tyrvaya m

L , Prescription Fax Order Form

(renicing soltio) P ohiRx pharmacy Ve tyrvaya
nasal spray 0.03 mg

Fax this completed Prescription Form to PhilRx: 888-975-0603

Patient Information

Name: Date of Birth (MM/DD/YYYY):
Cell Phone: ( ) Email:
Shipping Address: City: State: Zip:

Sex: ) Male (O Female Primary Language:

Prescriber Information

Name: NPI #:
Address: City: State: Zip:
Office Contact Name:

Phone: ( ) Fax: ( ) (for prescription status updates)

Tyrvaya Prescription Information

Strength/Form Quantity | How Supplied Refills Dosage/Administration Instructions

1 spray in each nostril twice a day,

8.4 mL  One carton for 30 days approximately 12 hours apart

Tyrvaya (varenicline solution)

nasal spray 0.03 mg/spray . S
252 mL 3 cartons for 90 days 1 spray in each nostril twice a day,
~ approximately 12 hours apart

ICD-10 or Diagnosis:

Prior Medication Trials/Failures*
(treatment name, duration, and reason for discontinuation):

*|f applicable.
Insurance Information (Please attach a copy of the front and back of the patient’s insurance card OR fill out the information below)
Check the box that applies: (O Commercial/Private (O Medicare Part D () Medicaid (O Other (O Uninsured

Member Name (cardholder): Rx Plan Name:
Prescription Drug Card Member ID #: Rx Group:
RX BIN: RX PCN:
ﬁ Prescriber Signature: Date:
7~~~ Transmitted by (full name if other than prescriber):

Have questions or need assistance? & viatris
CG" the ded_lcated Prescrlber Ilne at 855-544- 1850 © 2024 Viatris Inc. and/or its affiliates. All rights reserved. VIATRIS and the Viatris Logo are
to Speak with a PhilRx Support Repl’esentatlve or trademarks of Mylan Inc., a Viatris Company. Oyster Point®, Tyrvaya®, and the Tyrvaya logo
. . . are registered trademarks of Oyster Point Pharma, Inc., a Viatris company, in the United

contact your Viatris representutlve. States and certain jurisdictions. TEAMTyrvaya is a trademark of Oyster Point Pharma, Inc., a

Viatris company, in the United States and certain jurisdictions. USA-TYR-2024-00012 04/24
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