Certificate of Injection Device for treatment of Rheumatoid Arthritis

BEffi Y v~ FREH R * v S ORAE

I am carrying the following items for treatment of Rheumatoid Arthritis.
FABEET Y v~ F OiRED =91, TRloFHEAZES L T E T,

Date of Issue {EEHH : / /20 (DIMNYR) (H/H/VEE)

Name [K# : (KEE

Address {FFf : (REE

Date of Birth 4&24-HH : / / (D/M/YR) (H/H/P9)E)
Description of Injection Device #&f¥ v b DFREH

Name F4F D4 : KEVZARA (sarilumab) injection

Form of Administration #5755 : Subcutaneous Injection FZ T4t

Dosage and Intervals of Administration F& & % 5[k :

200mg : 150mg once every two weeks

Number of Injection Devices FF5 L T\ 5 A% :

Name of Personal Physician Fi&% : (g
Name of Institution J#&Fe/BEFED 4R : (L
Address J&FE/EEBEDIERT - (FeEh)

E-mail Address FiRED A —LT FL X ¢

Physician’s Signature FIREDO ¥4 v :




