
Prescriber Name: ___________________________________________________________________________ 
 (First)     (Last) 

Email:___________________________________________  State License #:____________________________

Prescriber Address:  _________________________________________________________________________ 

Prescriber Address #2:  _______________________________________________________________________ 

City: ____________________________________________ State: ________________Zip Code: ____________ 

Phone: _________________________ Fax: _______________________NPI #:  __________________________ 

Physician Office Contact:  ___________________________________________Phone:  ____________________

Sex:      Male     Female      DOB: ___________________   Height: ______________  Weight:______________ 

Address: __________________________________________________________________________________  

City: _____________________________________________  State: _______________ Zip Code: ___________ 

Phone: ___________________________________  Mobile Phone:  ________________________________ 

Method of Contact:  Phone  Mobile Phone E-mail: _________________________Best Time to Call: ________ 

FOR PATIENTS UNDER 18:  

Parent/Guardian Name: _______________________________________________________________________
(First)  (Middle)  (Last) 

Address: __________________________________________________________________________________ 

City: ___________________________________________ State: _____________Zip Code: ________________ 

Phone: _________________________________________Mobile Phone: _______________________________

PATIENT ENROLLMENT FORM
PHONE: 844‐4‐THIOLA (844‐484‐4652) — FAX: 877‐473‐3167

Step 1: PATIENT INFORMATION

Name: ___________________________________________________________________________________
(First)  (Middle)  (Last)

Step 2: PRESCRIBER INFORMATION
Prescriber’s full, usual, and actual signature is required-no stamps. This form cannot be processed without the 
prescriber’s signature. 
 
By signing below, I certify that (a) the above therapy is medically necessary and that I will supervise the patient’s 
treatment accordingly; (b) I have received the necessary authorizations, including those required by state law and 
the Health Insurance Portability and Accountability Act of 1996 (HIPAA), to release the above information and other 
health and medical information of the patient to Travere Therapeutics, Inc. (Travere), and the company or compa-
nies that help Travere administer the Total Care Hub services; (c) I am prescribing the drug listed for the patient 
listed in this application based upon my independent medical judgment. By my signature below, I agree to receive 
certain reimbursement support services. I authorize Travere and Eversana, acting on behalf of Travere, to use the 
information contained in the prescription above, my name, and the name, address, and telephone number of my 
medical practice, and other applicable information, in order to provide me, my practice, and the patient listed in 
this application with the aforementioned reimbursement support services. I understand that participation in the 
Total Care Hub services described does not constitute a guarantee on the part of Travere or parties acting on its 
behalf that (1) the drug I have prescribed will be reimbursed by the patient’s or any insurance program, or (2) the 
patient will be eligible for any patient assistance program. I appoint Travere and its agents to convey this prescrip-
tion—electronically or otherwise—to the dispensing pharmacy. 

Prescriber Signature: _____________________________________________________
(No stamps permitted; prescriptions will be dispensed as written unless otherwise noted)

Date: __________________________________________________________________ 

Complete Information on following page

January 2024        THI010V8

Please complete and return Pages 1 and 2 of this form to 
Total Care Hub by faxing to (877) 473-3167

Please see accompanying full Prescribing Information attached.

Step 3: PRESCRIPTION INFORMATION

Step 4: PRESCRIBER AUTHORIZATION — Required

THIOLA® is a registered trademark of Mission Pharmacal Company.

Date: ____________________________________

DIAGNOSIS INFORMATION  (This medical form is for insurance purposes only, not to suggest approved uses for promotion)

Diagnosis   Cystinuria  ICD-10-CM Code: E72.01

 Other Diagnosis__________________    ICD-10-CM Code:_________________
To expedite any insurance review process, please include the following information below:

Date of first cystine stone__________  # of historical stones_______  Most Recent Urine Cystine levels__________ Date____________

Has 24-hour urine test been completed?  Yes    No    Date of Test ____________    Please attach 24-hour urine test results

Failed therapies related to diagnosis of cystinuria (check all that apply):

 Conservative therapy (fluid, diet modifications) - Failure Date _________

 Potassium citrate - Failure Date ________  D-penicillamine/Cuprimine - Failure Date

_________     Other __________________________ - Failure Date _________

Recommended Initial Dosage
*Adult Dosage: 800 mg/day given in 3 divided doses            *Pediatric Dosage: Based on 15 mg/kg/day

__________ mg taken_______times a day; Number of refills___________   Dispense 30 day supply

*Please see accompanying full Prescribing Information for Indications, complete Dosing Information and Important Safety Information.
NY Prescribers please submit prescription on an original NY State prescription blank. For all other states, if not faxed, prescription must be 
submitted on a state-specific blank, if applicable for your state. If required by your state, please indicate:

THIOLA® (tiopronin) 100 mg tablets

Step 3: DIAGNOSIS AND PRESCRIPTION

DIAGNOSIS INFORMATION (This medical form is for insurance purposes only, not to suggest approved uses for promotion)

Diagnosis  ❑ Cystinuria  ICD-10-CM Code: E72.01 ❑ Other Diagnosis___________________❑ ICD-10-CM Code:__________________

To expedite any insurance review process, please include the following information below:

Date of first cystine stone__________  # of historical stones___________ Most Recent Urine Cystine levels____________ Date____________

❑ Please attach 24-hour urine test results

Failed therapies related to diagnosis of cystinuria (check all that apply):

❑ Conservative therapy (fluid, diet modifications)     ❑ Potassium citrate      ❑ D-penicillamine/Cuprimine      ❑ Other _______________

Recommended Initial Dosage
*Adult Dosage: 800 mg/day given in 3 divided doses            *Pediatric Dosage: Based on 15 mg/kg/day

Dispense 30 day supply 

*Please see accompanying full Prescribing Information for Indications, complete Dosing Information and Important Safety Information.

NY Prescribers please submit prescription on an original NY State prescription blank. For all other states, if not faxed, prescription

must be submitted on a state-specific blank, if applicable for your state. If required by your state, please indicate:

❑ Dispense as written               ❑ Substitution allowed

Step 3: PRESCRIBER CERTIFICATION

Prescriber’s full, usual, and actual signature is required-no stamps. This form cannot be processed without the prescriber’s signature.

By signing below, I certify that (a) the above therapy is medically necessary and that I will supervise the patient’s treatment accordingly; (b) I have 
received the necessary authorizations, including those required by state law and the Health Insurance Portability and Accountability Act of 1996 (HIPAA),
to release the above information and other health and medical information of the patient to Retrophin, Inc., and the company or companies that help
Retrophin administer the THIOLA® Total Care Hub services; (c) I am prescribing the drug listed for the patient listed in this application based upon my 
independent medical judgment. By my signature below, I agree to receive certain reimbursement support services. I authorize Retrophin and Dohmen 
Life Science Services (“DLSS”), acting on behalf of Retrophin, to use the information contained in the prescription above, my name, and the name, ad-
dress, and telephone number of my medical practice, and other applicable information, in order to provide me, my practice, and the patient listed in this 
application with the aforementioned reimbursement support services. I understand that participation in the THIOLA® Total Care Hub services described 
does not constitute a guarantee on the part of Retrophin or parties acting on its behalf that (1) the drug I have prescribed will be reimbursed by the 
patient’s or any insurance program, or (2) the patient will be eligible for any patient assistance program. I appoint Retrophin and its agents to convey this 
prescription—electronically or otherwise—to the dispensing pharmacy.

Prescriber Signature: ______________________________________________________________ Date: ___________________________________________

Complete Information on next page

Prescriber Name: ________________________________________________________________________________________________________

(First) (Last) 

Email:_________________________________________________________   State License #:__________________________________________

Prescriber Address:  ______________________________________________________________________________________________________ 

Prescriber Address #2:  ____________________________________________________________________________________________________ 

City: __________________________________________________________ State: ________________________ Zip Code: ___________________ 

Phone: _______________________________________ Fax: _____________________________________NPI #:  ___________________________ 

Physician Office Contact:  __________________________________________________________________Phone:  __________________________

PATIENT ENROLLMENT FORM
PHONE: 844‐4‐THIOLA (844‐484‐4652) — FAX: 877‐473‐3167

Step 1: PATIENT INFORMATION

Name: __________________________________________________________________________________________________________
(First) (Middle) (Last)

Sex: ❑ Male    ❑ Female    DOB: _________________________________   Height: ________________________   Weight:__________________ 

Address: ______________________________________________________________________________________________________________  

City: ______________________________________________________  State: __________________________  Zip Code: ____________________  

Phone: ___________________________________  Mobile Phone:  ________________________________  

ww Method of Contact: ❑ Phone ❑ Mobile Phone E-mail: _______________________________ Best Time to Call: _____________________

FOR PATIENTS UNDER 18: 

Parent/Guardian Name: ______________________________________________________________________________________________________

(First) (Middle) (Last) 

Address: ______________________________________________________________________________________________________________  

City: _________________________________________________________ State: ________________________Zip Code: ____________________  

Phone: _______________________________________________________Mobile Phone: ______________________________________________

Step 1: Patient Information
Name:  ______________________________________________________________________________

(First)        (Middle) (Last)

Sex: ❑ Male     ❑ Female        DOB: _______________________________________________________
Address: _____________________________________________________________________________
City: ______________________________________ State: ________ Zip Code: ____________________
Phone: ____________________________________  Cell Phone:  ________________________________
Best Time to Call: _____________________________  E-mail: ____________________________________
Preferred Contact Person: _________________________________________________________________
Phone: ____________________________________  Cell Phone:  ________________________________
Ship to: ( If different from above)       ❑ Skilled Nursing Facility ❑ Hospital      ❑ Other  ___________________
Facility Name (if applicable): _______________________________________________________________
Address: _____________________________________________________________________________
City: ______________________________________ State: ________ Zip Code: ____________________
Phone: ____________________________________ Contact Person: _____________________________
Special Shipping Instructions: ______________________________________________________________

Step 2: Patient Insurance—complete the information below OR include copies of insurance cards
Primary Insurance
Name of Medical Plan:  _____________________________  Phone:  _____________________________
Relationship to Cardholder: ❑ Self      ❑ Spouse ❑ Child ❑ Other: ____________________________
Cardholder Name: ________________________________ Plan Number: _________________________
Group Number:  __________________________________ ID Number: ___________________________
Secondary Insurance
Cardholder Name: ________________________________ Plan Number: _________________________
Group Number:___________________________________ ID Number: ___________________________
Employer: ______________________________________ Phone: ______________________________
Prescription Insurance
Name of Prescription Plan: __________________________ Phone: ______________________________
Rx BIN:  ________________________________________ Rx PCN: _____________________________
Rx ID #: ________________________________________ Group #: _____________________________

Step 3: Patient Authorization–HIPAA Release
The information provided about patient status is complete and accurate to the best of my knowledge. I will update the Xenazine Information Center promptly if such 
status should change.

I authorize my healthcare providers and health plans to disclose personal and medical information related to my use or potential use of tetrabenazine to Lundbeck and 
its agents and contractors (“Lundbeck”) and I authorize Lundbeck to use and disclose this information to: 1) establish my benefit eligibility; 2) communicate with my 
healthcare providers and health plans about my benefit and coverage status and my medical care; 3) provide support services, including facilitating the provision of 
tetrabenazine to me; and 4) evaluate the effectiveness of tetrabenazine’s education programs. I agree that using the contact information I provide, Lundbeck may get 
in touch with me for reasons related to the Xenazine Information Center and may leave messages for me that disclose that I take tetrabenazine.

I understand that once my health information has been disclosed to Lundbeck, privacy laws may no longer restrict its use or disclosure; however, Lundbeck agrees 
to protect my information by using and disclosing it only for the purposes described above or as required by law. I further understand I may refuse to sign this 
authorization and that if I refuse, my eligibility for health plan benefits and treatment by my doctor will not change, but I will not have access to the Xenazine support 
services described herein. I may also cancel this authorization in the future by notifying Lundbeck in writing and submitting it by fax to 1-866-341-5601 or by calling 
1-888-882-6013. If I cancel, Lundbeck will cease using or disclosing my information for the purposes listed above, except as required by law or as necessary for 
the orderly termination of my participation in the Xenazine Information Center. I am entitled to a copy of this signed authorization, which expires 10 years from the date 
it is signed by me.

I authorize Lundbeck to release information provided in this enrollment form to the Xenazine Information Center for the provision of education, training, and ongoing 
support on the use of Xenazine. I authorize Lundbeck to use and give out my information to send me information or materials related to Xenazine (or any other related 
products or services in which I might be interested), to contact me by phone by a Registered Nurse to discuss my treatment, to contact me occasionally to get my 
feedback (for market research purposes) about Xenazine or the Xenazine Information Center to operate (and improve the quality of) the Xenazine Information Center
otherwise as required or permitted by law. I understand that if I do not wish to receive information related to Xenazine (or any related products or services) or to be 
contacted occasionally for market research purposes, that I may call the Xenazine Information Center’s number 1-888-882-6013 at any time.

I understand that my pharmacy provider(s) will disclose to Lundbeck and/or its representatives, agents, and subcontractors certain personal health information 
regarding the dispensing of my tetrabenazine prescription and that such disclosure will result in remuneration to my pharmacy provider(s).

è Patient/Guardian Signature:  ______________________________ Date: ___________

Questions? 1-888-882-6013 Fax form to 1-866-341-5601

Xenazine® (tetrabenazine) Date: _______________________________

❑ 12.5-mg tablets    30 Day Supply Quantity: _________  90 Day Supply Quantity:  _________________

❑ 25-mg tablets       30 Day Supply Quantity: _________ 90 Day Supply Quantity:  _________________

Refi lls: ______________________________
Titration schedule (per week)

Week 1: ________________________________________________________________________

Week 2: ________________________________________________________________________

Week 3:  ________________________________________________________________________

Week 4:  ________________________________________________________________________

ICD-10 Code:    ❑ G10 Huntington's Disease

Prescriber Signature - STAMP SIGNATURE NOT ALLOWED

è Dispense as written * _________________________________________ Date: _______________

è Product Substitution Permitted __________________________________ Date: _______________

*requirements for DAW may vary by state

Contact XIC at (888) 882-6013 if you need assistance

Step 6: By filling out this form, your HD chorea patient is automatically enrolled into the

WithinREACH Patient Support Program

❑ Check here if you choose not to enroll this patient into WithinREACH

Step 7: Prescriber Authorization
I certify that Xenazine therapy is medically necessary and that this information is accurate to the best of my knowledge. Furthermore, the signing of the Xenazine Treatment
Form represents an unsolicited request for reimbursement assistance including the procurement of any disease-specific clinical evidence in support thereof.

I authorize TheraCom LLC, acting as the Xenazine Information Center, to be my designated agent and to act as my business associate (as defined in 45 CFR 160.103) 
to use and disclose any information in this form to the insurer of the above-named patient and to obtain any information about the patient, including any protected health 
information (as defined in 45 CFR 160.103), from the insurer, including eligibility and other benefit coverage information, for my payment and/or healthcare operation 
purposes for which this drug is being prescribed. As my business associate, TheraCom is required to comply with, and by its signature hereto, agrees that it will comply 
with, the applicable requirements of 45 CFR 164.504(e) regarding business associates, and that it will safeguard any protected health information that it obtains on my 
behalf, and will use and disclose this information only for the purposes specified herein or as otherwise permitted by law. 

I understand that no clinical information except that which is provided by the physician office will be used in the securing of product access by TheraCom.

è Prescriber Signature:  _______________________ Date: ____________

Step 4: Prescriber Information
Prescriber Name: _________________________________________________________________________

(First) (Last)

Specialty: ❑ Neurology ❑ Other:  __________________________________________________________
Prescriber Address:  _______________________________________________________________________
Prescriber Address #2:  ____________________________________________________________________
City: ______________________________________  State: ______  Zip Code: _______________________
Phone: ______________________ Fax: ______________________  NPI #:  _________________________
Physician Office Contact:  ___________________________________  Phone:  _________________________

Step 5

WEB

MAY 2017        THI010V4

   Please complete and return Pages 1 and 2 of this form to  
THIOLA (tiopronin) Total Care Hub by faxing to (877) 473-3167

THIOLA® is a registered trademark of Mission Pharmacal Company.

Step 2: PRESCRIBER INFORMATION

 THIOLA® (tiopronin) 100 mg tablets  Date: ________________________________________

Total Daily Dose =_____________ mg/d Taken_______times a day; or______ mg Taken_______times a day Number of refills___________

Page 1 of 2



Patient Name: _______________________________________________________________________
 (First)  (Middle)  (Last)

Patient DOB: ___________________________________________

Step 5: PRIMARY INSURANCE — Please attach a copy of both sides of the patient’s insurance card 
Insurance Carrier:  _______________________________________________ Phone:  ________________ 

Subscriber Name: ___________________________________________ 

Subscriber Date of Birth:____ /___/_____ 

Relationship to Subscriber:  Self   Spouse   Child   Other:  __________________________________ 

Employer Name:  ________________________________________________ID Number: _____________ 

Policy #: __________________________________Group ID #: __________________________________ 

PHARMACY BENEFITS-PRESCRIPTION DRUG CARD 

Insurance Carrier: __________________________________________Phone: ______________________ 

Rx BIN:  _________________________________________________Rx PCN: _____________________ 

Rx ID #: _________________________________________________Group #: _____________________ 

(Pharmacy Benefits) section:  _____________________________________________________________

  Step 6: PATIENT AUTHORIZATION–HIPAA Release

Please complete and return Pages 1 and 2 of this form to  
Total Care Hub by faxing to (877) 473-3167

Patient/Guardian Signature: _____________________________________ Date: ____________________ 

Relationship to Patient: ________________________________________ Date: ____________________

Representative’s Address: _______________________________________________________________

Phone: _____________________________________    Cell Phone: ______________________________

 January 2024        THI010V8

[Before signing, the patient and/or patient’s authorized representative should review and understand the terms 
of this Authorization and Release (“Authorization”) before signing. If an authorized representative signs for the 
patient, please indicate the relationship to the patient.]

I understand that the collection, use, and disclosure of the patient’s health information are protected under 
law. Information contained in this Patient Enrollment Form, such as the patient’s name, address, insurance, 
prescription, and medical information, is “protected health information” (“PHI”). By signing this Authorization, 
the patient agrees to the collection, use, and disclosure of the patient’s PHI as described below.

I understand that I may decline to sign this Authorization, and that doing so will not affect the 
patient’s ability to receive THIOLA® (tiopronin) or obtain insurance or insurance coverage. 

I understand that once PHI about the patient is released based on this Authorization, federal privacy laws may 
not prevent Travere Therapeutics, Inc. (“Travere”) and company or companies who administer the Total Care 
Hub Support Services (“Services”) from further disclosing my information. However, I understand that such 
entities have agreed to use or disclose PHI they receive only for the purposes described in this Authorization 
or as required by law.

I also understand that I may revoke (withdraw) this Authorization at any time by sending a signed, written 
statement to the Total Care Hub by faxing it to (877) 473-3167.

Revoking this Authorization will prohibit PHI disclosures after the date written revocation is received by the 
Total Care Hub, except to the extent that action has been taken already on this Authorization. After I revoke 
this Authorization, the patient’s PHI may be disclosed among Travere and the company or companies that 
help Travere administer the Services in order to maintain records of the patient’s participation, but it will not 
be otherwise disclosed or used. Further information on Travere’s privacy practices can be found at 
https://travere.com/privacy/.

I understand that the pharmacy who may administer some of the Services may receive payment from Travere 
in exchange for securely sharing the patient’s PHI with companies who administer the Services.

By signing below, I authorize Travere Therapeutics, Inc. (“Travere”) and the company or companies 
that help Travere administer the Services, to do the following:

1.   Request and receive information from the patient’s treating physician, healthcare provider, health 
insurer, or pharmacist necessary to investigate and resolve the patient’s insurance coverage, coding, 
or reimbursement inquiry or to provide the reimbursement support service that I have requested. 
Information may include the patient’s medical diagnosis, condition, and treatment (including 
prescription information), the patient’s health insurance, name, address and telephone number;

2.   Collect, use, and disclose to each other any patient information including patient name, contact 
information, date of birth, information related to disease, diagnosis, and treatment, medical 
insurance information, some of which may be considered PHI or consumer health data as 
defined by applicable law, for the purpose of investigating and resolving the patient’s insurance 
coverage, coding, or reimbursement inquiry or to administer the Services, including entering and 
maintaining the patients in a database;

3. Disclose patient information as described above with Travere’s service providers, contractors, 
analytics service providers and business partners, including our business partners who support 
our research, surveys, focus groups, or interviews related to cystinuria and the effectiveness of 
the Total Care Hub program;

4. Disclose patient information as described above to the patient’s treating physician, healthcare 
professional, health insurer or pharmacist as necessary to resolve the patient’s insurance 
coverage, coding, or reimbursement inquiry. The patient authorizes their health insurer, treating 
physician, healthcare provider, or pharmacist to release PHI about the patient’s prescribed 
medications and medical condition requested by Travere and the company or companies that 
help Travere administer the Services;

5. Contact me by mail, email, telephone or alternative communication to discuss and receive 
marketing communications, invitations to participate in research, educational materials, 
treatment support services and patient engagement initiatives designed for people taking THIOLA, 
including nutritional support and counseling;

6. Provide financial assistance resources, including copay assistance or free drug programs if I meet 
program eligibility; 

7.  Communicate with my healthcare providers and health plans about my insurance benefit and 
coverage status and product administration (e.g., prescription, dosing, refills) and; 

8.  Contact the patient’s insurer, other potential funding sources, social workers, patient advocacy 
organizations, or patient assistance programs (e.g., the Total Care Hub) on the patient’s behalf to 
determine if the patient may be eligible for health insurance coverage or other funds, and disclose 
to them PHI about the patient’s prescribed medications and medical condition that has been 
provided by the patient or patient’s authorized representative or physician, healthcare provider, or 
pharmacist.

Page 2 of 2
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