Patient Enrollment Form Bag TIRF REMS

Transmucosal Immediate Release Fentanyl (TIRF) medicines are available only through the TIRF REMS. Prescribers must
enroll each patient in the TIRF REMS by submitting this completed form. Patients must review and sign the Patient Attestation
section.

For real-time processing of patient enroliment, visit www.TIRFREMSaccess.com.

For fax submission, complete all required fields below and submit all pages to 1-855-474-3062.
Allow one (1) business day for processing before the patient can obtain their prescription fill.
All fields with asterisks (*) are required.

1 Patient Information (pLease TYPE oR PRINT)

First Name* Middle Initial* | Last Name* Date of Birth*
/ /
Sex Race (check all that apply)
o Male o Female o Other O White O Asian O Black or African American
Ethnicity O American Indian or Alaska Native
Are you Hispanic or Latino?* O Native Hawaiian or Other Pacific Islander
o Yes o No O Other (please specify):
Address* City* State* Zip*
Phone* Email Address*
( )
Preferred Time of Contact* Preferred Method of Contact*
o Morning o Afternoon o Evening o Text to Mobile # o Email o Phone Call o Postal Mail

Is there a child in the home or are you a caregiver of small children?*
o Yes o No

Do you have a safe and secure place to store your medicine?*

o Yes o No

2 Patient Representative (if required) (pLeask TYpe or PRINT)
First Name* Last Name* Relationship to Patient*

Phone* Email Address*

( )

3 Patient Attestation

TIRF Medicines can cause your breathing to stop — which can lead to death.
Safety Rules for TIRF Medicines

You have agreed to take a TIRF Medicine and to follow all the safety rules to make it less likely you or others will experience
serious harm.

e My healthcare provider has talked to me about the safe use of TIRF medicines using the Medication Guide and
Patient Counseling Guide.

e | will only use this medicine if | am regularly using another opioid, around-the-clock, for constant pain.
o If | stop taking my around-the-clock-opioid pain medicine, | MUST stop taking my TIRF medicine.
o | will never share or give my TIRF medicine to anyone else, even if they have the same symptoms.

o My TIRF medicine could cause harm to others or even death. A dose that is okay for me could cause an
overdose and death for someone else.

o | will store my TIRF medicine in a safe and secure place away from children. | understand that accidental use by a
child, or anyone for whom the medicine was not prescribed, can cause death.
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e | have been told how to properly dispose of my partially used or unneeded TIRF medicine remaining from my
prescription. | will dispose of my TIRF medicine properly as soon as | no longer need it.

e | will contact my healthcare provider if my TIRF medicine does not relieve my pain. | will not change the dose of my
TIRF medicine myself or take it more often than my healthcare provider has directed.

e | mustenroll in the TIRF REMS and Patient Registry by completing the Patient Enroliment Form with my healthcare
provider.

e | understand that the TIRF REMS and its agents may use and share my personal information to manage the program,
and that information about patients who get TIRF medicines will be stored in a private and secure database. My health
information may be shared with the U.S. Food and Drug Administration (FDA) to evaluate the TIRF REMS. However,
my name will not be shared.

e | give permission for the TIRF REMS and its agents or vendors to contact me by phone, mail, or email to support the
administration of the TIRF REMS Program.

o | will tell my healthcare provider if I, or anyone else, experience an adverse event of accidental exposure, abuse,
misuse, addiction, and overdose.

e | will re-enroll in the TIRF REMS by completing the Patient Enroliment Form with my healthcare provider every two
years during treatment.

Patient or Patient Representative Signature: Date:

Required

for all
patients X / /

The following sections to be completed by the prescriber

4 Prescriber Information (pLease prinT)

First Name* Last Name*
Address* City* State* Zip*
Phone* Fax* Individual NPI #* Email Address*

5 Medical Information
Prior TIRF Use within the last 6 months*: [ | Yes [ | No

TIRF Product Name* Strength* Dose* Frequency*

Type of Pain*
[] Cancer
] Non-cancer pain

Page 2 of 3 TRP-012 Version 1.0 December 2020



6 Verify Opioid Tolerance*

Moiety* Formulation*® Strength* Route* Dose* Frequency*

Patients must remain on around-the-clock opioids while taking a TIRF medicine.

This patient is opioid tolerant because he/she is currently prescribed (exclusive of a TIRF medicine) one or more of the
following opioid regimens daily and has been prescribed this regimen(s) for one week or longer (check all that apply)*:

[] = 60 mg oral morphine/day [] = 25 micrograms transdermal fentanyl/hour
[] = 30 mg oral oxycodone/day [] = 8 mg oral hydromorphone/day
[] = 25 mg oral oxymorphone/day []=60 mg oral hydrocodone/day

[] an equianalgesic dose of another opioid

7 Concomitant Medications

Concomitant Medications (check all that apply)*:

[ ] Benzodiazepines [ ] Barbiturates [ ] Prescription Insomnia Medications
] Gabapentinoids [] Antipsychotics [] Other CNS depressant

[ ] Sedative Hypnotics [ ] Sodium Oxybate [ ] None

[] Tranquilizers [] Alcohol

[ ] Muscle Relaxants ] Prescription Cannabinoids

SECUIECE Prescriber Signature* Date*
for all

rescribers / /
X

The following events are of special interest to the TIRF REMS: overdose, addiction, misuse, abuse, and accidental
exposure. If the patient experiences any of these events associated with a TIRF medicine, report them on the
Adverse Events of Special Interest Reporting Form which is available on the TIRF REMS website at
www.TIRFREMSaccess.com or fax the completed form to 1-855-474-3062.

If you have any questions, require additional information, or need copies of any TIRF REMS documents, visit
www.TIRFREMSaccess.com or call the TIRF REMS at 1-866-822-1483.

Page 3 of 3 TRP-012 Version 1.0 December 2020



	MoietyRow1: 
	FormulationRow1: 
	StrengthRow1: 
	RouteRow1: 
	DoseRow1: 
	FrequencyRow1: 
	MoietyRow2: 
	FormulationRow2: 
	StrengthRow2: 
	RouteRow2: 
	DoseRow2: 
	FrequencyRow2: 
	MoietyRow3: 
	FormulationRow3: 
	StrengthRow3: 
	RouteRow3: 
	DoseRow3: 
	FrequencyRow3: 
	PaFirstName: 
	PaMI: 
	PaLastName: 
	PaSex_Male: Off
	PaSex_Female: Off
	PaSex_Other: Off
	PaRace_White: Off
	PaRace_Asian: Off
	PaRace_Black: Off
	PaRace_AmericanIndian: Off
	PaRace_NativeHawaiian: Off
	PaRace_Other: Off
	PaDOB: 
	PaRaceOtherText: 
	PaHispanic_Yes: Off
	PaHispanic_No: Off
	PaAddress: 
	PaCity: 
	PaState: 
	PaZIPCode: 
	PaPhone: 
	PaEmail: 
	PaPrefContactTime_Morning: Off
	PaPrefContactTime_Afternoon: Off
	PaPrefContactTime_Evening: Off
	PaPrefContactMethod_Text: Off
	PaPrefContactMethod_Email: Off
	PaPrefContactMethod_Phone: Off
	PaPrefContactMethod_Mail: Off
	PaChildHome_Yes: Off
	PaChildHome_No: Off
	PaSecurePlace_Yes: Off
	PaSecurePlace_No: Off
	PaRepFirstName: 
	PaRepLastName: 
	PaRepRelationship: 
	PaRepPhone: 
	PaRepEmail: 
	PaRepSignature: 
	PaRepSignatureDate: 
	PrFirstName: 
	PrLastName: 
	PrAddress: 
	PrCity: 
	PrState: 
	PrZIPCode: 
	PrPhone: 
	PrFax: 
	PrIndividualNPI: 
	PrEmail: 
	PaPriorTIRFUse_Yes: Off
	PaPriorTIRFUse_No: Off
	PaTIRFProductName: 
	PaStrength: 
	PaDose: 
	PaFrequency: 
	PaTypeOfPain_Cancer: Off
	PaTypeOfPain_NonCancer: Off
	AroundTheClockOpioid_Morphine: Off
	AroundTheClockOpioid_Oxycodone: Off
	AroundTheClockOpioid_Fentanyl: Off
	AroundTheClockOpioid_Hydromorphone: Off
	AroundTheClockOpioid_Hydrocodone: Off
	ConcomMed_Benzodiazepines: Off
	ConcomMed_Gabapentinoids: Off
	ConcomMed_SedativeHypnotics: Off
	ConcomMed_Tranquilizers: Off
	ConcomMed_MuscleRelaxants: Off
	ConcomMed_Barbiturates: Off
	ConcomMed_Antipsychotics: Off
	ConcomMed_SodiumOxybate: Off
	ConcomMed_PrescriptionCannabinoids: Off
	ConcomMed_InsomniaMedications: Off
	ConcomMed_Other: Off
	ConcomMed_None: Off
	PrSignature: 
	PrSignatureDate: 
	AroundTheClockOpioid_Oxymorphone: Off
	AroundTheClockOpioid_Equianalgesic: Off
	ConcomMed_Alcohol: Off


