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The VOWST Voyage™ Support Program helps patients access VOWST

Please see full Prescribing Information and Patient Information.

INFORMATIONAL RESOURCES

Here are some of the ways we offer assistance

GETTING YOUR PATIENT STARTED

Each patient enrolled in the VOWST Voyage Support Program  
may be eligible to receive a welcome kit, which may include laxative

Sample Letters of 
Medical Necessity 

and Appeal

Enrollment 
Checklist 

How to  
Access VOWST

Prior Authorization 
(PA) and Appeals 

Guide

Ordering and Prescribing VOWST™

PRESCRIBING INFORMATION

ORDERING AND PRESCRIBING OPTIONS

Consider prescribing VOWST and standard of care antibacterials at the same time to help ensure 
patients have VOWST by the time their antibacterials are completed. A laxative should be administered 
once within 2 to 4 days of finishing antibacterials and VOWST should be administered the day after  
the laxative. 

VOWST is available through a limited network of specialty pharmacies (SP). While you can send a 
prescription to either SP, you may fax a signed enrollment form, available at vowstvoyage.com, to the  
VOWST Voyage™ Support Program. The enrollment form may serve as the prescription, ensuring the 
VOWST prescription is sent in an expedited manner to the SP that is best able to fill the prescription 
(to confirm, check with the patient’s preferred SP). Additionally, when enrolled in the VOWST Voyage 
Support Program, patients’ eligibility for assistance with out-of-pocket costs can be determined.*

Please see full Prescribing Information and Patient Information.

Getting Started: 
1.    Access the VOWST Enrollment Form through the 

VOWST Voyage portal at vowsthcp.com
2.  Complete and submit the form online via the portal 
If you cannot access the portal, you may also download 
the form on vowsthcp.com and fax the completed form 
to 1-888-234-6987

Phone: 1-888-356-5444  
Fax: 1-888-234-6987

Once the VOWST Voyage Support Program 
receives the enrollment form, your patient will be 

contacted by a case manager to discuss insurance 
coverage and benefits, financial assistance 
options, and receive educational resources.

THE VOWST VOYAGE™ SUPPORT PROGRAM  
HELPS YOUR PATIENTS GET ACCESS TO VOWST 

Coverage and Benefits Assistance 
We provide your patients with personalized help: 
•  Navigating insurance coverage and benefits 
•  Investigating other options for coverage, including financial assistance programs that can help cover 

the cost of VOWST

Welcome Kit for Patients
Each patient enrolled in the VOWST Voyage Support Program will be eligible to receive a welcome kit 
which may contain 10 oz of magnesium citrate laxative, and educational resources to support their 
treatment journey. In clinical studies, participants with impaired kidney function received polyethylene 
glycol electrolyte solution (250 mL GoLYTELY, not approved for this use), which is not included in the 
welcome kit.

Specialty Pharmacy Phone Fax Hours

Amber 1-844-703-3647 1-833-253-8775 M-F: 8 am-8 pm ET
Sat: 8 am-6 pm ET
Pharmacist: 24/7

Orsini 1-800-485-4885 1-877-640-5179 M-F: 9 am-7 pm ET
Pharmacist: 24/7

Exclusive Specialty Distributor (for institutional pharmacy customers only)

Cardinal Health 1-855-855-0708 1-614-553-6301 M-F: 8 am-7 pm ET

Prior Authorization (PA) 
and Appeals Resource  

for VOWST

INDICATION
VOWST is indicated to prevent the recurrence of Clostridioides difficile infection (CDI) in 
individuals 18 years of age and older following antibacterial treatment for recurrent CDI (rCDI).

Limitation of Use: VOWST is not indicated for treatment of CDI.

IMPORTANT SAFETY INFORMATION
WARNINGS AND PRECAUTIONS
Transmissible infectious agents: Because VOWST is manufactured from human fecal matter, it 
may carry a risk of transmitting infectious agents. Report any infection that is suspected to have 
been transmitted by VOWST to Aimmune Therapeutics, Inc. at 1-833-246-2566.

Potential presence of food allergens: VOWST may contain food allergens. The potential to cause 
adverse reactions due to food allergens is unknown.

This informational resource provides considerations for health plan  
requirements that may be helpful when submitting PAs or  
appeals when seeking VOWST coverage for your patients

This resource is provided for informational purposes only and does not constitute reimbursement or legal advice. Third-party payment for medical products 
and services is affected by numerous factors. It is always the provider’s responsibility to determine medical necessity and submit appropriate codes and 
information to third-party payors. This document includes possible codes that may be used, but it is the provider’s sole responsibility to determine and 
submit appropriate codes to describe the patient’s condition. Nestlé and Seres Therapeutics cannot guarantee coverage. Nestlé and Seres Therapeutics  
do not promote the use of their products outside the FDA-approved labeling.

Your Guide for Completing the VOWST 
Voyage™ Support Program Enrollment 
Form and Prescription Instructions

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
– Antibacterial 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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VOWST Voyage™ Support Program 
Enrollment Form and Prescription

For assistance, please call 1-888-356-5444.Please fax completed form to 1-888-234-6987. 

SIGN &
DATE 

 Prescriber signature (Dispense as Written)  Date (mm/dd/yyyy)

 Prescriber signature (Substitutions Permitted)  Date (mm/dd/yyyy)

By my signature, I certify that I am the healthcare professional who has prescribed the therapy identified in this form. I further certify  
that I have made an independent judgment that the above therapy is medically necessary, and that the information provided in this form 
is accurate to the best of my knowledge. I authorize Aimmune Therapeutics, Inc. (Aimmune), and its affiliates, agents, representatives, and 
service providers to act on my behalf for the purposes of transmitting this prescription to the appropriate pharmacy. 

  By checking this box, I certify that I have obtained any and all authorizations and consents from the patient or the patient’s authorized 
personal representative necessary under HIPAA and state law to release protected health information, including that contained on this 
form, to Aimmune and its employees or agents for purposes relating to Aimmune patient support programs, including, assisting the 
patient with benefits verification, prior authorization/appeals assistance, financial assistance resources and information, such as co-pay 
support or free drug programs, for which the patient may be eligible, and other support for VOWST. I certify that I have obtained consent 
from the patient or the patient’s caregiver to be contacted by, VOWST Voyage, and/or parties acting on their behalf using email, text 
message, a live operator, autodialer, or prerecorded voice at the telephone number(s) provided regarding the purposes described above 
and for other non-marketing purposes. I also give my permission to receive calls related to these services from Aimmune, VOWST Voyage, 
and parties acting on their behalf, including calls made with an autodialer or prerecorded voice at the phone number(s) provided.

  A04.72 Enterocolitis due to Clostridium  
difficile, not specified as recurrent†

  A04.71 Enterocolitis due to 
Clostridium difficile, recurrent

  Other
       (Please fill in)

Please select documentation included with form* 

  Patient chart notes      PCR test     Toxin test  

Number of recurrences*
  One      Two      Three     Four or more

It is recommended that VOWST be prescribed at the same time as antibacterial therapy to ensure patient receives VOWST 
in a timely manner. 

Antibacterial treatment start date*  Day supply*   Number of refills 

2. ANTIBACTERIAL TREATMENT DETAILS

4. PRESCRIBER INFORMATION

3. PREFERRED SPECIALTY PHARMACY*

 Amber Specialty Pharmacy    Orsini Specialty Pharmacy    No preference

Prescriber Name* Practice name*
(Please print) 

Practice address* City/State/Zip code*
Prescriber NPI* Office contact name*
Office contact phone* Office fax*  Email address 

Preferred contact method   Phone    Fax     Email

VOWST 
VOWST (fecal microbiota spores, live-brpk) capsules

1 dose = 4 capsules; 12 capsules

Refills: 0 

Directions:  Take each dose (4 capsules) on an empty stomach 
prior to the first meal of the day for 3 days

WELCOME KIT
Please select one*

  Patient to receive one (1) 10 oz. bottle of magnesium citrate saline 
laxative oral solution in the Welcome Kit provided at no cost

  Patient using an alternative laxative option (not included in  
Welcome Kit)§

 §In clinical studies, participants with impaired kidney function received polyethylene 
glycol electrolyte solution(250 mL GoLYTELY®, not approved for this use)

5. PRESCRIPTION INFORMATION

6. COMPLETE STATEMENT OF MEDICAL NECESSITY AND CONSENT

†Is not the initial episode.

1. DIAGNOSIS AND CLINICAL INFORMATION*

All fields marked with an asterisk (*) are required.

Patient name*  Date of birth*
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SIGN

  

Patient name*  Date of birth*

Primary Insurance Carrier*

Insurance carrier

ID #

Insurance phone

Group #

Insurance phone # 

Policyholder name (if not the patient)

Relationship to patient

Secondary Insurance Carrier

Insurance carrier

ID #

Insurance phone

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 #

Insurance phone

Group # BIN/PCN #

Insurance phone # 

Policyholder name (if not the patient)

Relationship to patient

 Copies of insurance cards included

8. PATIENT INSURANCE INFORMATION

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

7. PATIENT INFORMATION

Alternate 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 to be considered for the VOWST PAP. Contact VOWST Voyage 
Support Services with any questions regarding PAP 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: 
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Patient name*  Date of birth*  

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: 

GoLYTELY is a registered trademark of Braintree Laboratories, Inc. 
SERES and the Seres logo, VOWST, VOWST Voyage, and the VOWST Voyage logo are trademarks of SERES Therapeutics, Inc.
Unless otherwise indicated, all trademarks are owned by Société des Produits Nestlé S.A., Vevey, Switzerland, or used with permission.
© 2023 Nestlé.  VOW-PM-USA-0034 10/23

Submit the Enrollment Form on the same day antibiotics are prescribed

1.  Download and print the Enrollment Form directly from vowsthcp.com

SERES and the Seres logo, VOWST, VOWST Voyage, and the VOWST Voyage logo are trademarks of SERES Therapeutics, Inc.  
Unless otherwise indicated, all trademarks are owned by Société des Produits Nestlé S.A., Vevey, Switzerland or used with permission.
© 2023 Nestlé. VOW-PM-USA-0084 11/23

VOWST™ (fecal microbiota spores, live-brpk) capsules  
SAMPLE LETTER OF MEDICAL NECESSITY 

 
Some payers may require that a prescriber documents a patient’s medical necessity for 
treatment to get insurance coverage for a pharmaceutical product. The following letter is 
for informational purposes and only intended as a sample letter of medical necessity for 
VOWST to illustrate the types of information a payer may request. Health plan 
requirements may vary, so the prescriber should refer to the prior authorization or 
coverage information specific to their patient’s health plan before completing a letter of 
medical necessity. The decision to prescribe VOWST as well as submit any letter of 
medical necessity on behalf of an individual patient and the contents thereof are the sole 
responsibility of the treating physician. Use of this letter is not a substitute for the 
professional medical judgement of the treating physician and does not guarantee 
coverage for the product.  
 
The prescriber should refer to the VOWST full Prescribing Information when determining 
whether the product is medically appropriate for a patient.  
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VOWST™ (fecal microbiota spores, live-brpk) capsules 
SAMPLE LETTER OF APPEAL 

 
If coverage is denied, the treating physician may submit a request to appeal or 
reconsider the coverage denial. The following letter is for information purposes and 
only intended as a sample letter of appeal for VOWST to illustrate the types of 
information that should be considered for inclusion. Health plan requirements may 
vary, so the prescriber should refer to the explanation of benefits and prior 
authorization denial or coverage information specific to the patient’s health plan 
before completing a letter of appeal. The decision to prescribe VOWST as well as 
submit any letter of appeal on behalf of an individual patient and the contents 
thereof are the sole responsibility of the treating physician. Use of this letter is not a 
substitute for the professional medical judgement of the treating physician and does 
not guarantee coverage for the product. 
 
The prescriber should refer to the VOWST full Prescribing Information when 
determining whether the product is medically appropriate for a patient. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

VOW-PM-USA-0098 05/23 

We can help your patients:
•  Navigate insurance coverage and benefits
•  Investigate other options for coverage, including financial assistance programs that may 

help cover some of the out-of-pocket cost of VOWST for eligible patients

We offer education and resources to help you navigate the VOWST treatment journey

COVERAGE AND BENEFITS ASSISTANCE

TREATMENT FOR PATIENTS 

If you cannot access the portal, you may also download 
the form on vowsthcp.com and fax the completed 
form to 1-888-234-6987. For detailed instructions on 
how to complete the Enrollment Form, click here

Complete and submit the VOWST Enrollment Form 
and Prescription through the VOWST Voyage prescriber 
portal at VowstStart.com

For assistance with questions or getting your  
patient started on VOWST, visit vowsthcp.com or  
call 1-888-356-5444 

https://www.serestherapeutics.com/our-products/VOWST_PI.pdf
https://www.serestherapeutics.com/our-products/Patient_Information.pdf
http://vowsthcp.com
https://www.vowsthcp.com/themes/custom/vowst_hcp/assets/pdf/VOWST_Enrollment_Checklist_Update_Electronic_[VOW-PM-USA-0084].pdf
http://VowstStart.com
http://vowsthcp.com
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The VOWST Voyage™ Support Program helps patients access VOWST

Steps to Engage in the VOWST Voyage Support Program
ANTIBIOTICS

WITHIN 1-3 DAYS  
OF FINISHING 
ANTIBIOTICS 

THE NEXT DAY  
AFTER LAXATIVE 

SERES and the Seres logo, VOWST, VOWST Voyage, and the VOWST Voyage logo are trademarks of Seres Therapeutics, Inc. Unless otherwise indicated, all trademarks are owned 
by Société des Produits Nestlé S.A., Vevey, Switzerland or used with permission.
© 2024 Nestlé. VOW-PM-USA-0144 01/24

Please see full Prescribing Information and Patient Information.

VOWST Voyage Enrollment: 
Submit the enrollment form  

at the time of standard of care (SOC) 
antibiotic initiation

For questions or help getting your  
patient started, call the VOWST Voyage 

Support Program at 1-888-356-5444 

PA and Appeal Submission:
Your office may need to submit a PA, 

appeal, or medical exception 

For questions regarding coverage or case status,  
please contact the specialty pharmacy managing your 
enrollment below. If you are unsure of which specialty 
pharmacy to contact, please reach out to the VOWST  

Voyage Support Program at 1-888-356-5444: 

Amber
Phone: 1-844-703-3647

Fax: 1-833-253-8775
M-F: 8 am-8 pm ET  
Sat: 8 am-6 pm ET

Orsini
Phone: 1-800-485-4885

Fax: 1-877-640-5179
M-F: 9 am-7 pm ET

PATIENT

VOWST Voyage Enrollment:
Sign the enrollment 
form as directed by  
healthcare provider

Receive Welcome Kit:
Welcome kit will be shipped to the 
patient’s house and will include (1)  

10 oz. bottle of a laxative (magnesium 
citrate) and a patient brochure

Laxative Treatment 
Window:  

Patients should drink the  
laxative within 1-3 days of  

finishing antibiotics

VOWST Treatment Window: 
Patients will receive their VOWST 

shipment and should start VOWST the 
day after laxative completion (this will be 

2-4 days after finishing antibiotics)

ENROLLMENT COVERAGE DETERMINATION FULFILLMENT AND TREATMENT

Coverage and  
Reimbursement Support: 

Support with coverage determination,  
benefits investigation, PAs, appeals, and 
evaluating your patients for all financial  

and other assistance programs

Welcome Call: 
Both the prescriber and patient 

should expect a welcome call. Eligible 
patients will also receive a Welcome 

Kit including magnesium citrate 

Scheduling Call:
Patients will receive a call to 

schedule a time for VOWST to be 
delivered directly to them

Dose Reminders:
Your patients may receive dose 

reminders as text messages 
throughout their VOWST treatment

VOWST VOYAGE/ 
SPECIALTY 
PHARMACY 

PRACTICE

https://www.serestherapeutics.com/our-products/VOWST_PI.pdf
https://www.serestherapeutics.com/our-products/Patient_Information.pdf

