ISATUXIMAB

WARNING FOR HEALTHCARE PROVIDERS




E MY INFORMATION

Patient's
name:

Patient's
date of birth
(DD /MMM / YYYY):

Patient’s

phone:

Emergency contact
(name):

Emergency contact
(phone):

MY TREATMENT DETAILS

Please complete this section
or ask your doctor to do it.

Start date End date
(DD /MMM /YYYYD: NA (DD /MMM /YYYY):

(® MY BLOOD RESULTS

Before starting isatuximab, the results of my blood test collected on:

were: (DD / MMM/ YYYY)

Blood type: . A . B . AB . 0 . Rhs . Rh-

The result of my indirect antiglobulin test (indirect Coombs test) was:

.Negative . Positive for the following antibodies:

4 MY DOCTOR'S INFORMATION

In case of emergency, or if you find this card,
please contact my doctor using the details below.

Doctor's name:

Doctor's phone:

Patient Card version dated Apr 2025 SG-2025-Sarclisa-02 o
This document has been approved by HSA as of 04-06-2025 SO n O fl



