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What are Patient Assistance programs?

Patient Assistance Programs or P.A.Ps have been around for more than 50 years and most pharmaceutical companies offer some variety of assistance.  Patient Assistance Programs began as a way to help individuals that have no prescription drug coverage or little income to pay for medications.  Most pharmaceutical companies ship brand name medications at no charge to qualified participants.

To qualify for assistance, each pharmaceutical company requires a completed application, prescription, income documentation, and signatures of patient and physician.  If you have multiple medications an applications is needed for all pharmaceutical companies.  Also, most pharmaceutical companies will not disclose the income guidelines or approval process.  Patient Assistance Programs can be confusing and frustrating; however if you are successful you can receive your share of the more that 2 billion dollars of free medications handed out last year.

How we can help

Patient Medication Assistance Inc. makes the entire process easy and hassle free.  We match your prescriptions with the participating pharmaceutical company and computer generated all necessary applications.  The applications are mailed to your home for your review and signatures.  After we receive your signed applications, your customer care representative will work with your doctor(s) to get all prescriptions and signatures.  Next, your Customer Care representative will check all applications for completeness and accuracy before forwarding to the pharmaceutical companies for final approval and shipping.  Most medications are shipped in a 90-day supply, and we automatically renew your medications for quick refills.

Our program is also risk free.  After we approve your application, if you are turned down for assistance with all medications, we will gladly refund our service fee.  



Can’t afford your Medication?

No health insurance?

Between Jobs?

Your Doctor. Your Prescription. Your Health. We can Help!
Paying for prescription medications can be very costly, especially if you have no insurance or make little money to pay for expensive medications.  Patient Medication Assistance Inc. has helped thousands of people like you, receive free prescription medications.

Over 2,000 medications are currently available directly from the pharmaceutical companies.  These medications are made available through Patient Assistance Programs.

Each pharmaceutical company has its own requirements.  In most cases to be eligible for free medications applicants must show that:

· You do not have prescription drug coverage or have a financial hardship.

· Have Medicare Part D, high co-pays, or in coverage gap.

· Your income is less than $27,075 or less than $40,000 for 2 in household.

· You do not qualify for Medicaid or other government programs.

Program Features:

· Match your prescriptions with the correct pharmaceutical company.

· Mail you completed applications that only require signatures.

· Work with your doctor(s) to obtain all prescription.

· Keep a current data base with over 2,000 available medications.

· Check all applications for accuracy before sending to pharmaceutical companies.

· Over 99% of our applications are approved the first time.

· Appeals Department available at no cost.

· Track and automatically renew your medications for quick refills.

· Personal service M-F 8:00 a.m. to 5:00 p.m.

Program Fees:

Patient Medication Assistance Inc. charges $39.00 per month for the administrative service of managing and tracking prescription medications received with our assistance.  You may request assistance with as many medications as needed at no additional cost.

Risk Free:

Our program comes with a 100% money back guarantee.  If we approve your application and you are turned down for assistance on all medications, we will refund any service fees paid within 24 hours of proper notification.

Quick Application

Full Name______________________________________________________________
                   Please print

Mailing address__________________________________________________

City___________________       State____________               Zip Code___________

Home Phone(________)_________________Cell/Work(______)_________________                            Number                                                         Number


Social Security Number_____________________ Date of Birth___________________

(Male    (Female    (Married   (Single    (Divorced    (Widow 
Please check all that apply


Are you Disabled?   (Yes  (No   Did you file taxes last year?   (Yes   (No 

How many people live in your household? ____________________________________

Do you have prescription drug coverage?  (Yes  (No  If yes, please explain.

Are you enrolled in Medicare?   (Yes  (No     Medicare Part D?   (Yes  (No 

What is the total monthly income for your entire household? ____________________


Please list all sources of income____________________________________
                                           Example: Social Security, Wages, Pension, Disability etc.


Are you currently enrolled in patient assistance programs?  (Yes   (No 

By signing below I understand that: 1) Each pharmaceutical company must approve my application and some medications may not be available.  2) I will receive a full refund if it is determined that I am ineligible for Patient Assistance.  3) I am paying $39.00 per month and will receive a monthly invoice.  4) I may cancel at anytime with a 30-day written notice.  5) Patient Medication Assistance Inc. is not liable for wrong medication shipped by manufacturer or if I run out of medications.  6) If I run out of a medication I should purchase my medication while waiting for assistance.

_____________________________              __________________________     _____________
                         Your Signature                                                 Print Name                                     Date



You must include a check or money order in the amount of $39.00 per application.

ID# internet                     PATIENT MEDICATION FORM
                                
           Name of Medication        Strength        Per Day        Doctor's Name        Doctor's Phone        Last Fill  Date
EXAMPLE   Synthroid            40 mg          2              Joe Jones     (317) 123-4567            3/5/08

1                                             

2                                             

3                                             

4                                             

5                                             

6                                             

7                                             

8                                             

9                                             

10                                           
                           For additional medications, please attach separate sheet.                               
                                
     Your Doctor’s Name and Address   (Please provide the address you visit)                        
             

                               Name


Mailing address
Doctor 1

Doctor 2

Please limit the number of doctors; if possible use your primary care physician for most medications.
                    
                              
Please print correct spelling of medication and do not send prescriptions with application.
Please enclose a check or money order in the amount of $39.00 with completed application to: 


         
Patient Medication Assistance, Inc

204 East Main St.

Plainfield, In 46168

317-838-0671 or toll free 1-866-353-9377
Our Promise to You:

You will be assigned a Customer Care Representative that will complete all applications, work closely with your doctor (s), and  refill your medications.  Your representative will be available weekdays from 9:00 a.m. to 5:00 p.m. to answer your questions.  Our entire staff will provide a quality of service above and beyond your expectations.

Common Questions

Q. When will I receive my applications?

A. Your completed applications will arrive in 6 to 10 days and require your signature.

Q. Once my applications are signed by me and my doctor, when will my medication arrive?

A. Your Customer Care Representative will check them for accuracy, and forward to the pharmaceutical companies for shipping.  Most medications will arrive in 2 to 3 weeks.

Q. Where are my medications shipped?

A. Most medications are shipped in a 90 day supply to your doctor’s office.  In some cases your medication will ship to your home address.

Mail completed application to:

                                           Patient Medication Assistance Inc.   

                                                          204 East Main St.   

                                                          Plainfield, In 46168                                                                                        
                                                   Please include your first months payment of $39.00
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“Helping you receive the medication you need without the    hassle or expense”
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Our program has helped thousands of individuals receive free medications through patient assistance programs.  We are not an insurance company and or affiliated with any drug manufacturer. Our mission is to help individuals receive medications through pharmaceutical patient assistance programs, without the normal hassle.  We currently serve more than 3000 doctors and clinics nationwide.





“Helping you receive the medication you need without the    hassle or expense”








