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Genentech® Access to Care Foundation
Statement of Medical Necessity (SMN)
Phone: (800) 530-3083   Fax: (650) 225-1366 

Patient Contact Information

Patient Insurance Information

Is Patient Currently Insured?  Yes   No       

Current Insurance:               

Has Treatment Been Denied? Yes  No         

Is Patient Eligible for Medicaid?  Yes    No    Pending

If Pending, Date Application Submitted:

Patient Financial Information

By signing below, I certify that (a) the above therapy is medically necessary, (b) I have received the necessary authorization to release the above referenced information and other protected health
information (as defined by the Health Insurance Portability and Accountability Act of 1996 [HIPAA]) to Genentech USA, Inc. and contracted dispensing pharmacy or other contractors for the purpose
of seeking reimbursement, assisting in initiating or continuing therapy and/or the evaluation of the patient’s eligibility for the Genentech Access to Care Foundation related to Genentech products, and
(c) I appoint Genentech Access to Care Foundation solely to convey on my behalf to the pharmacy chosen by the above-named patient the prescription described herein.
• I further certify that I will not attempt to seek reimbursement for free/replacement product provided directly to the patient or for dates of service for which free/replacement product was provided.
• I agree to comply with the program guidelines as established by Genentech USA, Inc.
• I certify that this patient has no medical insurance coverage for the pharmaceutical identified above and is not eligible for other public health insurance programs.

Physician’s Signature:                                                                                   Date:
(Original signature required—stamped signature will not be accepted)

Shipping Instructions 

Name of Facility/Practice:

DEA #:

Attention*:
*Replacement vials shipped to this person's attention.

Street:
(Street address required, no PO boxes)

City:

State:                                             ZIP:

Phone: (       )

Genentech Access to Care Foundation, at its sole and absolute discretion, reserves the right to verify the accuracy 
of the information submitted and to modify or discontinue the program at any time.

**Please review this form to ensure it has been fully completed. Genentech will not replace product if information is missing.**

Patient Medical Information

Facility/Group Name:

DEA #: Expiration Date:

License #: Expiration Date:

Physician’s Full Name:

DEA #: Expiration Date:

License #: Expiration Date:

Address:

City: State:

ZIP: Office Hours:

Phone: (         ) Fax: (        )

Contact Person:

Facility/Physician Information

Name:
First                                         Last

Street:

City:                                          State:                 ZIP:

Date of Birth:              /             /              Male  Female
Month              Day                 Year

Home Phone: (       )

Okay for Genentech Access to Care Foundation to Contact the Patient? 
Yes  No

Please write legibly and complete all sections with ballpoint pen to prevent delays.

Medical Information

Product Dispensed:

Activase® (Alteplase)

100-mg Qty (vials) 

50-mg Qty (vials)

Dosage Administered:

Cathflo® Activase® (Alteplase) 

2-mg Qty (vials) 

TNKase® (Tenecteplase) 

50-mg Kit

ICD-9-CM (Diagnosis) Code: 

Date of Treatment: 

Certification Statements

Household Adjusted Gross Income:
$0-25K/yr $25,001-50K/yr  
$50,001-75K/yr $75,001-100K/yr

I understand that in order to qualify, my adjusted gross income may not exceed $100K/yr. I
certify that the above statement of my previous year's income is true and that I have no medical
insurance coverage for the Genentech product in question, including Medicare, Medicaid or
other public programs, and that I have insufficient financial resources to pay for the prescribed
therapy. I also agree to furnish my IRS 1040 (or if none, then my Social Security Benefit
Statement or W-2) within 45 days of the submission of this form. I understand that failure to
provide this documentation could result in an interruption in therapy.

Patient Signature:

©2008 Genentech, Inc.  All rights reserved.  LC2788-9042900 Printed in USA on E recycled paper.

UNAPPROVED USE WARNING: Please read the FDA-approved label for the Genentech product in question before prescribing. If the indication for which you are prescribing the
Genentech product in question is not listed in the label, you are prescribing the medication for an “unapproved" use. The fact that the use for which you are prescribing this medication
is not listed in the FDA-approved label indicates that the FDA has not approved the efficacy, dosage amount or safety of the medication when used for such a use. Nevertheless,
Genentech Access to Care Foundation will consider providing the medication for your patient with this admonition, based upon your medical order, within program requirements.

Indicate Patient’s Therapy (Check All That Apply):

Primary ICD-9 Code:                    Description:

Secondary ICD-9 Code:                    Description:

Date of Diagnosis:

Indicate:  Height                           Weight

Place of Administration: Physician’s Office Hospital Outpatient

Hospital Inpatient        Other
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Basic Instructions for Completing the Genentech®

Statement of Medical Necessity (SMN)

Patient Insurance Information

• Please check the appropriate boxes to reflect the patient’s insurance status. 
**Please note: Genentech Access to Care Foundation provides services for patients who are uninsured or rendered

uninsured due to payer denial.**

• If this section is completed, it is not necessary to provide a separate written confirmation of the patient’s insurance
status or eligibility for other public health insurance programs.

Patient Medical Information

• Please check the appropriate product box to indicate the patient’s therapy. 

• Please complete all sections as appropriate.

Patient Rx Information

• Please complete all sections that apply.

Shipping Instructions

• Indicate where you would like the product to be shipped if the patient meets Genentech Access to Care Foundation
medical and income criteria.

• If the shipping location is the same as the address information indicated in the Facility/Physician Information section, 
write “Same” for all applicable fields.

Reminder: This form cannot be processed without a physician’s signature and date as well as a signed and dated 
Patient Authorization and Notice of Release of Information (PAN) form. Genentech Access to Care Foundation
cannot provide product for your patient without a signed and dated PAN form.

©2008 Genentech, Inc.  All rights reserved.  LC2788-9042900 Printed in USA on E recycled paper.

Phone: (800) 530-3083 Fax: (650) 225-1366




