
 

 

 

  

Thank you for downloading this patient assistance document from NeedyMeds. We hope this program will help 
you get the medicine you need.  
 
PLEASE REMEMBER: Send your completed application to the address on the form, NOT NeedyMeds. 
 
 
 
Other cost saving information found on NeedyMeds.org 
 

Copays, Coupons, Rebates & More: 
• Discounted over-the-counter drugs, prescription medicines, and medical supplies. 

 
Free, Low-Cost, and Sliding Scale Clinics: 

• Includes medical, dental, mental health and substance abuse clinics across the U.S. 
 

Diagnosis-Based Assistance Programs: 
• Database for help affording expenses related to a specific healthcare condition. 

 
$4 Generic Discount Drug Program: 

• A great resource for finding generic medications at a discounted price. 
 

Retreats, Camps, Recreational Programs and Scholarships: 
• For people of all ages living with a specific diagnosis. 

 
Government Programs: 

• Government funded healthcare programs, and other helpful resources, per state. 
 

Medical Transportation: 
• Programs that can provide medically related transportation or travel expenses. 

 
Thank you for using NeedyMeds. Please call our toll-free helpline 1-800-503-6897 9am-5pm ET Monday-Friday 
with any questions. 
 
Sincerely, 
 
 
 
Ruth Rowe 
President, NeedyMeds 



 

 

 

  

NeedyMeds Drug Discount Card 

Simply bring the Card with your prescription to a participating pharmacy to save on: 

 
• Prescription medications 
• Over-the-counter medicines written as a prescription 

• Pet prescription medicines purchased at the pharmacy* 
 
The card can’t be combined with insurance or government programs. But if the card provides a better 
price, it can be used instead of insurance or a government program. 
 
*Not valid at all pharmacies for pet medicines. 
 
A few other points to remember about the NeedyMeds Drug Discount Card: 
 

• It’s free, anonymous, and never expires 
• It doesn’t require activation or registration 

• It has no insurance, residency, or income guidelines 

• It is accepted at 65,000+ pharmacies nationwide 

 

Visit NeedyMeds.org or call 1-800-503-6897 to learn about additional healthcare savings resources. 

We’re here to help. 
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Carefully read the terms of participation, privacy notice, financial 
information and HIPAA authorizations on pages 1–4.

Print and complete the enrollment form on page 5 and 6.

Provide your consent for eligibility determination by checking 
the boxes in Section 5 and confirm your understanding of the 
Terms of Participation by providing your signature and date. 
You must also provide a separate signature and date for HIPAA 
authorization.

If you have health insurance, please include front and back 
copies of all insurance cards.

The following only applies to AbbVie medications that are 
reimbursed under a Medicare Part D prescription drug plan.  
If you have Medicare and income below 150% of the Federal Poverty Limit (FPL), you may qualify for the 
“Medicare Part D Extra Help” Program, also known as “Extra Help”, “Low-Income Subsidy” or “LIS”.  Patients 
with Medicare and income below 150% FPL will not be eligible for myAbbVie Assist unless you have 
applied and been denied for that Program. Please include a denial letter with your PAP enrollment.  If 
your income is above 150% FPL, you do not need to include a denial letter from the “Medicare Part D 
Extra Help” Program.
Extra Help is a Medicare program to help people with limited income and resources pay Medicare drug 
coverage (Part D) premiums, deductibles, coinsurance, and other costs. For more information visit
https://medicare.gov/extrahelp.

Keep a copy of this application for your records.
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AbbVie may collect your personal data through your online and offline interactions with us, including 
your contact, transaction, financial, demographic, insurance, geolocation, and health-related data. We 
may also collect your online usage data automatically through cookies and similar technologies. 
We use this information for several purposes, such as to provide you with, administer, and improve 
our programs, services and products, customize your experiences, and for research and analytics. 
We retain your personal data for as long as necessary to fulfill these purposes or to comply with 
our record retention obligations. We do not sell your personal data, but may use and disclose your 
personal data with marketing and advertising partners to deliver you ads based on your interests 
inferred from your activity across other unaffiliated sites and services (“online targeted advertising”) 
and for website analytics. To opt out of the use or disclosure of your personal data for online targeted 
advertising or for website analytics, go to Your Privacy Choices, https://abbviemetadata.my.site.com/
AbbvieDSRM on our website.  For more information on the personal data categories we collect, the 
purposes for their collection, disclosures to third parties, and data retention, visit our Privacy Notice at 
https://abbv.ie/corpprivacy.

By entering a phone number, you certify that you are the subscriber/an authorized user for that 
number and you agree to receive recurring automated, prerecorded, and/or artificial voice calls from 
“AbbVie” at that phone number about Patient Access Support such as shipment notifications.

Consent to Use of Automated Systems

SAVINGS CARD: Available to patients with commercial insurance coverage for the AbbVie Prod-
uct who meet eligibility criteria. This co-pay assistance program is not available to patients  
receiving prescription reimbursement under any federal, state, or government-funded insurance 
programs (for example, Medicare [including Part D], Medicare Advantage, Medigap, Medicaid, TRI-
CARE, Department of Defense, or Veterans Affairs programs) or where prohibited by law. Offer 
subject to change or termination without notice. Restrictions, including monthly maximums, may  
apply. This is not health insurance. For full Terms and Conditions, visit www.Abbvie.com/PatientAc-
cessSupport or call 1-800-222-6885 for additional information. To learn about AbbVie’s privacy prac-
tices and your privacy choices, visit https://abbv.ie/corpprivacy.
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AUTHORIZATION TO USE AND DISCLOSE PROTECTED HEALTH INFORMATION: I authorize 
my health care providers and staff, health plan, and pharmacies (collectively, my “Healthcare 
Providers”) to disclose individually identifiable information about me, my health or condition(s), 
treatment and care that I have received, my insurance coverage, my payment information, and 
my medication history and prescriptions (collectively,”Protected Health Information”) to Ab-
bVie Inc. and/or its designated affiliates, agents, representatives, and service providers (col-
lectively, “AbbVie”) in order for AbbVie to (i) enroll me in, provide, operate and administer the 
AbbVie Financial Support Program (“Program”); (ii) provide me with information concerning 
the Program; and (iii) develop, evaluate, and improve products, services, materials, and pro-
grams related to my condition or treatment. I understand that Protected Health Information  
disclosed to AbbVie under this Authorization will no longer be protected by HIPAA and may be 
 subject to redisclosure by AbbVie. I understand that I am not required to sign this Authoriza-
tion and that my Healthcare Providers will not otherwise condition my treatment, payment, 
health insurance enrollment, or eligibility for health care benefits to which I am otherwise 
entitled on whether I sign this Authorization. However, I understand that if I do not sign this 
Authorization, I cannot take part in the Program. I understand that this Authorization will 
expire once I am no longer participating in the Program, unless I cancel it sooner.

I understand that I may cancel this Authorization at any time by making a data subject 
rights request at https://abbv.force.com/AbbvieDSRM/s/?language=en_US or bywriting to  
privacydsr@abbvie.com. However, I understand that if I cancel this Authorization, it will  
end my enrollment in the Program. I understand that cancelling this Authorization will not  
affect any use or disclosure of my Protected Health Information that has already taken place  
in reliance on this Authorization.

Downloaded from NeedyMeds.org
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PREFERRED LANGUAGE:               ENGLISH               SPANISH               Other:
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Please see the Consent to Use of Automated Systems for phone number usage including automated calls on page 3. 
 *OPTIONAL: To consent to SMS text messaging, see the consent language in the Patient Consent section.

Downloaded from NeedyMeds.org
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*Only representatives with legal authority for healthcare decisions may apply on a patient’s behalf. Indicate relationship below signature if 
signing on behalf of the patient.

FAIR CREDIT REPORTING ACT CONSENT (REQUIRED): I understand that I am providing written instructions to the 
Program under the Fair Credit Reporting Act authorizing the Program to obtain information about my credit profile 
from credit reporting agencies or other sources. I authorize the Program to obtain such information solely to 
determine PAP eligibility.

SMS TEXT CONSENT (OPTIONAL): I consent to receive automated and recurring text messages from “AbbVie”, 
including services updates, marketing messages, refill reminders, and Rx notifications to the above mobile number. 
Message and data rates may apply. I am not required to consent as a condition of receiving goods or services. I can 
reply HELP for help. I can reply STOP to opt out at any time. View Privacy Notice, https://abbv.ie/corpprivacy and 
Mobile T&C, https://privacy.abbvie/us-mobile-terms-and-conditions.html.

MARKETING CONSENT (OPTIONAL): I consent to the collection, use, and disclosure of my health-related personal 
data to receive communications from AbbVie regarding its products, programs, services, scientific research and other 
research opportunities, and for online targeted advertising, as further described in the “How we may use Personal 
Data”, https://abbv.ie/PrivacyUseData, “How we may disclose Personal Data”, https://abbv.ie/PrivacyDiscloseData and 
“Cookies and similar tracking and data collection technologies” sections,  https://abbv.ie/PrivacyTrackingCollection of  
our  Privacy  Notice, https://abbv.ie/corpprivacy. My  consent  is  required  to  process sensitive  personal  data  under  
certain  privacy  laws,  and  I  have  the  right  to  withdraw  my  consent  by  visiting  “Your  Privacy  Choices”  
https://abbviemetadata.my.site.com/AbbvieDSRM on AbbVie’s website.

CONSENT TO PROCESS MY SENSITIVE PERSONAL INFORMATION: Through my submission of the AbbVie 
Patient Access Support enrollment form, I consent to the collection, use, and disclosure of my personal health 
data, as described in the Privacy Notice above and in AbbVie’s Privacy Notice in the “How We May Disclose 
Personal Data” section, https://abbv.ie/PrivacyDiscloseData. My consent is required to process sensitive 
personal data under certain privacy laws, and I have the right to withdraw my consent by visiting “Your Privacy 
Choices”, https://abbviemetadata.my.site.com/AbbvieDSRM on AbbVie’s website. 

PATIENT CONSENT: Please review Terms of Participation, Privacy Notice, Financial Information and HIPAA Authorization on pages 1–4.5
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PATIENT NAME: DOB: PHONE:  

DRUG ALLERGIES: *PATIENT WEIGHT (IF UNDER 18):

CONCOMITANT MEDICATIONS: 

PRESCRIBER INFORMATION:

PATIENT INFORMATION:
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PRESCRIBER’S NAME:  MD    DO    OTHER: NPI #: 

ADDRESS:        CITY: STATE: ZIP:

(if applicable) COLLABORATING MD NAME: (if applicable) NPI #: 

OFFICE CONTACT NAME: OFFICE PHONE:            OFFICE FAX:

 FOR HEALTH CARE PROVIDER USE ONLY Please print clearly.

PLEASE SUBMIT THIS PAGE.
Fax to AbbVie: 1-866-250-2803

Must be completed by a licensed prescriber and faxed directly from a healthcare office.

*add weight only if applicable

Page 7 of 7
For full Prescribing Information please visit www.rxabbvie.com
©2024 AbbVie

HUMIRA® (adalimumab)   Patient Access Support: Enrollment & Prescription Form
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HUMIRA STARTING THERAPY OPTIONS DOSAGE FORM(S) NEEDED QUANTITY CHOOSE ONE DIRECTION FOR USE REFILLS

PSORIASIS / UVEITIS / ADOLESCENT HS 
(Age 12 & older: 30kg (66 lbs) to < 60kg (132 lbs))

 HUMIRA 80 mg/0.8 mL (1) & 40 mg/0.4 mL (2) 
CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

4 SYRINGES

Inject 80 mg SQ on Day 1, 40 mg on Day 8, and 40 mg every 
other week NO REFILLS 

CROHN’S DISEASE / ULCERATIVE COLITIS / HS
 HUMIRA 80 mg/0.8 mL CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

6 SYRINGES

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15
NO REFILLS

 HUMIRA 20 mg/0.2 mL  CITRATE  FREE SYRINGE 6 SYRINGES Inject 80 mg SQ on Day 1 and 40 mg on Day 15

NO REFILLS

PEDIATRIC CROHN’S DISEASE 
(Weight: 17kg (37lbs) to < 40kg (88 lbs))

PEDIATRIC CROHN’S DISEASE 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL CITRATE FREE PEN 3 PEN KIT

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE SYRINGE

4 PENS

4 SYRINGES
Inject 80mg SQ on Day 1, 40mg on Day 8 and Day 15

NO REFILLS

PEDIATRIC ULCERATIVE COLITIS 
(Weight: 20kg (44lbs) to < 40kg (88 lbs))

PEDIATRIC ULCERATIVE COLITIS 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL (4) CITRATE FREE PEN 4 PENS

 Inject 160mg SQ on Day 1, 80mg on Day 8 and Day 15

 Inject 80mg SQ on Day 1, Day 2, Day 8 and Day 15

HUMIRA ONGOING THERAPY OPTIONS

 HUMIRA 40 mg/0.4mL CITRATE FREE PEN 84 DAYS 
SUPPLY 

(PROGRAM 
STANDARD)

 OTHER:
_______________

 40 mg SQ EVERY OTHER week     40 mg SQ EVERY week 1 YEAR

 OTHER:

_______________

 HUMIRA 40 mg/0.4mL CITRATE FREE SYRINGE

 HUMIRA 20 mg/0.2mL CITRATE FREE SYRINGE  20 mg SQ EVERY OTHER week     20 mg SQ EVERY week

 HUMIRA 80 mg/0.8mL CITRATE FREE PEN  80 mg SQ EVERY OTHER week

 HUMIRA: _______________________________________________________________________________________ QTY: _________ DIRECTIONS: _________________________________________ REF: ________

PRESCRIBER CERTIFICATION:  See Program Terms of Participation on page 2.

PRESCRIPTION INFORMATION:  PLEASE SUBMIT PRESCRIPTIONS ACCORDING TO YOUR SPECIFIC STATE LAWS, RULES AND REGULATIONS. 

10

9

8 INDICATION:  

 PLAQUE PSORIASIS
 ULCERATIVE COLITIS (UC)    JUVENILE IDIOPATHIC ARTHRITIS (JIA)* 

 RHEUMATOID ARTHRITIS 
 PEDIATRIC CROHN’S DISEASE* 
 ANKYLOSING SPONDYLITIS

 PSORIATIC ARTHRITIS
 PEDIATRIC ULCERATIVE COLITIS* 
 CROHN’S DISEASE  UVEITIS* 

 HIDRADENITIS SUPPURATIVA (HS)

 Other: __________________________________

 SUBSTITUTION PERMITTED  DISPENSE AS WRITTEN

Please contact myAbbVie Assist for questions about other available HUMIRA presentations.

PRESCRIBER’S SIGNATURE (REQUIRED): DATE: 
RUBBER STAMPS, SIGNATURE BY OTHER OFFICE PERSONNEL OR COMPUTER-GENERATED IMAGES ARE NOT ALLOWED

Privacy Notice for Prescriber: For information on how we collect and process your personal data, including the categories we collect, purposes for their collection, and disclosures to third parties, 
visit https://abbv.ie/PrivacyHCP.

I understand that this prescription may be transmitted to an AbbVie-authorized pharmacy for patient enrollment in an AbbVie sponsored program for free product. I 
certify that the above therapy is medically necessary and that the information provided is accurate to the best of my knowledge. I shall not seek reimbursement for 
any medication dispensed hereunder from any government program or third party, including patient, nor will I sell, trade or distribute any such medication.  
myAbbVie Assist Program: myAbbVie Assist reserves the right to request additional information if needed and to change or discontinue the program at any time, 
without notice. I also understand that the applicant’s acceptance into the program should not influence treatment decisions.  
By signing this form, I authorize the program and its representatives to transmit this prescription form electronically, by facsimile, or by mail to a pharmacy designated 
by the program for the dispensing of the medication called for herein. I understand that I may not delegate signature authority.

HAS YOUR PATIENT'S INSURANCE DENIED COVERAGE FOR THE REQUESTED MEDICATION?*: If yes, please include denial document  YEYES  NO

HUMIRA STARTING THERAPY OPTIONS DOSAGE FORM(S) NEEDED QUANTITY CHOOSE ONE DIRECTION FOR USE REFILLS

PSORIASIS / UVEITIS / ADOLESCENT HS 
(Age 12 & older: 30kg (66 lbs) to < 60kg (132 lbs))

 HUMIRA 80 mg/0.8 mL (1) & 40 mg/0.4 mL (2) 
CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

4 SYRINGES

Inject 80 mg SQ on Day 1, 40 mg on Day 8, and 40 mg every 
other week NO REFILLS 

CROHN’S DISEASE / ULCERATIVE COLITIS / HS
 HUMIRA 80 mg/0.8 mL CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

6 SYRINGES

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15
NO REFILLS

 HUMIRA 20 mg/0.2 mL  CITRATE  FREE SYRINGE 6 SYRINGES Inject 80 mg SQ on Day 1 and 40 mg on Day 15

NO REFILLS

PEDIATRIC CROHN’S DISEASE 
(Weight: 17kg (37lbs) to < 40kg (88 lbs))

PEDIATRIC CROHN’S DISEASE 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL CITRATE FREE PEN 3 PEN KIT

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE SYRINGE

4 PENS

4 SYRINGES
Inject 80mg SQ on Day 1, 40mg on Day 8 and Day 15

NO REFILLS

PEDIATRIC ULCERATIVE COLITIS 
(Weight: 20kg (44lbs) to < 40kg (88 lbs))

PEDIATRIC ULCERATIVE COLITIS 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL (4) CITRATE FREE PEN 4 PENS

 Inject 160mg SQ on Day 1, 80mg on Day 8 and Day 15

 Inject 80mg SQ on Day 1, Day 2, Day 8 and Day 15

HUMIRA ONGOING THERAPY OPTIONS

 HUMIRA 40 mg/0.4mL CITRATE FREE PEN 84 DAYS 
SUPPLY 

(PROGRAM 
STANDARD)

 OTHER:
_______________

 40 mg SQ EVERY OTHER week     40 mg SQ EVERY week 1 YEAR

 OTHER:

_______________

 HUMIRA 40 mg/0.4mL CITRATE FREE SYRINGE

 HUMIRA 20 mg/0.2mL CITRATE FREE SYRINGE  20 mg SQ EVERY OTHER week     20 mg SQ EVERY week

 HUMIRA 80 mg/0.8mL CITRATE FREE PEN  80 mg SQ EVERY OTHER week

 HUMIRA: _______________________________________________________________________________________ QTY: _________ DIRECTIONS: _________________________________________ REF: ________

PRESCRIBER CERTIFICATION:  See Program Terms of Participation on page 2.

PRESCRIPTION INFORMATION:  PLEASE SUBMIT PRESCRIPTIONS ACCORDING TO YOUR SPECIFIC STATE LAWS, RULES AND REGULATIONS. 

10

9

8 INDICATION:  

 PLAQUE PSORIASIS
 ULCERATIVE COLITIS (UC)    JUVENILE IDIOPATHIC ARTHRITIS (JIA)* 

 RHEUMATOID ARTHRITIS 
 PEDIATRIC CROHN’S DISEASE* 
 ANKYLOSING SPONDYLITIS

 PSORIATIC ARTHRITIS
 PEDIATRIC ULCERATIVE COLITIS* 
 CROHN’S DISEASE  UVEITIS* 

 HIDRADENITIS SUPPURATIVA (HS)

 Other: __________________________________

 SUBSTITUTION PERMITTED  DISPENSE AS WRITTEN

Please contact myAbbVie Assist for questions about other available HUMIRA presentations.

PRESCRIBER’S SIGNATURE (REQUIRED): DATE: 
RUBBER STAMPS, SIGNATURE BY OTHER OFFICE PERSONNEL OR COMPUTER-GENERATED IMAGES ARE NOT ALLOWED

Privacy Notice for Prescriber: For information on how we collect and process your personal data, including the categories we collect, purposes for their collection, and disclosures to third parties, 
visit https://abbv.ie/PrivacyHCP.

I understand that this prescription may be transmitted to an AbbVie-authorized pharmacy for patient enrollment in an AbbVie sponsored program for free product. I 
certify that the above therapy is medically necessary and that the information provided is accurate to the best of my knowledge. I shall not seek reimbursement for 
any medication dispensed hereunder from any government program or third party, including patient, nor will I sell, trade or distribute any such medication.  
myAbbVie Assist Program: myAbbVie Assist reserves the right to request additional information if needed and to change or discontinue the program at any time, 
without notice. I also understand that the applicant’s acceptance into the program should not influence treatment decisions.  
By signing this form, I authorize the program and its representatives to transmit this prescription form electronically, by facsimile, or by mail to a pharmacy designated 
by the program for the dispensing of the medication called for herein. I understand that I may not delegate signature authority.

HAS YOUR PATIENT'S INSURANCE DENIED COVERAGE FOR THE REQUESTED MEDICATION?*: If yes, please include denial document  YEYES  NO

PATIENT NAME: DOB: PHONE:  

DRUG ALLERGIES: *PATIENT WEIGHT (IF UNDER 18):

CONCOMITANT MEDICATIONS: 

PRESCRIBER INFORMATION:

PATIENT INFORMATION:

6

7

PRESCRIBER’S NAME:  MD    DO    OTHER: NPI #: 

ADDRESS:        CITY: STATE: ZIP:

(if applicable) COLLABORATING MD NAME: (if applicable) NPI #: 

OFFICE CONTACT NAME: OFFICE PHONE:            OFFICE FAX:

 FOR HEALTH CARE PROVIDER USE ONLY Please print clearly.

PLEASE SUBMIT THIS PAGE.
Fax to AbbVie: 1-866-250-2803

Must be completed by a licensed prescriber and faxed directly from a healthcare office.

*add weight only if applicable

Page 7 of 7
For full Prescribing Information please visit www.rxabbvie.com
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HUMIRA® (adalimumab)   Patient Access Support: Enrollment & Prescription Form
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HUMIRA STARTING THERAPY OPTIONS DOSAGE FORM(S) NEEDED QUANTITY CHOOSE ONE DIRECTION FOR USE REFILLS

PSORIASIS / UVEITIS / ADOLESCENT HS 
(Age 12 & older: 30kg (66 lbs) to < 60kg (132 lbs))

 HUMIRA 80 mg/0.8 mL (1) & 40 mg/0.4 mL (2) 
CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

4 SYRINGES

Inject 80 mg SQ on Day 1, 40 mg on Day 8, and 40 mg every 
other week NO REFILLS 

CROHN’S DISEASE / ULCERATIVE COLITIS / HS
 HUMIRA 80 mg/0.8 mL CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

6 SYRINGES

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15
NO REFILLS

 HUMIRA 20 mg/0.2 mL  CITRATE  FREE SYRINGE 6 SYRINGES Inject 80 mg SQ on Day 1 and 40 mg on Day 15

NO REFILLS

PEDIATRIC CROHN’S DISEASE 
(Weight: 17kg (37lbs) to < 40kg (88 lbs))

PEDIATRIC CROHN’S DISEASE 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL CITRATE FREE PEN 3 PEN KIT

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE SYRINGE

4 PENS

4 SYRINGES
Inject 80mg SQ on Day 1, 40mg on Day 8 and Day 15

NO REFILLS

PEDIATRIC ULCERATIVE COLITIS 
(Weight: 20kg (44lbs) to < 40kg (88 lbs))

PEDIATRIC ULCERATIVE COLITIS 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL (4) CITRATE FREE PEN 4 PENS

 Inject 160mg SQ on Day 1, 80mg on Day 8 and Day 15

 Inject 80mg SQ on Day 1, Day 2, Day 8 and Day 15

HUMIRA ONGOING THERAPY OPTIONS

 HUMIRA 40 mg/0.4mL CITRATE FREE PEN 84 DAYS 
SUPPLY 

(PROGRAM 
STANDARD)

 OTHER:
_______________

 40 mg SQ EVERY OTHER week     40 mg SQ EVERY week 1 YEAR

 OTHER:

_______________

 HUMIRA 40 mg/0.4mL CITRATE FREE SYRINGE

 HUMIRA 20 mg/0.2mL CITRATE FREE SYRINGE  20 mg SQ EVERY OTHER week     20 mg SQ EVERY week

 HUMIRA 80 mg/0.8mL CITRATE FREE PEN  80 mg SQ EVERY OTHER week

 HUMIRA: _______________________________________________________________________________________ QTY: _________ DIRECTIONS: _________________________________________ REF: ________

PRESCRIBER CERTIFICATION:  See Program Terms of Participation on page 2.

PRESCRIPTION INFORMATION:  PLEASE SUBMIT PRESCRIPTIONS ACCORDING TO YOUR SPECIFIC STATE LAWS, RULES AND REGULATIONS. 

10

9

8 INDICATION:  

 PLAQUE PSORIASIS
 ULCERATIVE COLITIS (UC)    JUVENILE IDIOPATHIC ARTHRITIS (JIA)* 

 RHEUMATOID ARTHRITIS 
 PEDIATRIC CROHN’S DISEASE* 
 ANKYLOSING SPONDYLITIS

 PSORIATIC ARTHRITIS
 PEDIATRIC ULCERATIVE COLITIS* 
 CROHN’S DISEASE  UVEITIS* 

 HIDRADENITIS SUPPURATIVA (HS)

 Other: __________________________________

 SUBSTITUTION PERMITTED  DISPENSE AS WRITTEN

Please contact myAbbVie Assist for questions about other available HUMIRA presentations.

PRESCRIBER’S SIGNATURE (REQUIRED): DATE: 
RUBBER STAMPS, SIGNATURE BY OTHER OFFICE PERSONNEL OR COMPUTER-GENERATED IMAGES ARE NOT ALLOWED

Privacy Notice for Prescriber: For information on how we collect and process your personal data, including the categories we collect, purposes for their collection, and disclosures to third parties, 
visit https://abbv.ie/PrivacyHCP.

I understand that this prescription may be transmitted to an AbbVie-authorized pharmacy for patient enrollment in an AbbVie sponsored program for free product. I 
certify that the above therapy is medically necessary and that the information provided is accurate to the best of my knowledge. I shall not seek reimbursement for 
any medication dispensed hereunder from any government program or third party, including patient, nor will I sell, trade or distribute any such medication.  
myAbbVie Assist Program: myAbbVie Assist reserves the right to request additional information if needed and to change or discontinue the program at any time, 
without notice. I also understand that the applicant’s acceptance into the program should not influence treatment decisions.  
By signing this form, I authorize the program and its representatives to transmit this prescription form electronically, by facsimile, or by mail to a pharmacy designated 
by the program for the dispensing of the medication called for herein. I understand that I may not delegate signature authority.

HAS YOUR PATIENT'S INSURANCE DENIED COVERAGE FOR THE REQUESTED MEDICATION?*: If yes, please include denial document  YEYES  NO

HUMIRA STARTING THERAPY OPTIONS DOSAGE FORM(S) NEEDED QUANTITY CHOOSE ONE DIRECTION FOR USE REFILLS

PSORIASIS / UVEITIS / ADOLESCENT HS 
(Age 12 & older: 30kg (66 lbs) to < 60kg (132 lbs))

 HUMIRA 80 mg/0.8 mL (1) & 40 mg/0.4 mL (2) 
CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

4 SYRINGES

Inject 80 mg SQ on Day 1, 40 mg on Day 8, and 40 mg every 
other week NO REFILLS 

CROHN’S DISEASE / ULCERATIVE COLITIS / HS
 HUMIRA 80 mg/0.8 mL CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

6 SYRINGES

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15
NO REFILLS

 HUMIRA 20 mg/0.2 mL  CITRATE  FREE SYRINGE 6 SYRINGES Inject 80 mg SQ on Day 1 and 40 mg on Day 15

NO REFILLS

PEDIATRIC CROHN’S DISEASE 
(Weight: 17kg (37lbs) to < 40kg (88 lbs))

PEDIATRIC CROHN’S DISEASE 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL CITRATE FREE PEN 3 PEN KIT

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE SYRINGE

4 PENS

4 SYRINGES
Inject 80mg SQ on Day 1, 40mg on Day 8 and Day 15

NO REFILLS

PEDIATRIC ULCERATIVE COLITIS 
(Weight: 20kg (44lbs) to < 40kg (88 lbs))

PEDIATRIC ULCERATIVE COLITIS 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL (4) CITRATE FREE PEN 4 PENS

 Inject 160mg SQ on Day 1, 80mg on Day 8 and Day 15

 Inject 80mg SQ on Day 1, Day 2, Day 8 and Day 15

HUMIRA ONGOING THERAPY OPTIONS

 HUMIRA 40 mg/0.4mL CITRATE FREE PEN 84 DAYS 
SUPPLY 

(PROGRAM 
STANDARD)

 OTHER:
_______________

 40 mg SQ EVERY OTHER week     40 mg SQ EVERY week 1 YEAR

 OTHER:

_______________

 HUMIRA 40 mg/0.4mL CITRATE FREE SYRINGE

 HUMIRA 20 mg/0.2mL CITRATE FREE SYRINGE  20 mg SQ EVERY OTHER week     20 mg SQ EVERY week

 HUMIRA 80 mg/0.8mL CITRATE FREE PEN  80 mg SQ EVERY OTHER week

 HUMIRA: _______________________________________________________________________________________ QTY: _________ DIRECTIONS: _________________________________________ REF: ________

PRESCRIBER CERTIFICATION:  See Program Terms of Participation on page 2.

PRESCRIPTION INFORMATION:  PLEASE SUBMIT PRESCRIPTIONS ACCORDING TO YOUR SPECIFIC STATE LAWS, RULES AND REGULATIONS. 

10

9

8 INDICATION:  

 PLAQUE PSORIASIS
 ULCERATIVE COLITIS (UC)    JUVENILE IDIOPATHIC ARTHRITIS (JIA)* 

 RHEUMATOID ARTHRITIS 
 PEDIATRIC CROHN’S DISEASE* 
 ANKYLOSING SPONDYLITIS

 PSORIATIC ARTHRITIS
 PEDIATRIC ULCERATIVE COLITIS* 
 CROHN’S DISEASE  UVEITIS* 

 HIDRADENITIS SUPPURATIVA (HS)

 Other: __________________________________

 SUBSTITUTION PERMITTED  DISPENSE AS WRITTEN

Please contact myAbbVie Assist for questions about other available HUMIRA presentations.

PRESCRIBER’S SIGNATURE (REQUIRED): DATE: 
RUBBER STAMPS, SIGNATURE BY OTHER OFFICE PERSONNEL OR COMPUTER-GENERATED IMAGES ARE NOT ALLOWED

Privacy Notice for Prescriber: For information on how we collect and process your personal data, including the categories we collect, purposes for their collection, and disclosures to third parties, 
visit https://abbv.ie/PrivacyHCP.

I understand that this prescription may be transmitted to an AbbVie-authorized pharmacy for patient enrollment in an AbbVie sponsored program for free product. I 
certify that the above therapy is medically necessary and that the information provided is accurate to the best of my knowledge. I shall not seek reimbursement for 
any medication dispensed hereunder from any government program or third party, including patient, nor will I sell, trade or distribute any such medication.  
myAbbVie Assist Program: myAbbVie Assist reserves the right to request additional information if needed and to change or discontinue the program at any time, 
without notice. I also understand that the applicant’s acceptance into the program should not influence treatment decisions.  
By signing this form, I authorize the program and its representatives to transmit this prescription form electronically, by facsimile, or by mail to a pharmacy designated 
by the program for the dispensing of the medication called for herein. I understand that I may not delegate signature authority.

HAS YOUR PATIENT'S INSURANCE DENIED COVERAGE FOR THE REQUESTED MEDICATION?*: If yes, please include denial document  YEYES  NO

PATIENT NAME: DOB: PHONE:  

DRUG ALLERGIES: *PATIENT WEIGHT (IF UNDER 18):

CONCOMITANT MEDICATIONS: 

PRESCRIBER INFORMATION:

PATIENT INFORMATION:

6

7

PRESCRIBER’S NAME:  MD    DO    OTHER: NPI #: 

ADDRESS:        CITY: STATE: ZIP:

(if applicable) COLLABORATING MD NAME: (if applicable) NPI #: 

OFFICE CONTACT NAME: OFFICE PHONE:            OFFICE FAX:

 FOR HEALTH CARE PROVIDER USE ONLY Please print clearly.

PLEASE SUBMIT THIS PAGE.
Fax to AbbVie: 1-866-250-2803

Must be completed by a licensed prescriber and faxed directly from a healthcare office.

*add weight only if applicable

Page 7 of 7
For full Prescribing Information please visit www.rxabbvie.com
©2024 AbbVie

HUMIRA® (adalimumab)   Patient Access Support: Enrollment & Prescription Form

H-APP3-24D -1A   April 2024

HUMIRA STARTING THERAPY OPTIONS DOSAGE FORM(S) NEEDED QUANTITY CHOOSE ONE DIRECTION FOR USE REFILLS

PSORIASIS / UVEITIS / ADOLESCENT HS 
(Age 12 & older: 30kg (66 lbs) to < 60kg (132 lbs))

 HUMIRA 80 mg/0.8 mL (1) & 40 mg/0.4 mL (2) 
CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

4 SYRINGES

Inject 80 mg SQ on Day 1, 40 mg on Day 8, and 40 mg every 
other week NO REFILLS 

CROHN’S DISEASE / ULCERATIVE COLITIS / HS
 HUMIRA 80 mg/0.8 mL CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

6 SYRINGES

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15
NO REFILLS

 HUMIRA 20 mg/0.2 mL  CITRATE  FREE SYRINGE 6 SYRINGES Inject 80 mg SQ on Day 1 and 40 mg on Day 15

NO REFILLS

PEDIATRIC CROHN’S DISEASE 
(Weight: 17kg (37lbs) to < 40kg (88 lbs))

PEDIATRIC CROHN’S DISEASE 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL CITRATE FREE PEN 3 PEN KIT

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE SYRINGE

4 PENS

4 SYRINGES
Inject 80mg SQ on Day 1, 40mg on Day 8 and Day 15

NO REFILLS

PEDIATRIC ULCERATIVE COLITIS 
(Weight: 20kg (44lbs) to < 40kg (88 lbs))

PEDIATRIC ULCERATIVE COLITIS 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL (4) CITRATE FREE PEN 4 PENS

 Inject 160mg SQ on Day 1, 80mg on Day 8 and Day 15

 Inject 80mg SQ on Day 1, Day 2, Day 8 and Day 15

HUMIRA ONGOING THERAPY OPTIONS

 HUMIRA 40 mg/0.4mL CITRATE FREE PEN 84 DAYS 
SUPPLY 

(PROGRAM 
STANDARD)

 OTHER:
_______________

 40 mg SQ EVERY OTHER week     40 mg SQ EVERY week 1 YEAR

 OTHER:

_______________

 HUMIRA 40 mg/0.4mL CITRATE FREE SYRINGE

 HUMIRA 20 mg/0.2mL CITRATE FREE SYRINGE  20 mg SQ EVERY OTHER week     20 mg SQ EVERY week

 HUMIRA 80 mg/0.8mL CITRATE FREE PEN  80 mg SQ EVERY OTHER week

 HUMIRA: _______________________________________________________________________________________ QTY: _________ DIRECTIONS: _________________________________________ REF: ________

PRESCRIBER CERTIFICATION:  See Program Terms of Participation on page 2.

PRESCRIPTION INFORMATION:  PLEASE SUBMIT PRESCRIPTIONS ACCORDING TO YOUR SPECIFIC STATE LAWS, RULES AND REGULATIONS. 

10

9

8 INDICATION:  

 PLAQUE PSORIASIS
 ULCERATIVE COLITIS (UC)    JUVENILE IDIOPATHIC ARTHRITIS (JIA)* 

 RHEUMATOID ARTHRITIS 
 PEDIATRIC CROHN’S DISEASE* 
 ANKYLOSING SPONDYLITIS

 PSORIATIC ARTHRITIS
 PEDIATRIC ULCERATIVE COLITIS* 
 CROHN’S DISEASE  UVEITIS* 

 HIDRADENITIS SUPPURATIVA (HS)

 Other: __________________________________

 SUBSTITUTION PERMITTED  DISPENSE AS WRITTEN

Please contact myAbbVie Assist for questions about other available HUMIRA presentations.

PRESCRIBER’S SIGNATURE (REQUIRED): DATE: 
RUBBER STAMPS, SIGNATURE BY OTHER OFFICE PERSONNEL OR COMPUTER-GENERATED IMAGES ARE NOT ALLOWED

Privacy Notice for Prescriber: For information on how we collect and process your personal data, including the categories we collect, purposes for their collection, and disclosures to third parties, 
visit https://abbv.ie/PrivacyHCP.

I understand that this prescription may be transmitted to an AbbVie-authorized pharmacy for patient enrollment in an AbbVie sponsored program for free product. I 
certify that the above therapy is medically necessary and that the information provided is accurate to the best of my knowledge. I shall not seek reimbursement for 
any medication dispensed hereunder from any government program or third party, including patient, nor will I sell, trade or distribute any such medication.  
myAbbVie Assist Program: myAbbVie Assist reserves the right to request additional information if needed and to change or discontinue the program at any time, 
without notice. I also understand that the applicant’s acceptance into the program should not influence treatment decisions.  
By signing this form, I authorize the program and its representatives to transmit this prescription form electronically, by facsimile, or by mail to a pharmacy designated 
by the program for the dispensing of the medication called for herein. I understand that I may not delegate signature authority.

HAS YOUR PATIENT'S INSURANCE DENIED COVERAGE FOR THE REQUESTED MEDICATION?*: If yes, please include denial document  YEYES  NO

HUMIRA STARTING THERAPY OPTIONS DOSAGE FORM(S) NEEDED QUANTITY CHOOSE ONE DIRECTION FOR USE REFILLS

PSORIASIS / UVEITIS / ADOLESCENT HS 
(Age 12 & older: 30kg (66 lbs) to < 60kg (132 lbs))

 HUMIRA 80 mg/0.8 mL (1) & 40 mg/0.4 mL (2) 
CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

4 SYRINGES

Inject 80 mg SQ on Day 1, 40 mg on Day 8, and 40 mg every 
other week NO REFILLS 

CROHN’S DISEASE / ULCERATIVE COLITIS / HS
 HUMIRA 80 mg/0.8 mL CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

6 SYRINGES

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15
NO REFILLS

 HUMIRA 20 mg/0.2 mL  CITRATE  FREE SYRINGE 6 SYRINGES Inject 80 mg SQ on Day 1 and 40 mg on Day 15

NO REFILLS

PEDIATRIC CROHN’S DISEASE 
(Weight: 17kg (37lbs) to < 40kg (88 lbs))

PEDIATRIC CROHN’S DISEASE 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL CITRATE FREE PEN 3 PEN KIT

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE SYRINGE

4 PENS

4 SYRINGES
Inject 80mg SQ on Day 1, 40mg on Day 8 and Day 15

NO REFILLS

PEDIATRIC ULCERATIVE COLITIS 
(Weight: 20kg (44lbs) to < 40kg (88 lbs))

PEDIATRIC ULCERATIVE COLITIS 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL (4) CITRATE FREE PEN 4 PENS

 Inject 160mg SQ on Day 1, 80mg on Day 8 and Day 15

 Inject 80mg SQ on Day 1, Day 2, Day 8 and Day 15

HUMIRA ONGOING THERAPY OPTIONS

 HUMIRA 40 mg/0.4mL CITRATE FREE PEN 84 DAYS 
SUPPLY 

(PROGRAM 
STANDARD)

 OTHER:
_______________

 40 mg SQ EVERY OTHER week     40 mg SQ EVERY week 1 YEAR

 OTHER:

_______________

 HUMIRA 40 mg/0.4mL CITRATE FREE SYRINGE

 HUMIRA 20 mg/0.2mL CITRATE FREE SYRINGE  20 mg SQ EVERY OTHER week     20 mg SQ EVERY week

 HUMIRA 80 mg/0.8mL CITRATE FREE PEN  80 mg SQ EVERY OTHER week

 HUMIRA: _______________________________________________________________________________________ QTY: _________ DIRECTIONS: _________________________________________ REF: ________

PRESCRIBER CERTIFICATION:  See Program Terms of Participation on page 2.

PRESCRIPTION INFORMATION:  PLEASE SUBMIT PRESCRIPTIONS ACCORDING TO YOUR SPECIFIC STATE LAWS, RULES AND REGULATIONS. 

10

9

8 INDICATION:  

 PLAQUE PSORIASIS
 ULCERATIVE COLITIS (UC)    JUVENILE IDIOPATHIC ARTHRITIS (JIA)* 

 RHEUMATOID ARTHRITIS 
 PEDIATRIC CROHN’S DISEASE* 
 ANKYLOSING SPONDYLITIS

 PSORIATIC ARTHRITIS
 PEDIATRIC ULCERATIVE COLITIS* 
 CROHN’S DISEASE  UVEITIS* 

 HIDRADENITIS SUPPURATIVA (HS)

 Other: __________________________________

 SUBSTITUTION PERMITTED  DISPENSE AS WRITTEN

Please contact myAbbVie Assist for questions about other available HUMIRA presentations.

PRESCRIBER’S SIGNATURE (REQUIRED): DATE: 
RUBBER STAMPS, SIGNATURE BY OTHER OFFICE PERSONNEL OR COMPUTER-GENERATED IMAGES ARE NOT ALLOWED

Privacy Notice for Prescriber: For information on how we collect and process your personal data, including the categories we collect, purposes for their collection, and disclosures to third parties, 
visit https://abbv.ie/PrivacyHCP.

I understand that this prescription may be transmitted to an AbbVie-authorized pharmacy for patient enrollment in an AbbVie sponsored program for free product. I 
certify that the above therapy is medically necessary and that the information provided is accurate to the best of my knowledge. I shall not seek reimbursement for 
any medication dispensed hereunder from any government program or third party, including patient, nor will I sell, trade or distribute any such medication.  
myAbbVie Assist Program: myAbbVie Assist reserves the right to request additional information if needed and to change or discontinue the program at any time, 
without notice. I also understand that the applicant’s acceptance into the program should not influence treatment decisions.  
By signing this form, I authorize the program and its representatives to transmit this prescription form electronically, by facsimile, or by mail to a pharmacy designated 
by the program for the dispensing of the medication called for herein. I understand that I may not delegate signature authority.

HAS YOUR PATIENT'S INSURANCE DENIED COVERAGE FOR THE REQUESTED MEDICATION?*: If yes, please include denial document  YEYES  NO

PATIENT NAME: DOB: PHONE:  

DRUG ALLERGIES: *PATIENT WEIGHT (IF UNDER 18):

CONCOMITANT MEDICATIONS: 

PRESCRIBER INFORMATION:

PATIENT INFORMATION:

6

7

PRESCRIBER’S NAME:  MD    DO    OTHER: NPI #: 

ADDRESS:        CITY: STATE: ZIP:

(if applicable) COLLABORATING MD NAME: (if applicable) NPI #: 

OFFICE CONTACT NAME: OFFICE PHONE:            OFFICE FAX:

 FOR HEALTH CARE PROVIDER USE ONLY Please print clearly.

PLEASE SUBMIT THIS PAGE.
Fax to AbbVie: 1-866-250-2803

Must be completed by a licensed prescriber and faxed directly from a healthcare office.

*add weight only if applicable

Page 7 of 7
For full Prescribing Information please visit www.rxabbvie.com
©2024 AbbVie

HUMIRA® (adalimumab)   Patient Access Support: Enrollment & Prescription Form

H-APP3-24D -1A   April 2024

HUMIRA STARTING THERAPY OPTIONS DOSAGE FORM(S) NEEDED QUANTITY CHOOSE ONE DIRECTION FOR USE REFILLS

PSORIASIS / UVEITIS / ADOLESCENT HS 
(Age 12 & older: 30kg (66 lbs) to < 60kg (132 lbs))

 HUMIRA 80 mg/0.8 mL (1) & 40 mg/0.4 mL (2) 
CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

4 SYRINGES

Inject 80 mg SQ on Day 1, 40 mg on Day 8, and 40 mg every 
other week NO REFILLS 

CROHN’S DISEASE / ULCERATIVE COLITIS / HS
 HUMIRA 80 mg/0.8 mL CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

6 SYRINGES

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15
NO REFILLS

 HUMIRA 20 mg/0.2 mL  CITRATE  FREE SYRINGE 6 SYRINGES Inject 80 mg SQ on Day 1 and 40 mg on Day 15

NO REFILLS

PEDIATRIC CROHN’S DISEASE 
(Weight: 17kg (37lbs) to < 40kg (88 lbs))

PEDIATRIC CROHN’S DISEASE 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL CITRATE FREE PEN 3 PEN KIT

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE SYRINGE

4 PENS

4 SYRINGES
Inject 80mg SQ on Day 1, 40mg on Day 8 and Day 15

NO REFILLS

PEDIATRIC ULCERATIVE COLITIS 
(Weight: 20kg (44lbs) to < 40kg (88 lbs))

PEDIATRIC ULCERATIVE COLITIS 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL (4) CITRATE FREE PEN 4 PENS

 Inject 160mg SQ on Day 1, 80mg on Day 8 and Day 15

 Inject 80mg SQ on Day 1, Day 2, Day 8 and Day 15

HUMIRA ONGOING THERAPY OPTIONS

 HUMIRA 40 mg/0.4mL CITRATE FREE PEN 84 DAYS 
SUPPLY 

(PROGRAM 
STANDARD)

 OTHER:
_______________

 40 mg SQ EVERY OTHER week     40 mg SQ EVERY week 1 YEAR

 OTHER:

_______________

 HUMIRA 40 mg/0.4mL CITRATE FREE SYRINGE

 HUMIRA 20 mg/0.2mL CITRATE FREE SYRINGE  20 mg SQ EVERY OTHER week     20 mg SQ EVERY week

 HUMIRA 80 mg/0.8mL CITRATE FREE PEN  80 mg SQ EVERY OTHER week

 HUMIRA: _______________________________________________________________________________________ QTY: _________ DIRECTIONS: _________________________________________ REF: ________

PRESCRIBER CERTIFICATION:  See Program Terms of Participation on page 2.

PRESCRIPTION INFORMATION:  PLEASE SUBMIT PRESCRIPTIONS ACCORDING TO YOUR SPECIFIC STATE LAWS, RULES AND REGULATIONS. 

10

9

8 INDICATION:  

 PLAQUE PSORIASIS
 ULCERATIVE COLITIS (UC)    JUVENILE IDIOPATHIC ARTHRITIS (JIA)* 

 RHEUMATOID ARTHRITIS 
 PEDIATRIC CROHN’S DISEASE* 
 ANKYLOSING SPONDYLITIS

 PSORIATIC ARTHRITIS
 PEDIATRIC ULCERATIVE COLITIS* 
 CROHN’S DISEASE  UVEITIS* 

 HIDRADENITIS SUPPURATIVA (HS)

 Other: __________________________________

 SUBSTITUTION PERMITTED  DISPENSE AS WRITTEN

Please contact myAbbVie Assist for questions about other available HUMIRA presentations.

PRESCRIBER’S SIGNATURE (REQUIRED): DATE: 
RUBBER STAMPS, SIGNATURE BY OTHER OFFICE PERSONNEL OR COMPUTER-GENERATED IMAGES ARE NOT ALLOWED

Privacy Notice for Prescriber: For information on how we collect and process your personal data, including the categories we collect, purposes for their collection, and disclosures to third parties, 
visit https://abbv.ie/PrivacyHCP.

I understand that this prescription may be transmitted to an AbbVie-authorized pharmacy for patient enrollment in an AbbVie sponsored program for free product. I 
certify that the above therapy is medically necessary and that the information provided is accurate to the best of my knowledge. I shall not seek reimbursement for 
any medication dispensed hereunder from any government program or third party, including patient, nor will I sell, trade or distribute any such medication.  
myAbbVie Assist Program: myAbbVie Assist reserves the right to request additional information if needed and to change or discontinue the program at any time, 
without notice. I also understand that the applicant’s acceptance into the program should not influence treatment decisions.  
By signing this form, I authorize the program and its representatives to transmit this prescription form electronically, by facsimile, or by mail to a pharmacy designated 
by the program for the dispensing of the medication called for herein. I understand that I may not delegate signature authority.

HAS YOUR PATIENT'S INSURANCE DENIED COVERAGE FOR THE REQUESTED MEDICATION?*: If yes, please include denial document  YEYES  NO

HUMIRA STARTING THERAPY OPTIONS DOSAGE FORM(S) NEEDED QUANTITY CHOOSE ONE DIRECTION FOR USE REFILLS

PSORIASIS / UVEITIS / ADOLESCENT HS 
(Age 12 & older: 30kg (66 lbs) to < 60kg (132 lbs))

 HUMIRA 80 mg/0.8 mL (1) & 40 mg/0.4 mL (2) 
CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

4 SYRINGES

Inject 80 mg SQ on Day 1, 40 mg on Day 8, and 40 mg every 
other week NO REFILLS 

CROHN’S DISEASE / ULCERATIVE COLITIS / HS
 HUMIRA 80 mg/0.8 mL CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

6 SYRINGES

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15
NO REFILLS

 HUMIRA 20 mg/0.2 mL  CITRATE  FREE SYRINGE 6 SYRINGES Inject 80 mg SQ on Day 1 and 40 mg on Day 15

NO REFILLS

PEDIATRIC CROHN’S DISEASE 
(Weight: 17kg (37lbs) to < 40kg (88 lbs))

PEDIATRIC CROHN’S DISEASE 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL CITRATE FREE PEN 3 PEN KIT

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE SYRINGE

4 PENS

4 SYRINGES
Inject 80mg SQ on Day 1, 40mg on Day 8 and Day 15

NO REFILLS

PEDIATRIC ULCERATIVE COLITIS 
(Weight: 20kg (44lbs) to < 40kg (88 lbs))

PEDIATRIC ULCERATIVE COLITIS 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL (4) CITRATE FREE PEN 4 PENS

 Inject 160mg SQ on Day 1, 80mg on Day 8 and Day 15

 Inject 80mg SQ on Day 1, Day 2, Day 8 and Day 15

HUMIRA ONGOING THERAPY OPTIONS

 HUMIRA 40 mg/0.4mL CITRATE FREE PEN 84 DAYS 
SUPPLY 

(PROGRAM 
STANDARD)

 OTHER:
_______________

 40 mg SQ EVERY OTHER week     40 mg SQ EVERY week 1 YEAR

 OTHER:

_______________

 HUMIRA 40 mg/0.4mL CITRATE FREE SYRINGE

 HUMIRA 20 mg/0.2mL CITRATE FREE SYRINGE  20 mg SQ EVERY OTHER week     20 mg SQ EVERY week

 HUMIRA 80 mg/0.8mL CITRATE FREE PEN  80 mg SQ EVERY OTHER week

 HUMIRA: _______________________________________________________________________________________ QTY: _________ DIRECTIONS: _________________________________________ REF: ________

PRESCRIBER CERTIFICATION:  See Program Terms of Participation on page 2.

PRESCRIPTION INFORMATION:  PLEASE SUBMIT PRESCRIPTIONS ACCORDING TO YOUR SPECIFIC STATE LAWS, RULES AND REGULATIONS. 

10

9

8 INDICATION:  

 PLAQUE PSORIASIS
 ULCERATIVE COLITIS (UC)    JUVENILE IDIOPATHIC ARTHRITIS (JIA)* 

 RHEUMATOID ARTHRITIS 
 PEDIATRIC CROHN’S DISEASE* 
 ANKYLOSING SPONDYLITIS

 PSORIATIC ARTHRITIS
 PEDIATRIC ULCERATIVE COLITIS* 
 CROHN’S DISEASE  UVEITIS* 

 HIDRADENITIS SUPPURATIVA (HS)

 Other: __________________________________

 SUBSTITUTION PERMITTED  DISPENSE AS WRITTEN

Please contact myAbbVie Assist for questions about other available HUMIRA presentations.

PRESCRIBER’S SIGNATURE (REQUIRED): DATE: 
RUBBER STAMPS, SIGNATURE BY OTHER OFFICE PERSONNEL OR COMPUTER-GENERATED IMAGES ARE NOT ALLOWED

Privacy Notice for Prescriber: For information on how we collect and process your personal data, including the categories we collect, purposes for their collection, and disclosures to third parties, 
visit https://abbv.ie/PrivacyHCP.

I understand that this prescription may be transmitted to an AbbVie-authorized pharmacy for patient enrollment in an AbbVie sponsored program for free product. I 
certify that the above therapy is medically necessary and that the information provided is accurate to the best of my knowledge. I shall not seek reimbursement for 
any medication dispensed hereunder from any government program or third party, including patient, nor will I sell, trade or distribute any such medication.  
myAbbVie Assist Program: myAbbVie Assist reserves the right to request additional information if needed and to change or discontinue the program at any time, 
without notice. I also understand that the applicant’s acceptance into the program should not influence treatment decisions.  
By signing this form, I authorize the program and its representatives to transmit this prescription form electronically, by facsimile, or by mail to a pharmacy designated 
by the program for the dispensing of the medication called for herein. I understand that I may not delegate signature authority.

HAS YOUR PATIENT'S INSURANCE DENIED COVERAGE FOR THE REQUESTED MEDICATION?*: If yes, please include denial document  YEYES  NO

PATIENT NAME: DOB: PHONE:  

DRUG ALLERGIES: *PATIENT WEIGHT (IF UNDER 18):

CONCOMITANT MEDICATIONS: 

PRESCRIBER INFORMATION:

PATIENT INFORMATION:

6

7

PRESCRIBER’S NAME:  MD    DO    OTHER: NPI #: 

ADDRESS:        CITY: STATE: ZIP:

(if applicable) COLLABORATING MD NAME: (if applicable) NPI #: 

OFFICE CONTACT NAME: OFFICE PHONE:            OFFICE FAX:

 FOR HEALTH CARE PROVIDER USE ONLY Please print clearly.

PLEASE SUBMIT THIS PAGE.
Fax to AbbVie: 1-866-250-2803

Must be completed by a licensed prescriber and faxed directly from a healthcare office.

*add weight only if applicable

Page 7 of 7
For full Prescribing Information please visit www.rxabbvie.com
©2024 AbbVie

HUMIRA® (adalimumab)   Patient Access Support: Enrollment & Prescription Form

H-APP3-24D -1A   April 2024

HUMIRA STARTING THERAPY OPTIONS DOSAGE FORM(S) NEEDED QUANTITY CHOOSE ONE DIRECTION FOR USE REFILLS

PSORIASIS / UVEITIS / ADOLESCENT HS 
(Age 12 & older: 30kg (66 lbs) to < 60kg (132 lbs))

 HUMIRA 80 mg/0.8 mL (1) & 40 mg/0.4 mL (2) 
CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

4 SYRINGES

Inject 80 mg SQ on Day 1, 40 mg on Day 8, and 40 mg every 
other week NO REFILLS 

CROHN’S DISEASE / ULCERATIVE COLITIS / HS
 HUMIRA 80 mg/0.8 mL CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

6 SYRINGES

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15
NO REFILLS

 HUMIRA 20 mg/0.2 mL  CITRATE  FREE SYRINGE 6 SYRINGES Inject 80 mg SQ on Day 1 and 40 mg on Day 15

NO REFILLS

PEDIATRIC CROHN’S DISEASE 
(Weight: 17kg (37lbs) to < 40kg (88 lbs))

PEDIATRIC CROHN’S DISEASE 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL CITRATE FREE PEN 3 PEN KIT

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE SYRINGE

4 PENS

4 SYRINGES
Inject 80mg SQ on Day 1, 40mg on Day 8 and Day 15

NO REFILLS

PEDIATRIC ULCERATIVE COLITIS 
(Weight: 20kg (44lbs) to < 40kg (88 lbs))

PEDIATRIC ULCERATIVE COLITIS 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL (4) CITRATE FREE PEN 4 PENS

 Inject 160mg SQ on Day 1, 80mg on Day 8 and Day 15

 Inject 80mg SQ on Day 1, Day 2, Day 8 and Day 15

HUMIRA ONGOING THERAPY OPTIONS

 HUMIRA 40 mg/0.4mL CITRATE FREE PEN 84 DAYS 
SUPPLY 

(PROGRAM 
STANDARD)

 OTHER:
_______________

 40 mg SQ EVERY OTHER week     40 mg SQ EVERY week 1 YEAR

 OTHER:

_______________

 HUMIRA 40 mg/0.4mL CITRATE FREE SYRINGE

 HUMIRA 20 mg/0.2mL CITRATE FREE SYRINGE  20 mg SQ EVERY OTHER week     20 mg SQ EVERY week

 HUMIRA 80 mg/0.8mL CITRATE FREE PEN  80 mg SQ EVERY OTHER week

 HUMIRA: _______________________________________________________________________________________ QTY: _________ DIRECTIONS: _________________________________________ REF: ________

PRESCRIBER CERTIFICATION:  See Program Terms of Participation on page 2.

PRESCRIPTION INFORMATION:  PLEASE SUBMIT PRESCRIPTIONS ACCORDING TO YOUR SPECIFIC STATE LAWS, RULES AND REGULATIONS. 

10

9

8 INDICATION:  

 PLAQUE PSORIASIS
 ULCERATIVE COLITIS (UC)    JUVENILE IDIOPATHIC ARTHRITIS (JIA)* 

 RHEUMATOID ARTHRITIS 
 PEDIATRIC CROHN’S DISEASE* 
 ANKYLOSING SPONDYLITIS

 PSORIATIC ARTHRITIS
 PEDIATRIC ULCERATIVE COLITIS* 
 CROHN’S DISEASE  UVEITIS* 

 HIDRADENITIS SUPPURATIVA (HS)

 Other: __________________________________

 SUBSTITUTION PERMITTED  DISPENSE AS WRITTEN

Please contact myAbbVie Assist for questions about other available HUMIRA presentations.

PRESCRIBER’S SIGNATURE (REQUIRED): DATE: 
RUBBER STAMPS, SIGNATURE BY OTHER OFFICE PERSONNEL OR COMPUTER-GENERATED IMAGES ARE NOT ALLOWED

Privacy Notice for Prescriber: For information on how we collect and process your personal data, including the categories we collect, purposes for their collection, and disclosures to third parties, 
visit https://abbv.ie/PrivacyHCP.

I understand that this prescription may be transmitted to an AbbVie-authorized pharmacy for patient enrollment in an AbbVie sponsored program for free product. I 
certify that the above therapy is medically necessary and that the information provided is accurate to the best of my knowledge. I shall not seek reimbursement for 
any medication dispensed hereunder from any government program or third party, including patient, nor will I sell, trade or distribute any such medication.  
myAbbVie Assist Program: myAbbVie Assist reserves the right to request additional information if needed and to change or discontinue the program at any time, 
without notice. I also understand that the applicant’s acceptance into the program should not influence treatment decisions.  
By signing this form, I authorize the program and its representatives to transmit this prescription form electronically, by facsimile, or by mail to a pharmacy designated 
by the program for the dispensing of the medication called for herein. I understand that I may not delegate signature authority.

HAS YOUR PATIENT'S INSURANCE DENIED COVERAGE FOR THE REQUESTED MEDICATION?*: If yes, please include denial document  YEYES  NO

HUMIRA STARTING THERAPY OPTIONS DOSAGE FORM(S) NEEDED QUANTITY CHOOSE ONE DIRECTION FOR USE REFILLS

PSORIASIS / UVEITIS / ADOLESCENT HS 
(Age 12 & older: 30kg (66 lbs) to < 60kg (132 lbs))

 HUMIRA 80 mg/0.8 mL (1) & 40 mg/0.4 mL (2) 
CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

4 SYRINGES

Inject 80 mg SQ on Day 1, 40 mg on Day 8, and 40 mg every 
other week NO REFILLS 

CROHN’S DISEASE / ULCERATIVE COLITIS / HS
 HUMIRA 80 mg/0.8 mL CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

6 SYRINGES

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15
NO REFILLS

 HUMIRA 20 mg/0.2 mL  CITRATE  FREE SYRINGE 6 SYRINGES Inject 80 mg SQ on Day 1 and 40 mg on Day 15

NO REFILLS

PEDIATRIC CROHN’S DISEASE 
(Weight: 17kg (37lbs) to < 40kg (88 lbs))

PEDIATRIC CROHN’S DISEASE 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL CITRATE FREE PEN 3 PEN KIT

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE SYRINGE

4 PENS

4 SYRINGES
Inject 80mg SQ on Day 1, 40mg on Day 8 and Day 15

NO REFILLS

PEDIATRIC ULCERATIVE COLITIS 
(Weight: 20kg (44lbs) to < 40kg (88 lbs))

PEDIATRIC ULCERATIVE COLITIS 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL (4) CITRATE FREE PEN 4 PENS

 Inject 160mg SQ on Day 1, 80mg on Day 8 and Day 15

 Inject 80mg SQ on Day 1, Day 2, Day 8 and Day 15

HUMIRA ONGOING THERAPY OPTIONS

 HUMIRA 40 mg/0.4mL CITRATE FREE PEN 84 DAYS 
SUPPLY 

(PROGRAM 
STANDARD)

 OTHER:
_______________

 40 mg SQ EVERY OTHER week     40 mg SQ EVERY week 1 YEAR

 OTHER:

_______________

 HUMIRA 40 mg/0.4mL CITRATE FREE SYRINGE

 HUMIRA 20 mg/0.2mL CITRATE FREE SYRINGE  20 mg SQ EVERY OTHER week     20 mg SQ EVERY week

 HUMIRA 80 mg/0.8mL CITRATE FREE PEN  80 mg SQ EVERY OTHER week

 HUMIRA: _______________________________________________________________________________________ QTY: _________ DIRECTIONS: _________________________________________ REF: ________

PRESCRIBER CERTIFICATION:  See Program Terms of Participation on page 2.

PRESCRIPTION INFORMATION:  PLEASE SUBMIT PRESCRIPTIONS ACCORDING TO YOUR SPECIFIC STATE LAWS, RULES AND REGULATIONS. 

10

9

8 INDICATION:  

 PLAQUE PSORIASIS
 ULCERATIVE COLITIS (UC)    JUVENILE IDIOPATHIC ARTHRITIS (JIA)* 

 RHEUMATOID ARTHRITIS 
 PEDIATRIC CROHN’S DISEASE* 
 ANKYLOSING SPONDYLITIS

 PSORIATIC ARTHRITIS
 PEDIATRIC ULCERATIVE COLITIS* 
 CROHN’S DISEASE  UVEITIS* 

 HIDRADENITIS SUPPURATIVA (HS)

 Other: __________________________________

 SUBSTITUTION PERMITTED  DISPENSE AS WRITTEN

Please contact myAbbVie Assist for questions about other available HUMIRA presentations.

PRESCRIBER’S SIGNATURE (REQUIRED): DATE: 
RUBBER STAMPS, SIGNATURE BY OTHER OFFICE PERSONNEL OR COMPUTER-GENERATED IMAGES ARE NOT ALLOWED

Privacy Notice for Prescriber: For information on how we collect and process your personal data, including the categories we collect, purposes for their collection, and disclosures to third parties, 
visit https://abbv.ie/PrivacyHCP.

I understand that this prescription may be transmitted to an AbbVie-authorized pharmacy for patient enrollment in an AbbVie sponsored program for free product. I 
certify that the above therapy is medically necessary and that the information provided is accurate to the best of my knowledge. I shall not seek reimbursement for 
any medication dispensed hereunder from any government program or third party, including patient, nor will I sell, trade or distribute any such medication.  
myAbbVie Assist Program: myAbbVie Assist reserves the right to request additional information if needed and to change or discontinue the program at any time, 
without notice. I also understand that the applicant’s acceptance into the program should not influence treatment decisions.  
By signing this form, I authorize the program and its representatives to transmit this prescription form electronically, by facsimile, or by mail to a pharmacy designated 
by the program for the dispensing of the medication called for herein. I understand that I may not delegate signature authority.

HAS YOUR PATIENT'S INSURANCE DENIED COVERAGE FOR THE REQUESTED MEDICATION?*: If yes, please include denial document  YEYES  NO

PATIENT NAME: DOB: PHONE:  

DRUG ALLERGIES: *PATIENT WEIGHT (IF UNDER 18):

CONCOMITANT MEDICATIONS: 

PRESCRIBER INFORMATION:

PATIENT INFORMATION:

6

7

PRESCRIBER’S NAME:  MD    DO    OTHER: NPI #: 

ADDRESS:        CITY: STATE: ZIP:

(if applicable) COLLABORATING MD NAME: (if applicable) NPI #: 

OFFICE CONTACT NAME: OFFICE PHONE:            OFFICE FAX:

 FOR HEALTH CARE PROVIDER USE ONLY Please print clearly.

PLEASE SUBMIT THIS PAGE.
Fax to AbbVie: 1-866-250-2803

Must be completed by a licensed prescriber and faxed directly from a healthcare office.

*add weight only if applicable

Page 7 of 7
For full Prescribing Information please visit www.rxabbvie.com
©2024 AbbVie

HUMIRA® (adalimumab)   Patient Access Support: Enrollment & Prescription Form

H-APP3-24D -1A   April 2024

HUMIRA STARTING THERAPY OPTIONS DOSAGE FORM(S) NEEDED QUANTITY CHOOSE ONE DIRECTION FOR USE REFILLS

PSORIASIS / UVEITIS / ADOLESCENT HS 
(Age 12 & older: 30kg (66 lbs) to < 60kg (132 lbs))

 HUMIRA 80 mg/0.8 mL (1) & 40 mg/0.4 mL (2) 
CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

4 SYRINGES

Inject 80 mg SQ on Day 1, 40 mg on Day 8, and 40 mg every 
other week NO REFILLS 

CROHN’S DISEASE / ULCERATIVE COLITIS / HS
 HUMIRA 80 mg/0.8 mL CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

6 SYRINGES

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15
NO REFILLS

 HUMIRA 20 mg/0.2 mL  CITRATE  FREE SYRINGE 6 SYRINGES Inject 80 mg SQ on Day 1 and 40 mg on Day 15

NO REFILLS

PEDIATRIC CROHN’S DISEASE 
(Weight: 17kg (37lbs) to < 40kg (88 lbs))

PEDIATRIC CROHN’S DISEASE 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL CITRATE FREE PEN 3 PEN KIT

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE SYRINGE

4 PENS

4 SYRINGES
Inject 80mg SQ on Day 1, 40mg on Day 8 and Day 15

NO REFILLS

PEDIATRIC ULCERATIVE COLITIS 
(Weight: 20kg (44lbs) to < 40kg (88 lbs))

PEDIATRIC ULCERATIVE COLITIS 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL (4) CITRATE FREE PEN 4 PENS

 Inject 160mg SQ on Day 1, 80mg on Day 8 and Day 15

 Inject 80mg SQ on Day 1, Day 2, Day 8 and Day 15

HUMIRA ONGOING THERAPY OPTIONS

 HUMIRA 40 mg/0.4mL CITRATE FREE PEN 84 DAYS 
SUPPLY 

(PROGRAM 
STANDARD)

 OTHER:
_______________

 40 mg SQ EVERY OTHER week     40 mg SQ EVERY week 1 YEAR

 OTHER:

_______________

 HUMIRA 40 mg/0.4mL CITRATE FREE SYRINGE

 HUMIRA 20 mg/0.2mL CITRATE FREE SYRINGE  20 mg SQ EVERY OTHER week     20 mg SQ EVERY week

 HUMIRA 80 mg/0.8mL CITRATE FREE PEN  80 mg SQ EVERY OTHER week

 HUMIRA: _______________________________________________________________________________________ QTY: _________ DIRECTIONS: _________________________________________ REF: ________

PRESCRIBER CERTIFICATION:  See Program Terms of Participation on page 2.

PRESCRIPTION INFORMATION:  PLEASE SUBMIT PRESCRIPTIONS ACCORDING TO YOUR SPECIFIC STATE LAWS, RULES AND REGULATIONS. 

10

9

8 INDICATION:  

 PLAQUE PSORIASIS
 ULCERATIVE COLITIS (UC)    JUVENILE IDIOPATHIC ARTHRITIS (JIA)* 

 RHEUMATOID ARTHRITIS 
 PEDIATRIC CROHN’S DISEASE* 
 ANKYLOSING SPONDYLITIS

 PSORIATIC ARTHRITIS
 PEDIATRIC ULCERATIVE COLITIS* 
 CROHN’S DISEASE  UVEITIS* 

 HIDRADENITIS SUPPURATIVA (HS)

 Other: __________________________________

 SUBSTITUTION PERMITTED  DISPENSE AS WRITTEN

Please contact myAbbVie Assist for questions about other available HUMIRA presentations.

PRESCRIBER’S SIGNATURE (REQUIRED): DATE: 
RUBBER STAMPS, SIGNATURE BY OTHER OFFICE PERSONNEL OR COMPUTER-GENERATED IMAGES ARE NOT ALLOWED

Privacy Notice for Prescriber: For information on how we collect and process your personal data, including the categories we collect, purposes for their collection, and disclosures to third parties, 
visit https://abbv.ie/PrivacyHCP.

I understand that this prescription may be transmitted to an AbbVie-authorized pharmacy for patient enrollment in an AbbVie sponsored program for free product. I 
certify that the above therapy is medically necessary and that the information provided is accurate to the best of my knowledge. I shall not seek reimbursement for 
any medication dispensed hereunder from any government program or third party, including patient, nor will I sell, trade or distribute any such medication.  
myAbbVie Assist Program: myAbbVie Assist reserves the right to request additional information if needed and to change or discontinue the program at any time, 
without notice. I also understand that the applicant’s acceptance into the program should not influence treatment decisions.  
By signing this form, I authorize the program and its representatives to transmit this prescription form electronically, by facsimile, or by mail to a pharmacy designated 
by the program for the dispensing of the medication called for herein. I understand that I may not delegate signature authority.

HAS YOUR PATIENT'S INSURANCE DENIED COVERAGE FOR THE REQUESTED MEDICATION?*: If yes, please include denial document  YEYES  NO

HUMIRA STARTING THERAPY OPTIONS DOSAGE FORM(S) NEEDED QUANTITY CHOOSE ONE DIRECTION FOR USE REFILLS

PSORIASIS / UVEITIS / ADOLESCENT HS 
(Age 12 & older: 30kg (66 lbs) to < 60kg (132 lbs))

 HUMIRA 80 mg/0.8 mL (1) & 40 mg/0.4 mL (2) 
CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

4 SYRINGES

Inject 80 mg SQ on Day 1, 40 mg on Day 8, and 40 mg every 
other week NO REFILLS 

CROHN’S DISEASE / ULCERATIVE COLITIS / HS
 HUMIRA 80 mg/0.8 mL CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

6 SYRINGES

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15
NO REFILLS

 HUMIRA 20 mg/0.2 mL  CITRATE  FREE SYRINGE 6 SYRINGES Inject 80 mg SQ on Day 1 and 40 mg on Day 15

NO REFILLS

PEDIATRIC CROHN’S DISEASE 
(Weight: 17kg (37lbs) to < 40kg (88 lbs))

PEDIATRIC CROHN’S DISEASE 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL CITRATE FREE PEN 3 PEN KIT

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE SYRINGE

4 PENS

4 SYRINGES
Inject 80mg SQ on Day 1, 40mg on Day 8 and Day 15

NO REFILLS

PEDIATRIC ULCERATIVE COLITIS 
(Weight: 20kg (44lbs) to < 40kg (88 lbs))

PEDIATRIC ULCERATIVE COLITIS 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL (4) CITRATE FREE PEN 4 PENS

 Inject 160mg SQ on Day 1, 80mg on Day 8 and Day 15

 Inject 80mg SQ on Day 1, Day 2, Day 8 and Day 15

HUMIRA ONGOING THERAPY OPTIONS

 HUMIRA 40 mg/0.4mL CITRATE FREE PEN 84 DAYS 
SUPPLY 

(PROGRAM 
STANDARD)

 OTHER:
_______________

 40 mg SQ EVERY OTHER week     40 mg SQ EVERY week 1 YEAR

 OTHER:

_______________

 HUMIRA 40 mg/0.4mL CITRATE FREE SYRINGE

 HUMIRA 20 mg/0.2mL CITRATE FREE SYRINGE  20 mg SQ EVERY OTHER week     20 mg SQ EVERY week

 HUMIRA 80 mg/0.8mL CITRATE FREE PEN  80 mg SQ EVERY OTHER week

 HUMIRA: _______________________________________________________________________________________ QTY: _________ DIRECTIONS: _________________________________________ REF: ________

PRESCRIBER CERTIFICATION:  See Program Terms of Participation on page 2.

PRESCRIPTION INFORMATION:  PLEASE SUBMIT PRESCRIPTIONS ACCORDING TO YOUR SPECIFIC STATE LAWS, RULES AND REGULATIONS. 

10

9

8 INDICATION:  

 PLAQUE PSORIASIS
 ULCERATIVE COLITIS (UC)    JUVENILE IDIOPATHIC ARTHRITIS (JIA)* 

 RHEUMATOID ARTHRITIS 
 PEDIATRIC CROHN’S DISEASE* 
 ANKYLOSING SPONDYLITIS

 PSORIATIC ARTHRITIS
 PEDIATRIC ULCERATIVE COLITIS* 
 CROHN’S DISEASE  UVEITIS* 

 HIDRADENITIS SUPPURATIVA (HS)

 Other: __________________________________

 SUBSTITUTION PERMITTED  DISPENSE AS WRITTEN

Please contact myAbbVie Assist for questions about other available HUMIRA presentations.

PRESCRIBER’S SIGNATURE (REQUIRED): DATE: 
RUBBER STAMPS, SIGNATURE BY OTHER OFFICE PERSONNEL OR COMPUTER-GENERATED IMAGES ARE NOT ALLOWED

Privacy Notice for Prescriber: For information on how we collect and process your personal data, including the categories we collect, purposes for their collection, and disclosures to third parties, 
visit https://abbv.ie/PrivacyHCP.

I understand that this prescription may be transmitted to an AbbVie-authorized pharmacy for patient enrollment in an AbbVie sponsored program for free product. I 
certify that the above therapy is medically necessary and that the information provided is accurate to the best of my knowledge. I shall not seek reimbursement for 
any medication dispensed hereunder from any government program or third party, including patient, nor will I sell, trade or distribute any such medication.  
myAbbVie Assist Program: myAbbVie Assist reserves the right to request additional information if needed and to change or discontinue the program at any time, 
without notice. I also understand that the applicant’s acceptance into the program should not influence treatment decisions.  
By signing this form, I authorize the program and its representatives to transmit this prescription form electronically, by facsimile, or by mail to a pharmacy designated 
by the program for the dispensing of the medication called for herein. I understand that I may not delegate signature authority.

HAS YOUR PATIENT'S INSURANCE DENIED COVERAGE FOR THE REQUESTED MEDICATION?*: If yes, please include denial document  YEYES  NO

PATIENT NAME: DOB: PHONE:  

DRUG ALLERGIES: *PATIENT WEIGHT (IF UNDER 18):

CONCOMITANT MEDICATIONS: 

PRESCRIBER INFORMATION:

PATIENT INFORMATION:

6

7

PRESCRIBER’S NAME:  MD    DO    OTHER: NPI #: 

ADDRESS:        CITY: STATE: ZIP:

(if applicable) COLLABORATING MD NAME: (if applicable) NPI #: 

OFFICE CONTACT NAME: OFFICE PHONE:            OFFICE FAX:

 FOR HEALTH CARE PROVIDER USE ONLY Please print clearly.

PLEASE SUBMIT THIS PAGE.
Fax to AbbVie: 1-866-250-2803

Must be completed by a licensed prescriber and faxed directly from a healthcare office.

*add weight only if applicable

Page 7 of 7
For full Prescribing Information please visit www.rxabbvie.com
©2024 AbbVie

HUMIRA® (adalimumab)   Patient Access Support: Enrollment & Prescription Form

H-APP3-24D -1A   April 2024

HUMIRA STARTING THERAPY OPTIONS DOSAGE FORM(S) NEEDED QUANTITY CHOOSE ONE DIRECTION FOR USE REFILLS

PSORIASIS / UVEITIS / ADOLESCENT HS 
(Age 12 & older: 30kg (66 lbs) to < 60kg (132 lbs))

 HUMIRA 80 mg/0.8 mL (1) & 40 mg/0.4 mL (2) 
CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

4 SYRINGES

Inject 80 mg SQ on Day 1, 40 mg on Day 8, and 40 mg every 
other week NO REFILLS 

CROHN’S DISEASE / ULCERATIVE COLITIS / HS
 HUMIRA 80 mg/0.8 mL CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

6 SYRINGES

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15
NO REFILLS

 HUMIRA 20 mg/0.2 mL  CITRATE  FREE SYRINGE 6 SYRINGES Inject 80 mg SQ on Day 1 and 40 mg on Day 15

NO REFILLS

PEDIATRIC CROHN’S DISEASE 
(Weight: 17kg (37lbs) to < 40kg (88 lbs))

PEDIATRIC CROHN’S DISEASE 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL CITRATE FREE PEN 3 PEN KIT

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE SYRINGE

4 PENS

4 SYRINGES
Inject 80mg SQ on Day 1, 40mg on Day 8 and Day 15

NO REFILLS

PEDIATRIC ULCERATIVE COLITIS 
(Weight: 20kg (44lbs) to < 40kg (88 lbs))

PEDIATRIC ULCERATIVE COLITIS 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL (4) CITRATE FREE PEN 4 PENS

 Inject 160mg SQ on Day 1, 80mg on Day 8 and Day 15

 Inject 80mg SQ on Day 1, Day 2, Day 8 and Day 15

HUMIRA ONGOING THERAPY OPTIONS

 HUMIRA 40 mg/0.4mL CITRATE FREE PEN 84 DAYS 
SUPPLY 

(PROGRAM 
STANDARD)

 OTHER:
_______________

 40 mg SQ EVERY OTHER week     40 mg SQ EVERY week 1 YEAR

 OTHER:

_______________

 HUMIRA 40 mg/0.4mL CITRATE FREE SYRINGE

 HUMIRA 20 mg/0.2mL CITRATE FREE SYRINGE  20 mg SQ EVERY OTHER week     20 mg SQ EVERY week

 HUMIRA 80 mg/0.8mL CITRATE FREE PEN  80 mg SQ EVERY OTHER week

 HUMIRA: _______________________________________________________________________________________ QTY: _________ DIRECTIONS: _________________________________________ REF: ________

PRESCRIBER CERTIFICATION:  See Program Terms of Participation on page 2.

PRESCRIPTION INFORMATION:  PLEASE SUBMIT PRESCRIPTIONS ACCORDING TO YOUR SPECIFIC STATE LAWS, RULES AND REGULATIONS. 

10

9

8 INDICATION:  

 PLAQUE PSORIASIS
 ULCERATIVE COLITIS (UC)    JUVENILE IDIOPATHIC ARTHRITIS (JIA)* 

 RHEUMATOID ARTHRITIS 
 PEDIATRIC CROHN’S DISEASE* 
 ANKYLOSING SPONDYLITIS

 PSORIATIC ARTHRITIS
 PEDIATRIC ULCERATIVE COLITIS* 
 CROHN’S DISEASE  UVEITIS* 

 HIDRADENITIS SUPPURATIVA (HS)

 Other: __________________________________

 SUBSTITUTION PERMITTED  DISPENSE AS WRITTEN

Please contact myAbbVie Assist for questions about other available HUMIRA presentations.

PRESCRIBER’S SIGNATURE (REQUIRED): DATE: 
RUBBER STAMPS, SIGNATURE BY OTHER OFFICE PERSONNEL OR COMPUTER-GENERATED IMAGES ARE NOT ALLOWED

Privacy Notice for Prescriber: For information on how we collect and process your personal data, including the categories we collect, purposes for their collection, and disclosures to third parties, 
visit https://abbv.ie/PrivacyHCP.

I understand that this prescription may be transmitted to an AbbVie-authorized pharmacy for patient enrollment in an AbbVie sponsored program for free product. I 
certify that the above therapy is medically necessary and that the information provided is accurate to the best of my knowledge. I shall not seek reimbursement for 
any medication dispensed hereunder from any government program or third party, including patient, nor will I sell, trade or distribute any such medication.  
myAbbVie Assist Program: myAbbVie Assist reserves the right to request additional information if needed and to change or discontinue the program at any time, 
without notice. I also understand that the applicant’s acceptance into the program should not influence treatment decisions.  
By signing this form, I authorize the program and its representatives to transmit this prescription form electronically, by facsimile, or by mail to a pharmacy designated 
by the program for the dispensing of the medication called for herein. I understand that I may not delegate signature authority.

HAS YOUR PATIENT'S INSURANCE DENIED COVERAGE FOR THE REQUESTED MEDICATION?*: If yes, please include denial document  YEYES  NO

HUMIRA STARTING THERAPY OPTIONS DOSAGE FORM(S) NEEDED QUANTITY CHOOSE ONE DIRECTION FOR USE REFILLS

PSORIASIS / UVEITIS / ADOLESCENT HS 
(Age 12 & older: 30kg (66 lbs) to < 60kg (132 lbs))

 HUMIRA 80 mg/0.8 mL (1) & 40 mg/0.4 mL (2) 
CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

4 SYRINGES

Inject 80 mg SQ on Day 1, 40 mg on Day 8, and 40 mg every 
other week NO REFILLS 

CROHN’S DISEASE / ULCERATIVE COLITIS / HS
 HUMIRA 80 mg/0.8 mL CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

6 SYRINGES

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15
NO REFILLS

 HUMIRA 20 mg/0.2 mL  CITRATE  FREE SYRINGE 6 SYRINGES Inject 80 mg SQ on Day 1 and 40 mg on Day 15

NO REFILLS

PEDIATRIC CROHN’S DISEASE 
(Weight: 17kg (37lbs) to < 40kg (88 lbs))

PEDIATRIC CROHN’S DISEASE 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL CITRATE FREE PEN 3 PEN KIT

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE SYRINGE

4 PENS

4 SYRINGES
Inject 80mg SQ on Day 1, 40mg on Day 8 and Day 15

NO REFILLS

PEDIATRIC ULCERATIVE COLITIS 
(Weight: 20kg (44lbs) to < 40kg (88 lbs))

PEDIATRIC ULCERATIVE COLITIS 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL (4) CITRATE FREE PEN 4 PENS

 Inject 160mg SQ on Day 1, 80mg on Day 8 and Day 15

 Inject 80mg SQ on Day 1, Day 2, Day 8 and Day 15

HUMIRA ONGOING THERAPY OPTIONS

 HUMIRA 40 mg/0.4mL CITRATE FREE PEN 84 DAYS 
SUPPLY 

(PROGRAM 
STANDARD)

 OTHER:
_______________

 40 mg SQ EVERY OTHER week     40 mg SQ EVERY week 1 YEAR

 OTHER:

_______________

 HUMIRA 40 mg/0.4mL CITRATE FREE SYRINGE

 HUMIRA 20 mg/0.2mL CITRATE FREE SYRINGE  20 mg SQ EVERY OTHER week     20 mg SQ EVERY week

 HUMIRA 80 mg/0.8mL CITRATE FREE PEN  80 mg SQ EVERY OTHER week

 HUMIRA: _______________________________________________________________________________________ QTY: _________ DIRECTIONS: _________________________________________ REF: ________

PRESCRIBER CERTIFICATION:  See Program Terms of Participation on page 2.

PRESCRIPTION INFORMATION:  PLEASE SUBMIT PRESCRIPTIONS ACCORDING TO YOUR SPECIFIC STATE LAWS, RULES AND REGULATIONS. 

10

9

8 INDICATION:  

 PLAQUE PSORIASIS
 ULCERATIVE COLITIS (UC)    JUVENILE IDIOPATHIC ARTHRITIS (JIA)* 

 RHEUMATOID ARTHRITIS 
 PEDIATRIC CROHN’S DISEASE* 
 ANKYLOSING SPONDYLITIS

 PSORIATIC ARTHRITIS
 PEDIATRIC ULCERATIVE COLITIS* 
 CROHN’S DISEASE  UVEITIS* 

 HIDRADENITIS SUPPURATIVA (HS)

 Other: __________________________________

 SUBSTITUTION PERMITTED  DISPENSE AS WRITTEN

Please contact myAbbVie Assist for questions about other available HUMIRA presentations.

PRESCRIBER’S SIGNATURE (REQUIRED): DATE: 
RUBBER STAMPS, SIGNATURE BY OTHER OFFICE PERSONNEL OR COMPUTER-GENERATED IMAGES ARE NOT ALLOWED

Privacy Notice for Prescriber: For information on how we collect and process your personal data, including the categories we collect, purposes for their collection, and disclosures to third parties, 
visit https://abbv.ie/PrivacyHCP.

I understand that this prescription may be transmitted to an AbbVie-authorized pharmacy for patient enrollment in an AbbVie sponsored program for free product. I 
certify that the above therapy is medically necessary and that the information provided is accurate to the best of my knowledge. I shall not seek reimbursement for 
any medication dispensed hereunder from any government program or third party, including patient, nor will I sell, trade or distribute any such medication.  
myAbbVie Assist Program: myAbbVie Assist reserves the right to request additional information if needed and to change or discontinue the program at any time, 
without notice. I also understand that the applicant’s acceptance into the program should not influence treatment decisions.  
By signing this form, I authorize the program and its representatives to transmit this prescription form electronically, by facsimile, or by mail to a pharmacy designated 
by the program for the dispensing of the medication called for herein. I understand that I may not delegate signature authority.

HAS YOUR PATIENT'S INSURANCE DENIED COVERAGE FOR THE REQUESTED MEDICATION?*: If yes, please include denial document  YEYES  NO

PATIENT NAME: DOB: PHONE:  

DRUG ALLERGIES: *PATIENT WEIGHT (IF UNDER 18):

CONCOMITANT MEDICATIONS: 

PRESCRIBER INFORMATION:

PATIENT INFORMATION:

6

7

PRESCRIBER’S NAME:  MD    DO    OTHER: NPI #: 

ADDRESS:        CITY: STATE: ZIP:

(if applicable) COLLABORATING MD NAME: (if applicable) NPI #: 

OFFICE CONTACT NAME: OFFICE PHONE:            OFFICE FAX:

 FOR HEALTH CARE PROVIDER USE ONLY Please print clearly.

PLEASE SUBMIT THIS PAGE.
Fax to AbbVie: 1-866-250-2803

Must be completed by a licensed prescriber and faxed directly from a healthcare office.

*add weight only if applicable

Page 7 of 7
For full Prescribing Information please visit www.rxabbvie.com
©2024 AbbVie

HUMIRA® (adalimumab)   Patient Access Support: Enrollment & Prescription Form

H-APP3-24D -1A   April 2024

HUMIRA STARTING THERAPY OPTIONS DOSAGE FORM(S) NEEDED QUANTITY CHOOSE ONE DIRECTION FOR USE REFILLS

PSORIASIS / UVEITIS / ADOLESCENT HS 
(Age 12 & older: 30kg (66 lbs) to < 60kg (132 lbs))

 HUMIRA 80 mg/0.8 mL (1) & 40 mg/0.4 mL (2) 
CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

4 SYRINGES

Inject 80 mg SQ on Day 1, 40 mg on Day 8, and 40 mg every 
other week NO REFILLS 

CROHN’S DISEASE / ULCERATIVE COLITIS / HS
 HUMIRA 80 mg/0.8 mL CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

6 SYRINGES

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15
NO REFILLS

 HUMIRA 20 mg/0.2 mL  CITRATE  FREE SYRINGE 6 SYRINGES Inject 80 mg SQ on Day 1 and 40 mg on Day 15

NO REFILLS

PEDIATRIC CROHN’S DISEASE 
(Weight: 17kg (37lbs) to < 40kg (88 lbs))

PEDIATRIC CROHN’S DISEASE 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL CITRATE FREE PEN 3 PEN KIT

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE SYRINGE

4 PENS

4 SYRINGES
Inject 80mg SQ on Day 1, 40mg on Day 8 and Day 15

NO REFILLS

PEDIATRIC ULCERATIVE COLITIS 
(Weight: 20kg (44lbs) to < 40kg (88 lbs))

PEDIATRIC ULCERATIVE COLITIS 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL (4) CITRATE FREE PEN 4 PENS

 Inject 160mg SQ on Day 1, 80mg on Day 8 and Day 15

 Inject 80mg SQ on Day 1, Day 2, Day 8 and Day 15

HUMIRA ONGOING THERAPY OPTIONS

 HUMIRA 40 mg/0.4mL CITRATE FREE PEN 84 DAYS 
SUPPLY 

(PROGRAM 
STANDARD)

 OTHER:
_______________

 40 mg SQ EVERY OTHER week     40 mg SQ EVERY week 1 YEAR

 OTHER:

_______________

 HUMIRA 40 mg/0.4mL CITRATE FREE SYRINGE

 HUMIRA 20 mg/0.2mL CITRATE FREE SYRINGE  20 mg SQ EVERY OTHER week     20 mg SQ EVERY week

 HUMIRA 80 mg/0.8mL CITRATE FREE PEN  80 mg SQ EVERY OTHER week

 HUMIRA: _______________________________________________________________________________________ QTY: _________ DIRECTIONS: _________________________________________ REF: ________

PRESCRIBER CERTIFICATION:  See Program Terms of Participation on page 2.

PRESCRIPTION INFORMATION:  PLEASE SUBMIT PRESCRIPTIONS ACCORDING TO YOUR SPECIFIC STATE LAWS, RULES AND REGULATIONS. 

10

9

8 INDICATION:  

 PLAQUE PSORIASIS
 ULCERATIVE COLITIS (UC)    JUVENILE IDIOPATHIC ARTHRITIS (JIA)* 

 RHEUMATOID ARTHRITIS 
 PEDIATRIC CROHN’S DISEASE* 
 ANKYLOSING SPONDYLITIS

 PSORIATIC ARTHRITIS
 PEDIATRIC ULCERATIVE COLITIS* 
 CROHN’S DISEASE  UVEITIS* 

 HIDRADENITIS SUPPURATIVA (HS)

 Other: __________________________________

 SUBSTITUTION PERMITTED  DISPENSE AS WRITTEN

Please contact myAbbVie Assist for questions about other available HUMIRA presentations.

PRESCRIBER’S SIGNATURE (REQUIRED): DATE: 
RUBBER STAMPS, SIGNATURE BY OTHER OFFICE PERSONNEL OR COMPUTER-GENERATED IMAGES ARE NOT ALLOWED

Privacy Notice for Prescriber: For information on how we collect and process your personal data, including the categories we collect, purposes for their collection, and disclosures to third parties, 
visit https://abbv.ie/PrivacyHCP.

I understand that this prescription may be transmitted to an AbbVie-authorized pharmacy for patient enrollment in an AbbVie sponsored program for free product. I 
certify that the above therapy is medically necessary and that the information provided is accurate to the best of my knowledge. I shall not seek reimbursement for 
any medication dispensed hereunder from any government program or third party, including patient, nor will I sell, trade or distribute any such medication.  
myAbbVie Assist Program: myAbbVie Assist reserves the right to request additional information if needed and to change or discontinue the program at any time, 
without notice. I also understand that the applicant’s acceptance into the program should not influence treatment decisions.  
By signing this form, I authorize the program and its representatives to transmit this prescription form electronically, by facsimile, or by mail to a pharmacy designated 
by the program for the dispensing of the medication called for herein. I understand that I may not delegate signature authority.

HAS YOUR PATIENT'S INSURANCE DENIED COVERAGE FOR THE REQUESTED MEDICATION?*: If yes, please include denial document  YEYES  NO

HUMIRA STARTING THERAPY OPTIONS DOSAGE FORM(S) NEEDED QUANTITY CHOOSE ONE DIRECTION FOR USE REFILLS

PSORIASIS / UVEITIS / ADOLESCENT HS 
(Age 12 & older: 30kg (66 lbs) to < 60kg (132 lbs))

 HUMIRA 80 mg/0.8 mL (1) & 40 mg/0.4 mL (2) 
CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

4 SYRINGES

Inject 80 mg SQ on Day 1, 40 mg on Day 8, and 40 mg every 
other week NO REFILLS 

CROHN’S DISEASE / ULCERATIVE COLITIS / HS
 HUMIRA 80 mg/0.8 mL CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

6 SYRINGES

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15
NO REFILLS

 HUMIRA 20 mg/0.2 mL  CITRATE  FREE SYRINGE 6 SYRINGES Inject 80 mg SQ on Day 1 and 40 mg on Day 15

NO REFILLS

PEDIATRIC CROHN’S DISEASE 
(Weight: 17kg (37lbs) to < 40kg (88 lbs))

PEDIATRIC CROHN’S DISEASE 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL CITRATE FREE PEN 3 PEN KIT

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE SYRINGE

4 PENS

4 SYRINGES
Inject 80mg SQ on Day 1, 40mg on Day 8 and Day 15

NO REFILLS

PEDIATRIC ULCERATIVE COLITIS 
(Weight: 20kg (44lbs) to < 40kg (88 lbs))

PEDIATRIC ULCERATIVE COLITIS 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL (4) CITRATE FREE PEN 4 PENS

 Inject 160mg SQ on Day 1, 80mg on Day 8 and Day 15

 Inject 80mg SQ on Day 1, Day 2, Day 8 and Day 15

HUMIRA ONGOING THERAPY OPTIONS

 HUMIRA 40 mg/0.4mL CITRATE FREE PEN 84 DAYS 
SUPPLY 

(PROGRAM 
STANDARD)

 OTHER:
_______________

 40 mg SQ EVERY OTHER week     40 mg SQ EVERY week 1 YEAR

 OTHER:

_______________

 HUMIRA 40 mg/0.4mL CITRATE FREE SYRINGE

 HUMIRA 20 mg/0.2mL CITRATE FREE SYRINGE  20 mg SQ EVERY OTHER week     20 mg SQ EVERY week

 HUMIRA 80 mg/0.8mL CITRATE FREE PEN  80 mg SQ EVERY OTHER week

 HUMIRA: _______________________________________________________________________________________ QTY: _________ DIRECTIONS: _________________________________________ REF: ________

PRESCRIBER CERTIFICATION:  See Program Terms of Participation on page 2.

PRESCRIPTION INFORMATION:  PLEASE SUBMIT PRESCRIPTIONS ACCORDING TO YOUR SPECIFIC STATE LAWS, RULES AND REGULATIONS. 

10

9

8 INDICATION:  

 PLAQUE PSORIASIS
 ULCERATIVE COLITIS (UC)    JUVENILE IDIOPATHIC ARTHRITIS (JIA)* 

 RHEUMATOID ARTHRITIS 
 PEDIATRIC CROHN’S DISEASE* 
 ANKYLOSING SPONDYLITIS

 PSORIATIC ARTHRITIS
 PEDIATRIC ULCERATIVE COLITIS* 
 CROHN’S DISEASE  UVEITIS* 

 HIDRADENITIS SUPPURATIVA (HS)

 Other: __________________________________

 SUBSTITUTION PERMITTED  DISPENSE AS WRITTEN

Please contact myAbbVie Assist for questions about other available HUMIRA presentations.

PRESCRIBER’S SIGNATURE (REQUIRED): DATE: 
RUBBER STAMPS, SIGNATURE BY OTHER OFFICE PERSONNEL OR COMPUTER-GENERATED IMAGES ARE NOT ALLOWED

Privacy Notice for Prescriber: For information on how we collect and process your personal data, including the categories we collect, purposes for their collection, and disclosures to third parties, 
visit https://abbv.ie/PrivacyHCP.

I understand that this prescription may be transmitted to an AbbVie-authorized pharmacy for patient enrollment in an AbbVie sponsored program for free product. I 
certify that the above therapy is medically necessary and that the information provided is accurate to the best of my knowledge. I shall not seek reimbursement for 
any medication dispensed hereunder from any government program or third party, including patient, nor will I sell, trade or distribute any such medication.  
myAbbVie Assist Program: myAbbVie Assist reserves the right to request additional information if needed and to change or discontinue the program at any time, 
without notice. I also understand that the applicant’s acceptance into the program should not influence treatment decisions.  
By signing this form, I authorize the program and its representatives to transmit this prescription form electronically, by facsimile, or by mail to a pharmacy designated 
by the program for the dispensing of the medication called for herein. I understand that I may not delegate signature authority.

HAS YOUR PATIENT'S INSURANCE DENIED COVERAGE FOR THE REQUESTED MEDICATION?*: If yes, please include denial document  YEYES  NO

PATIENT NAME: DOB: PHONE:  

DRUG ALLERGIES: *PATIENT WEIGHT (IF UNDER 18):

CONCOMITANT MEDICATIONS: 

PRESCRIBER INFORMATION:

PATIENT INFORMATION:

6

7

PRESCRIBER’S NAME:  MD    DO    OTHER: NPI #: 

ADDRESS:        CITY: STATE: ZIP:

(if applicable) COLLABORATING MD NAME: (if applicable) NPI #: 

OFFICE CONTACT NAME: OFFICE PHONE:            OFFICE FAX:

 FOR HEALTH CARE PROVIDER USE ONLY Please print clearly.

PLEASE SUBMIT THIS PAGE.
Fax to AbbVie: 1-866-250-2803

Must be completed by a licensed prescriber and faxed directly from a healthcare office.

*add weight only if applicable

Page 7 of 7
For full Prescribing Information please visit www.rxabbvie.com
©2024 AbbVie

HUMIRA® (adalimumab)   Patient Access Support: Enrollment & Prescription Form

H-APP3-24D -1A   April 2024

HUMIRA STARTING THERAPY OPTIONS DOSAGE FORM(S) NEEDED QUANTITY CHOOSE ONE DIRECTION FOR USE REFILLS

PSORIASIS / UVEITIS / ADOLESCENT HS 
(Age 12 & older: 30kg (66 lbs) to < 60kg (132 lbs))

 HUMIRA 80 mg/0.8 mL (1) & 40 mg/0.4 mL (2) 
CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

4 SYRINGES

Inject 80 mg SQ on Day 1, 40 mg on Day 8, and 40 mg every 
other week NO REFILLS 

CROHN’S DISEASE / ULCERATIVE COLITIS / HS
 HUMIRA 80 mg/0.8 mL CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

6 SYRINGES

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15
NO REFILLS

 HUMIRA 20 mg/0.2 mL  CITRATE  FREE SYRINGE 6 SYRINGES Inject 80 mg SQ on Day 1 and 40 mg on Day 15

NO REFILLS

PEDIATRIC CROHN’S DISEASE 
(Weight: 17kg (37lbs) to < 40kg (88 lbs))

PEDIATRIC CROHN’S DISEASE 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL CITRATE FREE PEN 3 PEN KIT

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE SYRINGE

4 PENS

4 SYRINGES
Inject 80mg SQ on Day 1, 40mg on Day 8 and Day 15

NO REFILLS

PEDIATRIC ULCERATIVE COLITIS 
(Weight: 20kg (44lbs) to < 40kg (88 lbs))

PEDIATRIC ULCERATIVE COLITIS 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL (4) CITRATE FREE PEN 4 PENS

 Inject 160mg SQ on Day 1, 80mg on Day 8 and Day 15

 Inject 80mg SQ on Day 1, Day 2, Day 8 and Day 15

HUMIRA ONGOING THERAPY OPTIONS

 HUMIRA 40 mg/0.4mL CITRATE FREE PEN 84 DAYS 
SUPPLY 

(PROGRAM 
STANDARD)

 OTHER:
_______________

 40 mg SQ EVERY OTHER week     40 mg SQ EVERY week 1 YEAR

 OTHER:

_______________

 HUMIRA 40 mg/0.4mL CITRATE FREE SYRINGE

 HUMIRA 20 mg/0.2mL CITRATE FREE SYRINGE  20 mg SQ EVERY OTHER week     20 mg SQ EVERY week

 HUMIRA 80 mg/0.8mL CITRATE FREE PEN  80 mg SQ EVERY OTHER week

 HUMIRA: _______________________________________________________________________________________ QTY: _________ DIRECTIONS: _________________________________________ REF: ________

PRESCRIBER CERTIFICATION:  See Program Terms of Participation on page 2.

PRESCRIPTION INFORMATION:  PLEASE SUBMIT PRESCRIPTIONS ACCORDING TO YOUR SPECIFIC STATE LAWS, RULES AND REGULATIONS. 

10

9

8 INDICATION:  

 PLAQUE PSORIASIS
 ULCERATIVE COLITIS (UC)    JUVENILE IDIOPATHIC ARTHRITIS (JIA)* 

 RHEUMATOID ARTHRITIS 
 PEDIATRIC CROHN’S DISEASE* 
 ANKYLOSING SPONDYLITIS

 PSORIATIC ARTHRITIS
 PEDIATRIC ULCERATIVE COLITIS* 
 CROHN’S DISEASE  UVEITIS* 

 HIDRADENITIS SUPPURATIVA (HS)

 Other: __________________________________

 SUBSTITUTION PERMITTED  DISPENSE AS WRITTEN

Please contact myAbbVie Assist for questions about other available HUMIRA presentations.

PRESCRIBER’S SIGNATURE (REQUIRED): DATE: 
RUBBER STAMPS, SIGNATURE BY OTHER OFFICE PERSONNEL OR COMPUTER-GENERATED IMAGES ARE NOT ALLOWED

Privacy Notice for Prescriber: For information on how we collect and process your personal data, including the categories we collect, purposes for their collection, and disclosures to third parties, 
visit https://abbv.ie/PrivacyHCP.

I understand that this prescription may be transmitted to an AbbVie-authorized pharmacy for patient enrollment in an AbbVie sponsored program for free product. I 
certify that the above therapy is medically necessary and that the information provided is accurate to the best of my knowledge. I shall not seek reimbursement for 
any medication dispensed hereunder from any government program or third party, including patient, nor will I sell, trade or distribute any such medication.  
myAbbVie Assist Program: myAbbVie Assist reserves the right to request additional information if needed and to change or discontinue the program at any time, 
without notice. I also understand that the applicant’s acceptance into the program should not influence treatment decisions.  
By signing this form, I authorize the program and its representatives to transmit this prescription form electronically, by facsimile, or by mail to a pharmacy designated 
by the program for the dispensing of the medication called for herein. I understand that I may not delegate signature authority.

HAS YOUR PATIENT'S INSURANCE DENIED COVERAGE FOR THE REQUESTED MEDICATION?*: If yes, please include denial document  YEYES  NO

HUMIRA STARTING THERAPY OPTIONS DOSAGE FORM(S) NEEDED QUANTITY CHOOSE ONE DIRECTION FOR USE REFILLS

PSORIASIS / UVEITIS / ADOLESCENT HS 
(Age 12 & older: 30kg (66 lbs) to < 60kg (132 lbs))

 HUMIRA 80 mg/0.8 mL (1) & 40 mg/0.4 mL (2) 
CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

4 SYRINGES

Inject 80 mg SQ on Day 1, 40 mg on Day 8, and 40 mg every 
other week NO REFILLS 

CROHN’S DISEASE / ULCERATIVE COLITIS / HS
 HUMIRA 80 mg/0.8 mL CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

6 SYRINGES

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15
NO REFILLS

 HUMIRA 20 mg/0.2 mL  CITRATE  FREE SYRINGE 6 SYRINGES Inject 80 mg SQ on Day 1 and 40 mg on Day 15

NO REFILLS

PEDIATRIC CROHN’S DISEASE 
(Weight: 17kg (37lbs) to < 40kg (88 lbs))

PEDIATRIC CROHN’S DISEASE 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL CITRATE FREE PEN 3 PEN KIT

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE SYRINGE

4 PENS

4 SYRINGES
Inject 80mg SQ on Day 1, 40mg on Day 8 and Day 15

NO REFILLS

PEDIATRIC ULCERATIVE COLITIS 
(Weight: 20kg (44lbs) to < 40kg (88 lbs))

PEDIATRIC ULCERATIVE COLITIS 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL (4) CITRATE FREE PEN 4 PENS

 Inject 160mg SQ on Day 1, 80mg on Day 8 and Day 15

 Inject 80mg SQ on Day 1, Day 2, Day 8 and Day 15

HUMIRA ONGOING THERAPY OPTIONS

 HUMIRA 40 mg/0.4mL CITRATE FREE PEN 84 DAYS 
SUPPLY 

(PROGRAM 
STANDARD)

 OTHER:
_______________

 40 mg SQ EVERY OTHER week     40 mg SQ EVERY week 1 YEAR

 OTHER:

_______________

 HUMIRA 40 mg/0.4mL CITRATE FREE SYRINGE

 HUMIRA 20 mg/0.2mL CITRATE FREE SYRINGE  20 mg SQ EVERY OTHER week     20 mg SQ EVERY week

 HUMIRA 80 mg/0.8mL CITRATE FREE PEN  80 mg SQ EVERY OTHER week

 HUMIRA: _______________________________________________________________________________________ QTY: _________ DIRECTIONS: _________________________________________ REF: ________

PRESCRIBER CERTIFICATION:  See Program Terms of Participation on page 2.

PRESCRIPTION INFORMATION:  PLEASE SUBMIT PRESCRIPTIONS ACCORDING TO YOUR SPECIFIC STATE LAWS, RULES AND REGULATIONS. 

10

9

8 INDICATION:  

 PLAQUE PSORIASIS
 ULCERATIVE COLITIS (UC)    JUVENILE IDIOPATHIC ARTHRITIS (JIA)* 

 RHEUMATOID ARTHRITIS 
 PEDIATRIC CROHN’S DISEASE* 
 ANKYLOSING SPONDYLITIS

 PSORIATIC ARTHRITIS
 PEDIATRIC ULCERATIVE COLITIS* 
 CROHN’S DISEASE  UVEITIS* 

 HIDRADENITIS SUPPURATIVA (HS)

 Other: __________________________________

 SUBSTITUTION PERMITTED  DISPENSE AS WRITTEN

Please contact myAbbVie Assist for questions about other available HUMIRA presentations.

PRESCRIBER’S SIGNATURE (REQUIRED): DATE: 
RUBBER STAMPS, SIGNATURE BY OTHER OFFICE PERSONNEL OR COMPUTER-GENERATED IMAGES ARE NOT ALLOWED

Privacy Notice for Prescriber: For information on how we collect and process your personal data, including the categories we collect, purposes for their collection, and disclosures to third parties, 
visit https://abbv.ie/PrivacyHCP.

I understand that this prescription may be transmitted to an AbbVie-authorized pharmacy for patient enrollment in an AbbVie sponsored program for free product. I 
certify that the above therapy is medically necessary and that the information provided is accurate to the best of my knowledge. I shall not seek reimbursement for 
any medication dispensed hereunder from any government program or third party, including patient, nor will I sell, trade or distribute any such medication.  
myAbbVie Assist Program: myAbbVie Assist reserves the right to request additional information if needed and to change or discontinue the program at any time, 
without notice. I also understand that the applicant’s acceptance into the program should not influence treatment decisions.  
By signing this form, I authorize the program and its representatives to transmit this prescription form electronically, by facsimile, or by mail to a pharmacy designated 
by the program for the dispensing of the medication called for herein. I understand that I may not delegate signature authority.

HAS YOUR PATIENT'S INSURANCE DENIED COVERAGE FOR THE REQUESTED MEDICATION?*: If yes, please include denial document  YEYES  NO

H-APP3-24L-1    December 2024

PATIENT NAME: DOB: PHONE:  

DRUG ALLERGIES: *PATIENT WEIGHT (IF UNDER 18):

CONCOMITANT MEDICATIONS: 

PRESCRIBER INFORMATION:

PATIENT INFORMATION:

6

7

PRESCRIBER’S NAME:  MD    DO    OTHER: NPI #: 

ADDRESS:        CITY: STATE: ZIP:

(if applicable) COLLABORATING MD NAME: (if applicable) NPI #: 

OFFICE CONTACT NAME: OFFICE PHONE:            OFFICE FAX:

 FOR HEALTH CARE PROVIDER USE ONLY Please print clearly.

PLEASE SUBMIT THIS PAGE.
Fax to AbbVie: 1-866-250-2803

Must be completed by a licensed prescriber and faxed directly from a healthcare office.

*add weight only if applicable

Page 7 of 7
For full Prescribing Information please visit www.rxabbvie.com
©2024 AbbVie

HUMIRA® (adalimumab)   Patient Access Support: Enrollment & Prescription Form

H-APP3-24D -1A   April 2024

HUMIRA STARTING THERAPY OPTIONS DOSAGE FORM(S) NEEDED QUANTITY CHOOSE ONE DIRECTION FOR USE REFILLS

PSORIASIS / UVEITIS / ADOLESCENT HS 
(Age 12 & older: 30kg (66 lbs) to < 60kg (132 lbs))

 HUMIRA 80 mg/0.8 mL (1) & 40 mg/0.4 mL (2) 
CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

4 SYRINGES

Inject 80 mg SQ on Day 1, 40 mg on Day 8, and 40 mg every 
other week NO REFILLS 

CROHN’S DISEASE / ULCERATIVE COLITIS / HS
 HUMIRA 80 mg/0.8 mL CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

6 SYRINGES

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15
NO REFILLS

 HUMIRA 20 mg/0.2 mL  CITRATE  FREE SYRINGE 6 SYRINGES Inject 80 mg SQ on Day 1 and 40 mg on Day 15

NO REFILLS

PEDIATRIC CROHN’S DISEASE 
(Weight: 17kg (37lbs) to < 40kg (88 lbs))

PEDIATRIC CROHN’S DISEASE 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL CITRATE FREE PEN 3 PEN KIT

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE SYRINGE

4 PENS

4 SYRINGES
Inject 80mg SQ on Day 1, 40mg on Day 8 and Day 15

NO REFILLS

PEDIATRIC ULCERATIVE COLITIS 
(Weight: 20kg (44lbs) to < 40kg (88 lbs))

PEDIATRIC ULCERATIVE COLITIS 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL (4) CITRATE FREE PEN 4 PENS

 Inject 160mg SQ on Day 1, 80mg on Day 8 and Day 15

 Inject 80mg SQ on Day 1, Day 2, Day 8 and Day 15

HUMIRA ONGOING THERAPY OPTIONS

 HUMIRA 40 mg/0.4mL CITRATE FREE PEN 84 DAYS 
SUPPLY 

(PROGRAM 
STANDARD)

 OTHER:
_______________

 40 mg SQ EVERY OTHER week     40 mg SQ EVERY week 1 YEAR

 OTHER:

_______________

 HUMIRA 40 mg/0.4mL CITRATE FREE SYRINGE

 HUMIRA 20 mg/0.2mL CITRATE FREE SYRINGE  20 mg SQ EVERY OTHER week     20 mg SQ EVERY week

 HUMIRA 80 mg/0.8mL CITRATE FREE PEN  80 mg SQ EVERY OTHER week

 HUMIRA: _______________________________________________________________________________________ QTY: _________ DIRECTIONS: _________________________________________ REF: ________

PRESCRIBER CERTIFICATION:  See Program Terms of Participation on page 2.

PRESCRIPTION INFORMATION:  PLEASE SUBMIT PRESCRIPTIONS ACCORDING TO YOUR SPECIFIC STATE LAWS, RULES AND REGULATIONS. 

10

9

8 INDICATION:  

 PLAQUE PSORIASIS
 ULCERATIVE COLITIS (UC)    JUVENILE IDIOPATHIC ARTHRITIS (JIA)* 

 RHEUMATOID ARTHRITIS 
 PEDIATRIC CROHN’S DISEASE* 
 ANKYLOSING SPONDYLITIS

 PSORIATIC ARTHRITIS
 PEDIATRIC ULCERATIVE COLITIS* 
 CROHN’S DISEASE  UVEITIS* 

 HIDRADENITIS SUPPURATIVA (HS)

 Other: __________________________________

 SUBSTITUTION PERMITTED  DISPENSE AS WRITTEN

Please contact myAbbVie Assist for questions about other available HUMIRA presentations.

PRESCRIBER’S SIGNATURE (REQUIRED): DATE: 
RUBBER STAMPS, SIGNATURE BY OTHER OFFICE PERSONNEL OR COMPUTER-GENERATED IMAGES ARE NOT ALLOWED

Privacy Notice for Prescriber: For information on how we collect and process your personal data, including the categories we collect, purposes for their collection, and disclosures to third parties, 
visit https://abbv.ie/PrivacyHCP.

I understand that this prescription may be transmitted to an AbbVie-authorized pharmacy for patient enrollment in an AbbVie sponsored program for free product. I 
certify that the above therapy is medically necessary and that the information provided is accurate to the best of my knowledge. I shall not seek reimbursement for 
any medication dispensed hereunder from any government program or third party, including patient, nor will I sell, trade or distribute any such medication.  
myAbbVie Assist Program: myAbbVie Assist reserves the right to request additional information if needed and to change or discontinue the program at any time, 
without notice. I also understand that the applicant’s acceptance into the program should not influence treatment decisions.  
By signing this form, I authorize the program and its representatives to transmit this prescription form electronically, by facsimile, or by mail to a pharmacy designated 
by the program for the dispensing of the medication called for herein. I understand that I may not delegate signature authority.

HAS YOUR PATIENT'S INSURANCE DENIED COVERAGE FOR THE REQUESTED MEDICATION?*: If yes, please include denial document  YEYES  NO

HUMIRA STARTING THERAPY OPTIONS DOSAGE FORM(S) NEEDED QUANTITY CHOOSE ONE DIRECTION FOR USE REFILLS

PSORIASIS / UVEITIS / ADOLESCENT HS 
(Age 12 & older: 30kg (66 lbs) to < 60kg (132 lbs))

 HUMIRA 80 mg/0.8 mL (1) & 40 mg/0.4 mL (2) 
CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

4 SYRINGES

Inject 80 mg SQ on Day 1, 40 mg on Day 8, and 40 mg every 
other week NO REFILLS 

CROHN’S DISEASE / ULCERATIVE COLITIS / HS
 HUMIRA 80 mg/0.8 mL CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

6 SYRINGES

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15
NO REFILLS

 HUMIRA 20 mg/0.2 mL  CITRATE  FREE SYRINGE 6 SYRINGES Inject 80 mg SQ on Day 1 and 40 mg on Day 15

NO REFILLS

PEDIATRIC CROHN’S DISEASE 
(Weight: 17kg (37lbs) to < 40kg (88 lbs))

PEDIATRIC CROHN’S DISEASE 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL CITRATE FREE PEN 3 PEN KIT

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE SYRINGE

4 PENS

4 SYRINGES
Inject 80mg SQ on Day 1, 40mg on Day 8 and Day 15

NO REFILLS

PEDIATRIC ULCERATIVE COLITIS 
(Weight: 20kg (44lbs) to < 40kg (88 lbs))

PEDIATRIC ULCERATIVE COLITIS 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL (4) CITRATE FREE PEN 4 PENS

 Inject 160mg SQ on Day 1, 80mg on Day 8 and Day 15

 Inject 80mg SQ on Day 1, Day 2, Day 8 and Day 15

HUMIRA ONGOING THERAPY OPTIONS

 HUMIRA 40 mg/0.4mL CITRATE FREE PEN 84 DAYS 
SUPPLY 

(PROGRAM 
STANDARD)

 OTHER:
_______________

 40 mg SQ EVERY OTHER week     40 mg SQ EVERY week 1 YEAR

 OTHER:

_______________

 HUMIRA 40 mg/0.4mL CITRATE FREE SYRINGE

 HUMIRA 20 mg/0.2mL CITRATE FREE SYRINGE  20 mg SQ EVERY OTHER week     20 mg SQ EVERY week

 HUMIRA 80 mg/0.8mL CITRATE FREE PEN  80 mg SQ EVERY OTHER week

 HUMIRA: _______________________________________________________________________________________ QTY: _________ DIRECTIONS: _________________________________________ REF: ________

PRESCRIBER CERTIFICATION:  See Program Terms of Participation on page 2.

PRESCRIPTION INFORMATION:  PLEASE SUBMIT PRESCRIPTIONS ACCORDING TO YOUR SPECIFIC STATE LAWS, RULES AND REGULATIONS. 

10

9

8 INDICATION:  

 PLAQUE PSORIASIS
 ULCERATIVE COLITIS (UC)    JUVENILE IDIOPATHIC ARTHRITIS (JIA)* 

 RHEUMATOID ARTHRITIS 
 PEDIATRIC CROHN’S DISEASE* 
 ANKYLOSING SPONDYLITIS

 PSORIATIC ARTHRITIS
 PEDIATRIC ULCERATIVE COLITIS* 
 CROHN’S DISEASE  UVEITIS* 

 HIDRADENITIS SUPPURATIVA (HS)

 Other: __________________________________

 SUBSTITUTION PERMITTED  DISPENSE AS WRITTEN

Please contact myAbbVie Assist for questions about other available HUMIRA presentations.

PRESCRIBER’S SIGNATURE (REQUIRED): DATE: 
RUBBER STAMPS, SIGNATURE BY OTHER OFFICE PERSONNEL OR COMPUTER-GENERATED IMAGES ARE NOT ALLOWED

Privacy Notice for Prescriber: For information on how we collect and process your personal data, including the categories we collect, purposes for their collection, and disclosures to third parties, 
visit https://abbv.ie/PrivacyHCP.

I understand that this prescription may be transmitted to an AbbVie-authorized pharmacy for patient enrollment in an AbbVie sponsored program for free product. I 
certify that the above therapy is medically necessary and that the information provided is accurate to the best of my knowledge. I shall not seek reimbursement for 
any medication dispensed hereunder from any government program or third party, including patient, nor will I sell, trade or distribute any such medication.  
myAbbVie Assist Program: myAbbVie Assist reserves the right to request additional information if needed and to change or discontinue the program at any time, 
without notice. I also understand that the applicant’s acceptance into the program should not influence treatment decisions.  
By signing this form, I authorize the program and its representatives to transmit this prescription form electronically, by facsimile, or by mail to a pharmacy designated 
by the program for the dispensing of the medication called for herein. I understand that I may not delegate signature authority.

HAS YOUR PATIENT'S INSURANCE DENIED COVERAGE FOR THE REQUESTED MEDICATION?*: If yes, please include denial document  YEYES  NO

PATIENT NAME: DOB: PHONE:  

DRUG ALLERGIES: *PATIENT WEIGHT (IF UNDER 18):

CONCOMITANT MEDICATIONS: 

PRESCRIBER INFORMATION:

PATIENT INFORMATION:

6

7

PRESCRIBER’S NAME:  MD    DO    OTHER: NPI #: 

ADDRESS:        CITY: STATE: ZIP:

(if applicable) COLLABORATING MD NAME: (if applicable) NPI #: 

OFFICE CONTACT NAME: OFFICE PHONE:            OFFICE FAX:

 FOR HEALTH CARE PROVIDER USE ONLY Please print clearly.

PLEASE SUBMIT THIS PAGE.
Fax to AbbVie: 1-866-250-2803

Must be completed by a licensed prescriber and faxed directly from a healthcare office.

*add weight only if applicable

Page 7 of 7
For full Prescribing Information please visit www.rxabbvie.com
©2024 AbbVie

HUMIRA® (adalimumab)   Patient Access Support: Enrollment & Prescription Form

H-APP3-24D -1A   April 2024

HUMIRA STARTING THERAPY OPTIONS DOSAGE FORM(S) NEEDED QUANTITY CHOOSE ONE DIRECTION FOR USE REFILLS

PSORIASIS / UVEITIS / ADOLESCENT HS 
(Age 12 & older: 30kg (66 lbs) to < 60kg (132 lbs))

 HUMIRA 80 mg/0.8 mL (1) & 40 mg/0.4 mL (2) 
CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

4 SYRINGES

Inject 80 mg SQ on Day 1, 40 mg on Day 8, and 40 mg every 
other week NO REFILLS 

CROHN’S DISEASE / ULCERATIVE COLITIS / HS
 HUMIRA 80 mg/0.8 mL CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

6 SYRINGES

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15
NO REFILLS

 HUMIRA 20 mg/0.2 mL  CITRATE  FREE SYRINGE 6 SYRINGES Inject 80 mg SQ on Day 1 and 40 mg on Day 15

NO REFILLS

PEDIATRIC CROHN’S DISEASE 
(Weight: 17kg (37lbs) to < 40kg (88 lbs))

PEDIATRIC CROHN’S DISEASE 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL CITRATE FREE PEN 3 PEN KIT

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE SYRINGE

4 PENS

4 SYRINGES
Inject 80mg SQ on Day 1, 40mg on Day 8 and Day 15

NO REFILLS

PEDIATRIC ULCERATIVE COLITIS 
(Weight: 20kg (44lbs) to < 40kg (88 lbs))

PEDIATRIC ULCERATIVE COLITIS 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL (4) CITRATE FREE PEN 4 PENS

 Inject 160mg SQ on Day 1, 80mg on Day 8 and Day 15

 Inject 80mg SQ on Day 1, Day 2, Day 8 and Day 15

HUMIRA ONGOING THERAPY OPTIONS

 HUMIRA 40 mg/0.4mL CITRATE FREE PEN 84 DAYS 
SUPPLY 

(PROGRAM 
STANDARD)

 OTHER:
_______________

 40 mg SQ EVERY OTHER week     40 mg SQ EVERY week 1 YEAR

 OTHER:

_______________

 HUMIRA 40 mg/0.4mL CITRATE FREE SYRINGE

 HUMIRA 20 mg/0.2mL CITRATE FREE SYRINGE  20 mg SQ EVERY OTHER week     20 mg SQ EVERY week

 HUMIRA 80 mg/0.8mL CITRATE FREE PEN  80 mg SQ EVERY OTHER week

 HUMIRA: _______________________________________________________________________________________ QTY: _________ DIRECTIONS: _________________________________________ REF: ________

PRESCRIBER CERTIFICATION:  See Program Terms of Participation on page 2.

PRESCRIPTION INFORMATION:  PLEASE SUBMIT PRESCRIPTIONS ACCORDING TO YOUR SPECIFIC STATE LAWS, RULES AND REGULATIONS. 

10

9

8 INDICATION:  

 PLAQUE PSORIASIS
 ULCERATIVE COLITIS (UC)    JUVENILE IDIOPATHIC ARTHRITIS (JIA)* 

 RHEUMATOID ARTHRITIS 
 PEDIATRIC CROHN’S DISEASE* 
 ANKYLOSING SPONDYLITIS

 PSORIATIC ARTHRITIS
 PEDIATRIC ULCERATIVE COLITIS* 
 CROHN’S DISEASE  UVEITIS* 

 HIDRADENITIS SUPPURATIVA (HS)

 Other: __________________________________

 SUBSTITUTION PERMITTED  DISPENSE AS WRITTEN

Please contact myAbbVie Assist for questions about other available HUMIRA presentations.

PRESCRIBER’S SIGNATURE (REQUIRED): DATE: 
RUBBER STAMPS, SIGNATURE BY OTHER OFFICE PERSONNEL OR COMPUTER-GENERATED IMAGES ARE NOT ALLOWED

Privacy Notice for Prescriber: For information on how we collect and process your personal data, including the categories we collect, purposes for their collection, and disclosures to third parties, 
visit https://abbv.ie/PrivacyHCP.

I understand that this prescription may be transmitted to an AbbVie-authorized pharmacy for patient enrollment in an AbbVie sponsored program for free product. I 
certify that the above therapy is medically necessary and that the information provided is accurate to the best of my knowledge. I shall not seek reimbursement for 
any medication dispensed hereunder from any government program or third party, including patient, nor will I sell, trade or distribute any such medication.  
myAbbVie Assist Program: myAbbVie Assist reserves the right to request additional information if needed and to change or discontinue the program at any time, 
without notice. I also understand that the applicant’s acceptance into the program should not influence treatment decisions.  
By signing this form, I authorize the program and its representatives to transmit this prescription form electronically, by facsimile, or by mail to a pharmacy designated 
by the program for the dispensing of the medication called for herein. I understand that I may not delegate signature authority.

HAS YOUR PATIENT'S INSURANCE DENIED COVERAGE FOR THE REQUESTED MEDICATION?*: If yes, please include denial document  YEYES  NO

HUMIRA STARTING THERAPY OPTIONS DOSAGE FORM(S) NEEDED QUANTITY CHOOSE ONE DIRECTION FOR USE REFILLS

PSORIASIS / UVEITIS / ADOLESCENT HS 
(Age 12 & older: 30kg (66 lbs) to < 60kg (132 lbs))

 HUMIRA 80 mg/0.8 mL (1) & 40 mg/0.4 mL (2) 
CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

4 SYRINGES

Inject 80 mg SQ on Day 1, 40 mg on Day 8, and 40 mg every 
other week NO REFILLS 

CROHN’S DISEASE / ULCERATIVE COLITIS / HS
 HUMIRA 80 mg/0.8 mL CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

6 SYRINGES

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15
NO REFILLS

 HUMIRA 20 mg/0.2 mL  CITRATE  FREE SYRINGE 6 SYRINGES Inject 80 mg SQ on Day 1 and 40 mg on Day 15

NO REFILLS

PEDIATRIC CROHN’S DISEASE 
(Weight: 17kg (37lbs) to < 40kg (88 lbs))

PEDIATRIC CROHN’S DISEASE 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL CITRATE FREE PEN 3 PEN KIT

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE SYRINGE

4 PENS

4 SYRINGES
Inject 80mg SQ on Day 1, 40mg on Day 8 and Day 15

NO REFILLS

PEDIATRIC ULCERATIVE COLITIS 
(Weight: 20kg (44lbs) to < 40kg (88 lbs))

PEDIATRIC ULCERATIVE COLITIS 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL (4) CITRATE FREE PEN 4 PENS

 Inject 160mg SQ on Day 1, 80mg on Day 8 and Day 15

 Inject 80mg SQ on Day 1, Day 2, Day 8 and Day 15

HUMIRA ONGOING THERAPY OPTIONS

 HUMIRA 40 mg/0.4mL CITRATE FREE PEN 84 DAYS 
SUPPLY 

(PROGRAM 
STANDARD)

 OTHER:
_______________

 40 mg SQ EVERY OTHER week     40 mg SQ EVERY week 1 YEAR

 OTHER:

_______________

 HUMIRA 40 mg/0.4mL CITRATE FREE SYRINGE

 HUMIRA 20 mg/0.2mL CITRATE FREE SYRINGE  20 mg SQ EVERY OTHER week     20 mg SQ EVERY week

 HUMIRA 80 mg/0.8mL CITRATE FREE PEN  80 mg SQ EVERY OTHER week

 HUMIRA: _______________________________________________________________________________________ QTY: _________ DIRECTIONS: _________________________________________ REF: ________

PRESCRIBER CERTIFICATION:  See Program Terms of Participation on page 2.

PRESCRIPTION INFORMATION:  PLEASE SUBMIT PRESCRIPTIONS ACCORDING TO YOUR SPECIFIC STATE LAWS, RULES AND REGULATIONS. 

10

9

8 INDICATION:  

 PLAQUE PSORIASIS
 ULCERATIVE COLITIS (UC)    JUVENILE IDIOPATHIC ARTHRITIS (JIA)* 

 RHEUMATOID ARTHRITIS 
 PEDIATRIC CROHN’S DISEASE* 
 ANKYLOSING SPONDYLITIS

 PSORIATIC ARTHRITIS
 PEDIATRIC ULCERATIVE COLITIS* 
 CROHN’S DISEASE  UVEITIS* 

 HIDRADENITIS SUPPURATIVA (HS)

 Other: __________________________________

 SUBSTITUTION PERMITTED  DISPENSE AS WRITTEN

Please contact myAbbVie Assist for questions about other available HUMIRA presentations.

PRESCRIBER’S SIGNATURE (REQUIRED): DATE: 
RUBBER STAMPS, SIGNATURE BY OTHER OFFICE PERSONNEL OR COMPUTER-GENERATED IMAGES ARE NOT ALLOWED

Privacy Notice for Prescriber: For information on how we collect and process your personal data, including the categories we collect, purposes for their collection, and disclosures to third parties, 
visit https://abbv.ie/PrivacyHCP.

I understand that this prescription may be transmitted to an AbbVie-authorized pharmacy for patient enrollment in an AbbVie sponsored program for free product. I 
certify that the above therapy is medically necessary and that the information provided is accurate to the best of my knowledge. I shall not seek reimbursement for 
any medication dispensed hereunder from any government program or third party, including patient, nor will I sell, trade or distribute any such medication.  
myAbbVie Assist Program: myAbbVie Assist reserves the right to request additional information if needed and to change or discontinue the program at any time, 
without notice. I also understand that the applicant’s acceptance into the program should not influence treatment decisions.  
By signing this form, I authorize the program and its representatives to transmit this prescription form electronically, by facsimile, or by mail to a pharmacy designated 
by the program for the dispensing of the medication called for herein. I understand that I may not delegate signature authority.

HAS YOUR PATIENT'S INSURANCE DENIED COVERAGE FOR THE REQUESTED MEDICATION?*: If yes, please include denial document  YEYES  NO

PATIENT NAME: DOB: PHONE:  

DRUG ALLERGIES: *PATIENT WEIGHT (IF UNDER 18):

CONCOMITANT MEDICATIONS: 

PRESCRIBER INFORMATION:

PATIENT INFORMATION:

6

7

PRESCRIBER’S NAME:  MD    DO    OTHER: NPI #: 

ADDRESS:        CITY: STATE: ZIP:

(if applicable) COLLABORATING MD NAME: (if applicable) NPI #: 

OFFICE CONTACT NAME: OFFICE PHONE:            OFFICE FAX:

 FOR HEALTH CARE PROVIDER USE ONLY Please print clearly.

PLEASE SUBMIT THIS PAGE.
Fax to AbbVie: 1-866-250-2803

Must be completed by a licensed prescriber and faxed directly from a healthcare office.

*add weight only if applicable

Page 7 of 7
For full Prescribing Information please visit www.rxabbvie.com
©2024 AbbVie

HUMIRA® (adalimumab)   Patient Access Support: Enrollment & Prescription Form

H-APP3-24D -1A   April 2024

HUMIRA STARTING THERAPY OPTIONS DOSAGE FORM(S) NEEDED QUANTITY CHOOSE ONE DIRECTION FOR USE REFILLS

PSORIASIS / UVEITIS / ADOLESCENT HS 
(Age 12 & older: 30kg (66 lbs) to < 60kg (132 lbs))

 HUMIRA 80 mg/0.8 mL (1) & 40 mg/0.4 mL (2) 
CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

4 SYRINGES

Inject 80 mg SQ on Day 1, 40 mg on Day 8, and 40 mg every 
other week NO REFILLS 

CROHN’S DISEASE / ULCERATIVE COLITIS / HS
 HUMIRA 80 mg/0.8 mL CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

6 SYRINGES

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15
NO REFILLS

 HUMIRA 20 mg/0.2 mL  CITRATE  FREE SYRINGE 6 SYRINGES Inject 80 mg SQ on Day 1 and 40 mg on Day 15

NO REFILLS

PEDIATRIC CROHN’S DISEASE 
(Weight: 17kg (37lbs) to < 40kg (88 lbs))

PEDIATRIC CROHN’S DISEASE 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL CITRATE FREE PEN 3 PEN KIT

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE SYRINGE

4 PENS

4 SYRINGES
Inject 80mg SQ on Day 1, 40mg on Day 8 and Day 15

NO REFILLS

PEDIATRIC ULCERATIVE COLITIS 
(Weight: 20kg (44lbs) to < 40kg (88 lbs))

PEDIATRIC ULCERATIVE COLITIS 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL (4) CITRATE FREE PEN 4 PENS

 Inject 160mg SQ on Day 1, 80mg on Day 8 and Day 15

 Inject 80mg SQ on Day 1, Day 2, Day 8 and Day 15

HUMIRA ONGOING THERAPY OPTIONS

 HUMIRA 40 mg/0.4mL CITRATE FREE PEN 84 DAYS 
SUPPLY 

(PROGRAM 
STANDARD)

 OTHER:
_______________

 40 mg SQ EVERY OTHER week     40 mg SQ EVERY week 1 YEAR

 OTHER:

_______________

 HUMIRA 40 mg/0.4mL CITRATE FREE SYRINGE

 HUMIRA 20 mg/0.2mL CITRATE FREE SYRINGE  20 mg SQ EVERY OTHER week     20 mg SQ EVERY week

 HUMIRA 80 mg/0.8mL CITRATE FREE PEN  80 mg SQ EVERY OTHER week

 HUMIRA: _______________________________________________________________________________________ QTY: _________ DIRECTIONS: _________________________________________ REF: ________

PRESCRIBER CERTIFICATION:  See Program Terms of Participation on page 2.

PRESCRIPTION INFORMATION:  PLEASE SUBMIT PRESCRIPTIONS ACCORDING TO YOUR SPECIFIC STATE LAWS, RULES AND REGULATIONS. 

10

9

8 INDICATION:  

 PLAQUE PSORIASIS
 ULCERATIVE COLITIS (UC)    JUVENILE IDIOPATHIC ARTHRITIS (JIA)* 

 RHEUMATOID ARTHRITIS 
 PEDIATRIC CROHN’S DISEASE* 
 ANKYLOSING SPONDYLITIS

 PSORIATIC ARTHRITIS
 PEDIATRIC ULCERATIVE COLITIS* 
 CROHN’S DISEASE  UVEITIS* 

 HIDRADENITIS SUPPURATIVA (HS)

 Other: __________________________________

 SUBSTITUTION PERMITTED  DISPENSE AS WRITTEN

Please contact myAbbVie Assist for questions about other available HUMIRA presentations.

PRESCRIBER’S SIGNATURE (REQUIRED): DATE: 
RUBBER STAMPS, SIGNATURE BY OTHER OFFICE PERSONNEL OR COMPUTER-GENERATED IMAGES ARE NOT ALLOWED

Privacy Notice for Prescriber: For information on how we collect and process your personal data, including the categories we collect, purposes for their collection, and disclosures to third parties, 
visit https://abbv.ie/PrivacyHCP.

I understand that this prescription may be transmitted to an AbbVie-authorized pharmacy for patient enrollment in an AbbVie sponsored program for free product. I 
certify that the above therapy is medically necessary and that the information provided is accurate to the best of my knowledge. I shall not seek reimbursement for 
any medication dispensed hereunder from any government program or third party, including patient, nor will I sell, trade or distribute any such medication.  
myAbbVie Assist Program: myAbbVie Assist reserves the right to request additional information if needed and to change or discontinue the program at any time, 
without notice. I also understand that the applicant’s acceptance into the program should not influence treatment decisions.  
By signing this form, I authorize the program and its representatives to transmit this prescription form electronically, by facsimile, or by mail to a pharmacy designated 
by the program for the dispensing of the medication called for herein. I understand that I may not delegate signature authority.

HAS YOUR PATIENT'S INSURANCE DENIED COVERAGE FOR THE REQUESTED MEDICATION?*: If yes, please include denial document  YEYES  NO

HUMIRA STARTING THERAPY OPTIONS DOSAGE FORM(S) NEEDED QUANTITY CHOOSE ONE DIRECTION FOR USE REFILLS

PSORIASIS / UVEITIS / ADOLESCENT HS 
(Age 12 & older: 30kg (66 lbs) to < 60kg (132 lbs))

 HUMIRA 80 mg/0.8 mL (1) & 40 mg/0.4 mL (2) 
CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

4 SYRINGES

Inject 80 mg SQ on Day 1, 40 mg on Day 8, and 40 mg every 
other week NO REFILLS 

CROHN’S DISEASE / ULCERATIVE COLITIS / HS
 HUMIRA 80 mg/0.8 mL CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

6 SYRINGES

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15
NO REFILLS

 HUMIRA 20 mg/0.2 mL  CITRATE  FREE SYRINGE 6 SYRINGES Inject 80 mg SQ on Day 1 and 40 mg on Day 15

NO REFILLS

PEDIATRIC CROHN’S DISEASE 
(Weight: 17kg (37lbs) to < 40kg (88 lbs))

PEDIATRIC CROHN’S DISEASE 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL CITRATE FREE PEN 3 PEN KIT

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE SYRINGE

4 PENS

4 SYRINGES
Inject 80mg SQ on Day 1, 40mg on Day 8 and Day 15

NO REFILLS

PEDIATRIC ULCERATIVE COLITIS 
(Weight: 20kg (44lbs) to < 40kg (88 lbs))

PEDIATRIC ULCERATIVE COLITIS 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL (4) CITRATE FREE PEN 4 PENS

 Inject 160mg SQ on Day 1, 80mg on Day 8 and Day 15

 Inject 80mg SQ on Day 1, Day 2, Day 8 and Day 15

HUMIRA ONGOING THERAPY OPTIONS

 HUMIRA 40 mg/0.4mL CITRATE FREE PEN 84 DAYS 
SUPPLY 

(PROGRAM 
STANDARD)

 OTHER:
_______________

 40 mg SQ EVERY OTHER week     40 mg SQ EVERY week 1 YEAR

 OTHER:

_______________

 HUMIRA 40 mg/0.4mL CITRATE FREE SYRINGE

 HUMIRA 20 mg/0.2mL CITRATE FREE SYRINGE  20 mg SQ EVERY OTHER week     20 mg SQ EVERY week

 HUMIRA 80 mg/0.8mL CITRATE FREE PEN  80 mg SQ EVERY OTHER week

 HUMIRA: _______________________________________________________________________________________ QTY: _________ DIRECTIONS: _________________________________________ REF: ________

PRESCRIBER CERTIFICATION:  See Program Terms of Participation on page 2.

PRESCRIPTION INFORMATION:  PLEASE SUBMIT PRESCRIPTIONS ACCORDING TO YOUR SPECIFIC STATE LAWS, RULES AND REGULATIONS. 

10

9

8 INDICATION:  

 PLAQUE PSORIASIS
 ULCERATIVE COLITIS (UC)    JUVENILE IDIOPATHIC ARTHRITIS (JIA)* 

 RHEUMATOID ARTHRITIS 
 PEDIATRIC CROHN’S DISEASE* 
 ANKYLOSING SPONDYLITIS

 PSORIATIC ARTHRITIS
 PEDIATRIC ULCERATIVE COLITIS* 
 CROHN’S DISEASE  UVEITIS* 

 HIDRADENITIS SUPPURATIVA (HS)

 Other: __________________________________

 SUBSTITUTION PERMITTED  DISPENSE AS WRITTEN

Please contact myAbbVie Assist for questions about other available HUMIRA presentations.

PRESCRIBER’S SIGNATURE (REQUIRED): DATE: 
RUBBER STAMPS, SIGNATURE BY OTHER OFFICE PERSONNEL OR COMPUTER-GENERATED IMAGES ARE NOT ALLOWED

Privacy Notice for Prescriber: For information on how we collect and process your personal data, including the categories we collect, purposes for their collection, and disclosures to third parties, 
visit https://abbv.ie/PrivacyHCP.

I understand that this prescription may be transmitted to an AbbVie-authorized pharmacy for patient enrollment in an AbbVie sponsored program for free product. I 
certify that the above therapy is medically necessary and that the information provided is accurate to the best of my knowledge. I shall not seek reimbursement for 
any medication dispensed hereunder from any government program or third party, including patient, nor will I sell, trade or distribute any such medication.  
myAbbVie Assist Program: myAbbVie Assist reserves the right to request additional information if needed and to change or discontinue the program at any time, 
without notice. I also understand that the applicant’s acceptance into the program should not influence treatment decisions.  
By signing this form, I authorize the program and its representatives to transmit this prescription form electronically, by facsimile, or by mail to a pharmacy designated 
by the program for the dispensing of the medication called for herein. I understand that I may not delegate signature authority.

HAS YOUR PATIENT'S INSURANCE DENIED COVERAGE FOR THE REQUESTED MEDICATION?*: If yes, please include denial document  YEYES  NO

PATIENT NAME: DOB: PHONE:  

DRUG ALLERGIES: *PATIENT WEIGHT (IF UNDER 18):

CONCOMITANT MEDICATIONS: 

PRESCRIBER INFORMATION:

PATIENT INFORMATION:

6

7

PRESCRIBER’S NAME:  MD    DO    OTHER: NPI #: 

ADDRESS:        CITY: STATE: ZIP:

(if applicable) COLLABORATING MD NAME: (if applicable) NPI #: 

OFFICE CONTACT NAME: OFFICE PHONE:            OFFICE FAX:

 FOR HEALTH CARE PROVIDER USE ONLY Please print clearly.

PLEASE SUBMIT THIS PAGE.
Fax to AbbVie: 1-866-250-2803

Must be completed by a licensed prescriber and faxed directly from a healthcare office.

*add weight only if applicable

Page 7 of 7
For full Prescribing Information please visit www.rxabbvie.com
©2024 AbbVie

HUMIRA® (adalimumab)   Patient Access Support: Enrollment & Prescription Form

H-APP3-24D -1A   April 2024

HUMIRA STARTING THERAPY OPTIONS DOSAGE FORM(S) NEEDED QUANTITY CHOOSE ONE DIRECTION FOR USE REFILLS

PSORIASIS / UVEITIS / ADOLESCENT HS 
(Age 12 & older: 30kg (66 lbs) to < 60kg (132 lbs))

 HUMIRA 80 mg/0.8 mL (1) & 40 mg/0.4 mL (2) 
CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

4 SYRINGES

Inject 80 mg SQ on Day 1, 40 mg on Day 8, and 40 mg every 
other week NO REFILLS 

CROHN’S DISEASE / ULCERATIVE COLITIS / HS
 HUMIRA 80 mg/0.8 mL CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

6 SYRINGES

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15
NO REFILLS

 HUMIRA 20 mg/0.2 mL  CITRATE  FREE SYRINGE 6 SYRINGES Inject 80 mg SQ on Day 1 and 40 mg on Day 15

NO REFILLS

PEDIATRIC CROHN’S DISEASE 
(Weight: 17kg (37lbs) to < 40kg (88 lbs))

PEDIATRIC CROHN’S DISEASE 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL CITRATE FREE PEN 3 PEN KIT

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE SYRINGE

4 PENS

4 SYRINGES
Inject 80mg SQ on Day 1, 40mg on Day 8 and Day 15

NO REFILLS

PEDIATRIC ULCERATIVE COLITIS 
(Weight: 20kg (44lbs) to < 40kg (88 lbs))

PEDIATRIC ULCERATIVE COLITIS 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL (4) CITRATE FREE PEN 4 PENS

 Inject 160mg SQ on Day 1, 80mg on Day 8 and Day 15

 Inject 80mg SQ on Day 1, Day 2, Day 8 and Day 15

HUMIRA ONGOING THERAPY OPTIONS

 HUMIRA 40 mg/0.4mL CITRATE FREE PEN 84 DAYS 
SUPPLY 

(PROGRAM 
STANDARD)

 OTHER:
_______________

 40 mg SQ EVERY OTHER week     40 mg SQ EVERY week 1 YEAR

 OTHER:

_______________

 HUMIRA 40 mg/0.4mL CITRATE FREE SYRINGE

 HUMIRA 20 mg/0.2mL CITRATE FREE SYRINGE  20 mg SQ EVERY OTHER week     20 mg SQ EVERY week

 HUMIRA 80 mg/0.8mL CITRATE FREE PEN  80 mg SQ EVERY OTHER week

 HUMIRA: _______________________________________________________________________________________ QTY: _________ DIRECTIONS: _________________________________________ REF: ________

PRESCRIBER CERTIFICATION:  See Program Terms of Participation on page 2.

PRESCRIPTION INFORMATION:  PLEASE SUBMIT PRESCRIPTIONS ACCORDING TO YOUR SPECIFIC STATE LAWS, RULES AND REGULATIONS. 

10

9

8 INDICATION:  

 PLAQUE PSORIASIS
 ULCERATIVE COLITIS (UC)    JUVENILE IDIOPATHIC ARTHRITIS (JIA)* 

 RHEUMATOID ARTHRITIS 
 PEDIATRIC CROHN’S DISEASE* 
 ANKYLOSING SPONDYLITIS

 PSORIATIC ARTHRITIS
 PEDIATRIC ULCERATIVE COLITIS* 
 CROHN’S DISEASE  UVEITIS* 

 HIDRADENITIS SUPPURATIVA (HS)

 Other: __________________________________

 SUBSTITUTION PERMITTED  DISPENSE AS WRITTEN

Please contact myAbbVie Assist for questions about other available HUMIRA presentations.

PRESCRIBER’S SIGNATURE (REQUIRED): DATE: 
RUBBER STAMPS, SIGNATURE BY OTHER OFFICE PERSONNEL OR COMPUTER-GENERATED IMAGES ARE NOT ALLOWED

Privacy Notice for Prescriber: For information on how we collect and process your personal data, including the categories we collect, purposes for their collection, and disclosures to third parties, 
visit https://abbv.ie/PrivacyHCP.

I understand that this prescription may be transmitted to an AbbVie-authorized pharmacy for patient enrollment in an AbbVie sponsored program for free product. I 
certify that the above therapy is medically necessary and that the information provided is accurate to the best of my knowledge. I shall not seek reimbursement for 
any medication dispensed hereunder from any government program or third party, including patient, nor will I sell, trade or distribute any such medication.  
myAbbVie Assist Program: myAbbVie Assist reserves the right to request additional information if needed and to change or discontinue the program at any time, 
without notice. I also understand that the applicant’s acceptance into the program should not influence treatment decisions.  
By signing this form, I authorize the program and its representatives to transmit this prescription form electronically, by facsimile, or by mail to a pharmacy designated 
by the program for the dispensing of the medication called for herein. I understand that I may not delegate signature authority.

HAS YOUR PATIENT'S INSURANCE DENIED COVERAGE FOR THE REQUESTED MEDICATION?*: If yes, please include denial document  YEYES  NO

HUMIRA STARTING THERAPY OPTIONS DOSAGE FORM(S) NEEDED QUANTITY CHOOSE ONE DIRECTION FOR USE REFILLS

PSORIASIS / UVEITIS / ADOLESCENT HS 
(Age 12 & older: 30kg (66 lbs) to < 60kg (132 lbs))

 HUMIRA 80 mg/0.8 mL (1) & 40 mg/0.4 mL (2) 
CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

4 SYRINGES

Inject 80 mg SQ on Day 1, 40 mg on Day 8, and 40 mg every 
other week NO REFILLS 

CROHN’S DISEASE / ULCERATIVE COLITIS / HS
 HUMIRA 80 mg/0.8 mL CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

6 SYRINGES

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15
NO REFILLS

 HUMIRA 20 mg/0.2 mL  CITRATE  FREE SYRINGE 6 SYRINGES Inject 80 mg SQ on Day 1 and 40 mg on Day 15

NO REFILLS

PEDIATRIC CROHN’S DISEASE 
(Weight: 17kg (37lbs) to < 40kg (88 lbs))

PEDIATRIC CROHN’S DISEASE 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL CITRATE FREE PEN 3 PEN KIT

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE SYRINGE

4 PENS

4 SYRINGES
Inject 80mg SQ on Day 1, 40mg on Day 8 and Day 15

NO REFILLS

PEDIATRIC ULCERATIVE COLITIS 
(Weight: 20kg (44lbs) to < 40kg (88 lbs))

PEDIATRIC ULCERATIVE COLITIS 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL (4) CITRATE FREE PEN 4 PENS

 Inject 160mg SQ on Day 1, 80mg on Day 8 and Day 15

 Inject 80mg SQ on Day 1, Day 2, Day 8 and Day 15

HUMIRA ONGOING THERAPY OPTIONS

 HUMIRA 40 mg/0.4mL CITRATE FREE PEN 84 DAYS 
SUPPLY 

(PROGRAM 
STANDARD)

 OTHER:
_______________

 40 mg SQ EVERY OTHER week     40 mg SQ EVERY week 1 YEAR

 OTHER:

_______________

 HUMIRA 40 mg/0.4mL CITRATE FREE SYRINGE

 HUMIRA 20 mg/0.2mL CITRATE FREE SYRINGE  20 mg SQ EVERY OTHER week     20 mg SQ EVERY week

 HUMIRA 80 mg/0.8mL CITRATE FREE PEN  80 mg SQ EVERY OTHER week

 HUMIRA: _______________________________________________________________________________________ QTY: _________ DIRECTIONS: _________________________________________ REF: ________

PRESCRIBER CERTIFICATION:  See Program Terms of Participation on page 2.

PRESCRIPTION INFORMATION:  PLEASE SUBMIT PRESCRIPTIONS ACCORDING TO YOUR SPECIFIC STATE LAWS, RULES AND REGULATIONS. 

10

9

8 INDICATION:  

 PLAQUE PSORIASIS
 ULCERATIVE COLITIS (UC)    JUVENILE IDIOPATHIC ARTHRITIS (JIA)* 

 RHEUMATOID ARTHRITIS 
 PEDIATRIC CROHN’S DISEASE* 
 ANKYLOSING SPONDYLITIS

 PSORIATIC ARTHRITIS
 PEDIATRIC ULCERATIVE COLITIS* 
 CROHN’S DISEASE  UVEITIS* 

 HIDRADENITIS SUPPURATIVA (HS)

 Other: __________________________________

 SUBSTITUTION PERMITTED  DISPENSE AS WRITTEN

Please contact myAbbVie Assist for questions about other available HUMIRA presentations.

PRESCRIBER’S SIGNATURE (REQUIRED): DATE: 
RUBBER STAMPS, SIGNATURE BY OTHER OFFICE PERSONNEL OR COMPUTER-GENERATED IMAGES ARE NOT ALLOWED

Privacy Notice for Prescriber: For information on how we collect and process your personal data, including the categories we collect, purposes for their collection, and disclosures to third parties, 
visit https://abbv.ie/PrivacyHCP.

I understand that this prescription may be transmitted to an AbbVie-authorized pharmacy for patient enrollment in an AbbVie sponsored program for free product. I 
certify that the above therapy is medically necessary and that the information provided is accurate to the best of my knowledge. I shall not seek reimbursement for 
any medication dispensed hereunder from any government program or third party, including patient, nor will I sell, trade or distribute any such medication.  
myAbbVie Assist Program: myAbbVie Assist reserves the right to request additional information if needed and to change or discontinue the program at any time, 
without notice. I also understand that the applicant’s acceptance into the program should not influence treatment decisions.  
By signing this form, I authorize the program and its representatives to transmit this prescription form electronically, by facsimile, or by mail to a pharmacy designated 
by the program for the dispensing of the medication called for herein. I understand that I may not delegate signature authority.

HAS YOUR PATIENT'S INSURANCE DENIED COVERAGE FOR THE REQUESTED MEDICATION?*: If yes, please include denial document  YEYES  NO

PATIENT NAME: DOB: PHONE:  

DRUG ALLERGIES: *PATIENT WEIGHT (IF UNDER 18):

CONCOMITANT MEDICATIONS: 

PRESCRIBER INFORMATION:

PATIENT INFORMATION:

6

7

PRESCRIBER’S NAME:  MD    DO    OTHER: NPI #: 

ADDRESS:        CITY: STATE: ZIP:

(if applicable) COLLABORATING MD NAME: (if applicable) NPI #: 

OFFICE CONTACT NAME: OFFICE PHONE:            OFFICE FAX:

 FOR HEALTH CARE PROVIDER USE ONLY Please print clearly.

PLEASE SUBMIT THIS PAGE.
Fax to AbbVie: 1-866-250-2803

Must be completed by a licensed prescriber and faxed directly from a healthcare office.

*add weight only if applicable

Page 7 of 7
For full Prescribing Information please visit www.rxabbvie.com
©2024 AbbVie

HUMIRA® (adalimumab)   Patient Access Support: Enrollment & Prescription Form

H-APP3-24D -1A   April 2024

HUMIRA STARTING THERAPY OPTIONS DOSAGE FORM(S) NEEDED QUANTITY CHOOSE ONE DIRECTION FOR USE REFILLS

PSORIASIS / UVEITIS / ADOLESCENT HS 
(Age 12 & older: 30kg (66 lbs) to < 60kg (132 lbs))

 HUMIRA 80 mg/0.8 mL (1) & 40 mg/0.4 mL (2) 
CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

4 SYRINGES

Inject 80 mg SQ on Day 1, 40 mg on Day 8, and 40 mg every 
other week NO REFILLS 

CROHN’S DISEASE / ULCERATIVE COLITIS / HS
 HUMIRA 80 mg/0.8 mL CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

6 SYRINGES

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15
NO REFILLS

 HUMIRA 20 mg/0.2 mL  CITRATE  FREE SYRINGE 6 SYRINGES Inject 80 mg SQ on Day 1 and 40 mg on Day 15

NO REFILLS

PEDIATRIC CROHN’S DISEASE 
(Weight: 17kg (37lbs) to < 40kg (88 lbs))

PEDIATRIC CROHN’S DISEASE 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL CITRATE FREE PEN 3 PEN KIT

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE SYRINGE

4 PENS

4 SYRINGES
Inject 80mg SQ on Day 1, 40mg on Day 8 and Day 15

NO REFILLS

PEDIATRIC ULCERATIVE COLITIS 
(Weight: 20kg (44lbs) to < 40kg (88 lbs))

PEDIATRIC ULCERATIVE COLITIS 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL (4) CITRATE FREE PEN 4 PENS

 Inject 160mg SQ on Day 1, 80mg on Day 8 and Day 15

 Inject 80mg SQ on Day 1, Day 2, Day 8 and Day 15

HUMIRA ONGOING THERAPY OPTIONS

 HUMIRA 40 mg/0.4mL CITRATE FREE PEN 84 DAYS 
SUPPLY 

(PROGRAM 
STANDARD)

 OTHER:
_______________

 40 mg SQ EVERY OTHER week     40 mg SQ EVERY week 1 YEAR

 OTHER:

_______________

 HUMIRA 40 mg/0.4mL CITRATE FREE SYRINGE

 HUMIRA 20 mg/0.2mL CITRATE FREE SYRINGE  20 mg SQ EVERY OTHER week     20 mg SQ EVERY week

 HUMIRA 80 mg/0.8mL CITRATE FREE PEN  80 mg SQ EVERY OTHER week

 HUMIRA: _______________________________________________________________________________________ QTY: _________ DIRECTIONS: _________________________________________ REF: ________

PRESCRIBER CERTIFICATION:  See Program Terms of Participation on page 2.

PRESCRIPTION INFORMATION:  PLEASE SUBMIT PRESCRIPTIONS ACCORDING TO YOUR SPECIFIC STATE LAWS, RULES AND REGULATIONS. 
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9

8 INDICATION:  

 PLAQUE PSORIASIS
 ULCERATIVE COLITIS (UC)    JUVENILE IDIOPATHIC ARTHRITIS (JIA)* 

 RHEUMATOID ARTHRITIS 
 PEDIATRIC CROHN’S DISEASE* 
 ANKYLOSING SPONDYLITIS

 PSORIATIC ARTHRITIS
 PEDIATRIC ULCERATIVE COLITIS* 
 CROHN’S DISEASE  UVEITIS* 

 HIDRADENITIS SUPPURATIVA (HS)

 Other: __________________________________

 SUBSTITUTION PERMITTED  DISPENSE AS WRITTEN

Please contact myAbbVie Assist for questions about other available HUMIRA presentations.

PRESCRIBER’S SIGNATURE (REQUIRED): DATE: 
RUBBER STAMPS, SIGNATURE BY OTHER OFFICE PERSONNEL OR COMPUTER-GENERATED IMAGES ARE NOT ALLOWED

Privacy Notice for Prescriber: For information on how we collect and process your personal data, including the categories we collect, purposes for their collection, and disclosures to third parties, 
visit https://abbv.ie/PrivacyHCP.

I understand that this prescription may be transmitted to an AbbVie-authorized pharmacy for patient enrollment in an AbbVie sponsored program for free product. I 
certify that the above therapy is medically necessary and that the information provided is accurate to the best of my knowledge. I shall not seek reimbursement for 
any medication dispensed hereunder from any government program or third party, including patient, nor will I sell, trade or distribute any such medication.  
myAbbVie Assist Program: myAbbVie Assist reserves the right to request additional information if needed and to change or discontinue the program at any time, 
without notice. I also understand that the applicant’s acceptance into the program should not influence treatment decisions.  
By signing this form, I authorize the program and its representatives to transmit this prescription form electronically, by facsimile, or by mail to a pharmacy designated 
by the program for the dispensing of the medication called for herein. I understand that I may not delegate signature authority.

HAS YOUR PATIENT'S INSURANCE DENIED COVERAGE FOR THE REQUESTED MEDICATION?*: If yes, please include denial document  YEYES  NO

HUMIRA STARTING THERAPY OPTIONS DOSAGE FORM(S) NEEDED QUANTITY CHOOSE ONE DIRECTION FOR USE REFILLS

PSORIASIS / UVEITIS / ADOLESCENT HS 
(Age 12 & older: 30kg (66 lbs) to < 60kg (132 lbs))

 HUMIRA 80 mg/0.8 mL (1) & 40 mg/0.4 mL (2) 
CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

4 SYRINGES

Inject 80 mg SQ on Day 1, 40 mg on Day 8, and 40 mg every 
other week NO REFILLS 

CROHN’S DISEASE / ULCERATIVE COLITIS / HS
 HUMIRA 80 mg/0.8 mL CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

3 PEN KIT

6 SYRINGES

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15
NO REFILLS

 HUMIRA 20 mg/0.2 mL  CITRATE  FREE SYRINGE 6 SYRINGES Inject 80 mg SQ on Day 1 and 40 mg on Day 15

NO REFILLS

PEDIATRIC CROHN’S DISEASE 
(Weight: 17kg (37lbs) to < 40kg (88 lbs))

PEDIATRIC CROHN’S DISEASE 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL CITRATE FREE PEN 3 PEN KIT

 Inject 160mg SQ on Day 1 and 80 mg on Day 15

 Inject 80mg SQ on Day 1, Day 2, and Day 15

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE PEN

 HUMIRA 40 mg/0.4 mL (4) CITRATE FREE SYRINGE

4 PENS

4 SYRINGES
Inject 80mg SQ on Day 1, 40mg on Day 8 and Day 15

NO REFILLS

PEDIATRIC ULCERATIVE COLITIS 
(Weight: 20kg (44lbs) to < 40kg (88 lbs))

PEDIATRIC ULCERATIVE COLITIS 
(Weight: > 40kg (88 lbs))  HUMIRA 80 mg/0.8 mL (4) CITRATE FREE PEN 4 PENS

 Inject 160mg SQ on Day 1, 80mg on Day 8 and Day 15

 Inject 80mg SQ on Day 1, Day 2, Day 8 and Day 15

HUMIRA ONGOING THERAPY OPTIONS

 HUMIRA 40 mg/0.4mL CITRATE FREE PEN 84 DAYS 
SUPPLY 

(PROGRAM 
STANDARD)

 OTHER:
_______________

 40 mg SQ EVERY OTHER week     40 mg SQ EVERY week 1 YEAR

 OTHER:

_______________

 HUMIRA 40 mg/0.4mL CITRATE FREE SYRINGE

 HUMIRA 20 mg/0.2mL CITRATE FREE SYRINGE  20 mg SQ EVERY OTHER week     20 mg SQ EVERY week

 HUMIRA 80 mg/0.8mL CITRATE FREE PEN  80 mg SQ EVERY OTHER week

 HUMIRA: _______________________________________________________________________________________ QTY: _________ DIRECTIONS: _________________________________________ REF: ________

PRESCRIBER CERTIFICATION:  See Program Terms of Participation on page 2.

PRESCRIPTION INFORMATION:  PLEASE SUBMIT PRESCRIPTIONS ACCORDING TO YOUR SPECIFIC STATE LAWS, RULES AND REGULATIONS. 

10

9

8 INDICATION:  

 PLAQUE PSORIASIS
 ULCERATIVE COLITIS (UC)    JUVENILE IDIOPATHIC ARTHRITIS (JIA)* 

 RHEUMATOID ARTHRITIS 
 PEDIATRIC CROHN’S DISEASE* 
 ANKYLOSING SPONDYLITIS

 PSORIATIC ARTHRITIS
 PEDIATRIC ULCERATIVE COLITIS* 
 CROHN’S DISEASE  UVEITIS* 

 HIDRADENITIS SUPPURATIVA (HS)

 Other: __________________________________

 SUBSTITUTION PERMITTED  DISPENSE AS WRITTEN

Please contact myAbbVie Assist for questions about other available HUMIRA presentations.

PRESCRIBER’S SIGNATURE (REQUIRED): DATE: 
RUBBER STAMPS, SIGNATURE BY OTHER OFFICE PERSONNEL OR COMPUTER-GENERATED IMAGES ARE NOT ALLOWED

Privacy Notice for Prescriber: For information on how we collect and process your personal data, including the categories we collect, purposes for their collection, and disclosures to third parties, 
visit https://abbv.ie/PrivacyHCP.

I understand that this prescription may be transmitted to an AbbVie-authorized pharmacy for patient enrollment in an AbbVie sponsored program for free product. I 
certify that the above therapy is medically necessary and that the information provided is accurate to the best of my knowledge. I shall not seek reimbursement for 
any medication dispensed hereunder from any government program or third party, including patient, nor will I sell, trade or distribute any such medication.  
myAbbVie Assist Program: myAbbVie Assist reserves the right to request additional information if needed and to change or discontinue the program at any time, 
without notice. I also understand that the applicant’s acceptance into the program should not influence treatment decisions.  
By signing this form, I authorize the program and its representatives to transmit this prescription form electronically, by facsimile, or by mail to a pharmacy designated 
by the program for the dispensing of the medication called for herein. I understand that I may not delegate signature authority.

HAS YOUR PATIENT'S INSURANCE DENIED COVERAGE FOR THE REQUESTED MEDICATION?*: If yes, please include denial document  YEYES  NO

Inject 160 mg SQ on Day 1 and 80 mg on Day 15
Inject 80 mg SQ on Day 1, Day 2, and Day 15

Inject 160 mg SQ on Day 1 and 80 mg on Day 15
Inject 80 mg SQ on Day 1, Day 2, and Day 15

Inject 160 mg SQ on Day 1, 80 mg on Day 8 and Day 15 
Inject 80 mg SQ on Day 1, Day 2, Day 8 and Day 15

Inject 80 mg SQ on Day 1, 40 mg on Day 8 and Day 15

(Age 12 & older: 30 kg (66 lbs) to < 60 kg (132 lbs))

(Weight: 17 kg (37 lbs) to < 40 kg (88 lbs))

(Weight: > 40 kg (88 lbs))

(Weight: 20 kg (44 lbs) to < 40 kg (88 lbs))

(Weight: > 40 kg (88 lbs))

HUMIRA 40 mg/0.4 mL CITRATE FREE PEN

HUMIRA 40 mg/0.4 mL (4) CITRATE FREE SYRINGE  

HUMIRA 40 mg/0.4 mL CITRATE FREE SYRINGE

HUMIRA 20 mg/0.2 mL CITRATE FREE SYRINGE

HUMIRA 80 mg/0.8 mL CITRATE FREE PEN
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