A CityInfusions — fwermmsomscor o
SOLIRIS (ECULIZUMAB) AND BIOSIMILAR

U Soliris (eculizumab) U Bkemv (eculizumab-aeeb)
Q Dispense As Written (DAW) Will substitute for biosimilar or reference product based on insurance and availability

PATIENT INFORMATION

Patient Name: DOB:
Mobile Number: Patient Weight: kg

Allergies:

U Patient has known difficult venous access. Comments:
[J New Start Therapy | [J Continuation of Therapy & Date of last dose (if applicable):

DIAGNOSIS (Provider must specify)

|:|Atypical Hemolytic Uremic Syndrome (aHUS), ICD 10: D59.39

[ Generalized Myasthenia Gravis (gMG), AChR Ab+ (without acute exacerbation), ICD 10: G70.00

[ Generalized Myasthenia Gravis (gMG), AChR Ab+ (with acute exacerbation), ICD 10: G70.01

O Paroxysmal Nocturnal Hemoglobinuria (PNH), ICD 10: D59.5

[J Neuromyelitis optica spectrum disorder (NMOSD) who are anti-aquaporin-4 (AQP4) antibody positive, ICD 10: G36.0
[ Other:

PROVIDER INFORMATION

Provider Name (print name): Provider NPI:
Signature: Date:
Contact Name: Phone: Fax:

Email Address:
Prerequisites to treatment — ensure the following information is complete and attached with referral:

W Demographics [ Labs/tests supporting diagnosis [ Meningococcal vaccination = 2 weeks prior to first dose
(Must be current per ACIP with both MenACWY & MenB)

PRE-MEDICATION (Not typically indicated)

U Acetaminophen (Tylenol) 500 mg PO 1 Famotidine 20 mg IV U Methylprednisolone
Q Benadryl 25mg PO Q Cetirizine (Zyrtec) 10 mg PO (Solu-Medrol) 125 mg IVP
4 Other: Dose: Route:
MEDICATION
MEDICATION INDICATION ADULT DOSE ROUTE
PNH 600 mg weekly x 4, then 900 mg 1 week later on
Soliris week 5, and then 900 mg every 2 weeks thereafter 1Y

900 mg weekly x 4, then 1200 mg 1 week later on
week 5, and then 1200 mg every 2 weeks thereafter

OTHER NOTES

gMG, NMOSD, aHUS

Order valid for 1 year from date of signature unless otherwise specified here:

WWW.CITYINFUSIONS.COM
Phone: 703-375-9577 Fax: 703-839-9750
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