U NOVARTIS  Novartis Oncology Patient Assistance Program Enroliment Application

P.O. Box 66559, St. Louis, MO 63166-6559

Dear Patient or Health Care Providet:
Thank you for your interest in the Novartis Oncology Patient Assistance Program. Below you will find a copy of our application.

Please type or print clearly, and be sure to fill out the entire application form, including signatures and dates. A valid
prescription and additional financial and insurance documentation must be included with your application —
the documentation must accurately reflect the information noted on the application.

Please find below instructions on completing each section of the application.
1. Patient Information
Enter the patient’s personal and contact information, as indicated.

> ALL of this information is required, including date of birth, and Social Security number (or Green Card or
Travel Visa number).

2. Financial Information

Provide the patient’s family household total gross monthly income and annual asset amount, along with photocopies
of the documents as described below:

> Be sure to include documentation for ALL household members who contribute to the patient’s overall
household income. This information should be the same as shown on the patient’s tax return.

* If the patient files annual tax returns (e.g., 1040, 1040EZ, 1040A, etc.), please include a copy of the
most recent return.

* If the patient does not file annual tax returns, provide other financial documentation such as

Social Security statements, 1099 Social Security statement, bank statements indicating direct deposits,
pay check stubs, etc.

* If the patient and household family have no income, please include a letter (on office letterhead) from
the patient’s physician, or other professional verifying this fact.

3. Insurance Information
2> Provide the patient's type of insurance or Medicare, including the Medicare effective date, if applicable.

The Medicare effective date can be found on the patient's red, white, and blue Medicate card, just below the
Social Security number. Ifit's a Part D plan, the card will be from a separate insurance carrier. Please include
a copy of the front and back of the insurance card(s), prescription card, and /or Medicare catd, if relevant.

4. Patient/Legal Guardian Signature
> Be sure to include the signature of the patient or legal guardian and date signed at the bottom of this section.
5. Physician Information

> Please complete this section fully — we cannot process the application unless all of the information is completely
filled out and signed.

Be sure to include the physician’s signature and date signed at the bottom of this section.

Please fax the completed application with all documentation to 1.866.277.9335 — include on the fax cover sheet:
the name and phone number of the person sending the fax, and the number of pages sent.

OR Mail the application and documentation to:
Novartis PAP — P.O. Box 66559, St. Louis, MO 63166-6559

Ifyou have any questions about this application, please call us at 1.866.884.5906, Monday through Friday,
between 8:00 am and 5:00 pm CST.

Sincerely,

Novartis Oncology Patient Assistance Program
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U NOVARTIS  Novartis Oncology Patient Assistance Program Enroliment Application

P.O. Box 66559, St. Louis, MO 63166-6559
IMPORTANT: A VALID PRESCRIPTION AND PATIENT FINANCIAL DOCUMENTATION MUST BE ATTACHED TO THIS APPLICATION.
DO NOT SEND ORIGINAL FINANCIAL DOCUMENTS — SEND COPIES ONLY

1. PATIENT INFORMATION

Patient Name: SSN/ID No.:
Address: Date of Birth:
City: State: ZIP:
Phone Number: ( ) Gender: U Male U Female
Are you a U.S. Resident? Are you a Veteran of the U.S. Armed Forces? Have you received disability payments from Social Security for
UYes U No UdYes U No more than 24 months? U Yes U No

2. FINANCIAL INFORMATION — Please attach a copy of your most recent federal tax return or other supporting financial documentation.

For example: 1040, 1040EZ, 1040X, 1099 OR Social Security statements, bank statements indicating direct deposits, pay check stubs, etc.
Total number of people in household (including patient):

Number of adults contributing to household income: Number of dependents in household:
List Total Household Gross Monthly Amounts from all sources:
Salary/Wages $ Social Security $
Disability $ Pension/Retirement $ B
Alimony/Child Support  $ Unemployment/Work Comp $
Total Household Gross Monthly Income: $ ATTACH PROOF OF INCOME

Total Household Assets (exclude first home and car): $ (Do Not Send Original Documents)

3. INSURANCE INFORMATION — Please attach a copy (front and back) of patient’s insurance card and prescription card.

Private Medical Insurance? QYes O No Private Prescription Medicare? (Policy number) Medicaid?
If yes: Drug Coverage? QYes O No (Effective Date) Q Yes
(policy number) QYes O No If yes, please check all that apply: ~ Medicare Part A O aNo
Medicare PartB O
(phone number) (policy number) Medicare PartD O 4 Pending

| authorize the Novartis Patient Assistance Foundation, Inc. (“‘Foundation”) and its affiliates and agents (collectively “Novartis”) to use and/or disclose among Novartis the information on this Enrollment
Application and any other information | provide to Novartis in relation to the Novartis Oncology Patient Assistance Program (“My Information”) to determine if | am eligible to participate

in the Novartis Oncology Patient Assistance Program (“PAP”) and for the operation and administration of the PAP and other Foundation programs. | further authorize Novartis to disclose My Information to
governmental agencies, including the Centers for Medicare and Medicaid Services, and to insurance plans, including Medicare Part D plans (‘Government”) and that they may disclose My Information to and
among themselves and Novartis in furtherance of the activities and administration of the PAP. By signing below | verify that the information on this application, including the signed copy of my prior year's tax
return and other supporting documentation is complete and accurate. | also verify that unless | have identified otherwise in this application, | have no other coverage for prescription medications, including
Medicaid, Medicare or any public or private assistance programs or any other form of insurance. | also agree that Novartis may verify my eligibility for the PAP, and understand that such verification may
include contacting me or my health care provider for additional information and/or reviewing additional financial, insurance, and/or medical information. In connection with administering the PAP, | understand
that Novartis may contact me or my health care provider directly to confirm receipt of medications or to provide other information related to the PAP. | also understand that Novartis may revise, change, or
terminate the PAP at any time. | understand that if | refuse to sign this authorization, | will not be able to participate in the PAP, but it will not affect my eligibility to obtain medical treatment, my ability to seek
payment for this treatment or affect my insurance enroliment or eligibility for insurance coverage. Further, | understand that | can cancel this authorization at any time by contacting the Novartis PAP, but if | do
s0 | will no longer be eligible for the PAP.

4. PATIENT OR LEGAL GUARDIAN SIGNATURE - If Legal Guardian, please also submit a copy of a notarized Power of Attorney letter.

Signature is required Date:
5. PHYSICIAN INFORMATION - Signature is required
Physician Name: DEA/State License No:
Address: Office Contact Name:
City: State: ZIP; Office Contact Email:
Phone( ) Fax: ()
MEDICATION INFORMATION

Please check the boxes indicating the patient's medication AND the diagnosis must be included.

Q Afinitor O Malignant Neoplasm of Kidney (ICD.9 189) O Tuberous Sclerosis with SEGA (ICD.9 795.5 & 225.0) O Pancreatic Neuroendocrine Tumor (ICD.9 157.4 or 211.7)
O Other or Secondary ICD.9

U Exjade O Iron Overload due to Blood Transfusion (ICD.9 275.02) Q Other or Secondary ICD.9

O Sandostatin LAR O ICD.9 code/description:

U Gleevec O Chronic Myeloid Leukemia (ICD.9 205.1) Q Gastrointestinal Stomach Tumor (ICD.9 151.9)  Q Other or Secondary ICD.9

U Tasigna O Chronic Myeloid Leukemia (ICD.9 205.1) [ Other or Secondary ICD.9

O Zometa O Bone Mets (ICD.9 198.5) O Other or Secondary ICD.9

My signature below certifies that the person listed above is myJ)atient for whom | have prescribed the drug identified above. | certify that any medications received from Novartis (as defined above) in connection with this application will be used only for
the patient named on this form. These medications will not be offered for sale, trade, or barter. Additionally, no claim for reimbursement will be submitted concerning these medications to Medicare, Medicaid, or any third party, nor will any medications be
returned for credit. | acknowledge that | have assisted the J}atlent in enrolling in the Novartis PAP exclusively for purposes of patient care and not inconsideration for, expectation of, or actual receipt of remuneration of any sort. | also agree that Novartis has the
F’%\I}E to contact the patient directly to confirm receipt of medications, and | understand that Novartis may revise, change, or terminate this program at any time. Finally, to the best of my knowledge, the patient listed above meets Novartis’ eligibility criteria for the

Physician Signature: | Date:

Please call 1.866.884.5906 with any questions. Fax completed application to 866.277.9335 OR mail to P.O. Box 66559, St. Louis, MO 63166-6559.
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