ENROLLMENT FORM

For support call HemAssist at 1-833-723-5463 Monday - Friday 8 AMto 7 PM ET

WAYRILZ" | HemRssist

SANOFI SUPPORT

(rilzabrutinib) e

Complete pages 1 and 2 of this form
and fax to 1-855-398-7634.
Keep pages 3 and 4 for patient record.

1. Patient Information

First Name

Last Name

DOB / / Sex assigned atbirth (J M (JF

Address

City

Email

State

Zip

Cell Other
(3 Voicemail O Text
Primary language (if not English)

Authorized Representative

Authorized Representative Phone

Relationship to Patient

Does the patient consent for HemAssist to contact
the Authorized Representative [J Yes (J No

2. Prescription Information & Prescriber Certifications

ICD-10 Code: D69.3 Immune thrombocytopenia (ITP)
Previous medication(s) for ITP (most recent first)

A. FREE TRIAL PRESCRIPTION

(] Check this box for Free Trial prescription
To be used for Free Trial for patient's initial 28 days on treatment

The Free Trial Program is not valid in Vermont

Other:

Dose/Administration/Frequency

Quantity

Refills

WAYRILZ 400 mg / oral / BID

56

0

Medication comes in 28-day supply (56 tablets for twice per day dosing)

BID = twice per day

B. ONGOING PRESCRIPTION

[J Check this box for ongoing prescription
To be used by the patient's specialty pharmacy

Dose/Administration/Frequency | Quantity Refills

WAYRILZ 400 mg / oral / BID (Jse s
(Jother____ |6
J12
O Other

Medication comes in 28-day supply (56 tablets for twice per day dosing)
BID = twice per day

My signature certifies that the person named on this form is my patient; that the information provided on this application, to the best of my knowledge, is complete and accurate; and that therapy

with WAYRILZ is medically necessary.

| acknowledge that | have obtained authorization to release the patient’s personal health information and the information on this form and any prescription to Sanofi (together with its parents and
affiliates, “Sanofi”) and its third-party business partners, vendors, and other agents (“Agents”) for the purpose of providing product support services (“the Programs”) including conducting a benefits
investigation. | further certify that any service provided by Sanofi on behalf of any patient is not made in exchange for any express or implied agreement or understanding that | would recommend,
prescribe, or use any Sanofi product or service for anyone, and my decision to prescribe WAYRILZ was based solely on my determination of medical necessity. | understand that my information may
be used by Sanofi to manage and improve the Programs, to communicate with me about my experience with the Programs, and/or to send patient materials relating to the Programs. With respect to
any free product provided to the patient listed above, | understand that provision of the product is not contingent on any purchase obligations. | also understand that no claim for reimbursement will
be submitted to Medicare, Medicaid, or any third-party payer for medication received free of charge under the Program, or for related medical procedures and services; nor should the free product
be sold, traded, or distributed for sale. | authorize Sanofi or its affiliated companies or subcontractors, including in-network specialty pharmacies, through HemAssist (“Program”) to forward this
prescription electronically, by facsimile, or by mail to the relevant in-network pharmacy for the above-named patient. In addition, | certify and warrant the following: This request has been prepared
exclusively by me or my office. | understand that HemAssist may revise, change, or terminate any program services at any time without notice to me. | will notify the Specialty Pharmacy immediately if
WAVYRILZ is no longer medically necessary for this patient’s treatment or if my patient’s insurance status changes. | authorize Sanofi as my designated agent and on behalf of my patient to (1) forward
the above service request form and furnish any information on this form to the insurer of the above-named patient and (2) forward the above prescription, by fax or other modes of delivery, to the
dispensing pharmacy. | agree to assist in efforts to secure access to WAYRILZ for my patient in the event of a coverage delay. The prescriber is to comply with 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 the prescriber.

(O TEXT MESSAGING (OPTIONAL)

By providing your patient's cell phone number, and checking this box, you certify that you have obtained the patient's consent to receive one text message relating to enrolling into HemAssist,
including notifying the patient that they have the right to opt out of future messages at any time, and, that their wireless service provider's message/data rates may apply and their consent is not

required as a condition of purchasing any goods or services from Sanofi US or their affiliates.

DISPENSE AS WRITTEN / DO NOT SUBSTITUTE

Prescriber Signature (no stamps)

Date

SUBSTITUTION PERMISSIBLE

Prescriber Signature (no stamps) Date

If this section does not comply with your state’s prescription laws, please provide us with a compliant prescription. ATTN: New York and lowa providers, please submit electronic prescription.
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ENROLLMENT FORM For support call HemAssist at 1-833-723-5463 Monday - Friday 8 AMto 7 PM ET

3. Preferred Ongoing Specialty Pharmacy

WAYRILZ is managed via a limited distribution. HemAssist will review and determine if alternate pharmacy below is part of the network.

Indicate which pharmacy will receive this prescription (choose one).

(J Biologics Specialty Pharmacy (J Onco360 Specialty Pharmacy

(J Alternate pharmacy

Name Phone Fax

4. Insurance Information B PATIENT HAS NO INSURANCE

Disregard or skip this section if attaching copies (front and back) of all available insurance and prescription cards.
Primary Health Insurance

Insurance Phone Policyholder Name (First/Last)
Policy ID # Employer of Policyholder
Group # Relationship to Patient
Prescription Drug Insurance (if different)

Insurance Phone RxBIN #

Policy ID # RxPCN #

Rx Group #

5. Prescriber Information

Dispensing Pharmacy will need to contact the provider prior to dispensing

Prescriber Name Address

Prescriber Facility Name City State Zip
Office Contact Name Phone Fax

Specialty NPI Tax ID

Office Contact Email State License

By signing below, | certify that | have read and understand the Authorization for Release and Use of Health Information on page 3
and agree to its terms. | understand that | am entitled to a copy of this Authorization upon request.

Patient/Legal Representative Signature Date

Printed name if signed by legal representative Relationship to patient

By signing below, | certify that | have read and understand the Patient Certifications on pages 3 and 4 and agree to its terms.

n OPTIONAL
(J Check this box to agree to receive text messages.
Patient/Legal Representative Signature Date
Printed name if signed by legal representative Relationship to patient

sanofi Support ‘ HemAssist MAT-US-2409552-v2.0-04/2026 | 2



ENROLLMENT FORM For support call HemAssist at 1-833-723-5463 Monday - Friday 8 AMto 7 PM ET

6. Authorization for Release and Use of Health Information

PATIENT: Please read the following carefully, then date and sign where indicated on page 2.

By signing this Authorization for Release and Use of Health Information (“Authorization”), | authorize my health care providers (including my
pharmacies), and my health plans and insurers [and their contractors] (collectively, the “Parties”) to disclose to Sanofi including its parents,
affiliates, and its third party business partners, vendors, and other agents (collectively, “Sanofi”) information about my disease, treatment,
insurance coverage, and payment for my therapy (together with the information | have provided on this Enroliment Form and may provide in
the future, “my Information”) for the purposes of Sanofi providing me with patient support services and sending me communications that |
have agreed to receive elsewhere in this Enroliment Form.

The Parties and Sanofi may use and disclose my Information for the purposes of providing certain support services | agree to in this
Enrollment Form, including, but not limited to: (1) determining if | am eligible to participate in HemAssist (“the Program”); (2) to manage and
improve the Program; (3) to communicate with me about my experience with the Program; (4) to send materials relating to the Program;
(5) investigating my health insurance coverage; (6) operating and administering the Program; and (7) contacting me for follow-up on

any adverse event | may disclose regarding a Sanofi product. | further authorize Sanofi to de-identify my health information and use it in
performing research, education, business analytics, and marketing studies, or for other commercial purposes, including linkage with other
de-identified information Sanofi may receive from other sources.

| understand that once my information has been disclosed to Sanofi, federal privacy laws may no longer protect the information from
further disclosure, but that Sanofi intends to use and disclose my information only in accordance with this Authorization or as otherwise
allowed by law. | understand that Sanofi may provide my Specialty Pharmacy with payment to obtain, use or disclose my information.

| understand that my personal health information may be used for communications between Sanofi and me which may be considered
marketing. Specialty Pharmacies may receive remuneration in exchange for disclosing my information and/or for providing me with support
services in connection with HemAssist. You may have certain rights under applicable data privacy laws regarding your personal information,
including the right to access your personal information held by Sanofi. For further information regarding these rights, please reference

our Global Privacy Policy at www.sanofi.com/en/privacy-and-data-protection. Withdrawal of this Authorization will end further reliance on
this Authorization (and my participation in the Program) but it will not affect any use or disclosure of my Information before my notice of
withdrawal is received and processed.

| understand that | may refuse to sign this Authorization and that a refusal to sign will not affect my ability to obtain medical care, insurance
coverage, or access to health benefits, including access to therapy. Authorization expires 5 years from the date | signed unless subject

to applicable law unless or until | withdraw (take back) this Authorization before then. | understand that | may withdraw this Authorization
at any time by sending a written notice that includes my name, address, and phone number, to ATTN: HemAssist, 450 Water St, 3" Floor,
Cambridge, MA 02141, or by emailing SanofiHemAssist@Sanofi.com.

7. Patient Certifications

PATIENT: Please read the following carefully, then date and sign where indicated on page 2.

| attest that | have a valid prescription for WAYRILZ, that | reside in the US or a US territory, and that | am being treated by a
prescriber in the US or a US territory. If enrolling in the Copay Program, | attest that | have commercial insurance, and | further attest
that | will not use a state or federally-funded health insurance program such as Medicare (including Medicare Part D), Medicaid,
Medigap, VA, DoD, TRICARE?®, or similar federal or state pharmaceutical assistance programs to pay in part or in full for my WAYRILZ
prescription.

| authorize Sanofi to provide me with various therapy support services for which | am eligible, which may include but are not limited to:

» Patient education and adherence support

« Insurance benefits investigation to assess eligibility for coverage and reimbursement (if requested)

o Coverage and financial assistance support (if requested)

» Other support services that may be added in the future, as well as any information or materials related to such support services

| acknowledge and understand that Sanofi cannot provide me with medical advice, and | will direct all treatment-related questions to my
healthcare professional.

| understand and agree that Sanofi may contact me about such services and information by mail, e-mail, telephone call, fax, or other means
at the telephone numbers, email, and mailing addresses | provide. | understand a representative from Sanofi may contact me for follow-up
on any adverse event | may report regarding a Sanofi product. | understand that | do not have to enroll in the Program and that if | choose
not to enroll, | can still receive my medication as prescribed by my physician. | may opt out of the Program at any time by calling the Case
Management team at 1-833-723-5463, emailing SanofiHemAssist@Sanofi.com, or sending a written notice that includes my name, address,
and phone number, to ATTN: HemAssist, 450 Water St, 3™ Floor, Cambridge, MA 02141. Sanofi reserves the right to modify or terminate any
or all support services at any time without notice.

If enrolling in the Sanofi Copay Program* (the “Copay Program”), | understand that my Copay Card information will be sent to my designated
Specialty Pharmacy along with my prescription, and any assistance with my applicable cost-sharing or copayment for WAYRILZ will be made
in accordance with the Copay Program terms and conditions.

*Not valid if the patient is utilizing a state or federally-funded health insurance program such as Medicare (including Medicare Part D),
Medicaid, Medigap, VA, DoD, TRICARE®, state pharmaceutical assistance program, etc. to pay in part or in full for your WAYRILZ prescription.

Continued on page 4
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ENROLLMENT FORM For support call HemAssist at 1-833-723-5463 Monday - Friday 8 AMto 7 PM ET

7. Patient Certifications (Continued)

The program is intended to help patients afford their WAYRILZ prescription. Patients may have insurance plans that attempt to dilute the
impact of the assistance available under the program. In those situations, the program may change its terms.

Patients whose health insurance benefits offer, or whose health insurance plans work with, an alternative funding program are not eligible for
the Patient Assistance Program/need-based free drug. “Alternative funding programs” sometimes refer to themselves with different names
and promote their services as a benefit being offered through patients’ health insurance plans. In determining whether your health insurance
plan offers or works with an alternative funding program, please consider the following: (1) did a third party assist you with, or provide
guidance about, the preparation of your application for this program and/or direct you to apply; (2) were you told that you were required

to work with a third party or a “patient advocate” in order to receive coverage for your medicine; (3) were you told that you were required

to apply to a manufacturer’s patient assistance program as a prerequisite to having plan coverage for your specialty drug, including Sanofi
products; (4) were you told that you do not have plan coverage for your specialty drug unless alternative funding sources for your specialty
drug could not be found, (5) were you required by your plan to provide personal and health information to a third party program or enter
such information into a third party patient portal in advance of completing this application, (6) did your employer recently tell you that your
specialty drug plan benefits have changed; or (7) do you have any other reason to think that your health plan may work with an alternative
funding program, or an alternative funding program may be involved in your plan benefits? If you answered yes to any of these questions,
please check with your plan sponsor and review your plan benefits to determine whether your plan works with a third party that provides
any of the services, or is connected to any of the requirements described herein. If it does, you are not eligible to apply for this program. By
applying to the Patient Assistance Program, you certify that the answer to all of these questions is “no.”

| also agree that Sanofi may verify my eligibility for HemAssist, and | understand that such verification may include contacting me or my
healthcare provider for additional information and/or reviewing additional financial, insurance, and/or medical information. | authorize Sanofi
under the Fair Credit Reporting Act to use my demographic information to access reports on my individual credit history from consumer
reporting agencies. | understand that, upon request, Sanofi will tell me whether an individual consumer report was requested and the

name and address of the agency that furnished it. | further understand and authorize Sanofi to use any consumer reports about me and
information collected from me, along with other information they obtain from public and other sources, to estimate my income in conjunction
with HemAssist eligibility determination process, if applicable. | further understand that no free product may be submitted for reimbursement
to any payer, including Medicare and Medicaid; and no free product may be sold, traded, or distributed for sale. If approved for HemAssist,

| will not seek to have the value of any medication provided to me under this program counted toward my true-out-of-pocket (TrOOP) cost
for prescription drugs for my Medicare Part D Plan. Continuation in HemAssist is conditioned upon timely verification of income. In addition, |
agree to notify HemAssist immediately if my insurance status or my income changes. Sanofi reserves the right to review assistance requests
based on patient needs and to change program guidelines or terminate the program at any time without notification.

SANOFI COMMUNICATIONS CONSENT

| agree that Sanofi and its agents (such as third-party business partners) can contact me by mail, email, fax and/or telephone, including
calls and text messages (if consent is provided to receive text messages), and send me information about rare blood disorders and relevant
Sanofi products, promotions, services, and research studies, ask my opinion about such information and topics, including through market
research and disease-related surveys, and share the information | provide with one another to perform these activities, and to de-identify

it for use in performing research, education, business analytics, marketing studies, and other commercial purposes. If | agree to receive

text messages, | understand that text messaging rates may apply. Your information will not be sold to any third party but may be provided
to regulatory authorities if required. You may have certain rights under applicable data privacy laws regarding your personal information,
including the right to access your personal information held by Sanofi. For further information regarding these rights, please reference our
Global Privacy Policy. You may opt out of continued receipt of such communications at any time by e-mailing SanofiHemAssist@Sanofi.com.
Receipt of these communications is not required to receive HemAssist.

TEXT MESSAGING CONSENT

| acknowledge that by checking the text message consent box on page 2, | expressly consent to receive text messages or automated calls
from or on behalf of Sanofi at the mobile phone number(s) that | provide.

| confirm that | am the subscriber for the mobile phone number(s) provided, and | agree to notify Sanofi promptly if any of my number(s)
change in the future. | understand that my wireless service provider's message and data rates may apply to any text messages that | receive
from or on behalf of Sanofi at the mobile phone number(s) that | provide. | understand that | can opt out of future text messages at any time.
To opt out of receiving texts, | understand that | should reply "STOP" to 1-617-915-4365.

| understand that my consent to receiving text messages from or on behalf of Sanofi is not required as a condition of purchasing any goods
or services from Sanofi or its affiliates.

sanofi Support | HemAssist
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