	Normal Human Immunoglobulin request form

Form to be completed by the Consultant/Registrar of the Clinical team requesting the supply and 
e-mailed  to  sft.dispensary@nhs.net
The request will be considered against the NHS England commissioning criteria policy for the use of therapeutic immunoglobulin (2024) 
https://igd.mdsas.com/wp-content/uploads/ccp-for-the-use-of-therapeutic-immunoglobulin-england-2024-v4.pdf
Stock will not be released by Pharmacy until this form is completed 


	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 



	Specify disease specific criteria for  use of IVIg 
https://igd.mdsas.com/wp-content/uploads/ccp-for-the-use-of-therapeutic-immunoglobulin-england-2024-v4.pdf
Treatment course Short term (less than 3 months)                              Long term                                                



	What alternative treatment has been tried?

Cyclophosphamide 
 Methotrexate
Rituximab 
Corticosteroids          
Ciclosporin   


Other(specify)    …………………………………………        
Was plasma exchange considered?   

Current treatment?

Cyclophosphamide 
 Methotrexate
Rituximab 
Corticosteroids          
Ciclosporin   


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

	Product (brand) to be used …………………………………             start date………..
Total dose in g/kg  =

	Dose calculation

Adult patients 
Use Ideal Body Weight  for all adult patients (Use booking weight for pregnant patients)
Ideal body weight (IBW) for males     =  50 +   (  (height(cm) – 154) x 0.9 ) 

Ideal body weight (IBW) for females  =  45.5 + (  (height(cm) – 154) x 0.9 ) 

Weight for calculating the IVIg dose =           Kg

Paediatric patients
Use  Ideal Body Weight (even if actual body weight is less than the ideal body weight)  for all Paediatric patients (use  the IBW  table at the back of the Childrens BNF)  


	Total  dose to be administered =                                          over ……… days



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

Print name…………. ………………………….        


	Clinical check/ authorisation for release of stock
Pharmacist  Signature ……………………………….   Date
All requests for IVIG to be referred to the IVIG panel by e-referral on the IVIG database
Date referred to IVIG panel   …………… 

Document Panel decision
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