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About BMS Access Support®

Bristol Myers Squibb is committed to helping appropriate patients get access to our medications 
by providing access and reimbursement support services.

1. BMS Access Support Data–Benefits review. Accessed August 2022.

*Co-pay program eligibility requirements, and terms & conditions apply. 

CLICK HERE for full Terms and Conditions for EMPLICITI®, OPDIVO®, OPDIVO® + YERVOY®, OPDUALAG®, and YERVOY®. 

CLICK HERE for full Terms and Conditions for ABRAXANE® and REBLOZYL®. 

CLICK HERE for full Terms and Conditions for IDHIFA®, INREBIC®, ONUREG®, POMALYST®, REVLIMID®, and THALOMID®. 

CLICK HERE for full Terms and Conditions for SPRYCEL®.

The accurate completion of reimbursement- or coverage-related documentation is the responsibility of the healthcare provider and 
patient. Bristol Myers Squibb and its agents make no guarantee regarding reimbursement for any service or item.

Benefits reviews are 
completed within 
approximately 
24 hours1

PROGRAM SERVICES

• Benefits reviews, prior authorization 
assistance, and appeals process support

• Information on financial support, including 
copay assistance* for eligible commercially 
insured patients 

• Support from Patient Access Specialists and 
local Access and Reimbursement Managers

• Reimbursement and coding guides for BMS  
medications can be found at www.BMSAccessSupport.com

https://www.bmsaccesssupport.bmscustomerconnect.com/servlet/servlet.FileDownload?file=00Pi000000omiYSEAY
https://www.bmsaccesssupport.bmscustomerconnect.com/servlet/servlet.FileDownload?file=00P4z00001S3b9KEAR
https://www.bmsaccesssupport.bmscustomerconnect.com/servlet/servlet.FileDownload?file=00P1Y00001LP32XUAT
https://www.bmsaccesssupport.bmscustomerconnect.com/servlet/servlet.FileDownload?file=00P4z00001S5YcNEAV
https://www.bmsaccesssupport.bmscustomerconnect.com/
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• BMS Access Support  
Patient Information 
brochure

• Understanding Your  
Healthcare Benefits 
brochure

• Informational 
videos about health 
insurance

• Local support 
resources

Patient and Caregiver Support

BMS Access Support® also offers resources for patients 
prescribed BMS medications and their caregivers, including:

For patient-specific resources, visit 
www.BMSAccessSupport.BMSCustomerConnect.com/patient/additional-resources

http://www.BMSAccessSupport.BMSCustomerConnect.com/patient/additional-resources
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How to Enroll Into BMS Access Support®

After you have prescribed a BMS oncology or hematology medication, enrollment into BMS 
Access Support begins when you and your patient successfully complete the enrollment form. 
Options for enrolling include:

• Visit www.BMSAccessSupport.com and click the “Get Started” link under the Enrollment tab. 
Select the medication, download and complete the form, and then fax it to the fax number 
found on the form

      Or
• For select medications, you can complete and submit the form online through 

www.MyBMSCases.com

Once the enrollment form has been submitted and a benefits review has been conducted, you will receive 
your patient’s summary of healthcare benefits.

Patients can sign the Patient Authorization and Agreement portion of the enrollment form 
electronically by visiting BMSAccessSupport.BMSCustomerConnect.com/sign

https://www.bmsaccesssupport.bmscustomerconnect.com/
https://www.mybmscases.com/bmsProviderLightningPortal/s/login/?ec=302&startURL=%2FbmsProviderLightningPortal%2Fs%2F
https://www.bmsaccesssupport.bmscustomerconnect.com/sign
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How to Complete the Enrollment Form
Please ensure you and your patient accurately complete the enrollment form with Patient 
Authorization and Agreement (PAA). Missed fields or signatures may cause a delay with processing.
Please pay special attention to the following frequently missed information:

Page 1

Page 2

Treatment Information
Be sure to complete the Treatment 
Information section including the 
Primary ICD-10 code and site of care. 
If the patient is prescribed an oral 
medication, please select “Other” and 
specify where the patient is taking the 
medication (i.e. home, assisted nursing 
facility, etc).

Physician Information
Be sure to complete the Physician 
Information section including the 
site name, address, and suite number 
where the patient is being treated.

Fill in the Patient Name and 
Date of Birth on each page of the 
enrollment form.

Physician Signature
Don’t forget to have the physician 
or prescriber sign and date the 
Physician Certification. 
The physician or prescriber 
signature must be a physical 
signature, no stamps.

Oncology Access and Reimbursement Support
PHONE: 1-800-861-0048    |  FAX: 1-888-776-2370

NO-US-2100753 09/21

Patient Name: Date of Birth:

DROXIA® (hydroxyurea)

YERVOY® (ipilimumab) SPRYCEL® (dasatinib)

OPDIVO® (nivolumab)EMPLICITI® (elotuzumab)

SERVICES–to be completed by Physician

TREATMENT–to be completed by Physician

Services Requested (Please choose all services desired)

Treatment Information

Previous Therapy Given*

*Include combination medications if relevant.
|  1 of 6  |

Planned Therapy*

Medication Prescribed

Dates

Dates

Dose (in mg)

Dose (in mg) Therapy Given

Therapy Given

Frequency

Frequency

BMS cannot guarantee acceptance by any program or foundation.!

Patient Diagnosis - Primary ICD Code:

Diagnostic Test Result (If Applicable):

Therapy Provided in:  
(If an oral medication, select Other and specify)

Is Physician in Network With Patient’s Insurance?

Adjuvant Therapy? 

Will This Be? Monotherapy      

Inpatient Outpatient Hospital  Outpatient Physician's O�ce Other:

In Combination With:

Yes    

Yes    

  No

  No

Description:

Benefits Review, Prior Authorization,  
Appeals Assistance
BMS Access Support Co-Pay Assistance Program

Referral to BMS Patient Assistance Foundation (BMSPAF)
BMSPAF is an independent, nonprofit organization that helps eligible 
patients get free medication. Visit BMSPAF.org for eligibility requirements. 

Benefits Review of Specialty Pharmacy
Preferred Specialty Pharmacy: 
______________________________

Alternative Coverage or Support Research 
(eg, independent charitable foundation referral)
 

PHYSICIAN

OPDIVO® (nivolumab) + YERVOY® (ipilimumab) 

Oncology Access and Reimbursement Support
PHONE: 1-800-861-0048    |  FAX: 1-888-776-2370

NO-US-2100753 09/21

Patient Name: Date of Birth:

DROXIA® (hydroxyurea)

YERVOY® (ipilimumab) SPRYCEL® (dasatinib)

OPDIVO® (nivolumab)EMPLICITI® (elotuzumab)

SERVICES–to be completed by Physician

TREATMENT–to be completed by Physician

Services Requested (Please choose all services desired)

Treatment Information

Previous Therapy Given*

*Include combination medications if relevant.
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Planned Therapy*

Medication Prescribed

Dates

Dates

Dose (in mg)

Dose (in mg) Therapy Given

Therapy Given

Frequency

Frequency

BMS cannot guarantee acceptance by any program or foundation.!

Patient Diagnosis - Primary ICD Code:

Diagnostic Test Result (If Applicable):

Therapy Provided in:  
(If an oral medication, select Other and specify)

Is Physician in Network With Patient’s Insurance?

Adjuvant Therapy? 

Will This Be? Monotherapy      

Inpatient Outpatient Hospital  Outpatient Physician's O�ce Other:

In Combination With:

Yes    

Yes    

  No

  No

Description:

Benefits Review, Prior Authorization,  
Appeals Assistance
BMS Access Support Co-Pay Assistance Program

Referral to BMS Patient Assistance Foundation (BMSPAF)
BMSPAF is an independent, nonprofit organization that helps eligible 
patients get free medication. Visit BMSPAF.org for eligibility requirements. 

Benefits Review of Specialty Pharmacy
Preferred Specialty Pharmacy: 
______________________________

Alternative Coverage or Support Research 
(eg, independent charitable foundation referral)
 

PHYSICIAN

OPDIVO® (nivolumab) + YERVOY® (ipilimumab) 

Oncology Access and Reimbursement Support
PHONE: 1-800-861-0048    |  FAX: 1-888-776-2370

NO-US-2100753 09/21

Patient Name: Date of Birth:

PHYSICIAN INFORMATION–to be completed by Physician

PHYSICIAN CERTIFICATION–to be completed by Physician
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I certify to the following: (1) To the best of my knowledge, the patient and physician information in this form is complete and accurate; 
(2) I have the authority to disclose this patient’s information to BMS, BMSPAF, and their respective agents and assignees, and I have 
obtained this patient’s authorization for the disclosure, if required by HIPAA or other applicable privacy laws; (3) I have prescribed the 
medication to this patient based on my professional judgment of medical necessity; (4) If patient receives medication from BMSPAF, to 
the best of my knowledge, this patient has no prescription insurance coverage (including Medicaid, Medicare, or other public or private 
programs), or is unable to a�ord the cost-sharing requirements associated with his/her insurance coverage for this medication; (5) I will 
immediately notify BMSPAF if my patient is enrolled in BMSPAF and I become aware that his/her insurance, treatment, or income status 
has changed; (6) I will not submit an insurance claim or other claim for payment to anyone else, including third-party payer (private 
or government) or the patient, and I forego any appeal of any denial of insurance coverage, for medication provided by either BMS or 
BMSPAF for this patient, nor will I count the free medication towards this patient’s true out-of-pocket costs (TrOOP); (7) Any medication 
provided by either BMS or BMSPAF for this patient will be used only for this patient and will not be resold, nor o�ered for sale, trade or 
barter, or returned for credit. 

I certify, if the patient enrolls in the BMS Access Support® Co-Pay Assistance Program for a physician-administered product,  
to the following:

• I have read and will comply with the Program Terms and Conditions on page 6
• To the best of my knowledge, this patient satisfies the Patient Eligibility requirements, and I will notify the Program immediately if the 

patient’s insurance status changes
• To the best of my knowledge, participation in this Program is not inconsistent with any contract or arrangement with any third-party  

payer to which this o�ce/site will submit a bill or claim for reimbursement for the covered BMS medication(s) administered to the patient
• The bill or claim that this o�ce/site will submit to the insurer or patient for payment for BMS medication(s) will have the BMS medication(s) 

listed separately from any bill or claim for drug administration or any other items or services provided to the patient
• I will not submit an insurance claim or other claim for payment to any third-party payer (private or government) for the amount of 

assistance that my patient receives from the Program
• If this o�ce/site receives payment directly from the Program for this patient, the o�ce/site will not accept payment from the patient for 

the amount received from the Program
I understand that BMS and BMSPAF (1) may verify all information provided, and not allow or suspend participation if inadequate 
information is received; (2) may modify, limit, or terminate these programs, or recall or discontinue medications, at any time without 
notice; and (3) are relying on these certifications.

Physician Name (first and last name):

Physician or Licensed Prescriber Signature (required—no stamps)

State License #: Physician NPI #:

Facility Address: City: Zip:State:

Primary Contact Name:

Primary Contact Email Address:

Phone: Fax:

Title:

Physician Tax ID #: State Medicaid #:

Facility Name: Phone: Fax:

! SIGNATURE
Date:

PHYSICIAN
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NO-US-2100753 09/21
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PHYSICIAN CERTIFICATION–to be completed by Physician
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obtained this patient’s authorization for the disclosure, if required by HIPAA or other applicable privacy laws; (3) I have prescribed the 
medication to this patient based on my professional judgment of medical necessity; (4) If patient receives medication from BMSPAF, to 
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Physician Name (first and last name):

Physician or Licensed Prescriber Signature (required—no stamps)
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Primary Contact Name:
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(2) I have the authority to disclose this patient’s information to BMS, BMSPAF, and their respective agents and assignees, and I have 
obtained this patient’s authorization for the disclosure, if required by HIPAA or other applicable privacy laws; (3) I have prescribed the 
medication to this patient based on my professional judgment of medical necessity; (4) If patient receives medication from BMSPAF, to 
the best of my knowledge, this patient has no prescription insurance coverage (including Medicaid, Medicare, or other public or private 
programs), or is unable to a�ord the cost-sharing requirements associated with his/her insurance coverage for this medication; (5) I will 
immediately notify BMSPAF if my patient is enrolled in BMSPAF and I become aware that his/her insurance, treatment, or income status 
has changed; (6) I will not submit an insurance claim or other claim for payment to anyone else, including third-party payer (private 
or government) or the patient, and I forego any appeal of any denial of insurance coverage, for medication provided by either BMS or 
BMSPAF for this patient, nor will I count the free medication towards this patient’s true out-of-pocket costs (TrOOP); (7) Any medication 
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I certify, if the patient enrolls in the BMS Access Support® Co-Pay Assistance Program for a physician-administered product,  
to the following:

• I have read and will comply with the Program Terms and Conditions on page 6
• To the best of my knowledge, this patient satisfies the Patient Eligibility requirements, and I will notify the Program immediately if the 

patient’s insurance status changes
• To the best of my knowledge, participation in this Program is not inconsistent with any contract or arrangement with any third-party  

payer to which this o�ce/site will submit a bill or claim for reimbursement for the covered BMS medication(s) administered to the patient
• The bill or claim that this o�ce/site will submit to the insurer or patient for payment for BMS medication(s) will have the BMS medication(s) 

listed separately from any bill or claim for drug administration or any other items or services provided to the patient
• I will not submit an insurance claim or other claim for payment to any third-party payer (private or government) for the amount of 

assistance that my patient receives from the Program
• If this o�ce/site receives payment directly from the Program for this patient, the o�ce/site will not accept payment from the patient for 

the amount received from the Program
I understand that BMS and BMSPAF (1) may verify all information provided, and not allow or suspend participation if inadequate 
information is received; (2) may modify, limit, or terminate these programs, or recall or discontinue medications, at any time without 
notice; and (3) are relying on these certifications.

Physician Name (first and last name):

Physician or Licensed Prescriber Signature (required—no stamps)

State License #: Physician NPI #:

Facility Address: City: Zip:State:

Primary Contact Name:

Primary Contact Email Address:

Phone: Fax:

Title:

Physician Tax ID #: State Medicaid #:

Facility Name: Phone: Fax:

! SIGNATURE
Date:

PHYSICIAN
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How to Complete the Enrollment Form (cont.)

Patient Personal Information
All fields of the Patient Personal 
Information section should be 
accurately completed.   

Patient Insurance Information 
Complete all the patient’s insurance 
information including primary, 
secondary, and prescription insurance 
policy numbers. Please include a 
photocopy of the front and back of 
the patient’s insurance card. 

Patient Initials and Signature* 
After the patient reads the PAA, 
please make sure they initial and 
sign. Doing so will speed up the 
application process.

Once completed, fax the enrollment form to the fax number listed on the form 

Or complete and submit the form online (for select medications) through 
www.MyBMSCases.com

For any questions, please contact your Access & Reimbursement Manager, 
visit www.BMSAccessSupport.com, or call 1-800-861-0048 to speak 
with a regionally assigned specialist

NO-US-2100753 09/21

Oncology Access and Reimbursement Support
PHONE: 1-800-861-0048    |  FAX: 1-888-776-2370

PATIENT INFORMATION–to be completed by Patient

Patient Name (first and last name):

Primary Insurance Carrier:

Number of people in your household (Include yourself, your spouse, and your dependents):

State, Veteran, or Other Prescription Coverage:

Address: 

Phone: 

Household income: Yearly: $ or Monthly: $

Phone: 

Phone: 

City:

Group #:

Group #:

Group #:

Zip:State:

Policy Holder:

Policy Holder:

Policy Holder:

Home Phone:

Secondary Insurance Carrier:

Social Security # (optional):

Drug Allergies: Do you have any drug allergies?  

Medications: What medications are you currently taking?

Mobile:

Secondary Insurance Policy #:  

Birth Date:

|  3 of 6  |

Personal Information 

Insurance Information 

Do You Have Insurance Through: 

If you chose Medicaid or Veteran status above, please choose applicable options below.

Medicaid Status: 

Veteran Status: Applied for VA: 

Medicare:  

Male    

Primary Insurance Policy #:  

Prescription Policy #:  

Female    

Private/Employer-based Insurance 

Not Applied Denied Application Pending

State Assistance Program for Medication   VA or Military

Part A NonePart B Part D Medicare Advantage

Medicaid    

! CHECK ALL 
THAT APPLY

Yes    

Yes    

Yes      No

  No If yes, please specify: 

No

(Required if Alternative Coverage or Support Research or Referral to BMSPAF is requested)

Financial, Drug, & Medication Information

Financial Information
Your application may be subject to audit or request for additional documentation. 

PATIENT

Page 3

Oncology Access and Reimbursement Support
PHONE: 1-800-861-0048    |  FAX: 1-888-776-2370

NO-US-2100753 09/21

Patient Name: Date of Birth:

PATIENT AUTHORIZATION AND AGREEMENT (cont.)

|  5 of 6  |

6. Patient certifications: I certify that the personal information that 
I provide to BMS and the Foundation is true and complete. I agree 
that, at any time during my participation in either or both programs, 
BMS (and the Foundation, if applicable) may request additional 
documentation to verify my personal information.
If there is missing information or I do not respond to requests for 
additional documents, my participation may be delayed or I may no 
longer be able to participate.
If I qualify for, and receive, co-pay assistance or free medication 
assistance from BMS, I agree to comply with BMS’ program rules and 
I will not get reimbursed for the assistance I receive from anyone else, 
including from an insurance program, another charity, or from a health 
savings, flexible spending, or other health reimbursement account. 
I understand that assistance may be temporary and that I may be 
required to apply every year. I will contact BMS Access Support at 
1-800-861-0048 if my insurance or treatment changes in any way.

If I qualify for and receive free medication from the Foundation 
program, I agree to comply with the Foundation’s program rules; and 
I will not get reimbursed for the assistance I receive from anyone else, 
including from an insurance program, another charity, or from a health 
savings, flexible spending, or other health reimbursement account. 
If I have Medicare Part D, I will also not count any free medication I 
receive towards my true out-of-pocket costs (TrOOP). I understand that 
the Foundation’s help is temporary, I must reapply every year, and I 
may not be eligible if I have prescription drug coverage that will pay 
for my medication. I agree to immediately contact the Foundation 
at 1-800-736-0003 if my insurance, treatment, or financial situation 
changes in any way.
I understand that the BMS Access Support and the Foundation 
programs may be discontinued or the rules for participation may 
change at any time, without notice.

PATIENT

Medication Prescribed

(continued on next page)

! SIGNATURE OF PATIENT OR 
PERSONAL REPRESENTATIVE

Print Name of Patient or Personal Representative:

Description of Personal Representative’s Authority: Zip:

Phone:Preferred Email Address:

Patient Date of Birth:

Date:

I HAVE READ THIS AUTHORIZATION AND AGREE TO ITS TERMS: 

The patient or his/her personal representative must be provided with a copy of both pages of this form after it has been signed.
Power of Attorney documentation is required if someone other than the patient signs. You may fax the documents to  
1-888-776-2370 or call 1-800-861-0048 for further assistance.

These are my written instructions and my permission for:
•  BMSPAF and its Administrators to obtain a consumer report on me. My consumer report, and information derived from public and other sources, will be used to 

estimate my income as part of the process to decide if I am eligible to receive free medicine from BMSPAF. Upon request, BMSPAF will provide me the name and 
address of the consumer reporting agency that provides the consumer report. I may call BMSPAF at 1-800-736-0003 for this information.

!PATIENT INITIALS: Please initial here OR send in your income documentation. 
Initialing here will speed up processing time for your application and will not impact your credit score.

DROXIA® (hydroxyurea)

SPRYCEL® (dasatinib)

OPDIVO® (nivolumab)EMPLICITI® (elotuzumab) OPDIVO® (nivolumab) + YERVOY® (ipilimumab) 

YERVOY® (ipilimumab) 

Page 5

NO-US-2100753 09/21

Oncology Access and Reimbursement Support
PHONE: 1-800-861-0048    |  FAX: 1-888-776-2370

PATIENT INFORMATION–to be completed by Patient

Patient Name (first and last name):

Primary Insurance Carrier:

Number of people in your household (Include yourself, your spouse, and your dependents):

State, Veteran, or Other Prescription Coverage:

Address: 

Phone: 

Household income: Yearly: $ or Monthly: $

Phone: 

Phone: 

City:

Group #:

Group #:

Group #:

Zip:State:

Policy Holder:

Policy Holder:

Policy Holder:

Home Phone:

Secondary Insurance Carrier:

Social Security # (optional):

Drug Allergies: Do you have any drug allergies?  

Medications: What medications are you currently taking?

Mobile:

Secondary Insurance Policy #:  

Birth Date:
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Personal Information 

Insurance Information 

Do You Have Insurance Through: 

If you chose Medicaid or Veteran status above, please choose applicable options below.

Medicaid Status: 

Veteran Status: Applied for VA: 

Medicare:  

Male    

Primary Insurance Policy #:  

Prescription Policy #:  

Female    

Private/Employer-based Insurance 

Not Applied Denied Application Pending

State Assistance Program for Medication   VA or Military

Part A NonePart B Part D Medicare Advantage

Medicaid    

! CHECK ALL 
THAT APPLY

Yes    

Yes    

Yes      No

  No If yes, please specify: 

No

(Required if Alternative Coverage or Support Research or Referral to BMSPAF is requested)

Financial, Drug, & Medication Information

Financial Information
Your application may be subject to audit or request for additional documentation. 

PATIENT
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If you chose Medicaid or Veteran status above, please choose applicable options below.

Medicaid Status: 

Veteran Status: Applied for VA: 

Medicare:  

Male    

Primary Insurance Policy #:  

Prescription Policy #:  

Female    

Private/Employer-based Insurance 
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State Assistance Program for Medication   VA or Military
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Medicaid    
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THAT APPLY

Yes    

Yes    

Yes      No

  No If yes, please specify: 

No

(Required if Alternative Coverage or Support Research or Referral to BMSPAF is requested)

Financial, Drug, & Medication Information

Financial Information
Your application may be subject to audit or request for additional documentation. 

PATIENT

Oncology Access and Reimbursement Support
PHONE: 1-800-861-0048    |  FAX: 1-888-776-2370

NO-US-2100753 09/21

Patient Name: Date of Birth:

PATIENT AUTHORIZATION AND AGREEMENT (cont.)

|  5 of 6  |

6. Patient certifications: I certify that the personal information that 
I provide to BMS and the Foundation is true and complete. I agree 
that, at any time during my participation in either or both programs, 
BMS (and the Foundation, if applicable) may request additional 
documentation to verify my personal information.
If there is missing information or I do not respond to requests for 
additional documents, my participation may be delayed or I may no 
longer be able to participate.
If I qualify for, and receive, co-pay assistance or free medication 
assistance from BMS, I agree to comply with BMS’ program rules and 
I will not get reimbursed for the assistance I receive from anyone else, 
including from an insurance program, another charity, or from a health 
savings, flexible spending, or other health reimbursement account. 
I understand that assistance may be temporary and that I may be 
required to apply every year. I will contact BMS Access Support at 
1-800-861-0048 if my insurance or treatment changes in any way.

If I qualify for and receive free medication from the Foundation 
program, I agree to comply with the Foundation’s program rules; and 
I will not get reimbursed for the assistance I receive from anyone else, 
including from an insurance program, another charity, or from a health 
savings, flexible spending, or other health reimbursement account. 
If I have Medicare Part D, I will also not count any free medication I 
receive towards my true out-of-pocket costs (TrOOP). I understand that 
the Foundation’s help is temporary, I must reapply every year, and I 
may not be eligible if I have prescription drug coverage that will pay 
for my medication. I agree to immediately contact the Foundation 
at 1-800-736-0003 if my insurance, treatment, or financial situation 
changes in any way.
I understand that the BMS Access Support and the Foundation 
programs may be discontinued or the rules for participation may 
change at any time, without notice.

PATIENT

Medication Prescribed

(continued on next page)

! SIGNATURE OF PATIENT OR 
PERSONAL REPRESENTATIVE

Print Name of Patient or Personal Representative:

Description of Personal Representative’s Authority: Zip:

Phone:Preferred Email Address:

Patient Date of Birth:

Date:

I HAVE READ THIS AUTHORIZATION AND AGREE TO ITS TERMS: 

The patient or his/her personal representative must be provided with a copy of both pages of this form after it has been signed.
Power of Attorney documentation is required if someone other than the patient signs. You may fax the documents to  
1-888-776-2370 or call 1-800-861-0048 for further assistance.

These are my written instructions and my permission for:
•  BMSPAF and its Administrators to obtain a consumer report on me. My consumer report, and information derived from public and other sources, will be used to 

estimate my income as part of the process to decide if I am eligible to receive free medicine from BMSPAF. Upon request, BMSPAF will provide me the name and 
address of the consumer reporting agency that provides the consumer report. I may call BMSPAF at 1-800-736-0003 for this information.

!PATIENT INITIALS: Please initial here OR send in your income documentation. 
Initialing here will speed up processing time for your application and will not impact your credit score.

DROXIA® (hydroxyurea)

SPRYCEL® (dasatinib)

OPDIVO® (nivolumab)EMPLICITI® (elotuzumab) OPDIVO® (nivolumab) + YERVOY® (ipilimumab) 

YERVOY® (ipilimumab) 

The accurate completion of reimbursement- or coverage-related documentation is the responsibility of the healthcare provider 
and patient. Bristol Myers Squibb and its agents make no guarantee regarding reimbursement for any service or item.

*Patients may complete the  
PAA electronically by visiting  
www.BMSAccessSupport.
BMSCustomerConnect.com/sign , 
or by scanning the QR code below with 
a phone or tablet. The patient or his/her 
personal representative must be provided 
with a copy of both pages of this form 
after it has been signed.

Scan for Patient e-Signature 

https://www.mybmscases.com/bmsProviderLightningPortal/s/login/?ec=302&startURL=%2FbmsProviderLightningPortal%2Fs%2F
https://www.bmsaccesssupport.bmscustomerconnect.com/
https://www.bmsaccesssupport.bmscustomerconnect.com/sign
https://www.bmsaccesssupport.bmscustomerconnect.com/sign
https://www.bmsaccesssupport.bmscustomerconnect.com/sign
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After enrollment is complete, BMS Access Support® will conduct a benefits review to determine 
patient coverage for BMS medications and will provide a summary of benefits.
Please see below for information that may be included in your patient’s summary of benefits.

Medicare Sample Summary of Benefits

Page 1

Page 2

Patient Coverage & Financial 
Responsibility
Outlines whether or not a product will be 
covered by the patient’s insurance, potential 
co-pay/co-insurance, and whether or not the 
patient’s deductible has been met.

Product Procurement Options
Describes how a product must be procured 
(eg, buy & bill, specialty pharmacy, etc) 
and options for procurement (eg, specialty 
pharmacies or distributors).



9

Medicare Sample Summary of Benefits (cont.)

Page 3

Prior Authorization Requirements
Provides details of product coverage and 
whether or not a prior authorization/
medical exception is required.
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Page 1

Page 2

BMS Access Support® will help to determine product procurement options, including information about procurement 
requirements for HCP-administered products and health plan specialty pharmacy requirements for oral and HCP-administered 
products. Please see below for information that may be included in your patient’s summary of benefits.

Commercial Sample Summary of Benefits 
Specialty Pharmacy

Specialty Pharmacy & Procurement 
Requirements 
Outlines whether a payer requires that 
an IV product be procured via specialty 
pharmacy rather than buy & bill and 
notes if a specific specialty pharmacy is 
required for procurement of oral and 
HCP-administered products.
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Page 1

Page 2

BMS Access Support® will help to determine product administration options, including information on 
whether a specific site of care is required for product administration under the patient’s insurance coverage.
Please see below for information that may be included in your patient’s summary of benefits.

Commercial Sample Summary of Benefits 
Site of Care

Site of Care Requirements
Outlines whether the product must be 
administered at a specific site of care (eg, 
hospital, office) as well as diagnosis codes 
and other details for billing purposes. 
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Page 1

Page 2

BMS Access Support® will help to determine product coverage and prior authorization requirements, 
including whether a prior authorization is required for product coverage and/or if pre-determination is an option.
Please see below for information that may be included in your patient’s summary of benefits.

Commercial Sample Summary of Benefits 
Prior Authorization

Prior Authorization Requirements 
Provides details on whether or not a prior 
authorization is required before coverage 
and details about processing time, 
contact information, etc.
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Page 1

Page 2

BMS Access Support® will sometimes provide coverage details with a “pending determination” notice in 
order to caveat that benefits are only applicable once approval has been granted.
Please see below for information that may be included in your patient’s summary of benefits.

Commercial Sample Summary of Benefits 
Pending Determination

Prior Authorization/ 
Pre-Determination
Provides coverage details for a product 
with the understanding that benefits are 
pending approval of a prior authorization 
/pre-determination. 

Pending Determination Notice
Notes that the outlined benefits included 
in this summary are only applicable after 
a prior authorization has been completed 
and approved by a provider. 
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*Other restrictions apply. Final determination of Program eligibility is based on a review of a completed application. 

†For combination treatments, $0-$25 co-pay per infusion per product.

Please note: The Program will cover the out-of-pocket expenses for BMS products only. It does not cover the costs 
of any other healthcare provider charges, or any other treatment costs. Patients may be responsible for non-drug-
related out-of-pocket costs, depending on their specific healthcare benefits. For ABRAXANE®, offer not available for (1) 
California residents who have not completed their insurance step therapy or prior authorization requirements and (2) 
Massachusetts residents. 

CLICK HERE for full Terms and Conditions for EMPLICITI®, OPDIVO®, OPDIVO® + YERVOY®, OPDUALAG®, and YERVOY®.

CLICK HERE for full Terms and Conditions for ABRAXANE® and REBLOZYL®.

How the Co-Pay Program Works for Buy & Bill Medications:

Note: If you would like to utilize electronic funds transfer (EFT), please contact your Access & Reimbursement Manager.

Co-Pay Assistance Program 
HCP-Administered Medications

Call BMS Access Support at 1-800-861-0048 for additional questions

The BMS Co-Pay Assistance Program helps eligible, commercially insured patients who have been prescribed 
select BMS medications with out-of-pocket deductibles, co-pays, or co-insurance requirements.

Co-pay*:

$0-$25
per dose†

Co-Pay Assistance for Select  
HCP-Administered Medications

CLAIM  
PROCESSED

•  BMS Access Support 
processes claim and releases 
reimbursement benefits*

EXPLANATION  
OF BENEFITS  
(EOB) SUBMITTED
•  Provider receives copy  

of EOB 

•  Provider confirms billing 
address for reimbursement

•  Provider submits EOB  
(including appropriate J-Code) 
to BMS Access Support

THERAPY 
ADMINISTERED

• Provider initiates therapy 

•  Provider bills  
patient’s insurance

PROGRAM  
ENROLLMENT

•  Provider and patient 
complete enrollment form

•  Provider selects BMS Access 
Support® Co-Pay Assistance 
Program on form 

•  BMS Access Support 
determines patient eligibility

Annual 
maximum benefit:

$10K-$25K 
per calendar year

https://www.bmsaccesssupport.bmscustomerconnect.com/servlet/servlet.FileDownload?file=00Pi000000omiYSEAY
https://www.bmsaccesssupport.bmscustomerconnect.com/servlet/servlet.FileDownload?file=00P4z00001S3b9KEAR
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*Other restrictions apply. Final determination of Program eligibility is based on a review of a completed application. 

Please note: The Program will cover the out-of-pocket expenses for BMS products only. The Program 
does not cover the costs of any other healthcare provider charges or treatment costs. For REVLIMID®, 
offer not available for (1) California residents who have not completed their insurance step therapy or 
prior authorization requirements and (2) Massachusetts residents.

CLICK HERE for full Terms and Conditions for IDHIFA®, INREBIC®, ONUREG®, POMALYST®,  
REVLIMID®, and THALOMID®.

CLICK HERE for full Terms and Conditions for SPRYCEL®.

How the Co-Pay Program Works for Oral Medications:

Co-Pay Assistance for Select Oral Medications

Annual 
maximum benefit:

$15K per calendar year

Co-Pay Assistance Program 
Oral Medications
The BMS Co-Pay Assistance Program helps eligible, commercially insured patients who have been prescribed 
select BMS medications with out-of-pocket deductibles, co-pays, or co-insurance requirements.

MEDICATION RECEIVED

• Patient receives medication from 
specialty pharmacy

PHARMACY PROCESS

•   Pharmacy submits primary claim to 
patient’s insurance plan

•  Assuming patient is eligible and 
patient’s insurance did not cover full 
cost of the prescription, pharmacy 
submits a secondary claim to Co-pay 
Program to reduce patient’s co-pay

PROGRAM ENROLLMENT

Patients can enroll into the Co-Pay Program 
in 1 of 3 ways:

•  Speaking with the dispensing pharmacy

• Visiting BMSAccessSupport.com 

• Calling BMS Access Support at  
1-800-861-0048

Co-pay*:

$0
per one-month 
supply

Call BMS Access Support at 1-800-861-0048 for additional questions

https://www.bmsaccesssupport.bmscustomerconnect.com/servlet/servlet.FileDownload?file=00P1Y00001LP32XUAT
https://www.bmsaccesssupport.bmscustomerconnect.com/servlet/servlet.FileDownload?file=00P4z00001S5YcNEAV
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Contact your Access and Reimbursement Manager for general 
assistance or to schedule an office visit

Call BMS Access Support at 1-800-861-0048, 
8 AM to 8 PM ET, Monday–Friday, to speak with a regionally 
assigned specialist

Visit www.BMSAccessSupport.com for information and resources 
including the enrollment form to help you and your patients with 
access to Bristol Myers Squibb products

Visit www.MyBMSCases.com for real-time reimbursement 
management for patients enrolled in BMS Access Support who 
have been prescribed select medications

BMS Access Support® Can Help With  
Patient Access and Reimbursement Assistance

Ways to Get Support

Bristol Myers Squibb is committed to helping appropriate patients get access to our medications 
by providing access and reimbursement support services.

The accurate completion of reimbursement- or coverage-related documentation is the responsibility of 
the healthcare provider and patient. Bristol Myers Squibb and its agents make no guarantee regarding 
reimbursement for any service or item.

© 2022 Bristol-Myers Squibb Company. Access Support® and the Access Support logo 
are registered trademarks of Bristol-Myers Squibb Company. All brands are registered 
trademarks of Bristol-Myers Squibb Company. NO-US-2200325 09/22

https://www.bmsaccesssupport.bmscustomerconnect.com/
https://www.mybmscases.com/bmsProviderLightningPortal/s/login/?ec=302&startURL=%2FbmsProviderLightningPortal%2Fs%2F
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