Lumizyme ACE Program

Lumizyme Infusion Confirmation Form
Do not remove sticker until completed and faxed to Genzyme
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Instructions: THIS FORM MUST BE COMPLETED

The healthcare professional preparing the medication for infusion

completes Section 1 above. AND FAXED TO GENZYME AFTER

2. Enclose this form with the delivery of the prepared medication to the
msonste. o EVERY LUMIZYME INFUSION.
3. The healthcare professional administering the Lumizyme infusion
completes Section 2 above.
4. Please fax this completed form to Genzyme at (888) 378-7667. Report all adverse events to
5. File the form in the patient’s record either by affixing the sticker to the Genzyme Medical Informatlon
patient’s file or scanning the form and saving it in the patient’s electronic at (800) 745-4447, option 2.
medical record.

Request additional copies of the Lumizyme Infusion Confirmation Form by contacting Genzyme at 800-745-4447, option 1.

Genzyme Corporation, 500 Kendall St., Cambridge, MA 02142 Phone: 800-745-4447
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