Empaveli Clinical Profile Fax Form

- 24 Summit Park Drive
Pittsburgh, PA 15275

PANTHER Phone: 888-258-1895

RAREA Fax: 866-609--1760
Physician:
Fax Number: Date:
Patient Name: DOB:

Please use this form to complete the Initial Referral process for EMPAVELI™. Please fax this completed form and any
relevant clinical documentation (if applicable) attached to 1-866-609-1760. If you have any questions, please call 1-866-
258-1895 and select Option 2 then Option 3 to speak with a pharmacist.

Please vaccinate patients against encapsulated bacteria as recommended at least 2 weeks prior to administering the
first dose of EMPAVELI unless the risks of delaying therapy outweigh the risks of developing a serious infection.

Please advise patients of the risk of serious infection and inform patients that they are required to receive vaccinations
against encapsulated bacteria at least 2 weeks prior to receiving the first dose of EMPAVELI if they have not been
previously vaccinated.

To reduce the risk of hemolysis with abrupt treatment discontinuation:

e For patients switching from eculizumab, initiate EMPAVELI while continuing eculizumab at its current dose.
After 4 weeks, discontinue eculizumab before continuing on monotherapy with EMPAVELL.

e For patients switching from ravulizumab, initiate EMPAVELI no more than 4 weeks after the last dose of
ravulizumab.

Sincerely,

PANTHERXx Rare Pharmacy
Care Team

CONFIDENTIALITY NOTE

The documents accompanying this telecopy transmission contain confidential or privileged information. The information
is intended to be for the use of the individual or entity named on this transmission sheet. If you are not the intended
recipient, be aware that any disclosure, copying, distribution, or use of the contents of this telecopied information is

prohibited. If you have received this telecopy in error, please notify us by telephone immediately so that we can arrange

for the retrieval of the original document at no cost to your office. Thank you for your assistance.
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Patient Name: Date of Birth:

IX. Patient Vaccine History/Prescription(s) (cont’'d)

[to be completed by healthcare provider)

ACIP Recommendation for Patients With
Complement Deficiency to Begin Treatment With EMPAVELI

Vaccination History Vaecine Prescription
Current ACIP recommendations available at:
2-dose series at least 8 weeks apart Most Recent Brand Administered: L+H
Revaccinate every 5 years if risk remains I:l Menactra® {MendCWY-D)
Most Recent Dose Date: D Menvec® [MenfCwWy-CRM)

D MenQuadhi® (MendACWY-TT)

Most Recent Dose Characterization:

SIG:
Meningococcal Conjugste |:| Series dose #1
Henhewm [ Sories dose #2 .
[ Bocster Refills #:

If MenACWY history is not available,
please select below:

|:| History Linknown

D Vaccine Mot Received

2-cose primary series MenB-4C at least Most Recent Brand Administered: [+ H
1 month apart or
D Baxsenc® |MenB-aC)

3-dose primary series MenB-FHbpat 0,

1-2. &manths Most Recent Dose Date: D Trumenba® {Mend-FHeg
— If dose 2 was administened at least
Emonths after dose 1, dose 5 is &G
mot needed
Most Recent Dose Characterization:
Naote: MenB-4C [Bexsero) and MenB-FHbp
5 o ) are ot ik e fuse |:| Series dose #1 Quantity:
Serogroup product forall doses in series). D Carlms dose #2
Meningococeal Refills #:
(MenB) = 1dose booster 1 year after primary series I:l Saries dase #% {Only applcatbie
to Trumanba)

Revaccinate every 2-3 years if risk remains

D Booster

If MenB history is not available;
please select below:

D History Unkncwan

D Vaccime Mot Received

Prescriber Signatune [(Stamps not sccephed)

[
Dispense as writben: ; Date:
Substitution permissible: f Diate:

Prescriber NP1z

Please see Important Safety Information, including Boxed WARMING regarding risk of serious infections, A lL"
on pages 3-10, full Brascribing Information, and Medication Guide. De IS 4
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Patient Name: Date of Birth:

IX. Patient Vaccine History/Prescription(s) (cont'd)

[to be completed by healthcare provider)

ACIP Recommendation for Patients With
Complement Deficiency to Begin Treatment With EMPAVELI

Current ACIP recommendations available at: oo Hiavocy fng Prescription
brttps: s cole. o vaccine s hep Ascip-recs fndes himi
2022 Updated Recommendations for PCV20: [ +H
Vaccing Maive Adwlts and Unknaem Histery:
Dose #1 Date: D
Prevnar 20 [PCV 200
= 1dose PCV20
H PCV20 history is nict available,
oR please select below: EiG:
«  Ldose PCV1S followed by 1 dose PPSV23
at beast 8 weeks |ater |:| Bty Lk
Previcus PCVLEIPREVES D Vaccine Mot Received Cluantity:
Recommendations:
1 dose PEVIS followed by 1 dose BESVES | PCVILS: Rxz
at beast 8 weels later Daose #1 Date:
W, B PCV1S
= ldose PPSV2S ot least 5 years after [— = i I:l snneivancet :
15 history is not available,
prervious BREVES dose iy : -
— Age &5 years or alder, administer
1 dose PPSV23 atleast 5 years after D History Unknown
most recent PPSV2ES if 1° dose
admanistered prior to age 65 |:| Vaccine Mot Received Guantity:
Moo only £ cose PRSVES recommenoed
atage &5 pears or older PRSV2E: Rz
Most Recent Doce Date:
Preumacoccal []en 8 (PP
PCVZ2E, PEVAS, eumavax® | 28]

PRFVED & N Hlusl Bevsnl. Bus Sl an be keallee §IG:

|:| Eeries dase #1
|:| Series dose #2

Cuantity:
I:l Series dose #3 |for &5+)

H PREVZS history is not available, oz

please select below:

[] Prevnar 158 prvas)
I:l History Unknown

SiG:
|:| Vaccine Mot Received
PCYi%:
Cuantity:
Dose #1 Date: b
K PCW13 history is not available,
plases exlact balow:
I:l History Unknowen
|:| Vaccine Not Received
Prescriber Signature (Stamps not sccepbed)
Dizpense as written: f Date:
Substitution permissible: f Date
Preseriber MPI:

Please see Important Safety Information, including Boxed WARMIMG regarding risk of serious infections, A lL‘
on pages 9-10, full Prescribing Information. and Medication Guide. pe IS
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Patient Hame: Date of Birth:

IX. Patient Vaccine History/Prescription(s) (cont'd)

[t= be samplstsd by healthsers prevder}

ACIP Recommendation for Patients With

Complement Deficiency to Begin Treatment With EMPAVELI Vaceination History Vaceine Preseription
Current ACIP recommendations svailable at:

bttps:feree cdc povivaccines hep facip-recs fndex hitml

=  Recommended vaccination for adults Most Recent Dese Date: Raz
who meet the age reguirement and
lack documentation of vaccination ar I:I ActHIB®
lack evidence of past infection
Most Recent Dose Characterization: D Hiberix®
»  [f patients ladk doournentation
of chil dhood vaccine s 1 dose of Hib D Last Dose of Pediatric Series I:l PedvasHIBET
is recommended
Haemophilus influ [[] it Dose #1 thor patients .
type B (Hik) without childhood records)

If Hib history is not available,
please select below:

D History Unknown
I:l Vaccine Mot Received

Guantity:

If prophylactic antibiotic was prescribed with EMPAVELI outside of this form, please indicate anticipated antibiotic start date:

Date:

Prescriber Signature [Stamps not scoepbed)

Dispense as written: f Date:
Substitution permissible: f Date:
Prescriber MPI:

Table completed above is sccurate based on my clinical and professional judgrment. Please select one option:

SHIP AS SO0N AS POSSIELE - NO PRESCRIBER HOLD

|:| | hawe reviewed the EMPAVELI vaccination requirements and my patient's vaccination history and certify that my patient has been or will be
vaccinated or will receive prophylactic antibiotic prior to beginning treatment with EMPAVEL] and PANTHERx is suthorized to dispense as soon
as possible,

OR

HOLD SHIPMENT - CONTACT OFFICE PRIOR TO DISPEMSE

|:| | hawve reviewsd the EFMPAYEL veccingtion reguirsmmesnts and my patient's vaccination history, and | request that the EMPAVEL] shiprment e
hald, with additional fellow-up to your office to confirm appropriate timing for digpanae and allow for sdrminigtration of mizging vaccinations,
prescribed above or to alternate provider.

Prescriber Signature (Stamgs not accepted)

Sign hara: f Data:

Please see important Safety Information, including Boxed WARNING regarding risk of serious infections, A I.L‘I-,
on pages 9-10, full Erescribing Information, and Medication Guide. pc IS



