
214 E. Fulton  Grand Rapids, MI 49503   
Phone: 616.301.8200                                                       
FAX This Form To:   616.301.8201 

HUMIRA™                                                             
ENROLLMENT                                               
Psoriatic Arthritis 

Date:_________________________ Patient SS#__________________________   

Patient Information 

Male Female 

Patients first name___________________________Patient’s last name____________________________________________ _ ___ 

Address________________________________________________________________________________________________ ___ 

Home Phone_____________________Work Phone_________________________Cell Phone_______________________ ____ ___ 

DOB____________________________Weight__________________________kgs or lbs (circle one) Recorded Date_____________ 

Caregiver________________________________________________Allergies___________________________________________ 

Employer_____________________________________   Secondary Insurance __________________________________________ 

Insured ______________________________________ Insured _____________________________________________________ 

Phone:_______________________________________ Phone_________________________________________ 

Policy#_______________________________________ Policy#________________________________________ 

Insurance Information (fill out entirely OR fax copy of patient’s insurance card - both sides) 

Treatment                                                                                                            SIG/Directions 

Humira   Strength: 40mg Pre-filled syringe  ___40mg (one syringe)   every two (2) weeks______                                  

 Other     ________________________________________________________________________________ 
   

   

Today’s Date_______________________Date Shipment Needed_____________________ Ship to: ___Patient  ___Physician/Clinic                       
Ship to Other________________________________________________ 

Physician’s name: (please print) ______________________________________      Physician’s Ph#:__________________________  

Physician’s signature_____________________________________________ Contact person:      _____________  DEA# ____________________ 

Office Address: ___________________________________________ Physician’s Fax#: ___________________________________________ 

IMPORTANT NOTICE: this facsimile transmission is intended to be delivered only to the named addressee and may contain material that is confidential, privileged, proprietary or exempt from disclo-
sure under applicable law. If it is received by anyone other than the named addressee, the recipient should immediately notify the sender at the address and telephone number set forth herein and 
obtain instructions as to disposal of the transmitted material. In no event should such material be read or retained by anyone other than the named addressee, except by express authority of the sender 
to the named addressee. 

      

Supportive / Additional Treatment 
Dosage______________ 
Directions_____________________________________ 
Quantity______________Refills x____________ Months 

REFILLS 
Quantity refills__________    

x____________ Months 

DIAGNOSIS OF Psoriatic arthritis  (696.0) 

Treatment failure with one or more DMARD. 

                  Ridaura  Trial Dates_____________________                                Azathioprine Trial dates________________________ 

                  Plaquenil    Trial Dates___________________                                                                                                                                            

    Neoral       Trial Dates____________________                                  Methotrexate  Trial Dates______________________                      

    Penicillamine  Trial Dates___________________                             Sulfasalazine  Trial Dates______________________ 

      

   

   

   

   

   

PATIENT HAS A NEGATIVE TB TEST RESULT  Date of Test_______________  


