
(No Stamps, Digital, or Electronic Signatures) (Dispense as Written)

Ameboma of Intestine - A06.3 

ICD-10 Code:

ENROLLMENT FORM
PHONE: (844) 486-2846

FAX: (833) 488-1141

HUMATIN (PAROMOMYCIN SULFATE) 250 MG, USP CAPSULES

www.humatintotalcare.com

FOR PATIENTS UNDER 18
Parent/Guardian Name 

Phone:

Address:
City: State: Zip Code:

(First, Last):

PRESCRIPTION INFORMATION
Patient Name:
Drug: Humatin (paromomycin sulfate) 250mg capsules
Quantity:
Directions:
Refills:

PATIENT DIAGNOSIS
Please provide lab test results and chart notes confirming diagnosis.

Amebiasis, Unspecified - A06.9
Hepatic Failure, Unspecified with Coma - K72.91

TotalCare

PATIENT INFORMATION
Name (First, Last):

DOB:
Weight:

Phone:
Method of Contact:     Phone

Email:

Address:
City: State: Zip Code:

Sex:     M          F

Mobile Phone

Height:

Preferred Language:
Best time to call: Morning Afternoon Evening

Legal Guardian:

Prescriber Name (First, Last):

PRESCRIBER INFORMATION

Email:

Specialty:

Phone:
Fax:

NPI #:
State License #:

Physician Office Contact:
Phone:

Prescriber Address:
City: State: Zip Code:

Government

PATIENT INSURANCE INFORMATION
Please attach a copy of both sides of patient’s insurance card.

Commercial Uninsured
Primary 
Insurance:

Pharmacy 
Help Desk #:

Policyholder 
Name:

Relationship 
to Patient:     

Member ID #: 

Member ID #: 

Rx BIN #:

Rx BIN #:

Secondary 
Insurance:

Rx Group ID #:

Rx Group ID #: 
PCN #:

PCN #:

Pharmacy 
Help Desk #:

Prescriber’s Signature: 

Prescriber’s Signature:  Date: 

 Date: 

PRESCRIBER CERTIFICATION

By signing below, I certify that the therapy described above is medically necessary and that the information provided is accurate to the best of my knowledge. 
I also attest that I have obtained the patient’s authorization to release the above information and such other personal information as may be necessary to 
Optime Care, Inc. and/or their agents. If the patient is 18 years old or younger, I attest that I have obtained permission from the patient’s legal guardian.

*NY Prescribers – Please submit on an original NY state prescription blank.

(No Stamps, Digital, or Electronic Signatures) (Substitution Permitted)

WT-HUM-USA-0001

http://www.humatintotalcare.com


TotalCare

IMPORTANT DOCUMENTS

Important documentation to be sent in with Enrollment Form:   

ENROLLMENT FORM SUBMISSION

1: Fax in the completed Humatin Total Care Enrollment Form to: (833) 488-1141

2: If you are e-prescribing, choose Optime Care as the dispensing pharmacy.
*Optime Care, Inc. is the exclusive dispensing pharmacy for Humatin™

3. Verbal Prescription can be called in to (844) 486-2846

PHONE: (844) 486-2846
FAX: (833) 488-1141

1: Lab test results and chart notes confirming diagnosis of:
Intestinal Amebiasis
Hepatic Coma
Other:

2: Please send a copy of both sides of the patient’s prescription drug benefits card.
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