Uplizna™ Patient Referral Form—Tip Sheet @

uplizna
Use this Tip Sheet to help complete and submit the inebilizumab-cdon
Uplizna Patient Referral Form

All pages of the form and photocopies of insurance cards should be sent to Viela VIPs via fax at 1-833-329-8477.

Page 1

Uplizna™ Patient Referral Form @

uplizna

inebilizumab-cdon

This form serves a dual purpose. It is used to register patients

in Viela VIPs, and it also serves as a prescription for Uplizna.

Phone 1-833-ViB-VIPs (1-833-842-8477) - Fax1-833-FAX-VIPs (1-833-329-8477)
Print legibly using blue or black ink
A vt e —

Patient completes Step 1and Step 2 below, then Patient Authorization on page 3.

Step 1: Patient Information

o)

All pages of the form and photocopies of insurance cards w_ ———
Should be sent to V|e|a VlPS V|a fax at 1_833_329_8477 f Alternate Authorized Contact: Phone #: Relationship to Patient:

Step 2: Insurance Information I ST
and submitwiththis form.)

blue or black ink.

Primary Insurance: Secondary Insurance:
Policy Holder: Policy Holder:
Policy ID #: * Policy ID #:*
. . . . . Group #: Group #:
The correct patient information is necessary for timely Prone# rone
. . . . . . Prescription Card (Name)
processing. Type information directly into the fields on the f
form. If writing information on the form, print legibly using —

Photocopies (front and back) of the patient’s medical and
prescription insurance cards should be included when
submitting this form.

Please see full Important Safety Information on Page 5. 1
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The information in this section is essential. Without
it, the Uplizna prescription cannot be filled.

Step 3 and Step 4, ther page

=)

Step 3: Prescriber Information

First Name: Last Name:
Specialy:

Institution/Office:

Address: City: State: Zip:

Phone: Fax: Email:

NP # State License #: Tax ID:

Contact Person: Phone # (direct): Email;

Step 4: Uplizna Prescription @
Patient Name: Patient Date of Birth: / /

O Provided by Specialty (Buy &Bill): C:

O3 rovided by Specialty Pharmacy: PANTHERx Rare

This is the prescription for Uplizna. Any changes

Prescription Information: Uplizna’ (inebilizumab-cdon) 1CD 10 # G360

oo will require the submission of a new form. Fill in
e Dl ey o e orcsags ottt all required fields to prevent disruption in product
:‘::::r’\::slon O Prescriber's office [JOther HCP office [JHospital outpatient access.

Oother:

e

Infusion Site Name:

Site Contact Name: Phone: Fax
Address: City: State: Zip:
Infusion Site NP #: PTAN #

Infusion Site Tax ID #:

O I certify that the. P f P
disorder (NMOSD). provided is y Iappoint Viela VIPs. on
my behalf, to convey this prescription to the dispensing pharmacy.

The prescriber’s signature is required to initiate
registration in Viela VIPs and fill the prescription.
Stamped signatures will be accepted.

a 1Ps and tofill Uplizna.

Prescriber Signature (Substitution permitted) Prescriber Signature (Dispense as written)

| | | 4

Date Date

Please see full Important Safety Information on Page 5. [N T S Y et ™Yy -
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Patient completes Patient Authorization below.

Patient Authorizati
By signing thi g ).l and agree to the following;
1am (i) the Patient and legally permitted to bout how my health is used and disclosed or (ii)

the parent, legal guardian, or authorized representative of the Patient and legally permitted to make decisions about how the
Patient’s health information is used and disclosed.

1authorize my healthcare providers and staff to disclose my Protected Health Information (PHI) to Viela Bio (including

Viela VIPs and its affiliates) as related to the use of and/or need for Uplizna. Viela Bio may further disclose my information to
other healthcare providers, insurance companie: drug plans, and other third-party payers in order
to (1) Determine the Patient's insurance eligibility. coverage and payment obligations for Uplizna; (2) Provide Uplizna and
related services to the Patient and to coordinate care for the Patient related to the Patient's Uplizna prescription: (3) Provide
the Patient with ongoing support services such as patient education. information about treatment adherence programs,
educational resources, reminder calls, emails, letters or text messages: (4) Address adverse events and product quality
complaints.

1 authorize Viela Bio to use and give out my Personal Health Information to send me information or materials related to Uplizna
(or any other related products or services in which | might be interested). and to contact me occasionally to get my feedback
(for market research purposes) about Uplizna or Uplizna Programs, as required or permitted by law. | understand that my
Personal Health Information disclosed under this authorization may be redisclosed by Viela Bio and is no longer protected by
federal privacy laws.

I understand that | can refuse to sign this Authorization and that this will not affect my ability to receive Uplizna; payment for
treatment; enroliment in a health plan; or eligibility for benefits. However, if | do not sign this Authorization, I will not be able to
receive support services from Viela VIPs.

The patientys Signature iS required tO release hiS/her IT:nders(andthalImaycance)\/::;sa:\t:(rhonlahonatanyln:g::::\lmg833-842-‘?:?7 »
health information to Viela VIPs and open a dialogue B o i ety et S S e oo
about insurance. If patient and/or caregiver are unable have recivdacopy o this Authrizato:

P Patient Signature*: Date:

to sign the form, verbal attestation can be provided by o s o
calling Viela VIPs at 1-833-842-8477. Incomplete forms Relationship o Patent
will not be processed.

J * If patient and/or caregiver are unable to sign the form, verb: pr y calling Viela VIPs at 42-8477.

Please see full Important Safety Information on Page 5.

Uplizna™ Pa

uplizna
inebilizumab-cdon

Fax Complted Forms to: 1833-FAXVIPs (1833-326-8477) Complete all fields and provide as much detail as
For questions, call 1-833-ViB-VIPs (1-833-842-8477) . . . . .
possible to enable the prescription to be filled in a

Physician office completes Statement of Medical Necessity below.

Patint Name/nformation® timely manner.

Last Name: DOB:  / /.

A

First Name: M

Drug Allergies:

iagnosis*: (] 1CD 10 G 360 Optica (NMOSD)

Date of Diagnosis:

Method of Diagnosis (check all that apply):
OClinical signs and symptoms

AQP4 Test*: [] Positive [ Negative
Clinical Signs and Symptoms:

Visually Impaired Yes(J NoOJ

Mobility Impaired Yes (1 No[J

EDSS Score:

Loss of bladder/bowel control  Yes ] NoOJ

Number of attacks to date: Date of last attack:

Prior Treatments for NMOSD (check all that apply):
Therapy: O Drituximab O o o

Date of last dose (for most recent therapy):

of NMOSD and that

go. 1 ppointVielaVIPsonmy behal 10 provide i o or any The prescriber’s signature is required to certify that
this form to the insurer of the abx d patient or to

Prescrber's Name (pease print: Uplizna is medically necessary for the treatment of
Prescriber's Signature: Date N MOSD for this patient.

State License #

Icertify that the above therapy is
ided of

*Required

Please see full Important Safety Information on Page 5.
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