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Enrollment Form
Instructional Guide

A guide to successfully completing a
DUPIXENT MyWay Enrollment Form

By completing an enrollment form, you are enrolling your patient into
DUPIXENT MyWay, a patient support program that provides financial assistance,
coverage support, and resources throughout their journey with DUPIXENT.

— HOWTO SUBMIT

Send all pages (1-5) and insurance information via:

@ Fax 1-844-387-9370

Electronic upload DUPIXENTMyWayPortal.com
code: 8443879370 Scan to upload

electronically

If you need support, DUPIXENT MyWay is here to help.
Call 1-844-DUPIXENT (1-844-387-4936) Option 1, Monday-Friday, 8 am-9 pm ET

Submitting an Enrollment Form to DUPIXENT MyWay will not initiate a prior
®  authorization—you will need to complete this separately, if required.
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DUPIXENT and DUPIXENT MyWay are registered trademarks of Sanofi or an affiliate.
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and resources throughout a patient'sfourney with DUPIXENT.
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|73 R)G: DUPIXENT* (DUPILUMAB) (200 MG/1.14 ML OR 300 MG/2 ML) PRESCRIPTION
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Optional - Quick Start Program FOR COMMERCIALY INSURED PATIENTS ONLY:The Quic Ssrc

Tor the parent for them o remain eligibe fo this program.

Prescriver name Prescriber NPl
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PAGE 5- QUICK START PROGRAM

Select the
indication-specific
DUPIXENT MyWay

Enrollment Form
for your patient.
You will find the
indication at the
top of the form.
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DUPIXENT MyWay Enrollment Form | OVERVIEW & HIGHLIGHTS mywayy \ DUPIXENT 2>

: Indication name here ouer | DUPIXENT S
Make sure to fill out each section R ;) | b
fully and accurately to avoid delays EeE—
in processing the enroument_ DUPIXENT Myway Enroument Form Send all pages and insurance information via ® ®
By completing this form, you are enrolling your patient into DUPIXENT MyWay, Fang 1'864_387"9370 o . ey
. . < . Electronic upload: Scan QR code or visit 1
. a patient support program that provides financial assistance, coverage support, ;ﬁg@
PAGE 1 must be com pletEd for all at]ents. and resources throughout a patient’s journey with DUPIXENT. DUPIXENTMyWayPortal.com (code: 8445879570)
"fn PATIENT INFORMATION “If patient <18 (Puerto Rico <21), provide contactinformation of legal representative
Name (First Mi Last) ‘ DOB (MM/DD/YYYY)
A physical address is required for Sexassigned atbirth [ ] Female [] Male | Language (if not English)
shipping the medication. No PO Boxes. )| Address (no PO Box) ’City | state ‘zw
Email* ‘ Phone* [] Voicemail 0K? < . “ . . "
. . . : . A : Checking "Voicemail OK?" allows
Ad d]ng a caregiver or authorized contact ) | Caregiver or authorized contact information (optional) [] I consent for the program to contact the following person i
. . . _— ——  DUPIXENT MyWay to leave a detailed
is optional. Note that this person can Contactname Relationship . . . .
. . voicemail for the patient or caregiver.
differ from the legal representative. Email Phone [ Voicemail oKz | 4
Patient authorizations - Both signatures are required below
. . . [] I have read the Text Messaging Consent in Section 8 and expressly consent to receive text messages by or on behalf of the Program.
The patient or their legal representative
must Sign and enter the current date in )| Ihavereadand agree to the Patient Authorization to | have read and agree to the Patient Consent and Scanning the OR COde al.l.OWS patients to save
; Lo ; ; Use and Disclose Health Information in Section 7. Certifications in Section 8. = ) . .
both signature fields within this section. DUPIXENT MyWay contact information to their
Patient/legal representative if patient is <18 years (Puerto Rico <21) . Patient/legal representative if patient is <18 years (Puerto Rico <21) SCAN ad mOb]l'e phone' Th]s all'ows them to eaS]l'y
to a H .
DUPIXENT MyWay identify calls from DUPIXENT MyWay.
to your contacts
Indicate Whether yOUr Ofﬁ ce wou ld ll I(e If signed by legal representative: = Printed name Relationship
benefits investigation and/or prescription il . . L
fulfillment support from DUPIXENT MyWay [[] I have included a copy of the patient’s insurance cards (front and back) or information ‘ [ patient hasNO insurance ¢ Include co pies of the pat]ent'S prescription and/or
| BENEFITS INVESTIGATION AND PRESCRIPTION FULFILLMENT medical insurance card. If not available, a patient
Regardless ofyour selection, your patient can Benefits investigation demographic sheet may be submitted instead.
still receive program support services when a [] 1 would like DUPIXENT MyWay to provide a Summary of Benefits
: : 0 By submitting thi: 1L t
completed, signed enrollment form is submitted. ST e ;},",,,’,?,?N,_;j;,;‘_,;;vﬂﬁ',‘,?
[] 1would like DUPIXENT MyWay to triage the prescription to a payer-preferred specialty pharmacy ::';je;fo\\lllizvev :?;';:::?;;i?on
@ If DUPIXENT MyWay is not triaging the prescription, | have sent or will send this enrollment form services and resources to
(including the prescription in Section 6) to the specialty pharmacy listed below eligible patients.
Don't forget to include the specialty pharmacy’s ) sPname - Phone Check the appropriate box for the patient's
name and phone number if DUPIXENT MyWay is A DRI 5 B D S R diagnosis. If not listed, check “Other” and write in
not triaging the prescription. e gtﬁ: FETE Etﬁi o ) the ICD-10-CM code. Only patients diagnosed with
.1 Diagnosis .4 Diagnosis < . . L.
Remindes Oy Fok-aproved [ L11.2 Diagnosis O other FDA-approved indications are eligible for support.
e e O
| Forsome indications, the form may include extra fields in
®  the diagnosis section. Be sure to fill these in if applicable.
1| Please see accompanying full Prescribing Information or visit DUPIXENThcp.com. ©2025 sanofi and Regeneron Pharmaceuticals, Inc. All Rights Reserved. [US.DUP.25.08.0029 08/2025]
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DUPIXENT MyWay Enrollment Form | OVERVIEW & HIGHLIGHTS mywayy DupIXENTHD

(dupilumab)njection

-~ —_— 53 The Quick Start Program
Indication name here mywayy ‘ DUPIXENT 2>

(dupilumab)Injection may temporari l.y prOVide DUPIXENT at
no cost to eligible commercially-insured

o PAGE 2 must be completed for all patients.

DUPIXENT MyWay Enrollment Form oo s ——

Send all pages and insurance information via

patients experiencing a coverage delay.”

By completing this form, you are enrolling your patient into DUPIXENT MyWay, Fane: 1-844-367-0370,0r . ey
. " < f Electronic upload: Scan QR code or visit 1
a patient support program that provides financial assistance, coverage support, BT g e 84TE8TE5TO0 @ Supeaann » .
: o . o]V} yWayPortal.co & iyWay gram,
and resources throughout a patient’s journey with DUPIXENT. : m (code; ) mywayy B}’mﬁ’m’fﬁﬂm}
This page cannot be submitted separately.
. . Optional - Quick Start Program
e Stoo et
Provide the best contact name, email, F— S T——— :
and phone number for the office in case 5| PRESCRIBER INFORMATION -
-, . - . - Patient name DOB (MM/DD/YYYY)
additional information is needed. Prescriber name Specialty PRESCRIGER INFORMATION
- ! ; [o— Prescriber NP1 #
Address ‘ City State zip Address ciy state P
Phone Fax
Prescriber NP1 # ‘ Site/facility name
; . B | Completethe prescription and sign where Indicated.
Indicate device type. To avoid delays, ensure I BN Pe=Sno—— ‘ofﬁce contact emall et - D Srtmeomnc g
- . - - il jears ubsequent dose: mg mg
the device type 1S consistent across patl ent Oibre edpenjoruseinndicatdpototsszyears || © 6] e i
Phone Fax TaxID = [eercos Py
3 3 3 H 3 : i g 2 ooswe ________________]
documentation, including prior authorization RX: DUPIXENT? (DUPILUMAB) (200 MG/1.14 ML OR 300 MG/2 ML) PRESCRIPTION e o —a —
L O meon mg/om
fO rms an d C |.'| Nnica l reco rd S. Complete the prescription and sign where indicated. Spply foravery Aaicek dosig) f::. & su:;qm‘:mkm" sig0l0omgrom
ol Sy s S on et
Pre-filled pens are for patients 2 years and older. l—; Preferred device type: [] Loading dose: 000 mgIC:0(000 mg/omL) er T e x| |D[nttmeceonasicop00TRD
[pre-fitied syringe Age SR A e BN v e
@ DP filled i it 5 2K years D Subsequent dose: 000 mg SIG: 0 (000 mg/0 @) o In;;ln(gnsye;m)omgslc:u(Ouumgluml)
. . y . ) bk
Each box contains 2 pens or syringes. e flte prnjonuse i indicqted patienise2 geaes | mL)subQ every 2 weeks, start on Day 15 P suent o 000mg 60000 o)
subQ every 2 weeks, starton Day 15
300 mg: 1 box = 2 pens or syringes (600 mg total) ) | Refills ‘ Weight (kg) 1kg=221bs % s O Dy osomtomi ey st
) To— o !
200 mg: 1 box = 2 pens or syringes (400 mg total) Known drug allergies P Ace WEIGHT |DOSING Wk O Coomgsicoioaomgiom siseveryweeks
1 Loading dose: 000 mg SIG: 0 (000 mg/0 mL) Kolliborating MO ome:
Loading dose quantity: quantity sufficient for 1 loading dose Xkg- O subQ on Day 1 N
Subsequent dose quantity:_ quantity sufficient up to 84-day <Xkg 0 Subsequent dose: 000 mg SIG: 0 (000 mg/0 mL) %mﬁgmmmﬂmmﬁmm' 7% o A e
supply for every 2-week dosing or up to 56-day supply for subQ every 4 weeks, start on Day 29 T wws:’é{‘ﬁ%.mmwmm..m..mm“mmu.m..m"l:.*rm"m,.mm,.,:iﬁ,mm-'
- . every 4-week dosing %&Wmﬂmwm s e
Refer to the table for dosing guidance by age [ Loading dose: 000 mg SIG:0 (000 mg/0 mL) T e L e 5 S R e
d . h h . D . . Prescriber signatures (NO stamps) X-X Xkg- subQ on Day 1 Hlamcoples = o
access to DUPIXENT mvmmwdmy«mw« Hhem-l-nm«ne“'f
an We]g t: when aPPropnate- OS]ng Opﬂons Dispense as written years <Xkg o Subsequent dose: 000 mg SIG: O (000 mg/0 mL) o
T . = N, subQ every 2 weeks, start on Day 15
will indicate the total dose and frequency. SN : e o A s et e
| Loading dose: 000 mg SIG: 0 (000 mg/0 mL) ; .
Y 4 subQ on Day 1
S1% g 2X kg
. . . N 0 Subsequent dose: 000 mg SIG: 0 (000 mg/0 mL)
| Prescription must be signed and dated » Substitutions permitted subQ every 2 weeks, start on Day 15 PAGES - [IUICK START PROGRAM
H : : N o
by the prescriber. In certain states, SIGN Uige | |Initialomsl ankasqunnt s
. . <Xkg 000 mg SIG: 0 (000 mg/0 mL) subQ every 4 weeks
a collaborating MD may be required. oATE XX years =
kg - O Initial and subsequent doses:
<XKkg 000 mg SIG: 0 (000 mg/0 mL) subQ every 4 weeks
Collaborating MD name A =
If a loading dose is not required, - PAGE 5 is optional and
w N n
do not check the “loading dose” box. T P should only be completed
DUPIXENT is medically necessary; and that | have prescribed DUPIXENT to the patient named on this form for an FDA-appwved indication. | understand that my patient's information pmvideﬂ to Regeneron Pharmaceuticals,
Inc, Sanofi US, and their affiliates and agents (the “Alliance") i for the use of DUPIXENT MyWay solely to verify my patient’s insurance coverage; to facilitate the filling of my patients prescription; to assess, if applicable, my -
patient’s eligibility for patient assistance and other support programs; and to otherwise administer DUPIXENT MyWay for the patient. | certify that | have obtained my patient's written authorization in accordance with applicable w h ena p p l-l ca b le
state and federal law, including the Health Insurance Portability and Accountability Act of 1996 and its i 1o provide the i on this form to DUPIXENT MyWay for L]
these purposes and for the purposes set forth in Section 7. Further, | have discussed and confirmed the patient’s agreement that they would like to receive (he Services and Communications set forth in Section 8. If applicable,
lauthorize DUPIXENT MyWay to conduct a benefits investigation for my patient and to act on my behalf for the limited purpose of ignated by the patient per their benefit
plan provided that, if this prescription is not so designated, DUPIXENT MyWay is authorized to transmit this prescription to  network pharmacy it selects or fothe pharmacy otherwise indicated. | understand that any free product =
ibuted thi h the DUPIXENT MyWay Pati Pr he 1 als¢ e the fr di be subi for ling Medit
i franctin el i A e ‘3‘&’»’723«%353}‘&12"2.& o .l o e 1 o ol formaion bout DUPNENT cion o DUPNELT My Even when blank, this page
Hnderstand hat OUPAENT Hyay mayrvise, change, of erinae any rogrm snvices t e cme without nrice o me. . . .
Hymsares e Yorkpresribrplen e sl Newtork S precipto form. The rescrr o compy vt e rescpin aismnt,such s roscr e prescpionform should still be included in the

2 | Please see accompanying full Prescribing Information or visit DUPD(ENThcp.com. © 2025 Sanofi and Regeneron Pharmaceuticals, Inc. All Rights Reserved. [US.DUP.25.08.0029 08/2025]
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enrollment form submission.

“Eligibility requirements apply.





