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All required fields on this form are indicated with a red asterisk 
(*). Once all required information is completed on this form, 
send all pages (1-3) of this form to enroll@insupport.com or fax 
to 833-404-4897.

Select Program Options. For each program option, there is a 
description of the information provided by INSUPPORT® and 
the required steps to be completed on the form for patient 
enrollment. Please select all applicable options.

This option is only applicable to patients who 
will be leaving your site of care in the future and 
transitioning to a new healthcare provider. Learn 
more about Transition of Care Support by using 
this QR code.

Patient Contact Information: All patient contact information is 
required. 

This information is required for enrollment and should 
reflect the enrolling treatment provider. If the patient will be 
transitioning to a new site of care, the new provider information 
should be provided on page 3. Please complete the practice 
contact information to indicate a specific person for INSUPPORT 
to contact regarding this case, if needed.

mailto:%20enroll%40insupport.com%20?subject=


Prescription Information: The information in this section must be 
completed by the treatment provider and is necessary to validate 
FDA-approved use of PERSERIS® (risperidone), as well as for 
completion of the benefit investigation process with the patient’s 
insurance provider, where applicable.

The treatment provider’s signature and date are required to 
confirm the provider’s agreement with the statements listed in 
this attestation related to participation with INSUPPORT.

Financial Information: For patients enrolled in the Patient 
Assistance Program only, provide information on the patient’s 
financial annual household income, number of household 
members, and social security number. Please check the box if 
the patient does not have a social security number.

Patient Insurance Information: If the patient is not insured, 
please ensure you check the box indicating the patient does 
not have insurance. If the patient is insured and you have a 
copy of the patient’s health insurance card(s) (front and back), 
please check the box indicating that the insurance information 
is attached and send it to INSUPPORT along with the enrollment 
form. If no copies are available, primary insurance information 
must be completed in this step. If the patient has both medical 
and pharmacy coverage, please provide information for both 
plans, if available.



The patient should review this page prior to signing and dating 
the Authorization page. The Authorization includes, but is not 
limited to, details of why and to whom INSUPPORT® may use or 
disclose the patient’s personal and medical information. 

In order to initiate any request from INSUPPORT, the patient’s 
name, signature, and date are required. Any Enrollment 
Form received by INSUPPORT with an incomplete Patient 
Authorization will be returned to the HCP for completion by  
the patient.

Transition of Care: For patients enrolled in Transition of Care 
only, provide the new continuing care provider information here. 
If you need more information on how to locate a new community 
provider for your patient, please contact INSUPPORT.

This date is required and should reflect the date that the 
patient’s next injection of PERSERIS® (risperidone) is due after 
leaving your site of care.

This section is for patients who may need to receive a 
PERSERIS injection at an alternate site of care, please select the 
appropriate Provider/Facility Type. 
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