PharmaEssentia

PharmaEssentia SOURCE™ Enrollment Form -
PLEASE COMPLETE THE ENTIRE FORM, SIGN, S@U RC E

AND FAX TO 800-700-5065. For assistance, call 800-700-5053 Your resource for patient support & education
Monday - Friday, 8 AM - 8 PM ET. [*REQUIRED Field] SELECT INTEREST:
U Patient Assistance Program

Attach copies of ALL medical and prescription insurance cards (front and back).

. . . ac P
Attach a copy of the patient’s current medication list and known drug allergies. opay rrogram

U Product Replacement
1. PATIENT INFORMATION

First Name*: Last Name*:

Date of Birth (MM/DD/YYYY)*: Gender*: O Male O Female O Other
Street Address*: City*: State*: ZIP*:
Primary Phone*:: Mobile Phone®: Email:

Primary Language: O English O Spanish O Other:

Preferred Contact Method: O Call® O Email O Text?

Best Time to Contact: O Morning O Afternoon O Night

Patient Representative/Authorized Contact Name: Phone:

Relationship to Patient:

2By providing my phone number, | authorize PharmaEssentia to use autodialers or prerecorded and artificial voice messages to contact me. | understand that these
calls/texts may mention the name of PharmaEssentia products or services and include details about my insurance coverage and my doctor’s name. | understand
that | am not required to consent to being contacted by phone or text message as a condition of any purchase of PharmaEssentia products or enrollment.
Message and data rates may apply. | understand that | may opt out of receiving these communications at any time by calling PharmaEssentia at 800-700-5053.

2. FINANCIAL INFORMATION (required to verify eligibility for assistance programs)

Number of All Household Members (including enrollee): Annual Gross Household Income: $

3A. PharmaEssentia SOURCE ENROLLMENT CONSENT

By signing below, | certify that | have read the "Consent for Enrollment in PharmaEssentia SOURCE" on page 3, and | agree to the terms of enrollment.
Printed Name of Patient:

ﬁ'SRNE Date:

Printed Name if Signed by a Patient Representative:

3B. HIPAA AUTHORIZATION TO USE AND DISCLOSE MY INFORMATION

By signing below, | certify that | have read the “Consent and Privacy Authorization to Use and Disclose My Information” on page 3, and | authorize the disclosure
of my information to PharmaEssentia as described.

Printed Name of Patient:

SIGN .
HERE Date:

Printed Name if Signed by a Patient Representative:

4. PRESCRIBER INFORMATION

Prescriber Name (First, Last)*: NPI #*:

Site/Facility Name*:

Street Address*:

City*: State*: ZIP*:

Primary Office Contact*: Phone*:

Fax*: Email*:

Preferred Contact Method: O Call O Email O Fax Best Time to Contact: O Morning O Afternoon O Evening
Alternate Office Contact: Phone: Email:
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REQUIRED

Patient Name*: Date of Birth*:

5. PREFERRED SPECIALTY PHARMACY (selection will be honored if permitted by patient’s insurance)
Choose one of the following specialty pharmacies: O Biologics O 0Onco360 O No preference OR O Eligible Oncology

GPO member or authorized health system pharmacy. List Pharmacy Name and NPI:

6. CLINICAL INFORMATION

Attach a copy of the patient’s current medication list and known drug allergies.
Primary ICD-10 Diagnosis*: O D45, polycythemia vera (PV) O D47.3, essential thrombocythemia (ET) O Other Diagnosis Code:
Is the patient currently on or previously on BESREMi? O Yes O No O If currently on therapy, next injection date:

Is the patient enrolled in a PharmaEssentia-sponsored clinical trial? O Yes O No Subject Screening Number:

Select any PV/ET therapies tried to date: O None O Aspirin O Hydroxyurea O JAKAFI® O PEGASYS®
O PEGINTRON® O INTRON® A O Phlebotomy O Anagrelide O Other:

7. PRESCRIPTION FOR BESREMI® (ropeginterferon alfa-2b-njft) Dispense as written. No stamps please.

A. Rx Quantity: 2 Pens (28-day supply) and Refills

In order for the Rx to be valid, you MUST check the box for the 500 mcg/0.5 mL pen, write in the number of refills,
AND also check the box for one of the 3 dosage options.

500 mcg/0.5 mL solution for subcutaneous injection in a single-dose prefilled pen*. Refills (REQUIRED)*:

FOR PV: Indicate dosage below (REQUIRED TO SELECT ONE)*:
O Inject 100 mcg subcutaneously on first injection. Increase dose by 50 mcg every 2 weeks as directed by physician,
up to a maximum dose of 500 mcg.

O For patients transitioning from hydroxyurea, inject 50 mcg subcutaneously on first injection. Increase dose by
50 mcg every 2 weeks as directed by physician, up to a maximum dose of 500 mcg.

O If different than above, indicate dosage and titration schedule:
FOR ET: Indicate dosage below (REQUIRED TO SELECT ONE)*:

O Inject 250 mcg subcutaneously on first injection. At 2 weeks increase dose to 350 mcg. At 4 weeks increase to the
maintenance dose of 500 mcg every 2 weeks.

O If different than above, indicate dosage and titration schedule:

Provider Signature*: S\ Date*:
Print Provider Name*: NPI/DEA*:
B. Quick Start or Bridge in Event of Insurer Delay Dispense as written. No stamps please.

In order for the Rx to be valid, you MUST check the box for the 500 mcg/0.5 mL pen, AND also check a box for one of
the dosage options.

U 500 mcg/0.5 mL solution for subcutaneous injection in a single-dose prefilled pen
+ Bridge—Quantity: 1; Refills: 3+ Quick Start—Quantity: 2; Refills: 1
FOR PV: Indicate dosage below (REQUIRED TO SELECT ONE):

O Inject 100 mcg subcutaneously on first injection. Increase dose by 50 mcg every 2 weeks as directed by physician, up
to @ maximum dose of 500 mcg.

O For patients transitioning from hydroxyurea, inject 50 mcg subcutaneously on first injection. Increase dose by 50 mcg
every 2 weeks as directed by physician, up to a maximum dose of 500 mcg.

O If different than above, indicate dosage and titration schedule:
FOR ET: Indicate dosage below (REQUIRED TO SELECT ONE):

O Inject 250 mcg subcutaneously on first injection. At 2 weeks increase dose to 350 mcg. At 4 weeks increase to the
maintenance dose of 500 mcg every 2 weeks.

O If different than above, indicate dosage and titration schedule:
Quick Start or Bridge is available to eligible patients.

In the event of delays in insurance coverage investigations, patients with insurance may receive 2-week supplies of
BESREMI for up to 2 months. Patients must have a prescription and must not seek reimbursement or credit for this
prescription from any insurer, health plan, or provider.

By signing below, | certify that | understand the PharmaEssentia SOURCE™ program terms and agree that | shall not
seek reimbursement for BESREMi dispensed through the PharmaEssentia SOURCE program.

Provider Signature: Date:
Print Provider Name: NPI/DEA:
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REQUIRED

Patient Name*: Date of Birth*:

All, please note: My signature certifies that the person named on this form is my patient; the information provided, to the best of my knowledge,

is complete and accurate; and that therapy with BESREMi is medically necessary. | certify that | have obtained my patient’s written authorization in
accordance with all applicable state and federal laws to release the individually identifiable health information included on this form to PharmaEssentia
SOURCE™, and | understand that the information that | provide on this form will be used by the program for the purposes of verifying my patient’s insurance
coverage and eligibility, coordinating the dispensing of my patient’s prescription medicine, and introducing PharmaEssentia SOURCE support services to
my patient, including contacting my patient for these purposes. | authorize PharmaEssentia SOURCE to transmit the above prescription for BESREMi to the
appropriate specialty pharmacy on behalf of my patient. | understand that | am under no obligation to prescribe any PharmaEssentia products and that |
have not received nor will | receive any benefit from PharmaEssentia for doing so. | will not seek reimbursement from any third-party payer or government
entity for any product provided free of charge by PharmaEssentia SOURCE.

Special Note: Prescribers in all states must follow applicable laws for a valid prescription. For prescribers in states with official prescription form
requirements, please submit an actual prescription along with this enrollment form.

CONSENT FOR ENROLLMENT IN PharmaEssentia SOURCE

Please read the following, and, if you agree, sign and date where indicated in Section 3A of the Enrolilment Form.

By signing, | am enrolling in PharmaEssentia SOURCE product support services ("Services"). Services may include verification of insurance
benefits and drug coverage, medication education, copay assistance, and other forms of patient assistance.

| understand that PharmaEssentia copay assistance and patient assistance programs are subject to eligibility criteria and that
completing this application does not guarantee that | will qualify for these programs. | certify that all the information provided in
this application, including my health insurance plan and annual gross household income, is complete and accurate. | understand
that assistance will terminate if PharmaEssentia becomes aware of any fraud.

| understand that if | receive support from a PharmaEssentia SOURCE Case Manager who is available to help me understand how
to take my prescribed medication, offer tips and reminders for taking my medication, and provide other information that may help
me manage a healthy lifestyle, PharmaEssentia SOURCE Case Managers do not give medical advice and are trained to direct me
to my healthcare professionals for treatment-related advice.

HIPAA AUTHORIZATION TO USE AND DISCLOSE MY INFORMATION

Please read this page carefully, and if you agree, sign and date where indicated in Section 3B of the Enrollment Form. You may keep
a copy of this form for your records.

As part of my enrollment in PharmaEssentia SOURCE, | authorize any health plan, physician, healthcare professional and their staff,
hospital, clinic, pharmacy provider or other healthcare provider (collectively, “Providers”) to use and to disclose to PharmaEssentia
Corporation, and its affiliates, business partners, vendors, and other agents (collectively, “PharmaEssentia”), health information about
me, including information related to my medical condition and treatment, care management, health insurance and coverage claims,
and prescription (including fill/refill information) for BESREMi® (ropeginterferon-alfa-2b-njft), as well as all information provided on this
form (my “Information”). | understand PharmaEssentia may provide my Information to a specialty pharmacy to fulfill the prescription.
PharmaEssentia may also use my Information for internal uses, including data analysis.

| further understand that PharmaEssentia may use my information for (i) marketing purposes, including to further contact

me regarding market research; (i) to arrange for my receipt of educational, promotional, and/or marketing materials about
PharmaEssentia support programs and PharmaEssentia products; (iii) to verify eligibility for, and to enroll me in the Programs for
which | am eligible; (iv) to coordinate insurance benefits and access to BESREMi; (v) communicate with Providers (e.g., specialty
pharmacies and healthcare professionals) about access, reimbursement and fulfillment of BESREM:; (vi) for the purpose of internal
data analysis to facilitate related internal business purposes, such as to provide customer support and evaluate and improve the
Programs; and (vii) to provide me with educational resources, product information, and other communications.

| understand that the information disclosed pursuant to this Authorization may no longer be protected by the federal health privacy
rule and may be subject to re-disclosure by the recipient. However, | also understand that PharmaEssentia will protect my Information
by using and disclosing it only for the purposes allowed by me in this authorization or as otherwise required by law. | understand that
specialty pharmacies, hub service providers, copay program administrators and other vendors that PharmaEssentia contracts with to
administrate the SOURCE program offering may receive payment from PharmaEssentia in exchange for disclosing my Information and
providing program services. | understand that | do not have to sign this authorization. A decision by me not to sign this authorization
will not affect my ability to obtain medical treatment from my healthcare professionals, my eligibility for health insurance benefits,

or my access to PharmaEssentia medication. | understand that this authorization expires 5 years from the date signed here, or as
otherwise required by state or local law, unless and until | cancel this authorization by then. | understand that | have the right to revoke
this authorization in writing at any time by sending a letter to PharmaEssentia at the following address: 35 Corporate Drive, Suite

325, Burlington, MA 01803. | understand that the effective date of my revocation will be the date the PharmaEssentia Privacy Officer
receives it. | further understand that any revocation will be effective only to the extent that PharmaEssentia has not already taken
action in reliance on this authorization. | understand that | have a right to receive a copy of this authorization.

J 800-700-5053 o Monday - Friday, 8 aM- 8 Pm ET |E 800-700-5065 |;| PharmaEssentiaSOURCE.com
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REQUIRED

Patient Name*:

Date of Birth*:

INDICATION

BESREMIi® (ropeginterferon-alfa-2b-njft) is indicated for:
* The treatment of adults with polycythemia vera.
* The treatment of adults with essential thrombocythemia.

IMPORTANT SAFETY INFORMATION

WARNING: RISK OF SERIOUS DISORDERS

Interferon alfa products may cause or aggravate fatal or
life-threatening neuropsychiatric, autoimmune, ischemic,
and infectious disorders. Patients should be monitored
closely with periodic clinical and laboratory evaluations.
Therapy should be withdrawn in patients with persistently
severe or worsening signs or symptoms of these
conditions. In many, but not all cases, these disorders
resolve after stopping therapy.

CONTRAINDICATIONS

« Existence of or history of severe depression, suicidal
ideation, or suicide attempt

* Hypersensitivity to interferons or any inactive ingredients

* Moderate or severe hepatic impairment

« History or presence of active serious or untreated
autoimmune disease

« Immunosuppressed transplant recipients

WARNINGS AND PRECAUTIONS

+ Depression and Suicide: Closely monitor patients for
any symptoms of psychiatric disorders and, if needed,
consider psychiatric consultation and treatment or dosage
modifications as listed in the full prescribing information.

Endocrine Toxicity: Do not use BESREMIi in patients with
active serious or untreated endocrine disorders associated
with autoimmune disease. Evaluate thyroid function in
patients who develop symptoms suggestive of thyroid
disease during BESREMIi therapy. Discontinue BESREMi in
patients who develop endocrine disorders that cannot be
adequately managed during treatment with BESREM.i.

Cardiovascular Toxicity: Patients with a history of
cardiovascular disorders should be closely monitored for
cardiovascular toxicity during BESREMi therapy. Avoid use of
BESREMIi in patients with severe or unstable cardiovascular
disease or recent stroke or myocardial infarction.

Decreased Peripheral Blood Counts: Monitor complete blood
counts at baseline, during titration, and every 3-6 months
during the maintenance phase.

+ Pancreatitis/Colitis/Pulmonary Toxicity: Interrupt
BESREMi treatment in patients with possible pancreatitis,
colitis, or pulmonary toxicity and evaluate promptly.
Consider discontinuation of BESREMIi in patients with
confirmed pancreatitis or who show signs or symptoms of
serious ulcerative or hemorrhagic colitis, or who develop
pulmonary infiltrates or pulmonary function impairment.

© 2026 PharmaEssentia Corporation. All rights reserved.

+ Ophthalmologic Toxicity: Advise patients to have eye
examinations before and during treatment. Discontinue
BESREMIi in patients who develop new or worsening

eye disorders.

Hyperlipidemia/Hepatotoxicity/Renal Toxicity: Monitor
serum triglycerides, liver enzymes, hepatic function,
and serum creatinine at baseline and during therapy.
Avoid use of BESREMi in patients with eGFR <30 mL/
min. Discontinue BESREMIi in patients with persistently
marked elevated triglycerides, evidence of hepatic
decompensation, or if renal impairment develops
during treatment.

Dental and Periodontal Toxicity: Patients should have good
oral hygiene and regular dental examinations.

Dermatologic Toxicity: Consider discontinuation of
BESREMIi if clinically significant dermatologic

toxicity occurs.

Driving and Operating Machinery: BESREMi may impact

the ability to drive and use machinery. Patients should not
drive or use heavy machinery until they know how BESREMi
affects their abilities. Patients who experience dizziness,
somnolence, or hallucination during BESREMi therapy should
avoid driving or using machinery.

Embryo-Fetal Toxicity: Based on the mechanism of action,
BESREMIi can cause fetal harm when administered to a
pregnant woman. Obtain a pregnancy test in females of
reproductive potential prior to initiating treatment with
BESREMI. Advise females of reproductive potential to use
an effective method of contraception during treatment

with BESREMi and for at least 8 weeks after the final dose.
Advise women not to breastfeed during treatment and for 8
weeks after the final dose.

ADVERSE REACTIONS

The most common adverse reactions reported in >40%
of patients with polycythemia vera were influenza-like
iliness, arthralgia, fatigue, pruritus, nasopharyngitis, and
musculoskeletal pain.

The most common adverse reactions reported in >30% of
patients with essential thrombocythemia were aspartate
aminotransferase increased (44%), alanine aminotransferase
increased (43%), and fatigue (31%).

DRUG INTERACTIONS

Patients on BESREMi who are receiving concomitant drugs
which are CYP450 substrates with a narrow therapeutic
index should be monitored to inform the need for dosage
modification. Avoid use with myelosuppressive agents,
narcotics, hypnotics, or sedatives, and monitor patients
receiving the combination for effects of excessive

CNS toxicity.

To report SUSPECTED ADVERSE REACTIONS, contact
PharmaEssentia at 1-800-999-2449 or FDA at
1-800-FDA-1088 or www.fda.gov/medwatch.

Please see full Prescribing Information, including
Boxed Warning.
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