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SUMMARY OF SERVICES OFFERED THROUGH REBYOTA CONNECT

Service Description

Access and 
Reimbursement 
Services

• Benefits investigation
• Prior authorization (PA) information
• Appeals assistance for PA or claims denials
• Billing and coding support

Co-pay Support 
Program

• Screen patients for eligibility for co-pay support and, if eligible, initiate 
  enrollment in the REBYOTA co-pay program

Patient 
Assistance 
Free Drug 
Program

Screen patients for eligibility into the patient assistance program which provides 
REBYOTA at no cost to eligible patients. Assistance for eligible patients will 
be provided in the form of free product shipped to site of administration or 
reimbursement for the purchase price of the product if processed after product 
administration.

Patient 
Education

Refer patients to REBYOTA educational materials, C. diff support groups, and/or 
state health exchanges if they are uninsured.

REBYOTA™ Connect Hub Enrollment 
Instructions and Checklist

For assistance call: 1-877-REBYOTA, Monday-Friday 8 a.m. – 8 p.m. EST
Fax the completed form to 1-877-778-7167

The Ferring REBYOTA Connect Program is designed to help patients access REBYOTA. This program 
offers a broad range of services, summarized below. There is no cost to enroll in the program, and all 
patients prescribed REBYOTA are eligible to enroll.

ENROLLMENT FORM INSTRUCTIONS & CHECKLIST

Complete all required sections of the enrollment form, including sections 3 and 7 if you would like 
your patient screened for PAP eligibility.

Verify that the insurance information in section 2 matches what is listed on the patient’s health 
insurance card(s).

Sign the Prescriber Certification at the bottom of page 2. 

Ensure that the patient signs section 7 of the form, on the bottom of page 4. Patient signature 
required for services beyond benefits investigation.

Fax the completed form to 1-877-778-7167.

To avoid processing delays, please ensure all required sections are completed including signatures 
and insurance information matches what is listed on the patient’s health insurance card.

Ferring, the Ferring Pharmaceuticals logo are registered trademarks of Ferring B.V.
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1. PATIENT INFORMATION required)

Patient Name (full):

Gender:           Male           Female           Other Date of Birth:      /  / 

Street Address: Apt #:

City: State: Zip Code:

Mobile Phone:         -         - Home Phone:        -        - 

Preferred Phone:           Mobile             Home Best Time to Call:                                                                       AM             PM

Email:

Alternate Caregiver/Contact: Phone:                  -        - 

Relationship: Email:

Voice Message Allowed            Yes             No                    Preferred Language: ___________________________________________
By checking “Yes”, I am indicating that I allow voice mail messages to disclose to myself or caregiver that I am on a Ferring medicine within the voice mail left for me related to the Program.

2. INSURANCE INFORMATION required)        CHECK IF UNINSURED If checked, skip to Section 3)

Include a copy of the front and back of all medical insurance cards and prescription benefit insurance cards OR complete information below.

Insurance Primary Medical Secondary Medical  
(e.g.: MediGap coverage) Prescription

Name & Type

Phone Number

Policy ID #

Group #

Policy Holder Name

Policy Holder DOB                   /                  /                   /                  /                   /                  /

Relationship to Patient

PCN #:

BIN #:

REBYOTA™ Connect Hub Enrollment Form 
Access Coverage Support and Financial Assistance

For assistance call: 1-877-REBYOTA, Monday-Friday 8 a.m. – 8 p.m. EST
Please complete form and fax to 1-877-778-7167

Check here to request a benefits investigation ONLY. If checked, Sections 3 and 7 do not need to be completed, and patient will NOT be screened for any 
financial assistance program eligibility. If patient would like to be screened for full benefits of the program, patient must sign on page 3 and page 4.

OPTIONAL: If patient wants to be screened for eligibility)

The REBYOTA Patient Assistance Program (PAP) provides REBYOTA (fecal microbiota, live-jslm) at no cost to eligible patients. Assistance will be provided in the form of free product 
shipped to site of administration or reimbursement for the purchase price of the product if eligibility is verified after product has been administered. Participation in the PAP is free. 
Ferring does not collect any fees from people seeking assistance through the PAP. To be considered for PAP, please complete the sections below.

Annual gross household income (income before taxes): $ Number of people in household (including patient):

4. HEALTHCARE PROVIDER INFORMATION required by treating healthcare provider)

Name (full): Prescriber NPI #:

Specialty: State License #:

Practice Name: Tax ID #:

Street Address: Suite #:

City: State: Zip Code:

Office Phone: - - Best Time to Call:                                                                                AM            PM

Office Fax: - - How will you be obtaining REBYOTA? (Patients via PAP will be serviced through a contracted 
Specialty Pharmacy)  

           Buy and bill (purchase through distributor)

           Assignment of benefit to Specialty Pharmacy

Contact Name (full):

Contact Email:

Ferring, the Ferring Pharmaceuticals logo are registered trademarks of Ferring B.V.
REBYOTA is a trademark of Ferring B.V.   ©2022 Ferring B.V.     US-REB-2200001 Page 1 of 4

1. PATIENT INFORMATION required)

Patient Name (full):

Gender:           Male           Female           Other Date of Birth:      /  / 

Street Address: Apt #:

City: State: Zip Code:

Mobile Phone:         -         - Home Phone:        -        - 

Preferred Phone:           Mobile             Home Best Time to Call:                                                                       AM             PM

Email:

Alternate Caregiver/Contact: Phone:                  -        - 

Relationship: Email:

Voice Message Allowed            Yes             No                    Preferred Language: ___________________________________________
By checking “Yes”, I am indicating that I allow voice mail messages to disclose to myself or caregiver that I am on a Ferring medicine within the voice mail left for me related to the Program.

2. INSURANCE INFORMATION required)        CHECK IF UNINSURED If checked, skip to Section 3)

Include a copy of the front and back of all medical insurance cards and prescription benefit insurance cards OR complete information below.

Insurance Primary Medical Secondary Medical  
(e.g.: MediGap coverage) Prescription

Name & Type

Phone Number

Policy ID #

Group #

Policy Holder Name

Policy Holder DOB                   /                  /                   /                  /                   /                  /

Relationship to Patient

PCN #:

BIN #:

REBYOTA™ Connect Hub Enrollment Form 
Access Coverage Support and Financial Assistance

For assistance call: 1-877-REBYOTA, Monday-Friday 8 a.m. – 8 p.m. EST
Please complete form and fax to 1-877-778-7167

Check here to request a benefits investigation ONLY. If checked, Sections 3 and 7 do not need to be completed, and patient will NOT be screened for any 
financial assistance program eligibility. If patient would like to be screened for full benefits of the program, patient must sign on page 3 and page 4.

OPTIONAL: If patient wants to be screened for eligibility)

The REBYOTA Patient Assistance Program (PAP) provides REBYOTA (fecal microbiota, live-jslm) at no cost to eligible patients. Assistance will be provided in the form of free product 
shipped to site of administration or reimbursement for the purchase price of the product if eligibility is verified after product has been administered. Participation in the PAP is free. 
Ferring does not collect any fees from people seeking assistance through the PAP. To be considered for PAP, please complete the sections below.

Annual gross household income (income before taxes): $ Number of people in household (including patient):

4. HEALTHCARE PROVIDER INFORMATION required by treating healthcare provider)

Name (full): Prescriber NPI #:

Specialty: State License #:

Practice Name: Tax ID #:

Street Address: Suite #:

City: State: Zip Code:

Office Phone: - - Best Time to Call:                                                                                AM            PM

Office Fax: - - How will you be obtaining REBYOTA? (Patients via PAP will be serviced through a contracted 
Specialty Pharmacy)  

           Buy and bill (purchase through distributor)

           Assignment of benefit to Specialty Pharmacy

Contact Name (full):

Contact Email:

Ferring, the Ferring Pharmaceuticals logo are registered trademarks of Ferring B.V.
REBYOTA is a trademark of Ferring B.V.   ©2022 Ferring B.V.     US-REB-2200001 Page 1 of 4

SUMMARY OF SERVICES OFFERED THROUGH REBYOTA CONNECT

Service Description

Access and 
Reimbursement 
Services

• Benefits investigation
• Prior authorization (PA) information
• Appeals assistance for PA or claims denials
• Billing and coding support

Co-pay Support 
Program

• Screen patients for eligibility for co-pay support and, if eligible, initiate 
  enrollment in the REBYOTA co-pay program

Patient 
Assistance 
Free Drug 
Program

Screen patients for eligibility into the patient assistance program which provides 
REBYOTA at no cost to eligible patients. Assistance for eligible patients will 
be provided in the form of free product shipped to site of administration or 
reimbursement for the purchase price of the product if processed after product 
administration.

Patient 
Education

Refer patients to REBYOTA educational materials, C. diff support groups, and/or 
state health exchanges if they are uninsured.

REBYOTA™ Connect Hub Enrollment 
Instructions and Checklist

For assistance call: 1-877-REBYOTA, Monday-Friday 8 a.m. – 8 p.m. EST
Fax the completed form to 1-877-778-7167

The Ferring REBYOTA Connect Program is designed to help patients access REBYOTA. This program 
offers a broad range of services, summarized below. There is no cost to enroll in the program, and all 
patients prescribed REBYOTA are eligible to enroll.

ENROLLMENT FORM INSTRUCTIONS & CHECKLIST

Complete all required sections of the enrollment form, including sections 3 and 7 if you would like 
your patient screened for PAP eligibility.

Verify that the insurance information in section 2 matches what is listed on the patient’s health 
insurance card(s).

Sign the Prescriber Certification at the bottom of page 2. 

Ensure that the patient signs section 7 of the form, on the bottom of page 4. Patient signature 
required for services beyond benefits investigation.

Fax the completed form to 1-877-778-7167.

To avoid processing delays, please ensure all required sections are completed including signatures 
and insurance information matches what is listed on the patient’s health insurance card.

Ferring, the Ferring Pharmaceuticals logo are registered trademarks of Ferring B.V.
REBYOTA is a trademark of Ferring B.V.   ©2022 Ferring B.V.     US-REB-2200002

Please click here for full Prescribing Information.

To enroll a patient in REBYOTA CONNECT 

• �Both provider and patient 
must complete certain 
sections of the enrollment 
form

• �For a benefits verification, 
the provider must sign  
the form

• �For financial assistance,  
the provider AND patient 
must sign the form

• �Note that there are 2 places where the patient 
must sign

• �The REBYOTA CONNECT instruction sheet 
and checklist are available

Helping patients get access to REBYOTA

Benefits investigation support for  
providers

• �Determine a patient’s insurance coverage  
for REBYOTA and the procedure

• �Provide guidance on applicable billing codes  
for product and procedure

• �Verify whether a prior authorization (PA)  
is required and if so, what supporting  
documents need to be submitted

• �Assist with the appeals process, if needed,  
and what supporting documents need to  
be submitted to file an appeal

Financial assistance for patients

• �Co-pay programa—eligible, commercially 
insured patients may pay as little as $100  
for each REBYOTA prescriptiona

• �Patient assistancea—for uninsured/
underinsured patients who meet eligibility 
criteria. Visit www.REBYOTAHCP.com for  
more details

• �Referrals to patient support groups as well as  
to state health exchanges for uninsured 
patientsa

Patient access support through 
REBYOTA™ CONNECT
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SAMPLE

or to begin enrollment, visit  
REBYOTACONNECT.COM

call REBYOTA CONNECT  
at 1-877-REBYOTA 
(1-877-732-9682)

For help in verifying a patient’s  
insurance coverage... 

REBYOTA™ CONNECT

The REBYOTA CONNECT enrollment  
form and instruction sheet are available  
at www.REBYOTAHCP.com.

For benefits investigation,  
coverage support, and 
potential financial 
assistance, enroll your 
patients in REBYOTA 
CONNECT.

The REBYOTA 
CONNECT instruction 
sheet provides a 
summary of services 
offered plus an 
enrollment form 
checklist.
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SAMPLE

SAMPLE
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Determining coverage

Tips for determining patient benefits 
without the help of REBYOTA 
CONNECT 

The accurate completion of coverage-related 
documentation is the responsibility of the 
healthcare provider and patient. 

Consider using the checklist below to help 
determine the patient’s insurance coverage:

Ask if the patient has coverage through 
Medicare, Medicaid, or private insurance

Ask to see the patient’s insurance card

Contact the patient’s insurance plan to 
determine coverage

Check for coverage under both medical 
benefit and pharmacy benefit

A prior authorization (PA) may be 
needed. If that is the case, the following 
may be helpful:
– �Sample appeal letter (included in pocket)
– �Sample letter of medical necessity (included 

in pocket)

A Patient Assistance Programa

is available for patients who are 
uninsured or underinsured and need 

financial assistance.

Ensure you complete section 3 of the 
enrollment form.

General coverage information  
through Medicare, Medicaid,  
and private payers

Medicare coverage
Medicare is expected to reimburse healthcare 
providers for REBYOTA. Because REBYOTA is 
a physician-administered product, it will be 
covered under Medicare Part B.

Medicaid coverage
Most states have direct administration of 
Medicaid and also contract with managed 
care organizations (MCOs) to administer the 
program. Medicaid will typically cover a drug 
when used for its FDA-approved indication. 
However, it varies by state. Medicaid plans and 
their MCOs may follow Medicare’s coverage 
policies, while others may create their 
own coverage guidelines. Some programs 
have restrictions, such as requiring a prior 
authorization or other controls. 

Private payers (commercial insurance)
Private payers may cover REBYOTA when  
used for its FDA-approved indication. However, 
commercial insurance plans vary widely.  
For this reason, it’s important to understand 
your patient’s health benefits and request  
plan-specific coverage information.
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a�Available only for patients who meet eligibility 
requirements. Program does not cover the  
cost of administration, office visits, or any 
associated costs. Terms and conditions apply. 
Offer expires 12/31/23.
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