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Patient HIPAA Authorization

By signing the Patient Authorization section on the second page of this EntyvioConnect Enroliment Form, | authorize
my physician, health insurance, and pharmacy providers (including any specialty pharmacy that receives my
prescription) to disclose my protected health information, including, but not limited to, information relating to my
medical condition, treatment, care management, and health insurance, as well as all information provided on this form
(“Protected Health Information”), to Takeda Pharmaceuticals U.S.A., Inc. and its present or future affiliates, including
the affiliates and service providers that work on Takeda’s behalf in connection with the EntyvioConnect Patient
Support Program (the “Companies”). The Companies will use my Protected Health Information for the purpose of
facilitating the provision of the EntyvioConnect Patient Support Program products, supplies, or services as selected
by me or my physician and may include (but not be limited to) verification of insurance benefits and drug coverage,
prior authorization education, financial assistance with co-pays, patient assistance programs, and other related
programs. Specifically, | authorize the Companies to 1) receive, use, and disclose my Protected Health Information in
order to enroll me in EntyvioConnect and contact me, and/or the person legally authorized to sign on my behalf,
about EntyvioConnect; 2) provide me, and/or the person legally authorized to sign on my behalf, with educational
materials, information, and services related to EntyvioConnect; 3) verify, investigate, and provide information about
my coverage for ENTYVIO, including but not limited to communicating with my insurer, specialty pharmacies, and
others involved in processing my pharmacy claims to verify my coverage; 4) coordinate prescription fulfillment; and
5) use my information to conduct internal analyses.

| understand that employees of the Companies only use my Protected Health Information for the purposes
described herein, to administer the EntyvioConnect Patient Support Program or as otherwise required or

allowed under the law, unless information that specifically identifies me is removed. Further, | understand that my
healthcare provider may receive financial remuneration from Takeda Pharmaceuticals U.S.A. for marketing services.
| understand that Protected Health Information disclosed under this Authorization may no longer be protected by
federal privacy law. | understand that | am entitled to a copy of this Authorization. | understand that | may cancel
this Authorization and that instructions for doing so are contained in Takeda’s Website Privacy Notice available at
www.takeda.com/privacy-notice. | understand that such cancellation will not apply to any information already

used or disclosed through this Authorization. This Authorization will expire within five (5) years from the date it is
signed and provided on page one, unless a shorter period is provided for by state law. | understand that | may refuse
to sign this Authorization and that refusing to sign this Authorization will not change the way my physician, health
insurance, and pharmacy providers treat me. | also understand that if | do not sign this Authorization, | will not be
able to receive EntyvioConnect Patient Support Program products, supplies, or services.
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