
We are committed to helping patients access 
their JELMYTO treatment. UroGen Support may 
be able to help by identifying financial assistance 
programs. These programs are for eligible patients 
who have been prescribed JELMYTO and need help 
managing the cost of treatment. The appropriate 
program will depend on patient coverage.

Please click here for Full Prescribing Information for JELMYTO.

UroGen Support™ is here to help.
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Copay Program

AFFORDABILITY OPTIONS  
for Patients Considering JELMYTO

https://www.urogen.com/download/pdf/jelmyto_prescribing_information.pdf


The Copay Process 
Healthcare providers with a patient seeking copay assistance  
must enroll in the UroGen Support program. Please be sure  
to enroll your patient into the program by completing the  
Patient Enrollment Form (PEF) and checking the “Enroll  
patient in the UroGen Support™ Commercial Copay Program” box.

  ALL INFORMATION IS REQUIRED unless otherwise noted.

Patient signature (REQUIRED): By signing this document, I authorize the release of my information as set forth above.

Patient signature Printed name

Date DOB Phone number

If applicable: authorized representative name Relationship to patient Phone number
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Patient Name DOB

UroGen Support™ Patient Enrollment Form for JELMYTO

Patient Assistance Program

Check here if you would like to enroll patient in the UroGen Support Patient Assistance Program.

Total gross yearly income Entire household income

How many people live in the household (include patient) Visit JELMYTO.com/hcp/support for eligibility criteria.

Commercial Copay Program _

Check here if you would like to enroll the patient in the UroGen Support Commercial Copay Program.

Visit JELMYTO.com/hcp/support for eligibility criteria.

Patient Authorization

Health Insurance Portability and Accountability Act authorization
I authorize my healthcare providers (including those pharmacies that may receive my prescription for JELMYTO) and my health insurers to disclose personal health  
information (PHI) about me, including health information relating to my medical condition, treatment, prescription, financial, including results from a soft credit 
check, insurance coverage, as well as identifying information about me (e.g., name, address, and date of birth) to UroGen Pharma, Ltd., its affiliates, employees, 
representatives and its agents (collectively “UroGen” or “UroGen Support”) that have been hired to administer the UroGen Support program on its behalf in order 
for UroGen Support to (1) enroll me in UroGen Support; (2) determine my benefit eligibility and potential out-of-pocket costs for JELMYTO; (3) communicate with 
my healthcare providers and health plans about my treatment plan; (4) provide support offerings including patient education and access to financial assistance for 
JELMYTO; (5) help get JELMYTO prepared and delivered to my healthcare providers; (6) facilitate my participation in JELMYTO patient programs that I have elected 
to receive information about as indicated below; and (7) provide education and instruction to my healthcare providers during the JELMYTO instillation procedures. I 
agree that, using the contact information I provide, UroGen Support may contact me for reasons related to the UroGen Support program and support offerings and 
may leave messages for me that may disclose that I am on JELMYTO therapy. I consent to being contacted by a UroGen Support program representative in order for 
the program to obtain further information or clarification regarding any adverse event I may experience. UroGen may also use PHI about me for quality assurance 
purposes and to evaluate the operations and services of UroGen Support. 
I understand that once my PHI has been disclosed to UroGen Support, it is no longer protected by federal privacy laws and UroGen Support may re-disclose it;  
however, UroGen Support has agreed to protect my PHI by using and disclosing it only for the purposes described above or as required by law. 
I can withdraw this authorization by calling UroGen Support at 855-535-6986 or mailing a letter requesting such revocation to UroGen Support, 601 S Lake Destiny 
Road, Suite 300, Maitland, FL 32751, but it will not change any actions taken before I withdraw authorization. Withdrawal of authorization will end further uses and 
disclosures of PHI by the parties identified in this form except to the extent those uses and disclosures have been made in reliance upon my authorization. I  
understand that I may refuse to sign this form and, if I do so, I will not be able to participate in the UroGen Support program, but it will not affect my eligibility to 
obtain medical treatment or my ability to seek payment for this treatment or affect my insurance enrollment or eligibility for insurance coverage. Once this form is 
signed, my prescriber is authorized to send my enrollment to UroGen Support via email, fax, or text message and communicate information via phone in order to 
facilitate the sharing of marketing materials. This authorization expires three (3) years after the date I sign below, or the maximum period allowed under applicable 
law if less than three years. I understand that I will receive a copy of the signed authorization. 

Patient Education and Support Materials Consent
I authorize UroGen Support to send me relevant educational and support materials that pertain to low-grade UTUC and/or JELMYTO via email or direct mail.  
This may include materials from UroGen Pharma or a third party working on UroGen Pharma’s behalf.

Check this box if you do not want to receive patient education and support.

UroGen Support Patient Assistance Program and Commercial Copay Program authorization 
By checking this box, I understand that UroGen Support will determine my eligibility for and enroll me in the Patient Assistance Program (PAP) if I am eligible. 
Generally, patients are eligible for PAP if they have been prescribed JELMYTO, do not have insurance coverage for JELMYTO, and have a household adjusted 
gross income level less than or equal to 400% of the federal poverty level based on their household size. 
By checking this box, I understand that UroGen Support will determine my eligibility and enroll me in the Commercial Copay Program if I am commercially  
insured with a valid prescription for JELMYTO. Enrolled patients are eligible to receive an annual benefit maximum of up to $14,000. Patient is responsible  
for $50 per dose, and any remaining costs after any maximum monthly and/or annual benefit is reached. I also certify that information submitted for any  
affordability program is accurate, that expenses requested for payment are eligible, actually incurred, and that they were not and will not be paid by my  
insurance, Flexible Spending Account (FSA), Health Savings Account (HSA), Health Reimbursement Account (HRA), or any other payer or discount/copay  
program. I certify that submitted rebate claims will not be paid by Medicare, Medicaid, Tricare, CHAMPUS, VA, or any other government (state or federally 
funded) program, and that I am not covered under any of these programs. I understand that I am liable for any misrepresentations herein to the full extent of 
applicable law. Offer good only in the United States and its territories.

PRIVACY NOTICE: For more information on what data we collect about you and how we use it, as well as information about the rights you may have under the  
California Consumer Privacy Act, please see our Privacy Policy available at www.urogen.com/privacy-policy/.

If you have questions regarding patient enrollment or require 
assistance, please call 855-JELMYTO (855-535-6986).  
Once completed, please fax this form to UroGen Support at  
833-664-7216, email to escalations@urogensupport.com, or  
log into the portal at UroGenSupport.com to upload form.

  ALL INFORMATION IS REQUIRED unless otherwise noted.

Patient signature (REQUIRED): By signing this document, I authorize the release of my information as set forth above.

Patient signature Printed name

Date DOB Phone number

If applicable: authorized representative name Relationship to patient Phone number
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Patient Name DOB

UroGen Support™ Patient Enrollment Form for JELMYTO

Patient Assistance Program

Check here if you would like to enroll patient in the UroGen Support Patient Assistance Program.

Total gross yearly income Entire household income

How many people live in the household (include patient) Visit JELMYTO.com/hcp/support for eligibility criteria.

Commercial Copay Program _

Check here if you would like to enroll the patient in the UroGen Support Commercial Copay Program.

Visit JELMYTO.com/hcp/support for eligibility criteria.

Patient Authorization

Health Insurance Portability and Accountability Act authorization
I authorize my healthcare providers (including those pharmacies that may receive my prescription for JELMYTO) and my health insurers to disclose personal health  
information (PHI) about me, including health information relating to my medical condition, treatment, prescription, financial, including results from a soft credit 
check, insurance coverage, as well as identifying information about me (e.g., name, address, and date of birth) to UroGen Pharma, Ltd., its affiliates, employees, 
representatives and its agents (collectively “UroGen” or “UroGen Support”) that have been hired to administer the UroGen Support program on its behalf in order 
for UroGen Support to (1) enroll me in UroGen Support; (2) determine my benefit eligibility and potential out-of-pocket costs for JELMYTO; (3) communicate with 
my healthcare providers and health plans about my treatment plan; (4) provide support offerings including patient education and access to financial assistance for 
JELMYTO; (5) help get JELMYTO prepared and delivered to my healthcare providers; (6) facilitate my participation in JELMYTO patient programs that I have elected 
to receive information about as indicated below; and (7) provide education and instruction to my healthcare providers during the JELMYTO instillation procedures. I 
agree that, using the contact information I provide, UroGen Support may contact me for reasons related to the UroGen Support program and support offerings and 
may leave messages for me that may disclose that I am on JELMYTO therapy. I consent to being contacted by a UroGen Support program representative in order for 
the program to obtain further information or clarification regarding any adverse event I may experience. UroGen may also use PHI about me for quality assurance 
purposes and to evaluate the operations and services of UroGen Support. 
I understand that once my PHI has been disclosed to UroGen Support, it is no longer protected by federal privacy laws and UroGen Support may re-disclose it;  
however, UroGen Support has agreed to protect my PHI by using and disclosing it only for the purposes described above or as required by law. 
I can withdraw this authorization by calling UroGen Support at 855-535-6986 or mailing a letter requesting such revocation to UroGen Support, 601 S Lake Destiny 
Road, Suite 300, Maitland, FL 32751, but it will not change any actions taken before I withdraw authorization. Withdrawal of authorization will end further uses and 
disclosures of PHI by the parties identified in this form except to the extent those uses and disclosures have been made in reliance upon my authorization. I  
understand that I may refuse to sign this form and, if I do so, I will not be able to participate in the UroGen Support program, but it will not affect my eligibility to 
obtain medical treatment or my ability to seek payment for this treatment or affect my insurance enrollment or eligibility for insurance coverage. Once this form is 
signed, my prescriber is authorized to send my enrollment to UroGen Support via email, fax, or text message and communicate information via phone in order to 
facilitate the sharing of marketing materials. This authorization expires three (3) years after the date I sign below, or the maximum period allowed under applicable 
law if less than three years. I understand that I will receive a copy of the signed authorization. 

Patient Education and Support Materials Consent
I authorize UroGen Support to send me relevant educational and support materials that pertain to low-grade UTUC and/or JELMYTO via email or direct mail.  
This may include materials from UroGen Pharma or a third party working on UroGen Pharma’s behalf.

Check this box if you do not want to receive patient education and support.

UroGen Support Patient Assistance Program and Commercial Copay Program authorization 
By checking this box, I understand that UroGen Support will determine my eligibility for and enroll me in the Patient Assistance Program (PAP) if I am eligible. 
Generally, patients are eligible for PAP if they have been prescribed JELMYTO, do not have insurance coverage for JELMYTO, and have a household adjusted 
gross income level less than or equal to 400% of the federal poverty level based on their household size. 
By checking this box, I understand that UroGen Support will determine my eligibility and enroll me in the Commercial Copay Program if I am commercially  
insured with a valid prescription for JELMYTO. Enrolled patients are eligible to receive an annual benefit maximum of up to $14,000. Patient is responsible  
for $50 per dose, and any remaining costs after any maximum monthly and/or annual benefit is reached. I also certify that information submitted for any  
affordability program is accurate, that expenses requested for payment are eligible, actually incurred, and that they were not and will not be paid by my  
insurance, Flexible Spending Account (FSA), Health Savings Account (HSA), Health Reimbursement Account (HRA), or any other payer or discount/copay  
program. I certify that submitted rebate claims will not be paid by Medicare, Medicaid, Tricare, CHAMPUS, VA, or any other government (state or federally 
funded) program, and that I am not covered under any of these programs. I understand that I am liable for any misrepresentations herein to the full extent of 
applicable law. Offer good only in the United States and its territories.

PRIVACY NOTICE: For more information on what data we collect about you and how we use it, as well as information about the rights you may have under the  
California Consumer Privacy Act, please see our Privacy Policy available at www.urogen.com/privacy-policy/.

If you have questions regarding patient enrollment or require 
assistance, please call 855-JELMYTO (855-535-6986).  
Once completed, please fax this form to UroGen Support at  
833-664-7216, email to escalations@urogensupport.com, or  
log into the portal at UroGenSupport.com to upload form.

For Patients With  
Commercial Insurance
Patients with commercial health insurance may qualify for the 
UroGen Support™ Copay Program. Eligible patients may pay as little 
as $50 per dose of JELMYTO for the cost of the drug. To qualify for 
the program, patients must enroll in the UroGen Support program. 

Enrolled patients are eligible to receive an annual benefit 
maximum of up to $14,000.

Physicians bill program once primary insurance benefit is 
adjudicated. Additional terms apply.  
See here for more details. 
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Your Field Reimbursement Manager (FRM) is available to support you at any time.  
Please contact them with any questions or issues. You may also reach out  
to UroGen Support at 855-JELMYTO (855-535-6986).

2-3
weeks

2-3
weeks

2-3
weeks

2-3
weeks

Once a Benefits Investigation is complete and the 
patient is verified with commercial insurance, UroGen 
Support will enroll the patient in the Copay Program

Follow the steps to submit a claim and complete  
the Check Request Form. Check requests  
must be submitted to UroGen Support at 
escalations@UroGenSupport.com 

UroGen Support will process submitted claims 
after primary insurance requirements are met

Checks are sent to providers within 
2 to 3 business weeks

 

UroGen Support Co-Pay Program 

Check Request Form

©2023 UroGen Pharma, Inc. All rights reserved.
US-JEL-00832   12/23

First name                                                                                                                         Last name                                                                                                                                                          

Member ID (found on patient’s card)                                                                        Mailing address                                                                                                                                                                                                                                                     

City                                                                                                                                                         State                                                                             ZIP code                                                       

Patient Enrollment Confirmation

Physician first name                                                                                                     Physician last name                                                                                                                                            

Practice name                                                                                                                Mailing address                                                                                                       Suite #                       

City                                                                                                                                                      State                                                                           ZIP code                                                                

Individual/Entity check should be made out to                                                                                                                                                                                                                                              

Practice point of contact name                                                                                   Phone number & ext.                Email address                                                                                         

Physician/Practice Confirmation

Check Information

Check will be made out to the appropriate person/entity listed above and sent to the mailing address provided.  
Please ensure the address above is correct for mailing purposes. 

Check recipient (please check one):   Physician    Practice     

Date(s) of service (mm/dd/yyyy)      Amount requested                 Signature                                                                                                                                                                             

Submit ONLINE:          Email  escalations@UroGenSupport.com       

Submit by FAX:          833-664-7216    
 Optional: add a preferred fax-back number for confirmation.

Entering a fax number indicates that you would like to receive fax confirmation of check receipt to the address provided.

Please allow 10-14 days for processing. 
The above is subject to program eligibility requirements as outlined at UroGenSupport.com. Patients receiving prescription reimbursement under any federal, state, 
or government funded healthcare program, such as Medicare, Medicare Advantage, Medicare Part D, Medicaid, Medigap, Veteran’s Affairs (VA), the Department of 
Defense (DoD) or TRICARE®, are not eligible for this program. This program is void where prohibited by law. The fax transmission and accompanying documents 
contain confidential or privileged information intended for the individual or entity named on the transmission sheet only. If you received a fax in error, please 
contact us at 855-535-6986 immediately. Patients must meet all eligibility requirements to qualify for the program.

Please send the completed form with Explanation of Benefits and any additional required documentation by fax or 
email. All check requests should contain the following information:

 Explanation of Benefit (single/multiple)
 Individual/entity the check should be made out to

 Contact to be referenced on check (attention)
 Recipient mailing address

For program details, contact us at:      855-535-6986          escalations@UroGenSupport.com
Monday through Friday, 8 am to 8 pm EST

Prior to returning this form to UroGen, please secure the patient’s signature  
to the HIPAA authorization contained in the JELMYTO Patient Enrollment Form.  
Please be sure this form is filled out in its entirety to ensure prompt payment.
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Copay Program

Please click here for Full Prescribing Information for JELMYTO.

https://urogensupport.com/assets/completed-request.pdf
https://urogensupport.com/assets/completed-request.pdf
mailto:escalations%40UroGenSupport.com?subject=
https://www.urogen.com/download/pdf/jelmyto_prescribing_information.pdf


UroGen Support will verify if 
patient qualifies for the Patient 
Assistance Program

Qualified patients will receive a Patient 
Assistance Program letter

Place order for JELMYTO through  
UroGen Support

1 

2 
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  ALL INFORMATION IS REQUIRED unless otherwise noted.

Patient signature (REQUIRED): By signing this document, I authorize the release of my information as set forth above.

Patient signature Printed name

Date DOB Phone number

If applicable: authorized representative name Relationship to patient Phone number
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Patient Name DOB

UroGen Support™ Patient Enrollment Form for JELMYTO

Patient Assistance Program

Check here if you would like to enroll patient in the UroGen Support Patient Assistance Program.

Total gross yearly income Entire household income

How many people live in the household (include patient) Visit JELMYTO.com/hcp/support for eligibility criteria.

Commercial Copay Program _

Check here if you would like to enroll the patient in the UroGen Support Commercial Copay Program.

Visit JELMYTO.com/hcp/support for eligibility criteria.

Patient Authorization

Health Insurance Portability and Accountability Act authorization
I authorize my healthcare providers (including those pharmacies that may receive my prescription for JELMYTO) and my health insurers to disclose personal health  
information (PHI) about me, including health information relating to my medical condition, treatment, prescription, financial, including results from a soft credit 
check, insurance coverage, as well as identifying information about me (e.g., name, address, and date of birth) to UroGen Pharma, Ltd., its affiliates, employees, 
representatives and its agents (collectively “UroGen” or “UroGen Support”) that have been hired to administer the UroGen Support program on its behalf in order 
for UroGen Support to (1) enroll me in UroGen Support; (2) determine my benefit eligibility and potential out-of-pocket costs for JELMYTO; (3) communicate with 
my healthcare providers and health plans about my treatment plan; (4) provide support offerings including patient education and access to financial assistance for 
JELMYTO; (5) help get JELMYTO prepared and delivered to my healthcare providers; (6) facilitate my participation in JELMYTO patient programs that I have elected 
to receive information about as indicated below; and (7) provide education and instruction to my healthcare providers during the JELMYTO instillation procedures. I 
agree that, using the contact information I provide, UroGen Support may contact me for reasons related to the UroGen Support program and support offerings and 
may leave messages for me that may disclose that I am on JELMYTO therapy. I consent to being contacted by a UroGen Support program representative in order for 
the program to obtain further information or clarification regarding any adverse event I may experience. UroGen may also use PHI about me for quality assurance 
purposes and to evaluate the operations and services of UroGen Support. 
I understand that once my PHI has been disclosed to UroGen Support, it is no longer protected by federal privacy laws and UroGen Support may re-disclose it;  
however, UroGen Support has agreed to protect my PHI by using and disclosing it only for the purposes described above or as required by law. 
I can withdraw this authorization by calling UroGen Support at 855-535-6986 or mailing a letter requesting such revocation to UroGen Support, 601 S Lake Destiny 
Road, Suite 300, Maitland, FL 32751, but it will not change any actions taken before I withdraw authorization. Withdrawal of authorization will end further uses and 
disclosures of PHI by the parties identified in this form except to the extent those uses and disclosures have been made in reliance upon my authorization. I  
understand that I may refuse to sign this form and, if I do so, I will not be able to participate in the UroGen Support program, but it will not affect my eligibility to 
obtain medical treatment or my ability to seek payment for this treatment or affect my insurance enrollment or eligibility for insurance coverage. Once this form is 
signed, my prescriber is authorized to send my enrollment to UroGen Support via email, fax, or text message and communicate information via phone in order to 
facilitate the sharing of marketing materials. This authorization expires three (3) years after the date I sign below, or the maximum period allowed under applicable 
law if less than three years. I understand that I will receive a copy of the signed authorization. 

Patient Education and Support Materials Consent
I authorize UroGen Support to send me relevant educational and support materials that pertain to low-grade UTUC and/or JELMYTO via email or direct mail.  
This may include materials from UroGen Pharma or a third party working on UroGen Pharma’s behalf.

Check this box if you do not want to receive patient education and support.

UroGen Support Patient Assistance Program and Commercial Copay Program authorization 
By checking this box, I understand that UroGen Support will determine my eligibility for and enroll me in the Patient Assistance Program (PAP) if I am eligible. 
Generally, patients are eligible for PAP if they have been prescribed JELMYTO, do not have insurance coverage for JELMYTO, and have a household adjusted 
gross income level less than or equal to 400% of the federal poverty level based on their household size. 
By checking this box, I understand that UroGen Support will determine my eligibility and enroll me in the Commercial Copay Program if I am commercially  
insured with a valid prescription for JELMYTO. Enrolled patients are eligible to receive an annual benefit maximum of up to $14,000. Patient is responsible  
for $50 per dose, and any remaining costs after any maximum monthly and/or annual benefit is reached. I also certify that information submitted for any  
affordability program is accurate, that expenses requested for payment are eligible, actually incurred, and that they were not and will not be paid by my  
insurance, Flexible Spending Account (FSA), Health Savings Account (HSA), Health Reimbursement Account (HRA), or any other payer or discount/copay  
program. I certify that submitted rebate claims will not be paid by Medicare, Medicaid, Tricare, CHAMPUS, VA, or any other government (state or federally 
funded) program, and that I am not covered under any of these programs. I understand that I am liable for any misrepresentations herein to the full extent of 
applicable law. Offer good only in the United States and its territories.

PRIVACY NOTICE: For more information on what data we collect about you and how we use it, as well as information about the rights you may have under the  
California Consumer Privacy Act, please see our Privacy Policy available at www.urogen.com/privacy-policy/.

If you have questions regarding patient enrollment or require 
assistance, please call 855-JELMYTO (855-535-6986).  
Once completed, please fax this form to UroGen Support at  
833-664-7216, email to escalations@urogensupport.com, or  
log into the portal at UroGenSupport.com to upload form.
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For Patients Without Insurance
If a patient does not have health insurance, the UroGen Support Patient  
Assistance Program (PAP) may be able to help. To qualify for the PAP,  
the following requirements must be met:

• �Patient must have been prescribed JELMYTO for an on-label indication
• �Patient must have an adjusted gross income of ≤400% of the  

Federal Poverty Level

UroGen Support will be responsible for obtaining all the necessary information 
to determine patient eligibility for the Patient Assistance Program.

For Patients Insured by Medicare or Medicaid
Charitable foundations may help cover the cost of treatment for those with federally funded 
insurance like Medicare or Medicaid.

Some organizations have assistance programs specifically for certain types of conditions. 
These foundations are not affiliated with UroGen Pharma. Each organization has its own 
eligibility requirements, and UroGen cannot guarantee that they will be able to help. Contact 
an organization directly for more information.

HealthWell Foundation 
www.healthwellfoundation.org 
1-800-675-8416

The Assistance Fund 
www.tafcares.org 
1-855-845-3663

The Patient Assistance Program (PAP)
Healthcare providers with a patient seeking PAP Enrollment must complete  
the Patient Assistance Program section of the Patient Enrollment Form (PEF) 
to initiate the process for determining patient eligibility. Be sure to  
check the box under the Patient Assistance Program when  
completing the Patient Enrollment Form (PEF).

Please click here for Full Prescribing Information for JELMYTO.

  ALL INFORMATION IS REQUIRED unless otherwise noted.

Patient signature (REQUIRED): By signing this document, I authorize the release of my information as set forth above.

Patient signature Printed name

Date DOB Phone number

If applicable: authorized representative name Relationship to patient Phone number

Page 2 of 4

Patient Name DOB

UroGen Support™ Patient Enrollment Form for JELMYTO

Patient Assistance Program

Check here if you would like to enroll patient in the UroGen Support Patient Assistance Program.

Total gross yearly income Entire household income

How many people live in the household (include patient) Visit JELMYTO.com/hcp/support for eligibility criteria.

Commercial Copay Program _

Check here if you would like to enroll the patient in the UroGen Support Commercial Copay Program.

Visit JELMYTO.com/hcp/support for eligibility criteria.

Patient Authorization

Health Insurance Portability and Accountability Act authorization
I authorize my healthcare providers (including those pharmacies that may receive my prescription for JELMYTO) and my health insurers to disclose personal health  
information (PHI) about me, including health information relating to my medical condition, treatment, prescription, financial, including results from a soft credit 
check, insurance coverage, as well as identifying information about me (e.g., name, address, and date of birth) to UroGen Pharma, Ltd., its affiliates, employees, 
representatives and its agents (collectively “UroGen” or “UroGen Support”) that have been hired to administer the UroGen Support program on its behalf in order 
for UroGen Support to (1) enroll me in UroGen Support; (2) determine my benefit eligibility and potential out-of-pocket costs for JELMYTO; (3) communicate with 
my healthcare providers and health plans about my treatment plan; (4) provide support offerings including patient education and access to financial assistance for 
JELMYTO; (5) help get JELMYTO prepared and delivered to my healthcare providers; (6) facilitate my participation in JELMYTO patient programs that I have elected 
to receive information about as indicated below; and (7) provide education and instruction to my healthcare providers during the JELMYTO instillation procedures. I 
agree that, using the contact information I provide, UroGen Support may contact me for reasons related to the UroGen Support program and support offerings and 
may leave messages for me that may disclose that I am on JELMYTO therapy. I consent to being contacted by a UroGen Support program representative in order for 
the program to obtain further information or clarification regarding any adverse event I may experience. UroGen may also use PHI about me for quality assurance 
purposes and to evaluate the operations and services of UroGen Support. 
I understand that once my PHI has been disclosed to UroGen Support, it is no longer protected by federal privacy laws and UroGen Support may re-disclose it;  
however, UroGen Support has agreed to protect my PHI by using and disclosing it only for the purposes described above or as required by law. 
I can withdraw this authorization by calling UroGen Support at 855-535-6986 or mailing a letter requesting such revocation to UroGen Support, 601 S Lake Destiny 
Road, Suite 300, Maitland, FL 32751, but it will not change any actions taken before I withdraw authorization. Withdrawal of authorization will end further uses and 
disclosures of PHI by the parties identified in this form except to the extent those uses and disclosures have been made in reliance upon my authorization. I  
understand that I may refuse to sign this form and, if I do so, I will not be able to participate in the UroGen Support program, but it will not affect my eligibility to 
obtain medical treatment or my ability to seek payment for this treatment or affect my insurance enrollment or eligibility for insurance coverage. Once this form is 
signed, my prescriber is authorized to send my enrollment to UroGen Support via email, fax, or text message and communicate information via phone in order to 
facilitate the sharing of marketing materials. This authorization expires three (3) years after the date I sign below, or the maximum period allowed under applicable 
law if less than three years. I understand that I will receive a copy of the signed authorization. 

Patient Education and Support Materials Consent
I authorize UroGen Support to send me relevant educational and support materials that pertain to low-grade UTUC and/or JELMYTO via email or direct mail.  
This may include materials from UroGen Pharma or a third party working on UroGen Pharma’s behalf.

Check this box if you do not want to receive patient education and support.

UroGen Support Patient Assistance Program and Commercial Copay Program authorization 
By checking this box, I understand that UroGen Support will determine my eligibility for and enroll me in the Patient Assistance Program (PAP) if I am eligible. 
Generally, patients are eligible for PAP if they have been prescribed JELMYTO, do not have insurance coverage for JELMYTO, and have a household adjusted 
gross income level less than or equal to 400% of the federal poverty level based on their household size. 
By checking this box, I understand that UroGen Support will determine my eligibility and enroll me in the Commercial Copay Program if I am commercially  
insured with a valid prescription for JELMYTO. Enrolled patients are eligible to receive an annual benefit maximum of up to $14,000. Patient is responsible  
for $50 per dose, and any remaining costs after any maximum monthly and/or annual benefit is reached. I also certify that information submitted for any  
affordability program is accurate, that expenses requested for payment are eligible, actually incurred, and that they were not and will not be paid by my  
insurance, Flexible Spending Account (FSA), Health Savings Account (HSA), Health Reimbursement Account (HRA), or any other payer or discount/copay  
program. I certify that submitted rebate claims will not be paid by Medicare, Medicaid, Tricare, CHAMPUS, VA, or any other government (state or federally 
funded) program, and that I am not covered under any of these programs. I understand that I am liable for any misrepresentations herein to the full extent of 
applicable law. Offer good only in the United States and its territories.

PRIVACY NOTICE: For more information on what data we collect about you and how we use it, as well as information about the rights you may have under the  
California Consumer Privacy Act, please see our Privacy Policy available at www.urogen.com/privacy-policy/.

If you have questions regarding patient enrollment or require 
assistance, please call 855-JELMYTO (855-535-6986).  
Once completed, please fax this form to UroGen Support at  
833-664-7216, email to escalations@urogensupport.com, or  
log into the portal at UroGenSupport.com to upload form.

https://urogensupport.com/assets/completed-request.pdf
https://www.healthwellfoundation.org
www.tafcares.org
https://urogensupport.com/assets/completed-request.pdf
https://urogensupport.com/assets/completed-request.pdf
https://www.urogen.com/download/pdf/jelmyto_prescribing_information.pdf
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855-JELMYTO (855-535-6986)

Contact@UroGenSupport.com

833-664-7216

• �Patients are not eligible to use this program if they are enrolled in a state or federally 
funded insurance program, including but not limited to Medicare, Medicaid, 
TRICARE, Veteran Affairs healthcare, a state prescription drug assistance program, or 
the Government Health Insurance Plan available in Puerto Rico

• �Patient must have private insurance. Offer is not available for cash-paying patients

• �With this program, eligible patients may pay as little as $50 per dose of JELMYTO 
for the cost of the drug. In order to qualify for the copay program, patients must 
be enrolled in the UroGen Support program. The annual maximum benefit is up to 
$14,000 per year

• �You are responsible to comply with any use restrictions as mandated by your insurer 
or health plan

• �This copay program is not insurance

• ��This copay program is not valid where prohibited by law

• �This program cannot be combined with any other savings, free trial, or similar offer 
for the specified prescription

• �Offer good only in the US and Puerto Rico

• �No other purchase is necessary

• �Data related to your redemption of the copay program may be collected, analyzed, 
and shared with UroGen for market research and other purposes related to assessing 
UroGen’s programs. Data shared with UroGen will be aggregated and de-identified; it 
will be combined with data related to other copay program redemptions and will not 
identify you

• ��UroGen reserves the right to rescind, revoke, or amend this offer without notice

www.JELMYTO.com/hcp/access-support/support-services/

Terms and Conditions

4

Copay Program

Please click here for Full Prescribing Information for JELMYTO.

mailto:Contact%40UroGenSupport.com?subject=
https://www.jelmyto.com/hcp/access-support/support-services/
https://www.urogen.com/download/pdf/jelmyto_prescribing_information.pdf
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