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Reach Patient Assistance
P.O. Box 181 American Fork, Utah 84003

Tel: (801) 802-7232 

Toll Free: 1-888-727-8633

Toll Free Fax: 1-866-727-8633

	APPLICATION CHECKLIST


Please submit the following items to enroll in the Prescription Assistance Program. If you have questions while completing the application, please call our office at the number above. 

·  Prescription Assistance Application 
· Proof of Income (see Proof of Income page for explanation)
· Copy of Secondary or Supplemental Insurance Card (If applicable)
· Voided Check (for auto draft payments)
· Check, money order or CC for $25.00 payable to Reach Patient Assistance, LLC.  
	SUBMISSION INFORMATION

	Date 

     

	Patient Name

     

	Agent Name




Reach Patient Assistance
P.O. Box 181 American Fork, Utah 84003

Tel: (801) 802-7232 

Toll Free: 1-888-727-8633

Toll Free Fax: 1-866-727-8633
PATIENT ASSISTANCE APPLICATION

Return this completed application including the signed Authorization for Release of Medical Information form. Include  check, money order or CC information for $25 per applicant. We will review your income and medications to determine your eligibility for any of the Patient Assistance Programs. This fee is fully refundable if you do not qualify for any of the Programs.

	GENERAL INFORMATION

	Date 

      

	First Name

                            
	Middle Initial  

                        
	Last Name

     

	Address

     

	City

     
	State

     
	Zip Code                               

     

	Home Phone

(     )       -      
	Alternate Phone

(     )       -      
	Alternate Contact Name

      

	DEMOGRAPHIC INFORMATION

	No. of people in Household

     
	Marital Status  

Single  FORMCHECKBOX 
 Married  FORMCHECKBOX 
 Divorced  FORMCHECKBOX 
 Widowed  FORMCHECKBOX 

	Sex

Male  FORMCHECKBOX 
 Female  FORMCHECKBOX 


	Date of Birth 

     
	Social Security Number

     
	Do you own your home or are you buying it now? 

Yes   FORMCHECKBOX 
 No  FORMCHECKBOX 


	Did you file taxes last year? 

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	If you did not file taxes, please provide spouse’s name and SSN

Name:                                                                     SSN:      

	Are you legally disabled?

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	If yes, how long? 

     

	Primary Insurance 

     
	Secondary Insurance

     

	Have you applied for Medicaid and been denied within the past 5 years?    Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	If yes, please explain:

     

	Do you have prescription coverage?

Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	If yes, please explain:

     

	SOURCE OF INCOME 

	Please list all sources of monthly income for each member of your household. You will also need to submit verification of the sources you list. See Proof of Income page for explanation. 

	Family Member Name
	Source of Income
	Amount

	     
	     
	$        
	     

	     
	     
	$        
	     

	     
	     
	$        
	     

	     
	     
	$        
	     

	Total combined MONTHLY household income from all sources.
	$        
	     

	Total combined ANNUAL household income from all sources.
	$        
	     


	HEALTH INFORMATION

	Drug Allergies

     

	Medical Conditions

None  FORMCHECKBOX 
 Heart  FORMCHECKBOX 
 Asthma  FORMCHECKBOX 
 High BP  FORMCHECKBOX 
 Ulcer  FORMCHECKBOX 
 Glaucoma  FORMCHECKBOX 
 Other  FORMCHECKBOX 
      

	PHYSICIAN 

	Please provide the following information for your prescribing physician(s).

	Physician 1
	Physician 2

	Name

     
	Name

     

	Address

     
	Address

     

	City, State Zip 

                       
	City, State Zip

                       

	Phone

(     )       -      
	Phone

(     )       -      

	MEDICATION

	Please list all your medications below. 

	Medication
	Strength
	Directions
	Physician 1 or 2

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	PAYMENT

	Enrollment Fee Options (Select One)

	 FORMCHECKBOX 
 Auto Draft the $25 Enrollment Fee from my checking account. 

	 FORMCHECKBOX 
 Bill my Credit Card for the $25 Enrollment Fee.

	 FORMCHECKBOX 
 I have enclosed a check or money order for the $25 Enrollment Fee. 

	Monthly Billing Options (Select One)

	 Auto Draft Payments

	 FORMCHECKBOX 
 
	Check here to select the Draft Payment Option
	Automatically pay your bill by draft from your checking account to avoid delays. Please attach a VOIDED CHECK to this page. Please draft my account on the       day of each month for my monthly service fee.
	$12.00/ea

	Visa – Master Card – Discover – Debit 

	 FORMCHECKBOX 
 
	Check here to select the Visa/MC/Discover/Debit Option
	Automatically pay your bill by credit card or debit card to make payments easy. Please provide CC information in the form below. 
	$12.00/ea

	
	
	Credit Card Type

     
	Credit Card Number

     
	Expiration Date

     

	
	
	Name on Card

     
	Zip code to which your bill is sent

     

	Monthly Invoice

	 FORMCHECKBOX 
 
	Check here to select the Monthly Invoice Option
	You will receive a monthly invoice. Simply return payment by check or money order by due date. 
	$15.00/ea


	ACKNOWLEDGEMENTS


I certify that the information provided on this application is true and accurate to the best of my knowledge. I understand that Reach Patient Assistance will act as an advocate on my behalf to obtain free or low-cost medications, but I am responsible to obtain my own medicine in the event I should run out for any reason.  I agree to pay for up to 90 days if I am approved for the program and then cancel medication processing through Reach Patient Assistance, LLC.

I assume all responsibility for notifying the Reach Patient Assistance, LLC of changes made to medication regimens and/or treatment plans. I understand that if I fail to notify the company of medication changes prescribed by my physician, I may receive medications potentially hazardous to my health, constituting medication for which no current prescription exists. 

In consideration for the services provided by Reach Patient Assistance, LLC, I hereby agree to pay a one-time enrollment fee of $25 for the purpose of processing initial paperwork for the pharmaceutical manufacturer(s) to determine my eligibility for PAP programs, and a quarterly paperwork processing fee of $36 per medication I receive (auto draft) or $45 per medication (mailed invoice). I understand these fees can be paid monthly at $12 per medication for auto draft or $15 per medication for monthly invoice.   Paperwork processing costs for generic medications may vary from these amounts.
By selecting the Draft Payment or Credit Card billing options I authorize Reach Patient Assistance, LLC to initiate debit/credit entries to the account indicated, and the depository institution named is authorized to debit/credit the same to such account. This authority can be terminated by me or my agent at any time by written notification to Reach Patient Assistance, LLC, provided only that Reach Patient Assistance, LLC and the depository will have a reasonable opportunity to act on such notification. By my signature below I agree to the conditions of the client authorization for draft payments visa/mc/discover/debit card.

I agree to keep my account in good standing and promptly pay all applicable service fees. I agree to pay late charges and reasonable collection costs if my account should become delinquent, and I understand further services will be suspended until my account balance is brought current or payment arrangements have been made. 

I understand that not all medications are available through the assistance program. In the event a medication is unavailable or becomes unavailable through the program for any reason, I will be responsible to obtain those medications through traditional methods until they are made available again on the assistance program. 

I understand that the availability of medications may change at any time without notice. Reach Patient Assistance, LLC cannot guarantee the availability of any medication. I accept responsibility to obtain these medications on my own when unavailable through the program.  I understand that four to six weeks may be required to complete the application process and delivery of medication. 

I understand that medications may be delivered to my home, to the doctor’s office or to a local pharmacy. Each pharmaceutical company has a preferred method of delivery. I also understand that some pharmaceutical companies charge a small co-pay when a medication is picked up at a local pharmacy (usually between $5 - $15) and that I am responsible to pay this fee to receive my medication. 

Reach Patient Assistance understands that your medical and health information is personal. Protecting your health information is important to us. The information you provided on this application will be used for the sole purpose of helping you obtain the medications listed and others that may be added. We do not sell any information contained herein or provide it to any third party for marketing purposes. 

	Signature                                                                                                                                      Date




	AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION


By my signature I authorize Reach Patient Assistance, LLC (the “Company”) and any other companies that Reach Patient Assistance, LLC uses to administer Prescription Assistance Programs (the “Program”), to do the following: 

1. Use any information that I provide in my application for the Program for the purpose of helping me receive medications under the Program or to administer the program;

2. Receive and keep records of all prescriptions for the medications I receive under the Program, which will be used to administer the program;

3. Contact my doctor, healthcare provider, or pharmacist about my application for the Program, and disclose to them information contained in my application, in order to help me receive medications under the Program and ensure that Program guidelines are being met; 

4. Request information from my doctor, healthcare provider, or pharmacist about the prescribed medications received or will receive under the Program and about my medical condition. This information will be used only to determine my eligibility for the Program and to administer the Program. By signing below, I also authorize my doctor, healthcare provider, or pharmacist to release information about my prescribed medications and medical condition that is requested by Reach Patient Assistance, LLC or any company that Reach Patient Assistance, LLC uses to administer the Program;

5. Disclose any information obtained from the sources listed above to third parties if required by law;

6. Act in my behalf, as my attorney-in-fact, and to sign all forms and applications on my behalf and to access and release any required personal, demographic, diagnostic, therapeutic and/or financial information relating to applications for the Program. 

	Signature                                                                                                                                      Date



	Printed Name




	PROOF OF INCOME


Along with your application, please attach all of the following that apply to you for proof of income. All of these may not be necessary. The proof of income is needed to verify your income to the satisfaction of the pharmaceutical companies. Without the proof of income your request for medications may be denied. Please submit all sources that apply to you. 

FEDERAL TAX RETURN

We will request this if necessary. Not all pharmaceutical companies require this information. A copy of the federal tax return will be needed each year if it is requested. 

SOCIAL SECURITY BENEFITS STATEMENT

The preferred document is a Social Security Benefits Statement for the current year. It will say at the top of the form “Your New Benefit Amount.” If you cannot locate this statement, you may call the Social Security Administration toll free at 1-800-772-1213, then press 1, 3, 3, 1. The Benefits Statement is normally mailed to your home within 2 weeks.  A new statement will be needed each year. 

PENSION CONFIRMATION LETTER

If you receive a pension, drug companies require a letter on the pension company stationery stating the amount of the payment, and the amount does not change during the year. This letter can be obtained by calling the company paying the pension. A new letter will be needed each year. 

DISABILITY CONFIRMATION 

If you have disability income, you will need to submit a copy of the most recent year’s disability statement. A recent copy of your disability statement will be needed each year. 

PAYCHECK STUBS OR BANK STATEMENTS

If you do not receive Social Security benefits or a pension, please attach copies of the stubs from your last month’s paychecks. A new set of paycheck stubs will be needed each year. 

If you receive Social Security or a pension, but cannot obtain a Social Security Benefits Statement or Pension Confirmation Letter, please submit your most recent Bank Statement. A new Bank Statement will be needed each year. 

	GUARANTEE


If you are denied eligibility for medication by all applicable drug manufacturers, we will gladly refund your enrollment fee with no questions asked. Simply submit a copy of the letter sent to you from the applicable drug manufacturer(s) explaining why you are ineligible. Refund requests must be made within four months after original application is made to Reach Patient Assistance, LLC.

For Questions or Comments, please contact:

Reach Patient Assistance
P.O. Box 181 American Fork, Utah 84003

Tel: (801) 802-7232 

Toll Free: 1-888-727-8633

Toll Free Fax: 1-866-727-8633

Email: info@reachpa.com
Reach Patient Assistance, LLC.
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