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Confidence to Self-Infuse

Supporting your Our patient support program is designed to
Independence help you manage your condition under the
supervision of experienced nurses



TREATMENT SUPPORT

ProCare: Service
Offerings

Infusion Training (at home,
virtual)

Infusion Supplies (as needed)

Avalilable for those on
Nuwig® or Wilate®
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ProCare: Stay Supported
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Convenient Personalized Support Independence
Prompt in-clinic, at home, Tailored infusion training for Comprehensive services
or virtual training by a patient or guardian to ensure to equip you to take
qualified infusion nurse confident self-infusions control of your treatment
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How to Get Started s

Enroll in ProCare

Your clinic will fill in the ProCare
Enrollment Form and work with you
to select personalized services

Infusion Training

Set up your first infusion
training and move one step
closer to safe self-infusion

It’s that simple!
Click here to download the Enrollment Form or visit www.Nuwig.ca



http://www.nuwiq.ca/
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Convenience, Comfort,
Confidence 0
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Supporting you on your path to
mastering self-infusion

For more information contact
Innomar

InnomarClinicsProgram@innomar-strategies.com
1-844-INN-0-MAR (1-844-466-0627)
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ProCare Hemophilia ProCare

IS Patient Enrollment Form Nuwiq: wilate

ALL FIELDS IN RED ARE MANDATORY

PRESCRIBING PHYSICIAN INFORMATION

Name:

Physician License #:

Clinic Nurse Name:

Street Address: City, Province, Postal Code:
Tel. (Office): Fax. (Office):
Email:

PATIENT INFORMATION

First Name: Last Name:

Gende:OM OF ONon-Binary |Date of Birth: Age: Weight (kg):
(DD/IMM/YYYY)

Street Address: City, Province, Postal Code:

Telephone: Cell:

Work: Okay to leave messages: O Yes O No

Email:

Preferred method of communication: O Phone [ Email

PATIENT CONSENT

| consent to the receipt of electronic communications from Innomar Services Personnel, for the purposes of conducting Service-related activities to me.
Email communications may be sent to the address | have provided. | understand | can withdraw my consent at any time by contacting Innomar.
OYes 0O No

SEE FULL PATIENT CONSENT TERMS ON PAGE 3; PLEASE ENSURE YOU HAVE READ AND FULLY UNDERSTAND THE PATIENT CONSENT FORM.
IMPORTANT: If unable to obtain written consent from patient, please document when patient verbal consent was obtained.

Patient Signature Printed Name of Patient or Legal Representative and relationship to Patient:

or Legal Representative:
(Print or E-signature)

Verbal Consent Obtained by Date:
Health Care Provider Name:

Confidential when completed | 1

Please submit via email or fax:
Email: InnomarClinicsProgram@innomar-strategies.com OC|'CI phOfI’T\CP
Fax : 1-844-853-6803 | Phone: 1-844-INN-0-MAR (1-844-466-0627)
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ProCare Hemophilia ProCare

IS Patient Enrollment Form Nuwiq: wilate

TREATMENT DETAILS

Name of prescribed treatment: O Nuwig® O Wilate® Diagnosis/Indication: O Hemophilia A O von Willebrand Disease (VWD)
Dose (IU/month): Type of treatment
- - — O Hemophilia A prophylaxis
Vials (# of vials to be administered) DI VWD prophylaxis
Frequency (# of infusions per week): O On-demand Expected length of Treatment: days
O Post-Surgery Expected length of Treatment: days
Duration of prescription: _____months am Expected length of Treatment: months

SERVICE SELECTION
Requested Service:

O Home/Clinic self-infusion training* | O Virtual self-infusion training | O Infusion supplies | O Extended home infusion support**

*All patients/caregivers will be provided 3 at home self-infusion training sessions by a qualified nurse
**Patients requiring extended home infusion support for clinical reasons must complete a special request note at the end of this form

MEDICAL HISTORY

O Newly diagnosed Other Relevant Medical History:
O Previous Hemophilia A/VWD treatment (please specify)

Please specify if any pre-medication is required Please specify any PRN medications during each treatment
prior to each treatment PRN (as needed):
Pre-medication:

*Medication(s) will be administered according to established evidence,
informed practices and protocols for IV infusions.

Known Allergies: No Known Drug Allergies O

Physician Signature tDate:

(Print or E-signature) 1 Effective date. Order(s) expires one year from the date of signature.

SPECIAL REQUEST FOR EXTENDED HOME INFUSION SUPPORT
If you are requesting extended home infusion support through ProCare, please provide clinical reasons for this request.
Each request will SOLELY be considered on the merits of the clinical reason provided.

Confidential when completed | 2

Please submit via email or fax: .
Email: InnomarClinicsProgram@innomar-strategies.com OC|'CI phOrmO
Fax : 1-844-853-6803 | Phone: 1-844-INN-0-MAR (1-844-466-0627)
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ProCare Hemophilia ProCare

’ Patient Enrollment Form NUW|q‘®

Hemophilia (Nuwiq®/Wilate®) ProCare Patient Support Program
Consent Form

AUTHORIZATION TO DISCLOSE HEALTH INFORMATION

| understand that the Hemophilia (Nuwig®/Wilate®) ProCare Patient Support Program (the “Program”) is designed to assist patients by
providing home infusion training services, for a maximum of 3 infusion training sessions, and infusion supplies ordering assistance (if
required). | understand that the Program is sponsored by Octapharma Canada Inc. and is administered on behalf of Octapharma Canada
by Innomar Strategies Inc., an independent third party located in Oakville, Ontario.

| hereby give my consent to my healthcare providers to disclose information about me and my medical condition as is reasonably
necessary to the Program administrators (Innomar Strategies Inc.) so that they may: Determine my eligibility for the program, conduct
Program related activities and deliver Program services to me; Contact me and leave messages for me regarding my Health Information or
any other information required for the administration of the Program

In carrying out these activities, | understand that the program administrators may monitor or record telephone calls to or from the
administrator for mutual protection and that my Health Information may be collected and/or stored outside of my province or territory or
country. | understand that the Program administrators are not authorized to disclose my personal information to Octapharma Canada.

| understand that federal and provincial privacy laws require the Program to protect my privacy by requiring that they use and disclose
my personal information only for the purposes described above or as required by law. My health information will not be used or disclosed
by the Program administrators for any other purposes unless they first obtain my consent or the information that identifies me directly
(such as my name) is first removed. These limitations continue even after this Authorization expires (ends) or | revoke (take back) this
authorization.

| understand that | have the right to request access to my personal information that the Program administrators have on file, which
includes the right to amend that information and to receive an account of how it has been used and a list of the organizations to whom it
has been disclosed, | understand that to request access, | can contact the Program administrators at 1-844-466-0627.

| understand that:
* | do not have to sign this Authorization, but if | do not, | will not be able to participate in the Program;
e My healthcare providers will not condition my medical treatment on my agreement to sign this Authorization;

* | may revoke (take back) this Authorization at any time by mailing or faxing signed letters of revocation to my healthcare providers
[Fax: 1-844-853-6803 Mail: Innomar Strategies, 3470 Superior Court, Oakville ON, L6L 0C4], but if | do so, the Program will be unable
to assist my healthcare providers and | may no longer participate in the Program;

* Revoking this Authorization will prohibit disclosures of my health information by my healthcare providers after the date my letter of
revocation is received and processed, but will not affect the Program's ability to use the disclosed information already received;

e | am entitled a copy of this Authorization; and
o This Authorization is valid for as long as | receive services from the Program.

The parties acknowledge that they require that this Agreement be drawn up in the English language only. Les parties reconnaissent
qu’elles ont exigé que la présente convention soit rédigée en langue anglaise seulement.

By signing at the bottom of page 1, | acknowledge that | have read and understand these terms.

Confidential when completed |3

Please submit via email or fax:
Email: InnomarClinicsProgram@innomar-strategies.com OC|'G phOI’mCF’
Fax : 1-844-853-6803 | Phone: 1-844-INN-0-MAR (1-844-466-0627)
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