
ZOLYMBUS is a trademark of Laboratoires Théa.  | Copyright ©2026 Thea Pharma Inc. All Rights Reserved. | PRC-EN-3026-v2  06.2026

To Whom It May Concern: 

I am an enrollee in your prescription drug plan, and this letter is to advise you that I 
have been prescribed ZOLYMBUS (bimatoprost ophthalmic gel) 0.01%, by my clinician. 
I am purchasing this product outside of my insurance benefit with the ZOLYMBUS Cash 
Program, sponsored by Thea Pharma Inc. 

This letter is not a request for reimbursement, as I have agreed to not seek reimbursement 
for my purchase in accordance with the Terms and Conditions of the ZOLYMBUS Cash 
Program.  

If I am an enrollee in Medicare (including Part D) or any other applicable federal, state, or 
government-funded insurance program, I agree that I will not count my purchases toward 
my true out-of-pocket expenses. I will continue to use the ZOLYMBUS Cash Program card 
for as long as I take the medication during the current calendar year.  

If you have questions about the ZOLYMBUS Cash Program, please call 1-844-840-5777, 
Monday to Friday from 9:00 am to 5:00 pm ET.  

Sincerely, 

(Please print)

LETTER TO 
HEALTH PLAN

(Prescription Plan Membership ID #) 

(Name of Prescription Plan)	 (Patient Date of Birth)

(First, Middle Initial, Last Name)  (Date)
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MAIL THIS LETTER TO YOUR INSURANCE PLAN


