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Section 2: Patient and Prescriber to Complete 

The Trifold Pack of EMEND is the only form of EMEND offered through the ACT Patient Assistance Program.
Please remember to fax a prescription for the Trifold Pack of EMEND to the ACT Program at 866-363-6389.

Physician certification (must contain prescriber’s original signature—no stamps)
I certify that capsules of EMEND are medically indicated for the patient identified above and that I will be supervising the 
patient’s treatments. I verify that the information provided is complete and accurate to the best of my knowledge.

Physician original signature:  ___________________________________________________________________________________________________  Date: ________________ / _________________ / ______________________

Physician printed name: ______________________________________________________________________  License no.: ______________________________________________________________________________________

Applicant Declaration for Patient Assistance Program (to be reviewed and signed by the patient)

I verify that the information provided in this patient assistance enrollment form is complete and accurate and that without enrollment 
in the program I would not be able to afford this medication. I further understand that Merck & Co., Inc. (Merck), and the ACT Program, 
acting on behalf of Merck, may request documentation to verify financial or insurance information as considered necessary to provide 
services to me. I understand that program assistance will terminate if I do not cooperate with efforts to verify information in this 
enrollment form, if I do not comply with the activities needed to identify or verify potential sources of alternate insurance or financial 
coverage, if the program becomes aware of any fraud, or if this medication is no longer being prescribed for me. I understand that 
Merck reserves the right, at any time and without notice, to modify the enrollment form, modify or discontinue any or all programs, 
or terminate assistance. I understand that completing this enrollment form does not ensure that I will qualify for product patient 
assistance. I further certify that if my medication is provided through the Patient Assistance Program, I will not seek reimbursement 
or credit for this prescription from any insurer, health maintenance organization, or government program; and that if I am a member 
of a Medicare Part D plan, I will not seek to have this prescription or any cost associated with it counted as part of my expenditure 
or out-of-pocket cost for prescription drugs. Merck is not acting as a dispensing pharmacy. Merck is not responsible for checking or 
verifying any information contained in my prescription for the product including, but not limited to, allergies, medical conditions, or 
other medications that I may be taking. I understand that only the RxCrossroads pharmacy and/or the prescribing physician will be 
responsible for such information.

Patient original signature: __________________________________________________________________________________________________________  Date: ________________ / _________________ / ______________________

Patient name (please print): _______________________________________________________________________________________________________________________________________________________________________________

SECTION 2 below is required only if applying for patient assistance.

Patient information

Name: ____________________________________________________________________________________________________________

Current annual household income: $  _______________________________________________________

No. of household members dependent on above income 
(including patient):  _______________________________________________________________________________________




