
Customs card ORENCIA® (abatacept)

CERTIFICATE OF MEDICAL NEED
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is carrying in his/her personal possession one or more disposable 
pre-filled syringes/pens containing medication. These syringes/
pens are prescribed by his/her physician for the person’s 
individual use. They are not for resale.

If you have any questions or concerns regarding your treatment, 
please contact your doctor or nurse for assistance.
 

PRESCRIBING PHYSICIAN

Name: .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .

Address:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Phone:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
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