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Once a decision has been made to prescribe OPSYNVI®, use the
Enroliment and Prescription Form to get your patient started on
treatment with OPSYNVI®,

The patient support and resources provided by J&J withMe are not intended to provide medical advice, replace a treatment plan from the patient’s doctor or nurse, provide case management services, or serve
as a reason to prescribe OPSYNVI®,

Information about your patient’s insurance coverage, cost support options, and treatment support is given by service providers for J&J withMe. The information you get does not require you or your patient
to use any Johnson & Johnson product. Because the information we give you comes from outside sources, J&J withMe cannot promise the information will be complete.

Please read full Prescribing Information, including BOXED WARNING, and Medication Guide for OPSYNVI®. Provide the Medication Guide to your
patients and encourage discussion.



https://www.janssenlabels.com/package-insert/product-monograph/prescribing-information/OPSYNVI-pi.pdf
https://www.janssenlabels.com/package-insert/product-patient-information/OPSYNVI-medication-guide.pdf

Enrollment and Prescription Form Fax Cover Sheet

Complete and submit the Fax Cover Sheet along with the Enroliment and Prescription Form

A
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U8 Enrollment and Prescription Form Opsynv

withMe mectentan/tadalafl
Fax Cover Sheet 10mg/40mg tabets
Fax the following to J&J withMe at 866-279-0669:
. B . 1. OPSYNVI® Enrollment and Prescription Form, including the Johnson & Johnson Patient Support Program
Follow these instructions when (o] 1 opsynwe Enrolimen
Su bmlttlng the En rO”ment and 2. Please provide copies of all medical and prescription insurance cards (front and back)
Prescription Form tO reduce potentia| 3. If needed, please attach list of concomitant medicines
. . . 4. If needed, pl ttach list of ki d llergi
delays in getting your patient started eeced plesse atiach st o inown drug alergies
on treatment > Q Requirements for Voucher Program
H H Please provide all of the patient’s concomitant medicines in Section 5: Diagnosis & Prescription Information.
° Pay SpeCIaI attentlon to the Include PAH medicines and all medicines for other comorbidities. If you prefer, you can fax the medicine list.
requirements for:
Patient Authorization Requirements EF:E
VOUCher program @ Patients to complete and sign all pages of the attached Patient Support Program Patient Authorization %
H H H Form. Please fax the completed and signed Patient Authorization with the OPSYNVI® Enroliment and H d
* Patlent Auth0r|zat|0n Prescription Form. If necessary, a patient can submit a digital version of the Patient Authorization Data rates
at PAHconsent.com or by scanning the QR code. may apply.
Fax the completed and signed Enrollment and Prescription Form to J&J withMe at 866-279-0669. You can also request benefits
investigations on the Provider Portal at PATHwatch.net.
Once a decision has been made to prescribe OPSYNVI® and your patient has signed the Patient Authorization form
. . . . . J&J withMe is a suite of access, affordability, and treatment support for your patients
This section provides information on ’ ¥ PP yourp
HH A Support to help igate payer Affordability Support to help your Treatment Support, including
ACCGSS, Affordabl.l Ity’ and Treatment > pr by verifying insurance coverage patients start and stay on the OPSYNVI® PAH Companion withMe, to help your
S upport included in J&J withMe and providing reimbursement information. you prescribe by providing affordability patients get informed and stay on
. options that may be available. prescribed OPSYNVI®,
for patients.
If you have questions, call a J&J withMe Care Coordinator at 866-228-3546, Monday—Friday, 8:00 am—8:00 pm ET. Multilingual phone
support available. Visit JNJwithMe.com.
cp-508490v1 .
i - Complete the requested fields
Date: Fax number: 866-279-0669
From: Facility name: - If you have a preferred Specialty
Facility contact: Pharmacy, please check the
Completed OPSYNVI® Enr and Prescription Form enclosed. appropriate box. Keep in mind that
Number of pages (including cover): the patient’s insurer Wi” make the
Specialty Pharmacy preference: O Accredo Health Group, Inc. O CenterWell [ CVS/specialty O Kaiser Permanente ﬁnal deCiSion on WhiCh pha rmaCy Wi”
Please note: The Specialty Pharmacy preference above will be validated through the standard benefit verification process. Other factors, like payer mandates, dispense O PSYNVI@
will ultimately determine where the enrollmentis sent.

C s

Contact J&J withMe at 866-228-3546.

The patient support and resources provided by J&J withMe and PAH Companion withMe are not intended to provide medical advice, replace a treatment plan
from the patient’s doctor or nurse, provide case management services, or serve as a reason to prescribe a J&J medicine. Need help?

Information about your patient’s insurance coverage, cost support options, and treatment support is given by service providers for J&J withMe. The

information you get does not require you or your patient to use any Johnson & Johnson product. Because the information we give you comes from outside H
sources, J&J withMe cannot promise the information will be complete. If yOU have any queStlons’ contact
.
Please read the accompanying full Prescribing Information, including BOXED WARNING, and Medication Guide for OPSYNVI®, J&J W|th Me at 866-228-3546

Provide the Medication Guide to your patients and encourage discussion.

Monday through Friday, 8:00 am to 8:00 PM ET
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Please read full Prescribing Information, including BOXED WARNING, and Medication Guide for OPSYNVI®. Provide the Medication Guide to your
patients and encourage discussion.



https://www.janssenlabels.com/package-insert/product-monograph/prescribing-information/OPSYNVI-pi.pdf
https://www.janssenlabels.com/package-insert/product-patient-information/OPSYNVI-medication-guide.pdf

Enrollment and Prescription Form
Please complete all *(REQUIRED) fields and print clearly to avoid processing delays

1. Patient Information

» Complete all *(REQUIRED) fields

- If patients select “Spanish” or “Other” as their
preferred language, J&J withMe will communicate with
the patient in their chosen language whenever possible

* Checking one of the boxes to designate a Care Partner
or legally authorized representative to receive
communications from J&J withMe on the patient’s
behalf helps prevent delays to therapy. Remember to
include the name, phone number, and email address for
the designated contact

« Fillin the patient’s insurance information and attach a
copy of the patient’s medical and prescription
insurance cards. J&J withMe will need to reach out to
the patient for this information, which can delay
processing by 1 or more days

2. Prescriber Information

- Complete all *(REQUIRED) fields

* Provide your State License number and Office/Clinic/
Institution name to ensure your patient is aligned to the
correct facility and reduce potential delays in getting
the patient started on treatment

3. Shipping

» Check the appropriate box to indicate if the
medicine should be shipped to the patient, your
office, or another address. If Other, complete the
indicated fields on the form

©O IMPORTANT: The Specialty Pharmacy will call the
phone number associated with the checkbox in this
section to schedule the medicine shipment.

'
J&J . Opsynvr
withMe Enrolliment and Prescription Form %%cgt/%tgg{ggﬂaﬁl

The information you provide will be used by Johnson & Johnson Health Care Systems Inc., our affiliates, and our service providers for your patient’s enrollment and participation
in J&J withMe. Our Privacy Policy, which may be found at Innovati il y-policy, further governs the use of the information you provide.

INJ.com/us/pri

Fields marked with an (*) are required. cp-508490v1
1. Patient Information (please print)
*First Name MI___ *Last Name

*Sex at Birth [ Male [J Female *Birth Date (MM/DD/YYYY) Preferred Language [ English [ Spanish [J Other

*Address

*City *State *ZIP

Email Address

O Home O cell dwork Oam OpPMm
Best time to call

*Primary Phone # [ Home [JcCell [J Work  Alternate Phone #

Ok to leave message with: [J Care Partner [ Legally authorized representative (if needed, provide contact information below)

Full Name Phone # Email Address

Primary Insurance Group # BIN # PCN
Prescriber’s First Name Prescriber’s Last Name Specialty
*Prescriber NPI State License #

Office/Clinic/Institution Name Group NPI (if

Address

City State ZIP

Office Contact Name Office Contact Phone #

Office Contact Email Address Fax #

3. Shipping
*Ship to (As allowable by law): [] Patient home (same as section1) ] Prescriber office (same as section2)  [] Other (if needed, provide shipping information below)

*Address

*City *State *ZIp

Please read the accompanying full Prescribing Information, including BOXED WARNING, and Medication Guide for OPSYNVI®.
Provide the Medication Guide to your patients and encourage discussion.

© Johnson & Johnson and its affiliates 2025 05/25 cp-508490v1 20f3

Please remember
to print clearly.

Please read full Prescribing Information, including BOXED WARNING, and Medication Guide for OPSYNVI®. Provide the Medication Guide to your
patients and encourage discussion.


https://www.janssenlabels.com/package-insert/product-monograph/prescribing-information/OPSYNVI-pi.pdf
https://www.janssenlabels.com/package-insert/product-patient-information/OPSYNVI-medication-guide.pdf

Enrollment and Prescription Form (contd)
Please complete all *(REQUIRED) fields and print clearly to avoid processing delays

4. Patient Information and Prescriber Information

- Complete all *(REQUIRED) fields

« All information entered in this section should match
the information provided in sections 1and 2 on the
previous page

5. Diagnosis & Prescription Information

« Check the appropriate box for the patient’s diagnosis.
Remember to check only one box

« Check the appropriate box to prescribe OPSYNVI®
and fill in the Quantity and number of Refills

If checking the box for “Concomitant Medicines”
and/or “Drug Allergies,” attach a separate list if there
is not enough space to include on the form. This will
help reduce delays to therapy.

O IMPORTANT: If enrolling your patient in the Voucher
Program (in Section 6), please select maintenance
dose in the middle column of Section 5, as the
Voucher will be considered the initial dose. This can
help avoid an unintended lapse in therapy.

6. Voucher Programs

* Choose either the treatment path on the left to
evaluate OPSUMIT® before transitioning to
OPSYNVI®, or the treatment path on the right to
evaluate OPSYNVI® only

- Depending on the treatment path you have chosen,
check the appropriate box to request a free trial of
OPSUMIT® and/or OPSYNVI® for your patient

» The Voucher Programs available for OPSUMIT® and
OPSYNVI® are designed to help eligible patients
become familiar with the medicine you choose to
prescribe. At the conclusion of the program, you and
your patient decide whether to continue treatment

7. Prescriber Signature

* Ensure all *(REQUIRED) fields in Sections 1-6 are
completed to ensure timely prescription fulfillment

* Remember to sign only once and fill in the Date

O IMPORTANT: Signing above “Dispense as Written”
indicates your preference for the patient to receive
OPSYNVI® or OPSUMIT® brand medicine.

OPSYNVI® (macitentan and tadalafil) Enrollment and Prescription Form

Theinformation you provide will be used by Johnson & Johnson Health Care Systems Inc., our affiliates, and our service providers for your patient’s enroliment and participation in J&J withMe. Our Privacy Policy,
which may be found at i icine.JNJ.com/us/privacy-policy, further governs the use of the information you provide.

Fields marked with an (*) are required. cp-508490v1

4. Patient and Prescriber Information (please print)

*Birth Date (MM/DD/YYYY)

*Patient First Name Mi *Patient Last Name

*Prescriber First Name *Prescriber Last Name *Office Contact Phone #

*Address *City. *State *zIP

5. Diagnosis & Prescription Information (please print)

*(REQUIRED) Please check only one box in this section. The following ICD-10 codes do not suggest approval, coverage, or reimbursement for specific uses or indications.
ICD-10 127.21 Secondary PAH associated with: [ Other: Complete only if no ICD-10 code checked

[J Connective tissue disease [] Congenital heart disease
[ Drugs/toxins induced O Hiv | |

ICD-10 127.0 Primary pulmonary hypertension

[ 1diopathic PAH
[ Heritable PAH

All doses will be dispensed in original packaging per Prescribing Information
Treatment-Naive or Transitioning from ERA Monotherapy

[JOPSYNVI® (macitentan and tadalafil)
First, take (1) OPSYNVI®10/20 mg tablet orally once daily as
directed - NDC 66215-812-30

Transitioning from PDE5i Monotherapy or PDE5i
and ERA Therapy in Combination or
Maintenance Dose
[JOPSYNVI® (macitentan and tadalafil)

Take (1) OPSYNVI® 10/40 mg tablet orally once

Alternate Dosing Instructions
[JOPSYNVI® (macitentan and tadalafil)

0 Refills
daily as directed - NDC 66215-814-30
“(Quantity) (Refills) ally as directe
If tolerated, up-titrate to (1) OPSYNVI® 10/40 mg tablet orally (Quantity) (Refills)
once daily as directed - NDC 66215-814-30 *(Quantity) *(Refills)
*(Quantity) *(Refills)

Concomitant Medicines: Please check only one box in each section and if needed,

attach separate list of concomitant drugs and known drug allergies. Drug Allergies: Please check only one box.

[J No other medicines [ No known drug allergies

[J List all other [ List all known drug allergies

6. Voucher Programs - Dispensing pharmacy may contact you for additional information

Free trial offer programs are available for OPSUMIT® and OPSYNVI® to help eligible patients become familiar with the medicine you choose to prescribe. At the conclusion of the trial offer program, you and your
patient decide whether to continue treatment. Subject to one (1) use per lifetime for the patient’s first trial of OPSUMIT® and OPSYNVI®, See program requirements at JNJwithMe.com.

Choose Initial Treatment Path

Choose this option if you want to evaluate Choose this option if you want to evaluate

OPSUMIT® before transitioning to OPSYNVI® OPSYNVI® only
Start with OPSUMIT® (macitentan) <— OPSYNVI® (macitentan and tadalafil)
Opsumit Checking this box constitutes a prescription for OPSUMIT® Upsgnw For patients who are treatment-naive or transitioning from ERA monotherapy
O D?se: 10 mg tablet once daily [ First take: If tolerated, up titrate to:
Dispense: 1-month supply Dose: 10/20 mg tablet by mouth ~ Dose: 10/40 mg tablet by mouth

Refills: 0 once daily as directed once daily as directed
<—  Transition to OPSYNVI® (macitentan and tadalafil) gl:fﬁ:s;: 80-day supply glesf?lles":soe: S0-deysupply
Dpsgnw For patients who are treatment-naive or transitioning from ERA monotherapy OR
[ First take: If tolerated, up titrate to:

For patients transitioning from PDESi monotherapy or PDE5i and
ERA therapy in combination
[J Dose: 10/40 mg tablet by mouth once daily as directed
Dispense: 30-day supply
Refills: 0

Dose: 10/20 mg tablet by mouth Dose: 10/40 mg tablet by mouth
once daily as directed once daily as directed
Dispense: 30-day supply Dispense: 30-day supply
Refills: 0 Refills: 0

OR

For patients transitioning from PDESi monotherapy or PDE5i and
ERA therapy in combination
[J Dose: 10/40 mg tablet by mouth once daily as directed
Dispense: 30-day supply
Refills: 0
If selecting a trial offer option, complete the prescription details in Section 5 and specify the maintenance dose.

7. Prescriber Signature — Prescription and Statement of Medical Necessity

I have made the determination, based on my i clinical j that the ordered is/are y for the patient for the intended use. | am personally
supervising the care of this patient. | authorize Johnson & Johnson Health Care Systems Inc., its affiliates, agents, and contractors to act on my behalf for the limited purposes of
transmitting this prescription to the appropriate pharmacy designated by the patient utilizing their benefit plan. This authorization includes permitting J&J to communicate to payers
on my behalf to confirm this patient’s health plan eligibility and benefits. PRESCRIBER SIGNATURE REQUIRED TO VALIDATE PRESCRIPTIONS. Prescriber attests this is his/her
legal signature (NO STAMPS). Prescriptions must be faxed.

Dispense as Written Substitution Allowed

The prescriber is to comply with his/her state-specific prescription requirements such as e-prescribing, state-specific prescription form, fax language, etc. Non-compliance with state-specific
requirements could result in outreach to the prescriber.

Please read the accompanying full Prescribing Information, including BOXED WARNING, for OPSUMIT® and OPSYNVI®, and Medication Guides for
OPSUMIT® and OPSYNVI®, Provide the appropriate Medication Guide to your patients and encourage discussion.
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Please remember
to print clearly.

Please read full Prescribing Information, including BOXED WARNING for OPSUMIT® and OPSYNVI® and Medication Guides for OPSUMIT®

and OPSYNVI®,


https://www.janssenlabels.com/package-insert/product-monograph/prescribing-information/OPSUMIT-pi.pdf
https://www.janssenlabels.com/package-insert/product-monograph/prescribing-information/OPSYNVI-pi.pdf
https://www.janssenlabels.com/package-insert/product-patient-information/OPSUMIT-medication-guide.pdf
https://www.janssenlabels.com/package-insert/product-patient-information/OPSYNVI-medication-guide.pdf

Johnson & Johnson Patient Support Program Patient Authorization

Have your patient read, sign, and date the Patient Authorization

If your patient is not in the office, they can:
* Provide Patient Authorization electronically at PAHconsent.com
+ Complete a Patient Authorization Form and fax it to 866-279-0669 or mail it to 6931 Arlington Road, Suite 400, Bethesda, MD 20814

© IMPORTANT: Please ensure your patient understands that signing this form allows the patient to

Patient support program . . . A - . -
Johnson . pport prog authorize the use and disclosure of their medical information for the purposes described in the form.
&Johnson patient authorization form L . . . . .
Giving permission for doctors, health insurance companies, and pharmacies to share the patient’s
Why should | sign this Form? medical information with the Johnson & Johnson Patient Support Programs can help improve the
This Form gives your Healthcare Providers permission to use and share your medical information with the . . .
patient support programs offered by Johnson & Johnson. services these programs prowde the patlent'

ISR What health information am | sharing and with whom?

| give permission for my Healthcare Providers and Insurers (eg, my health insurance plans) to share my
Protected Health Information, as described on this Form.

J& My Prote
prescripti
< My Healt What should | understand before signing this Form?

* Your patient may find it helpful to

providers, | understand that: receive additional resources from
I give permissif (2 y&J will use reasonable efforts to keep my @ Information collected before that date may Johnson & Johnson:
(collectively *J information private. But, once my Protected Health continue to be used for the purposes noted in ) . A
+ Johnson Information is disclosed as allowed on this Form, it this Form o Checkmg the first box authorizes
its affilia may no longer be protected by federal privacy laws « I may cancel the permissions given by this H H H
represen > | am not required to sign this Form. My choice about Form at anxgre_bzhlllettglgs\islﬂknow inR i’ J&J to send patle nt information and
* Providers whether to sign will not change how my Healthcare writing at: J&J withMe, rlington Road, . .
This incl Providers or Insurers treat me. If | do not sign this Form, Suite 400, Bethesda, MD 20814 updates related to their prescnbed
assistan( or cancel or remove my permission later, | understand + | can also cancel my permission by letting my J & J medl cin e
&, My Prote: I will not be able to participate in or receive assistance Healthcare Providers and Insurers know in
myHealth  from J&J' patient support programs writing that | do not want them to share any o Checking the second box authorizes
Informatid &7 The following groups may be paid by J&J for their information with Jg'(J o . . .
providers services and data, including Protected Health Information: ~ * Lf | C?}gjl my pergﬂshswn, it ng n<:t a:szT <7 : J&J to send communications relati ng
7 J&Jandt + Pharmacies that dispense and ship my medicine 0w J&J Uses and shares my Frotecte A > s .
this Form, + Service providers for J&J's patient support programs Health '"fl‘l"{!‘at'm received by J&J before Heloful ) f . | to other prod ucts and services
B This Form will remain in effect 10 years from the date . m capce @ |ton £ this Form elpful resources you can sign up for (optional) from J&J
|_section 2[R T - Please ask your patient to -
+ State law requires a shorter time, or . N . o - . e gt . * Your ientm Il withM
| give permissi +1'am no longer in any patient support program from J&J com plete all fleldS, includ Ing Permission for cowmunlcatl})ns out5|de. of fJ&J s patient support ;.)r.ograms. ou pat e . t ay ca‘ J&J wit eat
-Seeiflq their rinted name [OYes, | would like to receive communications about my J&J medicine any time Wlth questlons or to Opt out
me abou Fillin P i &SignP . g p [OYes, | would like to receive communications about other products and services from J&J Of these commu nications
b m illin Personal Information & Sign Patient Authorization Form ) . .
oy d < * By providing their email Permission for text communications:
+ Manage Patient name (print) DOB (mm/ddlyyyy) address, your patient agrees [Yes, | would like to receive text messages. By selecting this option, | agree to receive text messages * Your patient has the option to check the
«Gi Email Address Phone Number . . as allowed by this Form to the cell phone number provided below. Message and data rates may . .
g‘ﬁ;"f& Patient Add toreceive Support materials apply. Message frequency varies. | understand | am not required to provide my permission to box to Opt In to receive text messages
patient s atlen ress and resources Via ema" receive text messages to participate in J&J’s patient support programs or to receive any other
educatio]  City State ZIP Code communications | have selected. Cell phone number:
0 fant o - -
g::&?: g Patient sig e Date For privacy rights and choices specific to California, Colorado, Connecticut, Utah, Virginia,
for my Ji If patient cannot sign, patient’s legally authorized representative must sign below: and Washington residents, please see J&J’s US Suppl! | Privacy Notice available at
By Print name Date . InnovativeMedicine.JNJ.com/us/privacy-policy#supplemental
(Signature of person legally authorized to sign for patient) 0 IM PO RTANT: Patient
Describe relationship to patient and authority to make medical decisions for patient: Signature and date are How to Complete and Return the Patient Authorization Form The bottom of the form prowdes
reqUIFEd for support and Sign and return pages 1and 2 of this Or, eSign a digital Form: instructions fOl' the two ways the
See page 3 for helpful resources and instructions for completing and returning this Form. v permissions outlined in :;I;Ttglg (Lfotr)np’;t;gtrljla;%s?:tl’ﬁﬁ]s;;ge 3 Qy Inyour healthcare pat|ent may submit the completed
i i ' rovider’s office . . .
the authorization. & Fax to: 866-279-0669 @ ‘;t D AHconsent.com or authorization form: by filling out a
B3 J&J withMe scan this QR code printed form and sending to J&J withMe

Please visi ithMe.com for information B

6931 Arlington Road, Suite 400 " . .
Bethesda, MD 20814 BlE by fax or mail, or by completing the form

Datarates

2 may appy online at PAHconsent.com.

about J&J’s patient support programs El

Datarates

may apply. nson and ts affilates 2025 03/25  cp-117955v8
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