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Patient Assistance Program Application
Testim® 1% (testosterone gel) CllII
Case No.: PAP
Innovations for Life™ If you have any questions in regard to filling t¢his form please call 1-877-663-041

Prescription Order Form for Testim 1% (testosteronegel) ClII (Optional)
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Patient Name: Date:
Address: DOB:

Testim ® 1% Testosterone Gel

50mg per day (59 or 1 tube)
100mg per day (10g or 2 tubes)
Other

Qty: 6 month supply

Instructions:

Prescriber’s Signature Date

If approved, a six month supply of Testim 1% Téstose Gel will be shipped to the healthcare previsl DEA Address.









