
ARC of Support™ Reimbursement Services
ABRAXANE® Benefit Verification Request Form

Fax: 866.242.4141 / Phone: 800.564.0216 (press 3)
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800.564.0216

Please provide the following information by fax or phone. A reimbursement counselor will research the patient’s current benefits 
for ABRAXANE for Injectable Suspension (paclitaxel protein-bound particles for injectable suspension) (albumin-bound), complete 
a Coverage Profile Report, and contact the provider either by phone or fax regarding the patient’s current benefits for ABRAXANE.

PROVIDER INFORMATION

Physician Name: ___________________________________________ Tax ID #: ______________________________________  Payer Specific Provider #: ______________

Site Name: __________________________________________________________________________________________________________________________________

Address: ____________________________________________________________________________________________________________________________________

City: _____________________________________________________ State: ______________________________________  Zip: ________________________________

Telephone: ( ________ ) _____________________________________ Fax: ( _______ ) ___________________________________________________________________

Office Contact: _________________________________________________________________________________________ Best Time to Call: ____________________

PATIENT INFORMATION

First Name: ______________________________________________  Last Name: _________________________________  DOB: _______ / __________ / __________

Address: ____________________________________________________________________________________________________________________________________

City: _____________________________________________________ State: ______________________________________  Zip: ________________________________

Telephone: ( ________ ) _____________________________________ Fax: ( ______ ) _______________________________  SSN: _________ - ________-___________

PATIENT MEDICAL HISTORY

Diagnosis/ICD-9-CM Code: _______________________ Is the Cancer Metastatic?     Yes       No   ABRAXANE Dose/Frequency: ______________________

Treatment History: ___________________________________________________________________________________________________________________________

INSURANCE INFORMATION (or attach a two-sided copy of the patient’s insurance cards)

Primary Insurance: ____________________________________________________________________________________  Phone Number: ( _____ ) ______________

Policy Number: ___________________________________________ Group Number: ____________________________________________________________________

Policy Holder (if different than patient)

First Name: _________________________ Last Name: ____________________________  DOB: ______ / ______ / ______  SSN: ________ - ________ - ___________

Secondary Insurance: _________________________________________________________________________________  Phone Number: ( _____ ) ______________

Policy Number: ___________________________________________ Group Number: ____________________________________________________________________

Policy Holder (if different than patient)

First Name: _________________________ Last Name: ____________________________  DOB: ______ / ______ / ______  SSN: ________ - ________ - ___________

PATIENT CONSENT

The ARC of Support Reimbursement Services must have your consent to contact your insurance company to conduct benefit research. If we have your consent, 
please sign below.

Patient’s Signature: _______________________________________________________________________  Date: ___________________________________________

OR, if this benefit verification information is requested from the physician:
The ARC of Support Reimbursement Services must have your patient’s written consent to share this medical information. If you have the patient’s written consent to 
release this information on file, please sign below.

Physician Representative Signature: ________________________________________________________  Date: ___________________________________________

The information and services provided by the ARC of Support Reimbursement Services are intended to be advisory in nature only. Neither Abraxis™ Oncology nor AccessMED 
(an independent consulting company administering the program) can warrant the accuracy of the information provided or guarantee insurance reimbursement. The healthcare provider 
and patient remain fully responsible for all claims made to private insurers or government programs, including the accuracy of all information submitted. All claims for Abraxis Oncology 
products should be made in accordance with legal and contractual requirements. Many factors influence reimbursement, and the policies and practices of private and public payers may 
change without notice. Abraxis Oncology reserves the right to modify or discontinue the program, without notice, at any time.
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