Speciaitg Carek AUTOIMMUNE DISORDER

TOLL FREE FAX 833.794.4844

Specialty Care Rx Representative: myscrx.com
PATIENT INFORMATION

Patient Name Patient Phone DOB ZIP

Allergies Height [in]* Weight [lbs]*

Additional Items Faxed: [C] bemographics [Jcsc/cmp [ 1G Levels

Any Tried and Failed Products?

New to Therapy? []Yes [INo Previous Dose Date Next Dose Date

[ Chronic Inflammatory Demyelinating Polyneuropathy (CIDP) G61.81 [JMyasthenia Gravis with (Acute) Exacerbation G70.01
[ Dermatopolymyositis, Unspecified, Organ Involvement Unspecified M33.90 []Myasthenia Gravis without (Acute) Exacerbation G70.00
[ Multifocal Motor Neuropathy (MMN) G61.82 Pemphigus (Vulgaris, Foliaceous, Unspecified) []L10.0 []L10.2 []L10.9
[ Inflammatory Polyneuropathy, Unspecified G61.9 []Polymyositis M33.20
[ Multiple Sclerosis (MS) G35 [ stiff-Person Syndrome G25.82
[ Other:

PRESCRIPTION AND ORDERS:
IMMUNE GLOBULIN

Administration Method: [JSCIG [JIVIG  Product: []Pharmacist to Determine [JBrand:

Dose: [ 2 gm/kg [11gm/kg (1 gm/kg for day(s) every week(s)
Other:

Refill x 1 year or Refills:

[ Dose 1, 2: Ocrevus 300 mg in 0.9% Sodium Chloride 250 mL [] Subsequent Doses: Ocrevus 600 mg in 0.9% Sodium Chloride 500 mL
[ Loading Frequency: [JProvide Dose 1 followed 2 weeks later by Dose 2 []JOnly Dose 2 Date First Dose was Administered:
[J Maintenance Frequency: Every 6 Months after last dose Date Last Dose was Administered:
Other:
Refill x 1 year or Refills:

RITUXAN | TRUXIMA

Product: [J Pharmacist to Determine [] Rituxan [J Truxima

Dose Loading: [] 500 mg []1000 mg ] mg mg/m? Maintenance: [J500 mg [J 1000 mg [ mg [ mg/m?
Frequency Loading: [] Every Week(s) for Weeks Maintenance: []Every Month(s)
Other: —

Refill x 1 year or Refills:
Infusion Rate: [JPharmacist to Determine
[Jstart at mL/hr, then increase by mL/hr every minutes to max rate mL/hr
Access (IV Only): [JPeripheral [JPICC [ Port [JOther:
Adverse/Anaphylactic Reactions: Anaphylaxis kit will be provided per pharmacy protocol

Flushing (IV Only): [J Sodium Chloride 0.9% 5-15 mL pre and post medications, ® Heparin ] 10 Units/mL [J100 Units/mL OR [ mL as needed
Pre-Treatment: Acetaminophen & Diphenhydramine included by default Ancillary Supplies: As needed for proper administration and
[ Aspirin 325 mg po disposal of medication
[ Methylprednisolone []40mg []125 mg IV Skilled Nursing: As needed for IV access, administration, and proper
[ None [] Other: clinical monitoring
Deliver To: Administration: Procedures to be followed per specialty pharmacy
[OHome [infusion Suite [JOther: protocol
Physician Information
Physician Name: Office Contact (Required):
Address: City: State: Zip:
Phone: Fax: NPI:
By signing thAis form and utilizing our services,.you are aflth.orizing .Specialty
e e o« Physician Signature (no stamps): Date: (required)

IMPORTANT NOTICE: This fax is intended to be delivered only to the named addressee. It contains material that is confidential, privileged property or exempt from disclosure under applicable law. If you are not the named
addresses you should not disseminate, distribute or copy this fax. Please notify the sender immediately if you have received this document in error and then destroy this document immediately.
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