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PRESCRIPTIONPRESCRIPTION
□ VYVGART  (efgartigimod alfa-fcab) 	400mg/20mL (20mg/mL) solution in a single-dose vial for intravenous use

Dose: _______mg         Preferred start date:____________________

Is patient naïve:   □ Yes  □ No  If no, date of first dose of last cycle____________________*

  Prior to Administration: Dilute Vyvgart in 0.9% Sodium Chloride injection, USP to make a total volume to be administered of 125mL.
  Initial Cycle Dosing: 10mg/kg per intravenous infusion weekly over one hour for 4 weeks* administered by a 
       healthcare professional. In patients weighing 120kg or more, the recommended dose of Vyvgart is 1200mg per infusion.   
       Flush IV tubing with a minimum of 20mL 0.9% sodium chloride solution after completion of Vyvgart infusion.

*Subsequent treatment cycles must be based on clinical evaluation and no sooner than 50 days from the start
of the previous treatment cycle.

  Additional orders __________________________________________________________________________________________________________________
		        __________________________________________________________________________________________________________________
Access:  □ Peripheral  □ Other ____________________________________________________________________________________________________

 FLUSH ORDERS FLUSH ORDERS
  Skilled nursing may insert and remove PIV, access CVC, or access/deaccess Port as needed.
□ PIV/midline/PICC: Flush before, after each infusion, and as needed with 3-20mL NS,

followed by Heparin 10units/ml 2-5ml, if indicated
□ Port: Flush before, after each infusion, and as needed with 5-20mL NS, followed by Heparin 100 unit/mL 5mL.

 ANAPHYLAXIS ORDERS ANAPHYLAXIS ORDERS
  Adults: For mild reaction, administer diphenhydramine 50mg IVP/PO x1
• For severe reactions, administer epinephrine 0.3mg SubQ/IM x1. May repeat x1, if needed. Contact 911 and monitor vital signs.
• If needed, repeat a second dose after 5-10 minutes for a maximum of two doses.  Contact 911 and monitor vital signs.

 NURSING ORDERS NURSING ORDERS
• RN to assess, administer, and/or instruct patient/caregiver on medication, administration, vascular access device,

disease process, signs or symptoms of adverse effects or complications of therapy.
• RN to establish, maintain and discontinue vascular access device.
• RN to draw labs as ordered via vascular access device or venipuncture.

ICD-10 Diagnosis   □ G70.00 Myasthenia Gravis w/o acute exacerbation           □ G70.01 Myasthenia Gravis with acute exacerbation

□ Other _________________________________________________________________	           Year of Diagnosis _______________

AChR Test Results:  □ Positive  □ Negative

Insured’s Name	___________________________________________________ Relation to Patient __________________________________________________ 
Insured's Phone Number __________________________________    Prescription Card  □ Yes  □ No  If Yes, Carrier ____________________________
Policy/Group# ____________________________________  Bin# ____________________________________   Pcn# ____________________________________   

PLEASE ATTACH COPIES OF PATIENT’S INSURANCE CARDSPLEASE ATTACH COPIES OF PATIENT’S INSURANCE CARDS

Patient Name __________________________________________________ SSN (last 4):______________  DOB _________________  □ Male   □ Female
Street Address _____________________________________________ Apt# ________  City ___________________________ State _______  Zip ____________
Daytime Tel _____________________  Cell _____________________  Email ____________________________________  Height ________  Weight ________
Ship to Patient at  □ Home    □ Physician Office           Primary Language  □ English    □ Spanish    □ Other__________________________ 
Allergies __________________________________________________________________      □ PMH (attached)      □ Current Medications (attached)

ADDRESS PHONE PRIMARY CONTACTPRACTICE NAME

_____________________________________________________________________________________________________    #____________________________
PRESCRIBER NAME AND NPI#

________________________________ ________________________ ________________________________________________________

VYVGART REFERRAL FORM
TEL: 877-567-8087   FAX: 877-567-8089NPI #: 1245503648
REP
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