NEXPLANON

(etonogestrel implant) 68 mg
Radiopaque

This program is intended to help customers who are reimbursed less than their acquisition cost for NEXPLANON on
eligible patient claims for dates of service on or after February 1, 2024. Only patient claims under commercial insurance
plans are eligible for this program. This program does not apply to patient claims or reimbursement received from state or
federal healthcare programs, including Medicaid, Managed Medicaid, Medicare, TRICARE, or the 340B Drug Pricing
Program. If your request meets all the criteria set forth below, you will receive a rebate check for the difference between
(1) the total reimbursement amount you received for that unit from the plan and from patient cost sharing amounts and
(2) the acquisition cost for NEXPLANON.
The total discounting and rebating that you may receive from this program will be capped at $200. This cap will include
any on-invoice discounts, the rebate from this program, and any other or additional discounts.

To request a rebate, you are required to submit the following documentation: Scan here to visit
NexplanonPro.com
Completed Rebate Request Form (“Request Form”), either via fax or email, found on for more information

NexplanonPro.com (https://organonpro.com/en-us/product/nexplanon/ordering-billing/) E E

Fax number is 800-259-5458 -
Email address is CCAPN-Rebate@hcltech.com ".I

Invoice from your distributor showing the price paid for NEXPLANON (invoice must be E d
dated on or after February 1, 2024)

An Explanation of Benefits (EOB) with the amount paid by the insurance plan for the
patient. PLEASE REMOVE/BLACK OUT ALL PATIENT INFORMATION AND
PATIENT HEALTH INFORMATION (PHI) TO MAINTAIN HIPAA COMPLIANCE. The

patient date of service/insertion must be on or after February 1, 2024

Additional program terms and conditions:
NEXPLANON must have been administered in the United States
If any data are missing from your Request Form, a representative from Organon’s service provider, HCL, will reach out
to you to obtain that information
If your request does not meet the requirements above, you will receive an email notifying you that your claim was
denied and the reason for the denial
If your claim meets all criteria, a check will be mailed to the address listed on the Request Form
Rebate Request Form must be submitted within 1 year of the insertion date for the implant that was under-reimbursed
Request Form must contain an original customer signature
Organon reserves the right to amend or terminate this program at any time without notice
Customers receiving rebates under this program must comply with all federal and state healthcare reporting and
disclosure rules for discounts and rebates
Upon approval of your request, you may not seek further reimbursement from the plan or patient for the rebated units
If a patient has more than one insurance plan, please provide the EOBs for all plans where reimbursement was
requested or received. If you are eligible for a rebate, the rebate amount will be equal to the difference between
your acquisition price and the total reimbursement from all commercial insurance plans, with a $200 cap inclusive of
any on-invoice discounts, the rebate from this program, and any other or additional discounts. You will not be eligible
for this program if any of the plans are state or federal healthcare programs, including Medicaid, Managed Medicaid,
Medicare, TRICARE, or the 340B Drug Pricing Program.

For any questions about the program, please call 800-561-5484 between the hours of 8 AM and 5 PM ET.
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Replacement Request

This program is intended to help customers who experience insurance coverage denials for eligible NEXPLANON claims for
dates of service on or after February 1, 2024. To be eligible, patients must have private health insurance or Managed
Medicaid at the time NEXPLANON is administered, and you must have sought coverage from the private health insurer or
the Managed Medicaid plan for NEXPLANON, demonstrated by providing an Explanation of Benefits (EOB). This program
does not apply to patient claims or reimbursement received from other state or federal healthcare programs, including
State Medicaid, Medicare, or TRICARE. The maximum number of replacements issued each calendar year is 5 per
healthcare provider (HCP) per insurance plan. If your request meets all the criteria set forth, you will receive a replacement
NEXPLANON rod at no cost.

Scan here to visit
To request a product replacement under this program for NEXPLANON, you are required to NexplanonPro.com
submit the following documentation: elF 22 L SR W)

N A completed Replacement Request Form either via fax or email, found on E E_.
NexplanonPro.com (https://organonpro.com/en-us/product/nexplanon/ordering-billing/) ".l

Fax number is 1-800-284-0389
Email address is CCAPN-Replacement@hcltech.com E J

An Explanation of Benefits (EOB) from a private or Managed Medicaid health insurance
plan showing complete coverage denial for NEXPLANON units that were inserted on or
after February 1, 2024. PLEASE REMOVE/BLACK OUT ALL PATIENT INFORMATION
AND PATIENT HEALTH INFORMATION (PHI) TO MAINTAIN HIPAA COMPLIANCE.
The patient date of service/insertion must be on or after February 1, 2024
In the case of partial reimbursement from a commercial plan, you may be eligible
to submit a Rebate Request instead. Please refer to the Rebate Request details
on NexplanonPro.com under NEXPLANON's Ordering & Billing page

Additional program terms and conditions:

NEXPLANON must have been administered in the United States

Replacement Request Form must be submitted within 1 year of the insertion date for the implant that was denied
coverage

If any data are missing from your Request Form, a representative from Organon’s service provider, HCL, will reach out
to you to obtain that information

If your request does not meet the requirements above, you will receive an email notifying you that your claim was
denied and the reason for the denial

Request Form must contain an original customer signature

If your claim meets all criteria, a replacement NEXPLANON implant will be shipped to the address listed on the
Request Form

Organon reserves the right to amend or terminate this program at any time without notice

Upon approval of your request, you may not seek further reimbursement from the plans or patient for the replaced units
If a patient has more than one insurance plan, please provide the EOBs for all plans where reimbursement was
requested or received. To be eligible for a replacement, all EOBs must show $0 reimbursement from all commercial or
Managed Medicaid plans. You will not be eligible for this program if any of the plans are other state or federal
healthcare programs, including State Medicaid, Medicare, or TRICARE, but excluding Managed Medicaid.

For any questions about the program, please call 800-561-5484 between the hours of 8 AM and 5 PM ET.
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