
Please see Indication and Important Safety Information on page 2. 
Please click here for full Prescribing Information.1

2. Insurance Information  Please attach copies of both sides of patient’s insurance card(s).

Name (First, MI, Last)                    DOB (mm/dd/yyyy) Gender:   M    F

Address      City    State ZIP Code 

Primary Phone        H   W   M    Alternate Phone       H   W   M

E-mail          Social Security # _______-_______-__________

Best time to contact me:   Morning      Afternoon     Evening           Preferred language (if not English)  

Caregiver Name      Caregiver Phone       H   W   M

Prescriber Name (First, Last)         Office Contact 

Site Name            

Street Address      City    State ZIP Code 

Phone       Fax 

Tax ID #    State License #        Individual NPI # 

1. Patient Information

4. Prescriber Information

Plan Type     Private/Commercial     Medicare (Part A/B/D)     Medicare Advantage     Medicaid VA or Military     None-Uninsured

 Check if patient has secondary insurance           Primary Insurance      

Insurance Phone                              Policy ID #            Group #                  

Policy Holder Name (First, Last), DOB, and Relationship To Patient 

Prescription coverage?   YES   NO    Prescription Carrier Name        

Policy ID # Group # Prescription Carrier Phone 

BENEFITS INVESTIGATION ONLY           Check here if you are ONLY requesting a summary of your patient’s benefits.

By signing below, I certify that I have received the necessary authorization to release medical and/or other patient information relating to ELELYSO therapy to 
Pfizer Inc and its agents, affiliates, representatives, and service providers to use and disclose as necessary to enroll my patient. I have informed my patient, their 
guardian (if the patient is younger than 18 years old), or their caregiver that I will provide his/her contact information to the Gaucher Personal Support Program 
(GPS) and I have received and obtained prior express consent from my patient, their guardian, or their caregiver for GPS to contact my patient, their guardian, 
or their caregiver by phone for the purpose of providing insurance benefit verification services and identifying available financial assistance for which they may 
be eligible, including through the use of an autodialer or prerecorded voice at the telephone number provided. I also give my permission to receive calls related 
to these services from GPS, Pfizer Inc, and parties calling on their behalf, including calls made with an autodialer or prerecorded voice at the phone number(s) 
provided. Pfizer reserves the right to revise or terminate this program, in whole or in part, without notice at any time.

X  

    Physician Signature   Date

ELELYSO® (TALIGLUCERASE ALFA) FOR INJECTION
TREATMENT REQUEST FORM

Please complete and fax this form to 1-866-758-7135. 
For assistance or additional information, call 1-855-ELELYSO (1-855-353-5976), Monday–Friday, 8 AM–6 PM ET

5. Physician Authorization

Name (First, Last)                    Office Contact 

National Provider ID #    Site Name   

Street Address      City    State ZIP Code 

Phone      Fax      

Please provide administering physician's UPIN or Provider ID # with patient's insurer(s) 

3. Site of Care Information
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INDICATION 
ELELYSO® (taliglucerase alfa) for injection is indicated for the treatment of patients with a confirmed diagnosis of Type 1 
Gaucher disease.

IMPORTANT SAFETY INFORMATION 
Serious hypersensitivity reactions, including anaphylaxis, have occurred in some patients treated with ELELYSO® 
(taliglucerase alfa) for injection. Observe patients during and after the infusion; immediately discontinue infusion if 
anaphylaxis occurs and initiate appropriate treatment.

In clinical trials, 2 of 72 (3.0%) patients treated with ELELYSO experienced signs and symptoms of anaphylaxis. This 
included urticaria, hypotension, flushing, wheezing, chest tightness, nausea, vomiting, and dizziness. These reactions have 
occurred during ELELYSO infusion.

In clinical trials with ELELYSO, 21 of 72 (29%) patients experienced hypersensitivity reactions, including anaphylaxis. This 
included pruritus, angioedema, flushing, erythema, rash, nausea, vomiting, cough, chest tightness, and throat irritation. 
These reactions have occurred up to 3 hours after the start of infusion.

Due to the potential for anaphylaxis, appropriate medical support should be readily available when ELELYSO is 
administered. Observe patients closely for an appropriate period of time after administration of ELELYSO, taking into 
account the time to onset of anaphylaxis seen in clinical trials. Inform patients of the signs and symptoms of anaphylaxis, 
and instruct them to seek immediate medical care should signs and symptoms occur. If anaphylaxis occurs, ELELYSO 
should be immediately discontinued, and appropriate medical treatment should be initiated.

Base the management of hypersensitivity reactions on the severity of the reaction and include slowing or temporary 
interruption of the infusion and/or administration of antihistamines, antipyretics, and/or corticosteroids for mild reactions.

Pretreatment with antihistamines and/or corticosteroids may prevent subsequent hypersensitivity reactions. Patients were 
not routinely premedicated prior to infusion of ELELYSO during clinical studies. If severe hypersensitivity reactions occur, 
immediately stop the infusion of ELELYSO and initiate appropriate treatment.  

Consider the risks and benefits of re-administering ELELYSO in patients who have experienced a severe reaction associated 
with ELELYSO. Caution should be exercised upon rechallenge, and appropriate medical support should be readily available.

The most common adverse reactions with ELELYSO, either as initial therapy or as therapy following a switch from 
imiglucerase (≥5%) reported during clinical trials with ELELYSO were pruritus, flushing, headache, arthralgia, pain in 
extremity, abdominal pain, vomiting, diarrhea, fatigue, back pain, dizziness, nausea, and rash. 

The most common adverse reaction (≥10%) for treatment-naïve pediatric patients was vomiting. Pediatric patients 
experienced a higher frequency of vomiting than adults and this may be a symptom of hypersensitivity reaction. The 
frequencies of other adverse reactions were similar between pediatric and adult patients. 

The recommended dosage for treatment-naïve adult and pediatric patients 4 years of age and older is 60 Units per kg of 
body weight administered once every 2 weeks as a 60- to 120-minute intravenous infusion.

Patients switching from a stable dose of imiglucerase are recommended to begin treatment with ELELYSO at that same 
dosage. Dose adjustments can be made based on achievement and maintenance of each patient’s therapeutic goals.

As with all therapeutic proteins, patients have developed anti-drug antibodies (ADA) to ELELYSO.

In a clinical trial of treatment-naïve adult patients, 17 of 32 (53%) patients who were administered ELELYSO developed ADA 
during treatment.

In a clinical trial of treatment-naïve pediatric patients, 2 of 9 (22%) patients developed ADA during treatment with ELELYSO.

In another clinical trial of 26 adults and 5 pediatric patients switched from imiglucerase treatment to ELELYSO treatment,  
5 (16%) adults developed ADA after the switch.

The relationship between ADA and hypersensitivity reactions is not fully understood. Monitoring for ADA to ELELYSO may be 
useful in ADA-positive patients or in patients who have experienced hypersensitivity to other enzyme replacement therapies.

Immunogenicity assay results are highly dependent on the sensitivity and specificity of the assay and may be influenced by 
several factors, such as assay methodology, sample handling, timing of sample collection, concomitant medication, and 
underlying disease. For these reasons, comparison of the incidence of antibodies to ELELYSO with the incidence of 
antibodies to other products may be misleading.

ELELYSO is supplied as 200 Units per vial and is available by prescription only.

Please click here for full Prescribing Information.
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