LillyAnswers Application

Mail this application and supporting documents to:

Fill in all of the information fully and accurately.

e Photocopy the first page of your most recent federal tax form (for example:
1040, SSA-1099, Puerto Rico Forma 482.0, etc.) and your Medicare card.
Attach the copies to your application. It is important that you send us
copies and not the originals.

ELI LILLY AND COMPANY e Sign and date the back of your application.

LILLYANSWERS e Insert the completed application and the photocopies of your tax return
PO Box 219296 and Medicare card into the envelope provided.

Kansas City MO 64121-7182 * For more information please call 1-877-RX-LILLY or 1-877-795-4559.
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CHECK THIS BOX IF YOU HAVE BEEN PRESCRIBED: FORTEO

Personal Information

Qualification Information

DO YOU HAVE PRIVATE OR GOVERNMENT INSURANCE
WHICH PAYS FOR BRAND PRESCRIPTIONS? YES NO

ARE YOU ENROLLED IN MEDICARE? (IF YES, PLEASE SUBMIT A COPY)  YES NO

GROSS YEARLY INCOME $

Please Provide Me With Additional Information.

Please note that your response in this section will not affect your eligibility for LillyAnswers.

(] Please provide me information about Lilly products and other health information. By
marking this box, I understand that the information I've provided on this application may be used
by Lilly and its business partners to contact me and to provide me with information about Lilly prod-
ucts and other health conditions and services. By marking this box and submitting this form, |
indicate my consent to these uses. I also understand that if I change my mind and decide I do
not want to receive information about Lilly products and other health conditions and services, I will be
able to ask Lilly to remove my name from this use. Lilly will provide me with directions as to how to
stop receiving the additional information about Lilly products and other health conditions and services.

Signature and Date is required in Section 5 >

Please remember to include photocopies of your most recent income
documentation and Medicare card (if enrolled) with the complete

application in the envelope provided.



LillyAnswers Application

Patient Authorization and Certification

I understand that Eli Lilly and Company (“Lilly”) and any entity it may contract with to be the program
administrator for LillyAnswers (currently Argus Health Systems Inc. and referred to as the “Administrator”),

will receive the information contained in this application, information on the prescription medicines that my
doctor has provided or will provide me, and other information that they may obtain about me in operating

and administering the LillyAnswers program (the “Information”). I hereby authorize the Administrator and/or
Lilly to use the Information: to review my application and contact me as necessary to conduct such review; for
purposes relating to the operation and administration of LillyAnswers; and for Lilly’s internal business purposes
(such as developing other programs and services). I understand that this information will not be shared with any
third parties, but that certain non-personal portions of the information (for example, general location, age, gender)
may be shared with other parties for purposes of operating LillyAnswers. I understand that I have the right to
revoke this Authorization at any time by writing the Administrator at the address set forth on this application or
by writing Lilly at an address of Lilly that will be provided for me if I am found to be eligible for the program.
If T revoke this Authorization, I will no longer be eligible for the program.

I understand that the LillyAnswers program only applies to cash purchases of medications and cannot be used
for any prescriptions that are reimbursed or covered, in full or in part, by any third-party payer. Examples of
third-party payers are HMOs, private insurance, Medigap, employers and/or any government entity, including
Medicare, Medicaid, Reforma in Puerto Rico, or any other state or federal program which provides assistance or
coverage for the purchase of pharmaceuticals. I understand that I cannot use any other discount, coupon, rebate
and/or prescription drug card along with my LillyAnswers Card. I understand that the LillyAnswers Card is
valid only in the fifty (50) United States and Puerto Rico and is void where prohibited by law and/or restricted
and/or taxed. If I receive a LillyAnswers Card, the Card is only for my personal use and cannot be given to
others and/or assigned and/or transferred.

I certify that: 1) the information I have set forth in this application is true, correct and complete; 2) I am
enrolled in Medicare; and 3) I am not eligible for, and do not have, any government or private insurance

that covers or helps me pay for my medications. I understand that eligibility under this program is subject

to approval by Lilly and/or the Administrator, and that application to the LillyAnswers program does not
guarantee inclusion in the LillyAnswers program. I understand that if I am found to be eligible for LillyAnswers
and receive a LillyAnswers Card, the LillyAnswers Card is only active for twelve months, at which time I will
have to reapply for the LillyAnswers program. I understand that the LillyAnswers program may be changed or
terminated at any time without prior notice.

Signature and Date (required)

Patient Signature Date

Please remember to include photocopies of your most recent income
documentation and Medicare card (if enrolled) with the complete
application in the envelope provided.




