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F

Anti-JCV antibodies results

MEDICATION ORDER

Patient to be observed for 60 minutes following the first 12 infusions.
In the event of an adverse reaction occurring in the infusion clinic, utilize the Immersiv Health adverse reaction protocol. 

Tysabri®(natalizumab) 300mg IV in 100ml NS over 1 hour every 4
weeks (no less than every 28 days) 

PRE-MEDICATIONS

PO
Acetaminophen: 650 mg

IV
Methylprednisolone: 125 mg

Cetirizine: 10 mg 
Diphenhydramine: 25 mg

Diphenhydramine: 25 mg

OTHER: PO IV

Tysabri® (natalizumab) 300mg IV in 100ml NS over 1 hour every: 

REFILL X 12 MONTHS UNLESS OTHERWISE NOTED HERE:

LAB ORDERS
LAB: FREQUENCY:
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