
 
                             
Mail to: P.O. Box 66761                                Enrollment Status: 
St. Louis, MO  63166-6761                       New Enrollment 
Fax: 1-800-889-0353                              Re-Enrollment 
Questions?  Call 1-866-824-4747                                  Re-Order (please complete sections 1& 2) 

Section 1 - Physician and Prescription Information 
Physician Name: 

      

DEA/State License #: 

      

 

Phone: (     )       
Fax:(     )       

Address:  

      

City: 

      

State: 

   

Zip: 

      
Prescription 

Drug Name & Strength: 
 

   Frova 2.5 mg Tablet                          Qty            9 tablets           18 tablets    (18 tablets is maximum for a 90 day supply) 
 

   Lidoderm 5% Patch                           Qty           30 patches         60 patches  (60 patches is maximum for a 90 day supply) 
Physician/Prescriber Attestation:  To the best of my knowledge, this patient has no medical insurance (including Medicaid or other public programs) for this 
prescription.  I verify that the information provided is complete and accurate to the best of my knowledge.  I understand that the medication prescribed above shall be sent 
to my office for dispensing to this patient, and I certify that the medication requested above shall only be used to treat this patient and I shall not seek reimbursement for 
this medication from any third party. 

Physician Signature: Date: 
   /    /      

Section 2 - Patient Information 
Patient Name:  

      

SS#/green card#: 

      
Street Address: 

      

Date of Birth: 

   /    /      

Male         
 
Female      

City 

      

State 

   

Zip 

      

Phone 

(    )      
Section 3 – Enrollment Information 
Number of Household members (including self)?  
(circle one) 
1     2     3     4     5     6     7     other 

Legal U.S. Resident? 
 

Yes      No    

Are you a Veteran of the U.S. Armed Forces? 
 

Yes      No    

Are you Disabled? 
 

Yes      No    

Financial Information  Note:  You must attach copy of your most recent U.S. Income Tax Return, 
Some examples are: IRS Form 1040, 1040A, 1040EZ, 1040X, 8879, 8453,4506T, 1099 

List All Sources, Gross Monthly Amounts  Prescription Drug Coverage 

Prescription Drug 
Coverage Yes       No    
 
Medicaid Yes       No    
 
QMB Coverage Yes       No    

Salary/Wages   $        Social Security   $      

Social Security/Disability  $        Pension/Retirement  $      

Child Support   $        Alimony   $      

Unemployment/Work Comp $      

Total Gross Household Monthly Income:  $      
(if you have no income please indicate as N/A in the income total) Medicare Yes       No    

Total Patient Assets: $     (This includes savings/checking, IRA, annuities, stocks/bonds/CDs) 
Section 4 – Patient Signature 
  I certify that this information is complete and accurate to the best of my knowledge, and that I am unable to afford the medication requested.  I understand that additional 
information may be requested to process this application, but that all medical and financial information will be kept confidential, except as otherwise required by law.  I 
understand that the Product(s) made available to me under this program may be denied to me if I do not fully cooperate with efforts made to verify the information 
provided in this Application, or if I do not take steps to secure alternative means of prescription coverage that are available to me, after I become aware of such 
alternatives.  I certify that I shall not seek reimbursement for any medication dispensed as part of this program. 
  I hereby authorize the program to obtain and disclose information from physicians, insurance companies and other information as necessary to verify the information 
provided in this application.  Endo, Inc. is not responsible for verifying any of the information contained in Section 2 above, including medical conditions, allergies, or 
other medications that I am taking. 
Patient’s Signature: Date: 

 
   /    /      

FRMENDO - 08102005 



 
 

 

PLEASE CALL 1-866-824-4747 WITH ANY QUESTIONS - FAX # 1-800-889-0353 
 
ENDO_INT 072805 

P.O. Box 66761 
St. Louis, MO  63166-6761 
 

FRMENDO – Endo App Instruct 07292005 
 

 
 
 
Dear Patient or Health Care Provider: 

 
Thank you for your interest in the Endo Pharmaceuticals Patient Assistance Program.  To be eligible 
for the Endo Patient Assistance Program, a patient must be a Legal U.S. Resident, meet specific 
income requirements, and must not have prescription drug coverage from an insurance 
provider.  To avoid delay, please use the enclosed application.  Please complete the following steps 
to apply for the Endo Pharmaceuticals Patient Assistance Program.   
 

1. Complete all patient and physician sections of the attached application; both patient and 
physician must sign the application. 

 
2. Include a separate prescription or complete prescription section on the application. 

 
3. Attach a copy of the patient’s most recent year federal tax return or financial 

documentation (examples include: IRS Form 1040, 1040EZ, 4506T, 1099, Social Security 
or Disability statement). 

 
4. Mail the application and financial documentation to: 

 
ENDO PATIENT ASSISTANCE PROGRAM 

PO BOX 66761  
ST. LOUIS, MO 63166-6761 

   Or fax the application and financial documentation to 1-800-889-0353. 
 
We will review and process the patient’s eligibility once we receive the completed application and 
financial documentation.  You will receive written notification concerning the patient’s eligibility 
within 5-7 business days.   
 
If you have any questions, please call an Endo Pharmaceuticals Patient Assistance Program 
representative at 1-866-824-4747, Monday through Friday, 8:00 am to 5:00 pm CST.  
 

Sincerely, 

 
 
Endo Pharmaceuticals Patient Assistance Program 
 
 



Frequently Asked Questions 
 

1. Q: Why is Endo making changes to its Patient Assistance Program? 
A: Endo is committed to servicing uninsured patient populations through the Patient Assistance 
Program.  However, as the current program was analyzed, we realized that there were changes we 
could make to the program to make it more effective and efficient for physicians, patients, and 
Endo alike.  The new program is designed to: 

- More accurately target patients most in need of our assistance 
- Focus on pain management therapies 
- Provide a “one-stop shop” for the administration of the program, with one point of 

contact for patients and physicians 
 

2. Q: Are the eligibility requirements for the program changing?  
A: No, the requirements are not changing.  A patient is eligible for the program if he or she: 

- Is 200% or less of the Federal Poverty Level (equates to $19,140 for a household of 1, 
$25,660 for 2, $32,180 for 3) 

- Has no prescription drug coverage through private insurance plans or public assistance 
programs, including Medicaid and state drug assistance programs. 

- Is a legal U.S. resident 
 

3. Q: Are there any other criteria for eligibility? 
A: Upon initial enrollment or program re-enrollment, patients must submit the application 
including the completed prescription section, as well as a copy of their tax return and other 
supporting documentation to validate their income. 
 
In addition, Endo will now be pursuing alternative sources of funding for eligible patients before 
allowing them into the program.  At the time of enrollment, a patient’s information will be 
compared with the eligibility criteria for approximately 250 federal, state, local, and private 
funding programs.  If a patient is found eligible for a program, he or she will be referred to that 
program for further investigation.  Both you and the patient will be notified of the referral via 
mail, and the patient will receive a gratis 90-day fill of the requested medication through the Endo 
Patient Assistance Program.  If the patient is not enrolled into the alternate funding source, he or 
she will then be admitted to the Endo Patient Assistance Program for a period of one year.  

 
4. Q: When do the program changes go into effect? 

A: The new program goes into effect on October 3, 2005.  New program applications can be 
submitted starting September 22.  In anticipation of questions about the new program, our new 
toll-free program number will begin operation on September 6, 2005.  The new phone number is 
1-866-824-4747. 

 
5. Q: How do I apply to the program going forward? 

A: New enrollments, re-enrollments, and reorders can be initiated by completing the new 
program application.  Completed applications can be mailed or faxed to the contact below.  
Physicians will no longer be able to apply to the program online via Rx Hope.  New program 
contact information: 
 

Endo Pharmaceuticals Patient Assistance Program 
PO Box 66761 

St. Louis, MO 63166-6761 
1-800-889-0353 (Fax) 

 



6. Q: How does this impact patients currently enrolled in the Endo Patient Assistance Program? 
A: Currently enrolled patients do not need to do anything to continue receiving medication.  As of 
October 3, 2005, all new reorder requests should be placed with Express Scripts Specialty 
Distribution Services at the address listed above.  When currently enrolled patients reapply to the 
program after their one-year eligibility has expired, financial documentation must accompany the 
application.  Please see the application for further details. 
 

7. Q: When is the cutoff date for submitting current applications to Rx Hope?  
A: All current applications being mailed must be postmarked by September 19, 2005 to ensure 
they are processed prior to the launch of the new program on October 3, 2005.  Applications 
being faxed and submitted online must be received by September 22, 2005.  Applications 
received after September 22, 2005 will be returned to your office along with the new program 
materials.  
 

8. Q: Why is it necessary to have such a firm cutoff date? 
A: As part of the restructuring, the Endo Patient Assistance Program will use a new processing 
and distribution center.  To facilitate a timely transition to the new program and limit confusion 
among program participants, we need to implement and adhere to a firm deadline. 

 
9. Q: Can my patients submit applications prior to October 3, 2005 so their supply of medication 

will not be interrupted? 
A: Yes.  The new program application can be submitted as of September 22, 2005. 
 

10. Q: How soon will medicines be shipped? 
A: The processing, approval, and shipping cycle will take two to three weeks. 
 

11. Q: How will I know when a patient has been accepted? 
A: Both you and your patient will receive a letter stating that the application has been approved 
and is being processed. 

 
12. Q: If a patient is not approved, will I be told why? 

A: Yes.  Both you and your patient will receive a letter detailing why the application was not 
approved.  Reasons can include the following: household income exceeds program guidelines; a 
copy of the prior year’s tax return not included with application; medication prescribed not an 
Endo PAP product. 
 

13. Q: What if a patient’s income exceeds guidelines by a modest amount, but there is no other way 
for the patient to afford the needed medication?  
A: The patient can still apply, but the application will have to include an appeal letter signed by 
you, explaining the circumstances that merit an exception.  Such appeals will be handled on a 
case-by-case basis. 
 

14. Q: What medications are available through the Endo Patient Assistance Program? 
A: 

Medication Status 
Lidoderm Patch Available via program 
Frova 2.5 mg for migraine relief New to the program 
Moban (all forms) Removed from program 
Symmetrel (all forms) Removed from program 

  



15. Q: What is the quantity available for Lidoderm®?  
A: The new program will allow you to order a maximum of 2 boxes (60 patches) of Lidoderm 
every 90 days. 
 

16. Q: What is the quantity available for Frova? 
A: The new program will allow you to order a maximum of 2 boxes (18 tablets) of Frova every 
90 days. 

 
17. Q: Will I still be able to enroll in the program online?  

A: No, applications will be accepted by mail and fax. 
  

 
 


