
Error opening PDF form 
  
If you are seeing this message, it is because you are doing one of the following: 
  
 1. Using a built-in PDF viewer with Mozilla Firefox or Google Chrome, which do not 

support certain types of PDF forms. 
 o Resolution 1: Change the default PDF viewer in your browser: 

https://helpx.adobe.com/livecycle/kb/xfa-forms-firefox-chrome.html 
 o Resolution 2: Download the PDF and open it with Reader or Acrobat, instead of 

within your browser. 
  

 2. Opening PDFs by default in a third-party viewer (not Adobe Reader or Acrobat), which 
may not support certain types of PDF forms. 
 o Resolution: Change your default PDF viewer by following these instructions: 

Windows (http://windows.microsoft.com/en-us/windows/change-file-open-program) 
Mac (http://www.macworld.com/article/1154861/os-x/changedefaultapp.html) 
  

 3. Using an old version of Adobe Reader. 
 o Resolution: Upgrade to the latest version of Adobe Reader: 

https://get.adobe.com/reader/ 
  

 4. Accessing the form from a mobile or tablet device. 
 o Resolution: Open the PDF on a desktop computer. 

  
If you have questions, contact the eDocs HelpDesk at dhs.edocs.helpdesk@state.mn.us.
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MINNESOTA HEALTH CARE PROGRAMS
Immunomodulator Drug Authorization Form
IMPORTANT: If you are not able to complete this form online, use the button below to print this form correctly for completing by hand. 
Use this form to request authorization for the following Immunomodulator Drugs: Actemra®, Cimzia®, Cosentyx®, Enbrel®, Entyvio®, Humira®, Ilaris®, Kineret®, Orencia®, Otezla®, Remicade®, Simponi®, Stelara®, Talz™, Xeljanz®, Xeljanz XR®. Complete and fax this form (along with documentation/chart notes) to the MHCP Prescription Drug Prior Authorization Agent. Incomplete forms will be returned.   Health Information Designs, LLC
  PO Box 3210
  Auburn AL 36832-3210
  Phone: 1-866-205-2818    Fax: 1-866-648-4574
Requestor Information
REQUESTOR AFFILIATION
Affiliation
Recipient Information
Drug Information
CURRENT WEIGHT IN KGS
as of
** Indicate whether this PA will be billed as a PHARMACY or MEDICAL claim. A pharmacy PA requires an NDC code, a medical PA requires a HCPCS code. If medical, enter HCPCS code; if pharmacy, enter NDC.
Prescribing Provider Information
Pharmacy Information (if applicable)
FOR HID USE ONLY
Administering Healthcare Provider Information (Infusion drugs only)
Clinical Information (Attach any chart/supporting documentation as needed)
DIAGNOSIS (Check relevant diagnosis)
RESULT OF TUBERCULIN TEST
Isoniazid Therapy:
Isoniazid Therapy
DISEASE ACTIVITY
Disease activity
DISEASE DURATION
Disease duration
Does the patient have:
Moderate or severe heart failure (NYHA Class III or IV)
Moderate or severe heart failure (NYHA Class III or IV)?
A history of treated lymphoproliferative disease of < 5 years in the past
A history of treated lymphoproliferative disease of < 5 years in the past?
Acute or chronic liver disease graded as Child-Pugh class B or C
Acute or chronic liver disease graded as Child-Pugh class B or C?
Multiple sclerosis or any other demyelinating disorder
Multiple sclerosis or any other demyelinating disorder?
Drugs Previously Used to Treat Condition
Drug
Treatment Dates
Remove drug
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List of previous drugs
Drugs Currently Used to Treat Condition
Drug
Treatment Dates
Remove drug
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List of current drugs
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DHS-5212-ENG (Immunomodulator Drug Authorization Form)
Use this form to request authorization for the following Immunomodulator Drugs: Actemra®, Cimzia®, Cosentyx®, Enbrel®, Entyvio®, Humira®, Ilaris®, Kineret®, Orencia®, Otezla®, Remicade®, Simponi®, Stelara®, Talz™, Xeljanz® and Xeljanz XR.
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