Ren\/ela.

sevelamer carbonate

PATIENT MAIL-IN FORM

To receive reimbursement within 3 weeks for a valid The original pharmacy receipt should include:

prescription claim, please take the following steps: (ot e el A Eas

1. Go To RenValue.com to download $5 co-pay card if you

2. Pharmacy Name, Address, and Phone
do not already have one.

2. Mail this form and the original pharmacy receipt to: 3. Prescription #, Fill Date, Drug Name, Strength,

Renvela® RenValue Offer NIDIC 5, el QR
PO Box 7017 4. Amount of your out-of-pocket payment
Bedminster, NJ 07921

First Name: Group # (on your RenValue card):

Last Name: ID # (on your RenValue card):

Date of Birth (MM/DD/YYYY): Are you privately insured? []Yes []No

S Add f f )
treet Address: REN et |foiites

Clty State: Zi p: Pay only @ for each of ]2 fills°®

Phone #: ( )- - ey e

BIN# 004682
PCN# CN

GRP# EC41002026
ID#

US.SEV.16.06.001 | Renela.  pon.

Card covers up to $300
for each of 12 ills”

EEEEEE
BIN# 004682

PCN# CN
GRP# EC41002027
ID#
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