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Resources to help your patients rapidly access treatment once prescribed and 
while coverage is being confirmed
•	 Reimbursement Support and Resources – benefits verification and other resources related to prior 

authorizations, appeals, and formulary exceptions provided by provided by Blueprint Medicines 
reimbursement specialists

•	 QuickStart – a no-cost, limited supply in the event of an insurance coverage delay

Resources to assist your patients with financial concerns
•	 Copay Assistance – eligible patients with commercial insurance, can reduce their out-of-pocket costs  

(co-pay, co-insurance, or deductible) to as little as $0 per fill

•	 Patient Assistance Program (PAP) – eligible patients with no insurance or limited coverage  
or unaffordable out of pocket costs may be able to receive their medication at no cost

Resources to support your patients once treatment has begun
•	 Monthly Psychosocial Patient Support Calls – for those who opt in

•	 Coverage Interruption – a no-cost, limited supply in the event of a patient experiencing a temporary lapse  
in coverage while on therapy

•	 AYVAKIT™ (avapritinib) Dose Exchange – allows patients whose HCP recommend a dose modification  
to exchange their remaining medication for the new dose at no cost

Learn more about accessing each of the programs in the following pages

Your patient’s prescription will not be sent to another pharmacy unless 
requested by or confirmed with your office or pharmacy

If you are interested in learning more about dispensing a Blueprint Medicines’ 
therapy, visit YourBlueprint.com/HCP and go to the “How to Order” section

YourBlueprint is a patient support program designed with your patients’ care in mind. 
YourBlueprint assists patients throughout many aspects of treatment by providing  
a variety of services along the treatment journey. 

YourBlueprint provides personalized support for 
patients prescribed a Blueprint Medicines’ therapy

https://www.YourBlueprint.com/HCP
https://www.yourblueprint.com/hcp/how-to-order/
https://www.YourBlueprint.com
mailto:info@yourblueprint.com
https://portal.trialcard.com/yourblueprint


Fill out the YourBlueprint enrollment form for their 
prescribed product
•	 To ensure there is no delay in patient access to therapy, be sure to 

completely fill in the enrollment form, including patient signatures 
and HCP signature. If the patient isn’t able to sign in person, the 
patient can submit their signature through DocuSign here

•	 Work with your patient to choose the services that work best

Submit the enrollment form to YourBlueprint by:

Enrolling 
your patient in 
YourBlueprint 

is easy!

YourBlueprint provides personalized support for 
patients prescribed a Blueprint Medicines’ therapy

Fax: 1-866-370-3082

Email: info@yourblueprint.com

Log on to covermymeds.com 
using your account, search 
prescribed drug name and 
select Start Enrollment

OR 
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Select for reimbursement support, including benefits summary, prior authorization, appeals  
and formulary exceptions support from one of YourBlueprint’s reimbursement support specialists

Select any, or all medication access resources within prescription section 7. If all portions of the 
prescription are submitted upon initial enrollment, patients can more rapidly access those resources  
if needed in the future without having to reach back out to your office or pharmacy –  
Patient Assistance Program (PAP) (7A), Quick Start (7B) and Coverage Interruption (7C)

Upon receipt of enrollment form at YourBlueprint, your patient’s dedicated case manager will reach out  
to your office to review next steps.

Patient Program Consent 

Should your patient not be in the office to sign the enrollment form, they can visit YourBlueprint.com  
and go to “Forms and Resources:”
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AYVAKIT™ (avapritinib) PATIENT SUPPORT PROGRAM  
ENROLLMENT FORM

1. PATIENT INFORMATION

Name: 

Street Address: 

City:  State:  ZIP:  

Date of Birth (MM/DD/YYYY):  Sex:    Male         Female

Primary Phone:   Okay to leave voicemail

Alternate Phone:   Okay to leave voicemail

Best Time to Contact:   Morning         Afternoon         Evening

Email Address:  

Patient Representative / Caregiver: 

Patient Representative / Caregiver Phone: 

2. INSURANCE INFORMATION

 No Insurance

Primary Prescription Insurer: 

Phone:  Policy ID: 

Group Number:  Prescription BIN: 

Prescription PCN:  Subscriber Name: 

Secondary Prescription Insurer: 

Phone:  Policy ID: 

Group Number:  Prescription BIN: 

Prescription PCN:  Subscriber Name: 

6. PRESCRIBER INFORMATION

Prescriber Name: 

Site / Facility Name: 

Street Address: 

City:  State:  ZIP:  

Office Contact:  

Phone:  Fax:  

Email: 

Preferred Method of Communication:         Email         Phone         Fax         

NPI #:  State License #:  

8. PHARMACY PREFERENCE

 Biologics     PANTHERx Rare Pharmacy     Medically Integrated Dispenser (MID)   

Prescription Already Sent:     Yes         No 

If you selected MID, please complete the information below:

MID Name:  MID Phone:  

MID NPI/DEA/HIN #:  MID Fax: 

7. PRESCRIPTION

7A. AYVAKIT Dose Strengths and Quantity

 100 mg (30 tablets)        

 200 mg (30 tablets)       

 300 mg (30 tablets)

Refills: 

7B. AYVAKIT QuickStart
For newly prescribed patients  
in the event of delay in  
coverage decision

Dose Strengths and Quantity

 100 mg (15 tablets)        

 200 mg (15 tablets)        

 300 mg (15 tablets)

Refills: 3

7C. AYVAKIT Coverage Interruption
For eligible existing patients  
during lapse in coverage

Dose Strengths and Quantity

 100 mg (15 tablets)        

 200 mg (15 tablets)        

 300 mg (15 tablets)

Refills: 1

Directions for use: Take 1 tablet by mouth once a day

      
 Prescriber Signature (no stamps) Date

My signature certifies that the person named on this form is my patient, the 
information provided, to the best of my knowledge, is complete and accurate, and 
that therapy with AYVAKIT is medically necessary. I certify that I have obtained my 
patient’s written authorization in accordance with all applicable state and federal law 
to release the individually identifiable health information included on this form to 
Blueprint Medicines’ YourBlueprint patient support program and I understand that 
the information that I provide on this form will be used by the program for purposes of 
verifying my patient’s insurance coverage and eligibility; coordinating the dispensing of 
my patient’s prescription medicine; and introducing YourBlueprint support services to 
my patient, including contacting my patient by telephone or mail for these purposes. 
For specialty pharmacy prescriptions, I authorize YourBlueprint to transmit the above 
prescription to the appropriate specialty pharmacy for my patient. I understand that I 
am under no obligation to prescribe any Blueprint Medicines product and that I have 
not received nor will I receive any benefit from Blueprint Medicines for doing so. I will 
not seek reimbursement from any third-party payer, patient, or other person or entity 
for any product provided free of charge by YourBlueprint. I attest that I am not on the 
HHS/OIG list of Excluded Individuals.

Special Note: New York prescriber, please use an original New York State prescription 
form. The prescriber is to comply with the prescriber’s state-specific prescription 
requirements.

4A. YOURBLUEPRINT ENROLLMENT CONSENT

By signing below, I certify that I have read the YourBlueprint Enrollment Consent on 
page 2 and I agree to the terms of enrollment.

X
Signature of Patient or Patient Representative Date

Printed Name Phone Number of Patient Representative

If signed by a Patient Representative

SIGN  
HERE

4B. AUTHORIZATION TO SHARE HEALTH INFORMATION

By signing below, I certify that I have read the Authorization to Share Health Information 
on page 2 and I authorize the disclosure of my Information to Blueprint Medicines as 
described.

X
Signature of Patient or Patient Representative Date

Printed Name Phone Number of Patient Representative

If signed by a Patient Representative

SIGN  
HERE

3.  PATIENT FINANCIAL INFORMATION (This information is required to verify 
eligibility for patient assistance)

Total Number of People Within Household (including applicant): 

Fax: 1-866-370-3082Phone: 1-888-BLUPRNT (1-888-258-7768) Monday-Friday 8 am-8 pm ET www.YourBlueprint.com

5. DIAGNOSIS

Primary Diagnosis ICD-10:  

Is this an EAP or CUP patient?    Yes         No 

If yes, please provide EAP/CUP Patient ID: 

SIGN  
HERE

FOR CO-PAY ENROLLMENT, PLEASE VISIT PORTAL.TRIALCARD.COM/YOURBLUEPRINT

To avoid delays, complete the entire form,  
sign and fax it to YourBlueprint™ at 1-866-370-3082.

The standard services that are initiated with this form include:
 • Patient Assistance Program (PAP) (complete section 7A)
 • QuickStart (complete section 7B)
 • Coverage Interruption (complete section 7C)

  Check here if you would like additional support with prior authorizations  
and/or appeals.
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GAVRETO™ (pralsetinib) PATIENT SUPPORT PROGRAM 
ENROLLMENT FORM

1. PATIENT INFORMATION

Name: 

Street Address: 

City:  State:  ZIP: 

Date of Birth (MM/DD/YYYY):  Sex:    Male         Female

Primary Phone:  Okay to leave voicemail

Alternate Phone:  Okay to leave voicemail

Best Time to Contact:   Morning         Afternoon         Evening

Email Address: 

Patient Representative / Caregiver: 

Patient Representative / Caregiver Phone: 

2. INSURANCE INFORMATION

 No Insurance

Please make sure you include your primary prescription insurance. If possible, 
please also include your medical insurance information.

Primary Prescription Insurer: 

Phone:  Prescription Policy ID: 

Prescription Group Number:  Prescription BIN: 

Prescription PCN:  Subscriber Name: 

Primary Medical Insurer:  

Group Number:   Policy ID: 

Secondary Prescription Insurer: 

Phone:  Prescription Policy ID: 

Prescription Group Number:  Prescription BIN: 

Prescription PCN:  Subscriber Name: 

6. PRESCRIBER INFORMATION

Prescriber Name: 

Site / Facility Name: 

Street Address: 

City:  State:  ZIP: 

Office Contact: 

Phone:  Fax: 

Email: 

Preferred Method of Communication:         Email         Phone         Fax         

NPI #:  State License #: 

7. PRESCRIPTION

The recommended starting dose of GAVRETO is 400 mg QD (four 100 mg capsules). 

7A. GAVRETO GAVRETO 100 mg capsules

 400 mg QD by mouth

 Other: 

Dispense: 30-day supply

Refills: 

7B. GAVRETO QuickStart
For newly prescribed patients  
in the event of delay in  
coverage decision

GAVRETO 100 mg capsules

 400 mg QD by mouth

 Other: 

Dispense: 15-day supply

Refills: 3

7C. GAVRETO Coverage 
Interruption
For eligible existing patients  
during lapse in coverage

GAVRETO 100 mg capsules

 400 mg QD by mouth

 Other: 

Dispense: 15-day supply

Refills: 1

Directions for use: Take as directed once daily by mouth on an empty stomach, at least  
1 hour before and 2 hours after a meal

4A. YOURBLUEPRINT ENROLLMENT CONSENT

By signing below, I certify that I have read the YourBlueprint Enrollment Consent on 
page 2 and I agree to the terms of enrollment.

X
Signature of Patient or Patient Representative Date

Printed Name Phone Number of Patient Representative

If signed by a Patient Representative

SIGN  
HERE

4B. AUTHORIZATION TO SHARE HEALTH INFORMATION

By signing below, I certify that I have read the Authorization to Share Health Information 
on page 2 and I authorize the disclosure of my Information to Blueprint Medicines as 
described.

X
Signature of Patient or Patient Representative Date

Printed Name Phone Number of Patient Representative

If signed by a Patient Representative

SIGN  
HERE

3.  PATIENT FINANCIAL INFORMATION (This information is required to verify
eligibility for patient assistance)

Total Number of People Within Household (including applicant): 

Fax: 1-866-370-3082Phone: 1-888-BLUPRNT (1-888-258-7768) Monday-Friday 8 am-8 pm ET www.YourBlueprint.com

5. DIAGNOSIS

Primary Diagnosis ICD-10: 

Is this a Pre-Approval Access Program (PAAP) patient?    Yes         No 

If yes, please provide PAAP Patient ID: 

8. PHARMACY PREFERENCE

 Biologics     PANTHERx Rare Pharmacy     Medically Integrated Dispenser (MID)   

Prescription Already Sent:     Yes         No 

If you selected MID, please complete the information below:

MID Name:  MID Phone: 

MID NPI/DEA/HIN #:  MID Fax: 

 
Prescriber Signature (no stamps) Date

My signature certifies that the person named on this form is my patient, the information 
provided, to the best of my knowledge, is complete and accurate, and that therapy 
with GAVRETO is medically necessary. I certify that I have obtained my patient’s written 
authorization in accordance with all applicable state and federal law to release the 
individually identifiable health information included on this form to Blueprint Medicines’ 
YourBlueprint patient support program and I understand that the information that I 
provide on this form will be used by the program for purposes of verifying my patient’s 
insurance coverage and eligibility; coordinating the dispensing of my patient’s 
prescription medicine; and introducing YourBlueprint support services to my patient, 
including contacting my patient by telephone or mail for these purposes. For specialty 
pharmacy prescriptions, I authorize YourBlueprint to transmit the above prescription 
to the appropriate specialty pharmacy for my patient. I understand that I am under no 
obligation to prescribe any Blueprint Medicines product and that I have not received 
nor will I receive any benefit from Blueprint Medicines for doing so. I will not seek 
reimbursement from any third-party payer, patient, or other person or entity for any 
product provided free of charge by YourBlueprint. I attest that I am not on the HHS/OIG 
list of Excluded Individuals.

Special Note: New York prescriber, please use an original New York State prescription 
form. The prescriber is to comply with the prescriber’s state-specific prescription 
requirements.

SIGN  
HERE

FOR CO-PAY ENROLLMENT, PLEASE VISIT PORTAL.TRIALCARD.COM/YOURBLUEPRINT

To avoid delays, complete the entire form,  
sign and fax it to YourBlueprint™ at 1-866-370-3082.

The standard services that are initiated with this form include:
• Patient Assistance Program (PAP) (complete section 7A)
• QuickStart (complete section 7B)
• Coverage Interruption (complete section 7C)

  Check here if you would like additional support with prior authorizations 
and/or appeals.

1

2

1

2

Download Consent Form and return via:

•	 Email to info@yourblueprint.com - or -
•	 Mail to YourBlueprint, PO Box 15590. Pittsburgh, PA 15244

Select E-consent and sign via DocuSign*

*�DocuSign can be completed on computer, mobile 
device or tablet

OR
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Rapid Access to Treatment

Reimbursement Support

What is it? 
Should the patient’s coverage determination be 
delayed more than 3 business days, YourBlueprint will 
provide eligible patients with a limited supply of no-
cost medication pending a final coverage or, if needed, 
PAP determination.

What do we need from you? 
 Complete the enrollment form for your patient, 
selecting the QuickStart prescription in section 7B 
of the enrollment form.

 Provide YourBlueprint with the PA submission date 
with the enrollment form.

Quick Start

What is it? 
Your patient’s dedicated Case Manager will work with 
the patient’s insurance plan to determine the path to 
access and communicate with you the requirements 
for coverage, including the correct form to submit,  
the supporting documentation to provide and where  
to send it.

What do we need from you? 
 Complete the enrollment form for your patient, 
selecting the Reimbursement Support section

 Ensure patient’s insurance information is  
completed on the form.

Access to Treatment while On Therapy

What is it? 
Should the patient experience a temporary lapse in 
coverage for their therapy, YourBlueprint will provide 
eligible patients with a limited supply of no-cost 
medication. Examples of eligible coverage lapse  
could be PA expiration, job transition.

What do we need from you? 
 Complete the enrollment form for your patient, 
selecting the Coverage Interruption prescription  
in section 7C of the enrollment form.

Coverage Interruption

What is it? 
Should the patient experience a dose modification 
while on AYVAKIT, patient may exchange medication 
for new dose at no cost to them.

What do we need from you? 
 Complete the dose exchange form for your patient 
and submit to the YourBlueprint non-commercial 
pharmacy for dispensing. 

Dose Exchange (AYVAKIT only)

YourBlueprint provides personalized support for 
patients prescribed a Blueprint Medicines’ therapy
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Financial Concerns

Copay Assistance

What is it? 
Patients with no insurance, limited coverage, or  
high out of pocket costs, including Medicare Part D, 
for their Blueprint Medicines therapy may be eligible 
to receive their therapy at no cost through our  
non-commercial dispensing pharmacy. 

What do we need from you? 
 Complete the enrollment form for your patient, 
selecting the prescription in section 7A of the 
enrollment form.

 If patient has insurance but no coverage for 
their therapy, provide YourBlueprint the prior 
authorization and two (2) subsequent appeal 
denials with the enrollment form.

Patient Assistance Program (PAP)

What is it? 
Eligible patients enrolled in copay assistance who have 
commercial insurance, YourBlueprint will assist with 
their out of pocket expenses and patients can pay as 
little as $0 for their Blueprint Medicines therapy.

What do we need from you? 
 Enroll your patient via the online portal, at 
portal.trialcard.com/yourblueprint/

 Once enrolled, adjudication information will be 
assigned to your patient and you can adjudicate 
the claim using your pharmacy system.

Monthly Psychosocial Patient Support Calls

Your Medically Integrated Dispensing (MID) pharmacy must be contracted with our copay processor to 
adjudicate claims. Visit yourblueprint.com for a comprehensive guide on contracting with our copay processor.

PAP Financial Eligibility Criteria
500% FPL, as determined by electronic verification*
For Medicare Part D with high out of pocket costs, annual out of pocket cost for medication must be in excess 
of 4% of annual income. This criterion does not apply for certain low-income Medicare Part D beneficiaries.
For non-Medicare Part D with high out of pocket costs, annual out of pocket costs for medication must  
exceed 20% of annual income.
* If unable to determine income via eVerify, patient will need to submit 1040 or 1040-SR to YourBlueprint. Asset information not collected. 

YourBlueprint enrolled patients are given the option to participate in psychosocial support phone calls. These 
calls are with a YourBlueprint patient navigator and intended to support patients through conversation topics 
that are focused on non-clinical aspects of therapy, including but not limited to workplace considerations or 
accommodations, travel considerations, talking with your family about cancer, etc. The first phone call is scheduled 
for about 35 days after therapy initiation and calls continue monthly unless the patient decides to opt out.

Household Size† 1 2 3 4

500% FPL‡ 63,800 86,200 108,600 131,000

† Add $28,000 for each person over 4;    ‡ �%FPL calculated using 2021 federal guidance

YourBlueprint provides personalized support for 
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AYVAKIT, GAVRETO, Blueprint Medicines, YourBlueprint and associated logos are trademarks of  Blueprint Medicines Corporation. 
All other trademarks are the property of their respective owners.

© 2020 Blueprint Medicines Corporation. 

The CoverMyMeds logo is a registered trademark of CoverMyMeds LLC.

YourBlueprint is not a CoverMyMeds LLC program or solution. YourBlueprint is owned and operated solely by Blueprint Medicines.
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