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Takeda Oncology Patient Assistance Program

The Takeda Oncology Patient Assistance Program* is here to help

If your patient is uninsured or the prescribed medication is not covered, the Takeda Oncology
Patient Assistance Program (PAP) may be able to provide eligible patients with a monthly supply of
ALUNBRIG® (brigatinib), FRUZAQLA® (fruquintinib), ICLUSIG® (ponatinib), or NINLARO® (ixazomib) at
no cost to them. Patients must meet certain financial and insurance coverage criteria to be eligible.

Please see accompanying ICLUSIG® full Prescribing Information, including Boxed Warning.

Phyllis
Takeda Oncology
Here2Assist® patient

For more information, call us at 1-844-817-6468, Option 2, or visit
www.Here2Assist.com. Let's Talk. We're available Monday-Friday, 8AM-8PM ET.
*Terms and Conditions apply.


https://www.iclusig.com/sites/default/files/2023-02/iclusig-prescribing-information.pdf
https://www.here2assist.com/hcp?utm_source=entree&utm_medium=pdf_link&utm_campaign=PAP&utm_term=05_25
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How to enroll a patient in the Takeda Oncology Patient Assistance Program*

1. COMPLETE ALL INFORMATION in its entirety with your patient. Use the checklist below to ensure all
required information on the form is complete.

1. 1 Select Product 5. Patient Current Insurance Information

2. Prescriber Information 6. [ Statement of Medical Necessity

3. 1 Patient Information 7. Patient Authorization (original signature required)

4. ] Patient Financial Information (income verification)t 8. ] Prescriber Authorization (original signature required)

2. SIGN AND DATE the form. Prescriber and patient (or legal representative) authorization is required in the form
of an original signature following review of the prescriber authorization and the patient authorization sections.
A patient’s (or legal representative’s) original signature is also required in the program enrollment section.

IMPORTANT: Original signatures are required.

Please ensure original signatures for the prescriber and patient (or legal representative) are applied. Stamped
signatures will not be accepted. Applications that do not include original signatures cannot be processed, and
your patient’s enrollment may be delayed.

3. FAX the completed and signed application form along with a valid prescription to Takeda Oncology Here2Assist®
at 1-844-269-3038.

IMPORTANT: The prescription is only valid if received by fax.

NOTE: Please do not send patient medical records or any other documentation that has not been requested.

What to expect after enrollment

If your patient qualifies, they may be enrolled for up to 1 year. Upon enrollment, a Takeda Oncology Here2Assist

case manager will notify you and your patient. A 1-month supply of medication will be delivered to your patient at
no cost to them. Each month, a Takeda Oncology Here2Assist case manager will confirm with your patient that they
are still being treated and eligible to receive another month’s supply of medication.

For more information, call us at 1-844-817-6468, Option 2, or visit www.Here2Assist.com.
Let’s Talk. We're available Monday-Friday, 8AM-8PM ET.

*To be eligible for the Patient Assistance Program, patients must meet certain financial and insurance coverage criteria. A Patient Assistance Program application must be submitted
in order to confirm patient eligibility.

To allow for quicker processing, Takeda Oncology Here2Assist can perform an electronic income verification. This will have NO effect on your credit score/rating. This information
will be used solely for the purpose of determining financial qualifications for the Takeda Oncology Patient Assistance Program.


https://www.here2assist.com/hcp?utm_source=entree&utm_medium=pdf_link&utm_campaign=PAP&utm_term=05_25
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PRODUCT (please select one)

Is the patient U ALUNBRIG® (brigatinib) 1 FRUZAQLA® (fruquintinib)

hospitalized? Q ICLUSIG® (ponatinib) Q NINLARO® (ixazomib)

el e Please see accompanying ICLUSIG® full Prescribing Information, including Boxed Warning.

PRESCRIBER INFORMATION

Name (First, Middle, Last): Practice Name:

Address: City: State: ZIP:
Phone: Fax: Primary Office Contact:

State License #: NPI: Medicare/Medicaid Provider #: Reimbursement Contact:

PATIENT INFORMATION

Name (First, Middle, Last): Preferred Name:

Preferred Language: Date of Birth (MM/DD/YYYY): Gender*: (A Male [ Female

Address: City: State: ZIP:
Phone: OK'to leave a message? [dYes (A No Email:

Mobile: OK'to leave a message? [(dYes L No

CARE PARTNER INFORMATION
Please complete this section if you would like Takeda Oncology Here2Assist® to communicate about the program primarily with your care partner on your behalf.

Name: Relationship:
Phone: OK'to leave a message? [dYes (1 No Email:
Mobile: OK to leave a message? [ Yes (1 No

FINANCIAL INFORMATION

Financial Information: Income documentation attached (most recent IRS form 1040, W-2 form, SSI letter, SSDI, unemployment, workers' compensation, etc) [Yes [No
Size of Household (including patient): Annual Gross Household Income:

(I want Takeda Oncology Here2Assist to conduct an e-income verification which will include a soft credit check to determine household income.

(1 understand that | am hereby providing “written instructions,” under the Fair Credit Reporting Act (FCRA), authorizing Takeda Oncology Here2Assist and its vendors to
obtain a consumer report or other information about me from (the vendor) for the purpose of determining my financial eligibility for the Takeda Oncology Here2Assist Patient
Assistance Program. | understand that | must affirmatively agree to these terms in order to proceed in this financial screening process for Takeda Oncology Here2Assist.

The following information will be used to determine patient eligibility. Patients must meet certain financial and insurance coverage criteria.
Please do not send patient medical records or any other documentation that has not been requested.

CURRENT INSURANCE INFORMATION

Please attach copies of both sides of the patient's insurance card(s). Include both medical and pharmacy information if available.
Insurance Type: () Medicare (L Medicaid (L] Private/Commercial ~ [ Other
Does your patient have Veterans Administration benefits? (JYes (ANo  Does your patient belong to a federally recognized tribe? (1 Yes [ No

Is your patient on disability? (dYes (A No  Does your patient have Medicare? (dYes [ No

Primary Insurer Name: Insurer Phone:

Policy Holder Name (First, Middle, Last): Policy Holder Date of Birth (MM/DD/YYYY):
Policy ID #: Group #: Rx BIN #: Rx PCN #:
Secondary Insurer Name: Insurer Phone:

Policy Holder Name (First, Middle, Last): Policy Holder Date of Birth (MM/DD/YYYY):
Policy ID #: Group #: Rx BIN #: Rx PCN #:

() Patient has no insurance [ Patient's insurance is pending with (include name of insurer here):

(] Valid prescription attached (must be faxed with application)
STATEMENT OF MEDICAL NECESSITY
ICD-10 Code:

*Takeda and its partners recognize that patients may not identify as male or female. However, many insurance companies still require | ONCOLOGY
that one of the fields be used for each of their members. Please indicate the gender on file with the patient's insurance company. Takeda



https://www.iclusig.com/sites/default/files/2023-02/iclusig-prescribing-information.pdf
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| understand that Takeda Oncology Here2Assist is a prescription
assistance service offered by Takeda Pharmaceuticals US.A,,
Inc. (“Takeda’) to help eligible patients who have been prescribed
Takeda Oncology medication obtain financial assistance and
access other patient support programs provided by Takeda
Oncology Here2Assist.*

By signing the Patient Authorization section of this Takeda
Oncology Here2Assist Enrollment Form, | authorize any health
plan, physician, health care professional, hospital, clinic,
pharmacy provider or other health care provider (collectively,
‘Providers”) to disclose my protected health information,
including personal information relating to my medical condition,
freatment, care management, and health insurance, as wel
as all information provided on this form and any prescription
(‘Information”), to Takeda Pharmaceutical Company Limited,
its affliates and their representatives, agents, and contractors
(collectively, the “Company” or “Takeda”) in connection with
the Company’s provision of products, supplies, or services.
| understand the Company will provide this Information to a
specialty pharmacy to fulfil the prescription. This Information
may also be used for internal uses by the Company, including
data analysis. Further, | understand that my physician, health
insurance, and pharmacy providers may receive financial
remuneration from the Companies for providing Protected
Health Information, which may be used for marketing purposes.

Further, the Company may use this Information for Takeda
Oncology Here?Assist Patient Support Program Services

PATIENT AUTHORIZATION FOR TAKEDA ONCOLOGY HERE2ASSIST®

("Services”) (if | agree below) such as verification of insurance
benefits and drug coverage, prior authorization support, financial
assistance with co-pays, patient assistance programs, alternate
funding sources, other related programs, communication with
me or my prescribing physician by mai, email, or telephone
about my medical condition, treatment, care management,
product information and health insurance.

| understand that once disclosed to the Company, my Personal
Health Information disclosed under this Authorization may no
longer be protected by federal privacy law, including HIPAA. |
understand that | am entitied to a copy of this Authorization. |
understand that I may cancel this Authorization at any time in the
future by calling 1-844-817-6468 or by sending written notice
of revocation to Takeda Oncology Here2Assist Patient Support
Program, 2730 S. Edmonds Lane, Suite 300, Lewisvile, TX
/5067. | understand that such revocation will not apply to any
information already used or disclosed through this Authorization.
This Authorization will expire within five (5) years from today’s
date, unless a shorter period is provided for by state law.

| understand that | may refuse to sign this Authorization and
that refusing to sign this Authorization will not change the way
my physician, health insurance, and pharmacy providers treat
me. | also understand that if | do not sign this Authorization,
| wil not be able to receive Services from Takeda. | wil not be
able to receive Takeda Oncology Here2Assist Patient Support
Program products, supplies, or services.

*Restrictions apply.
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PATIENT ASSISTANCE APPLICATION PATIENT AUTHORIZATION

Patient Authorization for Takeda Oncology Here2Assist®
| have read, understand, and agree to the release of my Protected Health Information as described above.

Patient Signature: Date:

| certify that | have been personally selected by the patient as their legal representative.

Legal Representative
Signature: Relationship: Date:

PRESCRIBER AUTHORIZATION

By signing this form, | certify that the treatment selected above is medically necessary for the patient identified in this application ("Patient”) and the information
provided is current, complete, and accurate to the best of my knowledge. By my signature, | also acknowledge that | have received from Patient, or their personal
representative, the necessary authorization to release, in accordance with applicable federal and state laws/regulations, the referenced medical and/or other
patient information relating to the above-prescribed treatment to Takeda Pharmaceuticals U.S.A., Inc., including its present and future affiliates, business partners,
agents and contractors, for the purpose of assisting the patient in obtaining coverage for the above-prescribed treatment and/or to assist the patient in initiating or
continuing the above-prescribed treatment. | certify that the prescription complies with all applicable local and state laws. | authorize Takeda Oncology Here2Assist
to convey this prescription to the dispensing pharmacy.

Prescriber Signature: (no stamp allowed) Date:

ATTENTION New York State Prescribers: Prescribers in New York State must submit the prescription on an original New York State prescription blank. For all other states, if not
faxed, the prescription must be on a state-specific blank if applicable for your state.

NOTE: Patient Authorization is required to enroll in Takeda Oncology Here2Assist®. If Patient Authorization is not obtained prior to submission of the enrollment form, the
prescriber authorizes Takeda to email the patient for completion.
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Patient Support Program Enrollment

| am electing to enroll in the Services and direct all disclosures of my Information in connection with such Services (which may include, but is not
limited to, verification of insurance benefits and drug coverage, prior authorization support, financial assistance with co-pays, patient assistance
programs, alternate funding sources, other related programs, communication with me or my prescribing physician by mail, email, or telephone
about my medical condition, treatment, care management, product information and health insurance).

Text Communication Enroliment for Patient Support Program Services

| consentto receive recurring automated text messages from the Takeda Oncology Here2Assist Patient Support Program including service updates, enrollment
support, refill reminders and educational messages to the provided mobile number. Message and data rates may apply. Message frequency varies. Text HELP
for help. Text STOP to opt out. Consent to receiving SMS messages is not a condition of purchase of goods or services. Please see the terms and conditions

Takeda Oncology
Patient Assistance Program

for text communications below and at www.here2assist.com/textingprogram and Takeda's Privacy Notice (https://www.takeda.com/privacy-notice/).

( Yes, opt me in. Mobile Phone Number:

( No, I do not consent to receiving text communications
Consent for Marketing and Use of De-Identified Data

By checking this box, | authorize the use of my Information for Takeda marketing activities and consent to receiving marketing and promotional
communications from Takeda. | hereby give consent to Takeda, its affiliates, and their agents and representatives to send communications and
information to me via the contact information | have ﬁrovided above. | further authorize the program to de-identify my health information and use

it in performing research, including linkage with ot

er de-identified information the program receives from other sources, education, business

analytics, marketing studies, or for other commercial purposes. | understand that this consent will be in effect until | cancel such authorization.

d Yes, opt mein.

(A No, I do not consent to receiving marketing and promotional communications

Takeda Oncology Here2Assist Patient Support Program Enroliment
| have read, understand, and agree to the use of my personal information for the purposes described above.

Date:

@ Patient Signature:

| certify that | have been personally selected by the patient as their legal representative.

Legal Representative
Signature:

Relationship: Date:

TEXT COMMUNICATION AGREEMENT TERMS AND CONDITIONS (OPTIONAL)

Takeda Oncology Here2Assist Patient Support Program text messages are
recurming automated program messages, which may include service upaates,
enrolment support, refill reminders and educational messages. By agreeing
fo these Takeda Oncology Here2Assist (the “Program’”) text message terms
and conditions, you agree to receive text messages on your mobie device
subject 1o the Terms & Conditions: You also consent to receive autodialed
and/or pre-recorded calls and/or text messages from or on behalf of the
Program at the telephone number provided above. You understand that this
consentis nota condition of purchase or use of the Program or of any Takeda
product or service. You can unsubscribe from receiving text messages by
texting STOP. For questions about this Program, text HELP or contact the
customer support center at 1-844-817-6468. Message frequency varies.
Such messages may be nonmarketing messages related to the Patient
Support Program. Message and data rates may apply. You represent that

you are the account holder for the mobile telephone number () that you
provide to opt into the Program. Data obtained from you in connection
with your registration for, and use of, this SMS service may include your
phone number and/or email address, related carrier information, and
elements of pharmacy claim information and will be used to administer this
Program and to provide Program benefits such as information about your
prescription, refil reminders, as well as Program updates and alerts. No
mobie information will be shared with third parties/affiliates for marketing/
promotional purposes. We are able to deliver on most of the major
and minor carriers: i.e., Verizon, Sprint, AT&T, T-Mobile and MetroPCS,
If you are unsure whether your carrier supports short codes, please
contact your wireless provider directly. Carriers are not liable for delayed
or undelivered messages. Please visit Takeda's Privacy Notice (https./
www.takeda.com/privacy-notice/) or contact us for additional information.

TAKEDA and the TAKEDA logo are registered trademarks of Takeda Pharmaceutical Company Limited. NINLARO,
HERE2ASSIST, and the HERE2ASSIST logo are registered trademarks of Millennium Pharmaceuticals, Inc. ALUNBRIG and
ICLUSIG are registered trademarks of ARIAD Pharmaceuticals, Inc. FRUZAQLA is a registered trademark of HUTCHMED Group

Enterprises Limited, used under license.
©2025 Takeda Pharmaceuticals U.S.A., Inc.
All rights reserved. 05/25  US-XMP-0346
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