
CONSENT FOR ADMINISTRATION OF 

DUPIXENT (dupllumab) 
What is DUPIXENT? 

DUPIXENT is an injectable prescription medicine used to: 
o Treat moderate to severe atopic dermatitis in patients 18 years of age and older who continue to hav�

symptoms that are not controlled.by topical prescription therapies
o It is not used to treat other allergic conditions
o Other forms of allergic acute bronchospasm, or status asthmaticus

Who should not receive DUPIXENT? 
Do not receive DUPIXENT if you: 

o Are allergic to dupilumab or any of its excipients

What should I tell my health care provider before receiving DUPIXENT? 
Before receiving DUPIXENT, tell your health care provider about all your medical conditions, including if you: 

o Have any other allergies (such as food allergy or seasonal allergies}
o Have a history of asthma
o Have ever had a severe allergic reaction called anaphylaxis
o Have or have had a parasitic infection
o Have or have had cancer
o Are pregnant or plan to become pregnant; it is not known if DUPIXENT may harm your unborn baby
o Are breastfeeding or plan to breastfeed; it is not known if DUPIXENT passes into your breast milk

How should I receive DUPIXENT? 
o DUPIXENT should be given by your health care provider in a health care setting
o DUPIXENT is given in 1 or more injections under the skin (subcutaneous), 1 time every 2 weeks
o You may not see improvement in your symptoms right away after DUPIXENT treatment

Initials 
-----------





Consent for Administration of DUPIXENT, Authorization for Treatment 
The following points regarding DUPIXENT were reviews and discussed In great detail: 

o The nature and purpose of the Duplxent treatment program
o The risks of the treatment, including the possibility of an allergic reaction as well as the risk that the

treatment program may not accomplish the desired objective�
o The possible outcome of the treatment
o The available alternative medical treatment
o The prognosis if the program 1s not followed
o The need for regular therapy and follow-up, including the need to evaluate my atop1c dermatitis by

keeping records of my medication use, symptoms, and need for unscheduled care
o Risk of anaphylaxis and epinephrine use, with proper demonstration of epinephrine auto injector
o Office policies regarding DUPIXENT (e.g., calling ahead for mixing and scheduled office visit required

prior to administration If experiencing increase in symptoms)
o Patients of DUPIXENT should have an office visit with the prescribing allergist every 6 months
o You will need to bring your EpiPen with you for each administration of DUPIXENT

I have read the information in this consent form and understand it. The opportunity has been provided for me 
to ask questions regarding the potential risks of DUPIXENT, and these questions have been answered to my 
satisfaction. I understand that precautions consistent with the best medical practice will be carried out to 
protect me from adverse reactions to DUPIXENT. 1 do hereby give consent for the patient designated below to 
be given DUPIXENT over an extended period of time and at specific Intervals, as prescribed. I further hereby 
give authorization and consent for treatment, by Dr. Mansfield and his staff, of any reactions that may occur 
as a result of DUPIXENT. 

I have read and fully understand this form: 

Printed name of DUPIXENT patient: _________________________ _ 

Patient signature (or legal guardian): ____________ Date signed: ________ _

Witness signature: ___________________ Date signed: ________ _ 

FOR OFFICE USE ONLY: I certify that I have counseled this patient and/or legal guardian concerning the information In the CONSENT 
for DUPIXENT and that it appears to me that the slgnee understands the nature, risks, and benefits of the proposed treatment plan. 

Cape Fear Otolaryngology Staff: ________________ Date signed: _________




