
  MULTIPLE SCLEROSIS INFUSION REFERRAL FORM 

         Phone: (888)963-6544 Fax: (858)281-0045 

   

Please fax a copy of front and back of the insurance card(s). 

Diagnosis: ☐ G35 (Multiple Sclerosis)  ☐ Other (ICD-10 code with description):  _______________________________________ Diagnosis Date: __ __/__ __/__ __ __ __    

Type:  ☐ Primary-progressive  ☐ Secondary-progressive  ☐ Clinically isolated syndrome  ☐ Relapsing-remitting  ☐ Progressive-relapsing 

Has pregnancy been excluded:☐ Yes ☐ No ☐ Not Applicable  Wt: ______ ☐ Kg  ☐ lbs     Ht: _______ ☐ cm  ☐ in 

Hepatic impairment present: ☐ Yes ☐ No      AST: _______U/L        ALT: ________U/L         Bilirubin: _________mg/dL                 Lab date: __________________ 

Allergies: ☐ NKDA   ☐ Other: _______________________________________________________________________________________________________________ 

Comorbidities: ____________________________________________________________________________________________________________________________ 

Concomitant Medications: __________________________________________________________________________________________________________________ 

 

 

 

 

       Prescriber’s Signature: __________________________________________________________________________ Date: ___________________________________ 
 
 

 
 
 

 
 
 
 
 
 
 
 
 
Confidentiality Statement: This message is intended only for the individual or entity to which it is addressed. It may contain information which may be proprietary and confidential. It may also contain privileged, confidential 
information which is exempt from disclosure under applicable laws, including the Health Insurance Portability and Accountability Act (HIPAA). If you are not the intended recipient, please note that you are strictly prohibited 
from disseminating or distributing this information (other than to the intended recipient) or copying this information. If you received this communication in error, please notify the sender immediately by telephone and 
destroy all copies of this communication and any attachments. Thank you. 

Prior Therapy    ☐ Yes ☐ No Reason for Discontinuation of therapy Start date End Date 

    

    

 
LEMTRADA 
(alemtuzumab) 

    

 
OCREVUS 
(ocrelizumab) 

 
300mg/10mL Vial 

Starter Dose: 
Infuse 300 mg intravenously over no less than 2.5 hours on day 1 and day 15. 

  

Maintenance Dose: 
Infuse 600 mg intravenously over no less than 3.5 hours every 6 months. 

  
 

Premedication: 
Methylprednisolone 
Other: _________________ 
 

 
Other: __________________ 

Infuse 100 mg IV approximately 30 mins prior to Ocrevus 
Other: _______________________________________________________ 

  

Premedication 
Diphenhydramine 
Other: __________________ 

 
Other: _______________ 

 
Other: ________________________________________________________ 

  

Clinical Information (Please fax pertinent lab information) 

 

Drug   Dose/Strength                                Directions               Qty     Refills 

     

     

     

     

     

 

 

PATIENT INFORMATION                ☐ Deliver Here 

Patient Name: ________________________________________________ 

DOB: ______________________                Gender: ☐ Male ☐ Female 

Address: _____________________________________________________ 

City____________________________ State__________ Zip: ___________ 

Primary Phone: ________________________   SSN: __________________ 

Caregiver Name: _______________________________________________ 

Alternate Phone: ______________________________________________ 

 

Patient  

PRESCRIBER INFORMATION                ☐ Deliver Here 

Prescriber Name: _____________________________________________ 

State License #: _____________________ DEA #: ___________________ 

NPI #: _____________________________ 

Address: ____________________________________________________ 

City____________________________ State_________ Zip: ___________ 

Phone: ________________________ Fax: _________________________ 

Contact Person: _____________________ Phone: ___________________ 

 

Patient  

                 ☐ Product substitution permitted        ☐ Dispense as written 
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