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ENROLLMENT FORM

Please fax COMPLETED form to 1-844-257-6126 • For questions, call 1-800-887-8100 • 9 am–8 pm ET M–F
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A copy of patient’s INSURANCE CARD + PHARMACY BENEFITS CARD (front and back) must accompany form when faxed.

PATIENT AUTHORIZATION
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PATIENT OR PERSONAL REPRESENTATIVE SIGNATURE: 
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FACILITY INFORMATION
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AUSTEDO XR®   
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http://www.pssmobileterms.com
https://www.tevausa.com/general-pages/us-privacy-center
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ENROLLMENT FORM

Please fax COMPLETED form to 1-844-257-6126 • For questions, call 1-800-887-8100 • 9 am–8 pm ET M–F

PATIENT INFORMATION
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Return completed form plus a front/back copy of the patient’s insurance card and pharmacy benefit card to Teva Total SupportTM

PRESCRIPTION FOR AUSTEDO XR Check box below for initial and/or current treatment, filling in any blank fields.
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  4-WEEK TITRATION KIT

  24 mg/day��¬�­�����§®¦��¦¯��®�

  30 mg/day��¬�­�����§®¦��¦¯��®�

  36 mg/day��¬�­�����§®¦��¦ ¦̄�®�

  42 mg/day��¬�­�����§®¦��¦¯®�®�

  48 mg/day��¬�­�����§®¦��¦¯��®�             

*Start at 50% of current TBZ dose.

  CONTINUING & SAMPLED PATIENTS
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NEEDED FOR 
PROCESSING

��   ��¦�¥¨���������������������������   �¨¥�����������±����������������   ����������¨¥� �ICD-10 CODE

Apply 30-day free trial voucher for INITIAL Rx only
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NEEDED FOR 
PROCESSING
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PREFERRED PHARMACY
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