CARACO

PHARMACELTICAL LABORATORIES, LTD.

Caraco Clozapine Distribution System (CCDS)
FORM B: PATIENT REGISTRATION

Internal Use —
Patient Code

Doctor and Pharmacist: This Form is for registering one Patient with CCDS

Fields marked with * are required for processing

First Middle

PATIENT
* Name

Last

* Date of Birth

mm/ dd / yy

*Social Security #

* Sex |:|

M/F

* Patient status  New |:|

Existing I:I

*Existing Patients only, Current Treatment frequency

Weekly

I:I Bi-weekly I:I Monthly I:I

*Treatment Status Active |:| Number of Weeks of treatment without
Interrupted |:| Interruption / break greater than 1 month weeks
Break |:| Duration of Break days/weeks

Reason for Break

*Date of Blood Draw: ( mm/ddlyy )

Date of dispensing not more 7 days from date of blood draw

Today’s *Clozapine Dose : mg/day
*Counts - WBC : /mm® (23,500 / mm® *ANC: /mm® (=2000/mm®)
New Patient A patient who has never been on Clozapine therapy is classified as a New Patient

Registered Patient
Existing Patient
Abnormal Blood Event
Treatment Break
Interrupted Treatment

WBC <3500/mm_ or ANC <2000/mm’

Weekly therapy prescription.

Biweekly therapy the prescription.

Monthly therapy prescription.

A patient who is already registered with CCDS
Patients who are already on other manufacturer’s Clozapine

A break taken by a patient from Clozapine treatment due to an event other than a Clozapine induced Abnormal Blood Event
Refers to a Clozapine therapy that is interrupted due to a Clozapine-induced Abnormal Blood Event
WBC and differential counts of Clozapine patients have to be monitored every week and the reports must accompany the

WBC and differential counts of Clozapine patients have to be monitored every other week and the reports must accompany

WBC and differential counts of Clozapine patients have to be monitored every month and the reports must accompany the

¢ WBC count has been checked for the therapy of patient and is
acceptable.
Stocking Code:

*Pharmacy DEA /ID # . -

*Pharmacist’s Name:

Last First Middle
*Phone No. ( )
*Fax No. ( )
*Signature *Date
(mm/dd/yy)

e The Patient is an appropriate candidate for Clozapine and has no History
of Myoproliferative disorders or previous Clozapine induced
Granulocytosis or Agranulocytosis

e The patient information is correct

*Physician DEA/ ID # -
*Physician’s Name:

Last First Middle
*Phone No. ( )
*Fax No. ( )
*Signature *Date

~ (mnvddiyy)

Mail Form to : CCDS, Caraco Pharmaceutical Laboratories Ltd.,

Toll Free Fax : 1-800-980-CCDS (2237) Toll Free Tel : 1-888-Tel-CCDS (835-2237)

1150 Elijah McCoy Drive, Detroit, Ml 48202.

Website : www.caracoclozapine.com

Clozaril ® is the registered Trademark of Novartis Pharmaceuticals Corporation
Form # 377, Rev 03/08 Previous edition is obsolete.
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