
Questions? Call 1-800-424-3727 or visit www.azandme.com

Application     Free 
AstraZeneca Medicines

ƒor

PO Box 66551, St. Louis, MO, 63166-6551

What is the AZ&Me Prescription Savings  

program for people without insurance?

•TheAZ&MePrescriptionSavingsprogramfor

peoplewithoutinsurance(theProgram)isa

programofferedbyAstraZenecathatallows

youtogetfreemedicinesifyouqualify.Itis

notagovernmentprogramor

aninsuranceplan.

• Ifyouqualify,youwillgetfreemedicine

foruptooneyear.Attheendofthatyear,

AstraZenecawillsendyouanapplication

forrenewal.

•Mostmedicineswillbesenttoyourhome.

Somemedicineswillbesenttoyour

doctor’sofice.

•Mostmedicinesaresentina90-daysupply.

TheProgramcanbechangedorstoppedby

AstraZenecaatanytimeorforanyreason.

Who is AstraZeneca?

•AstraZenecaisacompanythatmakes

prescriptionmedicines.

•AstraZenecahasofferedprescriptionsavings

programstopeoplewhoqualifysince1978.

Do you qualify for the Program?

 YouprobablyqualifyfortheProgramif:

•Youdon’thaveotherinsurancethathelps

payforyourmedicines.

•Youmeettheincomelimitsinthetablebelow.

How do you get started? 

•Filloutthisapplication.

• Ifyouhavetroubleillingoutthis

application,call1-800-424-3727

•Mailthecompletedapplicationto:

POBox66551

St.Louis,MO,63166-6551

From Your Doctor Please print clearly in black or blue ink.

Doctor’sName:_____________________________________ Phone()______________

DEAorStateLicense#(askyourdoctor)__________________ Fax()______________

Address____________________________________________________________________

City_____________________________________________ State________ Zip __________

Income limits in order to qualify  
  Current income limits are based on 2007 program guidelines and might change; income limits may be higher in Alaska and Hawaii.

 No. of people in your household Total monthly income Total yearly income

 1person lessthan$2,500amonth lessthan$30,000ayear

 2people lessthan$3,333amonth lessthan$40,000ayear

 3people lessthan$4,166amonth lessthan$50,000ayear

 4people lessthan$5,000amonth lessthan$60,000ayear

 5people lessthan$5,833amonth lessthan$70,000ayear

Include prescription with this application
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Personal Information  

Name ___________________________ DateofBirth___/___/_____(mm/dd/yyyy)

Address______________________ City______________State______Zip_______

Phone() __________________________ hMalehFemale

Marital status: 
hMarried
hSingle
hDivorced
hWidow/Widower

U.S. Veteran:

hYes hNo

Disabled:

hYes hNo

Primary language spoken(optional):
hEnglish
hSpanish
hOther___________

Ethnic origin(optional):
hAsian
hBlack
hHispanic
hWhite
hOther___________

Medicines

PleaseprovideyourSocial Security Number ifyouhaveone. 
This information will only be used to determine if you are eligible and once qualified as described below .

      ❘___❘❘___❘❘___❘  —❘___❘❘___❘—❘___❘❘___❘❘___❘❘___❘

Ifyoudon’thaveaSocialSecurityNumberyoumustprovide

oneofthefollowing:

  hGreenCardNumber_____________________________________

  hAcopyoftheconfirmationletterfromthegovernmentstatingthat
youhaveappliedforaUSGreenCard

  hWorkVisaNumber______________________________________

Listanymedicinesyouaretaking:

______________________________________

______________________________________

______________________________________

______________________________________
Attach a separate piece of paper if you need more space.

Listanymedicinesyouare

allergicto:

_______________________

_______________________

_______________________
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YES
Pleasesendusa
copyoflastyear’s
Federal Income 
Tax Returns for
yourself,your
spouse,and
dependents

NO
Ifyoudidn’tileafederalincometaxreturnlast

year,youmustsendacopyof:

hAllincomestatementsfromjobs

(W2or1099)

          or

hSocialSecurityIncomeYearly

BeneitsStatement

Ifyoudon’thaveanyofthesedocuments,

pleasecall1-800-424-3727

Numberofpeopleinyourhousehold
(yourself, your spouse, and dependents):_________________________________________

Totalcombinedincomeforyourself,yourspouse,anddependents:

$__________Monthlyor$__________Yearly

Income

Proof of Income

Doyouhaveacopyofyourfederalincometaxreturnfromlastyear?

Do you have any form of prescription drug coverage?

hEmployerfurnishedorprivatedrugcoverage

hVAorMilitaryBeneits

hMedicaid

hMedicarePartB(coverssomemedicines)

hMedicarePartD

hStateassistanceprogramformedicines__________________________________

hOther___________________________________________________

hNone

Have you applied for Medicaid in the past and been denied?

hYes hNo    If yes, please attach a copy of the Medicaid denial letter.

Insurance
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IgiveAstraZeneca,theProgram,theProgram

administrators,andmydoctorpermissionto:

Checkmyinformationtomakesureitis•

trueandcomplete

Sharemyinformationwiththepharmacists•

thatmaysupplymymedicine

Sharemyinformationwiththepeople•

helpingwiththeProgram

Contactmebymailorphoneabout•

theProgramandaboutotherproducts,

programs,orservicesthatmightinterest

me

ContactmeinordertomakesurethatI•

havereceivedthemedicinessentbythe

Program

Ipromisethat:

Alltheinformationinthisapplication,•

includingallcopiesofdocumentsproving

myincome,istrueandcomplete

Iamauthorizedtosignthisapplication•

Idonothaveanyassistanceorinsurance•

thatwouldhelppayformymedicines

IwillcontacttheProgramifanyofmy•

informationaboutmyprescriptiondrug

coverageorinsurancechanges

IunderstandthattheProgramwillonlyuse

myinformationto:
DecideifIqualifytoparticipatein•
theProgram
AdministerorimprovetheProgram•
Communicatewithinsuranceplans,•
includingMedicarePartDplans
SharemyinformationwiththeCentersfor•
MedicareandMedicaidServices

IunderstandthatIcancall1-800-424-3727at

anytimeto:
WithdrawfromtheProgram•
Cancelmypermissiontouse•
myinformationandwithdrawfrom
theProgram
GetacopyoftheAstraZeneca•
PrivacyStatement

Iunderstandthat:
TheProgramcanaskformoreinformation•
frommeatanytime
AstraZenecacanchangeorstopthe•

Programatanytimeorforanyreason

IgivetheProgram,andtheProgram
administratorspermissiontocontactthe
personnamedbelowwithfollow-upquestions
aboutmyapplication(thisonlyappliesif
someonecompletedthisapplicationforyou).

Consent Information

Signature of Applicant or Legal Guardian

X __________________________________________________________________ Date_____________________

Before you mail this application

You must:

hAttachyourprescription

hAttachacopyoflastyear’sfederalincome

taxreturnsforyourself,spouse,and

dependents(orotherproofofincome)

hIncludeyourdoctor’slicensenumber

(askyourdoctor)

Mail completed application to:

AZ&MePrescriptionSavingsProgram

POBox66551

St.Louis,MO63166-6551

If someone helped you with this application, and you want them to answer questions for you, please give us their name and phone number.

Helper’s Name:__________________________________________________     Helper’s Phone: (         )__________________

AZ&MeisatrademarkoftheAstraZenecagroupofcompanies.
©2007AstraZenecaLP.Allrightsreserved.2550579/07


