
PATIENT INFORMATION  (please print)   * indicates a REQUIRED field

First Name:* Last Name:* Date of Birth:* Gender:    M    F    Other

Address:* City:*  State:* ZIP Code:*

Email:* Primary Phone Number:* Secondary Phone Number:

Preferred method(s) of contact:*     Primary Phone         Email

In addition, I give permission and allow for the sharing of my health information to the designated individual named below. BioMarin may contact the individual designated below to          
discuss my enrollment in the PALYNZIQ REMS. (* indicates required if designated individual is provided)

Designated Individual: Relationship:* Email:* Phone Number:*

PRESCRIBER  INFORMATION  (please print)   * indicates a REQUIRED field

First Name:* Last Name:* Phone Number:* Prescriber NPI #:*

PATIENT AGREEMENT

By signing this form, I understand and acknowledge that:

PATIENT ACKNOWLEDGMENT

Patient/Patient Representative Signature:*     Date:* 

Print Name:*  Relationship to Patient* (if signing on behalf of patient):_____________________________

PRESCRIBER ACKNOWLEDGMENT

I have reviewed and discussed the risks of PALYNZIQ and the requirements of the PALYNZIQ REMS with this patient and prescribed auto-injectable epinephrine for this patient.

Prescriber Signature:*     Date:* 
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PALYNZIQ® (pegvaliase-pqpz) is available only through the PALYNZIQ REMS, a restricted distribution program. Only prescribers, patients, and a limited 
network of certified pharmacies enrolled in the program are able to prescribe, receive, and dispense PALYNZIQ. Your certified healthcare provider will help 
you complete this form and provide you with a copy. 

Access this form and enroll online at PALYNZIQREMS.com. To submit this form via fax, please complete all required fields below and fax  
to the PALYNZIQ REMS at 1-866-713-8421.

• I have received, read, and understand the Patient Guide
• I have watched and understand the Safety Video
• To receive PALYNZIQ, I am required to enroll in the PALYNZIQ REMS, 

and my information will be stored in a secure database of all patients 
who receive PALYNZIQ in the United States. After enrolling, my doctor 
will provide me with a signed copy of this enrollment form

• PALYNZIQ can cause severe allergic reactions (anaphylaxis) that may 
be life-threatening. My doctor has reviewed with me the risks of 
treatment with PALYNZIQ and answered all of my questions

• I must receive and fill a prescription for auto-injectable epinephrine 
and carry auto-injectable epinephrine with me at all times

• I will tell my doctor if I have any signs or symptoms of a severe 
allergic reaction (anaphylaxis)

• My doctor has given me the Wallet Card, which I will carry with me 
at all times. I will show this card to all my doctors involved in my 
medical treatment, even if it is not for my phenylketonuria (PKU)

• I will tell all of my doctors that I have been treated with PALYNZIQ
• I will tell my doctor if I need more auto-injectable epinephrine
• I will tell the PALYNZIQ REMS right away if I change my PALYNZIQ 

doctor, if my contact information changes, or if I discontinue PALYNZIQ
• I give permission to BioMarin and its agents to use and share my 

personal health information for the purposes of enrolling me into 
and administering the PALYNZIQ REMS, and coordinating the 
dispensing of PALYNZIQ

• BioMarin and its agents may contact me via phone, mail, or email to 
support the PALYNZIQ REMS

        PALYNZIQ REMS Patient Enrollment Form 

Access this form and enroll online at PALYNZIQREMS.com.  
To submit this form via fax, please complete all required fields 
and fax to the PALYNZIQ REMS at 1-866-713-8421. 

PALYNZIQREMS.com  
Phone: 1-855-758-REMS (1-855-758-7367) 
Fax: 1-866-713-8421
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