Patient Start Form Guide

Getting started is simple. Just fill out and submit the Patient Start Form when initiating
a patient on LUPKYNIS™ (voclosporin). The Start Form acts as a prescription and enrolls
patients in the Aurinia Alliance™ program.

Before submitting the Start Form, it is important to:

o Double-check the form to ensure all fields are completed

e Confirm all signature fields are filled in by both you and your patient. Patient signature
enrolls your patient in Aurinia Alliance, a program that provides patient support, including
funding support for your eligible patients?

e Ensure you have the correct documentation that may need to be sent with the Start Form

« Copies of insurance cards may be needed

The Start Form may be submitted via one of the following methods:

Fax:
ﬁ 1-833-213-1001
=

(preferred method)

Mail:

Aurinia Alliance

PO Box 5490
Louisville, KY 40255

Questions? Call 1-833-AURINIA (1-833-287-4642) 8AM-8PM ET, or email
Aurinia Alliance at support@AuriniaAlliance.com for additional assistance

LUPKYNIS may also be prescribed electronically (eRx)

Simply send the eRx to Aurinia Alliance. PharmaCord® (NABP 1836191) is the pharmacy that
will transfer the eRx to one of the Aurinia Alliance contracted pharmacies to fill your patient's
prescription. Depending on your eRx system, you may need to enter the brand name (LUPKYNIS),
the generic (voclosporin), or the LUPKYNIS NDC number:

« NDC 75626-001-01: Wallet containing 60 capsules

« NDC 75626-001-02: Carton containing 180 capsules (3 wallets)

aPatient signature required to access Aurinia Alliance support, not to prescribe LUPKYNIS.

VAU rinia Please see Prescribing Information including Boxed Warning z Lupkyms”
Alliance and Medication Guide for LUPKYNIS. (voclosporin)§¥e®
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Submission Instructions for the
Simple, Single-page Start Form

The patient completes the following:

' N
Patient details

Be sure the patient fills out WAurinia Patient Start Form 7 Lupkynis

Questions? Phone: 1-833-AURINIA (1-833-287-4642) | Email: support@AuriniaAlliance.com

. . ) 11\ Capsules
the information Complete |y, Alliance @ Fax: 1-833-213-1001 (please fax the completed Start Form) (voclosporin) &g
including the preferred Patient nformation
method Of contact. FirstName: S LastName: SMith MInsured (complete this section)  [] Uninsured (skip this section)
Date of Birth (mm/dd/yyyy): _09/08/1984_ Gender: D7Male i Female PPlease provide front/back copies of insurance card
o H Last 4 Digits of SSN (for insurance verification purposes): 07V Primary Insurer/PBM Name: REC Inaeance
The pat ! e nts h O u ld . Address: f6b_tverugtown Steest Plan Name: ABC Plan
|r]d |Cate |f |eaV| ng Vvolce City: M&%@Mﬂ— State: M) zIPCode: 20707 | |insurer/PBM Phone: _§86 - 122 . 7783
messa g es a r-]d/o r teXt Phone (check preferred): MMobile: €8¢ 122 . 457 Eo:?cy:o::er Name.: am/t SVPMEM —OF
. ~ ~ olicyholder ip to Patient:
. . D Home: Policyholder DOB (mm/dd/yyyy; only if different from patient):
messages Is appropri ate OKtoLeave Messages?  [V{Yes [INo Policy ID #: 122467
OK to Send Text Messages? MYes [INo Group #: naClz
. The patient Shou|d Email: jAMit@umail.com Rx BIN: Rx PCN #: Rx Group #:
Issuer: ID #:
H H Pri I B English Spanish Othe
f| | | (@] ut t h elr |a n g ua g e LS L M o D e D her D If the patient has secondary insurance, please check this box

and attach copy of insurance card

preference for

CO m u n |Cat|o n By signing below, | confirm that | have read and understand the Authorization to Share Health Information and Patient Support on page 2 and agree to the terms.
g Y | would like to opt in for other programs and resources from Aurinia and agree to the terms and conditions on page 2 (optional)

Gt

Clinical and Prescriber Information

Patient Certification and Authorization

Printed Patient Name: Ja/ Smith

( 7

. o Date (mm/ddlyyyy): 08/21/202
Insurance information

Patient or Authorized Representative Signature:

Th e pat|e ﬂt mu St Prest?riber First Name: AMK% Prescriber Lésl Name: _SLW{)UZ/
completely fill out all Wl s oo o e o e
i nsurance I nfo rm atlo nas It 2::)'/09 ?V‘;;es‘fsr;um ‘”U] - State: MD ZIP Code: Q0IZZ  Office Contact Name: _Sarab. leed.
2 pplles plea se ma ke sure to Phone: 466446 . 7798 Ext. (if applicable): ___ Fax: _866- 446 - €pT77 Email: (am‘nli @omail.com
include copies of insurance
cards when submitting the 5.'2?25370ﬁ§;753g,“”32'?“L.L“f“g‘ Noptte [Joter ——————  DugMleiess [Jves [N
eGFR:______ mlL/min/1.73 m?

Start Form.

LUPKYNIS™ (voclosporin)

- ~ Recommended starting dose is 3 capsules BID. Please see Prescribing Concurrent Medications (please list):
Information for guidance on potential dosing adjustments.
( 7
. . [] 23.7 mg (7.9 mg/capsule) PO BID x 30 days  # 180 capsules refills Has the Patient Previously Taken LUPKYNIS?
Patient Sig nature — []15.8 mg (7.9 mg/capsule) PO BID x 30 days ~ # 120 capsules refills [JYes [JNo [JUnknown
I:l 7.9 mg (7.9 mg/capsule) PO BID x 30 days # 60 capsules refills
|f the anent ag rees tO idge Prescription Information: Prescriber to complete only if Bridge is requested
I I Complete this additional (optional) prescription for LUPKYNIS, which can 1
t h e AUthorlzatlon to S h are provide a limited supply of LUPKYNIS at no cost to eligible patients who D 2Lk (k) (07 gl lls) PO ElID Gl o 1D @il izl
H experience a delay in insurance coverage. The shipment will be made to 1

H ea It h I ﬂfOI’m at IoON an d the patient address designated on this page. For eligibility criteria, contact D 15.8 mg (7.9 mg/capsule) PO BID x 30 days  # 120 capsules refills

L. . . .. Aurinia Alliance at 1-833-287-4642. [[]7.9 mg (7.9 mg/capsule) PO BID x 30 days ~ # 60 capsules 1 refills
pa rt ICI patlon N AU rinta Patient Certification and Authorization (above) must be for p. in Bridge progi
A|||a nce terms (See page Prescriber Certifica d Authorization

By signing below, | certiy that (1) LUPKYNIS as | prescribed is medically necessary and is in the best interest of the patient listed above; (2) | have reviewed the current Product prescribing information before prescribing;
2 Of t h e St a rt FO r m ) (3) | have obtained written consent required under federal and state law for the release of the patient's personal health information (‘PHI") (as such term is defined in the Health Insurance Portability and Accountability Act of 1996
1 (‘HIPAA") and regulations thereunder) on this form to Aurinia Pharma US (*Aurinia’) and its Contractors and business partners (“Contractors") for benefits verification and coordination of dispensing Aurinia medicine; (4) | will
h . h . | | ccomply with state-specific prescription d understand pli with these could result in further outreach by the patient's specialty pharmacy; (5) | understand that information | provide on this
form, f signed by the patient, will be used by Aurinia and its Contract thorized by the patient. | authorize Aurinia to forward the aboy tion to the applicable ph 2

ensure thelr or their lega For Bridge programs | undestand rat s mecicaion s being proiced o o he named paion by Auriia and agree nat nefher  nor e pant wil il a nsreror any Goverment heahcare program for the cost of i

medication. The Bridge program may not be combined with another offer and is not eligible to patients without insurance or whose insurer has made a final coverage determination. Patients must be residents of the US for

guardla n’s Slg nature |S 6 months or more and have a US mailing address.
|r‘]C|u(jed7 along Wlth nature (dispense as writte! )

the date.

. J

Date 08/21/202)

yyyy):

Please see ing Prescribing ion i ing Boxed Warning and Medication Guide for LUPKYNIS. 10f2

W Aurinia Please see Prescribing Information including Boxed Warning 71 Lupkyms"

capsules

Alliance and Medication Guide for LUPKYNIS. (voclosporin) 7¢'mg
2


https://www.auriniaalliance.com
https://lupkynispro.com/
http://www.auriniapharma.com/lupkynis-prescribing-information

Submission Instructions for the
Simple, Single-page Start Form (cont.)

The HCP or office staff completes the following:

( 7
Specia I ty a n d N PI n u m ber Questions? Phone: 1-833-AURINIA (1-833-287-4642) | Email: support@AuriniaAlliance.com
o 2 D °
Please specify your medical W Aurinia Patient Start Form 7, Lupkynis’
specialty. Be sure to include Alliance @ Fax: 1-633-213-1001 (please fax the completed Star Form) (voclosporin) i
your I-eigit NPl numiber. Paient Inigrmation
~ ~ First Name: m— Last Name: Sith. Mlnsured (complete this section) D Uninsured (skip this section)
Date of Birth (mm/dd/yyyy): _09/08/1984_ Gender: D Male i Female Please provide front/back copies of insurance card
s R Last 4 Digi;sg;:f ESN (for insugxz:tveriﬁcalion purposes): 80— Primary Insur:g?By Name: PBC Insurance
H H Address: VR bIWN Plan Name: lan
Prescrlptlon City: M&%X&M— State: M) zIPCode: 2077 Insurer/PBM Phone: _§6€ -~ 122 - 7798
Phone (check preferred): MMobile' SO v B %97 Policyholder Name: A/t Swith.

Policyholder Relationship to Patient: S¢f

Please be sure to fill out Hltome i _ :
the diagnosis code/ICD-10 OK to Leave Messages?  [Vfves [No ooy 1o, LLIGT ™ ort eifersntrom petents

. . OK to Send Text Messages? MYes [INo Group #: ABCIZ
code associated with the Ermai: 4t OO o ReBIN: RPN # R Group #
H i I : ID #:

patl ent. T h @ | ast k | d n ey Primary language: MEng\ish [[Ispanish  []Other Ssuer

o D If the patient has secondary insurance, please check this box
b 10 psy d ate Sho u |d a |So be and attach copy of insurance card
in Cl u d ed ,a |O n g W|th th e Patient Certification and Authorization

epe . By signing below, | confirm that | have read and understand the Authorization to Share Health Information and Patient Support on page 2 and agree to the terms.

SpeCIf IC Cl ass Of d ISease. | would like to opt in for other programs and resources from Aurinia and agree to the terms and conditions on page 2 (optional)

* The most common Printed Patient Name: ~Ja/e Sith

Gt

Clinical and Prescriber Information

Date (mm/ddlyyyy): 08/21/2021

Patient or Authorized Representative Signature:

prescription dose is
highlighted in purple

(. J Prescriber First Name: L Prescriber Last Name: _ﬁﬂm‘f)%
1| Specialty: Nephrology Rheumatology Dlmmunology Dother(please specify):
r ~ NPI #: 22“&&7&7 ) Site/Facility/Practice Name: Sample Peactics
. P Office Address: |22 Sample. Steost.
Bridge prescription City: By Toun State: M ZIP Code; DOIZZ_ Office Contact Name: _Sakal. lood.
. . Phone: 466446 . 7798 Ext. (if applicable): —_____ Fax: _§66- Y4€ - €477 Email: iam‘nw @omail.com
information re
T h e o pt IoNna | B rl d g e Diagnosis Code: MMSZ.M Lupus Nephritis [ JOther Drug Allergies: [ ]Yes [JNo
. . Kidney Biopsy Date (if available): (0l/08/Z02I Class: 11 If Yes, Please List:
program is available to help eGFR: mLimin/1.73 mé
atients access LUPKYNIS RS N sociostonn) = =
p . .. Recommended starting dose is 3 capsules BID. Please see Prescribing ConcunsntMedicstionsl(pleasslia:
Wh i |e t h ey are awaiti ng Information for guidance on potential dosing adjustments.
i nsurance cove rag e [[]23.7 mg (7.9 mg/capsule) PO BID x 30 days ~ # 180 capsules refills Has the Patient Previously Taken LUPKYNIS?
A A i []15.8 mg (7.9 mg/capsule) PO BID x 30 days ~ # 120 capsules refills [JYes [INo []Unknown
determ Ination. pa‘UentS [17.9 mg (7.9 mg/capsule) PO BID x 30 days ~ # 60 capsules refills
may receive 2) ||m |ted idge Prescription Information: Prescriber to complete only if Bridge is requested
Complete this additional (optional) prescription for LUPKYNIS, which can [[]23.7 mg (7.9 mg/capsule) PO BID x 30 days ~ # 180 capsules __1__ refills
Su p p |y Of LU p KYN |S at no provide a limited supply of LUPKYNIS at no cost to eligible patients who -'mg (7.9 mg Y
.. . fhxperi?nc!e adgelay ié‘ in_sura'ntt:je co;/r?rage, Th: Shi{?"f'g.'l'.': willtbe_ made(lo t [[]15.8 mg (7.9 mg/capsule) PO BID x 30 days ~ # 120 capsules —1__ refills
cost. Call Aurinia Alliance for ihe patlent adcress desianated on s page. For lighbilly crera, contact (17 g 7.9 mgicapsule) PO BID x 30 cays  #60 capsuies —L_refls
e“g | b|||ty Cr|ter|a Patient Certification and Authorization (above) must be p for participation in Bridge prog;
Prescriber Certification and Authorization

* Them mm
T e ost co on By signing below, | certify that (1) LUPKYNIS as | prescribed is medically necessary and is in the best interest of the patient listed above; (2) | have reviewed the current Product prescribing information before prescribing;
. B . (3) I have obtained written consent required under federal and state law for the release of the patient’s personal health information (“PHI’) (as such term is defined in the Health Insurance Portability and Accountability Act of 1996
p rescri pt [e]a] d ose |s (*HIPAA") and regulations thereunder) on this form to Aurinia Pharma US (*Aurinia’) and its Contractors and business partners (*Contractors’) for benefits verification and coordination of dispensing Aurinia medicine; (4) | will
ccomply with state-specific prescription d understand pli with these could result in further outreach by the patient's specialty pharmacy; (5) | understand that information | provide on this

. . . form, if signed by the patient, will be used by Aurinia and its Contraclors as authorized by the patient. | authorize Aurinia to forward the above prescription to the applicable pharmacy.
| g | g te N p ur p e = For Bridge program: | understand that this medication is being provided free to the named patient by Aurinia and agree that neither | nor the patient will bill an insurer or any goverment healthcare program for the cost of this
medication. The Bridge program may not be combined with another offer and is not eligible to patients without insurance or whose insurer has made a final coverage etermination. Patients must be residents of the US for

g Y 6 months or more and have a US mailing address.
ignature (dispense as writte ) = i Date ( yyyy): 08/21/202|

Prescriber signature

Please see ing Prescribing ion i ing Boxed Warning and Medication Guide for LUPKYNIS. 10f2

Ensure your signature and
the date are included.

VAU rinia Please see Prescribing Information including Boxed Warning 71 Lupkyms"
Alliance and Medication Guide for LUPKYNIS. (voclosporin) e
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VAU rinio
Alliance

Dedicated Support, Personalized For You

Questions? Call 1-833-AURINIA (1-833-287-4642) 8AM-8PM ET,
or email Aurinia Alliance at support@AuriniaAlliance.com
for additional assistance

Please see Prescribing Information including Boxed Warning
and Medication Guide for LUPKYNIS.

LUPKYNIS and Aurinia Alliance are trademarks of Aurinia Pharmaceuticals Inc. ® ™

All other trademarks are the property of their respective owners. Lu k nls

©2021 Aurinia Pharma U.S,, Inc. All Rights Reserved. d v\ capsules
(voclosporin)7smg
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