
Complete and submit the digital VOWST Enrollment 
Form and Prescription at vowsthcp.com or by  
scanning this QR code

If you cannot access the digital form, follow these steps to ensure timely patient access to  
VOWST® (fecal microbiota spores, live-brpk)

2. �Complete�all�required�fields�denoted�by�a�red�asterisk� 
in�the�HCP�Section�

–�Diagnosis�information

–�Antibiotics�start�date�and�days�supply�

–�Prescriber�information�and�contact�person

–��Signature�and�date�of�signature�from�prescriber�

3. �Ensure�all�required�fields�denoted�by�a�red�asterisk�in�the�Patient�Section�are�completed
–�Patient�information�

–�Insurance�information�

–��Signature�and�date�of�patient�or�patient�representative�for� 
consent�and�authorization�(if�patient�is�unavailable�to�sign,� 
please�send�in�Enrollment�Form�and�VOWST�Voyage�Support� 
Program�will�contact�the�patient)�

4.  Fill�in�Patient�Name�and�Date�of�Birth�on�every�page

5.   Fax�the�completed�VOWST�Voyage�Enrollment�Form�and� 
Prescription�to 1-888-234-6987

6.  For�questions�or�help�getting�your�patient�started,�call�the� 
VOWST�Voyage�Support�Program�at�1-888-356-5444
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10. VOWST PATIENT AUTHORIZATION 

I hereby authorize my healthcare prescribers, health plans, pharmacies, and their respective 
contractors and agents (“my healthcare organizations”) to share my personal and health 
information (“my information”) related to my Aimmune therapy with Aimmune Therapeutics, 
Inc., and its affiliates, agents,  and contractors, (collectively, “Aimmune”) as described below. 
I authorize my healthcare organizations to share my information with Aimmune in order 
for Aimmune to: (1) contact me or my healthcare organizations, or others I have identified, 
about my disease or treatment; (2) confirm my health plan eligibility and benefits, and 
determine whether I may be eligible for financial assistance programs; (3) provide me with 
reimbursement support; (4) engage with me for internal business purposes, including quality 
control, support-enhancing surveys and market research; (5) send me marketing information, 
offers, and educational materials related to Clostridioides difficile and/or Aimmune therapies, 
including VOWST Voyage; and (6) use and disclose my information for safety reasons or as 
required by law. I understand that if I do not sign this form, my treatment and payment for my 
treatment by my healthcare prescribers and pharmacy will not be affected, but I will not have 
access to the Aimmune support described above. I understand that my pharmacy providers 
and/or their contractors may receive financial remuneration from Aimmune for disclosing 
my information to Aimmune, and for providing support services to me, including sending me 
communications, pursuant to this authorization.
I understand that once my health information has been disclosed to Aimmune, federal 
privacy laws may no longer protect it and it may be further redisclosed. I may cancel this 
authorization at any time by notifying Aimmune at 1-888-356-5444 or by sending written 
notice to [P.O. Box 5490, Louisville, KY 40255] or info@vowstvoyage.com. My cancellation will 
not be effective until after Aimmune receives it and my healthcare organizations are notified 
of it by Aimmune, and it will not apply to any of my information disclosed in reliance on this 
authorization prior to my cancellation. I am entitled to a copy of this signed authorization, 
which expires at the earlier of ten (10) years or other time period required under the state in 
which I reside, from the date it is signed by me.

  Check here to receive nonmarketing tools and resources via calls/text messages from or on behalf of Aimmune and its affiliates at the telephone number(s) 
that I provide to help support me on my treatment journey with VOWST. I understand that these communications may be sent using an autodialer or artificial/
prerecorded voice at the telephone number(s) that I provide. Message and data rate may apply. Recurring messages; frequency may vary.

TELECOMMUNICATIONS OPT-IN (OPTIONAL)

 Date:         

Signature of patient or patient representative Printed name Phone number of patient 
representative

If signed by a patient representative: 

All trademarks are owned by Société des Produits Nestlé S.A., Vevey, Switzerland or used with permission.
GoLYTELY is a registered trademark of Braintree Laboratories, Inc. 
© 2024 Nestlé.  VOW-PM-USA-0034 11/24

SIGN

Patient name*  Date of birth*  

It is recommended to submit the Enrollment Form on the same day antibiotic is prescribed
1.  Download�and�print�the�Enrollment�Form�directly�from�vowsthcp.com

Your Guide to Completing the  
VOWST Voyage™ Support Program 
Enrollment Form and Prescription
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SIGN

  

Primary Insurance Carrier*

Insurance carrier

ID #

Group #

Insurance phone # 

Policyholder name (if not the patient)

Relationship to patient

Secondary Insurance Carrier

Insurance carrier

ID #

Group # 

Insurance phone # 

Policyholder name (if not the patient)

Relationship to patient

Pharmacy Benefit Insurance Name 
(Required for separate pharmacy benefit card)

Insurance carrier

ID #

Group # BIN/PCN #

Insurance phone # 

Policyholder name (if not the patient)

Relationship to patient

 Copies of insurance cards included

Coverage (check all that apply):*  Medicare    Medicaid      Commercial/Private      Veterans Health      Other     Uninsured

First name*  Middle initial  Last name*
(Please print) 

Date of birth*  Gender*  Female    Male   Other   Preferred language  
(mm/dd/yyyy)                

Address*  City/State/Zip code*

Phone (please check preferred)*  Home      Mobile  

Email address

Authorized Patient Representative contact name  Phone number

9. PATIENT CONSENT - VOWST PATIENT ASSISTANCE PROGRAM (“PAP”): 

Please check each box, fill in the requested information, and sign at the bottom if you would like to be considered for the VOWST PAP. Contact VOWST Voyage Support 
Services with any questions regarding PAP eligibility and enrollment.

  I understand that if my insurance does not cover my VOWST therapy, I may be eligible to participate in the PAP. I grant permission to the program to check my 
eligibility. I certify that my household income is $_______________ / year and there are _______ individuals in my household. I recognize that as part of determining 
my eligibility for PAP, my household income may be subject to verification.

  I understand that Aimmune Therapeutics, Inc., and its affiliates, agents, and contractors (Aimmune) may request documentation from me, my employer, my 
healthcare provider, or my insurance company to verify my financial information. Aimmune may obtain information from my credit profile from TransUnion for 
the purpose of verifying my income eligibility for PAP. I understand that I am providing “written instructions” to Aimmune under the Fair Credit Reporting Act 
(“FCRA”), authorizing Aimmune to obtain information from my credit profile or other information from TransUnion solely for the purpose of determining financial 
qualifications for PAP. I understand that I am entitled to a copy of this Authorization upon request.

  I attest that the information I have provided in this form is accurate to the best of my knowledge. I understand that by enrolling in the PAP, I agree to comply with 
the requirements of the PAP. I understand that Aimmune make no representation or guarantee concerning my eligibility to participate in the PAP.  Participation  
in the PAP does not obligate me to use any specific health care provider, and I am free to change providers at any time. I attest that neither I nor anyone acting on 
my behalf will seek reimbursement for any product received as part of the PAP program from any government health care program or any other third-party insurer 
or payer, health savings account, or flexible spending account. I understand that the PAP program reserves the right to request additional documentation from 
me to determine program eligibility, and may independently verify information provided. I understand that I must inform the PAP if my financial circumstance, 
insurance, or any other eligibility criteria changes. I understand that Aimmune reserves the right to amend or discontinue the PAP, in whole or in part, at any time 
and without notice.

 Date:         

Signature of patient or patient representative Printed name Phone number of patient 
representative

If signed by a patient representative: 

7. PATIENT INFORMATION

8. PATIENT INSURANCE INFORMATION

Patient name*  Date of birth*  
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