
(tivozanib) capsules

eSign and submit online or  
send completed form by Fax: 1-888-920-2830  

or Email: AVEOACE@connectmed360.com 
For assistance, call 1-833-FOTIVDA (1-833-368-4832)  

Monday to Friday, 8 am to 8 pm ET

PATIENT CONSENT TO RELEASE HEALTHCARE INFORMATION

Read HIPAA Authorization and complete signature section below. Required fields are marked with a red asterisk (*).

Continue to next page for Program Enrollment Authorizations ➜

I hereby authorize my healthcare professionals, my health insurance company, and my pharmacy to 
disclose my protected health information (PHI) including, but not limited to, my name, address, telephone 
number, medical records, health insurance coverage, and financial information to AVEO Oncology, an 
LG Chem company, and its affiliates and service providers that work on behalf of AVEO Oncology in 
order to: (a) contact me, or the person legally authorized to sign on my behalf, by phone, mail or text 
message, regarding my participation in AVEO ACE, (b) contact my insurance company on my behalf to 
obtain information on my insurance coverage for FOTIVDA (tivozanib), (c) determine my eligibility for 
enrollment in the AVEO ACE Patient Support Programs, (d) manage my participation in any AVEO ACE 
programs, (e) share information regarding alternate sources of funding or coverage that may be available 
to provide assistance with out-of-pocket expenses, (f) coordinate my treatment fulfillment, including 
through communication with my healthcare professionals and specialty pharmacy, (g) provide me with 
adherence reminders and support, and (h) send me educational materials or other program information 
that may be of interest to me or for other marketing purposes.
I understand that once my health information has been disclosed, federal privacy laws may no longer 
protect the information. However, I understand that AVEO Oncology and other companies authorized 
to receive my health information pursuant to this Authorization will use and disclose it only for purposes 
authorized in this Authorization or as required by law or regulations. I understand that I may refuse to 
sign this Authorization. I also may revoke (withdraw) this Authorization at any time in the future by 
calling 1-833-FOTIVDA (1-833-368-4832). If I do not sign this Authorization, I understand my eligibility 
for health plan benefits and treatment by my doctor will not change, but I will no longer be eligible 
to participate in AVEO ACE, or additional patient support programs provided by AVEO Oncology. If I 
revoke this Authorization, AVEO Oncology will stop using or sharing my Protected Health Information, 
but my revocation will not affect uses and disclosures of my Protected Health Information previously 
disclosed in reliance on this Authorization. If I do not withdraw this Authorization, it will remain valid for 
5 years (or at such lesser time as state law may require). I understand I am entitled to receive a copy of 
this Authorization.
Disclosures
I understand that receipt of marketing communications are optional services at no cost to me. The 
consent(s) above in no way affects my right to obtain any medications and I do not have to provide 
consent to be able to receive any medications. To obtain a copy of the consent(s) above or to 
withdraw my consent to collection, processing, and/or disclosure of my health data for any of the 
above purposes to which I have consented, I can contact AVEO Oncology at 1-857-400-0101. For 
more information about AVEO Oncology’s privacy practices, AVEO’s Privacy Policy can be found at  
www.aveooncology.com/privacy-policy.

AVEO ACE PATIENT AUTHORIZATION AND CONSENT FORM

AVEO ACE Patient Consent Form Authorization

By signing below, I certify that I have read, understand, and agree to the Patient Consent to Release Healthcare Information above.

Patient Name:_ __________________________________________________	

Patient/Legal Representative Signature: _______________________________	 Date: ______ /______ /__________ 

Name of Legal Representative:_______________________________________	 Relationship to Patient:�����������������������������

*

* *

Note: To enroll in AVEO ACE, a Program Enrollment Form with completed patient and provider information must also be submitted. 

http://www.aveooncology.com/privacy-policy


(tivozanib) capsules

eSign and submit online or  
send completed form by Fax: 1-888-920-2830  

or Email: AVEOACE@connectmed360.com 
For assistance, call 1-833-FOTIVDA (1-833-368-4832)  

Monday to Friday, 8 am to 8 pm ET

PATIENT ASSISTANCE PROGRAM

	�� Patient Authorization to Enroll in Additional AVEO ACE Support (Optional) 
I understand that by checking this box, I authorize AVEO Oncology and its agents to provide me with information and product materials, regarding offers, 
services, and programs, educational training and ongoing support on the use of AVEO Oncology products that may be of interest to me, and to contact 
me by mail, email, or telephone to discuss AVEO products and obtain feedback for market research purposes. This marketing consent is not required to 
participate in the AVEO ACE program. I understand that I may opt out of these individual communications entirely at any time by calling 1-833-368-4832.  

	�� AVEO ACE Co-Pay Assistance Program for Commercially Insured Patients (Check ONLY IF you want to apply for the ACE Co-Pay Program) 
I understand that by checking this box, I authorize AVEO ACE to enroll me in the Co-Pay Assistance Program and to use my personally identifiable 
information related to my therapy for program administration. By signing below, I acknowledge and attest that I do not participate in any Medicaid, 
Medicare, or similar federal, state, or other government-funded program. I understand that personal information provided and information pertaining to 
the use of the AVEO ACE Co-Pay Program at the pharmacy, such as date the transaction was processed and the amount of co-pay that will be paid for by 
AVEO ACE, will be shared with AVEO Oncology, the sponsors of the program, and its third party partners.  

PATIENT AUTHORIZATION AND ENROLLMENT OPTIONS

PATIENT ASSISTANCE PROGRAM

If applying for the AVEO ACE Patient Assistance Program, provide responses to the questions below and 
complete signature section. *Required fields are marked with a red asterisk (*)

Check applicable authorization and enrollment boxes below. 

Once complete, submit both pages to AVEO ACE using the eSignature portal, or by email or fax. Save a copy for your records.  

I have read this authorization and agree to its terms and conditions: 

Patient Name:_ __________________________________________________	 Patient Date of Birth: ______ /______ /__________

Patient/Legal Representative Signature: _______________________________	 Date: ______ /______ /__________ 

Name of Legal Representative:_______________________________________	 Relationship to Patient:�����������������������������

Patients who are uninsured or underinsured and meet certain eligibility requirements may access FOTIVDA free of charge through 
the AVEO ACE Patient Assistance Program.

To See If You Are Eligible, Please Provide the Information Indicated Below:

Patient Assistance Program Patient Authorization (Required for Processing)	

I understand that completing this form does not ensure that I will qualify for patient assistance. I certify that the information provided in this enrollment 
form is complete and accurate. I agree to notify AVEO ACE if I obtain coverage through another source or if I no longer meet the income criteria for the 
Patient Assistance Program (PAP).
It is important to note that income limits apply. This information will only be used to determine eligibility for the AVEO ACE PAP. Applicants may be 
required to submit verification for all sources of income. I agree that I will not seek reimbursement from any insurer, health plan, or government program 
for any free drug provided to the patient under the AVEO ACE PAP. If I am a member of a Medicare Part D plan, I will not seek to have this prescription 
cost counted as part of my out-of-pocket (TrOOP). I understand that participation in the AVEO ACE PAP is not contingent on any purchase.
To the best of my knowledge, my insurance company did not require me to apply for assistance or to hide my insurance plan to make me appear uninsured 
or underinsured. I have not authorized a third-party entity to apply for patient assistance on my behalf, otherwise known as Alternate Funding Programs 
(AFPs). Patients whose insurance companies partner with or use AFPs are not eligible for the AVEO ACE Patient Assistance Program. The Alternate 
Contact listed on my application (if any) is not associated with or a representative of my insurance company, employer, or third-party entity (AFP). If I 
subsequently learn that my insurance company or employer uses an AFP, I agree to notify AVEO ACE immediately and understand that I will no longer 
be eligible for support.
I understand that assistance may be temporary and I may need to reapply each year. I understand that participation in the AVEO ACE PAP may be 
discontinued or the rules for participation may change at any time, without notice.
I understand that this form authorizes AVEO ACE, and its vendor, under the Fair Credit Reporting Act (“FCRA”), to obtain information from my credit 
profile or other information from Experian Health for the purpose of determining financial qualification for the AVEO ACE PAP. I understand that I must 
affirmatively agree to these terms in order to proceed with the financial screening process. I certify that any information that I provide is complete and 
accurate. If my income or health coverage changes, I will notify AVEO ACE by calling 1-833-368-4832. 

FOTIVDA is a registered trademark of AVEO Pharmaceuticals, Inc.
©2026 AVEO Pharmaceuticals, Inc. All Rights reserved.  US-MAT-01333   06/26

*

**

US Resident:    Yes   No Total Number of People in Household (including self): ____ Total Gross Monthly Household Income: $________
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