
eSigning the VyndaLink Enrollment Form
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When you and your healthcare provider submit a VyndaLink enrollment 
form, both a patient signature and a provider signature are required.  
If you aren’t able to sign in person at your provider’s office, there are  
now two ways that you can sign the form electronically:

➊ Receive Email 1
 If your healthcare provider submits your 

enrollment via the VyndaLink Provider 
Portal, you may receive an email to eSign 
your part of the enrollment form.

 The first email from VyndaLink Support will 
contain a password you will use in step 2.

Click

➋ Receive Email 2
 You will use the password from the first 

email to open the document included in 
the second email.

Click

Patient eSign

Option 1: eSign for VyndaLink Provider Portal Enrollment1



➏ Receive Confirmation Email
 An email is sent to you confirming that your 

signed document has been submitted to 
VyndaLink Support. No further action is 
needed; however, a link is provided if you’d 
like to review your enrollment form online. 
Your enrollment form will also be attached 
to the email.
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Option 1: eSign With Your Healthcare Provider1
➌ Enrollment Form eSign Screen
 You will then see the enrollment form with a 

yellow Start button that will guide you through 
each signature section of the enrollment form. 

Click
➍ After signing the first section, click on 

the Next button. For each section of 
the enrollment form, you will select 
the Click here to sign field, which will 
automatically fill in your signature. 

➎ When you have completed 
electronically signing the 
form, you will have the option 
to download a copy of the 
enrollment form you just signed.



Option 2: eSign On Demand2
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➋ Select “Review and Sign”
 You will then choose to electronically 

sign in English or Spanish. 

➊ eSign from the  
VyndaLink Website

 On the VyndaLink Patient homepage, 
you will see the option to sign the 
enrollment form electronically.

Click

➌ Enrollment Form eSign Screen
 The enrollment form opens for you to eSign. 

Select Click here to sign. Follow the steps 
indicated by the yellow flag(s).

➍ A pop-up screen will appear. Select Type  
to provide your signature in a text font  
or Draw to use the pen tool.

 Select Apply to return to the enrollment 
form, where your signature will now 
appear. After signing the first section, 
click on the Next button. For each section 
of the enrollment form, you will select 
the Click here to sign field, which will 
automatically fill in your signature.

Signature Page 
Recipient views document that requires signature and clicks ‘Start’ or ‘Click to Sign’: 

5 OF 7TO BE COMPLETED BY HCP
HCPs fax the completed form to 1-877-736-6506 or mail to: Pfizer Oncology Together, PO Box 220366, 
Charlotte, NC 28222-0366. For questions, please call 1-877-744-5675, Monday–Friday, 8 AM–8 PM ET.

16. Prescription Signature

I certify that I am the healthcare professional who has prescribed the therapy identified in this form. I further certify that I have made an independent judgment that the above 
therapy is medically necessary and that the information provided in this form is accurate to the best of my knowledge. I authorize Pfizer, and its affiliates, agents, representatives and 
service providers to act on my behalf for the purposes of transmitting this prescription to the appropriate pharmacy.

HCP Signature�  (Dispense As Written) HCP Signature�  (Substitution Allowed) Date�

HCP Email Address (Provide if signing electronically):

Special Note: New York prescribers must e-prescribe. To e-prescribe relevant products, see Please Note under Enrollment Checklist for HCP on page 4.

19. Dosing Information for Injectables�   (Required if prescribing Provider-administered injectable products.)

�  BESPONSA® (inotuzumab ozogamicin) Vial Size # of Vials �  MYLOTARG™ (gemtuzumab 
ozogamicin)

Vial Size # of Vials

�  CAMPTOSAR® (irinotecan hydrochloride) Vial Size # of Vials � TORISEL® (temsirolimus) Vial Size # of Vials

�  ELLENCE® (epirubicin hydrochloride) Vial Size # of Vials � ZINECARD® (dexrazoxane) Vial Size # of Vials

�  IDAMYCIN® (idarubicin hydrochloride) Vial Size # of Vials

Treatment start date Frequency of treatment�

13. Patient Information �Required fields

Patient Name (First/MI/Last)� Patient DOB (mm/dd/yyyy)�

14. Diagnosis

Primary Diagnosis ICD-10� Secondary Diagnosis ICD-10

Complete for Oral Medications
15. Prescription Information for Orals    (Required if prescribing oral products.)

Please check the medicine prescribed and indicate strength & quantity.� Please provide complete directions and dosing information below.

�  AROMASIN® (exemestane) 25 mg, 90-day supply

�  BOSULIF® (bosutinib)                      mg, 30-day supply

�  DAURISMO™ (glasdegib sodium)                      mg, 30-day supply 

�  EMCYT® (estramustine phosphate) 140 mg, 90-day supply

�  IBRANCE® (palbociclib)                      mg,  28-day supply

�  INLYTA® (axitinib)                      mg, 30-day supply

�  LORBRENA® (lorlatinib)                      mg, 30-day supply 

�  SUTENT® (sunitinib malate)                      mg,   �  28-day supply   �  42-day supply

� TALZENNA® (talazoparib)                        mg, 30-day supply

�  VIZIMPRO® (dacomitinib)                      mg, 30-day supply

�  XALKORI® (crizotinib)                      mg, 30-day supply

17. Preferred Specialty Pharmacy (For commercially insured patients)

Preferred Specialty Pharmacy Name� �  Self-Dispensing Pharmacy

Preferred Specialty Pharmacy Address�

The patient identified above prefers use of the Specialty Pharmacy indicated above. I authorize Pfizer and its affiliates, agents, representatives and service providers to fax 
this prescription to the Specialty Pharmacy designated above, provided it is approved by this patient’s plan. If the Specialty Pharmacy designated is not a plan-approved 
Specialty Pharmacy, then to a Specialty Pharmacy approved by this patient’s plan. If there is no preferred Specialty Pharmacy indicated, then to any Specialty Pharmacy 
approved by this patient’s plan.

Complete for Injectable Medications
18. Administering Provider Information (Administering/Overseeing Product Infusion)    � Check if same as Section 9

Name (First/MI/Last)� Specialty�

NPI� Tax ID� State License�

Practice Name� Office Contact�

Address�

City� State� ZIP Code�

Phone� Fax� Email�

Directions/Dosing Instructions�:

Concomitant Medications�: Indicate number of refills�:

Drug Allergies�  �  No  �  Yes (If yes, please list medication[s] and associated reaction[s]):

Other Known Conditions�:

*Click here to sign

Type your signature here

https://www.vyndalink.com/patient
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FOR LIVE, PERSONALIZED SUPPORT, Call 1-888-222-8475 (Monday – Friday, 8 am – 8 pm ET)  
or Visit VyndaLink.com

Provider Signature
Your provider’s signature is required 
to complete the enrollment process. 
They can complete their portion via 
the VyndaLink Provider Portal or a 
faxed VyndaLink Enrollment Form.

➐ Receive Confirmation Email
 An email is sent to you confirming that your 

signed document has been submitted to 
VyndaLink Support. No further action is 
needed; however, a link is provided if you’d  
like to review your enrollment form online. 
Your enrollment form will also be attached  
to the email.

Option 2: eSign On Demand2
➎ When you come to the end of the 

document, you will enter the date and 
select the Click to Sign blue button at 
the bottom of the page. You will then 
enter your email address.

➏ When you have completed 
electronically signing the 
form, you will have the option 
to download a copy of the 
enrollment form you just signed. 

Click

http://www.VyndaLink.com

