrty to pay for my medication and I am not and will 1ot recerve my purrlue medica[on
Stough M.dt ut..N{.di."id.V4.*rlihty.=ht. ot 1*.1plu"r o, uo* Fr*ut. rnr*.r..
P ah en t' s S i gn ature (on gi nal si gn ature ) : Date:

li


