\ .
Lo Wellspring Health

INFUSION CENTER

Please fax completed forms to Wellspring Health at (563) 900-8290

Date: _ Treatment Location:

Mozt Recent Odfhce Visit Mote, Insurance Info, Medication List,
Anti-Adcr Antibody positive test
Tried and failed: O WIG O Ultomiris

PATIENT INFORMATION PRESCRIBER INFORMATION

PROVIDERS: Please include the
following to expedite the order.

Patient Mame: Prescriber's Namse:
DOE: Signature:
Allergies: NPE _ Dater
Weight: lbs /kg Height: Phaore Fax:
Ofhice Add
Diagnosis: O Gzo.0o e ress
Contact Persomn:
Other D/ 1IC Do
Contact Email:

PRE-MEDS: NOT USUALLY INDICATED

Center will use Hypersensitivity protocol established by Infusion for Health and P.I

To ensure that a brand name product be dispensed, the prescriber must handwnite "Brand Mediically Mecessary” on prescripiion
farm. F not indicated, Infusion for Health i= authorized to sadminister gemaenic or biosimilar

VYVGART (EFGARTIGIMOD ALFA-FCAB) IV DOSING

1008 mg/11,200 units 5Q
Once weekly for 4 weeks, followed by a 4 week break, x3 cycles

May repeat subsequent cycles every 50 days as clinically appropriate.

Patient can get up to 7 cycles in 1 year.
“If newr start, prescriber to evaluate frequency after initial treatment. Will need a new order.

1550 University Avenue Dubuque, IA 52001
Fax: (563) 900-8290 Call: (563) 900-8300 Email: info@wellspringhlth.com




