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Summary of Benefits

Questions? Contact Amgen: Phone: 1-877-633-9521  Fax: 1-877-633-9522 
Email: GoutABYS@amgen.com

Responsibility for properly submitting claims lies with the healthcare provider. We make no representations about the eligibility or guarantee of coverage, coding, or reimbursement for 
any particular claim. It is the responsibility of the healthcare provider to choose the most appropriate code as documented in the patient’s medical chart, and submit the appropriate 
codes, charges, and modifiers for services or items rendered or applied. Using the assistance of Amgen By Your Side in no way guarantees reimbursement.
Confidentiality Notice: The information contained in this facsimile may be confidential and legally privileged. It is intended only for use of the individual  
named. If you are not the intended recipient, you are hereby notified that the disclosure, copying, distribution, or taking of any action in regards  
to the contents of this fax—except its direct delivery to the intended recipient—is strictly prohibited. If you have received this fax in error, please  
notify the sender immediately and destroy this cover sheet, along with its contents, and delete from your system, if applicable.

(The infusion center bills  
for the infusion and receives 
reimbursement from the  
health plan)

(The site of care purchases 
KRYSTEXXA® (pegloticase), 
bills for the drug, and receives 
reimbursement from the  
health plan)

(Benefits are assigned to a 
network specialty pharmacy. 
The specialty pharmacy bills  
for the cost of KRYSTEXXA)

(KRYSTEXXA is covered under 
the pharmacy benefit. The 
specialty pharmacy bills for 
the cost of KRYSTEXXA)

Infusion Administration Benefit Physician Purchase Option 
Through Major Medical Benefits

Specialty Pharmacy Option 
Through Major Medical Benefit

Specialty Pharmacy Option 
Through Prescription Drug 
Benefit

Infusion administration   Covered       Not Covered   Covered       Not Covered   Covered       Not Covered   Covered       Not Covered

Medication ---   Covered       Not Covered   Covered       Not Covered   Covered       Not Covered

Coverage requirements   Prior authorization             Predetermination             Step therapy

Deductible [$] [$] [$] [$]

Deductible met [$] [$] [$] [$]

Out-of-pocket maximum [$] 

  Includes deductible 

  Excludes deductible

[$] 

  Includes deductible 

  Excludes deductible

[$] 

  Includes deductible 

  Excludes deductible

[$] 

  Includes deductible 

  Excludes deductible

Out-of-pocket maximum met [$] [$] [$] [$]

Drug co-pay/coinsurance  [% and $]  [% and $]  [% and $]  [% and $]

Pharmacy cap/met – – – – – – – – –  [$ / $]

�Specialty pharmacies 
in network – – – – – –

Name:

Phone:

Name:

Phone:

Additional information:

Primary Insurance Information 

Patient Primary Medical Benefit as of [MM/DD/YYYY] 

Patient name:

HCP name:

Insurance company: 

Policyholder: 

Insurance plan representative:

Date of birth: Case ID: 

NPI #: 

NDC code:

Plan phone: Plan name: Plan type: 

Member ID: 

Reference number:

Drug code: Covered procedure codes:

Group #: Plan year: 

Date researched: 

Primary diagnosis code:

Patient/Physician Information


