HCP Portal
User Guide

DECEMBER 2019

EGRIFTA SV™ is a trademark of Theratechnologies Inc. 000
EGRIFTA® is a registered trademark of Theratechnologies Inc. : Y T H E R A
TROGARZODax Pro is a registered trademark of TaiMed Biologics Inc, under license to Theratechnologies Inc. ° tech nolog|es
© 2019 Theratechnologies Inc. All rights reserved. 620-01-08/19



Table of Contents

OVEIVIBW .ttt 4
LOZEING ON.eetiiiieeieeetteeee ettt ettt st sare e sase e st e e saseesare e 4
Step 1: Creating an Enrollment Referral .......coccooeviviininieneneniienienen, 6
Step 2: Creating an Enrollment Referral ......cccocevvenincincenienieniee, 9
Step 3: Creating an Enrollment Referral .......ccoocevieniiniiniiniinienenn, 11
VIieWiNg MY REQUEST ....ceiiiiiieieeeitee ettt siae e 13
Forgot Username Or PAsSWOrd .......ccccevvevienieniieniieniienieeieene e 14
MY PrOFIlE ettt s 15
Changing Prescriber INformation ........cccceeveveveineneeneeeeceeseeen, 16
Changing Office Contact INformation ........ccceceeveenienieniencienieeneennen, 16

. THERA

H technologies Portal User Guide 1



THERA

technologies

Overview

The Thera Patient Support™ Prescriber Portal is an online healthcare provider
tool that allows eligible program participants to:

+ Enter new referral requests
+ Obtain status updates on current enrollment referral requests
* Upload additional documentation for enroliment referral requests

Logging On

To access the Thera Patient Support™ website go to: TPS.aspnprograms.com

Phone: (833)238-4372  Fax: (855)836-3069

Create New Referral My Profile My Referrals  Resources Contact

%'« THERA patient support’

Simplify medication
S access for your patients

& Trogarzo .
Hba\rm%ﬁkmnyk? EGRIFTASV
200ma/133mL(150mg/mt) tesamareln for injection

Username

Password

REGISTER LOG IN

Forgot user name or password?

. THERA

s Inc, under license to Theratechnologies Inc. . technologies
620.01-08/19

First-Time Users: Click Register to begin the registration process. Continue to
page 3 of this document.

Returning Users: Enter your User Name and Password then click Login.
Continue to page 4 of this document.

Username

Password

REGISTER LOGIN

Forgot user name or password?
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Logging On (cont.)

New User Registration

Enter the office information: Prescriber Name, Address, Phone, Fax, User Name,
Email and Password.

Phone: (833)2384372 Fax: (855)836-3069
.« THERA patient support’

Create New Referral My Profile My Referrals Resources Contact Login

To View WEBSITE

ACCESS TE RMS Ijigjstration Prescriber/Practice Registration User Agreements

OF USE, HIPAA/ T G TRy
BUSINESS ASSOCIATE R s
TERMS OF USE, i

PRIVACY POLICY &
click the hyperlink. i

When ready, click the -

check box to indicate

agreement and then

click SAVE.

The Registration Confirmation screen will display.

Registration Confirmation X

Thank You!

Your registration was successful.

AN
7

Click OK.

. THERA
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Identify the patient.
Enter his or her
information

Step 1: Creating an Enrollment Referral Request

Enrollment referral requests can be created in 3 steps.

Step 1: Enter the patient information, select or add the prescriber, and select or
add an office contact.

Prescriber Information:

« If you are requesting an enrollment referral for the first time, you need to
assign a prescriber to your username/password

« If you are a returning user, prescriber information will populate automatically

Phone: (833)238-4372 ~ Fax: (855)836-3069

Create New Referral My Profile My Referrals Resources Contact Logout

'« THERA patient support’

Step o Patient Information R “Product Information
*First Name *Last Name Product Name:
Enter patient.specific information Oirocarzo® CleeriFa® CleaRiFAsv
and select a Product.
“Address

N
7

Click on Add Prescriber
(see page 5)

“aty “state zp

“ssN +Date of Birth ~Gender
OMale O Female

“Telephone Email

Best time to contact
OAM OPM O Other

Contact/Caregiver Relationship to the patient

Telephone
[ Okto leave message

Please list any known allergies to medications or other substances

[ Deliver to Patient’s Home

WV

, please go Your

~Office Contact

'Click on Add New
Office Contact
(see page 6)

> D

After entering the
required information,
click Next to confirm.

. THERA

H technologies
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Step 1: Creating an Enrollment Referral Request (cont.)

On the Prescriber Information page you will add the prescriber’s:
* First and Last Name
+ Address, City, State and Zip
+ Email Address, Phone, and Fax
* NPI

Prescriber Information x

Please complete prescriber information and click Save. *Required field
*First Name *Last Name

Kamal Patel

“Address Address 2
1081 Parsippany Blvd

“Zip “City *State
07054 Parsippany NI el

Email Address specialty *Phone “Fax )
kavitha.ramakrishnan@asembia.com (732) 933-5953 (573) 317-3553

NP1 E TaxID DEA#

1982692927

[ Please send me emails relating to my patient's participation in thera. | understand the emails are not encrypted, may be
intercepted and may not be confidential. | agree to receive thesa emails

After clicking Verify
Prescriber from the
popup, the user will
be presented with a
series of questions.

Help desk
contact number:

(844)297-6009

Business hours:
8:30am - 5pm EST

. THERA

H technologies

) Verity Prescriber
Verification Process X

Time Remaining:
4m 24s

Please confirm your identity by answering the questions below.

Q1. What year did you graduate from Medical School?
Q 1960
Q 19711
QO 1990
O 1957

Each question must be answered correctly and within the time limit (there will be
a countdown displayed for the user) for the prescriber to be considered verified
and ready to use on the site.

If the user is unable to answer all questions correctly, they will see an alert and
can try again with a new series of questions

Once the total attempts (within a set) are exhausted, the user will be displayed
an alert instructing them to try again in an hour, or call for additional support.

Once the user answers all the questions successfully, they will receive an alert
and the prescriber will be considered verified and ready to be used on the site.

Congratulations!

You have successfully completed the authentication process.

Portal User Guide 5



Select your office
contact, or for first
time users, click, Add
New Office Contact.

Step 1: Creating an Enrollment Referral Request (cont.)

You will return to the Patient Information screen. Next, identify a person who will
be available to answer questions about the enrollment referral request.

Phone: (833)238-4372  Fax: (855)836-3069

#". THERA patient support

Create New Referral My Profile @ My Referrals  Resources  Contact

Rl “Product Information

Step o

Enter patient-specific information

Patient Information

and select a Product.

*First Name “Last Name
Jane Test
“Address

99 Trust Lane

“city “state “zip
West Orange N ~| o052

s ~Dste of Birth “Gender
un 07/01/1988 OMale @ Female

“Telephone Email
(117)1111111
Best time to contact
OAM @PM O Other
Contact/Caregiver Relationship to the patient

Telephone

[ Ok to leave message

Please list any known allergies to medications or other substances

[ Deliver to Patient’s Home
“prescriber

Kamal Patel

If the prescriber is ot listed in the dropdown, please go to My Profile page to maintain your

associated prescriber information.
+Office Contact
Sally Kind

Email Address: skind@gmail.com
Phone: 111-111-1111

Product Name:
O7rocarzo® CleGRIFTA® [1EGRIFTASV®

_Click Save.

Office Contact Information x

Please complete contact information and click Save.
*First Name

+Email Address

. THERA

H technologies

> DED

=Required field

*Last Name

*Phone

Portal User Guide




Step 1: Creating an Enrollment Referral Request (cont.)

This pop up will appear when EGRIFTA is selected during the product selection.

NEWLY APPROVED EGRIFTA SV™
AVAILABLE

Click Continue in EGRIFTA 5V™ is a 2mg single dose vial, 0.35ml injection
order to get back to volume and stable at room temperature.

the prior screen.

CONTINUE

Phone: 1-833-238-4372 Fax: 1-855-836-3069

i - THERA patient support

Create New Referral My Profile @ My Referrals  Resources  Contact  Logout

Step o Patient Information et “Product Information
~~~~~ st Name *Last Name Product Name:
ntr patient specific nformation Oeorrme Decarmsv
and sele roduct. i =
e (2 ing MomgimmL NoGswsioio
S9TestLane
“ay state “zp
Westorange u 3| o2
s “Dste ofairth “Gender
s in
un 02/01/1965 OMale @ Female

2000 mg10
S0mLof 0.9%NaCl, ¥ _ 250 mL of 0.9% NaCL, V infusion over 15 min
min with 30 mL post- stinfusion flush, every 2 weeks

for [x] doses

* Quantity: Dispense 1 month supply LIRefils
* Diagnosis(icD-10)
0820 Qother

ded for administration

* Drug/Food Allrgies:
fes ONKDA

Click Next. : .
I > D

. THERA
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Step 2: Creating an Enrollment Referral Request

Step 2: Enter Primary Prescription Insurance information; Secondary Prescription
Insurance information (if applicable); and upload insurance cards and relevant

documents.

For Primary Insurance enter the Plan Name, Subscriber's Name, Member ID, and

Group ID.

Secondary Insurance is optional. Complete the Plan Name, Subscriber's Name,

Member ID and Group ID.

'« THERA patient support’

Create New Referral

Phone: (833)238-4372 Fax: (855)836-3069

MyProfile @ My Referrals  Resources  Contact  Logout

Plan Type has a
drop down box to
make a selection
for the insurance

type.

Step e Insurance Information
prmary Insurance (Recuired)
Enterpatint Plan Typ
AN
7
Secondary Insurance (Optional)

Upload Scanned Insurance Card(s)

Upload Relevant Documents

0 filel) selected

Prior Authorization Form

product and plan that has been entered.

'« THERA patient support’

Create New Referral

Phone: (833)238-4372 Fax: (855)836-3069

MyProfile @ My Referrals Resources Contact Logout

Plan name will start
to populate once you
begin to type

Subscriber’'s Name,
Policy #, and Group #
are needed for the
patient’s plan

. THERA

H technologies

“Group @
prereres

Prescripton Plan (Requred)
“plan Type

Upload Scanned Insurance Card(s)

Upload Relevant Documents

@

Prior Authorization Form

Filout toview prior available for the

Portal User Guide



Step 2: Creating an Enrollment Referral Request (cont.)

To complete Step 2 upload the following documents: Claims Reimbursement
Form(s), Letter of Denial from Insurance Company, and Images of Insurance
Card(s) both front and back.

Phone: (833)238-4372  Fax: (855)836-3069

.« THERA patient support

Create New Referral My Profile @ My Referrals  Resources  Contact  Logout

Stepe Insurance Information Prior Authorization Form
Primary Insurance (Required) Fill out the insurance information on the left to view Prior Authorization Forms available for the

Enter patient insurance information +Plan Type product and plan that has been entered.

and select the correct Prior

Authorization Form and add other

documentation. “Plan Name

Commercial v

Aetna

+subscriber’s Name

Jane Test
~policy # “Group# @
EELEELLLERRRREY 111111

secondary Insurance (Optional)
Plan Type

Prescription Plan (Required)
“Plan Type

Upload Scanned Insurance Card(s)

: >
To Attach Scanned
Insurance Cards’ c“Ck Upload Relevant Documents

Upload. Acceptd e types: POE PG, PNG, 1
[UISEED o fie(s) selected

@O <

'CIick Next.

. THERA

H technologies Portal User Guide 9



Step 2: Creating an Enrollment Referral Request (cont.)

Phone: (833)238-4372 Fax: (855)836-3069
 « THERA patient support’

Create New Referral My Profile @ My Referrals ~ Resources  Contact  Logout

Once you' ve input the
patient's insurance
information, any PA
form relevant to the

Prior Authorization Form

Prescr

n insurance plan type.

Currently no form is selected.

EGRIFTASV

‘General PA Appeal Request - Medicare
‘Advantage Plan

oy p—ry
plan will populate Presteespeeeeey 1
Secondarynsurance (Optional
Pantype

General PA Form
[

Pharmacy Help Desk Phone “Member I

Medicare D Appeal
)

presterereery

RENG PN GroupiD@

nned Insurance Card(s)

i, G

fle(s) selected

You can select the
PA form that may
be needed to be
proactive for a PA
submission for the
patient

General PA Form - Hospice Mied D Request

aetna

. THERA
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Step 2: Creating an Enrollment Referral Request (cont.)

Pre W
2
; > Preview a different form This is the form | want to fill out
'
Once you've select
B . Medical Exception/ DR LT,
this form you have e B nonprecertication” bt otz
H H Req t for F VISl o, dmlg SOmVTorary 1o acreis
an option to preview ¥ ey Sy B
For FASTEST service, call Ilﬁimﬂimﬂay;v y. B am. to & pm. Cantrai Time

the form or choose Punt niomatin Pt
a different form or R —
select that form to | Potbert Ackiras. Gity, Siatn. 2P Firpeican Adkrwae
fill out e T

T Fei G o RS

[ Male [ Female

and Medical inf 0
[ s —
E T e e S T R P S
e L

[ PLEASE CHECK ALL BOXES THAT APPLY:

| Do you want a drug specific prior suthorization criteris form faxad fo your offica? [ ex [ Mo {If yes, o furiher questicas sre required).

| E1 Wsat comason i e orug 21CD code

iy
{0 o o e st s v e
0 Flesse st o madic o
et thoe e
L
T R 4

Medical Exception/Precertification*

et Fax this form to: 1-800-408-2386 OR
! >B X Aetna Request for Prescription Medications s m it S i i e
h For FASTEST service, call 1-800-414-2386 it www.astna.com/ formulary to access
Once you nave Manday-Friday, 8 a.m. to 7 p.m. Central Time s Praataey i Pahey B
Patent Name Jana Tost Today s Date
selected your form Patient Insurance 1D NUMDSr 444941941111 Patient Date of Bith 7/1/1088
auto po p u | ate th e V.. Ofice Teleghone Numberiz3 2 0a0- Fiysician Name () amal patal
q q W 5. Office Fax Nurmber = Fhysician Signaiure (Requirad)
(97 3) 917
information for the [Gifice contact Tor ques fons of ianfoalions: g ieing it Contact Teleprons NomE }@ﬂ/ﬁ/‘ —

NON-SEDATING ANTIHISTAMINE - To process your request, ALL fields MUST be completed

patient and prescriber

Ploase note: oratadine (CLARITINICLARITIN D) & cotirizing (ZYRTECIZYRTEC D) will nol b coverad -an aver-the-countor (OTC) squivalent s avaiiabla
LARINEX" CLARINEX-D** PREX-D" e
LEGRA™ LEGRA-D/ALLEGRA-D 24 HOUR™ ofenadine’”
Dose Requested:
mg o [po  [Clotner Additional information

Diagnosis (check all that apply):
[(rtergic minitis |Chronic idiopathic urticaria [[sthma [Chngicedema [Clotmer
[[None

gl
List ALL previous oral therapies (Including OTC's): Dale(s) (if available)

PROTON PUMP INHIBITOR - To process your request, ALL fields MUST be complefed

Pleas e note: On some plans omeprazole (PRILOSEC) 20 mg & Prevacid 15 mg will not be covered - over-the-c ounter (OTC) equl
[ Jlansoprazale’
[ PrREVACID™

Diagnosis (check all that apply):
[ IGERD wiacid breakihrough (please complete aaditional 2 uestions belaw)

How close to a meal was the dose given? min. Has member tried 4 whs of once daily PPl therapy? [ JYes [[No
ERD [ pytont 61 bleed rett’s esophagus ypersacretory condiion
ryngopharyngeal refiux [Ucer (spesify type] ther

Previous therapy (including OTCs): DN Date(s) (if available)

Additional

ORAL & TOPICAL ANTIFUNGAL — To process your request, ALL fields MUST be completed
Duﬁhﬂﬂ'ﬂ:’ Dm-mre"Dmmmh’ D-kvap}nuuln" D.AMIIL"' DIFLI.IEAN" [ Eporano;
“Far fluconazole, provide strength, number of tablets per dose & number of doses por day:

Diagnosis: |:h section ONLY for Diagnosis: ONY
Fungal lab test resulls: tive egative  Test date: Loeation:
Other existing conditions (check sumaxEsI:\y):

Signature Options

aindimiing activity [Diabetes meiitus [ ystemic dermatosis [CJmmund  Option 1: You can sign the form with your miouse below.
ipheral vascular disease ther

All Other Diagnasis (check all that apply):

lonychomyeosis® (see abave) inea (circle): capilis / pedis / crurs ! corparks ther |
ral candida (thrush) wovaginal candidiasis (€ racurrent, list dates in previous 12 months
Pravious therapy (inclucing OTCs): ne Data(s) (i availabia)

Additional information

OTHER REQUESTS - To process your request, ALL fieids MUST be compie|
B

Drug Name EGRI Duration of therapy Diagnosis
Previous therapy (including OTCs) [_Ivone. Date(s) (f available)
For Additional quantities Drug Strength 0.9% NaCl 10

Provide the specfic dosing schedule, including number of tablets per dose and number of doses per day Please dlick Apply Signature to proceed.

For isotretinoin products (All brands and generics] - Is the patient envalled in the iPledge program?
orocedurs,

*Then type in yvour full name.

> Kamal Patel App\y Signature
g

You will have
signature options,
yOU can dO a dlglta' Option 2: You can select your praviously saved signature from the drop down below.
signature, a saved v
signature, or an
uploaded signature

Option 3: Or upload an image of your signature,

Bromse... | No file selected.

Full Name:

THERA
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Step 3: Creating an Enrollment Referral Request

Step 3: Review the enrollment referral request and make any necessary changes.

- THERA patient support’ ror

Create New Referral My Profile @ My Referrals  Resources  Contact  Logout

Referral Review

Review all selections and proceed

Patient Information IEQ | product Selection

by creating a product referral. JANE TEST SEX: FEMALE Trogarzo®
99 Trust Lane DATE OF BIRTH: 07/01/1988 Quantity: 30
‘West Orange, NJ 07052 SSN: 1111 Refills: 0
PRIMARY PHONE: (111) 111-1111 CELL PHONE: sig:
o
I
To make any changes S
click Edit.
prr— e —— ——
Aetna ‘Subscriber: Aetna
Subscriber: Jane Test Relation to Patient: Subscriber: Jane Test
Relation to Patient: ‘GROUP#: Relation to Patient: Self
B

General PA Form

surance Card
Supporting Documentation

®

Prescriber Information B | oigital signature

ol pte 1081 prspony B

NPI: 1982692527 Parsippany, NJ 07054

Taxid: Kavitha.ramakrishnan@asembia.com
DEA: Phone: (732) 999-9999

Specialty: Fax: (973) 9173553

staff Contact: Sally Kind

Phone: (111) 111-1111
Email: skind@gmall.com

Once you complete
your review, click Add

Signature.

. THERA

technologies

By I verify that lete and accurate to the best of my knowledge. | understand that ASPN Pharmacies, LLC (ASPN)
reserves the right at any time and for any reason, without notice, to modify thi to modify services or i this Program. | understand
that thera Sapphire (“gC-Sapphire”) and the thera Refill Cards (“gC Refil Cards”) have distinct NDC Numbers. | auth G ar TR the gC-Sapphire
kit or gC Refill for the patient form and for when r he y

s be y 3 t, , including to verify the accuracy of any information provided, to
verify patient eligibil-ity, to provide for payment prescription information, by fax or other Vot for fulfilment. Finally, |
allow ASPN to email \d act as my prior authorizati itin dealing

e

Portal User Guide
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When you are ready
to submit, click
Create Referral.

Step 3: Creating an Enrollment Referral Request (cont.)

1. Sign with your mouse (optional). Enter the full name of the prescriber
(required). Then, click Apply Signature.

2. Apply a signature that has been previously saved. Then, click Apply Signature.

3. Upload a written signature in PDF, JPEG, PNG or GIF. Then, click Upload.

Signatu ptions

©Option 1: You can sign the form with your mouse below,

Please continue your signature.

Apply Signature

*Then type in your full name.

9 Kamal Patel

Option 3: Or upload an image of your signature.

e’ OWSE. .. 7 Mo file selected.

Kamal Patel 1081 Parsippany Blvd Add Signature

NPI: 1982692927 Parsippany, NI 07054
Taxid: kavitha.ramakrishnan@asembia.com
DEA: Phone: (732) 999-9939

Specialty: Fax: (973) 917-3552

Staff Contact: Sally Kind
Phone: (111) 111-1111
Email: skind@gmail.com

By signing below, | verify that the information being disclosed in this enrollment form is complete and accurate to the best of my | that ASPN , LLC (ASPN)
reserves the right at any time and for any reason, without notice, to modify this enrollment form or to modify or discontinue any services or assistance provided through this Program. | understand
that thera Sapphire (“gC-Sapphira”) and the thera Refill Cards (“gC Refill Cards”) have distinct NDC Numbers. | authorize ASPN or one of its mem-ber pharmacies to dispense either the gC-Sapphire
kit or gC Refill Cards where therapeutically appropriate for the patient upon receipt of this enroliment form and for when refilling this prescription. | authorize ASPN as my designated agent to use
and disclose my patient's protected health information as may be necessary for freatment, payment, and healthcare operations, including to verify the accuracy of any information provided, to
verify patient eligibil-ity, to provide for payment and reimbursement, and to forward the above prescription informaticn, by fax or other made of delivery, to a pharmacy for fulfiliment. Finally, |
allow ASPN to email me regarding prescription status updates and act as my prior authorization agent in dealing with prescription and medical insurance companies.

Previous | C

2

. THERA

H technologies

A message will display confirming that you created the enrollment referral
request successfully.

Referral Complete

You can review the status of all your referrals by clicking here, or you can create a new referral by clicking here

Portal User Guide 13



Viewing My Request

Create New Referral My Profile @ My Referrals Resources Contact Logout

To view your previous
enrollment referrals,
click My Referrals.

Cancel
Specialty Pharmacy Rx Status
Prescriber Product Rx Status Last Updated mem:

Prescriber Name Patient Name Product Referral Submitted info  Last Updated Voucher

Actions

Kamal Patel Jane Test EGRIFTA SV 5/6/201% Unassigned - Unassigned ©  09/06/201901:58 PM View all messages cancel &

N
A A A EditPA

To display details
of your referral,
click the description
under Referral
Submitted.

To display a request's
history, click the
greeniicon.

By selecting view
messages the MDO
can input a message
or view a message
from the HUB

To cancel an
enrollment referral
request, click Cancel.

. THERA
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Viewing My Request (cont.)

Enrollment Referral Request History

Phone: (833)238-4372 Fax: (855)836-3069

Create New Referral My Profile @ My Referrals  Resources  Contact  Logout

'« THERA patient support’

Patient Enrollment: Jane Test

Enrollment Submitted: 9/6/2019

Triage for Processing:
Product Shipped:

Cancelled:

Prior Authorization Approval Date:

Prior Authorization Expiration Date:

Attachments:

N « [B rarorm 3aa36pdf  editPa

o . 7 [2) INTAKEFORM 34436 pdlf

To view the u p loaded Insurance Card Supporting Documentation (i.e. Prior Authorization Forms)
attachments, click

Attachments.

To upload additional
documents,
click Upload.

Forgot Username or Password

In the event that a username or password is forgotten, click the Forgot
Username or Password? link below the Login module.

Username

Password

REGISTER LOG IN

Forgot user name or password?

Phone: (833)238-4372 Fax: (855)836-3069

Create New Referral My Profile My Referrals  Resources  Contact  Login

*' . THERA patient support’

Forgot Username or Password

+Email Address

Enter your email address and click Submit. A link to reset your password will be
emailed to you.

. THERA
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My Profile

‘ Create New Referral My Profile @ My Referrals Resources Contact Logout ‘

T

To change

your profile
information, click
My Profile.

1-833-238-4372  Fax: 1-855-836-3069

%« THERA patient support’

Create New Referral My Profile @ My Referrals  Resources  Contact  Logout

My Profile

You can check your alerts, edit information about your account and change your password. Be sure to click SAVE when finished.

My Account TReauredfeld | prescriber Profile

*Username Please note once i has started, you will have
prescriber. Please be sure the prescriber is present at the time of ini
questionnaire. Each attempt will present a new set of questions. If you are unsuccessful at all 3 attempts, there will be a 1 day lockout
*Email address ,r period for the prescriber being verified. Following the third and fourth attempt, the lockout period will increase to 24 hours.

inute 30 3 questions to validate the
tion. You will have 3 attempts to successfully complete the

ftest

ftest@gmail.com You can edit a specific prescriber's profile by clicking Edit below.

To update your
password, click
Change Password.

To update
the Prescriber
Information,
click Edit.

My Account First Name Last Name. Verified
*Prescriber/Practice Name

Kamal patel 1982692927 YES Edit

John Test

John Test i No Verify
+Phone Number Fax Number

(111 111111

oo Y

Office Contact Profile

You can edit a specific contact profile by clicking Edit below.

FirstName LastName Phone

Jessica Test 1111111 edit

Changing Prescriber Information

You can update the Prescriber Information such as First Name, Last Name,
Address, Phone and Fax.

My Profile

You can check your alerts, edit information about your account and change your password. Be sure to click SAVE when finished.

*Required field

My Account Prescriber Profile
“Username Please note once has started, you i lete 4 questi i prescriber. Please
jdoe123 be sure the prescriber is present at the time of initiation. You will have 3 attempts pl ionnaire. Each
attempt will present a new set of questions. If you it all 3 attempts, i 1day iod for the
“Email address prescriber being verified. Following the third and fourth attempt, the lockout period will increase to 24 hours.
jdoe123@gmail.com You can edit a specific prescriber's profile by clicking Edit below.
My Account First Name. Last Name Verified
*Prescriber/Practice Name
John Doe 111111111 NO Verify
Johnn Doe
xamal patel 7 v i
“Phone Number Fax Number . i S = e
(111) 1111111 (111) 111-1111

You can edit a specific contact profile by clicking Edit below.

/]\ Prescriber Contact Profile

To save your changes,
click Save.

. THERA

H technologies

FirstName LastName Phone Edit
Sally Kind 1111111111 edit
Please complete prescriber information and click Save. *Required field
*First Name *Last Name
John Doe
~Address Address 2
123 Main Street
“Zip “city *State
07932 Florham Park N 4|
Email Address Specialty *Phone *Fax
jdoe123@gmail.com 1111111111 1111111111
NP|# TaxID DEA#
1111111111 11111111 1111111
Please send me emails relating to my patient's participation in thera, | understand the emails are not encrypted, may be
intercepted and may not be confidential. | agree to receive these emails.

Portal User Guide
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To update the Office
Contact Information,
click Edit.

Changing Office Contact Information

You can update the Office Contact Information such as, First Name, Last Name,

Email Address and Phone.

My Profile

You can check your alerts, edit information about your account and change your password. Be sure to click SAVE when finished.

“Required field

My Account Prescriber Profile
“Username Please note once ificati has started, you will h; i il 1o validate the p
idoe123 be sure the prescriber is present at the time of initiation. You will have 3 attempts pl
attempt will present a new set of questions. If you it all 3 attempts, 1day iod for the
“Email address prescriber being verified. Following the third and fourth attempt, the lockout period will increase to 24 hours.
jdoe123@gmail.com You can edit a specific pescriber's profile by cicking Edit below.
My Account First Name. Last Name Verified
*Prescriber/Practice Name
John Doe 111111111 NO Verify
Johnn Doe
Kamal patel 1982692927 ves edit
“Phone Number Fax Number
(111) 1111111 (111) 111-1111
Add New Prescriber
...
Prescriber Contact Profile
You can edit a specific contact profile by clicking Edit below.
FirstName Phone Edit
Sally Kind 1111111111 edit

To save your
changes, click Save.

Prescriber Contact Information

. THERA

H technologies

Please complete contact information and click Save. *Required field
“First Name “Last Name

Sally Kind
*Email Address *Phone

skind@gmail.com {111) 1111111

Portal User Guide

17



