1922 Highway 22 W, Suite A Toll-Free: 833-285-5500

(': coasll.al Madisonville, LA 70447 Fax: 985-792-9004

infusion services
a promptcare company Local: 985-792-9001 Toll-Free: 833-235-1686

Ocrevus (ocrelizumab) | Order Form

Patient Name: DOB: Phone:
Address: City: State: Zip:
1. For new patients, please submit with form:

® Copy of insurance card @®Patient demographics @ History & physical
® Labs: Include quantitative serum immunoglobulins and HBV (may include HCV, HIV, TB ifi ndicated based on patient risk factors)
2. Patient Information
[OMale [OFemale Height: OinOem  Weight: OibsOkg CINKDA  Allergies:
Is this the first dose? O Yes OONo, date of last infusion: Next due: Line type: driv Opicc Orort Clother
3. Diagnosis and Clinical Information

ICD-10 (required): Primary diagnosis: [ Multiple sclerosis [ other:

4. Prescription Information: Select ONE regimen below, IV or SubQ (-Zunovo)

INTRAVENOUS: Ocrevus 300 mg (30 mg/mL) single -dose vial(s) for IV infusion

O Initial and maintenance dosing: Ocrevus 300 mg IV on days 1 and 15, then 600 mg every 6 months
[ Maintenance dosing only (initial dosing already complete): Ocrevus 600 mg IV every 6 months
Give standard premedications 30 min prior to infusions:
X Diphenhydramine 25-50 mg PO, indicate if IV required: [ give slow IV push (over 2-3 min as tolerated)
X Methylprednisolone 100 mg slow IV push (or an equivalent corticosteroid, substitution if needed by pharmacy)
X Acetaminophen 325-650 mg PO
OR: [JOther premedication regimen:
® Dilute per manufacturer guidelines in compatible IV fluid. Administer diluted solution using a 0.2 or 0.22 micron in-line
filter, infused per protocol based on tolerability.
Directions @ RN to start peripheral IV or use existing CVC and administer catheter flushing per Coastal Infusion Services Policy and Procedure
@ Monitor for 1 hour post-infusion and educate on possible side-effects, allergic reaction, and when to contact prescriber

Dose / Frequency

Pre-Medications

Dispense 1 month supply / Refill x 12 months unless otherwise specified: refills

Quantity / Refills
Dispense all medical supplies necessary for administration Other:

OR:
SUBCUTANEOUS: Ocrevus ZUNOVO (ocrelizumab and hyaluronidase-ocsq injection) for subQ administration

Dose / Frequency |OAdminister 23 mL Ocrevus Zunovo (920 mg ocrelizumab / 23,000 units hyaluronidase) subQ every 6 months

**Note to Prescriber: Please send separate prescription(s) for corticosteroid and antihistamine (if needed) to patient's retail
fie-Medicagign pharmacy of choice. Patient to take at least 30 minutes prior to each Ocrevus Zunovo administration:

See Note [X Corticosteroid: 20 mg dexamethasone PO (or an equivalent corticosteroid)

X Antihistamine: 5 mg desloratadine PO (or antihistamine of patient/provider choice)

Xl Acetaminophen 325-650 mg PO (optional)

O Other pre-medication regimen:
RN to administer Ocrevus Zunovo per manufacturer guidelines, over 10 minutes in the abdomen. Monitor at least 1 hour after

Directions
initial, & at least 15 minutes after subsequent injections. Educate on side-effects, reactions, & when to contact prescriber
Quantity / Refills Dispense 1 month supply / Refill x 12 months unless otherwise specified: refills
Dispense all medical supplies necessary for administration Other:

5. Adverse reaction orders
X Standard anaphylaxis kit to be dispensed and dosed per protocol: Epinephrine IM/SQ (1 mg/mL vial), diphenhydramine IV/IM (50
mg/mL vial), & NS IV. For Ocrevus Zunovo, anaphylaxis kit dispensed for use by RN and includes epinephrine & diphenhydramine.

6. Prescriber Information

Prescriber Name: Office Contact:

Address: City: State: Zip:
Phone: Fax:

License No.: DEA NO.: NPI:

Physician Signature (Substitution Permitted) Date Physician Signature (Dispense as Written) Date

Confidential Health Information: Healthcare information is personal information related to a person’s healthcare. It is being faxed to you after appropriate authorization and under circumstances that don’t require
authorization. You are obligated to maintain it in a safe, secure and confidential manner. Re-disclosure of this information is prohibited by law or appropriate customer/patient authorization is obtained.
Unauthorized re-disclosure or failure to maintain confidentiality could subject you to penalties described in federal and state law. Important Warning: This message is intended for the use of the person or entity to
who it is addressed and may contain information that is privileged and confidential, the disclosure of which is governed by applicable law. If the reader of this message is not the intended recipient, or the
employee or agent responsible for delivering it to the intended recipient, you are hereby notified that any discrimination, distribution, or copying of this information is STRICTLY PROHIBITED. If you have received
this message in error, please notify us immediately.
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