
Referral Form

PLEASE FAX COMPLETED FORM WITH PRESCRIPTION TO THE SPECIALTY PHARMACY OF YOUR CHOICE

Please see accompanying Full Prescribing Information for complete prescribing details.

PROVIDER INFORMATION

Provider name:_____________________________________________________________ Specialty:_________________________

Office Contact:_______________________________________________________________________________________________

Provider address:__________________________________________________________ Phone:___________________________

City, State, Zip:_ ___________________________________________________________ Fax:______________________________

License #:_________________________________________DEA #:__________________ NPI #:____________________________
	

DISPENSE QIVIGY AS WRITTEN 

Provider signature: ______________________________________________________________  Date: ______ / ______ / ______

INSURANCE INFORMATION

Primary insurance: __________________________________________________________________________________________

	 Member ID: _________________________________________________  Group #: __________________________________

	 Policy holder: _______________________________________________  Relationship: ______________________________

Secondary insurance: _______________________________________________________________________________________

	 Member ID: _________________________________________________  Group #: __________________________________

	 Policy holder: _______________________________________________  Relationship: ______________________________

Date: ______ /______ /______

QIVIGY PRESCRIPTION INFORMATION

Diagnosis: _________________________________________________________  ICD-10: ________________________________

Dose: ________mg/kg IV or ________mL/kg IV every ______weeks (Recommended dosing is 300–800 mg/kg or 3–8 mL/kg 
every 3–4 weeks, for first and later infusions, per QIVIGY Prescribing Information)

	 �IV rate (first infusion): Begin IV infusion at 1 mg/kg/min (0.01 mL/kg/min) for 30 min and then increase gradually every 30 min 
to a maximum rate of 8 mg/kg/min (0.08 mL/kg/min) as tolerated, per QIVIGY Prescribing Information

	� IV rate (second or later infusion): Begin IV infusion at 2 mg/kg/min (0.02 mL/kg/min) for 15 min and then increase gradually 
every 15 min to a maximum rate of 8 mg/kg/min (0.08 mL/kg/min) as tolerated, per QIVIGY Prescribing Information

	 IV rate: Start at _____mL/kg/min, then increase by______mL/kg/min every______minutes to maximum rate of ______mL/kg/min

	 Pharmacy to determine infusion rate

# of refills: ______________________________________________________  Anticipated start date: ______ / ______ / ______

PATIENT INFORMATION

Patient name: __________________________________________________________________  DOB: ______ / ______ / ______

Address: ____________________________________________________________________________________________________

City, State, Zip: ______________________________________________________________________________________________

Gender:       M       F       Height: __________  Weight: __________       lb       kg

Preferred phone: _______________________________________  Last 4 of SSN: _______________ 

Allergies:____________________________________________________________________________________________________

https://www.gammaplex.com/download/GSUS8PI_Gammaplex-10.pdf


INDICATIONS AND USAGE
QIVIGY® (immune globulin intravenous, human-kthm) is a 10% immune globulin (Ig) liquid indicated for the 
treatment of adults with primary humoral immunodeficiency.

IMPORTANT SAFETY INFORMATION

WARNING: THROMBOSIS, RENAL DYSFUNCTION, and ACUTE RENAL FAILURE 
See full prescribing information for complete boxed warning.
•	Thrombosis may occur with immune globulin products, including QIVIGY.

•	Renal dysfunction, acute renal failure, osmotic nephrosis may occur with immune globulin intravenous 
(IGIV) products in predisposed patients. Such events require immediate medical intervention, if not 
recognized or managed appropriately, may result in persistent or significant disability or incapacity or 
lead to fatal outcome.

•	For patients at risk of thrombosis, renal dysfunction or failure, administer QIVIGY at the minimum dose 
available and the minimum infusion rate practicable. Ensure adequate hydration in patients before 
administration. Monitor for signs and symptoms of thrombosis and assess blood viscosity in patients 
at risk for hyperviscosity.

CONTRAINDICATIONS
QIVIGY is contraindicated in patients who have had an anaphylactic or severe systemic reaction to the 
administration of human immune globulin and in IgA deficient patients with antibodies against IgA and history 
of hypersensitivity.

WARNINGS AND PRECAUTIONS
Severe hypersensitivity reactions, including anaphylaxis, may occur. In case of hypersensitivity, discontinue 
QIVIGY infusion and manage as appropriate.  

Hyperproteinemia, hyperviscosity, and hyponatremia may occur in patients receiving IGIV treatment, 
including QIVIGY. 

Aseptic meningitis syndrome may occur in patients receiving IGIV treatment, especially with high doses or 
rapid infusion. 

Hemolysis can develop subsequent to IGIV treatment. Monitor patients for hemolysis. 

Transfusion-related acute lung injury: Monitor patients for pulmonary adverse reactions. 

Transmissible infectious agents: QIVIGY is made from human plasma and may carry a risk of transmitting 
infectious agents, eg, viruses, the variant Creutzfeldt-Jakob disease (vCJD) agent, and, theoretically, the 
Creutzfeldt-Jakob disease (CJD) agent. 

Interference with laboratory tests: After infusion of Ig, transitory rise of passively transferred antibodies may 
yield positive serological results, with potential for misleading interpretation.

ADVERSE REACTIONS
The most common adverse reactions occurring in ≥5% of patients treated were headache, fatigue, infusion-
related reaction, Coombs direct test positive, nausea, sinusitis, dizziness, and diarrhea.  

To report SUSPECTED ADVERSE REACTIONS, contact Kedrion Biopharma Inc. at 1-855-3KDRION 
(1-855-353-7466) or FDA at 1-800-FDA-1088 or www.fda.gov/medwatch.

Instructions for Completion
	 1. Complete all information on Referral Form and sign
	 2. Fax completed form along with prescription to the specialty pharmacy of your choice	 	
	 �If you have any questions about completing this form, please call 888-262-8040.
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