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Section 1: Applicant Information Required 
 

Name (First):________________________   (Last): _________________________   (M.I.): _____      Birth Date: _____/_____/________           
MM         DD          YYYY                                                                                                    

  

Section 2: Prescriber Shipping Address for Vaccine Replenishment Required 
 

Prescriber Registration ID #:______________________________________    
 

Prescriber Name: ___________________________________ SLN #: ___________________ Expiration Date: _________________ 
 
Shipping Street Address: ___________________________________ City: ___________________ State: ______   Zip: ____________ 
 

Phone Number: (____) _____-_______     Fax Number: (____) _____-_______ Preferred Delivery Day:  Tues   Wed   Thu  Fri 
  

 

Section 3: Dose Release Required 
 

58160-842-52 - Boostrix®        
Tetanus Toxoid, Reduced Diphtheria Toxid & 
Accellular Pertussis Vaccine, Absorbed 

Dose 1        

58160-821-52 – Engerix-B®      
Hepatitis B Vaccine, Recombinant   Dose 1    Dose 2    Dose 3      

58160-823-11 -Shingrix®        
Herpes Zoster Recombinant Subunit Vaccine  

Dose 1    Dose 2       

 
Section 4: PAP Replenishment Guidelines and Prescriber Certification Required 
 
PAP REPLISHMENT GUIDELINES:  GSK Patient Assistance Program (GSK PAP) is no longer able to offer single dose vials for PAP replenishment.  
A site must accumulate a total of 10 doses within 12 months in order to be eligible for replenishment through the program.  Doses approved for all 
practicing physicians at a unique site address will count towards the accumulation.   Furthermore, the total amount of replenishment product received 
through the GSK PAP will be capped at 200 doses per product per year (20 shipments of 10 vaccines) per unique site. 
 
PRESCRIBER CERTIFICATION:  By enrolling my patient into GSK PAP, I understand that if my site does not dispense 10 doses for approved PAP 
patients within 12 months that I will not be eligible for replenishment.  My signature certifies that I am a licensed practitioner eligible under state law to 
prescribe, receive, and administer the requested medication(s) listed on this program enrollment form, shipped from the GSK PAP. I attest that the 
vaccine requested is indicated medically for the identified patient. I certify to the best of my knowledge, that the information on this application is correct 
and complete. I attest that the product I am requesting is a replacement of a previously purchased GSK vaccine used on an approved PAP qualified 
patient. I also understand that eligibility under the program is subject to GSK’s discretion and GSK reserves the right to modify or terminate the GSK 
PAP at any time. I represent that I have obtained all necessary authorizations from my patient to allow me to release information to GSK and its contracted 
third parties.   My signature confirms that the vaccine product has been or will be provided at no cost to the patient listed on this form and I understand 
that I am not eligible to seek reimbursement from any source for any medication provided by the GSK PAP for this patient. I understand that I will not 
receive reimbursement from GSK for the administration of this vaccine for this patient and further agree that I will not seek reimbursement for 
administration of the vaccine from any public payer for this patient. For information about how GSK handles your information, please see our privacy 
notice at https://privacy.gsk.com/en-us. 

 
Prescriber Signature: ______________________________________   Date: _______________________________________ 
(Original signature required. Stamped signature not accepted.)  

GSK Patient Assistance Program Vaccine Dose Authorization Request Form 
Complete and fax this form to 1-855-474-3063 

  
The GSK Patient Assistance Program was established to provide GSK vaccines to qualified patients.  This form is to be used for patients 
already enrolled in the Program and who need subsequent doses of vaccine.  Healthcare prescribers that purchase and administer 
these vaccines are eligible to register for the program.  Please be aware, this program does not constitute health insurance.   For 
additional information about eligibility requirements, program enrollment, and how to complete this form call 1-866-728-4368 M-F, 8:00 
am – 8:00 pm ET.    Remember: An incomplete Dosage Authorization Request form will delay processing. Call 1-866-728-4368 with 
questions about the form.    

 

 Complete and sign this form.  

 Applicants: Must be ages 19 or older.  

 Fax this completed form to 1-855-474-3063.  

 Obtain approval before administering the vaccine.  

 

https://privacy.gsk.com/en-us

