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(Prozac, Evista, Zyprexa, and Zyprexa-Zydis, Straterra, Symbyax and Cymbalta products only)

 � PLEASE LABEL
REFILL              TIMES

                    M.D.           M.D.
DISPENSE AS WRITTEN SUBSTITUTION PERMITTED

DEA NO.                                       ADDRESS

 
Lilly Cares Patient Assistance Program for South Carolina for Prozac, Evista, Zyprexa
and Zyprexa-Zydis, Straterra, Symbyax, Effient and Cymbalta
Administered by:  Welvista
2700 Middleburg Drive; Suite 104
Columbia, South Carolina 29204                                                  www.welvista.org
Phone: (800)-983-3339  FAX: (803)-933-9172

DIRECTIONS FOR COMPLETING APPLICATION

**THIS FORM HAS TWO PAGES** BOTH PAGES MUST BE COMPLETED**
**INCOMPLETE FORMS WILL BE RETURNED**

In order to expedite processing of this LILLY CARES/Welvista application for patient eligibility, please note the following:

PROVIDERS:

• Complete the bottom of page one and the bottom section of page two.  (PLEASE PRINT LEGIBLY.)
• ORIGINAL SIGNATURES ONLY--no stamps or photocopies.  Fax to 803-933-9172

PATIENTS:

• Complete the top section of page two.  (PLEASE PRINT LEGIBLY.)
• Medications will be delivered to a Doctor’s Office or Clinic.
• Number of people in household includes EVERYONE living in the home.
• Enter the DOLLAR amount of monthly household Income.
• Household income includes the following: Social Security, Disability, Supplemental Security Income (SSI),    unemployment,

workman’s compensation benefits, child support, alimony, loans, pension, interest, etc.
• Income documentation must be submitted for all in the household.

APPLICATIONS:

• An updated, original application is needed periodically to renew eligibility.
• Photocopies of old completed applications will not be accepted.
• You may photocopy this blank application for future use.
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PATIENT INFORMATION: (Please print clearly)

NAME:  SSN:
                         Last                      First                       MI

Address:                                                   City: ________________ State: ____ Zip: ______

Phone: (       )                                            Date of Birth         /          /

Weight __________ Height __________Sex ________

What prescription medicines do you currently take?

What over-the-counter/patent medicines, vitamins or herbs (Aspirin, Tums, Tylenol, etc.) do you currently
take?

Are you allergic to any drugs? ______ If yes, which one(s):

Do you have:  High or low blood pressure, diabetes, kidney disease or other illness?
If yes, please list:

Number of people in household: __________
Gross monthly household income (please send proof of income): $ ______________________________
(If zero income, please explain medical reason why cannot work): _______________________________

I authorize Eli Lilly and Company, Welvista and their consultants to use this information to assess my eligibility
for participation in the Lilly Cares Program, administered by Welvista.  I understand that while this assistance is
free of charge, it is temporary, and I may be asked to reapply at designated intervals.  I certify I do not have the
ability to pay for my medication and that I have no government or private insurance to help pay for my
medication.

Patient (or guardian) Signature: ___________________________________________Date: ________

PHYSICIAN INFORMATION/CERTIFICATION: (Please Print Clearly)

DEA # ____________STATE LICENSE No. _____________Expiration Date ___/__/____ Phone (___)______________

Does patient have access to Medicaid/QMB?  Yes   No   Insurance?  Yes  No   Any other prescription coverage?  Yes  No

If yes to any of these, please explain: ______________________________________________________________________

____________________________________________________________________________________________________

Physician Signature: ______________________________________Date: ________________________
                          **Original signature only; no photocopies or stamps**

Physician name: _______________________________________________________________________________

Clinic/Doctor’s Office Name: ______________________________________________________________________

Street Address: _______________________________City: _____________________State: _____ Zip: __________


