
Phone: 1-855-MRM-4YOU  |  1-855-676-4968  |  Fax: 1-855-282-4884 
Monday - Friday: 8:00 am - 8:00 pm ET

CHOLBAM® (CHOLIC ACID) CAPSULES
PATIENT ENROLLMENT FORM

1. PATIENT INFORMATION (please print)

*First name    MI *Last name 
*Gender  M   F   *Date of birth (MM/DD/YYYY) 
*Address  *City  *State  *ZIP code 
Primary guardian/alternate contact full name   Relationship 
*Primary phone   Mobile phone 
Email   Primary language 

2. MEDICAL BENEFITS - PHARMACY BENEFITS (PRESCRIPTION DRUG CARD)

Primary Medical Benefits Pharmacy Benefits 

Insurance/Payer Name

Insurance/Payer Phone #

Subscriber/Policy ID

Group #

Rx BIN

Rx PCN

4. PRESCRIBER INFORMATION (please print)

*First name *Last name 

Site/Clinic name 

*Address  *City  *State  *ZIP code 

 *Fax    Email 

*Prescriber NPI#  *Specialty   State license number 

7. *PRESCRIBER AUTHORIZATION

X   Prescriber Signature   Date 
(Dispense as Written)  (Substitution Permitted)Written signature only; 

stamps not acceptable.

6. *PRESCRIPTION (please print)

CHOLBAM (cholic acid)

(�e recommended dosage of CHOLBAM is 10 to 15 mg/kg per day administered orally in two divided doses. 
Refer to the PI for additional information on Dosage & Administration)

Instructions for use 

3. QUICKSTART PROGRAM
By checking this box, I certify that my o�ce will submit a coverage 
authorization request to the insurance company for the patient 
identi�ed on this form for CHOLBAM and that this patient has 
not previously taken CHOLBAM. I have determined there is an 
immediate medical need to start CHOLBAM, so if there is an 
anticipated delay of at least �ve (5) business days in receiving a 
coverage approval from the insurance company, my patient should 
be enrolled in QuickStart.
If approved, eligible patients can receive an initial 15-day supply. 
Patients continuing to seek or appeal a coverage determination 
from their insurer may be eligible to receive up to a maximum of 
three (3) additional 15-day supplies, up to max 60 days aggregate.
. 

CHOLBAM Total daily dose = ________mg/day: ________mg by mouth ________times a day

Dosing Weight (kg) ________    Quantity = QS for 30 Days Supply    Re�lls _________

5. DIAGNOSIS/MEDICAL INFORMATION (�is is for insurance purposes only, not to suggest approved uses for indication)

Diagnosis:

Due to Single Enzyme Defect (check box):
Smith Lemli-Opitz Syndrome (SLOS)
3β-HSD or HSD3β7 de�ciency
AKR1D1 de�ciency

Due to Peroxisomal Biogenesis Disorder-
Zellweger Spectrum Disorder (PBD-ZSD):

PBD-ZSD - Severe Unknown/Other
PBD-ZSD - Mild - Moderate

Bile Acid Synthesis Disorders (B.A.S.D.) ICD-10-CM Code: ICD-10-CM Code/Description:

CYP27A1 de�ciency 
(presenting as cerebrotendinous xanthomatosis, CTX)

AMACR de�ciency

Unknown/Other

Complete this form for all patients. Fields marked with a (*) are required.
Fax completed form and copy of patient’s insurance card (front and back) to 1-855-282-4884 and/or include copy of patient demo from 
electronic medical records. Ensure drug bene�t card/information is included.



8.  PATIENT AUTHORIZATION TO SHARE PROTECTED HEALTH INFORMATION AND MIRUM COMMUNICATIONS

Authorization to Share Protected Health Information
By signing this authorization, I (or my representative) authorize my healthcare providers, health plans, and 
pharmacies (collectively, “Healthcare Organizations”) to use and share my personal and health information 
related to my medical condition, treatment, and insurance coverage (my “health information”) with Mirum 

insurance carrier and other potential funding sources to try to help me get coverage, reimbursement, or 
payment for the medication ordered by my prescriber, (iii) for referral to and enrollment in patient support and/

(v) for providing me with materials, information, and services related to my drug therapy and ways to help me 
maintain my prescribed treatment, (vi) for market research purposes, (vii) to improve, develop, and evaluate 

for research or publications, or (ix) as required or permitted by law. I understand that, once disclosed pursuant 
to this authorization, my health information may no longer be protected under federal or state law and could 
be disclosed to others, but I understand that Mirum will make reasonable efforts to keep it private and to 
disclose it only for the purposes set forth in this authorization. I understand that my pharmacy may be paid  
to share my information with Mirum as allowed under this authorization.  

Mirum Communications
I authorize Mirum to contract me by mail, telephone (including voicemail), or email for education and marketing purposes, 
including contacting me for market research purposes about Mirum therapies or Mirum. I understand and agree 
that any information that I provide may be used by Mirum to help develop new products, services, and programs.
I agree that I understand that my authorization is voluntary and that neither Mirum nor any of my healthcare 
providers, health plans, and pharmacies may condition my treatment, payment for treatment, enrollment or 

However, if I do not provide authorization, I will not be able to receive the Mirum services and support 
described above. I understand that this authorization will remain valid for 10 years after the date set forth 
below or such earlier date as required by applicable law, unless I revoke it earlier by cancelling my enrollment 
in writing, which I may do at any time by contacting Mirum’s representative at privacy@mirumpharma.com.  
I understand that my cancellation will not apply to any use or disclosure of my health information by my 
healthcare providers, health plans, or pharmacies before they receive notice of my cancellation. I understand  
I have a right to receive a copy of this authorization.

Print Patient or Authorized Patient Representative Name 

Signature of Patient or Authorized Patient Representative 
If Representative, Relationship to Patient:

 Parent/Legal Guardian

 By checking this box, I consent to receiving support, reminder, and educational text messages from 
Mirum to my mobile phone number. Standard text messaging rates will apply.

*Mobile phone _____________________________

    Representative per Power of Attorney    Spouse

Date 
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PATIENT ENROLLMENT FORM
CHOLBAM® (CHOLIC ACID) CAPSULES

Number of CHOLBAM Capsules Needed to 
Achieve a Recommended Dosage of 10 mg/kg/day

10 mg/kg/day Dosage

Body Weight (kg)

4 to 6

7 to 10

11 to 15

16 to 20

21 to 25

26 to 30

31 to 35

36 to 40

41 to 45

46 to 50

51 to 55

56 to 60

61 to 65

66 to 70

71 to 75

76 to 80

Number of 
50 mg capsules

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

Number of 
250 mg capsules

0

0

0

0

1

1

1

1

1

2

2

2

2

2

3

3

Number of CHOLBAM Capsules Needed to 
Achieve a Recommended Dosage of 15 mg/kg/day

15 mg/kg/day Dosage

Body Weight (kg)

4 to 5

6 to 9

10 to 13

14 to 16

17 to 19

20 to 23

24 to 26

27 to 29

30 to 33

34 to 36

37 to 39

40 to 43

44 to 46

47 to 49

50 to 53

54 to 56

Number of 
50 mg capsules

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

Number of 
250 mg capsules

0

0

0

0

1

1

1

1

1

2

2

2

2

2

3

3

57 to 59

60 to 63

64 to 66

67 to 69

70 to 73

74 to 76

77 to 79

80

2

3

4

0

1

2

3

4

3

3

3

4

4

4

4

4
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