
SCHWARZ PHARMA, Inc. Patient Assistance Program

THIS FORM MUST BE FILLED OUT IN ITS ENTIRETY. AN INCOMPLETE FORM WILL RESULT IN A DELAY 
IN PROCESSING THIS REQUEST AND WILL BE RETURNED FOR RESUBMISSION.

PLEASE MAKE A COPY OF THE FORM FOR YOUR RECORDS.

PHYSICIAN AND PRESCRIPTION INFORMATION: (Please print clearly. This blank application may be photocopied for future use.)

Physician Name: Designation:

Clinic Name (if applicable):

Street Address:(Do not use P.O. Box) City:

State: Zip: Phone:

Fax: State License #:

Product Requested: PARCOPA® (carbidopa-levodopa orally disintegrating tablets)
Please indicate the quantity of the strength needed. The quantity may not exceed a 3-month supply. You may request the patient’s next
supply in the 3rd month. Allow 2-3 weeks for receipt of product.

10/100 mg (NDC# 0091-3341-01) 25/100 mg (NDC# 0091-3342-01) 25/250 mg (NDC# 0091-3343-01)

Physician Signature:

Mail forms to: SCHWARZ PHARMA, Inc. Patient Assistance Program Or fax to: (262) 238-5137
P.O. Box 2038
Milwaukee, WI  53201

Patient Name (Please Print): Patient Social Security #:

Patient Signature:

PLEASE NOTE: The SCHWARZ PHARMA, Inc. Patient Assistance Program is intended to serve the indigent patient in need of the prescription drug named above.
The program is not intended to promote sales.

To the best of my knowledge, this patient has no prescription insurance coverage for the indicated medication, including Medicaid, employee, military, retirement,
pension program or other public assistance programs, and the patient has insufficient financial resources to pay for the prescribed therapy (an annual household
income that does not exceed $12,490 for one or two person household, or $18,850 for a household of three or more persons).

I acknowledge and agree not to submit an insurance claim or other claim for payment to any third-party payor (private or government) for the medication.
I understand that SCHWARZ PHARMA, Inc. reserves the right to modify or terminate this program at any time. My signature certifies that the medication received 
from SCHWARZ PHARMA, Inc. will not be resold nor offered for sale, trade or barter and will not be returned for credit. I understand that SCHWARZ PHARMA, Inc.
reserves the right to recall the product when necessary.

Signature of Licensed Prescriber (Must be original – No stamped signatures)                                                 Date
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