
Patient Name:
Please submit copies of both sides of patient’s insurance card(s).  
Check if patient does not have insurance.

Prescriber name: Office contact name:

Diagnosis: ICD-10 code:

City/State/ZIP: Policy holder name (if not patient):

City/State/ZIP: Specialty:

Existing IT pump?        Yes           No	       If no, provide implantation date:

Sex:      Male           Female Date of birth (MM/DD/YYYY): Primary insurance:

Address: Direct phone/ext:

Has this patient been diagnosed with severe chronic pain for which intrathecal (IT) therapy is warranted?:       Yes           No

Home phone: Cell phone: Employer:

NPI #: Tax ID #:State Med Lic #: PTAN:

Address: Policy ID #:

Practice name: Fax:

Currently taking PRIALT?         Yes           No	  If yes, start date:

Preferred phone:      Home          Cell    Secondary insurance (if applicable):

Setting of care:

Prescriber’s Signature (NO STAMPS): Date:          

Best time to contact:       Morning         Afternoon         Evening

Physician’s office          Hospital outpatient          Home infusion          ASC          Other (explain):

Policy ID #: Group #:

Group #: 

Phone #:

Phone #:

Esteve Pharmaceuticals LLC and its contractors and agents (together “Esteve”), will use the information you provide to administer and improve ESTEVE Together (the “Program”) in accordance 
with its privacy notice. You may request a copy of the privacy policy by emailing customercare@esteve.com. By signing below, you represent, covenant, and certify as follows: (i) My patient has 
provided all required written authorization(s) as required by all applicable federal or state laws to release to Esteve and the Program all patient information needed for this application, including 
without limitation financial and personally identifiable information in order to (1) conduct coverage support services, and (2) determine eligibility and enroll patient for financial assistance; (ii) All 
of the information provided in this application is complete and accurate; (iii) PRIALT® (ziconotide) was prescribed based on my medical judgment or the medical judgment of another healthcare 
professional in my office; (iv) I understand and have explained to my patient that Esteve may modify or terminate the Program at any time without notice and that completion of this application 
does not guarantee enrollment in any particular part of the Program; (v) I understand and agree that any medications supplied by Esteve under the Program are for use of the named patient 
only and shall not be sold, traded, bartered, transferred, returned for credit, submitted to any third party payor (private or government) for reimbursement, or counted toward the patient’s 
Medicare Part D out-of-pocket costs; (vi) I have not received nor will I seek or accept payment from my patient for any co-insurance amount paid for by the Program; (vi) I understand that I am 
under no obligation to prescribe any Esteve drug and I have not received and will not receive any benefit from Esteve for prescribing a Esteve drug: and (viii) if I become aware of any errors 
in the information provided, I will promptly notify Esteve of those errors. I authorize Esteve and the Program to act as my representative, and on behalf of myself and my patient, to initiate any 
benefits investigation (BI), prior authorization (PA) and appeals support, co-pay card, and co-pay assistance foundation referrals. By signing below, I request that Esteve and the Program assist 
my office in providing the requirements of this patient’s health plan related to prior authorization for treatment with the product noted in the Drug Therapy portion of this form. I understand that 
assistance includes obtaining the health plan-specific prior authorization form, and providing it based upon the patient-specific information provided on this form. I understand that the partially 
completed forms will be provided to my office by Esteve and the Program for possible completion and submission to the health plan. I request that Esteve and the Program actively monitor 
the status of the prior authorization submission. I request that Esteve and the Program provide status updates to my office with respect to this patient’s prior authorization for treatment with the 
product noted in the Drug Therapy portion of this form.

1.   PATIENT INFORMATION 2.   INSURANCE INFORMATION

3.   PRESCRIBER INFORMATION

4.   DIAGNOSIS, CLINICAL, AND TREATMENT INFORMATION

5.   REQUIRED: HEALTHCARE PROFESSIONAL POLICY AND CONSENT

ESTEVE Together for PRIALT  
Enrollment Form 

Phone: 1-833-Esteve-1 (833-378-3831)  
Fax: 1-855-774-2583

Coverage Support (benefits investigation, prior authorization/precertification information, and/or appeals support)
Check for support requested:

PRIALT Co-pay Savings Program

PATIENT SIGNATURE REQUIRED ON ALL SUBMISSIONS.

PRIALT, ESTEVE, and the ESTEVE logo are registered trademarks of ESTEVE Pharmaceuticals, S.A.  
©2026 ESTEVE Pharmaceuticals, S.A. All rights reserved. PRIA-P-0026 (08-2026)
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