JazzCares::

Making a difference in Patients’ lives, one Patient at a time

Insert patient's first and
last name, date of birth,

are optional

Guidance for JazzCares Patient Authorization Form

It is highly recommended that your patients enroll in JazzCares to access nursing
and pharmacy support, financial assistance programs if eligible, and resources

and support tools throughout their treatment journey. Click here for your patients
to sign the Patient Authorization.

Patient Authorization

To submit this form, please complete all required fields below. Required fields are denoted by “*"

Patient Information

and email. Phone numbers

Enter prescriber’s first
and last name

*First Name *Last Name *Date of Birth
mm/dd/yyyy ()
*Email Phone Cell Phone

Prescriber Information

*First Name *Last Name

Link opens the detailed
disclosure form pictured
on the next page

Check this consent box
for the patient to receive
emails with information

about JazzCares offerings

Check this consent box
for Jazz to call or text the
patient with important
information about their
prescription

Use the mouse to create
a digital signature in the
black box. Click "Clear
signature" to delete your
signature and create a
new one

_

Patient Authorization for Disclosure and Use of Health Information (SIGNATURE IS REQUIRED FOR PARTICIPATION in
Jazz-sponsored patient support programs and activities)

| hereby authorize and direct my prescriber(s), their office staff, my health insurer(s), and the specialty pharmacy that will fill
my prescription (the “Pharmacy”), to disclose my Health Information to Jazz Pharmaceuticals including its affiliates and
services providers (together referred to as “Jazz Pharmaceuticals” or “Jazz") for any Jazz-sponsored patient support
programs and activities, including the JazzCares program.

i i nd disclosure of my Health Information for the purposes described in the
Patient Authorization Disclosure form. J ‘

| confirm that | have read, understood, and accepted the[Patient Authorization Disclosure form}

Consent to receive email commt ications from Jazz Phar about ed ional programs, products, and services

40 By checking this box, | confirm that | am 18 years of age or older and a resident of the U.S. | am indicating that |
would like to receive information from Jazz about educational programs, products and services. | consent to the

collection, processing and sharing of my Health Information, by Jazz, its affiliates and services providers to conduct
marketing activities and to communicate with me regarding products and services that may be of interest to me. |
understand that Jazz will not sell my Health Information to third parties. | can unsubscribe at any time from future
email communications from Jazz by clicking the “unsubscribe” link provided in email communications from Jazz.

Consent to receive telephone communications from Jazz Pharmaceuticals (TCPA Consent)

40 By checking this box, | consent to Jazz calling and texting me at the phone number(s) provided with promotional

communications relating to Jazz products and services and/or my condition or treatment (standard text messaging
rates may apply). | can reply STOP to opt out at any time.

| understand that | can withdraw consent from collection, use or sharing of my Health Information for marketing purposes at
any time using one of the methods listed in the US Consumer Health Data Privacy Policy.

| understand that participation in Jazz-sponsored patient support programs and activities, including the JazzCares program,
is voluntary, and, if | have consented, receipt of marketing communications are optional services.

| understand that the consent(s) above in no way affects my right to obtain any medications and | do not have to provide
consent to be able to receive any medications.

| verify the information provided is true and correct. If | am the caregiver for the patient, | confirm | am authorized to sign on behalf of the patient.

| agree to the use of electronic records and signatures. | acknowledge that | will have the option to download this document
after hitting the submit button and the ability to save, or send this electronic record and disclosure to a location where | can
print it, for future reference and access.

Click "Submit" to finalize

the information and submit

the form

| m
Clear 5|gnature/

(&



https://jazzcares.com/patients/xywav?enroll=yes

Patient Authorization for Disclosure and Use of Health Information (SIGNATURE IS Click the “X” to close and
REQUIRED FOR PARTICIPATION IN Jazz sponsored patient support programs and return to the form
activities)

I. Uses and Disclosure of Health Information

| hereby authorize and direct my prescriber(s) and their staff, my health insurer(s) and the specialty pharmacy that will fill my
prescription (the “Pharmacy”), to disclose my name (and the name of my caregive
information and the following information ( er” h Informat

rvices providers
programs and

« Information concerning my treatment with Jazz Pharmaceutica

and
« Information about my health ir

| understand and autho

s and ated to my condition or treatment;
rdinating, and resolving insurance co r reimbursement inquiries and payment for Jazz

Z including the JazzCares program (this
include supplemental edu natio € 5 to my therapy or my medical conditi
opportunities to par

tance programs, co-pay

alth Information to third parties, but J Pharma
s for the purpose described in this Form. | also undel
Ith Information for the above pur | will not be able to participate in J. nsored patient
support programs and activities, including the JazzCares prograr

This Form will remain valid until termination of enrollment in onsored patient support programs an vities, including the
zzCares program, unless a shorter time is required by state law. | understand the Program may be changed or ended at any time
without prior noti

| unde st a copy of this Form that is on file with Jazz.

lalso un tand that | can withdraw my consent to the pr ing of my Health Informatic the above purposes and revoke
thi rm at any tin lling 1-866-99 88, emailing customel har to: Jazz
Pharmaceuticals, PO Box Si 5, 3166-6589. If | do olc b sponsored
patient support programs tivities, including the Ja:

I understand that should | revoke this Form, the revocation will not impa and disclosures of my Health Information that have
already occu in reliance on this Form.

More information on Jazz Pharmaceuticals’ privacy practices

Further information concerning Jazz Pharm: privacy practi [/Ww harma.com/privacy-
statement/. If you sident of California, ¢ ption of the Health information coll ) Pharmac Is and your
r be found here: https:/www.j

Click “Close” to return to
the form

0 You have successfully completed the signing process.

Your document is complete and may be downloaded by clicking the button below.

Click "Download Your

Download Your Signed Patient Authorization Form > S|gned Patient Authorization
Form" to save a copy

Ask your patients to sign the JazzCares Patient Authorization now

FOR MORE INFORMATION
« Visit www.jazzcares.com or call 1-833-533-JAZZ (5299), Monday-Friday, 8 AM - 8 PM ET
« Contact your Jazz Access and Reimbursement Manager

©2024 Jazz Pharmaceuticals plc or its subsidiaries

US-XYW-2200232 Rev1224 r Jazz Pharmaceuticals



https://jazzcares.com/patients/xywav?enroll=yes
https://jazzcares.com/hcp/xywav
https://jazzcares.com/contact-arm
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