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A resource guide to help your patients access EVKEEZA  
and the myRARE® Patient Support Program
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Information.
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INDICATION
EVKEEZA is an angiopoietin-like 3 (ANGPTL3) inhibitor indicated as an adjunct to diet and exercise  
and other low-density lipoprotein-cholesterol (LDL-C) lowering therapies to reduce LDL-C in adults  
and pediatric patients, aged 1 year and older, with homozygous familial hypercholesterolemia (HoFH).

IMPORTANT SAFETY INFORMATION
Contraindication
EVKEEZA is contraindicated in patients with a history of serious hypersensitivity reaction to 
evinacumab-dgnb or to any of the excipients in EVKEEZA. Serious hypersensitivity reactions, 
including anaphylaxis, have occurred.

Warnings and Precautions
Serious Hypersensitivity Reactions: Serious hypersensitivity reactions, including anaphylaxis, 
have occurred with EVKEEZA. If signs or symptoms of serious hypersensitivity reactions occur, 
discontinue EVKEEZA infusion, treat according to the standard-of-care, and monitor until signs  
and symptoms resolve.

Embryo-Fetal Toxicity: EVKEEZA may cause fetal harm when administered to pregnant patients. 
Advise patients who may become pregnant of the risk to a fetus. Consider obtaining a pregnancy 
test prior to initiating treatment with EVKEEZA. Advise patients who may become pregnant to use 
effective contraception during treatment and for at least 5 months following the last dosage. 

Adverse Reactions
Adults and Pediatric Patients (12 to 17 years): Common adverse reactions (≥5%) were 
nasopharyngitis (16%), influenza-like illness (7%), dizziness (6%), rhinorrhea (5%), and nausea (5%).

Pediatric Patients (5 to 11 years): The safety profile was consistent with that observed in adults 
and pediatric patients aged 12 and older, with the additional adverse reaction of fatigue in 3 (15%) 
patients.

Use in Specific Populations
Pregnancy: EVKEEZA may cause fetal harm when administered to a pregnant woman. Advise 
pregnant women of the potential risk to a fetus. If a patient becomes pregnant while receiving 
EVKEEZA, healthcare providers should report EVKEEZA exposure by calling 1-833-385-3392.

EVKEEZA

https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.regeneron.com/downloads/evkeeza_pi.pdf
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EVKEEZA (cont’d)
IMPORTANT SAFETY INFORMATION (cont’d)
Use in Specific Populations (cont’d)
Lactation: There are no data on the presence of evinacumab-dgnb in human milk or animal 
milk, the effects on the breastfed infant, or the effects on milk production. Maternal IgG is 
known to be present in human milk. The developmental and health benefits of breastfeeding 
should be considered along with the mother’s clinical need for EVKEEZA and any potential 
adverse effects on the breastfed infant from EVKEEZA or from the underlying maternal 
condition.

Females and Males of Reproductive Potential: Consider pregnancy testing in patients who 
may become pregnant prior to starting treatment with EVKEEZA. EVKEEZA may cause fetal 
harm when administered to a pregnant woman. Females of reproductive potential should use 
effective contraception during treatment with EVKEEZA and for at least 5 months following the 
last dosage of EVKEEZA.

Pediatrics: The safety profile of EVKEEZA in pediatric patients aged 1 to 11 years was similar to 
the safety profile in adults and pediatric patients aged 12 years and older, with the additional 
adverse reaction of fatigue in patients aged 5 to 11 years. The safety and effectiveness of 
EVKEEZA have not been established in pediatric patients younger than 1 year of age.

https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.regeneron.com/downloads/evkeeza_pi.pdf
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About this guide
This guide offers resources for healthcare providers treating patients living 
with the rare disease, homozygous familial hypercholesterolemia (HoFH), 
who will be treated with EVKEEZA. Each section provides information on the 
steps required to obtain access, reimbursement, and ongoing support for your 
patient including:

Review this comprehensive guide sequentially to learn the required administrative steps for your patient’s  
access to EVKEEZA, or click on the tabs at the right of each page to jump to a specific resource section.

Regeneron is committed to helping patients and their caregivers. Regeneron and myRARE® can partner with  
you throughout the acquisition, treatment, and reimbursement process. An assigned myRARE Coordinator  
will be the point of contact for your office. Patients can have a PN as a single point of contact. The myRARE PN 
will work with patients throughout their EVKEEZA journey.

Phone: 1-877-EVKEEZA (1-877-385-3392) Option 1
Hours of operation: �Monday–Friday, 9 AM–9 PM Eastern time

Fax: 1-844-RAREFAX (1-844-727-3329)

Website: www.EVKEEZAhcp.com
Upload: www.DocuSend.org

Financial supportProduct support

Coverage support Access and 
reimbursement support

Patient education from 
a nurse or pharmacist 
on how your patient 
will receive EVKEEZA

Personal support for your 
patients from a Patient  
Navigator (PN) throughout  
their EVKEEZA journey

https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://evkeezahcp.com/s/
https://docusend.org/s/
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IntroductionSteps to patient access for  
EVKEEZA with myRARE® 

myRARE can support your patient throughout the treatment process

STEP 1 
Start Form

• �Complete myRARE Start Form to start the process— 
physician signature is required to process enrollment

• ��Fax Start Form to 1-844-RAREFAX (1-844-727-3329) 
or upload to Docu-Send at DocuSend.org

• �If patient is not in the office, they can complete 
signatures online at www.myRARE.com

• �myRARE confirms receipt 
and will let you know if any 
additional information is 
immediately needed

STEP 3 
Determine 
access plan

STEP 5 
Appeal (if 
necessary)

STEP 2 
Understanding 
coverage

• �Benefits verification completed to understand 
coverage options for EVKEEZA

• �Review the available benefits, prior authorization 
(PA) requirements, and additional notes from 
Summary of Benefits

• �myRARE will contact you to 
review benefit information 
faxed to you and answer any 
questions you may have

Decide on product acquisition and site of care 
for patient 
• �If you have additional questions, reach out to 
your Field Reimbursement Manager (FRM)

• �myRARE will confirm with you 
how you want to move forward 
based on patient’s coverage 
and your access plan for the 
patient

STEP 4 
Pursue 
coverage

• �Pursue coverage:

   �– �PA will be required by plans that have an 
established policy for EVKEEZA or those that 
require PA for categories of medications such as 
specialty drugs or biologics

   �– �Medical exception will be required for plans that 
have not yet established coverage criteria

• �myRARE can help research 
authorization requirements, 
provide sample letters, and 
track authorization status

Steps to patient access myRARE support  
along the way
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Continued on next page

• �Appeal, if necessary. Given the rare disease 
designation of HoFH, an appeal may be required  
to get coverage approved

• �Please share any payer response from the plan with 
myRARE

• �Understand what appeal options are available and 
the timeline to complete your appeal

• �myRARE can review the denial 
to help outline information 
that may be required by the 
patient’s health plan

https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://myrare.com
https://docusend.org/s/


8

Patient access  
 w

ith m
yR

AR
E

®
B

enefi
ts  

verifi
cation

Pursuing  
coverage

O
rdering 

Coding  
and billing

Financial support  
options

Please see Important Safety Information 
on pages 3 and 4 and full Prescribing 
Information.

Introduction

STEP 6 
Financial  
support

STEP 8 
Seek 
reimbursement  
(if buy  
and bill)

STEP 9 
Coordinate  
ongoing 
treatment

STEP 7 
Product 
acquisition

• �Assess patient’s support needs. Whether their 
insurance has approved or denied coverage, this is   
a good time to review options

   �If approved: Confirm patient’s out-of-pocket costs  
and see whether patient is eligible for assistance

   �If denied: Determine whether patient is eligible 
for the Patient Assistance Program, see page 41              
for details

• �Determine any payer-specific requirements for  
the claims submission

• �Submit the claim in a timely fashion after  
double-checking to ensure that codes are accurate 
and appropriate documentation is included

• �Submit a claim for reimbursement

• �Track payer remittance

• �If claim is denied, review response to determine 
appeal options

• �Schedule next infusion per EVKEEZA Prescribing 
Information, monthly dosing

• �Verify no change in patient insurance or coverage

Acquire EVKEEZA through Specialty Pharmacy  
or Specialty Distributor

See page 29 for contact information

• �myRARE will identify support 
available based on patient 
insurance type, coverage 
status, and income (if 
applicable) and verify patient 
eligibility

• �myRARE can provide 
information on billing, claims 
processing, and claims status 
tracking assistance

• �myRARE can assist with 
ongoing coverage confirmation
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Steps to patient access for  
EVKEEZA with myRARE® (cont’d) 

Steps to patient access myRARE support  
along the way

https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.regeneron.com/downloads/evkeeza_pi.pdf


9

Patient access  
 w

ith m
yR

AR
E

®
B

enefi
ts  

verifi
cation

Pursuing  
coverage

O
rdering 

Coding  
and billing

Financial support  
options

Please see Important Safety Information 
on pages 3 and 4 and full Prescribing 
Information.

Introduction

Start  
Form

Phone: 1-877-EVKEEZA (1-877-385-3392)      Fax: 1-844-RAREFAX (1-844-727-3329)     Upload: DocuSend.org  

To prevent delays, complete all fields and FAX ALL 7 PAGES to 1-844-RAREFAX (1-844-727-3329)  
or upload at DocuSend.org. For assistance, call us at 1-877-EVKEEZA (1-877-385-3392) Option 1,   
Monday–Friday, 9 am–9 pm Eastern time.

For any questions or concerns, or to report side effects with a Regeneron product while enrolled in myRARE, 
please contact us at 1-877-EVKEEZA (1-877-385-3392) Option 1, Monday–Friday, 9 AM–9 PM Eastern time. 

Please see accompanying full Prescribing Information.

SECTION 9 Patient Certifications (cont’d)

7

EVKEEZA® and  ® are registered trademarks of Regeneron Pharmaceuticals, Inc.  
Other trademarks or registered trademarks are the property of their respective owners.
©2025 Regeneron Pharmaceuticals, Inc. All rights reserved.     
09/2025   US.EVK.25.08.0003 

Withdraw Consent 
You may withdraw your consent to any of the above by notifying a Program representative by: calling 
1.877.385.3392; sending a letter to myRARE® 1107 Nicholas Blvd, Elk Grove Village, IL 60007; faxing 
1.844.727.3329; or emailing unsubscribe@regeneron.com.

Text Message & Calling Consent 
I acknowledge that by checking the Text/Call Consent box on page 1, I further authorize Regeneron to contact 
me by phone or SMS/text message at the telephone number I have provided, to provide me with resources 
and services related to EVKEEZA or the Program, and to send marketing communications to me. I understand 
that my wireless service provider’s message and data rates may apply. I understand that I can opt out of future 
text messages at any time by texting STOP to 776898 from my mobile phone, and that I can get help for text 
messages by texting HELP to 776898. I also understand that additional text messaging terms and conditions 
may be provided to me in the future as part of an opt-in confirmation text message. Message and data rates 
may apply. I UNDERSTAND THAT THESE COMMUNICATIONS MAY USE PRERECORDED/ARTIFICIAL VOICE 
MESSAGES AND/OR AN AUTOMATED SYSTEM. I ALSO UNDERSTAND THAT MY CONSENT IS NOT REQUIRED 
AS A CONDITION OF PURCHASING ANY GOODS OR SERVICES FROM REGENERON OR ITS AFFILIATES.

Patient name _____________________________________________________________________________________________________________ Patient DOB ___________/___________/______________________

Prescriber name ___________________________________________________________________________________________________ NPI # ____________________________________________________

PAGE 7

Complete entire form and FAX ALL 7 PAGES to myRARE at 1-844-RAREFAX or upload to DocuSend.org.                      

09/2025   US.EVK.25.08.0003

Please see accompanying full Prescribing Information.

Start  
Form

Phone: 1-877-EVKEEZA (1-877-385-3392)      Fax: 1-844-RAREFAX (1-844-727-3329)     Upload: DocuSend.org  

To prevent delays, complete all fields and FAX ALL 7 PAGES to 1-844-RAREFAX (1-844-727-3329)  
or upload at DocuSend.org. For assistance, call us at 1-877-EVKEEZA (1-877-385-3392) Option 1,   
Monday–Friday, 9 am–9 pm Eastern time.

To qualify for the myRARE® PAP, I understand that I must meet certain income and other eligibility 
requirements. myRARE may ask for proof of income at any time for the purpose of audit/verification. If 
requested, I agree to provide proof of income within thirty (30) days of the request. Continuation in the program 
is conditioned upon timely verification of income. In addition, I agree to notify myRARE promptly if my insurance 
situation changes. I also agree that Regeneron Pharmaceuticals, Inc. and its affiliates, representatives, agents, 
and contractors (together, “Regeneron”) may verify my eligibility for the myRARE Program, and I 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. I authorize Regeneron to use my Social 
Security number and/or additional demographic information to access reports on my individual credit history 
from consumer reporting agencies for purposes of determining my income eligibility for the PAP. I understand 
that, upon request, Regeneron will tell me whether an individual consumer report was requested and the name 
and address of the agency that furnished it. I further understand and authorize Regeneron to use any consumer 
reports about me and information collected from me, along with other information they obtain from public 
and other sources, including the use of third parties to conduct services that may improve the cross-border 
processing of my personal data outside of the US, to estimate my income in conjunction with the PAP eligibility 
determination process.

If I am applying for the PAP, I confirm my agreement with the conditions set forth. If I am approved for the PAP 
or if I otherwise receive no cost product under the Program, I certify that neither I nor anyone acting on my 
behalf will seek reimbursement from any third-party insurer or payer for product I receive at no cost while I am 
enrolled in the Program. If I am enrolled in a Medicare Prescription Drug Plan, I acknowledge that the value 
of any free product I receive cannot be counted toward my True Out-of-Pocket (TrOOP) expenses and that 
Regeneron will notify my plan of the assistance received through the PAP. I understand that I do not have to 
enroll in the Program, and that I can still receive EVKEEZA, as prescribed by my healthcare providers and staff. 
Participation in the Program does not obligate me to use any specific healthcare provider, and I am free to 
change providers at any time. I may opt out of individual support offered by the Program, including the myRARE 
Commercial Copay Card Program, or opt out of the Program entirely at any time by notifying a Program 
representative by: calling 1.877.385.3392; sending a letter to myRARE, 1107 Nicholas Blvd, Elk Grove Village; 
faxing 1.844.727.3329; or emailing unsubscribe@regeneron.com. I also understand that I must inform the 
Program if my financial circumstance, insurance, or any other eligibility criteria changes. I also understand that 
the Program may be revised, changed, or terminated, in whole or in part, at any time and without notice.

6

SECTION 9 Patient Certifications (cont’d)

Patient name _____________________________________________________________________________________________________________ Patient DOB ___________/___________/______________________

Prescriber name ___________________________________________________________________________________________________ NPI # ____________________________________________________

PAGE 6

Complete entire form and FAX ALL 7 PAGES to myRARE at 1-844-RAREFAX or upload to DocuSend.org.                      

09/2025   US.EVK.25.08.0003

Please see accompanying full Prescribing Information.

Start  
Form

Phone: 1-877-EVKEEZA (1-877-385-3392)      Fax: 1-844-RAREFAX (1-844-727-3329)     Upload: DocuSend.org  

To prevent delays, complete all fields and FAX ALL 7 PAGES to 1-844-RAREFAX (1-844-727-3329)  
or upload at DocuSend.org. For assistance, call us at 1-877-EVKEEZA (1-877-385-3392) Option 1,   
Monday–Friday, 9 am–9 pm Eastern time.

Please read the following carefully, then date and sign where indicated in Section 1 on page 1.
I am enrolling in the myRARE® Program and authorize Regeneron Pharmaceuticals, Inc., and its affiliates, 
representatives, agents, and contractors (together, “Regeneron”) to provide me with assistance, as described in 
the Program Enrollment Form, such as coverage and reimbursement support, financial assistance, education, 
and other support programs (the “Program”). I agree that Regeneron may verify my eligibility for the Program, 
and I understand that such verification may include contacting me or my healthcare providers for additional 
information and/or reviewing additional financial, insurance, and/or medical information. I verify that the 
information on this form and other supporting documentation is complete and accurate to the best of my 
knowledge. 

I agree to my enrollment in the myRARE Commercial Copay Card Program if confirmed as eligible and 
understand that any assistance with my applicable cost sharing or copayment for EVKEEZA will be made in 
accordance with the Program terms and conditions. I understand that patients who are enrolled in any federal 
healthcare program, including, without limitation, Medicare, Medicaid, TRICARE, and Veterans Affairs are not 
eligible to participate in the Commercial Copay Card Program. I understand that the myRARE Commercial Copay 
Card Program is not health insurance.

Patients are not eligible for the myRARE Patient Assistance Program (PAP)/need-based free drug if their 
employer, insurance plan, payer, or third-party administrator participates in an alternate funding program and 
requires them to (i) apply to the myRARE PAP as a condition of, requirement for, or prerequisite to coverage of 
relevant Regeneron products, and/or (ii) denies, restricts, eliminates, delays, alters, or withholds any insurance 
benefits or coverage contingent upon application to, or approval or denial of, eligibility for a manufacturer patient 
support program like the myRARE PAP. I (or my legally authorized representative or guardian) am applying for 
assistance from the myRARE PAP voluntarily. I have not been directed by my insurance plan, employer, payer, or 
any other third party administrator to seek assistance from the myRARE PAP, and I agree to inform the myRARE 
PAP team if I am requested to apply to the myRARE PAP by my insurance plan, employer, payer, or any other 
third-party administrator.

Further, I acknowledge that the myRARE PAP team may take additional steps to verify my eligibility for the 
PAP/need-based free drug. Therefore, if I am applying to the myRARE PAP for either myself or on behalf of a 
patient, I authorize the myRARE PAP to contact my/the patient’s employer, insurer, and other third parties (such 
as pharmacy benefit managers and their affiliated partners) to verify prescription benefit design and coverage. 
If I subsequently learn that my insurance plan, employer, payer, and/or other third-party administrator uses an 
alternate funding program, I agree to inform the myRARE PAP team immediately and understand that I will no 
longer be eligible for support.

5

SECTION 9 Patient Certifications

Patient name _____________________________________________________________________________________________________________ Patient DOB ___________/___________/______________________

Prescriber name ___________________________________________________________________________________________________ NPI # ____________________________________________________

PAGE 5

Complete entire form and FAX ALL 7 PAGES to myRARE at 1-844-RAREFAX or upload to DocuSend.org.                      

09/2025   US.EVK.25.08.0003

Please see accompanying full Prescribing Information.

Start  
Form

Phone: 1-877-EVKEEZA (1-877-385-3392)      Fax: 1-844-RAREFAX (1-844-727-3329)     Upload: DocuSend.org  

To prevent delays, complete all fields and FAX ALL 7 PAGES to 1-844-RAREFAX (1-844-727-3329)  
or upload at DocuSend.org. For assistance, call us at 1-877-EVKEEZA (1-877-385-3392) Option 1,   
Monday–Friday, 9 am–9 pm Eastern time.

I understand and agree that my Healthcare Providers, Health Insurers, and Specialty Pharmacies may receive 
remuneration from Regeneron in exchange for disclosing My Information to Regeneron and/or for providing me 
with support services in connection with EVKEEZA or the myRARE® Program.

Once My Information has been disclosed to Regeneron, I understand that federal privacy laws may no longer 
protect it from further disclosure. However, Regeneron has agreed to protect My Information by using and 
disclosing it only for the purposes authorized in this Authorization or as otherwise required by law. I understand 
that I may be contacted by Regeneron in the event that I report an adverse event.

I understand that if I refuse to sign this Authorization, I will not be able to participate in the myRARE Program but 
it will not affect my eligibility to obtain medical treatment, my ability to seek payment for this treatment, or my 
insurance enrollment or eligibility for insurance coverage.

Furthermore, I understand that I may withdraw (take back) this Authorization at any time by mailing, faxing, or 
emailing a written request to myRARE at 1107 Nicholas Blvd, Elk Grove Village, IL 60007; fax: 1.844.727.3329; 
email: unsubscribe@regeneron.com. Withdrawal of this Authorization will end further uses and disclosures 
of My Information based on this Authorization made before my request is received and processed by my 
Healthcare Providers, Health Insurers, and Specialty Pharmacies.

This Authorization expires 18 months from the date support is last provided under any myRARE Program, 
subject to applicable law, unless I withdraw it earlier. I understand that I may request a copy of this Authorization.

SECTION 8 Authorization to Disclose/Use Health Information (cont’d)

4

Patient name _____________________________________________________________________________________________________________ Patient DOB ___________/___________/______________________

Prescriber name ___________________________________________________________________________________________________ NPI # ____________________________________________________

PAGE 4

Complete entire form and FAX ALL 7 PAGES to myRARE at 1-844-RAREFAX or upload to DocuSend.org.                      

09/2025   US.EVK.25.08.0003

Please see accompanying full Prescribing Information.

Start  
Form

Phone: 1-877-EVKEEZA (1-877-385-3392)      Fax: 1-844-RAREFAX (1-844-727-3329)     Upload: DocuSend.org  

To prevent delays, complete all fields and FAX ALL 7 PAGES to 1-844-RAREFAX (1-844-727-3329)  
or upload at DocuSend.org. For assistance, call us at 1-877-EVKEEZA (1-877-385-3392) Option 1,   
Monday–Friday, 9 am–9 pm Eastern time.

Authorization to Disclose/Use Health Information 

How many people live in your household? ______________________  What is your total annual household income?* ___________________________
*Salary/wages, Social Security income, unemployment insurance benefits, disability income, any other income for the household.

To qualify for the myRARE® Patient Assistance Program, I understand that I must meet certain income and other eligibility requirements. myRARE may ask for proof of income at any time for the purpose of audit/verification.  
If requested, I agree to provide proof of income within thirty (30) days of the request. Continuation in the program is conditioned upon timely verification of income. In addition, I agree to notify myRARE promptly if my insurance 
situation changes. I also agree that Regeneron Pharmaceuticals, Inc. and its affiliates, representatives, agents and contractors (together, “Regeneron”) may verify my eligibility for the myRARE Program, and I 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. I authorize Regeneron to use my Social Security number and/
or additional demographic information to access reports on my individual credit history from consumer reporting agencies for purposes of determining my income eligibility. I understand that, upon request, Regeneron will tell me 
whether an individual consumer report was requested and the name and address of the agency that furnished it. I further understand and authorize Regeneron 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 the Patient Assistance Program eligibility determination process.

Please read the following carefully, then date and sign where indicated in Section 1 on page 1.
I authorize my healthcare providers and staff (“Healthcare Providers”), my health insurer, health plan or 
programs that provide me healthcare benefits (together, “Health Insurers”), and any specialty pharmacies 
(“Specialty Pharmacies”) that dispense my medication to disclose to Regeneron Pharmaceuticals, Inc., and 
its affiliates and agents (together, “Regeneron”) health information about me, including information related to 
my medical condition, treatment with EVKEEZA, health insurance coverage, claims, prescription, and referral to 
and enrollment in the myRARE Program (together, “My Information”). My Healthcare Providers, Health Insurers, 
Specialty Pharmacies, and Regeneron may use and disclose My Information for the purposes of providing 
certain support services, including: 

• To determine if I am eligible to participate in myRARE reimbursement and coverage assistance program(s), 
Patient Assistance Programs, and other support programs (together, “myRARE Program”); 

• For the operation and administration of the myRARE Program, including to communicate with me about the 
myRARE Program and my participation in the myRARE Program, and to evaluate and improve the myRARE 
Program and associate services provided; 

• To investigate my health insurance coverage benefits; 
• To obtain prior authorization for coverage/reimbursement; 
• To assist with appeals of denied claims for coverage/reimbursement; and 
• To refer me to, or to determine eligibility for, other programs and/or alternate sources of funding—            

such as Medicaid, healthcare exchanges, Medigap, state pharmaceutical assistance programs (SPAPs), 
and charitable foundations—that may be available to provide assistance to me with the costs of    
my medications 

SECTION 7 Financial Information (must be completed for Patient Assistance Program [PAP] requests)

SECTION 8 Authorization to Disclose/Use Health Information

3

Patient name _____________________________________________________________________________________________________________ Patient DOB ___________/___________/______________________

Prescriber name ___________________________________________________________________________________________________ NPI # ____________________________________________________

PAGE 3

Submitting the myRARE®  
Start Form for EVKEEZA

Once you have determined that EVKEEZA is a medically appropriate treatment  
for your patient living with HoFH, begin by submitting a prescription using the  
myRARE Start Form.

Complete all sections of this Enrollment Form, including specific information about the patient’s 
condition for treatment with EVKEEZA. Completing and submitting the Start Form will begin the  
benefits verification process for your patient.

The guidance provided for each page can help ensure this form is fully completed and processed  
in a timely manner

Complete entire form and FAX ALL 7 PAGES to myRARE at 1-844-RAREFAX or upload to DocuSend.org.                      

09/2025   US.EVK.25.08.0003

Please see accompanying full Prescribing Information.

Start  
Form

Phone: 1-877-EVKEEZA (1-877-385-3392)      Fax: 1-844-RAREFAX (1-844-727-3329)     Upload: DocuSend.org  

To prevent delays, complete all fields and FAX ALL 7 PAGES to 1-844-RAREFAX (1-844-727-3329)  
or upload at DocuSend.org. For assistance, call us at 1-877-EVKEEZA (1-877-385-3392) Option 1,   
Monday–Friday, 9 am–9 pm Eastern time.

Previous and/or Current Lipid-Lowering Treatments    Yes (please indicate below)

Patient name _________________________________________________________________________________________________ Patient DOB ___________/___________/______________________

Prescriber name ______________________________________________________________________________________________ NPI # ____________________________________________________

ASCVD=atherosclerotic cardiovascular disease; FH=familial hypercholesterolemia; HeFH=heterozygous familial hypercholesterolemia; 
LDL-C=low-density lipoprotein-cholesterol.

Current Status   Current/treated LDL-C value ______________________ mg/dL  Date__________/__________/___________________ with current treatment(s) indicated below

Date (MM/DD/YYYY)Physician signature

Sign  Dispense as written    Substitution permitted REQUIRED

If patient has already started treatment, EVKEEZA supply needed for scheduled treatment on (MM/DD/YYYY) ___________/___________/_____________________

Rx: EVKEEZA® (evinacumab-dgnb) Injection
Known drug allergies _____________________________________________________________

 Patient weight in kg _____________________________________________

Dose: 15 mg/kg IV once monthly
Special instructions/Indication: Administer by intravenous infusion over 60 minutes

Infusion fluid type (please select one):
The maximum volume will vary with the patient’s body weight
   0.9% Sodium Chloride Injection 
    •••••••••••••••••  OR  ••••••••••••••••• 

   5% Dextrose Injection
Refills ____________      Days’ supply: 30

REQUIRED

Maternal Paternal
Total cholesterol __________________________________________ mg/dL __________________________________________ mg/dL
Untreated cholesterol __________________________________________ mg/dL __________________________________________ mg/dL
Premature ASCVD
Premature cardiac event  _____________________________________________  _____________________________________________

My signature certifies that the person named on this form is my patient; the information provided on this application, to the best of my knowledge, is complete and accurate; and that, in my professional judgment, therapy with EVKEEZA 
is medically necessary for the patient identified on this form. I understand that my patient’s information provided to Regeneron Pharmaceuticals, Inc., and its affiliates and agents (together, “Regeneron”) is for the use of myRARE® solely 
to verify my patient’s insurance coverage; to assess, if applicable, my patient’s eligibility for patient assistance and other support programs; and to otherwise administer myRARE for the patient including facilitating enrollment into the 
myRARE Program. I certify that I have obtained my patient’s written authorization in accordance with applicable state and federal law, including the Health Insurance Portability and Accountability Act of 1996 and its implementing 
regulations, to provide the individually identifiable health information on this form to reimbursement support programs such as myRARE for these purposes. If applicable, I authorize myRARE to conduct a benefits investigation for my 
patient and to act on my behalf for the limited purpose of transmitting this prescription to the appropriate pharmacy designated by the patient per their benefit plan provided that, if this prescription is not so designated, myRARE is 
authorized to transmit this prescription to a network pharmacy it selects. I certify that EVKEEZA received free of charge from the myRARE Patient Assistance Program in response to this application, if any, will be used exclusively for 
the patient named on this form. I also certify that no claim for reimbursement for free product or related medical procedures and services will be submitted to any payer, including Medicare and Medicaid; and no free product may be 
sold, traded, bartered or distributed for sale. I understand that any free product distributed through the myRARE Patient Assistance Program is not contingent on any purchase obligations. I consent to myRARE contacting me by fax, 
mail, or email to provide additional information about EVKEEZA or myRARE. I understand that Regeneron may revise, change, or terminate any program services at any time without notice to me.

SECTION 5 Physician Certification REQUIRED

SECTION 4 Diagnosis/Prescription REQUIRED

REQUIRED

At Time of Diagnosis   Age at diagnosis ___________________________   Diagnosis:  Clinical   AND/OR     Genetic 
Untreated LDL-C value (prior to any treatment) ______________________ mg/dL  Date__________/__________/___________________
Treated LDL-C with standard lipid-lowering therapies (statins and ezetimibe) ______________________ mg/dL  Date__________/__________/___________________

 Cutaneous or tendinous xanthoma  First onset age ______________________

Family History    Confirmed diagnosis of FH in both parents    OR      Evidence of FH in both parents

SECTION 6 Patient History

                                                                          Treatment name                                               Start date                                                          Stop date                                     Current                 Intolerant

  Statin ______________________________ ___________/___________/___________ ___________/___________/___________ 

  PCSK9i ______________________________ ___________/___________/___________ ___________/___________/___________ 

  Zetia® (ezetimibe)  ___________/___________/___________ ___________/___________/___________ 

  Juxtapid® (lomitapide)  ___________/___________/___________ ___________/___________/___________ 

  Apheresis  ___________/___________/___________ ___________/___________/___________ 

  Other ______________________________ ___________/___________/___________ ___________/___________/___________ 

2

A confirmed diagnosis of homozygous familial hypercholesterolemia (HoFH) is required for myRARE 
® Support and EVKEEZA

  

*Clinical diagnosis or confirmed through genetic testing: presence of 2 identical (true HoFH) or 2 nonidentical (compound or double HeFH) abnormal LDL-C–raising gene defects.

I am attesting patient has a confirmed diagnosis of HoFH1,2* and I understand EVKEEZA is indicated solely for patients one year and older with homozygous familial hypercholesterolemia. 
(ACKNOWLEDGMENT REQUIRED) 

References for HoFH diagnosis: 1. Cuchel M et al. Eur Heart J. 2023;44(25):2277-2291. 2. Gidding SS et al. Circulation. 2015;132(22):2167-2192.

PAGE 2

Complete entire form and FAX ALL 7 PAGES to myRARE  
at 1-844-RAREFAX or upload to DocuSend.org.                      

09/2025   US.EVK.25.08.0003

Please see accompanying full Prescribing Information.

Start  
Form

Phone: 1-877-EVKEEZA (1-877-385-3392)      Fax: 1-844-RAREFAX (1-844-727-3329)     Upload: DocuSend.org  

To prevent delays, complete all fields and FAX ALL 7 PAGES to 1-844-RAREFAX (1-844-727-3329)  
or upload at DocuSend.org. For assistance, call us at 1-877-EVKEEZA (1-877-385-3392) Option 1,   
Monday–Friday, 9 am–9 pm Eastern time.

Please make sure to fill out all of the necessary information on pages 1 and 2, which is denoted by REQUIRED.

1

SECTION 1 Patient Information REQUIRED

REQUIREDSECTION 2 Patient Insurance Information

REQUIREDSECTION 3 Prescribing Physician Information

 Patient contact information attached

First name _________________________________________  Middle initial _________  Last name __________________________________  DOB ______/______/________ Gender   M   F   Prefer not to disclose   

Address ______________________________________________________________________________  City _____________________________________________  State _____________________  ZIP ________________________   

Cell phone # (___________)_____________________________________________________________   Home phone # (___________)_____________________________________________________________________________  

Preferred phone #   Home    Cell   OK to leave detailed message?   Yes    No       Best time to call _______________________________   AM   PM 

Patient’s preferred language (if not English) _________________________________________________________________ Email _____________________________________________________________________________

Alternate contact name _____________________________________________________________________________________ Alternate contact phone # (___________)______________________________________________

Caregiver/legal representative name ________________________________________________________________________ Caregiver/legal representative phone # (___________)_________________________________

Patient Consents (may also be completed online at www.myRARE.com)

I have read and agree to enroll in myRARE® for EVKEEZA and to the Authorization to Disclose/
Use Health Information included in Section 8

Sign
(1 of 2)

Ok to text?

Sign
(2 of 2)

                                     Patient signature/Legal representative                       Date (MM/DD/YYYY)                                       Patient signature/Legal representative                      Date (MM/DD/YYYY)

Relationship to patient (if signed by someone other than the patient, please describe your authority to sign on behalf of the patient) 

 Yes    No   (By checking “Yes,” I have read the Text Messaging Consent in Section 9 and expressly consent to receive text messages by or on behalf of the Program)

I have read and agree to enroll in myRARE for EVKEEZA and to the Patient Certifications  
included in Section 9

Primary Insurance
A copy of insurance card (front and back) is required. Check here if copies are attached   
Primary insurance name _____________________________________________________________________  

Primary insurance phone # (____________)______________________________________________________  

Policy # ________________________________________________________________________________________  

Group # _______________________________________________________________________________________

Policyholder name _______________________________________________________________________________  

Policyholder’s relationship to patient ___________________________________________________________ 

If patient does not have insurance, you may skip this section.   
Secondary/Prescription Insurance (if applicable)      Prescription insurance

If copy of insurance card (front and back) is attached, check here   
Secondary insurance name __________________________________________________________________   

Secondary insurance phone # (___________)___________________________________________________  

Policy # ______________________________________________ BIN # _________________________________ 

Group # ______________________________________________ PCN # ________________________________ 

Policyholder name ____________________________________________________________________________  

Policyholder’s relationship to patient _________________________________________________________ 

Physician Information
Name ______________________________________________________________________________________

Practice/Facility name _______________________________________________________________________

Address ____________________________________________________________________________________ 

City ______________________________________ State ____________ ZIP ____________________________

Phone # (___________)_____________________ Fax (___________)___________________________________

National Practice Identifier (NPI) ____________________________ Tax ID # ________-_________________

Group NPI ______________________________________________________________________________________

Primary Office Contact 
(Who myRARE should contact to review patient coverage, collect missing information, and 

determine treatment setting and product acquisition)  

Name ______________________________________________________________________________________________

Direct phone # (___________)___________________________________________________________________

Email ________________________________________________________________________________________

Preferred method of contact:     Phone      Email      Fax

Preferred day(s) of contact:     Mon      Tues      Wed      Thurs      Fri

 Name of preferred site of infusion, if different from practice/facility name above

  ______________________________________________________________________________________________________

 Address __________________________________________________________________________________________

 City _________________________________________________ State ______________ ZIP ___________________

 Phone # (____________)______________________________________________________________________________

Preferred Treatment Setting

 Home

 Clinical setting

      In-office    Infusion center 

 Preferred Acquisition Channel

 Specialty pharmacy with home infusion

  Buy and bill 

  Specialty pharmacy to bill

  Undecided–Benefits information will be provided for available options based on  
plan coverage

Infusion Setting and Administration (Benefits will be provided based on indicated preferences and patient’s plan coverage)

Scan here  
for myRARE
enrollment
video

PAGE 1

Visit https://EVKEEZAhcp.com/s/support-resources to access a video that details 
the myRARE enrollment process and how myRARE can help your patients

https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://evkeezahcp.com/s/support-resources
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Please see Important Safety Information 
on pages 3 and 4 and full Prescribing 
Information.

Introduction

Insurance information
• �Provide the patient’s insurance information; the left side is for primary insurance, and the right side 
is for secondary or prescription drug insurance

• �If you check the boxes for attaching the patient’s insurance cards, attach copies of the front and 
back of the cards, including prescription drug cards 

Patient information
• �This section needs to be completed by the  
patient. However, if the patient needs help or  
has questions, use the following information  
to guide them in completing this form

• �Inform patient of the options to provide cell and  
home phone numbers, choose a preferred phone  
number, and allow the myRARE Patient Support  
Program (PSP) to leave a detailed message

• �Ask the patient to check the best time of the  
day to be contacted

• �Inform patients of the option to consent to  
receive text messages from myRARE

• �Make sure the patient signs where indicated to  
confirm the patient has read and agreed to the  
Authorization to Disclose/Use Health  
Information in Section 8 and the Patient  
Certifications in Section 9

• �Patients can provide consent by: 
   – �Signing a paper copy of the Start Form 
   – �Visiting myRARE.com and clicking the blue  

enroll button 
   – �Receiving an email from their Patient Navigator  

and filling out the Patient Consent Form (available in English and Spanish)

Prescriber information
• �Provide all relevant information, including your name, practice, contact information, preferred 
method of contact, and identification numbers

• �Provide the name, phone number, and email of the primary point of contact at the provider’s office
• ��Choose the preferred treatment setting and address if different from your practice/facility
• �Select the preferred acquisition channel (buy-and-bill or specialty pharmacy)
• �If “undecided” is selected, myRARE will receive benefits information for available options based on 
the patient’s plan coverage

All REQUIRED sections of this Enrollment Form should be completed, including specific information 
about the patient’s condition for treatment with EVKEEZA. Frequently missed required information is 
denoted with PINK flags throughout the form. The guidance provided on each page can help ensure this 
form is fully completed and processed in a timely manner. 

1

2

Complete entire form and FAX ALL 7 PAGES to myRARE  
at 1-844-RAREFAX or upload to DocuSend.org.                      

09/2025   US.EVK.25.08.0003

Please see accompanying full Prescribing Information.

Start  
Form

Phone: 1-877-EVKEEZA (1-877-385-3392)      Fax: 1-844-RAREFAX (1-844-727-3329)     Upload: DocuSend.org  

To prevent delays, complete all fields and FAX ALL 7 PAGES to 1-844-RAREFAX (1-844-727-3329)  
or upload at DocuSend.org. For assistance, call us at 1-877-EVKEEZA (1-877-385-3392) Option 1,   
Monday–Friday, 9 am–9 pm Eastern time.

Please make sure to fill out all of the necessary information on pages 1 and 2, which is denoted by REQUIRED.

1

SECTION 1 Patient Information REQUIRED

REQUIREDSECTION 2 Patient Insurance Information

REQUIREDSECTION 3 Prescribing Physician Information

 Patient contact information attached

First name _________________________________________  Middle initial _________  Last name __________________________________  DOB ______/______/________ Gender   M   F   Prefer not to disclose   

Address ______________________________________________________________________________  City _____________________________________________  State _____________________  ZIP ________________________   

Cell phone # (___________)_____________________________________________________________   Home phone # (___________)_____________________________________________________________________________  

Preferred phone #   Home    Cell   OK to leave detailed message?   Yes    No       Best time to call _______________________________   AM   PM 

Patient’s preferred language (if not English) _________________________________________________________________ Email _____________________________________________________________________________

Alternate contact name _____________________________________________________________________________________ Alternate contact phone # (___________)______________________________________________

Caregiver/legal representative name ________________________________________________________________________ Caregiver/legal representative phone # (___________)_________________________________

Patient Consents (may also be completed online at www.myRARE.com)

I have read and agree to enroll in myRARE® for EVKEEZA and to the Authorization to Disclose/
Use Health Information included in Section 8

Sign
(1 of 2)

Ok to text?

Sign
(2 of 2)

                                     Patient signature/Legal representative                       Date (MM/DD/YYYY)                                       Patient signature/Legal representative                      Date (MM/DD/YYYY)

Relationship to patient (if signed by someone other than the patient, please describe your authority to sign on behalf of the patient) 

 Yes    No   (By checking “Yes,” I have read the Text Messaging Consent in Section 9 and expressly consent to receive text messages by or on behalf of the Program)

I have read and agree to enroll in myRARE for EVKEEZA and to the Patient Certifications  
included in Section 9

Primary Insurance
A copy of insurance card (front and back) is required. Check here if copies are attached   
Primary insurance name _____________________________________________________________________  

Primary insurance phone # (____________)______________________________________________________  

Policy # ________________________________________________________________________________________  

Group # _______________________________________________________________________________________

Policyholder name _______________________________________________________________________________  

Policyholder’s relationship to patient ___________________________________________________________ 

If patient does not have insurance, you may skip this section.   
Secondary/Prescription Insurance (if applicable)      Prescription insurance

If copy of insurance card (front and back) is attached, check here   
Secondary insurance name __________________________________________________________________   

Secondary insurance phone # (___________)___________________________________________________  

Policy # ______________________________________________ BIN # _________________________________ 

Group # ______________________________________________ PCN # ________________________________ 

Policyholder name ____________________________________________________________________________  

Policyholder’s relationship to patient _________________________________________________________ 

Physician Information
Name ______________________________________________________________________________________

Practice/Facility name _______________________________________________________________________

Address ____________________________________________________________________________________ 

City ______________________________________ State ____________ ZIP ____________________________

Phone # (___________)_____________________ Fax (___________)___________________________________

National Practice Identifier (NPI) ____________________________ Tax ID # ________-_________________

Group NPI ______________________________________________________________________________________

Primary Office Contact 
(Who myRARE should contact to review patient coverage, collect missing information, and 

determine treatment setting and product acquisition)  

Name ______________________________________________________________________________________________

Direct phone # (___________)___________________________________________________________________

Email ________________________________________________________________________________________

Preferred method of contact:     Phone      Email      Fax

Preferred day(s) of contact:     Mon      Tues      Wed      Thurs      Fri

 Name of preferred site of infusion, if different from practice/facility name above

  ______________________________________________________________________________________________________

 Address __________________________________________________________________________________________

 City _________________________________________________ State ______________ ZIP ___________________

 Phone # (____________)______________________________________________________________________________

Preferred Treatment Setting

 Home

 Clinical setting

      In-office    Infusion center 

 Preferred Acquisition Channel

 Specialty pharmacy with home infusion

  Buy and bill 

  Specialty pharmacy to bill

  Undecided–Benefits information will be provided for available options based on  
plan coverage

Infusion Setting and Administration (Benefits will be provided based on indicated preferences and patient’s plan coverage)

Scan here  
for myRARE
enrollment
video

PAGE 1

1

2

3

3

Submitting the myRARE®  
Start Form for EVKEEZA (cont’d)

Key steps for enrolling patients in the myRARE Patient Support Program

https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://myrare.com
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Please see Important Safety Information 
on pages 3 and 4 and full Prescribing 
Information.

Introduction

Diagnosis/prescription
• �Check the box to attest that the patient  
has a confirmed diagnosis of HoFH and  
to acknowledge that EVKEEZA is indicated 
solely for patients with this condition

• �Include all applicable information for 
the prescription and administration of 
EVKEEZA, including known drug allergies, 
the patient’s weight, type of infusion fluid, 
refills requested, and scheduled  
treatment date

4

Submitting the myRARE®  
Start Form for EVKEEZA (cont’d)

Key steps for enrolling patients in the myRARE Patient Support Program
(cont’d)

Complete entire form and FAX ALL 7 PAGES to myRARE at 1-844-RAREFAX or upload to DocuSend.org.                      

09/2025   US.EVK.25.08.0003

Please see accompanying full Prescribing Information.

Start  
Form

Phone: 1-877-EVKEEZA (1-877-385-3392)      Fax: 1-844-RAREFAX (1-844-727-3329)     Upload: DocuSend.org  

To prevent delays, complete all fields and FAX ALL 7 PAGES to 1-844-RAREFAX (1-844-727-3329)  
or upload at DocuSend.org. For assistance, call us at 1-877-EVKEEZA (1-877-385-3392) Option 1,   
Monday–Friday, 9 am–9 pm Eastern time.

Previous and/or Current Lipid-Lowering Treatments    Yes (please indicate below)

Patient name _________________________________________________________________________________________________ Patient DOB ___________/___________/______________________

Prescriber name ______________________________________________________________________________________________ NPI # ____________________________________________________

ASCVD=atherosclerotic cardiovascular disease; FH=familial hypercholesterolemia; HeFH=heterozygous familial hypercholesterolemia; 
LDL-C=low-density lipoprotein-cholesterol.

Current Status   Current/treated LDL-C value ______________________ mg/dL  Date__________/__________/___________________ with current treatment(s) indicated below

Date (MM/DD/YYYY)Physician signature

Sign  Dispense as written    Substitution permitted REQUIRED

If patient has already started treatment, EVKEEZA supply needed for scheduled treatment on (MM/DD/YYYY) ___________/___________/_____________________

Rx: EVKEEZA® (evinacumab-dgnb) Injection
Known drug allergies _____________________________________________________________

 Patient weight in kg _____________________________________________

Dose: 15 mg/kg IV once monthly
Special instructions/Indication: Administer by intravenous infusion over 60 minutes

Infusion fluid type (please select one):
The maximum volume will vary with the patient’s body weight
   0.9% Sodium Chloride Injection 
    •••••••••••••••••  OR  ••••••••••••••••• 

   5% Dextrose Injection
Refills ____________      Days’ supply: 30

REQUIRED

Maternal Paternal
Total cholesterol __________________________________________ mg/dL __________________________________________ mg/dL
Untreated cholesterol __________________________________________ mg/dL __________________________________________ mg/dL
Premature ASCVD
Premature cardiac event  _____________________________________________  _____________________________________________

My signature certifies that the person named on this form is my patient; the information provided on this application, to the best of my knowledge, is complete and accurate; and that, in my professional judgment, therapy with EVKEEZA 
is medically necessary for the patient identified on this form. I understand that my patient’s information provided to Regeneron Pharmaceuticals, Inc., and its affiliates and agents (together, “Regeneron”) is for the use of myRARE® solely 
to verify my patient’s insurance coverage; to assess, if applicable, my patient’s eligibility for patient assistance and other support programs; and to otherwise administer myRARE for the patient including facilitating enrollment into the 
myRARE Program. I certify that I have obtained my patient’s written authorization in accordance with applicable state and federal law, including the Health Insurance Portability and Accountability Act of 1996 and its implementing 
regulations, to provide the individually identifiable health information on this form to reimbursement support programs such as myRARE for these purposes. If applicable, I authorize myRARE to conduct a benefits investigation for my 
patient and to act on my behalf for the limited purpose of transmitting this prescription to the appropriate pharmacy designated by the patient per their benefit plan provided that, if this prescription is not so designated, myRARE is 
authorized to transmit this prescription to a network pharmacy it selects. I certify that EVKEEZA received free of charge from the myRARE Patient Assistance Program in response to this application, if any, will be used exclusively for 
the patient named on this form. I also certify that no claim for reimbursement for free product or related medical procedures and services will be submitted to any payer, including Medicare and Medicaid; and no free product may be 
sold, traded, bartered or distributed for sale. I understand that any free product distributed through the myRARE Patient Assistance Program is not contingent on any purchase obligations. I consent to myRARE contacting me by fax, 
mail, or email to provide additional information about EVKEEZA or myRARE. I understand that Regeneron may revise, change, or terminate any program services at any time without notice to me.

SECTION 5 Physician Certification REQUIRED

SECTION 4 Diagnosis/Prescription REQUIRED

REQUIRED

At Time of Diagnosis   Age at diagnosis ___________________________   Diagnosis:  Clinical   AND/OR     Genetic 
Untreated LDL-C value (prior to any treatment) ______________________ mg/dL  Date__________/__________/___________________
Treated LDL-C with standard lipid-lowering therapies (statins and ezetimibe) ______________________ mg/dL  Date__________/__________/___________________

 Cutaneous or tendinous xanthoma  First onset age ______________________

Family History    Confirmed diagnosis of FH in both parents    OR      Evidence of FH in both parents

SECTION 6 Patient History

                                                                          Treatment name                                               Start date                                                          Stop date                                     Current                 Intolerant

  Statin ______________________________ ___________/___________/___________ ___________/___________/___________ 

  PCSK9i ______________________________ ___________/___________/___________ ___________/___________/___________ 

  Zetia® (ezetimibe)  ___________/___________/___________ ___________/___________/___________ 

  Juxtapid® (lomitapide)  ___________/___________/___________ ___________/___________/___________ 

  Apheresis  ___________/___________/___________ ___________/___________/___________ 

  Other ______________________________ ___________/___________/___________ ___________/___________/___________ 

2

A confirmed diagnosis of homozygous familial hypercholesterolemia (HoFH) is required for myRARE 
® Support and EVKEEZA

  

*Clinical diagnosis or confirmed through genetic testing: presence of 2 identical (true HoFH) or 2 nonidentical (compound or double HeFH) abnormal LDL-C–raising gene defects.

I am attesting patient has a confirmed diagnosis of HoFH1,2* and I understand EVKEEZA is indicated solely for patients one year and older with homozygous familial hypercholesterolemia. 
(ACKNOWLEDGMENT REQUIRED) 

References for HoFH diagnosis: 1. Cuchel M et al. Eur Heart J. 2023;44(25):2277-2291. 2. Gidding SS et al. Circulation. 2015;132(22):2167-2192.

PAGE 2

4

5

6

Patient history
• �Include all applicable information, including 
the patient’s status, medical history, and family 
history of HoFH

Physician certification
• �Certify the information provided and the  
terms and conditions of the myRARE Patient 
Support Program by signing and dating  
the form 

• �Indicate selection by checking Dispense  
as written or Substitution permitted

6

5

 Click here to find detailed information  
about EVKEEZA coding and billing

https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.regeneron.com/downloads/evkeeza_pi.pdf
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Please see Important Safety Information 
on pages 3 and 4 and full Prescribing 
Information.

Introduction

Start  
Form

Phone: 1-877-EVKEEZA (1-877-385-3392)      Fax: 1-844-RAREFAX (1-844-727-3329)     Upload: DocuSend.org  

To prevent delays, complete all fields and FAX ALL 7 PAGES to 1-844-RAREFAX (1-844-727-3329)  
or upload at DocuSend.org. For assistance, call us at 1-877-EVKEEZA (1-877-385-3392) Option 1,   
Monday–Friday, 9 am–9 pm Eastern time.

For any questions or concerns, or to report side effects with a Regeneron product while enrolled in myRARE, 
please contact us at 1-877-EVKEEZA (1-877-385-3392) Option 1, Monday–Friday, 9 AM–9 PM Eastern time. 

Please see accompanying full Prescribing Information.

SECTION 9 Patient Certifications (cont’d)

7

EVKEEZA® and  ® are registered trademarks of Regeneron Pharmaceuticals, Inc.  
Other trademarks or registered trademarks are the property of their respective owners.
©2025 Regeneron Pharmaceuticals, Inc. All rights reserved.     
09/2025   US.EVK.25.08.0003 

Withdraw Consent 
You may withdraw your consent to any of the above by notifying a Program representative by: calling 
1.877.385.3392; sending a letter to myRARE® 1107 Nicholas Blvd, Elk Grove Village, IL 60007; faxing 
1.844.727.3329; or emailing unsubscribe@regeneron.com.

Text Message & Calling Consent 
I acknowledge that by checking the Text/Call Consent box on page 1, I further authorize Regeneron to contact 
me by phone or SMS/text message at the telephone number I have provided, to provide me with resources 
and services related to EVKEEZA or the Program, and to send marketing communications to me. I understand 
that my wireless service provider’s message and data rates may apply. I understand that I can opt out of future 
text messages at any time by texting STOP to 776898 from my mobile phone, and that I can get help for text 
messages by texting HELP to 776898. I also understand that additional text messaging terms and conditions 
may be provided to me in the future as part of an opt-in confirmation text message. Message and data rates 
may apply. I UNDERSTAND THAT THESE COMMUNICATIONS MAY USE PRERECORDED/ARTIFICIAL VOICE 
MESSAGES AND/OR AN AUTOMATED SYSTEM. I ALSO UNDERSTAND THAT MY CONSENT IS NOT REQUIRED 
AS A CONDITION OF PURCHASING ANY GOODS OR SERVICES FROM REGENERON OR ITS AFFILIATES.

Patient name _____________________________________________________________________________________________________________ Patient DOB ___________/___________/______________________

Prescriber name ___________________________________________________________________________________________________ NPI # ____________________________________________________

PAGE 7

Complete entire form and FAX ALL 7 PAGES to myRARE at 1-844-RAREFAX or upload to DocuSend.org.                      

09/2025   US.EVK.25.08.0003

Please see accompanying full Prescribing Information.

Start  
Form

Phone: 1-877-EVKEEZA (1-877-385-3392)      Fax: 1-844-RAREFAX (1-844-727-3329)     Upload: DocuSend.org  

To prevent delays, complete all fields and FAX ALL 7 PAGES to 1-844-RAREFAX (1-844-727-3329)  
or upload at DocuSend.org. For assistance, call us at 1-877-EVKEEZA (1-877-385-3392) Option 1,   
Monday–Friday, 9 am–9 pm Eastern time.

To qualify for the myRARE® PAP, I understand that I must meet certain income and other eligibility 
requirements. myRARE may ask for proof of income at any time for the purpose of audit/verification. If 
requested, I agree to provide proof of income within thirty (30) days of the request. Continuation in the program 
is conditioned upon timely verification of income. In addition, I agree to notify myRARE promptly if my insurance 
situation changes. I also agree that Regeneron Pharmaceuticals, Inc. and its affiliates, representatives, agents, 
and contractors (together, “Regeneron”) may verify my eligibility for the myRARE Program, and I 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. I authorize Regeneron to use my Social 
Security number and/or additional demographic information to access reports on my individual credit history 
from consumer reporting agencies for purposes of determining my income eligibility for the PAP. I understand 
that, upon request, Regeneron will tell me whether an individual consumer report was requested and the name 
and address of the agency that furnished it. I further understand and authorize Regeneron to use any consumer 
reports about me and information collected from me, along with other information they obtain from public 
and other sources, including the use of third parties to conduct services that may improve the cross-border 
processing of my personal data outside of the US, to estimate my income in conjunction with the PAP eligibility 
determination process.

If I am applying for the PAP, I confirm my agreement with the conditions set forth. If I am approved for the PAP 
or if I otherwise receive no cost product under the Program, I certify that neither I nor anyone acting on my 
behalf will seek reimbursement from any third-party insurer or payer for product I receive at no cost while I am 
enrolled in the Program. If I am enrolled in a Medicare Prescription Drug Plan, I acknowledge that the value 
of any free product I receive cannot be counted toward my True Out-of-Pocket (TrOOP) expenses and that 
Regeneron will notify my plan of the assistance received through the PAP. I understand that I do not have to 
enroll in the Program, and that I can still receive EVKEEZA, as prescribed by my healthcare providers and staff. 
Participation in the Program does not obligate me to use any specific healthcare provider, and I am free to 
change providers at any time. I may opt out of individual support offered by the Program, including the myRARE 
Commercial Copay Card Program, or opt out of the Program entirely at any time by notifying a Program 
representative by: calling 1.877.385.3392; sending a letter to myRARE, 1107 Nicholas Blvd, Elk Grove Village; 
faxing 1.844.727.3329; or emailing unsubscribe@regeneron.com. I also understand that I must inform the 
Program if my financial circumstance, insurance, or any other eligibility criteria changes. I also understand that 
the Program may be revised, changed, or terminated, in whole or in part, at any time and without notice.

6

SECTION 9 Patient Certifications (cont’d)

Patient name _____________________________________________________________________________________________________________ Patient DOB ___________/___________/______________________

Prescriber name ___________________________________________________________________________________________________ NPI # ____________________________________________________

PAGE 6

Complete entire form and FAX ALL 7 PAGES to myRARE at 1-844-RAREFAX or upload to DocuSend.org.                      

09/2025   US.EVK.25.08.0003

Please see accompanying full Prescribing Information.

Start  
Form

Phone: 1-877-EVKEEZA (1-877-385-3392)      Fax: 1-844-RAREFAX (1-844-727-3329)     Upload: DocuSend.org  

To prevent delays, complete all fields and FAX ALL 7 PAGES to 1-844-RAREFAX (1-844-727-3329)  
or upload at DocuSend.org. For assistance, call us at 1-877-EVKEEZA (1-877-385-3392) Option 1,   
Monday–Friday, 9 am–9 pm Eastern time.

Please read the following carefully, then date and sign where indicated in Section 1 on page 1.
I am enrolling in the myRARE® Program and authorize Regeneron Pharmaceuticals, Inc., and its affiliates, 
representatives, agents, and contractors (together, “Regeneron”) to provide me with assistance, as described in 
the Program Enrollment Form, such as coverage and reimbursement support, financial assistance, education, 
and other support programs (the “Program”). I agree that Regeneron may verify my eligibility for the Program, 
and I understand that such verification may include contacting me or my healthcare providers for additional 
information and/or reviewing additional financial, insurance, and/or medical information. I verify that the 
information on this form and other supporting documentation is complete and accurate to the best of my 
knowledge. 

I agree to my enrollment in the myRARE Commercial Copay Card Program if confirmed as eligible and 
understand that any assistance with my applicable cost sharing or copayment for EVKEEZA will be made in 
accordance with the Program terms and conditions. I understand that patients who are enrolled in any federal 
healthcare program, including, without limitation, Medicare, Medicaid, TRICARE, and Veterans Affairs are not 
eligible to participate in the Commercial Copay Card Program. I understand that the myRARE Commercial Copay 
Card Program is not health insurance.

Patients are not eligible for the myRARE Patient Assistance Program (PAP)/need-based free drug if their 
employer, insurance plan, payer, or third-party administrator participates in an alternate funding program and 
requires them to (i) apply to the myRARE PAP as a condition of, requirement for, or prerequisite to coverage of 
relevant Regeneron products, and/or (ii) denies, restricts, eliminates, delays, alters, or withholds any insurance 
benefits or coverage contingent upon application to, or approval or denial of, eligibility for a manufacturer patient 
support program like the myRARE PAP. I (or my legally authorized representative or guardian) am applying for 
assistance from the myRARE PAP voluntarily. I have not been directed by my insurance plan, employer, payer, or 
any other third party administrator to seek assistance from the myRARE PAP, and I agree to inform the myRARE 
PAP team if I am requested to apply to the myRARE PAP by my insurance plan, employer, payer, or any other 
third-party administrator.

Further, I acknowledge that the myRARE PAP team may take additional steps to verify my eligibility for the 
PAP/need-based free drug. Therefore, if I am applying to the myRARE PAP for either myself or on behalf of a 
patient, I authorize the myRARE PAP to contact my/the patient’s employer, insurer, and other third parties (such 
as pharmacy benefit managers and their affiliated partners) to verify prescription benefit design and coverage. 
If I subsequently learn that my insurance plan, employer, payer, and/or other third-party administrator uses an 
alternate funding program, I agree to inform the myRARE PAP team immediately and understand that I will no 
longer be eligible for support.

5

SECTION 9 Patient Certifications

Patient name _____________________________________________________________________________________________________________ Patient DOB ___________/___________/______________________

Prescriber name ___________________________________________________________________________________________________ NPI # ____________________________________________________

PAGE 5

Financial information
• �Ask the patient to complete this section 
if they want to request financial 
assistance for EVKEEZA from the  
myRARE Patient Assistance Program (PAP)

• �Include the size of the household and  
total household income. The patient  
may qualify for financial assistance from  
the myRARE Patient Assistance Program 
if they meet all of the eligibility criteria, 
including total household income

Patient certification
• �The patient has to certify the financial 
information provided and agree to the  
terms and conditions by signing and  
dating the form on page 1

Patient authorization
• ���The patient has to authorize the disclosure 
of personal health information by signing 
and dating the form on page 1

If your patient does not complete the Patient Consent portion of the myRARE for EVKEEZA Start Form 
in your office, they may do so online at www.myRARE.com

To submit the myRARE Start Form, complete all fields and FAX ALL 7 PAGES to 1-844-RAREFAX  
(1-844-727-3329) or upload to Docu-Send at DocuSend.org.

For assistance, call 1-877-EVKEEZA (1-877-385-3392) Option 1, Monday–Friday, 9 am–9 pm Eastern time.

7

Key steps for enrolling patients in the myRARE Patient Support Program
(cont’d)

Submitting the myRARE®  
Start Form for EVKEEZA (cont’d)

Complete entire form and FAX ALL 7 PAGES to myRARE at 1-844-RAREFAX or upload to DocuSend.org.                      

09/2025   US.EVK.25.08.0003

Please see accompanying full Prescribing Information.

Start  
Form

Phone: 1-877-EVKEEZA (1-877-385-3392)      Fax: 1-844-RAREFAX (1-844-727-3329)     Upload: DocuSend.org  

To prevent delays, complete all fields and FAX ALL 7 PAGES to 1-844-RAREFAX (1-844-727-3329)  
or upload at DocuSend.org. For assistance, call us at 1-877-EVKEEZA (1-877-385-3392) Option 1,   
Monday–Friday, 9 am–9 pm Eastern time.

I understand and agree that my Healthcare Providers, Health Insurers, and Specialty Pharmacies may receive 
remuneration from Regeneron in exchange for disclosing My Information to Regeneron and/or for providing me 
with support services in connection with EVKEEZA or the myRARE® Program.

Once My Information has been disclosed to Regeneron, I understand that federal privacy laws may no longer 
protect it from further disclosure. However, Regeneron has agreed to protect My Information by using and 
disclosing it only for the purposes authorized in this Authorization or as otherwise required by law. I understand 
that I may be contacted by Regeneron in the event that I report an adverse event.

I understand that if I refuse to sign this Authorization, I will not be able to participate in the myRARE Program but 
it will not affect my eligibility to obtain medical treatment, my ability to seek payment for this treatment, or my 
insurance enrollment or eligibility for insurance coverage.

Furthermore, I understand that I may withdraw (take back) this Authorization at any time by mailing, faxing, or 
emailing a written request to myRARE at 1107 Nicholas Blvd, Elk Grove Village, IL 60007; fax: 1.844.727.3329; 
email: unsubscribe@regeneron.com. Withdrawal of this Authorization will end further uses and disclosures 
of My Information based on this Authorization made before my request is received and processed by my 
Healthcare Providers, Health Insurers, and Specialty Pharmacies.

This Authorization expires 18 months from the date support is last provided under any myRARE Program, 
subject to applicable law, unless I withdraw it earlier. I understand that I may request a copy of this Authorization.

SECTION 8 Authorization to Disclose/Use Health Information (cont’d)

4

Patient name _____________________________________________________________________________________________________________ Patient DOB ___________/___________/______________________

Prescriber name ___________________________________________________________________________________________________ NPI # ____________________________________________________

PAGE 4
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Complete entire form and FAX ALL 7 PAGES to myRARE at 1-844-RAREFAX or upload to DocuSend.org.                      

09/2025   US.EVK.25.08.0003

Please see accompanying full Prescribing Information.

Start  
Form

Phone: 1-877-EVKEEZA (1-877-385-3392)      Fax: 1-844-RAREFAX (1-844-727-3329)     Upload: DocuSend.org  

To prevent delays, complete all fields and FAX ALL 7 PAGES to 1-844-RAREFAX (1-844-727-3329)  
or upload at DocuSend.org. For assistance, call us at 1-877-EVKEEZA (1-877-385-3392) Option 1,   
Monday–Friday, 9 am–9 pm Eastern time.

Authorization to Disclose/Use Health Information 

How many people live in your household? ______________________  What is your total annual household income?* ___________________________
*Salary/wages, Social Security income, unemployment insurance benefits, disability income, any other income for the household.

To qualify for the myRARE® Patient Assistance Program, I understand that I must meet certain income and other eligibility requirements. myRARE may ask for proof of income at any time for the purpose of audit/verification.  
If requested, I agree to provide proof of income within thirty (30) days of the request. Continuation in the program is conditioned upon timely verification of income. In addition, I agree to notify myRARE promptly if my insurance 
situation changes. I also agree that Regeneron Pharmaceuticals, Inc. and its affiliates, representatives, agents and contractors (together, “Regeneron”) may verify my eligibility for the myRARE Program, and I 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. I authorize Regeneron to use my Social Security number and/
or additional demographic information to access reports on my individual credit history from consumer reporting agencies for purposes of determining my income eligibility. I understand that, upon request, Regeneron will tell me 
whether an individual consumer report was requested and the name and address of the agency that furnished it. I further understand and authorize Regeneron 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 the Patient Assistance Program eligibility determination process.

Please read the following carefully, then date and sign where indicated in Section 1 on page 1.
I authorize my healthcare providers and staff (“Healthcare Providers”), my health insurer, health plan or 
programs that provide me healthcare benefits (together, “Health Insurers”), and any specialty pharmacies 
(“Specialty Pharmacies”) that dispense my medication to disclose to Regeneron Pharmaceuticals, Inc., and 
its affiliates and agents (together, “Regeneron”) health information about me, including information related to 
my medical condition, treatment with EVKEEZA, health insurance coverage, claims, prescription, and referral to 
and enrollment in the myRARE Program (together, “My Information”). My Healthcare Providers, Health Insurers, 
Specialty Pharmacies, and Regeneron may use and disclose My Information for the purposes of providing 
certain support services, including: 

• To determine if I am eligible to participate in myRARE reimbursement and coverage assistance program(s), 
Patient Assistance Programs, and other support programs (together, “myRARE Program”); 

• For the operation and administration of the myRARE Program, including to communicate with me about the 
myRARE Program and my participation in the myRARE Program, and to evaluate and improve the myRARE 
Program and associate services provided; 

• To investigate my health insurance coverage benefits; 
• To obtain prior authorization for coverage/reimbursement; 
• To assist with appeals of denied claims for coverage/reimbursement; and 
• To refer me to, or to determine eligibility for, other programs and/or alternate sources of funding—            

such as Medicaid, healthcare exchanges, Medigap, state pharmaceutical assistance programs (SPAPs), 
and charitable foundations—that may be available to provide assistance to me with the costs of    
my medications 

SECTION 7 Financial Information (must be completed for Patient Assistance Program [PAP] requests)

SECTION 8 Authorization to Disclose/Use Health Information

3

Patient name _____________________________________________________________________________________________________________ Patient DOB ___________/___________/______________________

Prescriber name ___________________________________________________________________________________________________ NPI # ____________________________________________________

PAGE 3
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8
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9

https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://myrare.com/
https://docusend.org/s/
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Please see Important Safety Information 
on pages 3 and 4 and full Prescribing 
Information.

IntroductionDeciding on an infusion setting  
for your patients
There are many different types of infusion settings. The following guide  
outlines some of the potential benefits and considerations of each site of care*

Overview Benefits

Home 
infusion

Hospital 
outpatient 
department

Independent 
infusion 
center

Trained 
nurses or RNs 
administer  
infusions in 
the patient’s 
home

Infusion 
facility set up 
as part of a 
hospital 

Stand-alone 
clinics that 
administer 
infusion 
therapies

• �Patients receive treatment in the 
comfort of their own home

• �Convenient for patients with 
disabilities or those who do not 
have a local infusion facility

• �May improve patient adherence due 
to convenience

• �Allows patient and caregiver to 
become familiar with home infusion

• �Often offer longer operating hours 
for patients to receive treatment 

• �Additional resources may be 
available from the hospital (billing, 
scheduling, patient education)

• �Only offer infusion services, so they 
have more scheduling capacity

• �Offer comfortable infusion 
amenities for patients

• �No physician on site

• �Some insurance plans have 
restrictions on coverage for home 
infusion

• �Patients may have concerns about 
letting a nurse into their home

• �Payers may set limitations based on 
this site of care and require less costly 
options be evaluated before approving 
hospital outpatient

• �Large hospitals may be challenging 
for patients to navigate, but local 
community satellite locations may be 
available through some hospitals

• �Formulary review of EVKEEZA by 
hospital will likely be required and may 
add time to patient onboarding process

• �Physician may not be on site

• �Options may be limited by patient’s 
insurance network status

• �Formulary review of EVKEEZA at 
infusion center will likely be required 
and may add time to patient 
onboarding process

Physician 
office 
infusion 

Infusion in the 
office of the 
prescribing 
HCP or another 
qualified HCP

• �Physician oversight 

• �Patients are familiar with the office 
and staff

• �Staff can confirm that treatment is 
being given on schedule

• �Certain specialist offices may only 
agree to infuse under a  
co-management arrangement

• �HCP review of their contract with 
patient’s insurance to understand 
payer requirements for coverage and 
reimbursement

Considerations

HCP=healthcare provider; RNs=registered nurses.
*Regeneron does not recommend the use of any particular site of care.

https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.regeneron.com/downloads/evkeeza_pi.pdf
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Please see Important Safety Information 
on pages 3 and 4 and full Prescribing 
Information.

Benefits  
verification

https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.regeneron.com/downloads/evkeeza_pi.pdf
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Please see Important Safety Information 
on pages 3 and 4 and full Prescribing 
Information.

Benefits verification
Once you prescribe EVKEEZA for your patient, a benefits investigation is an important first step  
to determining how EVKEEZA will be covered under your patient’s health insurance plan.

myRARE® is available to assist with:

Page 1 preview

PAGE 1

Here is what to expect in  
a Summary of Benefits:

Explaining patients’ insurance benefits for treatment with EVKEEZA

Identification of, and referral to, financial assistance programs for 
eligible patients who need assistance with the cost of EVKEEZA 

�Prior authorization (PA) support for when a PA is required by your 
patient’s insurance plan

Coding and billing research

Appeals process research and tracking  
the status of claims or a PA

https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.regeneron.com/downloads/evkeeza_pi.pdf
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on pages 3 and 4 and full Prescribing 
Information.

Note: A benefits investigation is not a guarantee of insurance coverage. All benefits are subject to the 
insured’s plan at the time services are rendered. Under no circumstances shall the myRARE® Program 
be held responsible or liable for payment of any claims, benefits, or cost. Any coding information 
discussed in this document is provided for informational purposes only, is subject to change, and 
should not be construed as legal advice. Providers should exercise independent clinical judgment 
when selecting codes and submitting claims to accurately reflect the services and products furnished 
to the specific patient.

The first section of the patient benefit profile 
includes:

	� The ID number assigned to your patient by 
the myRARE PSP. Refer to the patient ID when 
speaking with a program representative

	� A summary of your patient’s health 
insurance information

	� The diagnosis code for treatment  
with EVKEEZA

PAGE 2

A

B

C

A

B

C

Benefits verification (cont’d)

Summary of Benefits: patient benefit profile 

Page 2 preview

https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.regeneron.com/downloads/evkeeza_pi.pdf
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Please see Important Safety Information 
on pages 3 and 4 and full Prescribing 
Information.

Detailed benefit information for the cost of EVKEEZA is 
included under 3 options:

	� Site-of-care purchase option through major 
medical benefits: Site of care buys EVKEEZA, 
bills the health plan, and is reimbursed

	� Specialty pharmacy option through major 
medical benefits: Benefits are assigned to a 
network specialty pharmacy, which bills for the 
cost of EVKEEZA

	� Specialty pharmacy option through 
prescription drug benefit: EVKEEZA is covered 
under the pharmacy benefit; the specialty 
pharmacy bills for the cost of EVKEEZA

	�Additional details include whether your patient’s 
health plan covers the cost of EVKEEZA, your patient’s 
financial responsibility for their deductible and 
copayment or coinsurance, and specialty pharmacy 
information, if applicable 
 
	� Administration coverage information: 

Whether EVKEEZA is administered at an 
infusion center or at home, this section 
indicates whether the administration is 
covered or not covered by the health plan, 
and the patient’s financial responsibility 
(coinsurance/copayment)

PAGE 3

D

E

F

G

D

G

E F

Benefits verification (cont’d)

Summary of Benefits: patient benefit profile (cont’d)

Page 3 preview

https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.regeneron.com/downloads/evkeeza_pi.pdf
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   Pages 4 and 5 preview

	

	     �Page 4 lists the documentation, 
criteria, and instructions necessary 
for submitting a PA (if one is required), 
and includes contact information for 
the patient’s health plan

 

	�

	     �Page 5 captures any additional  
instructions or notes from the health  
plan that may guide your practice in 
submitting documentation for your 
patient’s treatment with EVKEEZA 

PAGE 4

PAGE 5

Benefits review 
• �myRARE® will schedule time or call to review the coverage information once it is available to confirm the 
access plan

Summary of Benefits: patient benefit profile (cont’d)

H

I

H

I

Benefits verification (cont’d)

https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.regeneron.com/downloads/evkeeza_pi.pdf
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Pursuing  
coverage

https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.regeneron.com/downloads/evkeeza_pi.pdf
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Pursuing coverage

Your patient’s health plan will likely require a PA before it approves EVKEEZA. This checklist provides 
information about the process. When submitting a PA request for EVKEEZA, you can use this checklist to 
ensure you are providing the essential information requested by the health plan. Keep in mind that PA 
requirements may vary, so check with your patient’s health plan to ensure you have an accurate list of 
requirements before you submit.

Note: Following a health plan’s guidelines does not guarantee the patient’s health plan will provide 
reimbursement for EVKEEZA, and the guidelines are not intended to substitute for or influence the 
physician’s independent medical judgment.

Prior authorization checklist

Tip: Review the patient’s completed myRARE® Start Form, Section 6, Clinical Status, for any relevant 
documents on treatment history and family history of familial hypercholesterolemia (FH)

     � �Complete a PA form. Some plans accept a standardized PA form, while others require you to  
complete a form they provide. Make sure you include: 
• Patient and provider contact information 
• �The provider’s signature to attest to the validity and accuracy of the information provided

     � �Write a Letter of Medical Necessity, if required. If the PA form does not have fields to sufficiently  
outline the clinical need, a Letter of Medical Necessity is an option to include additional context  
to the request for coverage. A sample Letter of Medical Necessity providing general guidelines is 
available by visiting www.EVKEEZAhcp.com/s/support-resources or through your FRM 

     � �Attach copies of the front and back of the patient’s health plan card

     �Provide additional documentation, where applicable, that supports your treatment 
rationale. To  avoid any delays in reimbursement, it is recommended to provide as much 
documentation as possible:

       • �Prescribing Information for EVKEEZA

       • �Complete history of patient’s prior  
and current therapies and their outcomes

	 • �Clinical notes outlining your diagnosis  
for the patient and method of diagnosis

	 • �Laboratory results

Tips for submitting a PA for EVKEEZA

• �Patient’s history and current condition

• �Associated symptoms

• �Relevant comorbidities

• �Summary of your professional opinion of  
the patient’s likely prognosis or disease 
progression without treatment

https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.evkeezahcp.com/s/support-resources
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Be sure to double-check documentation and paperwork for errors or incomplete information 
that may lead to a denial for EVKEEZA. Reasons for denial may include:

• �Lack of documentation supporting appropriate diagnosis for treatment with EVKEEZA

• �Outdated lab panels (per health plan time requirement)

• �Documentation that was submitted did not support health plan’s criteria for approving 
EVKEEZA, for example:

  – �The patient was not treated with prior therapies required by the health plan without 
justification (if applicable)

  – �Missing data regarding treatment with prior therapies (for example, trial dates or dosage)
  – �No reason was given for discontinuing previous therapies

To help mitigate PA denials

• ����Learn about the health plan’s preference for submitting materials (for example, do they prefer 
email, fax, phone, or via an online portal) and develop a summary sheet of the health plan’s 
requirements for future use

• �Double-check documentation when you submit your PA request

• �Follow up with the health plan to ensure all information was received and is clear

• �Inquire how long a decision will take once the completed PA is submitted

As a provider, you are solely responsible for billing third-party payers correctly, and you should determine if any payer-specific 
guidelines apply. The information provided here is general in nature and is not intended to be conclusive or exhaustive, nor is it 
intended to replace the guidance of a qualified professional advisor.

Reach us at

1-877-EVKEEZA (1-877-385-3392) Option 1,  
Monday–Friday, 9 AM–9 PM Eastern time

Visit www.EVKEEZAhcp.com  
for more information

Common causes for coverage denials

For additional assistance in completing PA forms, please refer to the EVKEEZA Coverage 
Worksheets, available through your FRM. The worksheets can help you document the medical 
necessity for EVKEEZA in appropriate patients.

Pursuing coverage (cont’d)

Prior authorization checklist (cont’d)

https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.evkeezahcp.com
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Please see Important Safety Information 
on pages 3 and 4 and full Prescribing 
Information.

Requesting a medical exception

You may consider including a Letter of Medical Exception if coverage for 
EVKEEZA is denied because of the health plan’s policy or if EVKEEZA is subject  
to a National Drug Code (NDC) block. 

Tip: Be sure to populate the appropriate ICD-10-CM code. Ensure the specific 
diagnosis of HoFH is referenced in a medical exception letter if submitted  
with the PA.

 Medical exception checklist

Some health plans require a medical exception letter. Regardless, it can be helpful to provide 
supporting documentation,* such as: 

          Patient medical records

          Supporting clinical studies

          Patient photographs

          Letter of Medical Necessity

*To avoid any delays in reimbursement, it is recommended to provide as much documentation as possible.

ICD-10-CM=International Classification of Diseases, Tenth Revision, Clinical Modification.

https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.regeneron.com/downloads/evkeeza_pi.pdf
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Please see Important Safety Information 
on pages 3 and 4 and full Prescribing 
Information.

Sample Letter of Medical Exception

Sample letters may be downloaded at www.EVKEEZAhcp.com/s/support-resources or 
provided by your myRARE® Coordinator upon request

https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.EVKEEZAhcp.com/s/support-resources
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on pages 3 and 4 and full Prescribing 
Information.

 �

• �Patient’s medical records

• Peer-reviewed literature

• Supporting clinical studies

• Prescribing Information for EVKEEZA

• Clinical notes and laboratory results

Requesting approval with a Letter 
of Medical Necessity

You can use a Letter of Medical Necessity to provide the reasons that, in your 
clinical judgment, EVKEEZA is necessary for your patient. The letter should explain 
why EVKEEZA is being requested and give health plans additional information to 
assess whether the medication can be approved.

Some key reminders:
• �You may consider including a Letter of Medical Necessity, like the one on the next page, with your 

prior authorization request to emphasize the medical necessity for EVKEEZA, or in addition to your 
appeal letter, as needed

• �Letters of Medical Necessity should be signed by the physician only

  – �Be sure to populate an appropriate ICD-10-CM code. Ensure the patient’s diagnosis is specified 
clearly in the letter

*To avoid any delays in reimbursement, it is recommended to provide as much documentation as possible.

Medical necessity checklist

Some health plans require a Letter of Medical Necessity. Regardless, it can be helpful to provide 
supporting documentation,* such as: 

https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.regeneron.com/downloads/evkeeza_pi.pdf
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Please see Important Safety Information 
on pages 3 and 4 and full Prescribing 
Information.

Sample Letter of Medical Necessity

Sample letters may be downloaded at www.EVKEEZAhcp.com/s/support-resources or 
provided by your myRARE® Coordinator upon request

https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.EVKEEZAhcp.com/s/support-resources
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Please see Important Safety Information 
on pages 3 and 4 and full Prescribing 
Information.

Appealing PA and medical 
exception denials

Double-check the accuracy of the information provided on the initial PA request
• �Patient information
• �Coding—it is recommended to use the most specific applicable codes. Ensure the  

specific diagnosis of HoFH is referenced in the Letter of Appeal  

Understand the reason for the denial—it is often included in the denial letter

Review the plan’s appeal guidelines 
• �Deadline to submit appeal
• �Timeline of review by health plan
• �Number of appeals permitted and appeal options (eg, peer-to-peer appeal)
• �Fax number or email address to be used to submit the appeal letter and any additional 

required information 
• �Required additional supporting documentation, such as: 
   – Appeal form, if provided by the plan	 – Supporting clinical studies 
   – Chart notes	 – Prescribing Information for EVKEEZA
   – Test results

Clarify any aspect of the appeal process with the health plan’s review department

Prepare a written appeal. The appeal should be written by the physician (see sample letter  
on next page). In some cases, the patient can write the appeal

Gather all required supporting documentation needed to help defend your rationale for 
coverage for EVKEEZA

Send the written appeal, along with the supporting documentation, to the health plan for  
review

Follow up with the plan on the status of the appeal 

Save copies of all appeal-related documentation, including:
• �Documents submitted with the Letter of Appeal
• �Documents received from the patient’s health plan
• �Health plan representative’s contact information

Contact myRARE for EVKEEZA with any questions at 1-877-EVKEEZA (1-877-385-3392) Option 1, 
Monday–Friday, 9 am–9 pm Eastern time

Appeal checklist

https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.regeneron.com/downloads/evkeeza_pi.pdf
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Please see Important Safety Information 
on pages 3 and 4 and full Prescribing 
Information.

Appealing PA and medical 
exception denials (cont’d)

Sample letters may be downloaded at www.EVKEEZAhcp.com/s/support-resources or 
provided by your myRARE® Coordinator upon request

https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.evkeezahcp.com/s/support-resources
http://www.EVKEEZAhcp.com/s/support-resources
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Please see Important Safety Information 
on pages 3 and 4 and full Prescribing 
Information.

EVKEEZA is available through 2 distribution channels

	 Contracted specialty distributor
	 Order EVKEEZA from the exclusive authorized distributor, FFF Enterprises, Inc.

		  Phone: 1-800-843-7477
		  Website: www.fffenterprises.com

	 Contracted specialty pharmacy 
	 �A payer may direct your office, or your office may choose, to obtain EVKEEZA from a  

specialty pharmacy. Orsini Specialty Pharmacy is the exclusive specialty pharmacy  
for EVKEEZA.

		  Phone: 1-800-410-8575
		  Website: www.orsini.com

EVKEEZA product acquisition

Ordering EVKEEZA

Once you have confirmed that your patient has coverage for EVKEEZA and determined whether 
EVKEEZA will be acquired through a buy-and-bill or “white bagging” arrangement, you can 
begin coordination of product acquisition.

EVKEEZA is available in 2 vial sizes:

EVKEEZA 345 mg/2.3 mL (150 mg/mL)

EVKEEZA 1200 mg/8 mL (150 mg/mL)

Drug name/strength 11-digit NDC #

61755-0013-01

61755-0010-01

Vial size and quantity should be selected to minimize the amount of waste.

https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.fffenterprises.com
https://www.orsini.com
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Please see Important Safety Information 
on pages 3 and 4 and full Prescribing 
Information.

Delivery and storage considerations 
for EVKEEZA

	 �Watch for deliveries: EVKEEZA is shipped in an insulated box with gel packs sufficient  
to keep its temperature at 2 °C to 8 °C for at least 24 hours from the time it leaves the  
distributor or specialty pharmacy. Ensure staff is watching for the package.

	 �Inspect and unpack: Deliveries to the office should be immediately inspected for  
damage, then opened, unpacked, and contents placed into the office’s medication  
�refrigerator. Follow the storage and handling instructions in the EVKEEZA Prescribing 
Information. Promptly report any delivery damage to the distributor or specialty pharmacy.

	 �Rotate stock: When placing EVKEEZA into the medication refrigerator, it is a good idea to 
inspect current stock, including expiration dates, and to rotate the stock if it is not patient 
specific. Use stock with the closest expiration date first.

	� Monitor and protect: To best protect your inventory of EVKEEZA, refrigerators should 
have temperature monitoring and alarm devices for deviations. Calibration is also a good 
practice. Because power outages may occur without warning, consider using a backup 
generator.

Product return information
In the event EVKEEZA is rendered unusable after purchase or receipt, product may be returned to 
Regeneron and replaced in certain circumstances. Returns are subject to adherence to Regeneron 
policies and procedures regarding the return of product and the rights of Regeneron, at its sole discretion, 
to deny replacement when misuse is suspected. All product should be returned as a condition of 
replacement.*

Product return procedure
1. �myRARE® can help you assess what return options may be available for your situation or you can work directly 

with Regeneron Medical Information by calling 1-877-EVKEEZA (1-877-385-3392) and select Option 4

2. Complete the Return Product Eligibility Certification form in its entirety and return with the following:

	 a. Proof of purchase for units being returned or other documentation as requested

	 b. In the case of broken vial(s), pictures documenting the damage

3. �Completed forms and supporting documents may be faxed to 1-615-827-0164 or emailed to  
return@regeneron.com

4. Hold/quarantine the product to be returned and follow instructions in the product retrieval kit

5. Once approved, replacement product typically ships within 1 business day of approval of the request

For returns of product damaged in shipment, please contact your distributor or specialty pharmacy. 

For product complaints, please call 
1-877-EVKEEZA (1-877-385-3392) Option 4, Monday–Friday, 9 am–9 pm Eastern time

*�Broken vial(s) do not have to be returned, but pictures documenting the damage should be submitted. Subject to certain exceptions in  
accordance with Regeneron policy.

https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.regeneron.com/downloads/evkeeza_pi.pdf
mailto:return%40regeneron.com?subject=
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This section provides coding and billing information to assist you with 
understanding the reimbursement of EVKEEZA administered in the office  
or hospital outpatient setting. 

The following 2 most common billing claim forms from the Centers  
for Medicare & Medicaid Services (CMS) are available at  
www.cms.gov/medicare/forms-notices/cms-forms-list:

• �CMS-1500 (print) or 837P (electronic) for physician office reimbursement 

• �UB-04 (also known as CMS-1450) (print) or 837I (electronic) for hospital  
outpatient reimbursement 

*�CPT Copyright 2025 American Medical Association. All rights reserved. CPT® is a registered trademark of the American Medical Association.

• �Diagnosis coding: ICD-10-CM codes

• �Administration coding: Current Procedural  
Terminology (CPT®) codes*

• �Product coding: Healthcare Common Procedure  
Coding System (HCPCS) Level II codes

• Revenue codes

• Product information

The coding information discussed in this guide is provided for informational purposes only, 
is subject to change, and should not be construed as legal advice. The codes listed herein 
may not apply to all patients or to all health plans. Conversely, additional codes not listed in 
this guide may apply to some patients. Providers should follow payer-specific coding 
requirements and exercise independent clinical judgment when selecting codes and 
submitting claims to accurately reflect the services and products furnished to a specific 
patient. Information provided in this guide is effective as of October 2025.

This 
section 

includes:

A resource for coding, billing,  
and reimbursement of EVKEEZA

https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.cms.gov/medicare/forms-notices/cms-forms-list
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Diagnosis coding: ICD-10-CM codes

The diagnosis code selected should reflect the highest level of specificity available as documented  
in the patient’s medical record. 

The following ICD-10-CM diagnosis code is the most specific code available for homozygous familial  
hypercholesterolemia (HoFH).

ICD-10-CM code Description

E78.010 Homozygous familial hypercholesterolemia (HoFH)

Administration coding: CPT codes for EVKEEZA

CPT codes are assigned by physicians and by hospitals for outpatient services involving the 
administration of medications, including EVKEEZA. 

EVKEEZA is an angiopoietin-like 3 antibody inhibitor indicated as an adjunct to diet and exercise  
and other low-density lipoprotein-cholesterol (LDL-C) lowering therapies to reduce LDL-C in adults and  
pediatric patients, aged 1 year and older, with HoFH. EVKEEZA is delivered by intravenous (IV) infusion.

The following CPT codes apply to the administration of EVKEEZA.

CPT code Description 

IV administration—therapeutic codes

96365 Intravenous infusion, for therapy, prophylaxis, or diagnosis (specify  
substance or drug); initial, up to 1 hour

IV administration—chemotherapy codes

96413 Chemotherapy administration, intravenous infusion technique, up to  
1 hour, single or initial substance/drug

LDL-C=low-density lipoprotein-cholesterol.

A resource for coding, billing,  
and reimbursement of EVKEEZA (cont’d)

https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.regeneron.com/downloads/evkeeza_pi.pdf
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Product coding: HCPCS Level II codes for EVKEEZA

HCPCS Level II codes help identify medications, including EVKEEZA, and are assigned in addition  
to the CPT code.

Medicare requires the use of the JW modifier for reporting discarded amounts of drug. Effective July 1, 
2023, the JZ modifier is required for reporting there was no discarded drug.

HCPCS J-code Description Billing units

J1305 Injection, evinacumab-dgnb, 5 mg 5 mg=1 billing unit

Permanent J-code

Revenue coding for hospital administration
Revenue codes allow hospitals to capture cost data for billing of services provided.

Product information for EVKEEZA

Revenue code Description 

Administration

0510 Clinic

0500 Outpatient services

Drug

0636 Drugs requiring detailed coding

0250 Drugs and biologicals

0260 IV therapy

Drug name/strength 10-digit NDC # 11-digit NDC #*

EVKEEZA 345 mg/2.3 mL (150 mg/mL) 61755-013-01 61755-0013-01

EVKEEZA 1200 mg/8 mL (150 mg/mL) 61755-010-01 61755-0010-01

* �The product’s NDC has been “zero-filled” to ensure creation of an 11-digit code that meets general billing standards. The zero-fill  
location is indicated in bold.

A resource for coding, billing,  
and reimbursement of EVKEEZA (cont’d)

https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.regeneron.com/downloads/evkeeza_pi.pdf
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SAMPLE

Sample annotated CMS-1500 form1*
The CMS-1500 form is commonly used for billing for EVKEEZA when it is administered in  
physician offices. 

This sample claim form is intended for informational purposes only. The coding information  
provided is subject to change and should not be construed as billing advice. Use of the coding 
information provided is not a guarantee that reimbursement will be provided. Providers are 
responsible for ensuring that claims submitted are appropriate and accurately reflect the services 
and products furnished to a specific patient. Please confirm the accuracy of the codes you use to bill 
for EVKEEZA with each payer.

*�CMS 837P (not shown) is the electronic equivalent of CMS-1500.  
It should be used if you submit your claims electronically. 

Enter the appropriate place of service code 

Enter appropriate ICD-10-CM codes for the patient’s 
diagnosis

Enter a 6-digit or 8-digit (month-day-year) date for 
each procedure, service, or supply. In the red shaded 
area, an NDC is also required for EVKEEZA. Submit 
“N4” followed by the 11-digit NDC, quantity qualifier, 
and units of measure. If using both vial sizes, these 
values should be listed as separate line items

Infusion, evinacumab-dgnb, XXXX mg

N4XXXXXXXXXXX

Enter the diagnosis code reference letter (as 
appropriate, per form version) as shown in item 21 to 
relate the date of service and the procedures performed 
to the primary diagnosis. Enter only 1 reference letter 
per line item. If multiple services were performed, enter 
the primary reference letter for each service

Enter the number of EVKEEZA units administered. If a separate line 
item was created for waste as J1305-JW, clearly indicate the number 
of units discarded. Both lines will be processed for payment

Enter the appropriate CPT and HCPCS codes and 
modifiers for procedures, services, and supplies, as 
required by the specific payer. Enter HCPCS code J1305.  
In addition, Medicare and most payers require you to record 
drug waste. Enter HCPCS code J1305 and use modifier JZ if 
zero drug was wasted (ie, J1305-JZ) or record waste on a 
separate line with the JW modifier (ie, J1305-JW)

Some payers require additional information in Box 19. 
Additional information may include method of 
administration, the name of the drug, and the total 
dosage (plus strength of dosage, if appropriate). Verify 
specific requirements with your payer. If you cannot 
provide an adequate description within the confines of 
this box, provide an attachment to your claim

Box 
19

Box 
21

Box 
24A

Box 
24B

Box 
24D

Box 
24E

Box 
24G

https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.regeneron.com/downloads/evkeeza_pi.pdf
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Example scenarios
Please see the below example dosing scenarios for EVKEEZA and how they may be recorded  
on the CMS-1500 form. Check with the applicable payer for specific requirements. 
 

Dosing example 1
Patient weight: 55 kg (121 lb)

15 mg/kg of EVKEEZA® (evinacumab-dgnb)  
required: 825 mg

# of 345 mg/2.3-mL vials required: 3

# of 1200 mg/8.0-mL vials required: 0

• �Box 24 A: In the red shaded area, the NDC should  
be submitted using “N4” followed by the 11 digits, 
quantity qualifier, and units of measure; in this case, 
N461755001301ML6.9

• �Box 24 G: An 825-mg dose would be billed as 
“J1305: 165 units; J1305-JW: 42 units” (5 mg of 
EVKEEZA=1 billing unit)

Dosing example 2
Patient weight: 75 kg (165 lb)

15 mg/kg of EVKEEZA® (evinacumab-dgnb)  
required: 1125 mg

# of 345 mg/2.3-mL vials required: 0

# of 1200 mg/8.0-mL vials required: 1

• �Box 24 A: In the red shaded area, the NDC should  
be submitted using “N4” followed by the 11 digits, 
quantity qualifier, and units of measure; in this case, 
N461755001001ML8.0

• �Box 24 G: An 1125-mg dose would be billed as 
“J1305: 225 units; J1305-JW: 15 units” (5 mg of 
EVKEEZA=1 billing unit)

Dosing example 3 
Patient weight: 92 kg (203 lb)

15 mg/kg of EVKEEZA® (evinacumab-dgnb)  
required: 1380 mg

# of 345 mg/2.3-mL vials required: 4

# of 1200 mg/8.0-mL vials required: 0

• �Box 24 A: In the red shaded area, the NDC should be 
submitted using “N4” followed by the 11 digits, quantity 
qualifier, and units of measure; in this case, 
N461755001301ML9.2

• �Box 24 G: A 1380-mg dose would be billed as  
“J1305-JZ: 276 units” (5 mg of EVKEEZA=1 billing unit)

“White-bagging” scenario
When an EVKEEZA prescription is filled by a third party, 
such as a specialty pharmacy, the provider only bills 
for the administration of the product. The product’s 
J-code should still be included on the form, but the 
rate should be recorded as “0” or a nominal amount 
(eg, $0.01) or as accepted by the payer

Patient weight: 113 kg (249 lb)

15 mg/kg of EVKEEZA® (evinacumab-dgnb)  
required: 1695 mg

# of 345 mg/2.3-mL vials required: 2

# of 1200 mg/8.0-mL vials required: 1

• �Box 24 A: In the red shaded area, the NDC should be 
submitted using “N4” followed by the 11 digits, 
quantity qualifier, and units of measure; in this case,  
2 different vial sizes are used and are listed separately, 
N461755001301ML4.6 and N461755001001ML8.0

• �Box 24 F: In a white-bagging scenario, enter 0 or a 
nominal amount for the charges

• �Box 24 G: A 1695-mg dose would be billed as “J1305: 
339 units; J1305-JW: 39 units” (5 mg of EVKEEZA=1 
billing unit)

https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.regeneron.com/downloads/evkeeza_pi.pdf
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Sample annotated CMS UB-04 form2*

The CMS UB-04 form is commonly used for billing for EVKEEZA when it is administered in  
hospital outpatient settings. 

This sample claim form is intended for informational purposes only. The coding information provided  
is subject to change and should not be construed as billing advice. Use of the coding information 
provided is not a guarantee that reimbursement will be provided. Providers are responsible for ensuring 
that claims submitted are appropriate and accurately reflect the services and products furnished to a 
specific patient. There are 81 fields or lines on a UB-04 form and they are referred to as Form Locators (FL). 
Please confirm the accuracy of the codes you use to bill for EVKEEZA with each payer.

SAMPLE
Enter the appropriate CPT and HCPCS 
codes and modifiers for procedures, 
services, and supplies, as required by 
the specific payer. Medicare and most 
payers require drug waste to be 
recorded. Enter HCPCS code J1305 and 
use modifier JZ if zero drug was wasted 
(ie, J1305-JZ) or record waste on a 
separate line with the JW modifier  
(ie, J1305-JW)

Enter the number of EVKEEZA units 
administered. If a separate line item was 
created for waste as J1305-JW, clearly  
indicate the number of units discarded.  
Both lines will be processed for payment

For each revenue code reported in FL 42, 
provide a narrative description or 
standard abbreviation in FL 43. If an NDC 
is required, submit “N4” followed by the 
11-digit NDC, quantity qualifier, and units 
of measure. If using both vial sizes, these 
values should be listed separately

List revenue codes in ascending order.  
Enter the appropriate numeric revenue 
code in FL 42 to explain each charge in 
FL 47

Enter the appropriate ICD-10-CM  
diagnosis code(s) for the patient’s 
diagnosis 

FL 42

FL 43

FL 44

FL 46

FL 67

*CMS 837I (not shown) is the electronic equivalent of CMS-1450/UB-04. It should be used if you submit your claims electronically. 

https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.regeneron.com/downloads/evkeeza_pi.pdf
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Please see the below example dosing scenarios for EVKEEZA and how they may be recorded 
on the CMS UB-04 form. Check with the applicable payer for specific requirements.

Dosing example 2
Patient weight: 75 kg (165 lb)

15 mg/kg of EVKEEZA® (evinacumab-dgnb) 
required: 1125 mg

# of 345 mg/2.3-mL vials required: 0

# of 1200 mg/8.0-mL vials required: 1

Dosing example 3 
Patient weight: 92 kg (203 lb)

15 mg/kg of EVKEEZA® (evinacumab-dgnb) 
required: 1380 mg

# of 345 mg/2.3-mL vials required: 4

# of 1200 mg/8.0-mL vials required: 0

Dosing example 1
Patient weight: 55 kg (121 lb)

15 mg/kg of EVKEEZA® (evinacumab-dgnb) 
required: 825 mg

# of 345 mg/2.3-mL vials required: 3

# of 1200 mg/8.0-mL vials required: 0

• �FL 42 and 43: Insert the revenue codes in ascending order. 
In this case, 0510 was used for the clinic and 0636 was 
used for the product. The NDC should be submitted using 
“N4” followed by 11 digits, quantity qualifier, and units of 
measure; in this case, N461755001301ML6.9

• FL 45: Include date of service 

• �FL 46: An 825-mg dose would be billed as “J1305: 165 units; 
J1305-JW: 42 units” (5 mg of EVKEEZA=1 billing unit)

• �FL 42 and 43: Insert the revenue codes in ascending order. 
In this case, 0510 was used for the clinic and 0636 was 
used for the product. The NDC should be submitted using 
“N4” followed by 11 digits, quantity qualifier, and units of 
measure; in this case, N461755001001ML8.0

• �FL 45: Include date of service 

• �FL 46: An 1125-mg dose would be billed as “J1305: 225 units; 
J1305-JW: 15 units” (5 mg of EVKEEZA=1 billing unit)

• �FL 42 and 43: Insert the revenue codes in ascending order. 
In this case, 0510 was used for the clinic and 0636 was 
used for the product. The NDC should be submitted using 
“N4” followed by 11 digits, quantity qualifier, and units of 
measure; in this case, N461755001301ML9.2

• FL 45: Include date of service 

• �FL 46: A 1380-mg dose would be billed as “J1305-JZ:  
276 units” (5 mg of EVKEEZA=1 billing unit)

Example scenarios

https://www.regeneron.com/downloads/evkeeza_pi.pdf
https://www.regeneron.com/downloads/evkeeza_pi.pdf
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There are 3 ways patients can enroll in the myRARE Copay Card Program

Visit www.myRARE.com to enroll through our patient engagement site

Work with their doctor to fill out an EVKEEZA Start Form—Copay enrollment will be  
completed for all eligible patients who are confirmed to have commercial insurance through  
the myRARE benefits investigation process

Call 1-877-EVKEEZA (1-877-385-3392) Option 1, Monday–Friday, 9 am–9 pm Eastern time,  
to be screened for eligibility

Financial support options  
for EVKEEZA
myRARE® is a Patient Support Program for EVKEEZA that offers your patients a range of support 
services. myRARE can explain the features and requirements of the support offered.

myRARE Copay Card for EVKEEZA*

Patients may pay as little as $0 copay for EVKEEZA,  
up to a $25,000 calendar year maximum.

Program eligibility criteria:

• �Patient has private (commercial) insurance with  
approved coverage for EVKEEZA

• �Patient has a valid prescription for an FDA-approved 
indication

• �Patient lives in the 50 United States, the District of 
Columbia, or Puerto Rico

• �There is no income requirement to qualify for this program
Other conditions may apply. Visit EVKEEZA.com for full terms and conditions.

 FDA=US Food and Drug Administration.
*�Not an insurance or debit card program. This program is not valid for prescriptions covered by or submitted for 
reimbursement under Medicaid, Medicare, Veterans Affairs, Department of Defense, TRICARE, or similar federal or state 
programs. This program does not cover or provide support for supplies for EVKEEZA. This program is not valid where 
prohibited by law, taxed, or restricted. Patients who are residents of Rhode Island or Massachusetts are not eligible for 
EVKEEZA administration assistance. myRARE reserves the right to rescind, revoke, terminate, or amend this offer, eligibility, 
and terms of use at any time without notice. Additional program conditions apply. See EVKEEZA.com.

†Administration charge coverage is effective for dates of service of January 23, 2023, and beyond.

For eligible patients, the program covers: Up to $25,000 in assistance per calendar year toward EVKEEZA 
patient out-of-pocket treatment costs, including deductibles, copays, and coinsurance for drug and 
administration charges.†

1

2

3

This program is not an insurance benefit.

600426
54
EC13103002
XXXXXXXXXXX

BIN
PCN
GRP

ID
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myRARE® Patient Assistance 
Program for EVKEEZA

Additional patient support

The PAP can help eligible patients who are uninsured or functionally uninsured to receive EVKEEZA at  
no cost.

*�Qualified Medicare patients are eligible until December 31 of the enrollment year.

Up to 12 months of EVKEEZA at no cost for eligible patients*:
• Income of ≤500% of the federal poverty level OR $100,000
• Insurance status:
  – Uninsured: no medical OR pharmacy benefits
  – Functionally uninsured: coverage and all available appeals are clinically denied  
  – Medicare Advantage and Part D: out-of-pocket costs exceed 5% of patient’s monthly income

Additional criteria and program conditions apply.

myRARE alternate coverage referral
myRARE offers support for eligible patients without insurance coverage or with inadequate insurance 
coverage for EVKEEZA and may provide information to HCPs about third-party, alternate coverage resources. 

myRARE will identify these potential resources, explain the support they provide, and give the patient 
the necessary program contact information (names, phone numbers, and locations). myRARE does not 
influence or control alternate coverage resources and cannot guarantee that support will be provided.

Referrals to ancillary support groups
myRARE can help connect patients with additional support that may enable and empower them to start 
and stay on therapy.

https://www.regeneron.com/downloads/evkeeza_pi.pdf
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1. �Centers for Medicare & Medicaid Services. Medicare claims processing manual. Chapter 26: completing  
and processing form CMS-1500 data set. Updated August 9, 2024. Accessed October 2, 2025.  
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/clm104c26.pdf 

2. �Centers for Medicare & Medicaid Services. Medicare claims processing manual. Chapter 25: completing  
and processing the form CMS-1450 data set. Updated December 20, 2023. Accessed October 2, 2025. 
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/clm104c25.pdf

Please see Important Safety Information on pages 3 and 4 and full Prescribing Information.
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