
BioMarin RareConnections™ and Specialty Pharmacy

Patient Pathway for Clinics
Patient Enrollment*

PEF + PCF
Explaining 
Coverage 
Options

Financial  
Assistance 
Support†

Specialty Pharmacy  
Triage & Shipment 

Coordination

Maintaining 
Therapy‡

  Clinic submits PEF* and is 
notified of receipt 

  Follow-up with clinic  
on missing information

  Patient/caregiver submits 
PCF* and is notified  
of receipt

  Determination of coverage 
and prior authorization (PA) 
requirements through  
benefits investigation (BI) 

  Patient/caregiver welcome 
call with notification of  
BI results

  Clinic notification of BI  
results & PA requirements

  Co-pay program  
eligibility screening

  Identification of additional 
support options, if needed 

    Verification of prescription 
and validation of 
insurance coverage 

    Shipment coordination 
with patient/caregiver

    Packaging and delivery 
logistics

  Reauthorization

  Prescription expiration

  Refill reminders

*PCF, BioMarin RareConnections Patient Consent Form; PEF, BioMarin RareConnections Patient Enrollment Form
†As appropriate for eligible patients/caregivers.
‡Specialty pharmacy–dependent processes.. 
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Diagnosis and clinical information ¨ Q77.4 Achondroplasia  ¨ Other diagnosis (please specify)  

ICD-10-CM Q77.4 is used for both achondroplasia and hypochondroplasia; VOXZOGO™ (vosoritide) injection is only indicated for achondroplasia. If patient has 
hypochondroplasia, select "Other diagnosis" and indicate.

Patient height (cm) Patient weight (kg) Date weight taken
Patient Drug and Food Allergies  
¨ NKDA ¨ Yes (please list) 

Is patient taking concurrent medication?  
¨ No ¨ Yes (please list)
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Inject subcutaneous daily dose based on the patient's weight and the VOXZOGO concentration table below

Body Weight (kg)

VOXZOGO 0.4 mg/vial
NDC: 68135-082-36

10 doses

Diluent (Sterile Water for  
Injection, USP): 0.5 mL

Concentration: 0.8 mg/mL

VOXZOGO 0.56 mg/vial
NDC: 68135-119-66

10 doses

Diluent (Sterile Water for  
Injection, USP): 0.7 mL

Concentration: 0.8 mg/mL

VOXZOGO 1.2 mg/vial
NDC: 68135-181-93

10 doses

Diluent (Sterile Water for  
Injection, USP): 0.6 mL

Concentration: 2 mg/mL

Daily injection volume (mL) 

10-11 0.3 mL (0.24 mg)

12-16 0.35 mL (0.28 mg)

17-21 0.4 mL (0.32 mg)

22-32 0.5 mL (0.4 mg)

33-43 0.25 mL (0.5 mg)

44-59 0.3 mL (0.6 mg)

60-89 0.35 mL (0.7 mg)

≥90 0.4 mL (0.8 mg)

✔ Vial Strength Directions for Use Quantity to 
Dispense Refills

VOXZOGO 0.4 mg/vial
(0.8 mg/mL) Kit Reconstitute vial with 0.5 mL of sterile water and inject     mL subcutaneously once daily ¨  1-month 

supply (3 kits)

¨  3-month 
supply (9 kits)

Other    

   #VOXZOGO 0.56 mg/vial
(0.8 mg/mL) Kit Reconstitute vial with 0.7 mL of sterile water and inject     mL subcutaneously once daily

VOXZOGO 1.2 mg/vial
(2 mg/mL) Kit Reconstitute vial with 0.6 mL of sterile water and inject     mL subcutaneously once daily

Replacement syringes and 
needles Kit Additional ancillary supplies for injection, to use as needed    #    #

Each kit contains 10 vials of VOXZOGO, 10 vials of diluent (Sterile Water for Injection, USP), 10 needles, and 10 syringes.  
Syringes and needles are custom and not interchangeable.

Ancillary Supplies—Specialty Pharmacy will confirm patient need for all selected ancillary supplies prior to each shipment

¨ Sharps container ¨ Alcohol wipes ¨ Gauze ¨ Adhesive bandages ¨ Gloves (latex free) 
Special Delivery Instructions

Prescriber Declaration: I understand and agree that, as the prescriber, I will comply with my state-specific prescription requirements such as e-prescribing, 
state-specific prescription form, fax language, etc. Non-compliance with state-specific requirements could result in outreach to me, as the prescriber. I verify 
that the patient and prescriber information contained in this enrollment form is complete and accurate to the best of my knowledge and that I have prescribed 
VOXZOGO based on my professional judgment of medical necessity. I authorize BioMarin Pharmaceuticals Inc., its affiliates, agents and contractors (collectively, 
“BioMarin”) to act on my behalf for the limited purposed of transmitting this prescription by any means under applicable law to the appropriate pharmacy 
designated by the above-name patient utilizing their benefit plan. I also authorize the BioMarin RareConnections™ program to perform any steps necessary to 
secure reimbursement for VOXZOGO, including but not limited to insurance verification and case assessment. I understand that BioMarin or BioMarin 
RareConnections may need additional information, and I agree to provide it as needed for the purposes of securing reimbursement.

I agree and attest that, should my patient receive free drug from BioMarin, I will not submit a claim to or seek payment from the patient or any third-party payer 
(e.g., Medicaid, Medicare, private insurance, etc.) for payment/reimbursement for any free product(s) provided by BioMarin. I agree and understand that  
any free product provided by BioMarin may not be sold, traded, bartered, transferred, or returned for credit and will only be used for the patient named above on 
this form.

Prescriber’s Signature. Please make a selection
Prescriber’s Signature/Dispense as Written  
(no stamps or initials) 

Date Prescriber’s Signature/Substitution Permitted  
(no stamps or initials) 

Date
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Patient is ¨ New to VOXZOGO ¨ Renewing prescription  ¨ CoPay Assistance Only
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Patient’s Last Name Patient’s First Name Middle Initial

Date of Birth Gender ¨ Male ¨ Female ¨ Other Parent’s/Guardian’s Name (if applicable)

Street Address Suite/Floor/Apt

City State ZIP Code

Shipping Address (if different than home address); no PO Box Suite/Floor/Apt

City State ZIP Code

Preferred Method of Contact (please specify)  

¨ Cell Phone ¨ Home Phone ¨ Alternative Phone

¨ Email ¨  I authorize BioMarin RareConnections to leave 
a message if I am not available

Language Preferred: 

¨ English ¨ Spanish ¨ Other language (please specify)

Alternate Contact Name Relationship to Patient

Phone Email ¨  I authorize BioMarin RareConnections to leave 
a message with Alternate Contact
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Please complete the following or attach copies of of all medical and prescription insurance cards

¨ Insurance card copies attached ¨ Patient has no insurance

Primary Insurance Name Secondary Insurance Name

Insurance Phone Number Insurance Phone Number

Subscriber Subscriber

Relationship to Patient Relationship to Patient

Member ID Group ID Member ID Group ID

Employer Employer
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Prescriber’s First Name Prescriber’s Last Name ¨ MD ¨ DO ¨ PA-C ¨ NP

Prescriber’s Specialty: ¨ Pediatrician ¨ Pediatric endocrinologist ¨ Geneticist ¨ Other specialty  (please specify)

Office/Clinic/Institution Name

Street Address City State ZIP Code

Prescriber Email Office Contact's Name

Office Contact’s Phone Number Office Contact’s Fax Number Office Contact’s Email

Preferred Method of Contact (please specify) ¨ Office Contact’s Phone  ¨ Office Contact’s Fax ¨ Office Contact’s Email
State License Number Medicaid Number

NPI Number Tax ID

Will prescriber oversee patient’s follow-up care? ¨ Yes ¨ No 
If no, please specify name of physician who will manage  
and maintain patient (eg, ongoing visits, measurements, etc.)

State
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Patient Enrollment Form for VOXZOGO™ (vosoritide) for injection
Fax completed form with prescriber’s signature to 1.833.869.0323
Phone: 1.833.VOXZOGO (1.833.869.9646); hours: M–F, 6 am–5 pm (PT)
Email: support@biomarin-rareconnections.com

VOLUNTARY CONSENT
I understand that I may refuse to sign this PCF. I further understand that my treatment (including with a BioMarin product), payment 
for treatment, insurance enrollment, or eligibility for insurance benefits are not conditioned upon my agreement to sign this PCF, but 
if I do not sign it, or if I later cancel it, I will not be able to receive BioMarin’s therapy support services.
I understand that I may cancel this PCF at any time by mailing a letter to BioMarin at 2001 Broadway, Suite 300, Oakland, CA 94612 
or emailing support@biomarin-rareconnections.com. Canceling this PCF will end my consent for my Healthcare Entities to further 
disclose my health information to BioMarin after they are notified of my cancellation but will not affect previous disclosures by them 
pursuant to this PCF. Canceling this PCF will not affect my ability to receive treatment, payment for treatment, or my eligibility for 
health insurance.

1 To authorize your consent, please complete all fields below.

Patient’s First Name Middle Initial Patient’s Last Name Suffix Date of Birth Gender ¨ Male ¨ Female ¨ Other

Patient’s/Authorized Representative’s Name (if applicable) Relationship to Patient

Patient’s/Authorized Representative’s Address City State ZIP Code

Preferred Method of Contact (please specify) ¨ Cell Phone ¨ Home Phone  

¨ Alternative Phone ¨ Email

Preferred Time of Contact  ¨ AM ¨ PM  Preferred Language ¨ English ¨ Spanish ¨ Other Language (please specify)

2 Opt-in for BioMarin access to laboratory  reports:
¨  By checking this box, I exercise my right to access my laboratory test results by requesting that any laboratory that holds 

results of laboratory tests (including genetic tests) it has conducted on me provide a copy of my laboratory test report to 
BioMarin upon BioMarin’s request. I understand that BioMarin will use and disclose any PHI contained in the laboratory test 
report only in accordance with this PCF.

3 Please read and sign below.
I have read and understand this Patient Consent Form, including but not limited to the Consent to Share Health Information for 
Patient Support Services and the Consent for Marketing/Other Communications and agree to the terms stated herein. A consent 
signature is required in order to receive BioMarin services.

Patient’s/Authorized Representative’s Signature Date

Print Authorized Representative’s Name (if applicable) Relationship to Patient

Print and fax your completed form to 1.833.869.0323, or take a photo and text it to 1.866.869.0066.

To complete and submit this form online, visit VOXZOGO-PCF.com.

Please see Important Safety Information throughout and full Prescribing Information. 
Note for healthcare providers: once your patient has completed this form, provide a copy to them and place the original in the 
patient’s medical record.

To complete and submit this form online, visit VOXZOGO-PCF.com

References to “you,” “your,” “I,” “me,” “my,” etc. in this form are to the patient, even if an authorized representative is signing this 
form on the patient’s behalf.

FOR BIOMARIN TO ASSIST YOU WITH ITS MEDICINES AND RELATED CARE, YOU WILL NEED TO PROVIDE 
CONSENT TO BOTH YOUR HEALTHCARE PROVIDER AND BIOMARIN:

• Your healthcare provider needs your written consent to release your protected health information (PHI) to BioMarin
•  BioMarin needs your written consent to share your information (including genetic testing information) with other providers to 

assist you with accessing services that support your treatment
•  BioMarin needs your consent to contact you with marketing and other communications about BioMarin’s products, services, 

programs, and other topics of interest for marketing, educational, or other purposes; to assist you getting help through 
additional services that support your treatment plan; and to allow you to provide feedback to BioMarin through market research

•  As described below, your consent is voluntary and is not required for treatment, medications, or other care. Your consent is 
required for BioMarin to provide the product support services described here

CONSENT TO SHARE HEALTH INFORMATION FOR PATIENT SUPPORT SERVICES
By signing this Patient Consent Form (PCF), I hereby authorize my healthcare providers, health insurance carriers, laboratory 
providers, and pharmacy providers (Healthcare Entities) to use and disclose my individually identifying health information, including 
but not limited to health insurance information, medical diagnosis and condition (including but not limited to laboratory test results 
such as diagnostic results as well as test results related to diagnosis or supportive testing), prescription information, and name, 
date of birth, sex, address, and telephone number to BioMarin and its agents and representatives, including but not limited to third 
parties authorized by BioMarin. I further authorize BioMarin to use my individually identifying health information to administer the 
patient support program through BioMarin RareConnections™ and BioMarin’s Clinical Coordinator Program and for the following 
additional purposes:

• to contact my healthcare provider and collect, enter, and maintain my health information in a database;
•  to contact my insurers as needed to verify my insurance coverage, review reimbursement requirements, verify other financial 

assistance for which I might be eligible, assist with the processing of claims, or otherwise assist in obtaining coverage or 
financial assistance for my treatment, including but not limited to in relation to post-administration monitoring;

• to determine eligibility for program offerings, including but not limited to financial assistance services; and
•  to contact me by mail, email, fax, telephone call, or text message, in electronic format or otherwise, to follow up on any 

BioMarin RareConnections enrollment requirements, receive education, conduct follow-up on my treatment, discuss the 
effectiveness of support services, and provide support services, education, and adherence reminders such as to take  
my BioMarin medication. BioMarin Clinical Coordinators do not work under the direction of your healthcare provider or  
give medical advice. BioMarin Clinical Coordinators are trained to direct patients to their healthcare provider for treatment-
related advice

Once my health information has been disclosed to BioMarin, I understand that federal privacy laws no longer protect the 
information. However, BioMarin agrees to protect my health information by using and disclosing it only for purposes authorized in 
this PCF or as required by law or regulations. California residents, to learn more about the information BioMarin may collect about 
you, how we use that information, and your rights under the California Consumer Privacy Act (CCPA), please review our CCPA 
Privacy Policy, available at www.biomarin.com/privacy.  I understand that pharmacy providers may receive remuneration from 
BioMarin in exchange for the health information and/or for any therapy support services provided.
This PCF expires ten (10) years, or such shorter amount of time required by applicable state law, after the date I sign it as indicated 
by the date next to my signature, unless otherwise canceled earlier as set forth below. I understand I have a right to receive a copy 
of this PCF.

CONSENT FOR MARKETING/OTHER COMMUNICATIONS
By signing this Patient Consent Form, I hereby authorize my Healthcare Entities to use and disclose my individually identifying health 
information to BioMarin for marketing purposes or to otherwise provide me with information about BioMarin products, services, 
research, clinical trials, and programs or other topics of interest, and to conduct market research or otherwise ask me about my 
experience with or thoughts about such topics. I understand and agree that BioMarin and companies working with BioMarin may 
use my individually identifying information to contact me by mail, email, fax, telephone call, or text message for these purposes. 
I understand and agree that any information that I provide may be used by BioMarin to help develop new products, services, and 
programs. I further understand that BioMarin will not sell or transfer my personal data to any unrelated third party for marketing 
purposes without my express permission.

PATIENT CONSENT FORM
To learn more about BioMarin RareConnections™  
call 1.833.VOXZOGO (1.833.869.9646); hours: M–F, 6 am–5 pm (PT)
or email us at: support@biomarin-rareconnections.com



•
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Working with BioMarin RareConnections™ and Specialty Pharmacies

Clinic    

Submits 2 documents to enroll a patient:

•  BioMarin RareConnections Patient Enrollment Form (PEF): the PEF  
is the prescription for the BioMarin treatment

•  BioMarin RareConnections Patient Consent Form (PCF): the PCF provides 
the caregiver’s authorization on behalf of the patient for the clinic to share 
patient-level information to BioMarin RareConnections; it is completed by  
the caregiver

Clinic    
• Writes a Letter of Medical Necessity (LMN)

•  Completes and submits the PA paperwork, supporting medical 
documentation (including lab test results), and LMN to the patient/ 
caregiver’s insurance plan 

•  Provides additional documentation if requested by the insurance plan

• Monitors for any communication from the patient/caregiver’s insurance plan 

Clinic    
•  Advises your patient/caregiver that their BioMarin Clinical Coordinator  

and the SP will call them them to discuss their BioMarin treatment 

Specialty Pharmacy
•  Verifies the Rx and product order 
•  Verifies and collects the patient/caregiver’s out-of-pocket 

expenses related to the product with each delivery
•  Coordinates delivery of BioMarin product with the  

patient/caregiver 
•  Calls patient/caregiver to discuss their treatment with the 

BioMarin product     

•  Educates the patient/caregiver on the special handling and refrigeration 
(if applicable) to ensure proper storage, care, and disposal

•  Coordinates refills with patient/caregiver in advance of refill
•  Assists with reauthorizations as required
•  Handles replacement product, as needed

Coordinating with BioMarin RareConnections

Completing Prior Authorization (PA) Requirements

Coordinating with the Specialty Pharmacy (SP)

BioMarin RareConnections
•  Confirms receipt of the PEF and PCF and verifies the information provided

– Contacts clinic to provide or clarify any missing information 

•  Performs benefits investigation (BI), including identifying any prior authorization 
(PA) requirements 
– Contacts clinic to convey results of BI and PA requirements

•  Partners with BioMarin Clinical Coordinator who contacts the patient/caregiver for 
a welcome call to discuss insurance coverage, out-of-pocket expenses, and 
referrals to co-pay assistance, if eligible

•  Identifies financial assistance options, if needed

BioMarin RareConnections
•  Contacts clinic if additional information is required to support the PA request

•  Provides updates to clinic on PA determination by insurance plan

• Assists clinic with understanding PA denials/appeals, if applicable

•  Offers one-to-one education through BioMarin Field Reimbursement Managers,  
as needed

BioMarin RareConnections
• Sends referral to SP with the Rx and patient information for processing

•  Helps educate and inform clinics in response to ongoing insurance changes and 
prescription reauthorization

• BioMarin Clinical Coordinators support patient/caregivers with refill reminders
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