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XYREM®REMS PROGRAM
PRESCRIBER ENROLLMENT FORM

XYREM (sodium oxybate) oral solution 0.5 g/mL

——

(sodium oxybate oral solution

@

Fax completed form to XYREM REMS Program at 1-866-470-1744 (toll free),
OR scan and e-mail to XYREMPrescribers@express-scripts.com,
OR mail to XYREM REMS Program, PO Box 66589, St. Louis, MO 63166-6589.
For further information, please call the XYREM REMS Program at 1-866-997-3688.

Step 1: ALL BOXES BELOW MUST BE CHECKED IN ORDER FOR THE ENROLLMENT PROCESS TO BE
COMPLETE AND BEFORE YOU CAN ENROLL PATIENTS AND PRESCRIBE XYREM.
(® | understand that XYREM is approved for the treatment of:
+ Cataplexy in narcolepsy
* Excessive daytime sleepiness (EDS) in narcolepsy
o | have read the Prescribing Information (Pl) and the XYREM REMS Program Prescriber Brochure and understand that:

* XYREM is a Schedule Il CNS depressant and can cause obtundation and clinically significant respiratory depression at
recommended doses

* Alcohol and sedative hypnotics are contraindicated in patients who are using XYREM

+ Concurrent use of XYREM with other CNS depressants, including but not limited to opioid analgesics, benzodiazepines,
sedating antidepressants or antipsychotics, sedating anti-epileptics, general anesthetics, muscle relaxants, and/or illicit
CNS depressants, may increase the risk of respiratory depression, hypotension, profound sedation, syncope, and death

+ Patients who have sleep apnea or compromised respiratory function (e.g., asthma, COPD, etc.) may be at higher risk of
developing respiratory depression, loss of consciousness, coma, and death with XYREM use
| agree to:
(& Enroll each patient in the XYREM REMS Program

O Screen each patient for history of alcohol or substance abuse, sleep-related breathing disorders, compromised respiratory
function, depression, suicidality, and concomitant use of sedative hypnotics, other CNS depressants, or other potentially
interacting agents

Counsel each patient prior to initiating therapy on the serious risks and safe use, handling, and storage of XYREM

ORNO]

Evaluate patients within the first 3 months of starting XYREM. It is recommended that patients be re-evaluated every 3
months thereafter while taking XYREM

Report all potential serious adverse events, including CNS depression, respiratory depression, loss of consciousness, coma,
and death, and any cases of suspected abuse, misuse, or diversion to Jazz Pharmaceuticals

O]

Step 2: TO HELP EXPEDITE THE ENROLLMENT PROCESS, PLEASE PRINT CLEARLY (*denotes required field).

Prescriber Information

*FIRST NAME: Diwakar M.lL.: “LAST NAME: Bajachandran | IaRDOEODIEail,GNNPI;TION MD
*DEA No.: BBF055099 *STATE LICENSE No.: | 5689 *NPINo.: 1571325030

FACILITY/PRACTICE NAME: ()T D Anderson Cancer Center

"STREET ADDRESS: 1400 Pressler Unit 403

CHY: Lotston *STATE: Tx | "ZIP CODE: 77030
‘RHONE: 7137904017 "FAX: 7137453949 E-MAIL: gbalachandran@mdanderson.org
OFFICE CONTACT: \/ickie Murphy, PAC, V. Esquivel, RN OFFICE CONTACT PHONE: 7137924017

% Step 3: PRESCRIBER SIGNATURE IS REQUIRED BELOW FOR ENROLLMENT IN THE XYREM REMS PROGRAM.

By signing below, | acknowledge the above attestations, and | understand that my personally identifiable information provided above
will be shared with Jazz Pharmaceuticals, Inc., its agents, contractors, and affiliates and entered into a prescriber database for the
XYREM REMS Program. | agree that | may be contacted in the futyre by mail, e-mail, fax, and/or telephone concerning XYREM, the
XYREM REMS Program, and other XYREM progrdms and servic

08/17/2016
*Date:

*Prescriber Signature: ,Z VATV

Report SERIOUS ADVERSE EVENTS by contacting Jazz Pharmaceuticals at 1-800-520-5568 or jazzsafety@jazzpharma.com.
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XYREM®REMS PROGRAM |
PATIENT ENROLLMENT FORM | soium oytee) ol olion @

XYREM (sodium oxybate) oral solution 0.5 g/mL

Fax completed form to XYREM REMS Program: 1-866-470-1744 (toll free)
OR mail to: XYREM REMS Program, PO Box 66589, St. Louis, MO 63166-6589.
For more information, call the XYREM REMS Program at 1-866-997-3688 (toll free).

Please Print (*denotes required field)

Patient Information

*FIRST NAME: X~ ML *LAST NAME: | : ' : ;
Je &t rey AL Bodin |™PE ¢ S22
*DATE OF BIRTH (MM/DD/YYYY): “GENDER: M E CELL PHONE; -
05/1_7,/’5,9; ¢ O 9% &Q‘fﬁ?’?
*ADDRESS: WORK PHONE:
528 Bepu HENE DR o mw;i e
*CITY: = *STATE: *ZIP CODE: -MAIL: ¢
MANDE VL CLE ATE: LA ZIP CODEy ) E-MAL RARTES  NET
Insurance Information
DOES PATIENT HAVE PRESCRIPTION COVERAGE? @ YEs g:srm:z g:‘:et:tcizz:‘znbg::mi ‘:'f‘ s O NO
POLICY HOLDER'S NAME: , _ = POLICY HOLDER’S DATE OF BIRTH: A 5 [, . / , ey
MARK BoDinl | o112 962
|Ni “Agii C‘(V)MPA;YS NAﬂl%fu G Shielid o g L@U?S TM i RELATIONSHIP TO PATIENT: FFX HeR :
INSURANCE PHONE: - - - RxID No.: GrpNo:. BSLA
Boo-3263-q15p | ™ 7 & Plan 170’ BS pLan D
RxBIN No.: /)03‘85_’8 Pl - A | RXPCN No.: 7 6 owp 331307 FF‘(’ /@OOO
Prescriber Information
*FIRST NAME: 0 o oar : - M.L.: “LAST NAME: %A \& Q\nc\“)mo "\DEA No: 2 (3 L0 g; O‘i <1 ’
"STREETADDRESS: ‘oo Poarssler Undk U463 e wH?N% F\3F[2L 4017
*CITY: Maashan *STATE: Ty zIP cooe_:}o ie *FAX: 3173 345 39 %17
: 15 : + s e
g b i o o
OFFICE CONTACT\/ leee MO RPiH+Y Phe OFFICE CONTACT PHONE NPI No i3 I3

{. EsQuivec RW
PATIENT: FORM MUST BE SIGNED BEFORE ENROLLMENT CAN BE PROCESSED.

By signing below, | acknowledge that:
¢ My doctor/prescriber has counseled me on the serious risks and safe use of XYREM
¢ | have asked my doctor/prescriber any questions | have about XYREM

fgu 7
*Patient/Guardian Signature: % /M\ *Date: g}/ Z?//é

/
*Printed Guardian Name (if applicable): ( _5 c S—Q r-e/y (5 o OQ tn.

PRESCRIBER: FORM MUST BE SIGNED BEFORE ENROLLMENT CAN BE PROCESSED.

By signing below, | acknowledge that:

* | have counseled the patient about the serious risks associated with the use of XYREM and the safe use conditions as
described in the XYREM REMS Program Patient Quick Start Guide

O 1 have provided the patient with the XYREM REMS P, gram Patient Quick Start Guide (optional)
*Prescriber Signature: /%Z/ *Date: g // % /j (D
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