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Carefully read the terms of participation, privacy notice, financial information and HIPAA authorizations on pages 1–3.
Print and complete the enrollment form on page 4.
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.

AbbVie Patient Access Support includes programs that provide access 
and financial support and treatment-related resources to patients. We can help 
identify financial assistance options to support patients in accessing prescribed AbbVie 
medications. We understand that there’s a lot more to you than just your condition. Think of us as 
your partner on your AbbVie medication treatment journey.

Complete the enrollment & prescription form on page 5.
Confirm you will abide by the terms and conditions and that the prescription is 
accurate by checking the boxes in section 9 and providing your signature and date.
Patient weight in kilograms is required for patients under 12 years of age. Please 
also provide patient weight in section 7.
If prescribing oral pellet packets for a patient less than 12 years old, please enter 
the number of packets to complete the directions and therapy duration.

If you are the prescriber:

If you are a patient:
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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.

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 AbbVie 
Inc. and/or its designated affiliates, agents, representatives, and service providers (collectively, 
“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 programs 
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 Authorization 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 by or by writing to 
privacydsr@abbvie.com. However, l 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.

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
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PREFERRED LANGUAGE:               ENGLISH               SPANISH               Other:

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://privacy.abbvie/privacy-policies/us-privacy-policy.html . My consent is required to process sensitive personal data under certain privacy laws, and I have 
the right o 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. 

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.

*If yes, please include denial document.HAS YOUR INSURANCE DENIED COVERAGE FOR THE REQUESTED MEDICATION?*

INSURANCE AND FINANCIAL INFORMATION: A copy of front and back sides of ALL Insurance Cards is REQUIRED.

YES NO

Monthly Total income for everyone in the household: $

Total number of people in your household (including yourself ):
DO YOU HAVE A MEDICARE SUPPLEMENT?:Has your employer, insurance company, or another third party directed you to 

apply to the patient assistance program at AbbVie?
YES

YES
NO

NO
UNSURE

*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.

https://abbv.ie/corpprivacy
https://privacy.abbvie/us-mobile-terms-and-conditions.html
https://privacy.abbvie/us-mobile-terms-and-conditions.html
https://abbv.ie/PrivacyUseData
https://abbv.ie/PrivacyDiscloseData
https://abbv.ie/PrivacyTrackingCollection
https://abbviemetadata.my.site.com/AbbvieDSRM
https://abbv.ie/PrivacyDiscloseData
https://abbviemetadata.my.site.com/AbbvieDSRM
http://www.rxabbvie.com/
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*Patient’s weight in kilograms is required for patients under 12 years of age

http://www.rxabbvie.com/
https://abbv.ie/PrivacyHCP
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