CONFIDENTIAL

ALL SECTIONS OF THIS FORM MUST BE COMPLETED

Application for individual reimbursement of imlifidase (Idefirix")

For MMP Use Only

Case Reference

Date Received

Date of application:

Part 1: Patient Details

Name of patient:

Date of birth:

Address:

GMS / DPS / PPS Number:

(Please tick and insert number)

GMS DPS PPSN

Number:

Part 2: Prescriber Details

Name of Approved
Consultant:

Medical Council Number:

Speciality of Approved
Consultant:

Contact Details:

Nephrology [ ] Immunology []
Other (Please specify)
Hospital:
Address:
Telephone:
Email:
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CONFIDENTIAL ALL SECTIONS OF THIS FORM MUST BE COMPLETED

Please refer to the HSE Managed Access Protocol for imlifidase when
completing Part 3 of this application form

Part 3: Patient Clinical History

For a positive recommendation, evidence to confirm the patient meets all of the reimbursement
criteria outlined in section 2 of the HSE Managed Access Protocol must be provided.

Patient’s weight at time
of administration of
imlifidase

Date of administration
of imlifidase

Please indicate whether the patient meets the following criteria (please tick which apply and
complete requested detail):

1. Please confirm the patient’s age (years) Age
at the time of administration of imlifidase
2. Please confirm that the patient has a diagnosis of renal disease defined,
as (i) or (ii) below, at the time of administration of imlifidase:
Tick which
applies:
(i) Stage 5 chronic kidney disease (eGFR < less than 15 mL |:|

per minute per 1.73 m? body surface area) and on the kidney transplant list

[l

(ii) End-stage renal disease.

3. Please confirm the generated or calculated panel reactive PGen

antibodies (PGen) at the time of administration of imlifidase

4. Please confirm the cumulative mean fluorescence intensity cMFI

(cMFI) at the time of administration of imlifidase
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5. Please confirm the length of time the patient was on the Time on
kidney transplant waiting list at the time of administration of waiting list
imlifidase
(i) Please confirm the median waiting list time Median

waiting list
time
Please attach evidence to verify the above statements. Enclosed
Part 4: Contraindications

1. | confirm that the patient has no contraindications to

imlifidase as per the SmPC (Idefirix®)
Additional space for supporting information
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ALL SECTIONS OF THIS FORM MUST BE COMPLETED

Data Protection Notice

e The information on this form will be used by the Health Service Executive (HSE) to assess the suitability
of the items listed to be provided under Section 20 of the Health (Pricing and Supply of Medical Goods)

Act 2013.

e Details of prescription items dispensed to the named person may be notified to the HSE by the

dispensing pharmacist to ensure that the named person receives the items required.

¢ The named person may access information relating to themselves only, on prescription claims processed

in their name by the HSE.

¢ We may share information with the Department of Health, healthcare practitioners and other healthcare

bodies.

¢ We may also disclose information to other parties if the law requires us to do so.

e The PCRS privacy statement can be located at www.pcrs.ie.

Completed forms should be returned to: Authorisation of Request
Scan the completed form and return via a secure Signature of
email (e.g. HSE email or healthmail) to: Approved
mmp@hse.ie Consultant
Institution
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