
Diagnosis: G70.00 Myasthenia gravis without (acute) 
exacerbation 
G70.01 Myasthenia gravis with (acute) 
exacerbation
G36.00 Neuromyelitis optica (NMOSD)
Other ______________________ 

     ICD-10 _______________________

Patients weight: __________
Lab Date:   _______________________ 
Allergies:    _______________________

ALSO INCLUDE...
Clinical/ Progress Notes 
Demographics Sheet 
Current Medications 
Labs

Please Attach All Insurance Information, front and back

MEDICAL  INFORMATION

ULTOMIRIS ORDER

Referring Physician:   ___________________________ Phone:   ___________________ 

Practice Address:   ________________________________________________________________

Office Contact:   _______________________________ Fax:   ____________________

Referring Physician's Signature________________________________ Date:   ____________

PHYSICIAN INFORMATION

NPI/ TIN:  _________________________

Patient Name:    __________________________________
Patient Phone:   __________________________________

DOB:   _________________________ 
SEX:      M F

(40-59kg) 2,400mg IV loading dose, followed by 3,000mg IV maintenance 2 weeks later, then 3,000mg IV every 8 weeks 

(60-99kg) 2,700mg IV loading dose, followed by 3,300mg IV maintenance 2 weeks later, then 3,300mg IV every 8 weeks 

(100kg+) 3,000mg IV loading dose, followed by 3,600mg IV maintenance 2 weeks later, then 3,600mg IV every 8 weeks 

(40-59kg) 3,000mg IV every 8 weeks

(60-99kg) 3,300mg IV every 8 weeks

(100kg+) 3,600mg IV every 8 weeks

Patient has had the meningococcal vaccines (both MenACWY and MenB) 

Prescriber is enrolled in Ultomiris REMS Program

 Ultomiris Infusion Order
Fax 888 511-7654     Phone 888 864-7341

LivWell Infusions    Fax 888 511-7654     Phone 888 864-7341

Induction Dose

 Maintenance Dose

 Required

laura
Line

laura
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