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Immunoglobulin Assessment Panel

	                    Normal Human  Immunoglobulin request form


This form must be completed by the clinician before Pharmacy issue Intravenous/ Subcutaneous normal immunoglobulin for a named patient.  Please refer to the Clinical Guidelines for Immunoglobulin use (Department of Health)
http://www.ivig.nhs.uk/documents/dh_129666.pdf
	Patient name:

Hospital number:

Date of birth:

Height (cm)                   Weight (Kg)
	Consultant speciality:

Consultant/Registrar name:

bleep number

	State diagnosis:                            

 Confidence in diagnosis  definite           highly likely             possible 



	List selection criteria for use of IVIg in this patient see  summary tables in clinical guidelines for immunoglobulin use at: http://www.ivig.nhs.uk/documents/dh_129666.pdf
Pharmacy  to check that selection criteria have been met for the condition being treated before issuing the IVIg, 

	What alternative treatment has been tried?

Cyclophosphamide 
 Methotrexate
Rituximab 
Corticosteroids          
Ciclosporin   


Other(specify)    …………………………………………               

Was plasma exchange considered?

 Not applicable 
 Considered but unavailable     

Tried and failed 
       Considered but not suitable   

Current treatment?

Cyclophosphamide 
 Methotrexate
Rituximab 
Corticosteroids          
Ciclosporin   


Other(specify)    …………………………………………           

Stage of treatment                     First treatment
                   Ongoing          
Proposed treatment regime      Short term          
        Long term 

Treatment route                          Intravenous     
Sub-cutaneous



	Product to be used …………………………………             start date………..
Proposed dose g/Kg………………        
Frequency     ……………………….                                    Duration …………………


	Use dose-determining weight  if BMI > 30kg/m2 or actual weight >20% over IBW

Use actual body weight  for patients under 132cm tall and Paediatric patients
Dose determining weight (DDW) = IBW + 0.4 ( actual body weight(kg) – IBW )
Ideal body weight for males     =  50 +   (  (height(cm) – 154) x 0.9 ) 
Ideal body weight for females  = 45.5 + (  (height(cm) – 154) x 0.9 ) 

Dose determining weight for calculating the IVIg dose =           Kg
Actual dose to be administered = 



	Clinician’s signature  ……………….. ………             Date ……………………                              

Print name…………. ………………………….        



	Pharmacy authorisation 

Panel decision required       Y/N                       Referred to Panel                 Y/N

Pharmacist signature ……………………………      Date……………………..                                          

If panel decision required :

Authorised by:……………………………………

Signature …………………………………………        Date………………………                                                            



	National Database entry:                          

Date of entry onto database:

Name of person entering data:
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PAGE  
2

