
P.O. Box 5670, Louisville, KY 40255  /  1-866-2BUSPAF (228-7723)

How do I know if I may be eligible?

How do I apply?

Where do I send my completed application?



P.O. Box 5670, Louisville, KY 40255  /  1-866-2BUSPAF (228-7723)

Your Medication(s)

Your Household Income

Your Name and Contact Information

Caregiver (optional)

(  mm yyyy )/     dd     /

Adempas® (riociguat)
Betaseron® (interferon beta-1b)
Climara PRO™ (estradiol, levonorgestrel transdermal) 
Jivi® antihemophilic factor (recombinant) PEGylated-aucl 
Kerendia® (finerenone)
Kovaltry® Antihemophilic Factor (recombinant) 
Kyleena® (levonorgestrel-releasing intrauterine system)

Lampit® (nifurtimox)
Menostar® (estradiol transdermal system)
Mirena® (levonorgestrel-releasing intrauterine system)
Natazia® (estradiol valerate and estradiol valerate/dienogest)
Nubeqa® (darolutamide)
Skyla® (levonorgestrel-releasing intrauterine system)
Stivarga® (regorafenib)
Vitrakvi® (larotrectinib)

Name ________________________________________________________ Telephone number _____________________________ 

Relationship ___________________________________________________
I have spoken to my caregiver and they agree to receive non-marketing calls from the Bayer US Patient Assistance Foundation 
(the “Foundation”) at the number provided, and I authorize the Foundation to speak to my caregiver about my health condition 
and regarding the program.

GIQYR
Cross-Out
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Your Secondary Healthcare Insurance (supplemental)

Your Pharmacy Insurance (commercial or Medicare Part D prescription coverage)

Your Healthcare Insurance Information

Your Primary Healthcare or State/Government Insurance

Please provide a copy of your insurance card(s). If you are enrolled in Medicare Part D, your membership ID number 
is required before this application can be processed.

BIN 

PCN 
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Patient Name (print):
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Patient Name (print):
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Healthcare Professional (HCP) Name and Contact Information

Patient Information

Prescription

(  mm yyyy )/     dd     /

(  mm yyyy )/    dd   /

HCP Authorization

Patient Address

Directions

Medication name

Adempas 0.5 mg Adempas 1 mg

Directions:  Take 1 tablet by mouth three times a day Other Quantity: 30 day supply Refills:

Please check box for all dosages to be incorporated:

Based on patient’s response per clinical evaluation of the physician or the nurse in consultation with the physician, the pharmacy is to provide the Adempas 
strenghth to accommodate titration needs of therapy. Adempas Tablets: 0.5 mg 1 mg 1.5 mg 2 mg 2.5 mg

Titration schedule:

Quantity Number of Refills Other

For Adempas patient’s only. Starting dose*: 

Directions:  Take 1 tablet by mouth three times a day
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If all the boxes are checked, you are ready to submit the application.

If you are the patient (or caregiver), did you:

If you are the healthcare professional, did you:

PAF-111-US-0159 11/23
2023
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