
►If you did not file a federal income tax return for 

the prior year, you must complete and sign the IRS 

4506-T.  Select number seven (Verification of 

Nonfiling).  The patient must then submit IRS 4506T 

to the IRS directly.  Once you receive your 

verification, please forward it along with your 

application. 

 

HEALTHCARE PROVIDER MUST PROVIDE: 

►DEA Number 

►DEA Address 

►State License Number 

►Confirmation of Diagnosis of Hypogonadism      

   (Low Testosterone) 

►Initial prescription for 6 months of Testim 1% 

   (Testosterone gel) CIII 

►Signed Acknowledgement of compliance 

 

APPLICATION APPROVAL: 

Auxilium reserves the right at any time and for any 

reason to discontinue, suspend, or otherwise revise 

the Program. 

 

If you are approved under the Testim PAP 

guidelines, approval covers a one-year supply of 

Testim.  The one-year supply will be provided in 

two installments.  Please allow 4-6 weeks for 

processing and delivery of your medication.   

 

You will need an initial prescription for a 6 month 

supply of Testim.  The medication will be shipped 

to your prescriber’s DEA address for dispensing.  A 

letter will be sent to you to notify you to pick-up 

your medication.  You will also receive a renewal 

form with your approval letter.  

 

To receive the second installment of your 

medication you will need to complete the renewal 

application and send it back before your 6 month 

supply runs out.  

TO QUALIFY: 

 

To be eligible for the Testim PAP, you must meet 

the following criteria: 

►Male 

►Already prescribed Testim 

►Reside in the United States 

►Have no prescription drug coverage through a 

government program or private insurance 

►Total Household Income is at or below: 

 
No. of Dependents 

Including yourself 

Annual Income 

(2012) 

1 yourself $ 27,925 

2 $ 37,825 

3 $ 47,725 

4 $ 57,625 

5 $ 67,525 

6 $ 77,425 

7 $ 87,325 

8 $ 97,225 

 

If you meet the preceding set criteria, please 

complete the application and follow the 

directions below. The Testim PAP is primarily 

designed for people without prescription drug 

coverage.   

 

PATIENTS MUST PROVIDE: 

 

►Completed and signed application 

 

►Patient’s original prescription signed by the 

attesting prescriber or have the attesting 

prescriber complete the Prescription Order Form 

provided 

 

►Copies of proof of income for patient and 

dependent persons in the household 

    >Acceptable documents include: 

 - Federal Income Tax Form (1040, 1040A, 

     or 1040 EZ, 1722, 8453, 8879, 1099INT) 
  

 

Testim® Patient Assistance Program     
The Testim Patient Assistance Program provides qualified applicants with medication free of charge.  To apply 

for the Testim PAP, please read the following instructions carefully.  Complete and sign the application and mail 

it to the address at the bottom of this page or fax it to 866-837-7293.  An incomplete and/or unsigned 

application will cause a delay in processing.  If you need assistance filling out this application, please contact 

the Testim PAP at 877-663-0412. 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

SUBMIT COMPLETE APPLICATION TO:     Auxilium Pharmaceuticals Inc. 

   or       Attn: Testim Patient Assistance Program 

  Fax to: 1-866-837-7293      40 Valley Stream Parkway 

          Malvern, PA 19355 

QUESTIONS? PLEASE CALL 1-877-663-0412                                                            Revised: January 2012 

 



 
HEALTHCARE PROVIDER INFORMATION (Required)                                                                          Case No. : PAP 

Diagnosis of Hypogonadism (Low Testosterone)      Yes     ⁯   No 
Prescriber Name: Office Contact: 

DEA Number: DEA Address: 

State License Number: City: State: Zip Code: 

Phone: Alternate Phone: Fax: Email: 

By signing below, I, the healthcare provider, certify that I understand and agree to the following: I will receive and secure 

patient’s medication at my office until dispensed to my patient; I will comply with and abide by my State Practitioner Dispensing 

laws for authorized Healthcare Providers; I will use any medications supplied by Auxilium as a result of this order form only for the 

use of the patient named on this form and will not sell, trade, barter, transfer, or return it for credit; and I will not submit a claim for 

reimbursement concerning this medication to any third party (such as Medicare, Medicaid or other public or private benefit 

provider).  Auxilium may contact my patient directly to confirm receipt of medications.  I understand that Auxilium may change 

or cancel this program at any time.  I agree to provide the medicine only to this eligible and specific enrolled patient at no 

charge. 
 

Prescriber Signature: Date: 

PATIENT INFORMATION (Required) 
Patient Name: Phone: Email: 

Address (No P.O. Box): Apt. or Ste. No.: 

City: State: Zip Code: 

Date of Birth: Total Household Income: Total No. of Dependents 

 

Applicant Declarations:  I hereby request and authorize my prescriber, named above, to release to Auxilium, or third parties contracted by 

Auxilium in connection with this program, all information regarding my health and treatment pertaining to the medication. I further authorize 

Auxilium to review the necessary documents to affirm my financial eligibility for their Patient Assistance Program. I understand that information 

provided to Auxilium, pursuant to this authorization, will not be protected under the Health Insurance Portability and Accountability (HIPAA) Act, 

and therefore may be re-disclosed. However, Auxilium will use and disclose such information solely to assist with the assessment of my eligibility for 

and enrollment in the Auxilium Patient Assistance Program, to account for my withdrawal if I decide to stop participating in this program, and/or 

as required by law. I understand that this authorization is not a condition for treatment and does not guarantee eligibility into or free medication 

from the Auxilium Patient Assistance Program. 

 

In the event that I am eligible for the Auxilium Patient Assistance Program, I understand that I shall receive a one-year supply of medication, 

which I will receive in two six month installments, without cost to me via my prescriber. I further understand that I may reapply for additional 

prescriptions as long as my prescriber continues to prescribe the medication and I continue to qualify for this assistance. I  understand that 

Auxilium may at any time discontinue or change this Program, which I accept.  

 

I certify that I do not have the ability to pay for this medication, earn the amount of income disclosed on this form, and am a resident of the 

United States.  I further certify that I will not seek reimbursement or credit for this prescription from any insurer, health maintenance organization or 

government program.  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 costs for prescription drugs. 

 

 I attest that the information I have provided is accurate and complete.  I agree to notify Auxilium if any of the information on this form or my 

status changes. 

Patient Signature: Date: 

 

Application Check 

List: 

 Attached signed copy of most recent Federal Tax Return (Form 1040, 1040EZ, etc.) 

 Attached original signed prescription 

 Application is completed and signed in ALL sections by the patient and prescriber 
            

Incomplete and/or unsigned applications will result in processing delays 

Submit Form To:             Auxilium Pharmaceuticals Inc. 

Attn: Testim Patient Assistance Program            or             Fax to:   1-866-837-7293 

40 Valley Stream Parkway 

Malvern, PA 19355                                                                                                                                   Revised: January 2012 

 



 

 

  

Patient Assistance Program Application 

Testim® 1% (testosterone gel) CIII 

      Case No. PAP___________ 

 
If you have any questions in regard to filling out this form please call 1-877-663-0412 

 

Prescription Order Form for Testim 1% (testosterone gel) CIII (Optional) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
If approved, a six month supply of Testim 1% Testosterone Gel will be shipped to the healthcare provider’s DEA Address. 

Mail this form to:     Please complete this form or mail original prescriber- 

Auxilium Pharmaceuticals    signed prescription. 

Attn: Testim® Patient Assistance Program 

40 Valley Stream Parkway    **New York Prescribers, please use the original New York 

Malvern, PA 19355 or      fax to 866-837-7293 State Prescription Form and mail to Auxilium. 

       Prescriber Last Name:          Prescriber First Name: 

                                 

      DEA Number               DEA Address 

                                   

      State License Number          City                 State   Zip Code 

                                    

      Professional Designation        Phone         Fax 

        -    -         -    -     

      Email 

                                    

   

 
 

 

Patient Name: ________________________________________  Date:  _________ 

Address: ____________________________________________   DOB: _________ 

 

 

Testim ® 1% Testosterone Gel  

   

   50mg per day (5g or 1 tube)  

   100mg per day (10g or 2 tubes) 

 

Qty: 6 month supply 

 

Instructions:__________________________________________________________

____________________________________________________________________

____________________________________________________________________ 

 

 

Prescriber’s Signature ____________________________________Date _________ 

 



 

 

 

 
 

 



 

 

 


