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PRESCRIBER AND PRACTICE INFORMATION

Prescriber Name (First and Last*): Specialty: Practice Name*:

Office Contact Name: Office Contact Phone*: Fax*:

Address*:

City*: State*: ZIP*:

Medicaid/Medicare Provider No.*: Tax ID No.*:

State License No.*: UPIN/NPI*:

Preferred Specialty Pharmacy:                                                                                                         

 Self-Dispensing Pharmacy (Please check this box if you are a self-dispensing pharmacy)

PRESCRIPTION FOR XTANDI*

In order for us to send medication to your patient, the prescription information must be complete and accurate.

Patient Name: Date of Birth:

Diagnosis Code:

Product Name: XTANDI® (enzalutamide)

 40-mg tablets:     Take                      40-mg tablets per                      for                      days

 80-mg tablets:     Take                      80-mg tablets per                      for                      days 

 40-mg capsules:  Take                      40-mg capsules per                      for                      days  
    (Note to Prescriber: As of August 1, 2021, capsules are no longer available through Astellas Patient Assistance Program.)

Dispense:                     -day supply     Refills:                     

                                                  X                                                                                                                                                                  Date  

Prescriber Certification

My signature below certifies that I have read, understand, and agree to the Prescriber Certification Statement on page 5. 

                                                

  X                                                                                                                                                                Date  

Stamped signatures not accepted. This form cannot be processed without an original signature.

(OPTIONAL) PRESCRIPTION FOR XTANDI QUICK START+® PROGRAM ONE-TIME SUPPLY

Complete this additional (optional) prescription for the QUICK START+ Program, which can provide a one-time, 14-day supply of XTANDI at no cost to eligible patients who 
experience a delay in insurance coverage. The shipment will be made to the address designated on page 1.

Patient Name: Date of Birth:

Product Name: XTANDI

 40-mg tablets:     Take                      40-mg tablets per                      for                      days

 80-mg tablets:     Take                      80-mg tablets per                      for                      days 

 40-mg capsules:  Take                      40-mg capsules per                      for                      days  
    (Note to Prescriber: As of August 1, 2021, capsules are no longer available through XTANDI QUICK START+ Program.)

Dispense: 14-day supply     Refills: 0

                                                  X                                                                                                                                                                 Date  

Stamped signatures not accepted. Dispense as written.

Prescriber  
Signature

Prescriber  
Signature

Doctor/Prescriber  
Signature
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WHAT TYPE OF PATIENT SUPPORT IS NEEDED?

 Investigation Support  Astellas Patient Assistance Program  Other Programs

PATIENT INFORMATION

First Name*: Last Name*: Date of Birth*: Sex:    Male    Female

Home Address*: City*: State*: ZIP*:

Cell Phone: Home Phone: Email:

 Opt-in for Text Updates (See the Patient Authorization for Terms & Conditions)

Permission to contact patient?   Yes   No    Best time to contact: Preferred Language:   English   Spanish   Other 

CURRENT PHARMACY INSURANCE*

Patient Pharmacy Insurance Plan

Patient has:        No insurance        Medicare        Medicaid        Private/Commercial         Medicare Advantage

Pharmacy Insurer: Patient Pharmacy Insurance Card ID: Patient Pharmacy Insurance Card Phone:

ASSESSMENT FOR ASTELLAS PATIENT ASSISTANCE PROGRAM*

The patient’s Social Security number is required to assess income eligibility for the Astellas Patient Assistance Program. 

Patient’s Social Security Number:    –   –    

PATIENT AUTHORIZATION FOR XTANDI SUPPORT SOLUTIONS*

My signature below certifies that I have read, understand, and agree to the Patient Authorization  
Statement on page 3.

Patient Name (please print):  

                                          X                                                                                                             Date  

OR

                                          X                                                                                                             Date  

I am signing on behalf of the patient, and I hereby affirm that I have the legal right to do so, that I am the parent or legal guardian of the 

patient, or that I otherwise have a valid power of attorney to act on behalf of the patient. 

Please describe your relationship to the patient:                                                                                                        

Patient  
Signature

Representative  
Signature

Website: XTANDISupportSolutions.com
Phone: 1-855-898-2634
Fax: 1-855-982-6341

Healthcare Providers: Please complete this form, including the patient’s and healthcare provider’s signatures, and fax it to XTANDI 
Support Solutions or to a specialty pharmacy in the authorized XTANDI® (enzalutamide) network. Remember to complete the 
prescription drug information and obtain healthcare provider and patient signatures.

Please note: All fields denoted with an asterisk (*) are required fields.

XTANDI Support Solutions® Enrollment Form

Translators for other  
languages may be available.

A

B

C

G

G

Help Your Patients Access  
the Medication You Prescribed
After you have made the choice to prescribe XTANDI® (enzalutamide), you can help 
your patients access XTANDI by enrolling them in XTANDI Support Solutions.

Getting Started
Complete all fields on pages 1 and 2 of the enrollment form to help 
patients start treatment promptly.

Once enrolled, XTANDI Support Solutions can help patients navigate 
the reimbursement process and provide information to patients about 
applicable financial assistance programs.

Prescriber Responsibilities

A   Provide all patient information

   Reminder: Obtain the best time 
to contact the patient and inform the 
patient that either XTANDI Support 
Solutions or the specialty pharmacy 
will call them.

B   Complete the patient’s pharmacy  
insurance information

   Reminder: The patient’s pharmacy 
card may be different than their 
medical card, so make sure you are 
providing the correct prescription 
insurance information.

C   Include patient’s Social Security number

   Reminder: The Social Security number 
is used to confirm that the patient meets 
financial eligibility requirements 
for the XTANDI Patient Assistance 
Program.

D   Provide prescriber information

   Reminder: Providing a direct 
phone number for reaching 
the contact person in your 
office helps avoid delays.

E   Complete a prescription for the  
XTANDI QUICK START+® Program

   Reminder: Filling out this section 
completely helps eligible patients who 
experience insurance coverage delays 
receive a one-time, 14-day supply of 
XTANDI at no cost.a

F   Sign where indicated

   Reminder: The prescriber is required 
to sign and date the form in 3 places.

a To be eligible for XTANDI QUICK START+, patients must be new to XTANDI therapy, 
 must have experienced an insurance-related access delay, and must have been 
 prescribed XTANDI for an FDA-approved indication. 

Patient Responsibilities

G   Your patient must read the Patient Authorization Statement and provide a 
printed name, signature, and date to certify that they have read and agree 
to the Patient Authorization Statement

   Reminder: If a patient is unable to read and/or sign the Patient 
Authorization Statement, a representative can do so on the patient’s  
behalf. If a representative signs on the patient’s behalf, make sure  
the relationship to the patient is included and the section is signed  
and dated.

Download the enrollment form at XTANDISupportSolutions.com and fax the fully completed 
form to 1-855-982-6341 or upload it to Astellas eService via XTANDISupportSolutions.com.

http://XTANDISupportSolutions.com
http://XTANDISupportSolutions.com


Once Enrolled, XTANDI Support 
Solutions® Is Here to Help  
Your Patients
Your office will receive a fax confirming receipt of the 
enrollment form. XTANDI Support Solutions may contact 
your office if additional information is needed.

Once enrolled, you may want to:

  Inform your patients that they will receive a call from  
XTANDI Support Solutions or the specialty pharmacy 

  Keep all communications together in the patient’s  
file, including:

 • A photocopy of the patient’s prescription card
 •  The follow-up fax with the patient’s case number,  

which you will need to provide each time you  
speak to XTANDI Support Solutions

 • Prior authorization form

  Contact XTANDI Support Solutions for support 
that can help patients access XTANDI® (enzalutamide), 
including:

 • Benefits verification
 • Prior authorization assistance
 •  Assistance with an appeal for a denied prior  

authorization request
 •  Identification of potential assistance options  

to help eligible patients with out-of-pocket costs  
(eg, XTANDI Patient Savings Program)

CONTACT US
There are 3 ways to get support from XTANDI Support Solutions.

 

ON THE 
PHONE

XTANDI SUPPORT SOLUTIONS CALL CENTER 

1-855-8XTANDI (1-855-898-2634)
Monday–Friday, 8 am–8 pm ET

 Every time you call, you will be assisted by a regionally assigned XTANDI 
Support Solutions Case Manager.

 

ONLINE

XTANDISUPPORTSOLUTIONS.COM

Our website provides access and reimbursement information for XTANDI.

 

IN PERSON

ACCESS AND REIMBURSEMENT MANAGER (ARM)

 Each healthcare provider’s office has access to an ARM who can provide 
education for matters related to XTANDI access and reimbursement.

For additional information about XTANDI Support Solutions and available resources, 
please contact your local Astellas ARM.

XTANDI®, Astellas®, and the flying star logo are registered trademarks of Astellas Pharma Inc.
QUICK START+® and XTANDI Support Solutions® are registered trademarks of Astellas US LLC.
Astellas Pharma Support SolutionsSM is a service mark of Astellas Pharma US, Inc.
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