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IMPORTANT INFORMATION: By submitting this form you are referring the above patient to AbbVie’s patient support program to determine 
eligibility and receive support related to an AbbVie product. AbbVie, its affiliates, collaborators and agents will use the information 
collected about you and your patient to provide the patient support and perform research and analytics, on a de-identified basis, for 
management of the program. For more information about the categories of personal information collected by AbbVie and the purposes 
for which AbbVie uses personal information, visit www.abbvie.com/privacy.html. Please share this information with your patient.

Please see additional Important Safety Information, including BOXED WARNING on Serious Infections, Malignancy,  
and Thrombosis, on page 4. Please see full Prescribing Information.

Enrollment and Prescription Form

  2	 INSURANCE INFORMATION   Check box if your doctor’s office will copy and attach insurance cards.

Beneficiary/Cardholder Name:  ____________________________________________

Medical Insurance:  _______________________________________________________

Medical Insurance ID #:  ___________________________________________________

Group #:  _________________________________________________________________

Prescription Insurance:  __________________________________________________________

Rx Group #:  ___________________________________________________________________

Rx ID #:  _______________________________________________________________________

Rx Bin #:  _____________________________________  Rx PCN #:  ______________________

 Not Yet Started      0-3 Months Ago 4-6 Months Ago  7-12 Months Ago      Over 12 Months AgoWhen did you start on treatment?

By enrolling, you may receive your own Nurse Ambassador. Ambassadors do not give medical advice and are trained to direct patients to their health care professionals 
for treatment-related advice, including further referrals. To learn about AbbVie’s privacy practices and your privacy choices, visit www.abbvie.com/privacy.html

 I would like to receive news and updates about AbbVie’s products, clinical trials, research opportunities, programs, and other information that may be of interest to me.

  1	 PATIENT’S INFORMATION - To be completed by patient or legally authorized person. Please print clearly.

First Name:                                                    Last Name:                                                    Date of Birth:            /         / Gender: (check one)    M    F

Address:							       City:		 State: ZIP:

Phone:                                                                                                                                    Email Address:

Best Time to Call:    Monday-Friday            Anytime      Morning      Afternoon      Evening      Check here only if it is not okay to leave a message

Office Phone*:  ____________________________________

Office Contact Name:  ____________________________

Office Fax:  ________________________________________

  4	 PRESCRIBER INFORMATION   I would like to receive a copy:       Benefits Verification summary      Prior Authorization form

Prescriber’s Name* (First, Last):  ________________

______________________________________________

NPI #*:  ______________________________________

Address*:  ____________________________________________

City*:  __________________ State*:  _____  ZIP*:  ___________

Email:  ________________________________________________

  3	 DIAGNOSIS  Moderate to Severe Rheumatoid Arthritis (RA) (M05)         Date of Diagnosis:  _______/______/_______

  5	 CLINICAL INFORMATION

TB Test (Date):  ______/_____/______     Pos     Neg

__________________________________________________

Fax any necessary clinical/office notes to the  
preferred Specialty Pharmacy only.

  6	 PHARMACY PRESCRIPTION - Fill out and sign corresponding prescription below.

RINVOQ 15 mg  
extended-release tablets  
1 tablet (15 mg) p.o. once daily

Quantity:  30   90

Refills:  

PRESCRIBER CERTIFICATION: I certify that the above therapy is medically necessary and that the information provided is accurate to the 
best of my knowledge. I certify that I am the prescriber who has prescribed RINVOQ to the previously identified patient and that I provided 
the patient with a description of the RINVOQ Complete patient support program. I authorize RINVOQ Complete to act on my behalf for the 
purposes of transmitting this prescription to the appropriate pharmacy designated by the patient utilizing their benefit plan (if applicable).

Patient’s preferred Specialty Pharmacy:  ___________________________________________________    Check if faxed to Specialty Pharmacy

Prescriber’s Signature: (REQUIRED)       ______________________________________________   Date: ____/____/____

Eligible patients must have (1) commercial insurance, (2) a valid Rx for RINVOQ, and (3) experienced a delay or denial in insurance determination.  
See program Terms and Conditions on reverse side. Please complete the full form as well as this section and sign below.  
Prescription to be filled through an AbbVie-authorized pharmacy. I understand that faxing this form to RINVOQ Complete will result in an original copy being 
simultaneously transmitted to the AbbVie-authorized pharmacy under this section.

  8	 RINVOQ COMPLETE PRESCRIPTION - required in the event a patient experiences an insurance delay or denial

PRESCRIBER CERTIFICATION: I certify that the above therapy is medically necessary and that the information provided is accurate to 
the best of my knowledge. I certify that I am the prescriber who has prescribed RINVOQ to the previously identified patient and that I 
provided the patient with a description of the RINVOQ Complete patient support program. I authorize RINVOQ Complete to act on my 
behalf for the purposes of transmitting this prescription to the appropriate pharmacy. I understand that the no charge resource through 
RINVOQ Complete may support patients who are experiencing a delay in insurance coverage for RINVOQ until coverage is obtained, and I 
confirm that I will support the above-identified patient in seeking to secure such coverage as I deem appropriate. I certify that I will not seek 
reimbursement from any third party payor for any no charge product dispensed by an AbbVie authorized pharmacy. 

RINVOQ 15 mg  
extended-release tablets  
1 tablet (15 mg) p.o. once daily

Quantity: 30  

Refills:  

Prescriber’s Signature: (REQUIRED)       ______________________________________________   Date: ____/____/____

 7	 SAMPLE DISPENSED:        Yes       No  Dispense date:  _______/______/_______

FOR HEALTHCARE PROVIDER USE ONLY

Prior Therapies:  ______________________________
______________________________________________
______________________________________________
______________________________________________
_______________________________________________
______________________________________________

Concomitant Medications:  ___________________________
______________________________________________________
______________________________________________________

Allergies:  ____________________________________________
______________________________________________________
______________________________________________________ 

Sections in GOLD (1, 2, 3, 4) denote fields required for enrollment in RINVOQ Complete. 
The HCP and the patient or legally authorized person should fill out this form completely before leaving the office.

Faxing Instructions:
1. Fax to RINVOQ Complete (1.678.727.0690)
2. Fax to the patient’s preferred Specialty Pharmacy
Questions? Call 1.800.274.6867

x

x
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