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WRITTEN PATIENT CONSENT FORM USE OF SOTROVIMAB IN ADULTS WITH COVID-19

FASOTROVIMAB&TT i EME RS (COVID-19) EEHRY
BEPERER

Sotrovimab (Xevudy®) TERAF L IGE T A B FAT EEEFEMNCOVID-19%, HBAFIIR National COVID-19 Clinical
Evidence Taskforce StFsotrovimabfFi&77 COVID-19+ AR &R AT REB BUR H T il

BERED
R SEAR, RERPE:

(write name of patient/person responsible)

+  Sotrovimab (Xevudy®) COVID-19TERAFITLIGE M A F AT FEBEEEZFHRENCOVID-19%6, EREIMzaZTEETLEX
HERNMNZ2MNESR;

*  Sotrovimab7E AT & T COVID-19BYMTT T IERIE, HNEBRNHAFTMIARTRERERENHZAL,;

+  SotrovimabFF/&fFCOVID-19R MR &M TT/ARIE, BIEREX Ti2IEMTARIENE, tHRIAERERAITFARNNHKEE;

«  fEMsotrovimabBRIGERELAYMEEIER (BRI ; MRETALGNAAZAHAAZEITEE, #BAsotrovimab#]
BEES D AREENRN, (RFEECOVID-1I9REZEIRENEER, BRAELESH) ; UK

+ {FEMsotrovimabBEIAEHIL (BEXMFREA) SIVEM,

FHINFENSIRERE, mMEXFBR BN LR HE.
HAB, FAJLURERNRE EBH @I EAsotrovimabiT AR,
BETFX—IAR, RRASWEAAHERTHATHAEAsotrovimab#1T/577.

BENR: MRN: FiR:
(Patient’s name) (Age)
BE (FHREAY) ER: BH:
(Signature of patient (or person responsible*)) (Date)
IEAMRMER (MREIEANE) : BH:
(If applicable, name & signature of witness) (Date)

IEATRBERETEIARL R WIRERNIER, OFFATUFEAREFLEFETEN. IEASTFHI8S
(Witness is not to be a member of the treating team. In the event that an interpreter is used, the interpreter may not act as a witness to the consent process. Witness must be 18 years or older)

BRRABESEEATHER FENHEHATHAN) MTEAHA. F () EfEMsotrovimab Zf& RFEAR:

| agree to be contacted in the future about how | (or the person | am responsible for) am (are) doing and how | (they) felt after receiving sotrovimab:

k=Y FREE NRAEE, BHREEHNEIESH:
(Yes) (No) (If yes, please provide your phone number)

TMRFEAELET, BE FERMFALRH:

A HEEH:
(Name) (Date of Birth)
bk : B SH0:
(Address) (Contact Number)
58&XA: RREENERER:

(Relationship to patient) (Reason for representation)

DOCTOR’'S DECLARATION

| have provided to the patient/their person responsible an explanation of the use of sotrovimab, its potential benefits and
harms and the relevant Patient Information Leaflet. | believe the information has been understood.

Please print & sign this form and file with the patients’ Health Record. Further information about consent found here.
Doctor’s name & designation:

Signature: Date:

If the patient cannot converse adequately in English, please use an accredited Health Care interpreter. Do not rely on relatives or other parties for interpreting.
Language: Name of interpreter & ID #:

Signature: Date:

Completed signed form should be kept in the patient’s Health Record.

Visit https://www.nswtag.org.au/covid-19-medicines-resources/ for access to other resources and copyright information. Therapeutic
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