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IgG4-RD Patient Enroliment Form Guide

The Patient Enroliment Form (PEF) must be completely filled out in order to get your patients started
on UPLIZNA and initiate their enrollment in Amgen By Your Side, a patient support program. This guide
is designed to help you understand the different fields on the form and how to complete the form
accurately for submission.

Three easy steps to initiate the patient enroliment process for UPLIZNA:

@ Fill out all required fields on pages 1 and 2 as indicated by the X, including the
prescriber signature and date within the Prescriber section

% Obtain the patient consent ("I Consent” check box), patient signature and date within
the Patient Consent and Authorization section at the top of page 2, if possible

Send both the front and back of the patient’s insurance card(s) along with all 4
pages of the PEF

Three ways to submit the Patient
Enroliment Form:

Via DocuSign® at UPLIZNARx.com/ig

Email: UPLIZNAABYS@amgen.com
Fax: 1-833-329-8477

INDICATION
UPLIZNA® is indicated for the treatment of Immunoglobulin G4-related disease (IgG4-RD) in adult patients.

IMPORTANT SAFETY INFORMATION

CONTRAINDICATIONS

UPLIZNA® (inebilizumatb-cdon) is contraindicated in patients with a history of a life-threatening infusion
reaction to UPLIZNA, active hepatitis B infection, or active or untreated latent tuberculosis.

Please see additional Important Safety Information throughout.

If you have any questions while completing the form, please contact Amgen By Your Side at 1-833-842-8477.
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UPLIZNA® (inebilizumab-cdon)
PATIENT ENROLLMENT FORM

Once complete, submit pages 1-4 by fax 1-833-329-8477 or email UPLIZNAABYS@amgen.com

i
your
b side

PATIENT INFORMATION
X Jane
Firstname

X Brown
Last name

X Gender: O Male ® Female X Dateofbirth: 01 /01 /1978

(MM/DD/YYYY)
om English
Email address Primary language
X 555-123-1234 ® primary X 555:321-4321 O primary
Mobile phone Home phone
X 123 Main Street
Address
X Lake Forest XIL X 60045

city State
555-123-2345

Alternate contact phone

Zip code

John Brown
Alternate contact name.

DIAGNOSIS (Required for benefits investigation.)

X Diagnosis: © D89:84 - IgG4-RD

X Dateofdiagnosis: 01 /01 /2021
(MM/DD/YYYY)

Checkall previous IgG4-RD therapies:

@ None/new diagnosis/treatment naiive

O steroid O Ruxience
O Rituxan O Truxima
O Ribni O Immunosuppressant therapies

(e.g. azothioprine, mycophenolate, etc.)

O other.

INSURANCE INFORMATION (e ineidettorsenabock coples

X Insurance Provider One
Primary insurance
X 000-000000-01
Policy #
X Jane Brown Jane Brown
icy s first and lost name
X 555-123-5555 555-123-1111
Insurance company phone insurance company phone
X 000001 000002
Group # Group #
Policynolders 01 /01 /1978
Date of birth: (MM/DD/YYYY)

Insurance Provider Two
Secondary insurance
000-000000-02

Policy #

Policyholder's x 01 /01 /1978
Date of birth: (MM/DD/YYYY)

O Ppatientis uninsured to my knowledge.

F
- (X Indi iroc o) UsA-335-80294

PRESCRIBER INFORMATION o

X Sarah X_Williams

Firstname Lastname

X 123 Medical Wa:

Address

X Lake Forest XIL X 60045

city state Zip code

X 0000000000 X 00-0000000 X 000000

NPI# State license # TaxID #
Memorial Hospital

Clinic/hospital affiliation

X Sam Davis
office contactname

X 555-123-2222
office contact phone

X 555-123-9999
Faxnumber

x com
Office contact email address.

Preferred communication O Phone ©® Emoail

Prescriber specialty

PREFERRED INFUSION FACILITY
fnone; Amgen By Your Side can provide options.

O The infusion faclty s the same as the prescribing office

Infusion Center
Facilty name

123 Facility Drive

Address

Chicago L 60601
City state Zip code
555-123-1112 555-123-1113

Phone Fax number
0000000009 00-0000000807

Facility NPl # ToxID #

Complete signatures and prescription information on next page ' )¥

Pagelof 4

1 Patient Information

Provide the patient demographic and contact information;
only one patient phone number required, mobile OR home
+ Required fields are needed to conduct a benefits
investigation, contact the patient for any follow-up, and
provide support from Amgen By Your Side
- Alternate contact information is optional
- It may help to include a caregiver’'s contact information

2 Diagnosis

Confirm the diagnosis code by filling in the circle next to

“Diagnosis” (required to conduct a benefits investigation)

- Include date of diagnosis

- Fill in the circles next to any previous IgG4-RD therapies
that the patient has received

3

Insurance Information

Provide the patient’s primary insurance information
(required to conduct a benefits investigation). Results will be
delivered after the patient authorization is received

USA-335-80294

(Continued)

- Include secondary insurance plan information, if applicable,
to improve the accuracy of the benefits investigation

- If the patient does not have any insurance, fill in the circle
next to “Patient is uninsured to my knowledge”

| Please include the front and back of your patient’s

e insurance card(s), if available, along with the completed
Patient Enrollment Form

4 Pprescriber Information

Provide the prescriber name, contact information, NP,
Tax ID, and state license numbers, which are required for
processing

- Include the office contact name to ensure proper follow-up,
as well as contact information to streamline commmunication

5

Preferred infusion facility

If you have a preference for the infusion facility where your

patient will receive UPLIZNA, complete this section

- If you do not have a preference, Amgen By Your Side will
provide options based on the patient’s insurance and
proximity to the patient

Disclaimer: The information provided on this form is for demonstration purposes only and does not represent any real person.

IMPORTANT SAFETY INFORMATION (CONT'D)
WARNINGS AND PRECAUTIONS

Infusion Reactions: Can cause infusion reactions, including anaphylaxis. Symptoms can include headache, nauseo, somnolence, dyspned, fever, myalgia, rash, or
palpitations. Infusion reactions of UPLIZNA were observed in 74% of IgG4-RD patients during the RCP. Infusion reactions were most common with the first infusion but

were also observed during subsequent infusions.

Administer pre-medication with a corticosteroid, an antihistamine, and an antipyretic. For life-threatening infusion reactions, immediately and permanently stop
UPLIZNA and administer appropriate supportive treatment. For less severe infusion reactions, management may involve temporarily stopping the infusion, reducing the

infusion rate, and/or administering symptomatic treatment.

Please see additional Important Safety Information throughout.
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e PATIENT CONSENT AND AUTHORIZATION (Required—please see language on pages 3-4.)

UsA-335-80204.

then selact one of e

B thaih

that

use and share the personal information | provide for the

‘and business partners to
Protected Health Information.

X Jane Brown

Authorization for

Patient name

B Sone Broun

Name of Legal Representative (1 needed)

x01_/07__ 72025

o PRESCRIPTION (Required)

X Jane X Brown

x01_ /01 (1978

Pationt firstname.

Patient last name

Date of irth (1M/DD/¥YY)

Allergies: Sulfa o

NDC: 75887-150-03: Ona carton containing threa 100 mg/10 mi vicls

nitalRx ® 300 g,

Dose: 300 mg per IV infusion  Targetinfusion date: 02 /01 /2025

(MM/DD/YYYY)

Refi: 2 times

® 300mg!

‘Administration instructions: Dilute 300 mg (30 mL) in 250 mL 0.8% Sodium Chioride Injection and administer iluted infusien over approximatl
o ot fo o ot 30 rour il 4

80 minutes at an increasing rato: 42 mt/hour

rfirst 30 minutos, followed by 125 mi

minutos, thon 333 mi fompletion.

| gwrf\/‘n \A\_'\\\'\ws

X01_/07_/2025

Witten or e-signature only; stamps not acceptable.

“Amgon”)fo Amgen toadminister he

Iminster
UPLIZNA, a prescribed.
the following: 1

297 o visiting v

it
e or use UPLIZNA

person;
Service

o.On behalfor

provide,

By flingou
8y YourSic

aseparate Pailent Authorizaton.

6 Patient Consent and Authorization

- Patient must sign and date form

- Patient must check “I consent” circle in order to be enrolled
in Amgen By Your Side

- If the patient can't sign the form at your office, Amgen By
Your Side can follow up to obtain consent

Usa-335-80204

7  Prescription and Prescriber Signature

This section should be completed, as it can be used as a
prescription by the specialty pharmacy or the infusion center

- If known, provide the target infusion date

- Include patient name and date of birth within prescription
section along with prescription information

< Fill in the circle next to “Initial Rx” and/or “Maintenance Rx.”
Please also include the number of refills

- Prescriber signature is required for processing the Patient
Enrollment Form

Pages 3-4 of the PEF include the patient authorization and consent language.

Once the PEF is submitted, you can provide these 2 pages to the patient for their reference.

IMPORTANT SAFETY INFORMATION (CONT’D)

WARNINGS AND PRECAUTIONS

Infections: An increased risk of infections has been observed with other
B-cell depleting therapies. In the IgG4-RD RCP and open-label period, the
most common infections reported by UPLIZNA-treated patients were upper
respiratory tract infection (11%), nasopharyngitis (10%), urinary tract infection
(9%), and influenza (6%). Delay UPLIZNA administration in patients with an
active infection until the infection is resolved.

Possible Increased Risk of Immunosuppressant Effects with Other
Immunosuppressants: UPLIZNA has not been studied in combination
with other immunosuppressants. If combining UPLIZNA with another
immunosuppressive therapy, consider the potential for increased
immunosuppressive effects.

Hepatitis B Virus (HBV) Reactivation: Risk of HBV reactivation has been
observed with other B-cell depleting antibodies. There have been no cases
of HBV reactivation in patients treated with UPLIZNA, but patients with chronic
HBV infection were excluded from clinical trials. Perform HBV screening in

all patients before initiation of treatment. Do not administer to patients

with active hepatitis. For patients who are chronic carriers of HBV [HBsAg+],
consult liver disease experts before starting and during treatment.

Progressive Multifocal Leukoencephalopathy (PML): Although no confirmed
cases of PML were identified in UPLIZNA clinical trials, JC virus infection
resulting in PML has been observed in patients treated with other B-cell
depleting antibodies and other therapies that affect immune competence.
In UPLIZNA clinical trials one subject died following the development of

new brain lesions for which a definitive diagnosis could not be established,
though the differential diagnosis included an atypical NMOSD relapse, PML,
or acute disseminated encephalomyelitis. At the first sign or symptom
suggestive of PML, withhold UPLIZNA and perform an appropriate diagnostic
evaluation. MRI findings may be apparent before clinical signs or symptoms.

Typical symptoms associated with PML are diverse, progress over days

to weeks, and include progressive weakness on one side of the body or
clumsiness of limbs, disturbance of vision, and changes in thinking, memory,
and orientation leading to confusion and personality changes.

Tuberculosis

Patients should be evaluated for tuberculosis risk factors and tested

for latent infection prior to initiating UPLIZNA. Consider anti-tuberculosis
therapy prior to initiation of UPLIZNA in patients with a history of latent

active tuberculosis in whom an adequate course of treatment cannot be
confirmed, and for patients with a negative test for latent tuberculosis but
having risk factors for tuberculosis infection. Consult infectious disease
experts regarding whether initiating anti-tuberculosis therapy is appropriate
before starting treatment.

Vaccinations

Administer all immunizations according to immunization guidelines at least
4 weeks prior to initiation of UPLIZNA. The safety of immunization with live or
live-attenuated vaccines following UPLIZNA therapy has not been studied,
and vaccination with live-attenuated or live vaccines is not recommended
during treatment and until B-cell repletion.

Vaccination of Infants Born to Mothers Treated with UPLIZNA During
Pregnancy

In infants of mothers exposed to UPLIZNA during pregnancy, do not
administer live or live-attenuated vaccines before confirming recovery of
B-cell counts in the infant. Depletion of B-cells in these exposed infants may
increase the risks from live or live-attenuated vaccines. Non-live vaccines,
as indicated, may be administered prior to recovery from B-cell and
immunoglobulin level depletion, but consultation with a qualified specialist
should be considered to assess whether a protective immune response was
mounted.

Please see additional Important Safety Information throughout.
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Connecting Patients with their Amgen By Your Side PAL

The Patient Access Liaison (PAL) is a dedicated support partner who helps investigate, explain, and
educate on the steps in your patient’s treatment experience. They are your patient’s point of contact and
champion while your patient is accomplishing their treatment goals.

Make sure the patient is aware their PAL will be calling them in the next few days to provide
information on next steps, the infusion process, and getting started on UPLIZNA

Have the patient save their PAL's contact in their phone
* Itisimportant that a patient answers the PAL’s call

PAL Name: Phone Number:

Please ensure that all four pages of the enroliment forms are submitted by fax to 1-833-329-8477 or emailed
to UPLIZNAABYS@amgen.com. Incomplete forms may delay enroliment.

IMPORTANT SAFETY INFORMATION

WARNINGS AND PRECAUTIONS (CONT’'D)

¢ Reduction in Immunoglobulins: There may be a progressive and prolonged hypogammaglobulinemia or
decline in the levels of total and individual immunoglobulins such as immunoglobulins G and M (IgG and
IgM) with continued UPLIZNA treatment. Monitor the levels of quantitative serum immunoglobulins during
treatment with UPLIZNA, especially in patients with opportunistic or recurrent infections, and until B-cell
repletion after discontinuation of therapy. Consider discontinuing UPLIZNA therapy if a patient with low
immunoglobulin G or M develops a serious opportunistic infection or recurrent infections, or if prolonged
hypogammaglobulinemia requires treatment with intravenous immunoglobulins.

» Fetal Risk: Based on animal data, UPLIZNA can cause fetal harm due to B-cell lymphopenia and reduce
antibody response in offspring exposed to UPLIZNA even after B-cell repletion. Transient peripheral
B-cell depletion and lymphocytopenia have been reported in infants born to mothers exposed to other
B-cell depleting antibodies during pregnancy. Advise females of reproductive potential to use effective
contraception while receiving UPLIZNA and for at least 6 months after the last dose.

ADVERSE REACTIONS
«  The most common adverse reactions in IgG4-RD (at least 10% of patients treated with UPLIZNA and greater
than placebo) were urinary tract infections and lymphopenia.

Please see UPLIZNA® full Prescribing Information.
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