vy violet health

Infusion Care

VYVGART® (efgartigimod alfa-fcab)

Patient Information

Full Name:

Weight: [ Jlbs [ Jkg Height:

DOB:

Phone Number:

Patient Status:  [_] New to therapy [ Continuing therapy

Required Documentation

[] Patient Demographics and Insurance Card

[] Clinical/Progress Notes Supporting Dx
Primary Diagnosis

W ICD-10 Code (required):

[] Generalized myasthenia gravis (gMG)
Pre-Medication

[] Per violet health protocol: No standard recommended
pre-medications for Vyvgart @y

[O] Other:

Allergies: [_] NKDA

[ ] Medication List
[ ] Most Recent Labs

Last Treatment Date: Next Treatment Date:

[] anti-acetylcholine receptor (AChR)
antibody result

[] Other:

[] Acetaminophen (Tylenol) PO []500mg[ ]| 650mg [_]1000mg
[] Diphenhydramine (Benadryl) []25mg [ ]50mg []PO[ ]IV
[] Methylprednisolone (Solu-Medrol) IV [ Juomg [ ]125mg

[ ] Cetrizine (Zyrtec) 10 mg PO

Therapy Administration

Weight based dosing:
[] Vyvgart 10 mg/kg ( mg)

IV once weekly x i doses

W dosing not to exceed 1200 mg

Nursing Orders

@ RN to flush and lock VAD/CVAD per violet health

protocol (see violetinfusions.com/ protocol for
policy)
RN to access/start and deaccess/discontinue

VAD as appropriate for therapy administration.

Lab Orders
[JCBC [ Jateachdose [ | every
[JCMP []ateach dose

Provider Information

Provider Name:

[] every

Cycles (please check one):

(] One cycle only (provider to submit when

due for next cycle)

[] Repeat cycle every 28 days from the last

dose for total cycles

E Administer acute infusion and anaphylaxis
medications per violet health protocol (see
violetinfusions.com/protocol for policy)

@ RN to manage VAD per company protocol and
administer ordered therapy per manufacturer
guidelines.

[ JCRP [ ] ateach dose
[] Other:

Refills:

[O] x1year
[] Other:

W Order valid for one year
unless otherwise stated

[] Other:Please fax
alternative reaction
orders, flush orders, or
nursing administration
orders if checking this box

[] every

Office Contact Person:

Referring Practice Name:

Phone Number:

Referring Practice Address:

Fax Number:

City, State, Zip:

Email:

Provider NPI:

Provider Signature:

Date:

A . . .
violetinfusions.com

£ (248) 1H6-1499

& (248) 971-1201

P‘O referrals@violetinfusions.com
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