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Completing the SOTYKTU Start Form

FIRST Fill out Section A on page 1 of the form with patient information
SECOND | Fill out Sections B-E on page 1 of the form with HCP information about you and your office, and treatment for your patient

THIRD Obtain the patient signature and date at the bottom of the Patient Authorization and Agreement (PAA) on page 3

@ All sections marked with a pink exclamation point must be filled out for the form to be processed.
NOTE: Once you have completed these 3 steps, you have fully completed the Start Form and are ready to submit.
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Patient Authorization

It is required to obtain the patient signature and date for the Start Form to be processed.
If patients prefer to fill out the form electronically, they can visit SOTYKTU.com/esign to

provide an electronic signature. | have read the patient authorization and agree to its terms. |
SOTYKTU Co-Pay Assistance Program* Enrollment e |
Patients may choose to enroll in the SOTYKTU Co-Pay Assistance Program, if they o |
are eligible, by signing in the designated area. Eligible, commercially insured patients P

may pay as little as $0 per month for SOTYKTU. See the SOTYKTU Co-Pay Assistance SIGNATURE OF RIIENT OF PATIENT REPFESENTATIVE

Program full terms and conditions on page 4 of the Start Form or at
SOTYKTU.com/terms-conditions.

Once the patient has signed the form, you should provide them with a photocopy of the
signature page as well as page 4 with the program terms and conditions. Be sure to keep
the original signature page for your office, as you will need it for your submission.
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HCP INFORMATION

Prescriber Information

As you fill out the form, be sure to complete all fields in

Sections B through E including:

 Your name, address, and numbers: Just as with the patient,
your full name and phone number are required so we can
contact you directly as we process the Start Form; also, be
sure to include the address of your office, your NPl number,
and your State Medical License number

Fill Out Start Form on PAGE 1, SECTIONS B-E
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O : Please il out this secti pages 2-3, You nsed o signthe Ptient Authorization & Agreement on page 3n
ordorto st his orm. I any informaton oryour signature s msing, Your forthe port Program
Frstrams Midde Lastrame 008
Strect aderess ciy State zr
Mobilo phone. Home phone OKtoleave voicamsif? [] ves [] No
emai Preferred langusge: [_] Engish [_] Spanish Other Gonder
Prescription drug insurance: | Check herefyou do ot have prescrpton crug nsurance
Primary pharmacy carer Phone #
x member 1D Rxgroup I (optiona)
AxBIN AxPoN #
Medical insurance: Primary insurance carr Polcy 1D #
© rces: =P T
Section B provider i
[ Hees:

First and
last name NPI# State license #
Practice/

Erect Phone Fax

« SOTYKTU Free Trial Offer': The Free Trial Rx for SOTYKTU
includes a 30-day supply of SOTYKTU that is available at no
cost to patients through SOTYKTU 360 SUPPORT. See the
SOTYKTU Free Trial Offer full terms and conditions on page 4
of the Start Form or at SOTYKTU.com/terms-conditions

- Maintenance dose: 30-day and 90-day supplies of the
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SOTYKTU maintenance dose can be ordered using this form.
Just check the appropriate box and indicate the number of
refills you may want to prescribe. You may also indicate if there
is a preferred Specialty Pharmacy to use

« SOTYKTU Bridge Program®: Patients experiencing a delay
or denial with coverage may be eligible for the SOTYKTU
Bridge Program. Eligible patients with commercial or private
insurance may be able to receive SOTYKTU free of charge
for up to 3 years while awaiting a coverage decision. See the
SOTYKTU Bridge Program full terms and conditions on page 4
of the Start Form or at SOTYKTU.com/terms-conditions
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- Signature: Be sure to sign the form when you are finished. Your
signature is required in order for the Start Form to be processed

NOTE: Once you have obtained the patient’s signature on the PAA (page 3)
and filled out page 1, the Start Form is complete and you can send it in.

*The SOTYKTU Co-Pay Assistance Program is available for eligible, commercially insured patients with
an activated SOTYKTU Co-Pay Assistance Card and a valid SOTYKTU prescription. Patients may pay
as little as $0 a month for SOTYKTU. See the full terms and conditions on page 4 of the Start Form or at
SOTYKTU.com/terms-conditions.

*The SOTYKTU Free Trial Offer is eligible for new patients who have not previously received a sample
or filled a prescription for SOTYKTU. Patients must have a valid 30-day prescription for SOTYKTU for
an on-label indication. Patients must be 18 years of age or older and residents of the United States

or a US territory. See the full terms and conditions on page 4 of the Start Form or at SOTYKTU.com/
terms-conditions.
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*The SOTYKTU Bridge Program is available at no cost for eligible, commercially insured,
on-label diagnosed patients and whose prior authorization is denied or delayed, and is

not contingent on any purchase requirement, for up to 36 months (dispensed in 30-day
prescriptions). The SOTYKTU Bridge Program is not available to patients who have
prescription insurance coverage through Medicare, Medicaid, or any other federal or state
program, and is available for no more than 12 months to patients in MA, MN, and RI. Appeal

of any prior authorization denial must be made within 90 days or as per payer guidelines, to
remain in the Program. Eligibility will be re-verified on a rolling 12 month basis from the patient's
first shipment date, and may be re-verified at other times during Program participation. Offer
is not health insurance, and may be modified or discontinued at any time without notice. Once
coverage is approved by the patient’s commercial insurance plan, the patient will no longer be
eligible. Other limitations may apply. See the full terms and conditions on page 4 of the Start
Form or at SOTYKTU.com/terms-conditions.

Bristol Myers Squibb is committed to transparency. For information on the list price of
SOTYKTU as well as information regarding average out-of-pocket costs and assistance
programs, please visit our pricing information page at SOTYKTU.com/price.

The accurate completion of reimbursement- or coverage-related documentation is the
responsibility of the healthcare provider and patient. Bristol Myers Squibb and its agents make
no guarantee regarding reimbursement for any service or item.

SOTYKTU, SOTYKTU 360 SUPPORT, and the SOTYKTU logo are trademarks of Bristol-Myers Squibb Company.

©2023 Bristol-Myers Squibb Company.
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